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Superior vena cava (SVC) syndrome comprises a constellation of 

clinical signs and symptoms caused by obstruction of blood flow 

through the SVC. The management of patients with life-

threatening SVC syndrome is evolving from radiation therapy to 

endovascular therapy as the first-line treatment. There is a 

paucity of data and societal guidelines with regard to the 

management of SVC syndrome.  

 

 

 

ENDOVASCULAR THERAPY 

In the contemporary era, ET is used as the first-line therapy in 

majority of patients with SVC syndrome, particularly those 



presenting with life-threatening symptoms such as cerebral or 

laryngeal edema or postural syncope. 

 

 

 

Optimal treatment of pacemaker- or defibrillator related SVC 

syndrome is not well defined, as there is very little evidence to 

help guide clinicians. 

The incidence of SVC syndrome after pacemaker or implantable 

cardioverter-defibrillator lead placement is a very rare adverse 

event, and routine anticoagulation as a preventive measure is not 

recommended even in high-risk patients, as the risks of bleeding 

outweighs the benefits. 



 

 

SVC SYNDROME WITH THROMBOSIS.  

In some cases of SVC obstruction, there is superimposed thrombosis, 

likely related to stagnation of flow, a hypercoagulable state from 

underlying malignancy, or the presence of indwelling catheters. In such 

patients, the presentation is often acute and during intervention, the 

guide wire easily traverses the occluded segment. Thrombus removal 

with CDT or aspiration thrombectomy is recommended prior to 



revascularization, in order to prevent pulmonary embolism and reduce 

the length of lesion to be treated. Thrombolysis or thrombectomy should 

be initiated within 2 to 5 days of symptom onset for treatment to be 

effective. After several days, the ability to achieve successful clot lysis 

drops significantly as the thrombus becomes organized. CDT has been 

shown to be safe and effective in patients both with and without cancer. 

If patients are at elevated risk of bleeding and have an absolute 

contraindication to thrombolytic agents, then mechanical thrombectomy 

may be preferred. 

 

ENDOVASCULAR TECHNIQUES 

Most of these procedures are performed in a supine position in 

the endovascular suite with local anesthesia and conscious 

sedation. Some patients may need to have the head elevated or 

need general 

Anesthesia with mechanical ventilation depending on if 

symptoms worsen by lying flat or the presence of airway edema, 

respectively.  

In patients with non-occlusive lesions, a single access site is often 

sufficient, although dual access can provide more options for 

imaging and better support for device delivery. Many operators 

prefer the femoral approach for convenience. In patients with 

total SVC occlusion, additional access is advised, for successful 



recanalization. Options for access cephalad to the SVC include the 

basilic, brachial, axillary, or internal jugular veins. Many 

operators will first attempt crossing with a hydrophilic wire (e.g., 

glide wire, angled or straight, stiff, or floppy), supported by 

diagnostic catheter. Once the lesion is crossed successfully, pre-

dilation with an undersized balloon (2 to 4 mm) of the stenosis is 

recommended. This is followed with sequential dilation with 

increasing balloon diameters, assessing the response of the vessel 

and the clinical reaction of the patient (e.g., pain) with each 

dilation. Pre-dilation facilitates stent deployment and expansion, 

but oversizing the balloons to >16 mm has been associated with 

increased risk of SVC rupture, dysrhythmias, pericardial 

tamponade, or cardiac arrest. 

 

 

 

 

 

 

 

 

 

 



TYPE OF STENTS: 

 

 

 

 

 

 

 

 

 

 

 



Practical approach for treatment 

of SVC syndrome: 
 

 

 


