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Received 17/11/2015 | Central venous catheters (CVC) are commonly placed in patients requiring administration of
vasopressors, antibiotics, blood products and parenteral nutrition. Although ultrasound has reduced
Accepted 30/11/2015 | complications associated with central venous catheter placement, the incidence of abnormal
migration or coiling remains same.

INTRODUCTION

Central venous catheter placement using
ultrasound guidance has replaced the standard blind
technique, but it cannot prevent or rule out abnormal
migration or coiling of the catheter. Migration of catheter
can occur during insertion or later spontaneously but it is
usually identified by absence of aspiration of blood
through the catheter ports or on chest x-ray. This case
report highlights a rare catheter migration and coiling of
left 1JV catheter in the left subclavian vein though there
was backflow of blood even after coiling.

CASE REPORT

A 54 years old male, without any comorbids came
to our tertiary hospital with history of fever and
breathlessness since 3 days. Patient was initially evaluated
in emergency room and later shifted to MICU for further
management. On evaluation in MICU, patient was found to
have  severe  breathlessness, altered  sensorium,
thrombocytopenia, acute kidney injury, hyperammonemia

1475

and hypotension. In view of sepsis with septic shock a
triple lumen right internal jugular central venous catheter
was placed. After 5 days following placement, due to new
onset of fever and redness at the site of insertion of the
catheter, it was removed and left 1JV triple lumen 7.5F
(Arrow) catheter was placed using ultrasound guidance.
The guide wire movement during insertion and removal
was free and following placement of catheter the back flow
was confirmed at all ports and fixed at 13 cm. Chest X-ray
(AP view) showed that the catheter had migrated to left
subclavian vein and coiled back. Later the kink was
removed using push pull technique (In this technique, the
guide wire will be passed through the distal port until we
feel resistance, that is till the kink and later the catheter
was slowly pulled out over guide wire with simultaneously
pushing the guide wire. Once the guide wire has advanced
freely up to 15cms then both catheter and guide wire were
pulled out for 5-6¢cms and pushed slowly inside) and the
correct position was confirmed by the repeat chest x ray.
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DISCUSSION

Ultrasound guided central venous catheter
placement has become a standard practice in recent years.
Ultrasound helps in safe and visible venous puncture but
not in detecting malposition of the catheter following
placement [1]. Malposition of catheter can occur during
insertion or later due to spontaneous migration. Trans-
esophageal echocardiography can accurately detect a CVP
tip in relation to superior vena cava (SVC) and right atrium
(RA) [2], but is not commonly used. Figure-1 showing the
left 1JV central venous catheter migrated and coiled in left
subclavian vein.

The ideal position of the catheter tip after placement
would be in distal third of superior vena cava (SVC). Right
IJV cannulation is preferred as it is wider and longer
compared to left 1V (smaller and has short course). The
catheters which pass through left 1JV have to pass through
left brachiocephalic vein and enter SVC perpendicularly
with distal tip impinging on the right lateral wall.

The incidences for catheter malposition are higher
for internal jugular as compared to subclavian catheter.
Left and right 1JV access has malposition incidence of
4.12% and 1.1% respectively whereas left and right
subclavian vein catheterization has 0.89% and 1.01%
respectively. This incidence depends on site of insertion
and type of material used, but not on the experience of the
physician who does the procedure [3].

One of the reasons for coiling in the 13V is due to
presence of valves. Normally valves helps in preventing
retrograde flow from right atrium to the brain [4]. The
blood aspirated freely from the catheter lumen after the
placement of the catheter does not necessarily confirm a
proper placement of the catheter tip [5]. Recently Munta et
al [6] have suggested saline flush test to detect catheter
migration at bedside. The onset of bubbles after 3 seconds
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Fig 1. Showing the left 1JV central venous catheter migrated and coiled in left subclavian vein
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