
MANAGEMENT OF COMPLICATIONS OF CENTRAL VENOUS 

ACCESS DEVICES 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Manchester Cancer 

 

There are several risks and complications related to the insertion and maintenance of 
CVAD’s. 
They have been briefly discussed below. 
If you have any concerns relating to any of the following problems please refer to your 

Local Management Guidelines and contact your Acute Oncology Team 

Infection Localized Infection: 
Tunnel infections can occur in skin tunnelled CVADs. The insertion site should be examined 
Prior to access and/or daily by HCP or self-monitoring for any signs of redness, swelling or 
discharge, pain or tenderness at the exit site. (Absence of discharge does not rule out local 
infection because if a patient is neutropenic, pus may not be produced). 
If the patient is well and apyrexial, localized infection can be treated with oral or intravenous 
antibiotics according to the clinical condition of the patient at that time. 
Lack of response to antibiotics should be acted upon quickly so that infection does not 
progress further. 
 
Luminal infection: 
Open presents as pyrexia/shivers/rigor following catheter flushing. If untreated this can 
progress to septicaemia. If a CVAD infection is suspected the patient should be admitted to 
hospital for blood cultures and intravenous antibiotics. 
This is a serious complication of CVADs and can be life threatening if the patient has recently 
received chemotherapy and is neutropenic. 
 
Any health professional caring for a patient with a CVAD must be able to recognize the 
signs and symptoms of septicaemia. First dose of antibiotics for patients neutropenic 
sepsis should be delivered as per national directives within 1 hour of arrival to hospital 
to injection time (NCAG 2009). 

Thrombosis 
Thrombosis is the formation of a clot within a vessel. Signs and symptoms of thrombosis 
secondary to CVAD insertion include; pain in the shoulder or chest, swelling, auxiliary blood vessel 
formation. Thrombosis should be managed according to locally agreed guidelines. 

Phlebitis 
This is the inflammation of the in/ma of the vein and it can be mechanical or infective in origin. 
Mechanical phlebitis is most common in PICCs and can occur within 72 hrs to a week of 
CVAD insertion. 
Signs and symptoms include pain, erythema, warmth, and a venous cord may be palpable. 
Mechanical phlebitis can be treated effectively with application of heat pads ever  4-6 hours for 
20 minutes at a time. Patients should also be offered analgesia as required.  
 
CVADs should not be removed without seeking appropriate advice from the AOS Team 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Catheter Migration 
Although x-rayed following insertion and secured in place, the catheter tip can migrate from its 

desired position just above the right atrium. 
This can be due to the patient being very active, or the catheter not being secured properly or 
in the case of skin tunnelled lines the Dacron cuff may slip due to poor anchorage of the 
tissues. 

The sign is the length of the catheter outside the body gets longer. It is important to always 

check the length before any manipulation of the catheter. If the Dacron cuff is visible or the 

length of the PICC is greater outside the body x‐ray will be required to confirm the position of 

the catheter tip. 
Symptoms of catheter migration can include pain in the neck and a rushing sound in the ear 
during flushing. 

Catheter Damage 

Any catheter can fracture or become damaged. 

Common causes are too much pressure being exerted during drug administration or the  

incorrect use of syringe size resulting in excess pressure. 

There may be a visible split or the drug may leak from a hole during administration. If 

damage is apparent then any drug therapy should be stopped. 

If it is an open- ended line that is split above the clamp, use an atraumatic clamp (or clamp 

covered in gauze) above the damaged area. Consider repairing the CVAD if appropriate.  

If the patient is a Christie patient contact the local acute oncology team or liase directly with the 

Christie Procedure Team. 

 

Haematoma 
This results from uncontrolled bleeding around the site of insertion. 
It is a hard and painful swelling with infiltrated blood. Hirudoid cream can be used to aid 
dispersal of the haematoma: 5-15cm of cream applied over affected area up to 4 times daily 
and gently massaged  into the skin. 
Check if the patient is taking any anticoagulant therapy or aspirin. Also check platelet count 
and clotting. 

Air Embolus 
This is a very rare complication. Methods to reduce the risk of air embolus should be used 
when inserting, accessing or removing a CVAD. 
Only health professionals trained and competent to do so should be inserting, accessing or 
removing. 
Local policies should be adhered to. If a patient suddenly becomes acutely short of breath and 
distressed, air embolism should be suspected. Check the CVAD for any obvious holes and 
clamp above if any are apparent. Lay the patient in left lateral Trendelenburg position and call 
For urgent medical assistance. 



 

 

 

 

 

 

 

 

Accidental Removal 

Pressure should be applied to the exit /entry sites for approximately 5 minutes or if bleeding 

stops. Arrangements then need to be made for replacement of the line. 

Inspect line to ensure that it is intact, if in doubt the X-ray confirmation is required. 

Unable to aspirate blood 

Patency of CVADs should be established prior to administration of any drug or solution (RCN 

2010). 

This is to ensure that any risk of extravasation is minimized. Occlusion can be termed 

complete, partial or withdrawal occlusion. 

Complete occlusion can be due to a clot or drug precipitation within the line or a fibrin sheath 

completely enveloping the device. It results in an inability to either withdraw blood or infuse 

liquids. 

Partial occlusion can be due to a small blood clot within the line or an external obstruction, 

For example a twist or a kink in the line. It results in difficulty withdrawing blood. 

Withdrawal occlusion can result a fibrin tail or malposition of the tip of the line and results 

with inability to withdraw blood but fluids can administered with ease. Fibrin sheaths can form 

as quickly as 24 hours following insertion, fluid can be administered but aspiration of blood is 

impossible as the fibrin acts as a valve (Amesur 2007). 

Unblocking Central Venous Catheters 

Thrombolytics such as urokinase are used to re-establish patency of CVADs obstructed with 

intra-luminal or extra-luminal thrombus or fibrin sheath. This agent dissolves clots and fibrin. 

Thrombolytics should be prescribed by the medical staff and administered by staff who have 

been trained to do so, only after other reasons for catheter obstruction have been ruled 

out. 

Interrupt SACT/Chemotherapy including oral chemotherapy until discussed with the 

Acute Oncology Team. Ensure that the Acute Oncology Team are informed of the 

patients admission/assessment as soon as possible 


