
CORRESPONDENCE

Guidewire localization with transesophageal echocardiography:
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To the Editor,

To avoid unintended arterial puncture when using a

Seldinger technique, surface ultrasound may be a valuable

tool to help confirm proper correct positioning of a

guidewire within the internal jugular vein.1 However, the

use of ultrasound for this indication has several limitations.

It is not always possible to exclude the possibility of car-

otid artery puncture, and ultrasonography does not allow

for complete visualization of the guidewire advancing into

the superior vena cava (SVC). Blaivas2 has reported cases

of unintended arterial cannulation despite the use of

ultrasound guidance. To exclude possible arterial puncture,

manometry, continuous electrocardiogram monitoring, and

arterial blood gas analysis can still be used.3

In cases where transesophageal echocardiography (TEE)

is being used, TEE can follow the progression of the

guidewire into the SVC prior to introducing the dilators,

introducer sheath, or catheter into the internal jugular

vein.4 The TEE images are used to verify, in real time, the

progression of the guidewire from the SVC to the right

atrium by using the mid-esophageal (ME) bicaval view

90-110�.4 When the guidewire is not observed in either the

SVC or the right atrium, turning the transesophageal

ultrasound probe to the left and looking for the aortic root

(ME long-axis ascending aorta view) (Figure), the aortic

arch (upper esophageal aortic arch short-axis 0� and long-

axis view 90�), or the descending aorta (descending aorta

short-axis 0� and long axis-view 90�) may help to localize

the guidewire. If the guidewire is not sited within the SVC

or major arteries, we suggest expanding the ultrasound field

to examine the subclavian veins, the contralateral internal

or external jugular veins, or ruling out possible persistent

left SVC. Finally, if necessary, manometry may be used to

distinguish venous from arterial cannulation.

In conclusion, TEE may be an important tool to verify

correct guidewire positioning during central venous can-

nulation. If the guidewire is not visualized within the SVC

during TEE examination, it is important to search for and

exclude arterial siting. It may be important to turn the TEE

probe to the left to facilitate optimal visualization.
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Figure Mid-esophageal long-axis ascending aorta view showing a

cannulation guidewire inside the ascending aorta (arrow). LA = left

atrium; AoV = aortic valve
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