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  In our facility arm ports are preferred to chest ports, because of 
the absence of hemothorax, chylothorax, pneumothorax or a 
chest scar. Moreover, arm ports are placed in a dedicated suite, 
which is only used for vascular access procedures instead of 
the OR where chest ports used to be implanted. 

  
 The classic approach is to catheterize the basilica in the upper 
arm, alternatively one can catheterize the brachial vein almost 
at the point where it joins the basilica vein to form the axillary 
vein. In that case when compared to the classic approach, the 
diameter of the vein is bigger, the length of the catheter 
entering the vascular system isn’t as long as in the classic 
catheterization and the whole intervention is considered to be 
easier. The Arm port can be easily implanted in the green zone 
in both approaches, when a point with sufficient subcutaneous 
tissue is present/available, in order to avoid skin dehiscence at 
the port site. 

  

  Seventy procedures were performed in seventy patients, using a 6 
Fr port (Perouse Medical, Paris, France) arm between September 
2014 and January 2015. The mean (± SD) age of patients was 
65.2 ± 10.2 years (range, 17–82 years). 

  Patients were divided in two groups, A and B. In Group A (35 
patients), the vein was punctured at the yellow or at the green 
zone and in group B (35 patients), the vein was punctured at the 
end of the yellow zone, close to the axilla. All ports were implanted 
at the green zone close to the red zone, considering the fact that 
the port could be easily accessed simply by rolling up the sleeve. 
All devises were secured with stitches just above the biceps 
muscle, to avoid port hub’s rotation. Tip placement was performed 
using the ECG method and a post ECG was also performed in all 
patients.	  

 

	  	  

 The primary success rate was 91.42% for group A (100% for the secondary 
success rate) and 100% for group B. No neurologic or mechanical complications 
(air embolism, hematoma, accidental arterial puncture skin dehiscence) were 
observed and no CRBSI were noticed in either group, during the monitoring 
period (6 months).  

 
 
 
 
 
 
 
 
 
 
 
 
 
 Limitation. The number of the patients although the statistical correlations were 
significant is not sufficient and should be increased in the future. 

 The long subcutaneous route from the end of the yellow zone to 
the beginning of the green and the puncture close to the axilla 
do not seem to correlate with mechanical complications, or 
CRBSI. The extremity to the axilla allows us to achieve a better 
success rate, an important fact especially in inexperienced 
practitioners, or when a micro introducer set is not available.    
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The aim of the study is to compare two different techniques 
of arm port implantation: catheterization of the basilica in 
the upper arm vs. catheterization of  the brachial vein at the 
point where it joins the basilica vein to form the axillary 
vein.	  


