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Establishment of venous access and the
maintenance of an intravenous line is often
difficult in extremely small and sick chil-
dren. Occasionally peripheral percutane-
ous venous catheterisation is not successful
because of previously punctured or throm-
bosed veins. In these cases it is necessary to
attempt venous cannulation by venesection
of basilic, median, cephalic, saphenous or
jugular veins. We report our experience
with cannulation of the jugular vein in
extremely sick children.

Material and Methods

One hundred children needing jugular
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vein cut down were studied and results
noted. Jugular vein cannulation was
attempted in patients with: (f) no suitable
peripheral veins for intravenous therapy;
(i) major surgical procedures where trans-
fusions of large quantity of blood was
expected; (#if) neonates requiring exchange
transfusion where umbilical catheterisation
was not possible.

Procedure: The patient was placed
supine with the neck hyper extended and
the head turned-to the onposite side. After
aseptic skin preparation local anesthetic
with 1% xylocaine was administered. A
transverse incision was made over the ster-
nocleidomastoid at the junction of the
middle and lower third. The external jugu-
lar vein was then identified. If the calibre
was adequate it was cannulated. However,
if the calibre was inadequate, the internal
jugular vejn was exposed by separating the
sternal and clavicular heads of the sterno-
cleidomastoid muscle with the help of right
angle retractors. The vein was carefully
hooked. To avoid skin contamination, a
subcutaneous tunnel was made, and the
catheter (No. 6 gauge feeding tube) tun-
ncled into the main wound. The jugular
vein was ligated distally with 3/0 catgut and
a phlebotomy made and adequate length of
catheter introduced so that its tip was in
the mid superior vena cava. The catheter
was secured with a ligature previously
placed around the proximal portion of the
vein. The skin incision was closed.

Results

One hundred patients underwent jugu-
lar vein cannulation. Their age ranged
between 18 hours to 2.5 years. Eighty one
per cent patients were less than 2 weeks
old. The weight ranged between 1.3-12 kg.
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Eighty five per cent of cases were less than
3.5 kg. The chief indications for jugular
vein cannulation included extremely sick
cases with lack of suitable peripheral veins
for administration of fluids and drugs (60
cases), for exchange transfusion in nco-
nates (31 cases) and prior to major surgery
(9 cases). In 11 cases the external jugular
and in 39 internal jugular vein was cannu-
lated. Ninety one per cent of the cut down
procedures were done on the right side.
Ninety eight cases were done under local
anaesthesia and 2 under general anesthe-
sia. The minimum time taken for the pro-
cedure was 10 minutes and maximum time
was 25 minutes, the average being 17 min-
utes. There was no failure in cannulation in
any patient. The duration of cannulation
ranged from 14-480 h; mean being 160 h.
Fifty six cases received blood transfusion.
Seventy per cent were administered 10%
dextrose and the rest 5, 20 or 50% dextrose
through this line.

Eleven patients had catheter related
complications. Culture of the catheter tips
in 6 cases showed Staphylococcus aureus
and Albus in 3, Escherichia coli in 1,
Klebsiclla in 1 and Candida albicans in 1
patient. Of these, blood cultures were posi-
tive in 4; Staphylococcus grew in 2 and
Pseudomonas in 2. In 2 patients, Staphylo-
coccus (S. aureus-1, S. albus-1) was cul-
tured from both the catheter tip and the
blood. The other 2 grew different organ-
isms from catheter tip and blood. Two
cases with septicemia and disseminated
intravascular coagulation had excessive
- bleeding from the cut down site, both the
cases expired. (after 6 days and 16 days,
respectively). One patient developed respi-
_ ratory distress during the procedure, which
improved on changing the position by
removing the roll towel from under the
shoulders. One case each developed
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seroma of wound and leakage of fluid at
the I'V site.

In 98 patients the catheters were re-
moved once the patient recovered or im-
mediately after death. However, in 2 cases,
the catheter was removed due to catheter
related complications. One patient had
catheter related S. albus septicemia and
high fever; removal of the cannula and
antibiotics therapy led to control of infec-
tion. The other catheter was removed due
to leakage at the 1V site.

Discussion

Placement of central venous catheters
is a safe procedure, can be performed in
nconates and 1s useful for long term paren-
teral nutrition(1,2). To minimise the risk of
infection and snechanical failure of the
central line, we avoided drawing blood
samples through this line as previously re-
commended(3,4). In cases where umbilical
vein catheterisation was not feasible, we
used jugular vein cannulation for exchange
transfusions. Supraumbilical cannulation of
the umbilical vein was not done. Ninety
one per cent of cut down were done on
right side, because of direct path to the
superior vena cava and danger of thoracic
duct injury on the left side(1l). As such
sialastic tubes are ideal, but we used feed-
ing tubes. The central venous line should
be cleaned every other day with Betadine
solution. Other complications related to
jugular vein cut down include cardiac
arrhythmia, pulmonary edema, venous
thrombosis, hydrocephalus and supcrior
vena cava syndrome(1,3). The major com-
plications of central venous cannulation are
infection(3) and bleeding from cut down
site. The treatment of infection was heavy
antibiotics initially, and if no response then
removal of the catheter.
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Unusual Presentation of
Gastroesophageal Reflux with
Corpus Callosum Agenesis, Cleft
Palate and Mental Retardation
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Congenital anomalies of upper gastro-
intestinal tract (GIT) commonly present
with frothing and persistent vomiting. We
had a neonate who presented with recur-
rent apnea and cyanosis. On thorough in-
vestigation to our surprise the barium stud-
ies revealed presence of gastroesophageal
reflux (GER). This patient also had other
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congenital anomalies like agenesis of cor-
pus callosum, hiatus hernia, cleft of soft
palate and mental retardation. -

Case Report s

A 28-day-old male infant born of non-
consanguinous marriage was delivered at
full term and weighed 3 kg. He was admit-
ted on 28th day of life with a weight of 2.2
kg and complaints of respiratory distress,
feeding difficulties, regurgitation of feed
and recurrent apnea. He was treated at
Ahmedabad without much improvement.
On admission to our hospital, examination
revealed cleft of small palate, recurrent
apneic spells with cyanosis, bradycardia
and evidence of bronchopneumonia which
was treated with antibiotics.

However, difficulties in feeding, apnea
and cyanosis persisted and the patient was
investigated. Apneic spells did not respond
to aminophylline and there was no tracheo-
gsophageal fistula on dye studies. Echocar-

" diogram was normal. CT scan to rule out
CNS anomalies as a cause of recurrent
apnea, revealed agenesis of corpus callo-
sum (Fig. 1). Subsequently, barium eso-
phagogram showed Grade IV GER.

Medical treatment in the form of
antacid, ranitidine and metoclopramide
was given. In view of severity of GER and
possibility of associated anomaly, the child
was operated (Nissen fundoplication with
repair of associated sliding hernia), follow-
ing which the child was free of all symp-
toms for a period of 2 moenths. The above
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