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Haemothorax following removal of an internal jugular central
venous catheter
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A 52-year-old lady was admitted to the intensive care
unit (ICU) with decompensated dilated cardiomyopathy
requiring a Dobutamine infusion via a right internal jugular
central venous catheter (CVC).

Her CVC was removed once her cardiac function
stabilised. Over the next hour, she reported light-
headedness, neck and shoulder pain and her blood pressure
dropped from 96/61 to 72/43 mmHg. Her haemoglobin
dropped from 112 to 77 g/L over the next four hours. Her
coagulation profile was normal. An ultrasound showed no
evidence of a neck haematoma.
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Chest X-rays taken pre-CVC removal (Figure 14) and
post-CVC removal (Figure 1B) are shown below, with
the latter showing a new right pleural effusion. A large
haemothorax was later confirmed with lung ultrasound and
pleural drainage of 800 mL of blood-stained fluid.

Her condition stabilised following transfusion of 2
units of packed red blood cells and no further intervention
was required. A subsequent computed tomography (CT)
angiogram showed no carotid artery injury.

Haemothorax following removal of a CVC is a rare but
recognised complication (1,2). There are no documented
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Figure 1 Chest X-rays with (A) right internal jugular CVC iz situ, automated internal cardiac defibrillator and small bilateral pleural

effusions; and (B) following removal of central venous catheter with marked right haemothorax. CVC, central venous catheter.
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case reports of this complication following removal of an
internal jugular vein CVC. The low insertion position
of this catheter in the neck likely contributed to this
patient’s elevated risk. Pleural injury during catheterisation,
erosion of the vessel wall, accidental arterial puncture and
repeated attempts at cannulation are all risk factors for
this complication (3). Hypotension temporally associated
with the removal of a CVC should raise the possibility of a
haemothorax in this patient group.
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