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REGISTRO ITALIANO PACEMAKER E DEFIBRILLATORI -2015

The Registry collects prospectively national PM and ICD
implantation activity on the basis of European cards.

e ®

GIORNALE
ITALIANO
DI CARDIOLOGIA

PM Reglsiry data about 24 285 PM implantations were collected (19 194
first implant and 5091 replacements). ECG indications included atrioventricular
conduction disorders in 42.8% of first PM implants, sick sinus syndrome in 22.9%,
atrial fibrillation plus bradycardia in 15.1%, other in 19.2%. Use of single-chamber
PMs was reported in 26.9% of first implants, of dual-chamber PMs in 63.4%, of PMs
with cardiac resynchronization therapy (CRT) in 1.8%, and of single lead atrial-
synchronized ventricular stimulation (VDD/R PMs) in 7.9%

ICD Regisiry: data about 15 363 ICD implantations were collected (11
453 first implants and 3910 replacements). The number of collaborating centers
was 434. Primary prevention indication was reported in 77.3% of first implants,
secondary prevention in 22.7% (cardiac arrest in 8.0%). A single-chamber ICD was
used in 29.3% of first implants, dual-chamber in 34.6% and biventricular in 36.1%.

NON DISPONIBILI INFORMAZIONI SU UTILIZZO NEI PAZIENTI CON IRC E IN DIALISI




1 ge o Asif 2013 Permanent cardiac pacing in patients with end-stage renal
disease undergoing dialysis oo mpis o 205

Prevalence of Chronic Kidney Disease in Patients
Undergoing Cardiac Rhythm Device Removal

—— Without kidney disease
With ESRD receiving hemodialysis
With ESRD receiving peritoneal dialysis

Log-rank test: P-value<0.001
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FIGURE 1: The cumulative proportions of persons with permanent
pacemaker implantation in HD, PD and control cohorts.

503 pazienti, rimozione CIED nell’arco di 10 anni
Nel 90% dei casi presente un certo grado di IR PREVALENZA CIED IN HD 7-10%



Ventricular

CIED

2 PROBLEMI MAGGIORI
INTERESSANO IL NEFROLOGO:

1 IL DANNO SUL SISTEMA VENOSO

(O IL RISCHIO INFETTIVO

(



Venous Thrombosis and Stenosis After Implantation
of Pacemakers and Defibrillators

ﬂ Journal of Interventional Cardiac Electrophysiology 13, 9-19, 2005

"' ACCESSQ CEFAHCA"
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®  La via tradizionale di inserimento dei LEAD dei CIED & quella Wi
transvenoso, per via SUCCLAVIA o CEFALICA s (ises

" La stenosi di puo verificare a livello dei sito di punzione come ad

ogni livello di contatto dei leads g

®" Non relazione evidente tra SEDE dell’accesso, DESIGN e

NUMERO dei LEADS o elettrocateteri (materiale, calibro)

Stenosis at
the SVC -
RA junction

Punta Conduttore Isolante Pin del
dell’Elettrodo Connettore

ELETTROCATETERE

Figure 1. Computed tomography demonstrating
multiple pacemaker leads resulting in stenosis at
the superior vena cava-right atrial junction.
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PREVALENCE OF CENTRAL VENOUS OCCLUSION IN PATIENTS WITH CHRONIC
DEFIBRILLATOR LEAD
Sticherling, Am H Journal 2011

1 (3%) patient had a complete occlusion of the subclavian vein
1 (3%) patient had a 20% subclavian vein stenosis

2 (7%) patients had a 75% to 89% subclavian stenosis
11 (37%) patients had a 50% to 74% subclavian stenosis
15 (50%) patients had no subclavian stenosis.

INCIDENCE AND RISK FACTORS OF UPPER EXTREMITY DEEP VEIN LESIONS
AFTER PERMANENT TRANSVENOUS PACEMAKER IMPLANT: A 6-MONTH

FOLLOW-UP PROSPECTIVE STUDY.
Electophysiol 2002 Sep;25(2):1301-6.

- ol \\} Prospectively studied venography at 6 months post implant in 202 patients.

| WY Greater than moderate stenosis was identified in 51% of patients.
L \ The incidence of symptomatic subclavian vein stenosis in patients with cardiac
g | devices is estimated at 1-5%



https://www.ncbi.nlm.nih.gov/pubmed/?term=Da Costa SS[Author]&cauthor=true&cauthor_uid=12380764

STENOSI ANONIMO CAVALE

ANCHE LA VCS E TRONCO ANONIMO PUO ESSERE SEDE DI STENOSI
DETERMINATA DAL LEADS, fino al 18% in uno studio retrospettivo
(Sem Dial 2010)

® secondario a danno sul tronco brachio cefalico

® Il trauma ripetuto pud causare una stenosi fibrotica progressiva

proprio al di sopra dell’atrio destro (meccanismo traumatico)

® I'endotelizzazione dei leads riduce ulteriormente il lume del vaso
dovuta all’eccessiva proliferazione connettivale portando alla stenosi

cavale
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CLINICA STENO-TROMBOSI DA PMK-ICD

(J SPESSO ASINTOMATICA

O
(J SLATENTIZZATA SPESSO DA EZIOLOGIA MULTIFATTORIALE
O presenza di fav ispilaterale, precedenti cateterismi o interventi di
cardiochirrugia (Borsato , JVIR 2012)
N

(] SEDE E DALL'ESTENSIONE DELLA STENO TROMBOSI

L RAPIDITA’ DI INSORGENZA

L VAGO SENSO DI DISCOMFORT SPALLA O COLLO

(J EDEMA DOLENTE DELL'ARTO, POSSIBILE CIANOSI, PRESENZA DI CIRCOLI
COLLATERALI SUL TORACE ED ESTREMITA OMOLATERALE, GIUGULARE DILATATA

J RARO EMBOLISMO POLMONARE




Occlusion in Hemodialysis Patients with SURGERY
Transvenous Pacemakers

\ _ _ : _ ANNALSof O/
Symptomatic Subclavian Vein Stenosis and VASCULAR Teruya, 2003

Studio retrospettivo su 10 anni

O 10/14 HD pazienti con PM ipsilaterale a FAV
sviluppano sintomatologia

Ipertensione venosa
Ricircolo elevato

Dolore
Edema
Sintomi neurologici

8/10 con stenosi succlavia documentata
10/10 . legatura dell’accesso vascolare

Table L. Symptomatic patients who had pace-

able II. Symptomatic patients who had dialysis
makers placed initally followed by dialysis access

access followed by placement of a transvenous

Pacemaker to Time 1o onset
AV access of symptoms

AV access to Time to onsct
time {months) {months)

pacemaker of sympioms
time {months) imonths)
65 1k

37 10
30 14 days
21 10

4 9

34 1

1 28
10 12
12 (]
15 38

verage il4 7.9 Average 18.4 17

PM ACCESSO VASCOLARE ACCESSO VASCOLARE PM




Access Patency in Hemodialysis Patients

jX\; The Impact of Transvenous Cardiac Devices on Vascular

O TABLE 2. Type of Vascular access created and outcomes

Values are expressed in median, Vascular access created Vascular access created contralateral p value
range and percentages where applicable ipsilateral to the CIED (n = 19) to the CIED (n = 17)

Median Months between CIED insertion 17.4 (1.1-156.7) 27.0 (0.2-76.6)
and AVF creation (range)
Upper am AV access (%) 13/19 (68.4) 10/17 (58.8)
AVF creation (%) 17/19 (89.5) 15/17 (88.3)
Pnmary Failure (%) 15/19 (78.9) 6/17 (35.3)
Causes of primary failure
Nonmaturation (%) 8/15 (33.3) 2/6(33.3)
Early Thrombosis (%) 4/15 (26.7) 2/6(33.3)
Others: 3/15 (30.0) 2/6 (33.3)
Am swelling requiring ligation (%) 2/15 (13.3) 0
Collaterals (%) 1715 (6.7) 0
Artenal insufficiency (%) 0 1/6 (16.7)
Failed cannulation because of depth (%) 0 176 (16.7)
Median primary patency in months (range) 11.2(3.4-289) 7.8 (0.3-36.7)
Median assisted pnmary patency in 13.7 (3.5-289) 12.4 (1.6-45.1)
months (range)

Tan , Sem Dial 2013




ANGIOPLASTICA

Tecnica di esecuzione

(lungo gonfiaggio,oversize calibrato,controllo angio tardivo)
Palloni semicomplianti (routinari)

Palloni ultra non complianti ad alta pressione

Palloni a rilascio di farmaco (DEB)

Da evitare cutting balloon

(possibile danno isolamento elettrodo)

STENTING Razionale:

* Impalcatura metallica dinitinol perimpedire il recoil elastico

* Potenziale vantaggi del PTFE in caso di stent graft

Rischi potenziali :
Danno meccanico ad elettrodi e disfunzione C.I.E.D.
Dislocazione
Infezione
Rischio di incarceramento «jailing» con difficolta a rimuovere il filo

elettrico in caso di malfunzionamento o infezione

Courtesy Pietro Quaretti

TRATTAMENTO STENO OSTRUZION 2 DA ClED

SVANTAGGI:

*Recoil elastico
*Recidive e reinterventi frequenti
*Pervieta primaria molto bassa (circa 6% a 12 mesi)

*Legatura della FAV spesso unica alternativa

Nephrol Dial Transplant (2005) 20: 997-1001

Borsato, JVIR 2012
Saad, JVA 2000
Slonim JVIR 2000




Tunneled dialysis catheter and pacemaker
leads determining superior vena cava
syndrome

Fig. 3 - Venogram images of the superior vena cava (SVCO show: a) Ste-
nosis with collateral circulation; b) Improved flow of contrast in SVC after
the angioplasty.

| Vasc Access 2011;12 (3):271-272




Cardiac Pacemaker Lead Dislodgment
during Insertion of Hemodialysis Catheter

Shiau JVIR 2012

VENOGRAFIA

ALLINSERIMENTO RX POST INSERIMENTO CVC RX POST SYNCOPE
POSIZIONE INIZIALE DEI LEAD - LEAD VENTRICOLARE = N ATRIO
IN ATRIO E VENTRICOLO DX SPOSIZIONATO IN ATRIO

No fluoroscopy during insertion of peelaway




Cardiac implantable electronic device infections: Who is
at greatest risk? @

450,000 . . .
Joy et al Implantable Cardiac Device Infections
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Total device procedures (N)

Table 2 Comorbidities of patients admitted for cardiac device-related procedures

w
o
o
(=]
o
o

Procedures without Procedures related to 0dds ratio for procedure
Comorbidities infection, % (N = 4,059,480) infection, % (N = 85,203) due to infection (Bivariate) P value

N
o
o
o
o
o

Hyperlipidemia 34.5 29.9 0.808 <.001
Congestive heart failure 39.9 43.6 1.167 <.001
Diabetes 26.8 29.1 1.12 <.001
Body mass index >40 2.1 2.7 1.323 <.001
Smoking 14.9 14.6 0.976 .505

' ‘ Chronic lung disease 16.2 18.0 1.133 <.001
& ,90“ ,»0& ¢0°‘° @@ Hypertension 61.8 57.3 0.814 <.001
Years Coronary artery disease 51.7 49.2 0.889 <.001
Venous thromboembaolism 1.1 4.1 3.751 <.001

Procedures for device infection (%)
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Procedures related to device infection (%)

:)ifillg::e—rel‘:l,tzécjir;yréferﬁl:i?:; :;(riil)a\tfri(:)gco:zgg: Zprii)r::Zc?lf::‘;t z;llurtleutl:]cjizf Cirrhosis 0.8 14 1.873 <.001
P . o ) End-stage renal disease 1.8 5.9 3.461 <.001
vice infections (right axis).

(Heart Rhythm 2017;14:839-845)




Clinical Presentation and Outcomes of Cardiovascular
Implantable Electronic Device Infections in
Hemodialysis Patients

® * PERIODO 1991-2008 MAYO CLINIC ROCHESTER
®* 415 RICOVERI PER INFEZIONI DI CIED DI CUI 4% IN HD g?rf;
CoNS
All (N~ 415) HD (n=17) Nai-HD {n - 398) CoNS
MSSA
Type of davice MSSA
Parmanant pacamaker 256 (B2) coxn
o 158(38) Polymicrobial
CoNS
MRSA
MRSA
= HD Enterococcus sp
MRSA
®* 100% con bloodstream infection MRSA
Candida sp
* 41% con vegetazioni sul device o su valvole (vs 21% non HD) MRSA

Polymicrobial

* mortalita 34% a 90 giorni
Hickson, AJKD 2014




Venous Hemodialysis Catheters and Cardiac Implantable

Electronic Devices: Avolding a High-Risk Combination

* Sede dell’inserimento del CVC controlaterale al device, sptt la

tunnellizzazione distante dalla tasca
® Inserimento o sostituzione del CVC in ambiente radiologico interventistico
® Profilassi antibiotica pre procedura (vancomicina, cefazoling, clindamicina)

® In caso di CRBSI avviare ATB e rimuovere tCVC; se persiste sepsi rimuovere

CIED e a risoluzione del quadro settico programmare epicardico







A The Journal of
I \’ Vascular Access

Placement issues of hemodialysis
catheters with pre-existing central

lines and catheters

Results: A total of 600 hemodialysis catheters were placed in patients over the period of |0years. The mean age of
the patients was 73.6t [2years with a median age of 76years. We found 20 pacemakers or automatic implantable
cardioverter defibrillators and |9 central lines on the same side of the neck as the hemodialysis catheter that was placed
in the ipsilateral jugular vein. No patient exhibited malfunction or dislodgment of the central line, the pacemaker, or
automatic implantable cardioverter defibrillator or evidence of upper extremity venous obstruction based upon signs

symptoms or duplex exams.

Conclusion: Based on our experience, we suggest that placement of hemodialysis catheter in the internal jugular vein
ipsilateral to the pre-existing catheter/leads is safe and spares the contralateral limb for arteriovenous fistula creation.




The dilemma of transvenous cardiac
O Epicardial Approach rhythm devices in hemodialysis patients:
O More commonin time to consider the epicardial approach?

Chlldren Fidney international 2011) 79, 1267-1369. doi1 01 03&8Ki 201153
O Leads traverse through

subcutaneous fissue,

avoiding central veins

Studies in children find
epicardial lead survival
comparable to
fransvenous
endocardial leads

- Figure 1| Endocardial and epicardial cardiac rhythm devices. (a) Three-dimensional
Dodge-Khatami A et al, ] Card Surg. .2000 color computed tomography scan. Tesio catheters and the leads are seen traversing the
Beaufort-Krol GC et al, J Thorac Cardiovasc superior vena cava (SVC). Fibrous tissue wrapping these structures is also seen in the SVC.
Surg, 1999 (b) Notice that the leads of an epicardial pacemaker are traversing the subcutaneous tissue

{double arrow) to reach the epicardium (arrows), completely bypassing the central veins
{seen on angiogram) and the tricuspid valve.

Table 1 | Advantages of epicardial approach for renal patients

Epicardial cardiac devices Transwenouscardiac devices  Reference number

Central venous stenosis Mot observed Commaon 1.4
Infection Uncommeon Mot uncommon 1

Preservation of central Available Compromised
venous real estate

Tricuspid valve problems Absent Present




ALTERNATIVE PER IRC/DIALISI

t#v

’qdl §s“‘s\‘; P\’

pacing

Totalmente intracardiaco

Accesso femorale con introduttore
Nessun catetere nei vasi

Quando si esaurisce PM non chiaro
cosa fare

A

defibrillazione

J»
H

Tutto sistema extravascolare

\

\\l

In caso di infezioni, assenza di
vasi, lead failure, multicateteri

Elevata sensibilita per FV
Non funge da PM non CRT

s
{




Adattato da Saad, Sem Dial 2012

SEATEGIA IN PAZIENTI CON CIED O INDICAZIONI, E ACCESSO VASCOLARE

PORTATORE DI CIED TRANSVENOSO IRC AVANZATA CHE DEVE ESSERE

SOTTOPOSTO A IMPIANTO DI CIED

O CHE DEVE CONFEZIONARE FAV

DISCUSSIONE COLLEGIALE TRA
NEFROLOGI, CARDIOLOGI E
IMPIANTATORE DEL DEVICE

\
PAZIENTE SENZA
PAZIENTE CON FAV ACCESSO
CONFEZIONATA : VASCOLARE

MAPPING VASCOLARE PER PIANIFICAZIONE
POSSIBILE ACCESSO CONTROLATERALE ?

MAPPING E
VENOGRAFIA SE

LEAD TRANSVENOSO
CONTROALATERALE

ALTRIMENTI N

N

NON POSSIBILE PD

UEKAK
FLEBOGRAFIA SE ESEGUIRE
RISCHIO O STUDIO 8  EPICARDICO/SC
SOSPETTO COMPLETO

CLINICO DI VAS| CENTRALI LEADS
TRANSVENOSO
CONSIDERARE LEAD CONTROLATERALE
EPICARDICO/SC RISPETTO
! : ALL’ACCESSO
PIANIFICATO
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PICC
(PERIPHERALLYAINSERTEDICENNRAL VENOUS CATHETER)

O
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Risk factors for upper extremity venous thrombosis associated

with peripherally inserted central venous catheters

] Vasc Access 2012;13 (2):231-238

Studio retrospettico caso-controllo su 400 pazienti consecutivi con o senza trombosi venosa arto superiore
post inserimento PICC

TABLE V - UNADJUSTED AND ADJUSTED ODDS RATIOS FOR RISK OF UEVT

Risk Factor Unadjusted P Value Adjusted P Value
OR OR

Left Site (vs. right) .5: .07 2.340 009
Placement

Axillary 0o 1.000
Basilic 2.524 2.950 .003
Brachial 0.559 . 1.230 480
French 5 (vs. 4) 1.588 . 1.148 724
Lumen 2.097 .043 2.058 159

Durata ospedalizzazione
Trombosi vs non trombosi

>
a
o
)
)
Q

Male sex 1.325 . 0.967 901

Hyperlipidemia 0.676 . 0.798 494
Trauma 1.610 . 2.766 .0m
Recent surgery 1.493 . 1.269 403
History of DVT 1.866 . 1.819 159
Renal Failure 1.400 . 2.095 .010
Antibiotic infused 2.299 . 3.438 .001
TPN infused 3.395 . 4.442 .001
Chemotherapeutic infused 0.242 . 0.118 .087
CVA 0.645 . 0.252 .615




Clin ] Am Soc Nephr

Peripherally Inserted Central Catheters and
\) Hemodialysis Outcomes

O = AVF/AVG: No PICC

=== AVF/AVG PICC
— Death: No PICC

" 33918 pz avviati alla dialisi nel 2010-2011 con
CVC -,

= 12,6% avevano avuto un PICC (53% prima e
47% dopo avvio della dialisi)

= Sesso femminile e comorbidita CV, diabete e
neoplasie >> nel gruppo PICC

0 200 400 600 800 1000

'
Probabilita di ricevere AVF/AVG 36,2% vs 41,2%
Rischio di morte 56% vs 44%




AJKD

Original Investigation

Association Between Prior Peripherally Inserted Central
Catheters and Lack of Functioning Arteriovenous Fistulas:
A Case-Control Study in Hemodialysis Patients

=

study (n=282)

Patients with functioning AVF (n=162; 58%) Patients with no functioning AVF (n=120; 42%)

Cross Referenced to the PICC databases
(n=43,287)

No prior PICC Pre-PICC
Patients with history of PICC at any time Patients with history of PICC at any time n=155 n=34
Yes (n=32; 20%) No (n=130; 80%) Yes (n=53; 44%) No (n=67; 56%) Vein mapping

Table 2. Logistic Regression Analysis of Lack of Functioning AVF in Patients With History of PIC

9
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2
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Adjustment PICC Anytime PICC Before AVF or ESRD PICC Before ESRD

4.18 (2.04-9.14

Vein diameter (mm)

Unadjusted 3.21 (1.91-5.50 3.29 (1.78-6.29
Adjusted for sex 3.24 (1.89-5.59 3.32 (1.77-6.41 3.93 (1.89-8.67
1.79-6.28 3.00 (1.49-6.23 3.54 (1.53-8.72

) ( ) (
) ( ) (
) ( ) (
54-5.17) 2.70 (1.35-5.56) 3.46 (1.50-8.55 Prefiot PostPItC
) ( ) (
) ( ) (
) ( ) (

- N W B O N X ©

(
(
Adjusted for vein size® 3.32(
Adjusted for artery size® 2.80 (
Adjusted for tunneled dialysis catheter 2.52(
Adjusted for any CVC 2.70 (
Adjusted for sex, vein/artery size, and any CVC 2.79 (

43-4.54 2.28 (1.18-4.55 3.39 (1.55-8.03 Vein mapping
55-4.79 2.64 (1.38-5.23 3.80 (1.76-8.93

1
1
1
1.45-5.50 2.49(1.19-5.43 3.08 (1.26-8.

Am J Kidney Dis. 2012:60(4):601-608




Azygos vein thrombosis secondary to a
peripherally inserted central catheter (PICC)

JVasc Access 2015; 16 (4): e82-e83




Inpatient venous access practices: PICC culture and the
kidney patient

JVasc Access 2015; 16 (3): 206-210

Methods: The inpatient population at an urban teaching hospital was surveyed three times between May 2010

and May 2012. Data were collected on limb protection and vascular access practices, as well as level of kidney
function and level of care.

Results: Peripherally inserted central catheter (PICC) insertion consistently exceeded 30% in patients with chronic
kidney disease; reasons for insertion were often poorly defined. More than 50% of patients had devices in the
nondominant arm; use of limb protection bracelets was rare. An educational intervention designed to increase

nephrologist awareness increased limb protection slightly, but did not affect the distribution of vascular access
devices.

SAMPLE FOOTER TEXT 6/21/2018 29
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Guidelines for PICC Avoidance in Chronic Kidney Disease,
End-Stage Kidney Disease and Renal Transplant Patients

A.) Fistula First Breakthrough Initiative- National Coalition
Recommendation for the Minimal Use of PICC Lines

Patients with Stage 3 to 4 Chronic Kidney Disease (CKD) are at risk for progression to kidney failure (end-
stage renal disease (ESRD) or Stage 5 CKD). Maintaining vessel integrity is essential to provide a future
dialysis vascular access for these patients. PICC lines can damage vessels and render them unusable for
dialysis. The AV Fistula First Breakthrough Initiative National Coalition recommends NOT using PICC lines
in patients at risk for, or with known mid-stage 3 CKD, stage 4 and 5 CKD, or end-stage renal disease. A
small bore central catheter (SBCC) in the internal jugular (1)) vessels is recommended instead, since
SBCCs can last longer than PICC lines, can be easily replaced, and have fewer complications for the
period of time needed (Sasadeusz et al, 1999).

When practitioners are faced with whether or not to use a PICC line in a patient with possible CKD, the
Fistula First Coalition recommend that you:

1. Review each patient’s estimated glomerular filtration rate (eGFR) to identify CKD and/or classify
the stage.

Obtain a nephrology consult if CKD is present.
Use a small-caliber 1) instead of a PICC line for other treatment purposes.
Consider alternatives to PICC lines whenever possible (Saad & Vesely, 2004)

Refer to Stages of Chronic Kidney Disease (CKD) Table (below) to determine presence of CKD.




CORONAROGRAFIA TRANSRADIALE




Pro raiale

RIVAL STUDY
(Lancet 2011)

*- annulla le complicanze
emorragiche locali e vascolari
(facile compressibilita dell’arteria)

*- consente la rapida
deambulazione

*- aumenta il confort del paziente

frequente é il cross-over verso la
femorale

- piU difficile la manipolazione
dei cateteri

- minor il supporto offerto al
catetere guida

- minor la probabilita di successo
della PCI

- maggiore il rischio embolico
cerebrale per la manipolazione
dei cateteri nei tronchi epiaortici,

- maggiore é la durata della PCI

- > carico di radiazioni

Radial and femoral approaches are both safe and effective for PCI.
However, the lower rate of local vascular complications may be a
reason to use the radial approach.




Transradial Approach for Coronary Angiography
and Interventions

Results of the First International Transradial Practice Survey

Table 1. Demographic Data

O All U.S. Canada-Europe China India
Use of TRA in diagnostic

<5 14.7

13.1

7.4

8.9

14.7

=90 41.2

Use of TRA in PCl

<5

JACC: CARDIOVASCULAR INTERVENTIONS VOL. 3, NO. 10, 2010

M Decrease M Stay the same M Increase

Can-Euro

Figure 5. Future Practice of TRA

Estimated personal use of transradial approach (TRA) in future practice
compared with current practice. Can-Euro = Canada and Europe.




1\\; ACCESSO TRANS RADIALE: COMPLICANZE [(

O

DOLORE ALLINSERIMENTO DEL CATETERE

EMATOMA AVAMBRACCIO E DOLORE

* OCCLUSIONE DELL’ARTERIA

PSEUDOANEURISMA

PERFORAZIONE

* SANGUINAMENTO INCONTROLLATO E SINDROME COMPARTIMENTALE

O_/

O

* NECESSITA’ DI CONVERSIONE ALLAPPROCCIO FEMORALE



JVA
Prevalence of chronic kidney disease Ccaam = [(
° o ° R »‘*:’ “at
among patients undergoing transradial §*~§k{1‘%i} D
*® L ‘;\;&“ﬁ'\ ‘L,Q {
percutaneous coronary interventions > =

Hossain, 2018

Table 2. Prevalence of CKD among patients undergoing Table 3. Stages of chronic kidney disease (n=350).

transradial PC. CKD Stage Number of patients eGFR (mL/min)

Total number of study patients 497 Stage Il 243 76+8.4

Total number of CKD patient 350 Stage IIA 72 529+46
¢GFR in CKD patients (n=350) 664+ 17.8mL/min Stage llIB 37.9443

Stage IV 5 25.6+4.3

eGFR in non-CKD patients (n=147) 100.1 £9.3mL/min Stage V 9 93+3.5




Radial Artery Occlusion After Transradial Interventions: A Systematic

Review and Meta-Analysis

Muhammad Rashid, J Am Heart Associat 2016

66 studi, 31,345 partecipanti
RAO 1% -33%

Group No. of RAO Total Mean
studies events

RAO at 1 day 24 ‘ 841 10938 7.69
RAO at 2-6 days 8 ‘ 132 1377 9.59

RAOQO at 7+ days 33 10821 5.56

B High versus low dose heparin ¢ 15 min versus 2 hours compression

Higher dose  Lower dose Risk Ratio Risk Ratio 15 min 2 hours

9594 ClI

0.08
0.19

Risk Ratio

Study or Subgroup  Events Total Events Total Weight M-H, Random, 95% CI M-H, Random, 95% CI Study or Subaroun  Events Total Events Total Weight M-H. Random. 95% CI

Aykan 2014 242 M7 18.0% 0.220.08, 0.78]
Bernat 2010 243 22 2B7% 0.490.20, 1.21] Ch992014 0 % 550 345%
Hahalis 2013 301 02 313% 0.70[0.43, 1.13] Politi 2011 120 5 50 65.5%
Spaulding 1996 210 119 27.0% 0.18[0.09, 0.36]

Total (95% CI) 70 100 100.0%

Total (95% Cl) 996 860 100.0% 0.36 [0.17, 0.76]
Total events 44 90 Total events 1 1{2

Heterogenelty: Tau? = 0.41; Chi = 11.03, df = 3 (P = 0.01); = 73% ~ o ! p - Heterogeneity: Tau? = 0,00; Chi? = 0,93, df = 1 (P = 0.33); IF= 0%
Test for overall effect: Z = 2,67 (P = 0.008) " Favours higher dose  Favours lower dose Test for overall effect: 2= 149 (P = 0.14)

0.09(0.01,1.60]
0.50{0.06,4.02)

0.28 [0.05, 1.50]
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IMPACT OF TRANSRADIAL CORONARY PROCEDURES
ON RADIAL ARTERY FUNCTION

Transradial coronary procedures on the vasodilatory function of the RA.
65 patients who underwent transradial coronary procedures enrolled.

All patients were examined with B-mode high-resolution ultrasound.

Radial artery baseline diameter and response to flow-mediated dilation (FMD)
and nitroglycerin-mediated dilation (NMD) were measured in the right radial
artery.

Transradial coronary procedures decrease radial artery FMD and NMD
resulting in Immediate and persistent blunting of vasodilatory function.

Pre procedura | 11,5%

Pre procedura | 11,5%
1 giorno dopo | 4,1%
3 mesi dopo 0,7%

1 giorno dopo | 4,1%
3 mesi dopo 0,7%

flow-mediated dilation (FMD) nitroglycerin-mediated dilation (NMD
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POINT ANAMENSI ACCURATA DELLE

OF
CARE

PROCEDURE CARDIOLOGICHE

ESAME ECODOPPLER PREOPERATORIO
MIRATO AD EVENTUALI DANNI
PRECEDENTI SE CONFEZIONAMENTO
A\

DISCUSSIONE CON EMODINAMISTI
SULLA SEDE DELLINCANNULAMENTO IN
CASO DI CORONAROGRAFIA E FUTURI
ACCESSI DIALITICI




TAKE HOME MESSAGE

® |l paziente con IRC avanzata o in dialisi, a causa delle comorbidita & sempre

piu frequentemente candidato a terapie che utilizzino device vascolari

® Questi possono interferire in modo negativo con I'accesso vascolare, in

particolare dove manca pianificazione e possibilita di trattamento mirato

®* E' fondamentale per motivo conoscerli, discuterne le indicazioni e le modalita
del loro eventuale impiego in modo tempestivo condividere le scelte finali con

gli altri specialisti



