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Case reports

Spontaneous migration
of totally implanted
venous catheter systems
from subclavian into
jugular veins

D Roblin, J C Porter, R K Knight

Abstract
Two cases of migration of totally
implanted catheter systems are de-
scribed. The complication is potentially
life threatening.

(Thorax 1994;49:281-282)

Totally implanted catheter systems such as the
Port-a-cath (Pharmacia Deltec Inc, USA)
have many advantages'2 and are thought to
reduce the risk of potentially fatal catheter
migration associated with external venous

catheter systems.3 We, however, present two
cases of catheter migration in these systems,
and describe warning signs which must alert
physicians.

Case report 1

A 32 year old woman with cystic fibrosis
required an indwelling venous catheter. In
March 1990 a totally implanted catheter was

inserted under local anaesthesia into the left
subclavian vein. The subcutaneous reservoir

was surgically attached to the anterior abdom-
inal wall and the catheter tip correctly posi-
tioned in the superior vena cava (fig 1). This
system was used successfully and was regularly
flushed with heparinised saline after her last
course of antibiotics in May 1992.

In July 1992 she presented to her local
hospital with a sore neck and fever. An infec-
tive exacerbation of cystic fibrosis was
assumed and ceftazidime was given via the
catheter. Her symptoms failed to improve and
she was transferred to this hospital. On arrival
she complained of fever, headache, and a sore
neck but with no change in sputum production
or respiratory function. In June 1992 she had
suffered a minor flexion-extension injury of
the neck in a car accident. On examination she
was pyrexial, with phlebitis of the left external
jugular vein and a tender enlarged left sub-
mandibular lymph node. Coarse crepitations
heard over both upper lobes were a normal
finding. The clinical diagnosis was catheter
migration with secondary thrombophlebitis. A
chest radiograph (fig 2) confirmed that the
catheter had migrated from the superior vena
cava into the left internal jugular vein, and was
pointing cranially. Injection of contrast
medium into the catheter showed no evidence
of pericatheter thrombus, and repositioning
was therefore attempted using a snare intro-
duced through the right femoral vein and
manipulated under radiographic guidance.
Unfortunately three attempts at radiological
repositioning failed and the catheter had to be
surgically removed.

Case report 2
A 16 year old girl with cystic fibrosis under-
went insertion of an implanted catheter system
in January 1991. The catheter was inserted via
the right subclavian vein, with a reservoir on
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Figure 1 Chest radiograph from case no. 1 showing
Port-a-cath tip in superior vena cava immediately after
insertion.

I
Figure 2 Chest radiograph from case no. 1 after
migration into jugular vein.
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the anterior chest wall. A chest radiograph
taken after insertion showed the catheter tip to
be in the superior vena cava. Over the next few
months two courses of antibiotics were suc-
cessfully administered with this system.
Patency was maintained with regular injec-
tions of heparinised saline.

In July 1992 she noticed increasing diffi-
culty in flushing her catheter system and there-
fore attended the chest unit. On examination
she was well, apyrexial, and had scattered
coarse crepitations on auscultation of the
chest. Her concern that her catheter was par-
tially blocked was confirmed and attempts to
unblock it with urokinase were unsuccessful.
The possibility of catheter migration was
therefore considered. A chest radiograph
showed the catheter tip in the right internal
jugular vein pointing cranially. She declined
radiological manipulation of the catheter,
which was therefore removed under local an-
aesthesia.

Discussion
We report two cases of migration of totally
implanted catheter systems (Port-a-cath) in
patients with cystic fibrosis. Although mig-
ration is uncommon, occurring in only two of
246 catheters implanted over a four year
period at this hospital, it is potentially life
threatening and all physicians should be aware
of the possibility. This complication is well
recognised with external catheters3 but seldom
described with totally implanted systems. A
migrant catheter may provoke venous throm-
bosis, necrosis or even perforation and, if it
remains patent, inadvertent cranial infusion of
irritant drugs may cause neurological seque-
lae.4

In both cases migration occurred sponta-
neously, although the impact of a road traffic
accident may have contributed in the first case.
Both patients have cystic fibrosis and an essen-
tial part of treatment is regular, vigorous phy-
siotherapy in the "tipped" head down posi-
tion. This may encourage retrograde blood

flow and catheter migration into distended
jugular veins, an effect augmented by repeated
forceful coughing. In our experience, as
patients become confident, they often adminis-
ter intravenous therapy faster than recom-
mended. A high flow rate at the catheter tip
may produce a jet effect and displace the tip
backwards and upwards.

If a catheter does migrate every attempt
should be made to reposition the tip under
radiographic guidance.5 However, if unsuc-
cessful the whole catheter system must be
removed surgically. Before catheter manipula-
tion or removal it is important to clear peri-
catheter thrombus with anticoagulants or
thrombolytic agents (for example, urokinase)
to avoid pulmonary emboli.

Totally implanted catheter systems have
revolutionised the lives of patients with cystic
fibrosis, allowing them to administer their own
antibiotics intravenously at home or at work,
and to take part in normal activities - even
swimming - between courses of treatment.
Their use is increasing dramatically as a result.
Migration, although uncommon, may there-
fore be seen more frequently and it is essential
that all physicians are aware of the possibility.
A blocked catheter or symptoms suggestive of
phlebitis or thrombosis of neck veins are indi-
cations for discontinuing intravenous therapy
and urgent chest radiography. In addition, in
our own unit we now recommend chest radio-
graphy before starting a new course of anti-
biotics if flushing the catheter has proved pain-
ful or difficult.
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