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Incidence of Bleeding in Large Bore Access

« 17,672 patients from national inpatient
sample.

« Overall bleeding complications
occurred In of patients

Bleeding had higher:

Among patients who had endovascular aneurysm repair (EVAR). the incidence o M O rtal Ity
of hematoma and/or hemorrhage without the need for blood transfusion or

reintervention was 2.8%. the incidence of blood transfusion was 11.4%. and the

incidence of reintervention was 0.6%. Among patients who underwent o C OSt
transcatheter aortic valve replacement (TAVR), the incidence rates were 9.1%,

24 3%, and 1.1%6, respectively. The incdence rates for patients who had ® LO n g e r H OS p Ital Stay

percutanecus ventricular assist device (PVAD) implant were 101%, 179, and
2.6%, respectively.
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Bleeding Complication by Procedure Type
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Decrease in bleeding with time and experience

IMPELLA EXPERIENCE YIELDS LOWER BLEEDING RATES Rates of Bleeding Complications

Evolut Low Risk (2019): CoreValve, Evolut R/Pro; n = 734 %
PARTNER 3 (2019): Sapien 3; n = 503
SURTAVI (2017): CoreValve, Evolut R; n = 864

Bleeding Al__Es vs Impella Volume
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CoreValve ADVANCE (2013): CoreValve; n =996
PARTNER 1l (2012): Sapien XT; n =282
PRAGMATIC (2012): Multiple TAVI valves; n =986
PARTNER | (2010): Sapien; n = 419

RIFLE-STEACS (2012): STEMI; n = 1,000
EUROSHOCK (2014): Impella; n = 100

<14 Patients 14-37 Patients 37-81 Patients =81 Patients EUROSHOCK (2012): Impella 2.5; n =120
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Contemporary Femoral Access in 2019
Routine [ Fuoroscopy | _ [ micropuncture _|
ultrasound setup : . .

prior to any
vascular access

[ ruoroscopy | [_remoraisngiorapny |

& i

Sandoval Y et al. Contemporary anenal access in the cardac catheterzation laboratory. J Am Coll Cardiol Intv 2017 10: 223341

Hemostat for marking
lower edge of femoral |
head using fluoroscopy
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Access: Step by Step

Filter: Filter &
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Figure 1. With the use of fluoroscopic guidance, the mid- . '@\ p. —— e e
lower femoral head is identified using a radiopaque object, . 7 - - . c. -z
such as curved Kelly hemostatic forceps (A). Once the site is ” iy :,sﬂf -
identified, we then use a surgical marker to create a skin mark e _.___{- 3 i y)
that is transverse to the direction of the femoral artery (B). ——— o N e B« ; i ¢ ‘ 1
1. for pulses, identify bony landmarks
2. Verify with (vascular markers are helpful and usually on the table!)

3. Identify bifurcation of SFA/Profunda with
4. Move U/S Probe to identify ‘healthiest’ segment of CFA

5. of the vessel while visualizing under U/S
6. Perform lliofemoral through 4Fr micropuncture sheath
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Upsize to 6-8Fr Sheath and Pre-Close Arteriotomy
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Access Site Dilation

* Dilators and Sheath Should be
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Large Bore Femoral Access is a Translatable Skill Set

“Simplicity is the Ultimate
Sophistication”
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Femoral vs Axillary Artery Size

Caliber and Fitness of the Axillary Artery as a Conduit for Cardiovascular Procedures

Daniel M Arnett MD!, James C Lee MDZ, Michael A Harms MD?, Kathleen E Kearney MDZ, Mario

Ramos, Bryn M Smith BSc, Rajiv Tayal MD>, James M McCabe MD” CATHETERIZATION
‘Department of Medicine, University of Washington, Seattle, WA CARDIOVASCULAR
“Department of Medicine, Division of Cardiology, University of Washington, Seattle, WA INTERVENTIONS
3Department of Medicine, Division of Cardiology, Newark Beth Israel Medical Center, Newark,
NJ

e @ " S -‘-—.m—-———-l
Minimal Luminal Diameter, | Moderate to Severe (o ‘
n=208 Calcification, n >50% Stenosis, N ;

Proximal Axillary

Artery
18 (9%) 17 (8%) 4 (2%) 5 (2%)
Distal Axillary
Artery
Femoral arterv

Subclavian Artery 36 (18%) 45 (21%) 16 (8%) 17 (8%) L]

. (Fr) 14
Innominate {mm) 4.7
Artery 40 (19%) 10 (5%) Axillary artery
lliofemoral 137 {a) Relative French sizes of the axillary artery compared to the femoral

artery
Arteries (66%) 129(62%) 25 (12%) 29 (14%)
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SCAI Position Statement on Best Practices
for Percutaneous Axillary Artery Access

Musculocutaneous n.
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Access and Training =) mammary a.
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The artery is divided into three segments defined by the pectoralis minor muscle with the first
segement being medial to the PM.

The posterior, medial, and lateral cords of the brachial plexus are intimately related to the axillary artery

The absence of a cord anterior to the second segment results in a safer window for
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Ultrasound Guided Access
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Ultrasound Guidance
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In affiliation with

-~ Cors
. afthe L3 Cleveland Clinic

= ShOl'e Heart and Vascular Institute




Landmarks to Reliably Obtain Safe Percutaneous
Axillary Access

B ovonaconrisurion I

Suggested Bony Landmarks for Safe Axillary
Artery Access

Mohammad

ABSTRACT: Objective. To identify a fluoros
No bony land ks e

or aspect of the C 2 bscapular
nd a senti 0 0 5 ble for

C 5mm
or be r of the glenoid /in 17 nts (46 n 11z Yo), tween 10 mm and 20 mm
7 patients ]. Conclusions. With the arm abducted, the origin of the subscapular artery correlates well with the inferi
spect of the glenoid cavity of the scapula under fluor Axillary artery cannulation medial to this bony landmark typ
lands the hintl cond part or proximal end of the third part of the artery, thereby the: i ing injury to the brachial
plexus and the subscapular artery.

J INVASIVE CARDIOL 2018;30(3):xxx-xxx
KEY WORDS: axillary artery cannulation, large-bore catheters, high-risk PCl, subscapular artery
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Inject Via Micropuncture Prior to 6-8Fr Sheath

Pectoralis |
minor muscle | Brachial plexus
g Subscapularis

Neurovascular
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Double Pre-Close and Advance Sheath
Over Stiff Wire
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Hemostasis, Removal and Closure Techniques

of the axillary artery using a 1:1
sized 7-10 x 40mm balloon inflated in the
subclavian artery prior to removal of the
axillary sheath is recommended

« Vascular closure devices (VCD) are
frequently utilized ‘off-label’ for axillary
artery closure

« Most commonly Perclose with double Pre-
close prior to LBA

« Hybrid Closure helpful

Balloon Axillary Sheath
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Dry Closure and DSA Always
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Balloon Occlusion Decreases Bleeding and
Allows Visualization in Large Bore Femoral
Procedures

CATHETERIZATION
CARDIOVASCULAR INTERVENTIONS

Valvular and Structural Heart Diseases

Impact of routine crossover balloon
occlusion technique on access-related
vascular complications following
transfemoral transcatheter aortic valve

replacement

Sarah Zaman MBBS, PhD, Robert Gooley MBBS,
Victoria Cheng MBBS ... See all authors >

First published: 23 April 2016
https://doi.org/10.1002/ccd.26371
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RESULTS: CBOT was successfully performed
in 96% with 2% occurrence of a minor CBOT-
related complication. At 30-days access-site-
related major vascular and/or bleeding occurred
in 5.5% and 18.6% of the CBOT and control
group, respectively (P =0.042). This consisted
of VARC-2 major vascular events in 3.6% and
16.3% (P =0.036) and VARC-2 major/life-
threatening bleeding events in 5.5% and 14.0%
(P =0.137) of the CBOT and control group,
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CFA Perforation after IVL of iliac to
facilitate TAVR saved by COBT
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Like the Femoral, the Axillary is Compressible
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Research Article

Efficacy of Manual Hemostasis for Percutaneous Axillary Artery
Intra-Aortic Balloon Pump Removal

Rajiv Tayal{,‘;},_"2 Michael DiVita,' Christoph W. Sossou 3, Alexis K. Okoh 0,
Kelly Stelling,’ James M. McCabe,’ Amir Kaki,” Najam Wasty,1 and David A, Baran 0’

"Division of Cardiology, Newark Beth Israel Medical Center, Newark, NJ, USA
“Division of Cardiolo cal Center, Ner A
3Department of Internal Medicine, Newark Beth Isracl Medicq

“University of Nevada Las Vegas, School of Medicine, Las Vi

SAdvanced Heart Failure C

®Division of Cardiology, y of Washington Medical Center, §

‘wl\"al\'ne State University School of Medicine, St. John’s Ascension, Detroit, MI, U

Correspondence should be addressed to Rajiv Tayal; rajtayalmd@gmail.com

Received 29 April 2020; Accepted 4 July 2020; Published 26 July 2020 '/

. ; 020 A5
. -‘ TLIGA

3

COI'S In affiliation with
, . atthe

¥ Cleveland Clinic
ShOl'e -d Heart and Vascular Institute

2




Alternative Techniques: Hybrid Closure

116 Original Article

Safety and Efficacy of a Novel “Hybrid Closure”
Technique in Large-Bore Arteriotomies

Michael K. Amponsah, MD' Rajiv Tayal, MD' Zain Khakwani, MD'  Michael Sincai, BSc'
Najam Wasty, MD!

1 Diviion of Cardiology, Newark Beth Israel Medical Center, Newark, ~ Address for correspondence Najam Wasty, MD, Division of Cardology
New Jersey Newark Beth lrael Medical Center, 201 Lyons Avenue at Osbore Terrace,
Newark, N) 07112 (e-mail: nwasty@bamabashealth.org).
Int | Angiol 2017:26:116-120.
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Ipsilateral Balloon Occlusion in Single Access

Dry field closure of large bore access with simultaneous iliac artery
angioplasty through the ipsilateral sheath: ——
The "Single access Dry Closure Technigue”.

Short Title: "'Single access Dry Closure Technique".

SCAI?

Author institutions: — \
h -_—-—

ichaa, MD, FACC, FSCAI FSVM, RPVI', Jason Wollmuth, MD?, Rajiv Tayal, MD, MPH,

Ascension Saint Thomas Heart

Saint Thomas Rutherford: 1840 Medical Center Pkwy, Suite 201, Murfreesboro, TN 37129

Tel: (615) 867 5028 - Fax: (615) 867 6650 - Email: hady.licha ension.org - )
hady.lichaai@gmail.com % 3 . \
Providence Heart and Vascular Institute A

4805 NE Gli te 1GO8 - Portland, OR 97213 '.

Tel: ( ( 962-1005 — Email: Jason.Wollmuth@providence.org

Robert Wood Johnson-Barnabas Health .

Newark Beth Isracl Medical Center - Division of Cardiology 4] ™

201 Lyons Avenue at Osbol rrace, Suite G4, Newark. 2 '
i - rajtayalmd(@gmail.com
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Post Close Technigue (No Pre-Close)

Post-Close Technique for Arteriotomy Hemostasis
After Impella Removal

Mohammad Thawabi, : Marc Cohen, MD: Najam Was|

J INVASIVE CARDIOL 2019;31(6):E159.
KEY WORDS: hemostasis, new technique, Perclose device, post-close technique

tlization of lar
re sheaths h

this technique
fail or be deferred in

plann.
amic support or in

(oo FIGURE 1. [A) Two 0.035" guidewires are inserted together followed by two 8 Fr sheaths in a
teriotomies larger side-by-side fashion. [B) This configuration provides comparable perimeter coverage of the
¢ arteriotomy and allows for successful Perclose deployment. (C, D) The first Perclose device is
deployed and the site is assessed for hemostasis. [E] After deployment of the second Perclose
device, the wire is removed if adequate hemostasis is achieved. (F) Final angiogram showing
complete seal of the arteriotomy.

val of Impella 2.5
med) from the common femoral arte o have a
ure 1B). The first sheath is the *moved while maintaini
the wire in place. With the second sheath in place, a P
device is advanced by-side to the sheath and dej

v techni : ‘ : FIGURE 1. (A) Two 0.035" guidewires are inserted together followed by two 8 Fr sheaths in a

Tl et ik sy it g 18 . — side-by-side fashion. [B) This configuration provides comparable perimeter coverage of the

e e (T R AT pomt B houl e deviecs i opnon e i ’ arteriotomy and allows for successful Perclose deployment. (C, D) The first Perclose device is
e e R T ) deployed and the site is assessed for hemostasis. [E] After deployment of the second Perclose

. device, the wire is removed if adequate hemostasis is achieved. (F) Final angiogram showing
Newark. NJ 07112 Email: Mohammad.thawabi@outl Complete Seal of the arteriotomy.
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New and Novel Large Bore Closure
Devices

ProGlide® MANTA™ PerQseal®

% T
%

5-8 Fr 10-14 Fr (14 Fr system)
(off-label use > 8 Fr) 14-22 Fr (18 Fr system)
ical, InSeal Medical and Vivasure Medical.
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1 “BEverything should be made
K as simple as possible.
But not simpler.”

Albert Einstein

Raj Tayal MD

(973) 981-7259
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