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Abstract

Introduction: Of the numerous approaches for internal jugular venous cannulation, anterior approach is being widely practiced.
But the major complications of this approach are carotid artery puncture and hematoma. With posterior approach, there is lesser
incidence of arterial puncture and hematoma.

Materials and Methods: This study was conducted over a period of 9 months. The aim of this study is to compare posterior
and anterior approaches for internal jugular vein cannulation in terms of number of attempts, duration of cannulation, ease
of insertion and complications of approach by each route. 50 patients were considered for the study and they were randomly
allocated into two groups to be cannulated with either anterior approach (Group A; n = 25) or posterior approach (Group B;
n = 25). Demographic data was comparable in both groups.

Results: The number of attempts, duration of cannulation, incidence of arterial puncture, incidence of arterial puncture and hematoma
are less with posterior approach. Ease of threading and chance of catheter displacement were comparable among both groups.

Conclusion: The posterior approach is better than anterior approach for internal jugular vein cannulation, as it improves the
success rate, permits easy threading of catheter, reduces the access time and duration of cannulation. It reduces complications
like arterial puncture, hematoma, pneumothorax, catheter displacement and thrombophlebitis.
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INTRODUCTION * Temporary cardiac pace maker

*  Hemodialysis
Central venous cannulation is an essential skill for critical ~ *  Lack of peripheral venous access
care physicians. The choice of Central venous catheter
insertion sites will depend on the indications, relative ~ Relative contraindications to Central Venous Cannulation
contraindications, risk of complications, patient factors ~ *  Inexperience, unsupervised operator
predicting difficult cannulation, and the clinical conditions. ¢  Local infection
The technique for Central venous catheter insertion is the ~ ¢ Distorted local anatomy
same for single, double, and triple lumen catheters,as well ¢ Coagulopathy
as dialysis lines. Central venous catheterization is a vital ~ *  Previous radiation therapy
intervention in critically ill patients and in major elective ~ *  Suspected proximal vascular injury

& emergency surgeties.
Predictors of Difficult Cannulation

Common indications for Central Venous Cannulation *  Emergency Placement
*  Hemodynamic monitoring e Obesity
*  Administration of drugs likely to induce phlebitis e Coagulopathy
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e Intubated

*  Hypotensive/Hypovolemic

* Edematous patient and known previous difficult
cannulation.

The proper choice of insertion is essential for success.
Advantage of internal jugular vein cannulation relates
to its consistent & predictable anatomic location,"? its
valveless course to the superior vena cava, the possibility
of repeated cannulation and low incidence of complication
in experienced hands.

Of the numerous approaches for Internal Jugular Venous
cannulation, the anterior approach is being practiced widely,
since the identification of landmarks & palpation of carotid
artery permits a beginner to learn the procedure easily. The
major complications of this approach are carotid puncture
& hematom. Posterior approach is relatively less practiced
due to myths regarding the complications.”

L. S. Kumar chowdhati et al.® showed that access time
and duration of cannulation were significantly less with
postetior approach compared to antetior approach. Mohan
chandralekha et al.” have compared postetior approach with
central approach for internal jugular venous cannulation
and showed that posterior approach was superior to
anterior approach with lesser incidence of complications.

V.P. Chandrasekharan et al.® showed by a color Doppler study
that anatomic variations of internal jugular vein in relation to
carotid artery permits lesser chances of arterial puncture with
posterior approach compared to antetior approach. Itis also
easier to perform in critically ill patients as the Trendelenburg
position is not mandatory for this approach.

Our study compares the posterior and anterior approaches
for internal jugular vein catheterization in terms of number
of attempts, duration of cannulation, ease of insertion and
complications of approach by each route.

MATERIALS & METHODS

After obtaining institutional ethical committee approval,
50 patients between 16-60 yrs of age of ASA (American
Society of Anesthesiologists) Grade I/I1/11I pts requiring
central venous catheterization including both critically ill
& patients posted for elective & emergency surgeries were
randomly selected for study. The study was undertaken
over a period of 9 months between July 1% 2011 to March
31 2012 in Government General Hospital, Kakinada.

These patients were randomly allocated into two groups
of 25 patients each.

*  Group A: Patients were cannulated by Anterior
approach.

*  Group P: Patients were cannulated by Posterior
approach.

Inclusion Criteria

American Society of Anesthesiologists Grades I, II and
I1I, both males and females, adult patients aged 16 to
60 years with scheduled elective and emergency surgeries
and critically ill patients in intensive care.

Exclusion Criteria

Patients not fulfilling inclusion criteria, lack of patient
consent, SVC syndrome, infection at the site of cannulation,
coagulopathy, presence of carotid disease, contra lateral
diaphragmatic dysfunction, thyromegaly, prior neck surgery,
recent cannulation of Internal Jugular Vein.

PROCEDURE

The patientis placed in supine position with 20 degree head
down position.* Patient has been connected to monitoring
devices like Pulse oximeter, ECG and Non Invasive Blood
Pressure Monitor. The head was turned to opposite side
& a support was placed under the shoulders to accentuate
the landmarks. Under sterile aseptic precautions the
following landmarks were identified: medial & lateral heads
of sternocleidomastoid, clavicle, carotid artery pulsations,
ipsilateral nipple, external jugular vein and suprasternal
notch.?

Anterior Approach

The triangle formed by the two heads of sternocleidomastoid
muscle and clavicle should be identified.’ The carotid artery
at the medial end of this triangle was palpated. Near the
apex of the triangle, a skin wheal was raised with 1 ml of
2% lignocaine. Skin puncture was made at 30 degree to the
skin with needle. The direction of the needle was towards
ipsilateral nipple. With constant aspiration, the needle
was slowly advanced until two tissue pops were felt at the
prevertebral fascia and the vein wall. The position in the
vein was confirmed by aspiration of dark blood. The vein
was cannulated by modified Seldinger’s technique. The hub
of the cannula was anchored with sutures.

Posterior Approach

The point where the external jugular vein crosses the
posterolateral border of sternocleidomastoid muscle is the
entry point.* A skin wheal was raised at this point with 1 ml
of 2% Lignocaine. The body of the muscle was lifted and
the needle was then advanced at an angle of 30 degree to
the skin, directed towards the suprasternal notch. The rest
of the procedure is similar to anterior approach.
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Parameters Observed

Parameters observed during the procedure are number of
attempts to identify the vein, time taken for identification
of vein, time taken for cannulation (This was recorded
as the time for skin puncture by the needle to complete
threading of the catheter), ease of threading, arterial
puncture and hematoma formation.

The parameters which were observed after the procedure
are pneumothorax, hemothorax, catheter displacement and
thrombophlebitis.

Statistical Analysis

A sample size of 25 per group was decided during
the pilot study. Randomization of subjects to the two
groups was done by using sealed envelopes. Data was
expressed as mean + Standard Deviation. Quantitative
analysis was compared with independent sample student’s
t-test. P value < 0.05 was taken as statistically significant.
P value < 0.0001 was taken as highly statistically significant.

RESULTS

Both groups were comparable in terms of demographic
variables like age, gender and body mass index, as shown
in Table 1.

When compared to anterior approach, number of attempts
required to successfully cannulate are less with posterior
approach. 80% of the people were cannulated successfully
in the first attempt by postetior approach compared to
only 52% of the people by anterior approach, as shown
in Table 2.

Time required to identify the vein was significantly less
with posterior approach with a mean value of 0.18 min,
compared to 1.06 min with anterior approach, which
is highly significant statistically. Also the duration of
cannulation was significantly lower with posterior approach
with a mean value of 2.43 min, compared to a mean value
of 3.64 min with anterior approach. The ease of threading
was relatively better with posterior approach, although it is
not significant statistically, as shown in Table 3.

The incidence of arterial puncture and hematoma are
significantly lower with posterior approach, compared to
anterior approach. We have encountered three cases of
arterial puncture with anterior approach, compared to only
one case with posterior approach, as shown in Table 3.

The incidence of other complications was also lower with
posterior approach. We have encountered two cases of
pneumothorax with anterior approach, where as none
of the cases cannulated with posterior approach had

pneumothorax or hemothorax. Also the incidence of
catheter displacement and thrombophlebitis are lower with
posterior approach although not statistically significant, as
shown in Table 4.

DISCUSSION

This study compares the widely popular technique of
anterior approach of cannulation of the internal jugular
vein to the posterior approach. In posterior approach the
point of entry is higher up in the neck? and thus providing
a longer length of vein for cannulation and avoiding
the dangers of hemothorax, pneumothorax and arterial
puncture.

The aim of the study was comparison of anterior and
posterior approaches for internal jugular cannulation in
patients undergoing elective & emergency surgeries and in
the critically ill. All patients were comparable in terms of
age, gender and body mass index. The number of attempts
to identify the vein was lesser with posterior approach.

Table 1: Demographic data

Parameter Group A (n-25)  Group P (n-25) P value
Age 43.87+18.97 44.86+16.54 0.84 (NS)
Gender (M/F) 17/8 16/9 -
Body mass index 24.96+4.82 23.87+4.96 0.43 (NS)

Table 2: Number of attempts in both the groups
Group A (n-25) Group P (n-25)

No of attempts

1 13 (52%) 20 (80%)
2 6 (24%) 4 (16%)
3 3 (12%) 1 (04%)
4 3 (12%) -

Table 3: Results in both the groups

Parameter Group A (n-25) Group P (n-25) P value
Time to identify the 1.06+0.56 0.18+0.12 <0.0001
vein (min)

Duration of cannulation 3.6410.58 2.43+0.32 <0.0001
Ease of threading 18 (yes) 20 (yes) -

7 (no) 05 (no)

Arterial puncture 3/25 1/25 -
Hematoma 1 0 -

Table 4: Complications in both the groups

Parameter Group A (n-25) Group P (n-25)
Pneumothorax 2 Nil
Hemothorax Nil Nil
Catheter displacement 3 2
Thrombophlebitis 3 2
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52% of pts were cannulated by first attempt by anterior
approach while it was 80% by posterior approach which
was highly significant statistically.

The access time & duration of cannulation was lesser with
the posterior approach. It took around 1.06 mins to identify
vein by anterior approach whereas it is only 0.18 mins on an
average to identify vein by posterior approach which is highly
significant statistically. Also the duration of cannulation is
much shorter by posterior approach (2.43 min) compared
to anterior approach (3.64 mins) which is significant
statistically.

The posterior approach permits easier threading than
anterior approach even though it is not significant
statistically. Cannulation by posterior approach reduced the
rate of arterial puncture and hematoma significantly. We
have encountered 1 case of arterial puncture in posterior
approach compared to 3 cases with anterior approach
which is highly significant statistically. We found no cases
of pneumothorax & hemothorax by posterior approach
whereas 2 cases cannulated by anterior approach had
pneumothorax.

Wisheart et al.” reported a case of injury to the ascending
cervical artery by the posterior approach. We have not
encountered any case of cervical artery injury in our study.

In the posterior approach there was a low rate of catheter
displacement, although it was not significant statistically.
Other complications like Thrombophlebitis were less in
posterior approach. The posterior approach improves the
success rate, permits easier access and threading in obese
patients. The posterior approach provides a safe alternative
route in patients like short necked, obese, critically ill,
patients on tracheostomy, and pathology in lower part of
the neck.

Lamkinsi et al.” have shown that postetior approach in
internal jugular venous cannulation is more efficient than
and as safe as the anterior approach.

Brown et al."” have reported a case of chronic hematoma
following percutaneous internal jugular venous cannulation
which required surgical removal two months later. In our
study we have encountered a case of hematoma with
anterior approach but the swelling spontaneously subsided
within 2 hrs after applying continuous pressure.

Arnold S et al."' described bilateral pneumothorax and
subcutaneous emphysema as a complication of internal
jugular vein puncture.

Cook FL et al."”” described tension pneumothorax
following internal jugular venous cannulation under
General anaesthesia. But we have not encountered these
complications in both of these approaches.

CONCLUSION

In conclusion, the posterior approach is better than
anterior approach for internal jugular vein cannulation
as it improves the success rate, permits easy threading
of catheter, reduces the access time and duration of
cannulation. It reduces complications like arterial puncture,
hematoma, pneumothorax, catheter displacement and
Thrombophlebitis. The posterior approach permits
easier access, improves the success rate and reduces the
complications in obese patients.

REFFERENCES

1. Williams PL, Warwick R, Dyson M, Bannister LH. Gray’s Anatomy,
37" Edition, New York: Churchill Livingstone; 1989; 795-796.

2. Decker Gag, du Plessis DJ. Lee McGregor’s synopsis of Surgical Anatomy,
12" Edition, Bristol: John Wright and Sons; 1980;253-254.

3. Willeford KL, Reitom JA. Neutral Head Position for Placement of Internal
Jugular Vein Catheters. Anaesthesia. 1994;49:202-204.

4. Thomas Suarez, Jefferey P. Baerwald and Chadd Kraus. Central venous
access: The effects of Approach, Position and head rotation on Internal
jugular vein cross sectional area. Anesthesia. 2002;95 (6);1519-1524.

5. Wishear JO, Hassan MA Jackson JW. A complication of percutaneous
cannulation of the internal jugular vein. Thorax. 1972;27:496-497.

6.  L.S. Chudari, U.S. Karmakar, R.T. Dixit, K. Sonia et al. Comparision of two
different approaches for internal jugular cannulation in surgical patients.
Journal of post graduate medicine 1998;44 (3):57-62.

7. Mohan Chandralekha V, Darlong V, Kashyap L et al. Internal jugular vein
cannulation-Comparision of central approach and posterior approach.
European journal anesthesiology. 2005:22;197-198.

8. Shanta Chandrasekharan, V.P. Chandrasekharan et al. Anatomical variations
of the Internal jugular vein in relation to Common carotid artery in lesser
supraclavicular fossa — A color doppler study. International journal of
basic medical science. 2011;2 (4).

9.  Lamkinsi et al. Internal jugular venous cannulation: What is the best
approach? Ann Fr Anesth reanim. 2012;31 (6):512-6.

10.  Brown CS, Wallace CT. Chronic haematoma: a complication of percutaneous
catheterization of the internal jugular vein. Anaesthesiology. 1986;45:368-370.

11.  Arnold S, Feathers RS, Gibbs E. Bilateral pneumothoraces and subcutaneous
emphysema: A complication of internal jugular vein puncture. BMJ
1978;1:211-2.

12. Cook FL, Ducket CW. Tension pneumothorax following internal jugular
venous cannulation and general anaesthesia. Anesthesiology. 1976;
45:554-5.

Source of Support: Nil, Conflict of Interest: None declared.

How to cite this article: B Vishnu Mahesh Babu, A S Kameswara Rao, B Srikanth. "Comparision of Posterior and Anterior Approaches for
Internal Jugular Venous Cannulation — A Prospective & Randomised Controlled Study". Int J Sci Stud. 2014;2(2):35-38.

Qtemationm Journal of Scientific Study | May 2014 | Vol 2 | Issue 2 J 38





<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


