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Abstract
Introduction: Currently, venography is the standard diagnostic method to examine veins before implementing
access, which is invasive in nature. Computerized tomography venography (CTV) can simultaneously indicate
deep and superficial venous systems in the upper extremity and their relation to the surrounding anatomical
structures; however, its diagnostic value in the detection of central venous disease has yet to be defined. The aim
of this study was to determine the diagnostic value of CT venography compared to venography in the diagnosis
of stenosis and the occlusion of subclavian veins and the superior vena in renal failure patients.
Methods: This cross-sectional study was conducted from January to September 2015 on patients with chronic
renal failure undergoing upper extremity venography at the Radiology Department of Imam Reza Hospital in
Mashhad, Iran. We excluded patients with catheters in their jugular and subclavian vein routes, venous
hypertension with reverse-function fistula, or sensitivity to contrast agents. Several factors, including age, gender,
catheterization record in jugular and subclavian veins, and fistula record in the upper extremity, as well as clinical
symptoms consisting of edema, dermatitis, and ulcers in these organs, were recorded in the corresponding form.
Then, the patients consecutively underwent indirect venography and CT venography and traces of stenosis (more
than 50%) or complete occlusion in the subclavian vein and superior vena were recorded. The data were analyzed
using SPSS software by the chi-squared test, and sensitivity, specificity, and positive and negative predictive
values were calculated by means of MedCalc Online, version 16.2.
Results: The study was conducted on 40 patients (26 males and 14 females) with a mean age of 46.7 ± 10.4
years. In this study, 58 subclavian veins, as well as 32 superior vena cava, were studied. The results showed that
the diagnostic value of CTV in the detection of subclavian stenosis had a sensitivity and a specificity of 88.2 and
97.5%, respectively. Moreover, in the superior vena cava, the greatest CTV diagnostic sensitivity and specificity
was related to vein stenosis detection (sensitivity = 88.8%; specificity = 100%).
Conclusion: It seems that the CTV, based on its high sensitivity, specificity, and predictive value, can be used as
an efficient tool in the study of stenosis in subclavian veins and superior vena in patients undergoing venography
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1. Introduction
Chronic renal failure (CRF) refers to irreversible impairment of renal function, which eventually leads to end -stage
renal disease (ESRD) (1). CRF has experienced a growing trend in recent years, and its annual growth in Iran is
about 11% according to the statistics by the Special Diseases Center of the Ministry of Health and Treatment. The
CRF also has an incidence rate of 250 cases per one million people (2, 3). According to the latest available statistics,
more than half of people with CRF are currently under permanent hemodialysis treatment, and more than 150,000
dialyses are performed monthly in Iran (3, 4). In ESRD patients, before embedding access, including artificial vein
or arteriovenous fistula, hemodialysis is performed through temporary catheterization of the subclavian and jugular
veins. Based on previous studies, such temporary catheterization leads to the incidence of stenosis or occlusion in
these veins, but, since the stenosis process occurs slowly and there is sufficient time for collateral vessel formation,
symptoms related to venous stenosis and the incidence of venous hypertension symptoms are not apparent until the
artificial vein or arteriovenous fistula is embedded (5-8). In this case, the failure to detect stenosis or occlusion in
patients who are candidates for the implantation of an artificial vein or arteriovenous fistula, in addition to imposing
exorbitant costs on the patient and the Health Department, causes venous hypertension and its complications (2-9).
Currently, venography is the standard diagnostic method to evaluate the veins prior to embedding (10). This
evaluation method is invasive and requires a separate catheterization of suitable veins in the area of each hand.
Direct injection of the contrast agent has the risk of developing thrombophlebitis and destruction of the veins used
for the access. It is sometimes difficult to technically indicate the deep and superficial venous systems at the same
time and to interpret the resulting images (10, 11). In this method, only those veins in the draining route of the
contrast agent can be studied; other veins are not visible. Recently, several studies have described the great
diagnostic power of CTV in the detection of lower extremity deep venous thrombosis (DVT) (12, 13). In most of
these studies, the sensitivity of CTV in comparison with the gold diagnostic standard for DVT is equal to 100%, and
its specificity is reported to be over 93% (12-16). However, the results obtained by some recent studies have shown
a significant association between the CTV and venography findings in the diagnosis of central vein stenosis and
occlusion (17, 18). However, to date, no studies have explained the diagnostic power of CTV in detecting stenosis
and the occlusion of central veins, and further studies are required due to the routine use of CTV to examine veins
prior to access embedding in patients undergoing hemodialysis. Moreover, due to the capability of CT scan’s threedimensional images that simultaneously show the deep and superficial venous systems in the upper extremity and
their relationship with adjacent anatomical structures, CTV can be used as a road map for the next interventional or
surgical procedures (17, 19). Therefore, the aim of this study was to evaluate the diagnostic value of CTV in
detecting stenosis and occlusion in subclavian veins and superior vena in patients with renal failure.
2. Material and Methods
2.1. Design and setting
This cross-sectional study was conducted on CRF patients undergoing upper extremity venography at the Radiology
Department at Imam Reza Hospital in Mashhad, Iran from January to September 2015. This study included patients
who had histories of jugular or subclavian vein catheterization and were candidates for the implantation of an
artificial vein or fistula. Exclusion criteria included the incidence of venous hypertension or sensitivity to the
contrast agent.
2.2. Sampling
The samples were evaluated and selected from the initial population of all patients undergoing venography who had
the inclusion criteria and did not have the exclusion criteria during the implementation period.
2.3. Measurement tool
2.3.1. Checklist:
A checklist, including age, gender, and clinical symptoms consisting of the presence or absence of swelling,
dermatitis, ulcers, and collateral vessels in the upper extremity, was recorded for all the patients by a radiology
resident. All of the patients underwent CTV and then venography in their proximal upper extremity veins.
Furthermore, the incidence of stenosis (more than 50% in the veins) and occlusion in the subclavian veins and
superior vena was recorded separately in each patient’s checklist based on the results of each of the two methods.
2.3.2. Venography:
Upper extremity venography was performed by a radiology assistant under the supervision of an Associate Professor
of Interventional Radiology. In venography with the standard protocol, after fastening a tourniquet around the arm
having a superficial vein punctured with a 18-gauge needle and with the hand in the supine position and briefly
abducted from the body, 30-50 cc low osmolality nonionic contrast material (ultravist, 300 mg/dl) was injected with
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a flow rate of 4 to 8 cc per second using an injector. After the radiology resident performed the above procedures,
the images were evaluated and approved by the corresponding professor.
2.3.3. CTV:
Before performing CTV, the patients were asked to take out their clothes so that even the least probable pressure on
the superficial veins was eliminated. The patients were investigated in the supine position and with their arms briefly
abducted from the body, and, then, the CTV tests were conducted using an MDCT scanning device (16 Neosoft). An
18-20 gauge catheter was put through in the right or left side using a suitable antecubital vein, and, then, 2 ml/kg of
the non-ionic contrast material (iopromide, Ultravist 370, Schering Company) was injected mechanically with an
injector at the rate of 2.5 ml/s. After the injection of the contrast agent, 50 cc of normal saline were injected. The
CTV images were recorded three minutes after the start of the injection of the contrast material from the neck base
to the front wrists of both sides. CTV has a number of scanning parameters for the 16-MDCT scanner, including a
0.75 × 16 mm detector collimation, a 1.5 pitch, a 1 mm slice thickness, a 0.7 mm reconstruction interval, a 120 kVp
X-ray tube voltage, as well as a 150 mAs effective tube current. The scan ranged from the base of the neck to the
end of the hands. After performing the CTV, pivotal, thin-section images were transferred to the three-dimensional
(3D) reconstruction software, and the 3D reconstruction techniques were conducted. The CTV three-dimensional
images were examined indirectly by a radiology assistant under the supervision of an experienced radiology
specialist.
2.4. Ethical consideration
This study was approved by the Ethics Committee at Mashhad University of Medical Sciences (Code: 922465). All
of the patients were informed of the content of this research project as well as its benefits and complications prior to
being included in the study, and all signed the consent form. Moreover, the patients’ privacy and dignity were
observed and respected while implementing the project. The data obtained from the patients also were coded into the
statistical analysis program, and the results were published in the form of an overall conclusion.
2.5. Statistical analyses
The demographic and paraclinical data of the patients were entered into the computer, and statistical analysis was
performed using SPSS 17.0 for Windows (SSPS, Inc., Chicago, IL, USA). First, the normal distribution of the data
was examined. Given the normal distribution of the data, the quantitative data were expressed as mean ± SD and P <
0.05 was considered significant. To examine the relationship between the findings of CTV and venography, both the
chi-squared test and, when necessary, Fisher's exact test, were put to use. Furthermore, other variables of the CTV
findings, including sensitivity, specificity, and positive and negative predictive values were calculated based on
venography using Medcalc software (version 16.2).
3. Results
3.1. Baseline characteristics
During the nine-month period of the study, among the 73 CRF patients who went to the Hospital to have
venography of their central veins performed, 45 patients who met the inclusion criteria and were included in the
study. However, from this initial sample, five patients were excluded due to the incidence of venous hypertension (n
= 3) and sensitivity to the contrast agent (n = 2). Ultimately, the study was conducted with 40 patients (26 males and
14 females) with a mean age of 46.7 ± 10.4 years. The reason for referral of all the patients to perform venography
was the evidence of dysfunction of jugular or subclavian vein catheterization. In this study, the most common
findings obtained from the examination of the patients were swelling of the upper extremity (30%) and stasis
dermatitis (5%), and no specific findings were observed in the other patients after the clinical examination. In this
study, 58 subclavian veins and 32 superior vena cava were studied. Stenosis was the most common finding in the
venography of the subclavian veins and superior vena (29.3 and 28.1%, respectively) (Table 1). However, occlusion
was most commonly observed in the CTV in a way that the occlusion incidence was 27.5% in the subclavian veins
and 28.1% in the superior vena cava (Table 1).
Table 1. Central vein stenosis and occlusion frequency in patients in the study separated by the imaging type
Variables
Venography
CT Venography
Vein type
Stenosis
Occlusion Stenosis
Occlusion
Subclavian (n = 58)
17 (29.3%) 6 (10.3%) 16 (27.5%) 5 (86.2%)
Superior vena cava (n = 32) 9 (28.1%)
8 (25.0%) 9 (28.1%)
6 (18.7%)
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3.2. CTV diagnostic value
The results showed that the highest diagnostic value of CTV in detecting subclavian vein diseases was related to the
diagnosis of subclavian stenosis (sensitivity = 88.2%; specificity = 97.5%). Moreover, in the superior vena cava, just
as in other central veins, the most diagnostic sensitivity and specificity of CTV was related to the detection of
stenosis in the vein (sensitivity = 88.8%; specificity = 100%) (Table 2).
Table 2. Diagnostic value of CTV in the detection of central venous diseases
Variables Vein
Sensitivity Specificity Positive predictive
value (PPV)
Stenosis
Subclavian (n = 58)
88.2
97.5
93.7
Superior vena cava
88.8
100
100
(n = 32)
Occlusion Subclavian (n = 58)
50.0
96.1
60.0
Superior vena cava
62.5
95.8
83.3
(n = 32)

Negative predictive
value (NPV)
95.2
95.8
94.3
88.4

4. Discussion
This study was the first study conducted on the evaluation of the CTV diagnostic value in detecting stenosis and
occlusion in central subclavian veins and the superior vena, and the results were presented in form of sensitivity,
specificity, and positive and negative predictive values of this method in the diagnosis of central subclavian
diseases. Based on the results of this study, CTV was regarded as a diagnostic method with high sensitivity and
specificity for the diagnosis of central veins in ESRD patients, and, therefore, it can be used at least as a tool for
screening central venous diseases. To date, venography has been the standard diagnostic method for the evaluation
of central venous status prior to the access implementation in hemodialysis patients despite its high costs, invasive
nature, and evaluative power limited to the contrast agent route. However, a recent study showed that CTV also can
be used as an alternative method. It is interesting to note that, in all the results obtained in this study, both in the
diagnosis of occlusion and stenosis in the both central veins under the study, CTV had a high negative predictive
value, so that NPV was obtained as greater than 90% in most cases. This means that, in case the CTV result shows
no diseases in the studied veins, the absence of disease in venography is likely to be at least approximately 90%,
which is regarded really good statistics for a new tool. However, the CTV positive predictive value has been more
than 90% in diagnosing central venous diseases, especially in cases of stenosis, meaning that, if a person has a CTV
that is suspected of being diseased, there also will be at least a 90% probability of having stenosis in report of
venography. As mentioned earlier, to date, no study has been conducted to investigate the CTV diagnostic power in
the detection of stenosis and occlusion of central veins, but several articles have been published in the form of a
series of studies on the relationship between the findings of CTV and venography in diagnosing central venous
stenosis and occlusion (17, 18). The study conducted in 2003 by Kim et al. (17) investigated the role of CTV in the
diagnosis and treatment of benign thoracic central venous occlusion, the results of which showed a significant
correlation between the degree and rate of venous occlusion in CTV and venography. This study was performed on
18 patients, and its main purpose was not to evaluate the CTV diagnostic power, which makes it totally different
from our study. However, most studies have been conducted to evaluate the CTV diagnostic value for venous
thrombosis in the upper and lower extremities. In the study conducted by Zontsich et al., the CTV sensitivity and
specificity in the diagnosis of upper and lower extremity deep venous thrombosis were obtained as 100 and 96%,
respectively, compared to the venography gold standard (20). In another study conducted by Lee et al. to investigate
the great saphenous venous insufficiency, the CTV sensitivity and specificity in comparison with venography were
obtained as 98.2 and 83.3%, respectively (21). There is no similar study that has produced results that can be used as
a comparison with the CTV diagnostic power obtained in our study. However, the reasons for the CTV sensitivity
and specificity difference compared to the venography can be summarized as follows. The difference in skill and
experience of a CTV examiner can lead to a difference in the CTV accuracy and sensitivity in diagnosing stenosis or
occlusion; although in the current study, we interpreted all the CTV results under the supervision of an Associate
Professor of Radiology to mitigate the impact of this variable. However, the fat tissue status of the subjects in the
study can affect the results. However, we did not investigate the CTV diagnostic value in individuals with different
body mass indices in the current study. Moreover, the quality of the device used to perform the CTV also can be
influential, and differences in the resolutions of various CT devices can certainly result in a different accuracy and
sensitivity in venous stenosis detection. To date, conventional venography has been used to determine the central
venous status in patients with chronic kidney disease (CKD) candidate for access implantation; however, the use of
surgical techniques or endovascular interventions, per se, can have the risk of causing the shunt created in central
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veins to be open. Therefore, other vascular assessment methods, such as CTV or Color Doppler Ultrasound, are
recommended to be used, at least in cases where there is no certainty of the need for the endovascular intervention
(22). In this study, we faced various limitations since it was conducted as a pilot study. The current study was singlecenter in nature, and the CTV results were dependent on the interpretation of the operator. Therefore, further studies
should be conducted in different centers to achieve more accurate information regarding the diagnostic value of
CTV. Moreover, it is recommended for the diagnostic value of CTV be investigated along with other developing
diagnostic methods, such as Color Doppler Ultrasound in future studies.
5. Conclusions
According to the high specificity, sensitivity, and predictive values obtained in this study, it seems that the CTV can
be used as a non-invasive screening test in diagnosing stenosis of subclavian veins and superior vena. However,
further studies are required to enhance the diagnostic accuracy of CTV with respect to vascular occlusion.
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