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    Tunneled hemodialysis catheter (TDC) removal is relatively a safe procedure with common complications that include bleeding, soreness and scar. Less common complications of tethering, air embolus, fibrin sheath embolization and pulmonary embolus have been reported [1, 2].


    62-year-old female with end stage renal disease due to obstructive uropathy initially commenced hemodialysis via a TDC (BIO-FLEX® TESIO® CATH, Medcomp®, Harleys-ville, PA) in March 2014. Once her permanent access had matured, 9 months after insertion, a decision was made to remove her TDC.
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Fig. (1)


    The proximal segment of the BIO-FLEX® TESIO® CATH seen in the superior vena cava and the right atrium.


    After taking aseptic precautions, local anesthetic was infiltrated around the Dacron cuff that tethers these catheters to the skin. A small incision was made on the skin over the cuff. Using blunt dissections both cuffs were mobilized in the subcutaneous tissue. The arterial catheter was easily removed. A significant resistance was encountered while attempting to pull the venous catheter. A decision to cut the catheter above the cuff and attempt further dissection failed to release the catheter. The proximal segment of the catheter was anchored with a hemostat. Unfortunately, the proximal segment of the catheter further retracted into the tunnel while trying to adjust the forceps. Pressure was applied over the clavicle and the incision was extended up the tunnel to retrieve the catheter. The catheter continued to retract and was eventually lost in the right internal jugular vein.


    An urgent X-Ray revealed the catheter segment positioned in the superior vena cava (Fig. 1). The patient was transferred to the fluoroscopy suite and the severed segment of the catheter was retrieved using a snare device introduced via femoral vein (Fig. 2). There were no long-term complications.


    This case highlights the importance of maintaining the integrity of the TDC and the potential complication that can result from cutting the proximal portion of TDC during its removal. A safer technique to separate a tightly tethered cuff is to perform dissection under direct vision rather than using tactile sensation alone.
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Fig. (2)


    The snare device deployed over the shaft of the catheter and removed via the femoral vein.
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