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A 61-year-old African American male with hypertension, end-
stage renal disease, on haemodialysis since four years. He was referred
to cardiology for evaluation of his cardiac status prior to possible renal
transplantation. During the time he was on dialysis, he initially had a left
subclavian catheter for access. This was removed after an AV fistula was
placed in the right arm. Due to thrombosis of the fistula, a right internal
jugular tunnelled catheter was inserted and was in place for about three
years. His most recent dialysis access was an AV fistula in the left forearm.

Upon examination, patients face was puffy and plethoric. His
superficial neck, chest and abdominal wall veins were markedly

Figure 1. (a) and (b): Physical examination findings of neck, chest and abdomen. The
patient showed typical clinical features of a superior cava syndrome with marked distension
of his superficial neck, trunk and abdominal veins. Cyanosis of the upper extremities can
also be observed.
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distended. Cyanosis of the upper extremities was observed. Figure la
& b shows impressive chest and abdominal wall distended veins. A CT
scan of the chest showed occluded superior vena cava with extensive
collateral vessels throughout the chest region.

The prevalence of superior vena cava syndrome due to long
standing venous/ dialysis catheters is increasing [1,2]. However, it
still remains an under-recognized and underappreciated cause of the
syndrome. Diagnosis is usually made on clinical basis with supportive
imaging by CT scan or MRI [1]. Initial treatment of catheter associated
SVC syndrome includes removal of the nidus for thrombosis (the
catheter) and institution of thrombolytic therapy [1]. Use of long-term
anticoagulation therapy is controversial. Endovascular intervention
is needed if medical management fails or if there is recurrence of the
syndrome [1,3,4].
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