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Abstract: Pleural effusions are commonly encountered in both out patients deptt. and in patient deptt.Analysis of the relevant clinical
history, physical examination, chest radiography and diagnostic thoracentesis is useful in identifying the cause of pleural effusion in
majority of the cases [1]. In few cases, the aetiology may be unclear after the initial assessment. The list of diseases that may account for
a pleural effusion is long[2]. We present an interesting case of itrogenic pleural effusion that was encountered in our hospital secondary

to central line placement.

Keywords: iatrogenic pleural effusion, CVP line, A.D.E.M, displacement

1. Key Messages

o latrogenic pleural effusion is a known complication of
CVP line insertion.

e In case of unstable hemodynamics following CVP line
insertion, iatrogenic pleural effusion must be ruled out.

e Early aggressive management of iatrogenic massive
pleural effusion must be attempted in all cases

2. Introduction

latrogenic pleural effusion is a condition in which patient
develops pleural effusion (i.e.: excess fluid that accumulates
between the two pleural layers) unilateral or bilateral as a
consequence of physicians intervention. Depending on
amount its manifestation varies, it may not manifest till it
become massive, compromising the patient’s
haemodynamics, especially if patient is on mechanical
support. Early aggressive management of iatrogenic massive
pleural effusion must be attempted in all cases.

3. Case History

A 28 year old male patient, referred from outside hospital as
a diagnosed case of post viral acute disseminated
encephalomyelitis (ADEM) involving C3-7 spinal cord
segments with respiratory failure intubated on mechanical
support. After admission patient was shifted to ICU for
further management. Next day of ICU admission in view of
frequent requirement for intravenous access for blood
sampling and various purposes central venous pressure
(CVP) line insertion was planned. After ruling out absolute
and relative contraindications, a triple lumen CVP line was
put in right subclavian vein under all aseptic precautions.
First it was confirmed by aspiration of venous blood
(confirmed by blood gas analysis) from all three ports; then
it was reconfirmed with chest x-ray (CXR) in which the tip
of the CVP line was lying in 2™ I.C space on right side. On
the first day, different fluid and drug infusions were given as
ordered. On second day of CVP insertion, while icu

monitoring it was observed that patient’s haemodynamical
parameters started deteriorating. He developed falling
blood pressure with tachycardia. Patient was given
intravenous fluids followed by inotropic support. Inspite of
these efforts, the patient’s blood pressure continued to fall.
Hence a second clinical review was done. On chest
examination right side chest was dull with respect to the left
side and air entry was found to be absent on the right side.
Inward displacement of endo-tracheal tube was ruled out. An
iatrogenic pleural effusion was suspected and all infusions
were stopped via CVP line. Aspiration from all the three
ports was attempted to confirm the location of CVP in the
vein, however, clear fluid was aspirated from the most distal
port and blood was aspirated from the other two ports. Later
on repeat chest X-ray, right hemi-thorax homogenous
opacification was noticed (Figure 1) suggestive of pleural
effusion, which was not present in CXR before placement of
CVP line. A pleural tap was done on right side and sent for
lab analysis. Tapped pleural fluid was found to be
transudative in nature with protein of 0.3g/dl and glucose
882mg/dl.

Therefore it was formulated that the distal port of the CVP
line was probably displaced while providing nursing care to
the patient; due to its poor fixing on skin. So right side
pleural drainage was planned and a chest tube of 28G was
put under aseptic precautions and guarded pleural fluid
drainage was done under monitoring.

Total twenty-four hour drainage was found to be more than 4
liters. Patient’s haemodynamics improved significantly
while and after pleural fluid drainage. Meanwhile cvp line
was removed from rt. side and another cvp line was put
from left side under all aseptic precautions and checked
accordingly. The chest tube was removed on the 3rd day of
chest tube insertion as no fluid had drained for past 24 hour.
The chest tube insertion site was sealed properly. Patient
continued to receive medical management as required.

Volume 8 Issue 3, March 2019

WWW.ijsr.net
Licensed Under Creative Commons Attribution CC BY

Paper ID: ART20196137

10.21275/ART20196137 795


https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5685213/#C2
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5685213/#C3

International Journal of Science and Research (1JSR)
ISSN: 2319-7064
Impact Factor (2018): 7.426

4. Discussion

This is a case of accidental displacement of CVP line (distal
port) into the pleural cavity. Similar cases of iatrogenic
pleural effusion have been reported earlier also[3,4,8] but
this case is different because; here displacement of only one
port of the CVP line was enough to endanger the life of the
patient. Also, CVP line was placed correctly at the time of
insertion but unfortunately one of its port came out of the
vein into the pleural cavity possibly as a result of secondary
re-positioning of CVP line.[5] Hence, all fluids given via the
same mal-positioned port collected on same sided pleural
cavity, leading to deterioration of the patient’s condition.
Catheter tip migration is a recognized phenomenon
following central venous catheterization, occurring to some
degree in approximately 17% of all per-cutaneously
introduced catheters.[5] ‘Poor position or aberrant location
from catheter tip migration has been shown to occur in up to
6% of catheters.[6] Radioimaging is the gold standard for
confirmation of the position of central venous catheter as
well as its related complications. [7] Still pleural fluid
evaluation must be done side by side for confirmation of
diagnosis. This patient improved haemodynamically only
after chest tube drainage of the iatrogenically collected
pleural fluid.
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