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A 46-year-old man with sickle cell dis-
ease was assessed in our outpatient 
clinic for right neck pain. To facilitate 

venous access for manual exchange transfusions 
and iron chelation therapy, a central venous 
access device had been inserted into his right 
internal jugular vein by an interventional radiol-
ogist about 10 months prior. Its position in the 
upper right atrium had been confirmed by fluo-
roscopy (Appendix 1, available at www.cmaj.ca/
lookup/suppl/doi:10.1503/cmaj .150872 /-/DC1).

Our patient described a five-day history of 
neck pain and aural fullness, after noting transient 
neck swelling with his exchange transfusion two 
weeks prior. He mentioned that he weight-lifted 
regularly, and his routine included bench-pressing 
63 kg, usually 100 repetitions three times weekly. 
Symptoms consistent with neurologic sequelae, 
infection or thrombosis were absent. Physical 
examination identified a palpable catheter within 
the right neck, deep to the sternocleidomastoid 
muscle. Chest radiography confirmed interval 
migration of the catheter tip from the upper right 
atrium to the right internal jugular vein (Figure 1). 
After fluoroscopic assessment, the catheter was 
removed by interventional radiology with re-
implantation of a left-sided device.

Implanted central venous access devices can 
be critical to the care of patients with chronic dis-
ease, facilitating venous access for intermittent 
therapy, such as chemotherapy or transfusion 
support. The incidence of device use is increas-
ing, with more than 200 000 port insertions in the 
United States annually.1 However, venous access 
devices are not without risk. Spontaneous migra-
tion of these devices has an estimated incidence 
of 0.1%–1.8%, typically presenting with neck or 
shoulder pain, venous phlebitis or thrombosis.2–4 
Proposed mechanisms for migration include 
forced flushing, vigorous upper extremity move-

ments, and abrupt changes in intrathoracic pres-
sure secondary to vomiting or coughing.5 Our 
patient’s overhead weight-lifting was a plausible 
explanation for his catheter migration, and we 
suggested that he modify his exercise routine 
accordingly.
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Figure 1: Posteroanterior chest radiograph showing 
the catheter tip (arrow) of an implantable central 
venous access device in the right internal jugular 
vein of a 46-year-old man with sickle cell disease.


