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if placed too deep.11 Choosing an appropriately  
sized device is crucial to reducing the risks of skin 
erosion and subsequent extrusion, as implanting 
a larger profile device in a thin patient may lead  
to overstretching of the overlying skin, which 
eventually thins out due to repetitive punctures.12 

The right IJV is the most preferred site of access 
in our cohort. This is due to the straight course  
that the catheter takes from the point of venous  
access to the target position of the catheter tip 
with minimal points of contact to the vessel wall 
by the catheter, thereby reducing the risk of 

Fig. 3. Pericatheter fibrin sheath formation. 

The patient presented with withdrawal occlusion. (A) Control linogram showed a sleeve of fibrin sheath (arrow) around the catheter with 
opacification of the SVC and right atrium. (B) Endovascular stripping of the fibrin sheath was performed with the aid of a loop snare catheter 
inserted via a right femoral venous approach. Stripping was accomplished by pulling the closed-loop snare catheter caudally. (C) Post-stripping 
linogram demonstrates a successful result with the disappearance of the fibrin sheath sleeve and the withdrawal occlusion. 

Fig. 4. Inversion of the TIVAD chamber. 

(A) Final fluoroscopic image of a Medcomp Dignity CT port. The initials “CT” were printed in reverse with radiopaque 
ink at the base of the TIVAD chamber (arrow) to signify that it is compatible with power injection for contrast agents.  
(B) On post-implantation day 50, the attending nurse could not palpate the TIVAD septum for puncture. A subsequent control radiograph 
demonstrated the reversal of the initials “CT” in keeping with an inversion of the TIVAD chamber. It was explanted, and a new TIVAD  
was inserted on the contralateral side with fixation sutures. 




