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Arterial Access Problems

#1 cause of 
UNEXPECTED 

grief

Cannot avoid 
them -> want 
to limit them



Goals of Access Management

Limit

Limit 
complications

Reduce

Reduce 
procedural & 
fluoroscopy 
times

Improve

Improve 
technical 
success rates 

Expand

Expand the 
types of 
patients you 
can treat



Access 
Planning

Where are we getting in?

How are we getting out?

What are we going to do 
when things go wrong



Pre 
Procedure 
Anatomical 
Imaging

Arterial Ultrasound

CT Angiography

MR Angiography

Catheter Angiography





Access Sites

Peripheral
Central



Tibial, 
pedal, 
radial has 
reduced the 
need for 
central 
access

Central access is 
still required

CFA is often not a 
good access point



• Often diseased in our 
patients

• Short runway for ipsilateal
EIA procedures

• Cannot treat CFA ipsilateral 
disease

• Risk of compromise of the 
PFA





SFA 
Access

Excellent alternative to CFA

Proximal to mid SFA easy to use

Safe

Can use VCDs

Expands patients that can be treated 
endovascularly



Outflow Lower Extremity Procedures

Ipsilateral

• Mechanical Advantage

• Less work and errors 
(exchanges)

• Less Fluoroscopy

• Required for pedal 
interventions

Contralateral

• Time to get up and over

• Loss of Mechanical 
Advantage

• More work

• More radiation

• May not reach pedal 
arteries



Antegrade 
SFA

Advantages of  ipsilateral approach

Easier access point versus CFA

Can use VCDs

Complications can be easily managed

Do not have to worry about 
compromising the Profunda



















< 45 degrees





Exit 
Strategy

Primary groin 
management plan

Backup plan when that 
fails

Rarely any need to for 
open repair



Determine closure 
success/failure

Mark any 
hematoma

Check the feet

US if any 
uncertainty



Primary 
Exit Plan

• Reverse anticoagulation

• Manual compression

• +/- Gelfoam slurry
4F

• Vascular closure device>4F







Majority of Acute Groin Complications

Bleeding Occlusion



Preemptive
Reactive





Bleeding
Ooze 

(presumably 
tract)

Frank

To skin

Hematoma +/-
PSA

Something in 
between



Ooze 
Management Compression

Reverse 
anticoagulation

Procoagulant

• Gelfoam slurry

• Thrombin

• D Stat

Suture





Hematomas

Stable Unstable



Unstable 
hematoma 
and/or 
frank 
bleeding

Low threshold for angiography 

Thrombin injection for PSA

US guided compression

Reverse anticoagulation















Mitigating 
Access 
Problems

Excellent pre procedure imaging

Always use ultrasound guidance

Avoid the CFA if any significant 
disease

Have a backup plan for when 
things go wrong



SFA is an 
excellent 
alternative 
for central 
access

Expands the number of patients you 
can treat

Safe for antegrade and retrograde 
procedures

Angioseal, Proglide, and Star Close 
work

Occluded SFA for retrograde access 




