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Femoral tunnelled dialysis catheters: complications, outcome and the need for routine prophylactic anticoagulation to prevent associated deep vein thrombosis.
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Background: Femoral tunnelled dialysis catheters (TDC) are associated with poor flow, loss of patency, infection and deep vein thrombosis (DVT). Following two consecutive cases of DVT associated with a femoral TDC, we reviewed the need for routine prophylactic anticoagulation with their use.

Aims: (1) To determine the complications and outcome of femoral TDC use in our unit (2) To determine the need for prophylactic anticoagulation to prevent DVT associated with their use.

Method: A retrospective audit of the indications and complications associated with the use of femoral TDCs was undertaken (2003-2007). Routine protocol use of prophylactic anticoagulation with femoral TDCs in other renal units was determined by a questionnaire survey of vascular access nurses.

Results: Since 2003 in our unit, 41 femoral TDCs were placed in 22 patients (M:F 11:11; median age 66.5yr (range 50-70)) for a total of 3523 days. Femoral TDCs reflected 7.5% (41/550) of all TDC use. Indications for use were bilateral innominate stenosis (19/22 patients)or internal jugular vein stenosis with a contralateral developing arm AVF (2/22) or lymphoedema (1/22). Patency rates were 73% at 30 days, 54% 60 days, 37% 90 days, 12% 180 days; median TDC survival was 66 days; maximum survival was 311 days.  TDC bacteraemia rate was 3.4/1000 catheter days. Mean Kt/v was 1.03 (SD +- 0.24); mean Qb was 218 ml/min (+- 40). 61% required urokinase and 27% tPA at least once (range 1-4episodes) to maintain patency. 63% femoral TDCs were removed for mechanical/infective reasons: poor flow 15/41, infection 9/41, fell out 1/41; DVT 1/41. 37% were removed because of a matured AVF/graft 9/41, transplantation 1/41 or death 5/41. 5/41 (12%) DVTs were identified (2/5 within 10 days of placement; 1/5 one week after TDC removal; 1/5 one month after TDC removal; 1/5 in contralateral leg to femoral TDC). All 5 patients had clinical signs suggestive of DVT and all were treated with warfarin for three months. Asymptomatic patients were not investigated for a DVT. 11/30 vascular access nurses responded to the questionnaire survey: 9/11 units use femoral TDCs, 6/11 had a femoral line insertion protocol; 1/11 use routine prophylactic anticoagulation to prevent DVT.

Conclusions: Femoral TDCs are associated with significant complications (inadequate dialysis, infection and DVTs). Their use should only be in patients where all other vascular access sites have been exhausted. The high incidence of DVT in this population suggests that routine prophylactic anticoagulation should be used. This may reduce the incidence of DVT-associated complications but also may address the poor flow rates and associated inadequate dialysis seen in all femoral TDCs. The routine use of an anti-microbial catheter lock solution might address the high infection rate.


