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Introduction

Central venous catheter (CVC) placement is an invasive procedure
commonly performed in both paediatric and adult patients [1].
However, improper insertion technique can lead to unanticipated
complications, having an incidence of 12-15% [2] and guide-wire-
related complications being one of them [3]. Here we have described
the unanticipated lodgement of the guidewire in a 3-way stopcock
during CVC placement.

Casepresentation

We planned for right internal jugular vein CVC insertion under
ultrasound guidance using seldinger technique after the induction of
general anaesthesia. We secured all three ports of the central venous
catheter with three-way stopcocks flushed with normal saline, with
the distal most port three-way being open. After the insertion of the
introducer needle, the guide wire was inserted and its position was
confirmed with ultrasound. During the removal of the guide wire, it
got lodged into the distal most port three-way stopcock, moving
neither in the forward nor backward direction. Ultimately we
detached the three-way stopcock from the distal most port and
simultaneously removed the guidewire along with it as a single unit as
showninfigures AtoD.

Discussion
CVC complications depend upon the anatomical site, whether blind
or ultrasound-assisted and the operator's experience. It can be
mechanical, infectious or thrombotic. Mechanical complications
usually occur at the time of insertion and are mainly operator-
dependent [4]. However, infectious or thrombotic complications
usually occur later on. The main complications are failure to place the
catheter, catheter malposition, arterial puncture, subcutaneous
hematoma, hemothorax and cardiac arrest [S]. An unsuccessful
insertion attempt is an important predictor of complications [6]. The
incidence of mechanical complications has been significantly
decreased from 4% to 7% by the real-time use of ultrasound [7].
Guidewire-related complications are one of the immediate
complications occurring at the time of CVC placement. Recognition
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and management of guidewire-associated complications are crucial as
they can quickly lead to life-threatening situations. Earlier cases have
been reported about guidewire entrapment or lost guidewires [8, 9].
This case also describes one of the guidewire-associated
complications, not been reported so far. A stuck guidewire has to be
removed very gently as undue force may break the guidewire, further
requiring surgical intervention or fluoroscopic guided removal [S].
Here we removed the lodged guidewire with 3 way stop cock as a
single unit. So three-way stopcock should not be attached to the CVC
distal most port through which the guide wire comes out during CVC
insertion.

Series of images showing sequence of central venous cathetenisation. Figure A to C showing lodged guidewire in the 3 way stopcock, moving neither in
forward nor backward direction during guidewire removal. Uhimately 3 way stopcock was detached from the distal most port and simultaneously
removed along with the guidewire as a single unit. Figure D showing lodged 3 way along with the guidewire after its removal.
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