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INTRODUCTION

The insertion of  a central venous catheter (CVC) is a 
commonly performed procedure in the management 
of  critically ill patients.1 The commonly used approach 
involves the internal jugular vein (IJV) and the subclavian 
vein (SCV). The placement of  the CVC is associated 
with a high rate of  serious complications.2 Bedside 
ultrasonography (USG) guidance has become a popular 

tool for insertion of  the CVCs and has decreased the 
incidence of  complications during the procedure.3,4 IJV 
cannulation has been very popular across the globe for 
the past few decades.5 Both short-axis and long-axis views 
have been used for IJV cannulation.6

The infraclavicular cannulation of  SCV under ultrasound 
guidance is presumed to be more technically challenging 
and difficult than the supraclavicular cannulation due to the 
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acoustic shadow cast by the clavicle.7 There are numerous 
advantages of  SCV cannulation over IJV cannulation, its larger 
diameter, lower risk of  central line-associated bloodstream 
infection, ability to remain patent in shock, increased patient 
comfort, better tolerance, and an easy, improved accessibility 
with patients having cervical spine injury, but still, there is 
currently insufficient evidence for the use of  ultrasound 
guidance for SCV cannulation.5,8,9 The supraclavicular 
approach, though an uncommonly used method, has been 
described in 1965 as a suitable alternative for cannulation of  
the internal jugular route.10 It has been observed by Timsit 
et al., that the long-axis view on ultrasound is able to give 
a better sonographic visualization of  the SCV and may be 
helpful in-plane (IP) needle approach.11

The supraclavicular approach for SCV cannulation is 
often used in adults. There are no studies comparing 
the feasibility and complications between IJV and SCV 
cannulation. 

Aims and objectives
 The aim of  our study was to compare the success rates 
and the rate of  complications between IJV and SCV 
cannulation techniques using ultrasound.

MATERIALS AND METHODS

This study was a prospective observational study performed 
in the operating room and intensive care unit (ICU) of  a 
tertiary teaching hospital. All patients who underwent elective 
and emergency surgeries in the operating room, and those 
who were admitted to ICU between January 2020 and May 
2023 were enrolled in this study. Adult patients (over the age 
of  18) who needed a insertion CVC as a mandatory part of  
their medical management for resuscitation, administration 
of  intravenous fluid, and parenteral nutrition for prolonged 
period were included in the study protocol. Before putting in 
the central line, either the patient or a close family member 
was explained the need for the central venous cannulation 
and the possible complications associated with the central 
venous cannulation. After explaining, written consent was 
taken from either the patient or a close family member before 
enrolling the patient in the study.

Sampling
Central line site insertion into either the IJV or SCV was 
chosen, depending upon the feasibility, experience, and 
convenience of  the operator or the procedure for which 
the central line was intended.

Inclusion criteria
SCV was preferred for cannulation where the patient had 
a history of  coagulopathy and was to be operated in sitting 

position (posterior fossa tumors), right lateral or left lateral 
position (cerebellopontine angle tumors), prone position 
(posterior fossa or occipital tumors). IJV cannulation was 
preferred for patients to be operated in the supine position 
(frontal, parietal, and temporal tumors).

Exclusion criteria
Exclusion criteria were the presence of  any suspected 
or documented thrombus inside the vein, any congenital 
or acquired musculoskeletal deformities of  the neck or 
clavicle, any active infections or signs of  inflammation over 
the insertion site, or any previous procedures performed at 
the cannulation site. Pediatric patients with age <18 years 
were not included in the study. The data were analyzed after 
the completion of  the procedure by another independent 
physician not primarily associated with the insertion of  the 
central venous cannulation.

Technique
All catheterizations were performed by a resident 
anesthesiologist who had more than 3 years of  work 
experience in Anesthesiology. Before doing the procedure, 
an electrocardiogram, a non-invasive blood pressure cuff, 
and a pulse oximeter were attached. After cleaning the 
insertion site with povidone iodine, the patient was draped 
under all aseptic precautions. If  the cannulations were made 
in an awake patient, an injection of  xylocaine 2% (3 mL) 
was given subcutaneously before doing the central venous 
cannulation. A head-down position with an inclination of  
10° to reduce the risk of  air embolisms and improve venous 
distension was given. The head was gently turned to the 
side opposite the venipuncture. For IJV cannulation, the 
ipsilateral arm was held in the neutral position, while as for 
the SCV, it was held in an adducted position.

For IJV cannulation, the operator approached the patient 
from the head end (from the patient’s upper side of  the 
body). For the SCV cannulation, the operator approached 
the patient from the corresponding side from which the 
SCV was to be cannulated. A high-frequency linear array 
transducer was used for imaging the IJV or the SCV (Esaote 
MyLab). A 7Fr triple-lumen CVC was used for cannulation.

For IJV cannulation, the probe was placed on the neck on 
the corresponding side where the vein was to be cannulated. 
A short axis of  the image of  the IJV and common carotid 
artery (CCA) was obtained by placing the transducer in the 
transverse orientation. The transducer was moved from the 
sternal notch toward the cephalic end, along the course of  
the IJV. The point where the IJV diameter was maximum 
was chosen as the insertion point (Figure 1). The CCA 
was differentiated from the IJV by observing the pulsatile 
nature, non-compressibility, and higher velocities in the 
CCA. After confirming the position of  IJV, it was imaged 
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in the center of  the screen. A puncture was made at 60° 
aimed at the IJV under ultrasound guidance tracking the 
tissue deformation in real time and observing and following 
the dip in the vein’s front wall. The endpoint was taken 
once the needle tip was visualized as an echogenic shadow 
in the center of  the vein.

The SCV cannulation was achieved after visualizing the 
short-axis view of  the IJV (Figure 2). The IJV was followed 
toward the supraclavicular fossa. The subclavian artery was 
delineated to prevent its inadvertent puncture (Figure 2). 
The probe was tilted forward to get a better view of  the 
brachiocephalic vein (BCV) in its longitudinal axis. This 
junction marks the point of  confluence of  the IJV and the 
SCV. To prevent the pneumothorax during cannulation, 
a clear visualization of  the underlying pleura was made. 
Doppler imaging was done to differentiate between the 
subclavian artery and SCV. The needle was directed under 

ultrasound guidance toward the brachiocephalic SCV 
junction. In both IJV and SCV groups, catheterization was 
performed using the Seldinger technique. With the help of  
ultrasound, the position of  the guidewire was confirmed. 
In case there was any impediment to the passage of  the 
guidewire, the same was noted. In case no blood was noted 
on aspiration, a repeat attempt was made repeating the 
procedure. The right side of  the body was preferred for 
central venous cannulation due to the absent thoracic duct, 
a lower position of  the pleural dome, and drainage of  the 
right IJV into the superior vena cava.12,13

Primary and secondary outcomes
The primary outcome measured was the first success rate, 
which was defined as the number of  attempts made for the 
insertion of  the guidewire into the intended vein after the 
skin puncture. The secondary outcomes studied included 
the (1) total time required for ultrasound scanning of  the 
vein; (2) the venous puncture time (time from the first skin 
puncture to venous blood aspiration); (3) insertion time 
(time from the first skin puncture to the ultrasound guided 
confirmation of  the correct position of  the guidewire into 
the target vein); (4) and the overall access time (defined as 
the time between the beginning of  the ultrasound scanning 
and the ultrasound confirmation of  the correct position 
of  the guidewire; (5) the number of  puncture attempts 
(defined as the average number of  separate skin punctures); 
(6) the number of  needle redirections; (7) the success rate 
(defined as the proportion of  the correct placement of  the 
guidewire into the intended vein and obtained within three 
punctures); (8) guidewire advancing difficulties; (9) venous 
collapse rate (defined as the proportion of  patients in 
whom the vein was collapsed; if  the visually diameter varies 
by more than 50% with respiratory movements); (10) the 
frequencies of  artery puncture, hematoma, pneumothorax, 
and catheter misplacements were used to assess adverse 
events.

RESULTS

A total of  300 patients were enrolled for the study. Out of  
these 60 patients had to be excluded due to coagulation 
disorders, anatomical abnormalities, cannulation site surgeries 
with some implants in situ, infection at the site of  infection, 
or inability to obtain consent from the patient to participate 
in the study. A total of  240 patients were included in the 
study which was divided into two groups. In 120 patients, 
IJV was cannulated while in the other 120 patients, SCV was 
cannulated using the ultrasound guidance. Figure 3 shows the 
consort flow diagram for the study subjects.

It was observed that there were no statistically significant 
differences in the demographic data between the two 

Figure 1: Short-axis image on ultrasound for an internal jugular vein 
(IJV). The internal jugular vein, common carotid artery (CA), and 
sternocleidomastoid (SCM) are seen in the same section

Figure 2: Ultrasound-guided subclavian vein catheterization utilizing 
the supraclavicular approach. An in-plane view showing the subclavian 
vein, rib, and pleura. SCV: Subclavian vein
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Figure 3: Cohort diagram of the study. N: Total number of patients, 
n: Number of patients enrolled in each group 

Table 1: Demographic characteristics of the study groups
Variable IJV group SCV group P value

(n=125) (n=125)
Age, mean±SD, years 57.65±14.17 55.45±15.13 0.103
Gender male: female 70:55 70:55 1.00
Body mass index, mean±SD, kg/m2 28.91±4.31 27.89±5.70 0.118
Hypertension 42 (33.6) 48 (38.4) 0.510
Diabetes mellitus 21 (16.8) 23 (18.4) 0.674
Ischemic heart disease 17 (13.6) 15 (12.0) 0.814
COPD/Asthma 5 (4.0) 7 (5.6) 0.416
Chronic kidney disease 2 (1.6) 5 (4.0) 0.355
Presence of coagulopathy 4 (3.2) 7 (5.6) 0.253
Admission type, n (%) 

Elective 56 (44.8) 65 (52.0) 0.269
Emergency 69 (55.2) 60 (48.0) 0.261

Presence of risk factors for difficult venous 
cannulation, n (%) 

18 (14.4) 21 (16.8) 0.513

Mechanical ventilation during line placement, n (%) 120 (96.0) 119 (95.2) 0.703
SOFA score at randomization, mean±SD 7.81±2.38 7.59±2.83 0.220

n: number of patients in each group, IJV: Internal jugular vein, SCV: Subclavian vein, SD: Standard deviation, %: Percentage of patients, SOFA: Sequential Organ Failure 
Assessment, kg/m2: Kilogram per meter square, COPD: Chronic obstructive pulmonary disease

groups. The age and body mass index between the 
two groups were comparable. Similarly, there was no 
difference in the incidence of  various comorbidities such 
as hypertension, diabetes mellitus, ischemic heart disease, 
asthma, and chronic kidney disease (Table 1).

The patients did not differ in the presence of  factors 
that could be responsible for difficult venous cannulation 
nor was there any difference in SOFA score between 
the two groups. It was observed that the number of  
patients who were receiving mechanical ventilation was 
comparable between the two groups. The results from 
our study showed that the first-pass attempt was reduced 
significantly in patients where IJV was cannulated. It was 
seen that the time for ultrasound scanning of  the IJV was 
significantly < that required for SCV. However, there was 
no difference observed between the ultrasound-guided IJV 
cannulation and SCV cannulation once venous puncture 
time, insertion time, and overall access time between the 
two groups were compared. It was observed from our 
study that the mean number of  puncture attempts, the 
mean number of  needle redirections, and difficulties in 
passing the guidewire during cannulation were less in IJV 
once compared with the SCV.

Venous collapse was seen more commonly in IJV than 
in SCV. The incidence of  pneumothorax was seen more 
commonly in the cannulation of  SCV due to close-by 
relationship of  the pleural space nearby. The cannulation 
of  the SCV may have also caused hematomas; the same 
may be missed due to the overlying clavicle which may 
make it difficult to appreciate it. The incidence of  catheter 
malpositions was seen in both IJV and SCV cannulation 
with an equal incidence. All these details have been 
presented in Table 2.

The long-term follow-up of  our patients showed that 
patients with SCV cannulation were more tolerant to the 
procedure in ICU underlying lung tissue. Furthermore, it 
was seen the incidence of  carotid artery rupture was seen 
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commonly during the cannulation of  IJV. Hematoma 
formation was also seen more common I IJV cannulation.

DISCUSSION

The IJV is a paired venous structure that collects blood 
from the brain, superficial regions of  the face, and neck, 
and delivers it to the right atrium.11 The SCV is classified as 
a deep vein and is the major venous channel that drains the 
upper extremities. The SCV continues its path posterior to 
the clavicle, toward the sternal notch until the medial border 
of  the anterior scalene muscle behind the sternoclavicular 
joint. Here, it joins the IJV, which becomes the BCV (also 
known as the innominate vein), to enter the superior vena 
cava, which drains into the right atrium of  the heart.12

Over the past decade, there has been tremendous 
improvement and reduced complications associated 
with central line placement procedures. With ultrasound 
guidance, the procedure has become very safe. With the 
introduction in ultrasound, there has been a dramatic 
reduction in the incidence of  peri-procedural complications 
as pneumothorax, hemothorax arterial puncture, and 
hematoma formation.

For IJV cannulation, an out-of-plane (short axis) 
view or an IP (longitudinal axis) may be used. For 
SCV catheterization, an IP longitudinal axis view is 
commonly used.13 As the incidence of  serious immediate 
complications during CVC is rare, at present, there is 
insufficient evidence to conclude whether ultrasound-
guided IJA cannulation is a superior technique than 
ultrasound-guided subclavian cannulation.

We found that the first-attempt success rate was significantly 
higher in IJV group compared to subclavian group (93.2% 
vs. 62.7%; P=0.001). These results were in contrast 
to those reported by Gowda et al., comparing the IJV 
cannulation with BCV cannulation in critically ill children.14 
In another retrospective cohort involving elective central 
venous cannulation, Beccaria et al., mentioned a higher 
first-attempt success rate in the BCV (90%) than in the 
IJV group (85%).15 Although the subclavian has several 
anatomical advantages in terms of  its large diameter, 
its intrathoracic position, and its firm attachment to 
adjacent bony structures, the SCV remains patent and 
stable regardless of  the hemodynamic and respiratory 
status which facilitates the venous access. However, these 
advantages may be of  help in the cannulation using the 
anatomical landmarks without the use of  ultrasound.16 
Once ultrasound is used, the visualization of  the IJV in 
both IP and out-of-plane approach may be easy than the 
subclavian approach. There may be a steep learning curve 
for subclavian cannulation. The imaging of  the SCV is 
usually difficult than the SCV due to obscuring of  the 
vein shadow by the first rib and clavicle.17 Furthermore, 
for novices, it may be difficult to differentiate between that 
subclavian artery and SCV on ultrasound. In contrast, it is 
easy to differentiate between the IJV and the carotid artery 
on ultrasound imaging.

The real needle tip can be easily visualized in the cannulation 
of  the IJV with rocking movements of  the transducer 
or gentle creeping movement. This will be helpful in 
preventing the puncture of  the posterior walls in IJV. 
Furthermore, a dynamic change of  view in the short axis, 
oblique axis, and long axis is possible with the cannulation 
of  IJV.18 The sonoanatomy of  SCV does not give this extent 

Table 2: Success and complications of CVC cannulation
Variable IJV group (n=125) SCV group (n=125) P-value
Primary outcome 

First attempt success rate (%) 93.2 62.7 0.001
Secondary outcomes 

US scanning time (s) 6.26±3.02 14.04±12.32 <0.001
Venous puncture time (s) 23.25±13.61 21.31±14.57 0.19
Insertion time (s) 45.10±40.11 49.88±27.57 0.038
Overall access time (s) 55.75±41.68 57.58±37.23 0.73
Mean number of puncture attempts 1.57±0.71 1.36±0.39 <0.001
Mean number of needle redirections 1.18±0.75 0.99±0.68 <0.001

Success rate (%) 98.8 68.4 0.001
Guidewire advancing difficulties (n [%]) 4 (3.2) 19 (15.2) <0.001
Venous collapse (n [%]) 3 (2.4) 13 (10.4) <0.009
Adverse events (n [%]) 4 (3.2) 12 (9.6) 0.039
Pneumothorax 2 (1.6) 4 (3.2) 0.409
Hemothorax 0 0 –
Arterial puncture 4 (3.2) 7 (5.6) 0.355
Hematoma 11 (8.8) 3 (2.4) 0.028
Catheter malposition 4 (3.2) 5 (4.0) 0.734

n: Number of patients in each group, IJV: Internal jugular vein, SCV: Subclavian vein, CVC: Central venous catheter, SD: Standard deviation, %: Percentage of patients, 
SOFA: Sequential Organ Failure Assessment, kg/m2: Kilogram per meter square, COPD: Chronic obstructive pulmonary disease
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of  dynamic flexibility to have a visualization of  the anatomy 
in both IP and out of  the plane, which makes it difficult 
to maneuver the needle during cannulation. Therefore, the 
operator may inadvertently pass through both vein’s walls.

It was observed in our study that SCV took a longer 
scanning time of  14.04±12.32 min once compared with 
IJV (6.26±3.02). The longer scanning time in the subclavian 
vein could be attributed to the associated bony structures 
and difficulty in delineating the junction between the BCV 
and SCV.

Our study revealed a similar incidence of  adverse events 
(pneumothorax and hemothorax) in between the IJV 
group and the SCV group. Although we observed a similar 
incidence of  arterial puncture between the two groups, 
it was observed that the hematoma formation in the IJV 
group was more than that of  the SCV group. This may 
have been possibly as a result of  the obscuration of  a small 
hematoma in the SCV due to the overlying adjacent bony 
structure – the clavicle and the first rib. This was similar to 
the study conducted by Karpanen et al.19 Although previous 
reviews showed that SCV is accompanied by a higher 
incidence of  pneumothorax and hemothorax,20 we found 
that the incidence was similar between the two groups.

In our study, we saw that the visualization of  the introducer 
needle of  the CVC was better in IJV than the subclavian – 
BCV. This may be again due to the obscuring of  the images 
by the adjacent bony structures in the SCV. Choudhary, 
Ayden, Scholten and Shinde noted good USG visualization 
of  the introducer needle and guide wire but catheter 
visualization was not good in both groups.21-24 However, 
in our study, the visualization of  the catheter was better 
in the IJV. The differences may have been possibly due to 
the pediatric population in these studies whereas our study 
consisted of  only adult patients.

Limitations of the study
Our study excluded  patients in pediatric age group, 
hypovolemia, cardiovascular disease which may have an 
effect on the visualization and ease of  cannulation using 
the ultrasound.

CONCLUSION

USG-guided out-of-plane approach for cannulation of  IJV 
is better once compared with the IP approach of  subclavian-
BCV cannulation with regard to the overall success rate 
and first-attempt success rate. The procedural ease with 
ultrasound-guided IJV and the scanning time is also better 
for IJV once compared with the brachiocephalic-SCV.

REFERENCES

1. María LT, Alejandro GS and María Jesús PG. Central venous 
catheter insertion: Review of recent evidence. Best Pract Res 
Clin Anaesthesiol. 2021;35(1):135-140.

 https://doi.org/10.1016/j.bpa.2020.12.009
2. Zhong Y, Deng L, Zhou L, Liao S, Yue L, Wen SW, et al. 

Association of immediate reinsertion of new catheters with 
subsequent mortality among patients with suspected catheter 
infection: A cohort study. Ann Intensive Care. 2022;12(1):38.

 https://doi.org/10.1186/s13613-022-01014-8
3. Millington SJ, Lalu MM, Boivin M and Koenig S. Better with 

ultrasound: Subclavian central venous catheter insertion. Chest. 
2019;155(5):1041-1048.

 https://doi.org/10.1016/j.chest.2018.12.007
4. Little A, Jones DG and Alsbrooks K. A narrative review of historic 

and current approaches for patients with difficult venous access: 
Considerations for the emergency department. Expert Rev Med 
Devices. 2022;19(5):441-449.

 https://doi.org/10.1080/17434440.2022.2095904
5. Su Y, Hou J, Ma G, Hao G, Luo J, Yu S, et al. Comparison of the 

proximal and distal approaches for axillary vein catheterization 
under ultrasound guidance (PANDA) in cardiac surgery patients 
susceptible to bleeding: A randomized controlled trial. Ann 
Intensive Care. 2020;10(1):90.

 https://doi.org/10.1186/s13613-020-00703-6
6. Timsit JF, Baleine J, Bernard L, CalvinoGunther S, Darmon M, 

Dellamonica J, et al. Expert consensus-based clinical practice 
guidelines management of intravascular catheters in the 
intensive care unit. Ann Intensive Care. 2020;10(1):118.

 https://doi.org/10.1186/s13613-020-00713-4
7. Prasad R, Soni S, Janweja S, Rajpurohit JS, Nivas R and 

KumarJ. Supraclavicular or infraclavicular subclavian vein: 
Which way to go- a prospective randomized controlled trial 
comparing catheterization dynamics using ultrasound guidance. 
Indian J Anaesth. 2020;64(4):292-298.

 https://doi.org/10.4103/ija.IJA_930_19
8. Chen YB, Bao HS, Hu TT, He Z, Wen B, Liu FT, et al. Comparison 

of comfort and complications of implantable venous access 
port (IVAP) with ultrasound guided internal jugular vein (IJV) 
and axillary vein/subclavian vein (AxV/SCV) puncture in breast 
cancer patients: A randomized controlled study. BMC Cancer. 
2022;22(1):248.

 https://doi.org/10.1186/s12885-022-09228-6
9. Pellegrini JA, Mendes CL, Gottardo PC, Feitosa K, John JF, 

Oliveira AC, et al. The use of bedside echocardiography in 
the care of critically ill patients - a joint consensus document 
of the associação de medicina intensiva Brasileira, associação 
Brasileira de medicina de emergência and sociedade Brasileira 
de medicina hospitalar. Part 2 - technical aspects. Crit Care Sci. 
2023;35(1):117-146.

 https://doi.org/10.5935/2965-2774.20230307-en
10. Singh Y, Tissot C, Fraga MV, Yousef N, Cortes RG, Lopez J, 

et al. International evidence-based guidelines on point of care 
ultrasound (POCUS) for critically ill neonates and children 
issued by the POCUS working group of the European society 
of paediatric and neonatal intensive care (ESPNIC). Crit Care. 
2020;24(1):65.

 https://doi.org/10.1186/s13054-020-2787-9
11. Timsit JF, Ruppé E, Barbier F, Tabah A and Bassetti M. 

Bloodstream infections in critically ill patients: An expert 
statement. Intensive Care Med. 2020;46(2):266-284.

 https://doi.org/10.1007/s00134-020-05950-6



Ali, et al.: Internal jugular versus supraclavicular vein cannulation

40 Asian Journal of Medical Sciences | May 2024 | Vol 15 | Issue 5

12. D’Andrea V, Prontera G, Barone G and Vento G. Combination 
of ketamine and fentanyl (KetaFent) for safe insertion of 
ultrasound-guided central venous catheters in infants. Front 
Pediatr. 2023;11:1033793.

 https://doi.org/10.3389/fped.2023.1033793
13. Davies TW, Montgomery H and Gilbert-Kawai E. Cannulation 

of the subclavian vein using real-time ultrasound guidance. 
J Intensive Care Soc. 2020;21(4):349-354.

 https://doi.org/10.1177/1751143720901403
14. Gowda KY and Desai SN. Comparison of ultrasound-guided 

internal jugular vein cannulation versus supraclavicular approach 
to brachiocephalic vein cannulation- a prospective, single-blind, 
randomised study. Indian J Anaesth. 2022;66(8):553-558.

 https://doi.org/10.4103/ija.ija_948_21
15. Beccaria PF, Silvetti S, Lembo R, Landoni G, Monti G, 

Zambon M, et al. The brachiocephalic vein as a safe and viable 
alternative to internal jugular vein for central venous cannulation. 
Anesth Analg. 2018;127(1):146-150.

 https://doi.org/10.1213/ANE.0000000000003357
16. Rath A, Mishra SB, Pati B, Dhar SK, Ipsita S, Samal S, et al. 

Short versus long axis ultrasound guided approach for internal 
jugular vein can- nulations: A prospective randomized controlled 
trial. Am J Emerg Med. 2020;38(4):731-734.

 https://doi.org/10.1016/j.ajem.2019.06.010
17. Javeri Y, Jagathkar G, Dixit S, Chaudhary D, Zirpe KG, Mehta Y, 

et al. Indian society of critical care medicine position statement 
for central venous catheterization and management 2020. Indian 
J Crit Care Med. 2020;24(Suppl 1):S6-S30.

 https://doi.org/10.5005/jp-journals-10071-G23183
18. Lewis T, Merchan C, Altshuler D and Papadopoulos J. Safety of 

the peripheral administration of vasopressor agents. J Intensive 
Care Med. 2019;34(1):26-33.

 https://doi.org/10.1177/0885066616686035

19. Karpanen TJ, Casey AL, Whitehouse T, Timsit JF, Mimoz O, 
Palomar M, et al. A clinical evaluation of two central venous 
catheter stabilization systems. Ann Intensive Care. 2019;9(1):49.

 https://doi.org/10.1186/s13613-019-0519-6
20. Björkander M, Bentzer P, Schött U, Broman ME and Kander T. 

Mechanical complications of central venous catheter insertions: 
A retrospective multicenter study of incidence and risks. Acta 
Anaesthesiol Scand. 2019;63(1):61-68.

 https://doi.org/10.1111/aas.13214
21. Choudhary N, Banerjee N, Singh J, Kumari M and Kaur M. 

Comparison of success rate of abducted and neutral arm 
position for right infraclavicular subclavian vein cannulation 
under real-time ultrasound guidance in patients undergoing 
elective neurosurgery under general anesthesia. Ann Card 
Anaesth. 2023;26(4):418-422.

 https://doi.org/10.4103/aca.aca_32_23
22. Aydın T, Balaban O, Turgut M, Tokur ME and Musmul A. A novel 

method for ultrasound-guided central catheter placement-
supraclavicular brachiocephalic vein catheterization versus 
jugular catheterization: A prospective randomized study. 
J Cardiothorac Vasc Anesth. 2021;12:S1053.

23. Scholten HJ, Meesters MI, Montenij LJ, Korsten EH, 
Bouwman RA and 3DUI Study Group. The 3DUI 3D biplane 
versus conventional 2D ultrasound imaging for internal jugular 
vein cannulation. Intensive Care Med. 2022;48(2):236-237.

 https://doi.org/10.1007/s00134-021-06579-9
24. Shinde PD, Jasapara A, Bansode K, Bunage R, Mulay A 

and Shetty VL. A comparative study of safety and efficacy of 
ultrasound-guided infra-clavicular axillary vein cannulation 
versus ultrasound-guided internal jugular vein cannulation 
in adult cardiac surgical patients. Ann Card Anaesth. 
2019;22(2):177-186.

 https://doi.org/10.4103/aca.ACA_24_18

Authors Contribution:
ZA- Initial data collection, data analysis, prepared the first draft of the manuscript; AWM- Literature survey, implementation of study protocol; IN- Clinical 
protocol, manuscript preparation; SHA- Editing, and manuscript revision; AM- Statistical analysis and interpretation; MM- Data collection, data analysis; 
ZS- Data collection, data analysis; and SAM- Coordination and manuscript revision.

Work attributed to: 
Sher-i-Kashmir Institute of Medical Sciences, Soura, Srinagar.

Orcid ID:
Zulfiqar Ali -  https://orcid.org/0000-0002-3870-3137
Abdul Waheed Mir -  https://orcid.org/0000-0003-4467-507X
Sajad Hussain Arif -  https://orcid.org/0000-0001-9648-0181
Altaf Mir -  https://orcid.org/0009-0003-8684-1854
Mir Mohsin -  https://orcid.org/0000-0001-8503-2543
Zoya Sehar -  https://orcid.org/0000-0001-6298-0022
Shahid Ahmad Mir -  https://orcid.org/0009-0007-4138-2198

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

https://orcid.org/0000-0002-3870-3137
https://orcid.org/0000-0003-4467-507X
https://orcid.org/0000-0003-4467-507X
https://orcid.org/0000-0001-9648-0181
https://orcid.org/0000-0001-9648-0181
https://orcid.org/0009-0003-8684-1854
https://orcid.org/0009-0003-8684-1854
https://orcid.org/0000-0001-8503-2543
https://orcid.org/0000-0001-8503-2543
https://orcid.org/0000-0001-6298-0022
https://orcid.org/0000-0001-6298-0022
https://orcid.org/0009-0007-4138-2198

