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necessitates the use of CPB that might compound the 
situation. Moreover, the intraoperative preservation of an 
antegrade pulmonary flow necessitates the maintenance of 
higher SVC pressures to promote downstream flow through 
the BDCPA. The need of higher SVC pressures in this 
subset of patients increases the risk of pleural effusion and 
chylothorax in the postoperative period causing respiratory 
compromise. At the same time, on‑table extubation may 
lead to atelectasis and hypoxia‑related increases in PVR.[3] 
These factors complicate the decision with regard to the 
ideal time of extubating these patients.

Joshi et al. identified various factors such as weight <5 kg, 
age  <1  year, CPB time  >120  min, and presence of 
associated noncardiac structural anomalies as the 
important determinants of a successful extubation in 
the operating room  (OR).[5] Harris et  al. demonstrated 
preoperative mechanical ventilation, weight  ≤5  kg, 
bypass time  >140  min, circulatory arrest time  >7  min, 
postoperative inotrope, PaO2  <80  mmHg, age  ≤30  days, 
and male sex as predictors of delayed extubation.[6] Most of 
the studies evaluating the feasibility of on‑table extubation 
in pediatric cardiac surgical patients have demonstrated 
a considerably high success rate in patients undergoing 
BDCPA. Harris et  al. could extubate 89% of the BDCPA 
patients in the OR and 100% within 24 h.[6]

A sound perioperative anesthetic management using 
ultrashort-acting anesthetics, anti-inflammatory drugs to 
reduce airway edema, monitoring depth of anesthesia using 
bispectral index, and an effective analgesic regimen can 
improve the feasibility of on-table extubation.   However, 
decision regarding an OR extubation should be 
individualized as per the index case. The proponents of 
on-table extubation consider the advantages of favorable 
postoperative cardiopulmonary interactions with an early 
reinstitution of spontaneous ventilation, whereas a second 
school of thought exists proposing a more watchful yet 
early extubation, ruling out any inadvertent increase in SVC 
pressures or risk of bleeding or respiratory compromise in 
the immediate postoperative period.
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Dear Editor,
A 55‑year‑old man was diagnosed with the end‑stage 
heart failure. He was enrolled in the waitlist of heart 
transplantation. The patient was scheduled for heart 
transplantation as the donor heart became available. 

Missing Swan Ganz Catheter

Anesthesia induction was uneventful. Right radial artery 
was cannulated for invasive pressure monitoring and 
pulmonary artery catheter sheath was introduced into the 
right internal jugular vein. After midline sternotomy and 
adequate heparinization, aortic and bicaval cannulation 
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was performed to establish cardiopulmonary bypass. The 
recipient heart was removed, and the donor heart was 
inserted in its place using bicaval anastomosis technique. 
During weaning from cardiopulmonary bypass, Swan‑Ganz 
catheter was inserted into the sheath already in the right 
internal jugular vein. The balloon of the catheter was 
inflated after inserting 20 cm length of the catheter. As the 
catheter was further advanced even beyond 40  cm, right 
ventricular waveform was not observed. Transesophageal 
echocardiography neither revealed catheter in the right 
atrium nor in inferior vena cava. Where the catheter was 
floating could not be ascertained echocardiographically. 
Azygos and innominate vein palpation by the surgeon did 
not find malposition of the catheter.

The catheter entered superior vena cava  (SVC) cannula 
instead of right atrium during the insertion process. As 
the patient was on partial bypass during weaning, drain 
from SVC cannula was observed to be decreased. Careful 
examination of the cannula revealed the Swan‑Ganz 
catheter with inflated balloon [Figure 1].

Swan‑Ganz catheter is a balloon tip, flow directed 
catheter which travels from SVC, right atrium to right 
ventricle, and then pulmonary artery. Cardiac output and 
hemodynamic parameters obtained using the catheter 
guides the management of the patient. However, it can 
potentially causes complications during insertion such 
as arterial puncture and pneumothorax. Apart from 
arrhythmia and right bundle branch block, misplacement 
and intracardiac knotting can also occur. Inadvertent 
insertion of the catheter into carotid artery, pericardium, 
coronary sinus, hepatic vein, and azygos vein have also 
been reported.[1‑4]

During cardiac transplantation, it is very essential to monitor 
pulmonary artery pressure and right ventricular function. 
Invasive monitoring of pulmonary artery pressure and 
pulmonary vascular resistance by Swan‑Ganz catheter can 
guide weaning from cardiopulmonary bypass. Transesophageal 

Figure 1: Schematic diagram illustrating passage of pulmonary artery 
catheter into superior vena cava cannula

echocardiographically is able to rule out malposition of the 
catheter in coronary sinus, intracardiac knotting, in inferior 
vena cava, or hepatic vein, as was done in the present case. 
Even azygos and innominate vein placement of the catheter 
can be suspected by palpating the vein in an open chest. 
However, it is very unusual and unreported misplacement of 
Swan‑Ganz catheter floating into SVC cannula.
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