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A panel of experts was identified, 
consisting of surgeons, intensivists, 
anesthetists, cardiologists, vascular
medicine experts, nephrologists, 
infective disease specialists, and 
thrombotic disease specialists. 

Panelists were selected for their
expertise in venous access devices, 
and/or in coagulation disorders, 
and/or as authors of relevant papers 
in this field.
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Il rischio di sanguinamento associato all’impianto di CICC ha un'incidenza riportata del 0,5%-1,6% nei pazienti 
adulti.

Per i TIVAD, ematomi minori della parete toracica nella tasca del reservoir sono stati riportati fino all'8% dei 
pazienti.

Nei cateteri da dialisi tunnellizzati, il rischio di sanguinamento può variare dallo 0,095% all'1,36% o arrivare fino al 
5,6%



(1)Suddividere le procedure di impianto/rimozione di VAD (Venous Access Device) in base allo specifico 
rischio di sanguinamento?

Scopo della consensus



a. Minimally invasive venous access procedure: insertion or removal of the following VADs: short 
peripheral cannulas; long peripheral catheters (mini-midline); midline catheters; non-tunneled PICCs; non-
tunneled FICCs at mid-thigh (access to the superficial femoral vein)

b. Moderately invasive venous access procedures— insertion or removal of the following VADs: non-
tunneled CICCs; non-tunneled FICCs at the groin (access to the common femoral vein); tunneled PICCs; 
nontunneled dialysis catheters

c. Highly invasive venous access procedures— insertion or removal of the following VADs: tunneled
CICCs; tunneled FICCs; tunneled-cuffed dialysis catheters; ports (including PICC-ports, chest-ports, and 
femoral ports)



Popolazione ad incrementato rischio emorragico

Il 50% con 
allungamento 

spontaneo dell’INR



abnormal bleeding represents an important
cause of mortality, observed in about 10% of 
patients with solid tumors and in a higher
proportion in patients with hematologic 
malignancies

Thrombocytopenia affects 10-25% of all cancer patients

https://www.sciencedirect.com/topics/medicine-and-dentistry/solid-malignant-neoplasm
https://www.sciencedirect.com/topics/pharmacology-toxicology-and-pharmaceutical-science/hematologic-malignancy
https://www.sciencedirect.com/topics/pharmacology-toxicology-and-pharmaceutical-science/hematologic-malignancy


658 cannulations (subclavian, 352, and internal jugular, 306)..

A single episode of haemothorax leading to respiratory
distress and requiring evacuation at thoracotomy but the

patient died of multiorgan failure 2 days later
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At least one defect in hemostasis was documented for 388 patients (41 %)
before line placement, with 253 (27%) of these patients evidencing severe abnormalities.

Bleeding compicaKon
4%

Correction of the abnormalities was
attempted in 37% of patients

with no evidence of bleeding reduction



Study Overview
•22 studies analyzed (1 RCT, 21 observational)
•13,256 total catheter placements
•4,213 in coagulopathic patients

Key Findings
•Bleeding incidence: 0-32%
•Major bleeding complications rare
•Severity of coagulopathy did not predict bleeding
•No benefit from prophylactic correction

Safe Thresholds Suggested
•Platelet count: down to 20 x 10^9/L
•INR: up to 3.0

Recommendations
•Use ultrasound guidance
•Experienced operator preferred
•Minimize insertion attempts
•Well-designed RCTs needed

van de Weerdt et al., Transfusion 2017



(1)Suddividere le procedure di impianto/rimozione di VAD (Venous Access Device) in base allo specifico 
rischio di sanguinamento?

(2)Definire la gestione appropriata del paziente con disturbi della coagulazione candidato 
all'inserimento/rimozione di un VAD?

Scopo della consensus



• Venous access procedures should be post-poned and scheduled electively, whenever possible, if
an improvement of coagulation parameters or platelet count is expected. 

• If an emergency venous access is required, it should be carried out regardless of the 
bleeding risk, but preferably choosing the least invasive device and least invasive technique.

• Both elective and emergency procedures should be performed by well-trained operators, 
choosing the safest puncture site (i.e., the best compressible site, such as the upper limb or 
groin or thigh). 



• Venous access procedures should be post-poned and scheduled electively, whenever possible, if an improvement of 
coagulation parameters or platelet count is expected. 

• If an emergency venous access is required, it should be carried out regardless of the bleeding risk, but preferably
choosing the least invasive device and least invasive technique.

• Both elective and emergency procedures should be performed by well-trained operators, choosing the safest puncture
site (i.e., the best compressible site, such as the upper limb or groin or thigh). 

• The use of ultrasound guidance is mandatory.

• The adoption of micro-puncture kits (i.e. 21 G echogenic needle, atraumatic 0.018’’ nitinol guidewire and microintroducer) 
may be advisable, so to minimize the risks associated with repeated punctures or accidental arterial puncture.



La prevalenza 
d’uso a livello 

nazionale è stata 
pari al 5,8%, 

36,4% nei maschi 
con più di 85 anni,

La prevalenza 
d’uso a livello 

nazionale è stata 
pari al 9,1%, nei 

maschi di età 
uguale o maggiore 
di 85 anni (49,7%). 



23% to 24% of patients receiving PPMs
32% to 37% of those receiving ICDs
are taking anticoagulants around the time of 
implantation

Card Electrophysiol Clin 10 (2018) 99–109
https://doi.org/10.1016/j.ccep.2017.11.008

• Average hematoma incidence rate of 4.9%.
• A single hematoma almost doubles the risk of infection, and if reintervention is required, the 

chance of infection is increased more than 15-fold.
• Hematoma or bleeding complications increase the cost of implanting an ICD by $6995 (in 2006 

dollars) and add on average 3 days to the index hospitalization.
• If infection does occur, it increases mortality 4.4- to 7.7-fold (an absolute increase of 3.9% to 

9.6%), with an incremental cost per admission of $14,360– $16,498.

In a study examining 1293 episodes of warfarin cessation
for procedures in 1024 patients with predominantly atrial
fibrillation, of whom approximately 50% had CHADS
scores greater than or equal to 2, the average
stroke rate was 0.7%,



(1)Suddividere le procedure di impianto/rimozione di VAD (Venous Access Device) in base allo specifico 
rischio di sanguinamento?

(2)Definire la gestione appropriata del paziente con disturbi della coagulazione candidato 
all'inserimento/rimozione di un VAD?

(3)Definire la gestione appropriata del paziente in terapia antitrombotica candidato 
all'inserimento/rimozione di un VAD?

Scopo della consensus









major bleeding: the ultrasound or CT scan confirmed intrathoracic, 
mediastinal, or internal neck hemorrhage or line-related bleeding
causing hemodynamic compromise. 

minor bleeding: the local oozing or superficial hematoma





• Come fissaggio 
• Chiusura di ferite con una barriera 

protettiva 
• Per ridurre la fuoriuscita di sangue 

dal punto d’inserzione 
• Per ridurre l’infezione in maniera 

effettiva contro batteri, funghi e 
lieviti



Minimo trauma durante la venipuntura

Kit da microintroduzione:
Ago 21 G ecogenico
Guida soft straight 0,018
Microintroduttore 3,5 Fr



None of the enrolled patients showed major bleeding.
Incidence of minor bleedings 2.1% (95% IC: 0.03–4.2) 
with two patients requiring line removal and repositioning (1.1%;95% IC: −0.45 to 2.6). 
All the recorded bleeds occurred in patient on antithrombotic medication, 



• La consensus Gavecelt del 2022 ha definito la categorie di rischio delle singole procedure di impianto di DAV

• La consensus Gavecelt del 2022 ha fornito delle indicazioni sul management dei pazienti ad aumentato 
rischio emorragico

• Nei soggetti ad aumentato rischio di sanguinamento l’impiego di «bundle» di prevenzione delle complicanze 
emorragiche permette di minimizzare l’incidenza di eventi. 

• Operatori adeguatamente  addestrati, applicando le attuali raccomandazioni, possono impiantare CICC 
giugulari, anche in pazienti ad aumentato rischio di sanguinamento. 

• La somministrazione preventiva di emocomponenti non è necessaria, in quanto richiede sempre un adeguato 
catetere venoso e potrebbe causare ulteriori complicazione o ritardi nella gestione dei pazienti.

Conclusioni
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