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[Abstract] Objective To investigate the feasibility and safety of single-incision technique via axillary
vein(AV) access in the implantation of totally implantable venous access port (TIVAP). Methods The clinical
data of 179 patients, who received TIVAP by using single-incision technique via AV access at the Affiliated
Wuxi People’s Hospital of Nanjing Medical University of China during the period from January 2018 to June
2018, were retrospectively analyzed. The patients included 90 males and 89 females, with a mean age of
(46.8+12.5) years(range of 23-77 years). Under DSA guidance, puncturing of AV was performed. If the
puncturing of AV was difficult (i.e. puncturing failed three times) or mis-puncturing of the axillary artery
occurred, ultrasound-guided puncturing of AV should be employed immediately. When ultrasound
demonstrated stenosis or occlusion of the target vein, the implantation of TIVAP should be performed via
the ipsilateral internal jugular vein (IJV) access. The technical success rate, surgical information and TIVAP
indwelling-related complications were analyzed. Results Successful implantation of TIVAP by using single-
incision technique via AV access was accomplished in 177 patients, the technical success rate was 98.9%
(177/179). Implantation of TIVAP via ipsilateral 1JV access was adopted in the remaining 2 patients. The

fluoroscopy time was 0.3-1.5 min, with an average of (0.8+0.2) min. The time spent for operation was
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17-45 min, with an average of (21.5+10.3) min. The indwelling time of TIVAP was (252-442) days, with an
average of (362.5+£65.2) days. The incidence of intraoperative procedure-related events was 8.9% (16/179),
including mis-puncturing of axillary artery (n=6), guide wire mis-entering ipsilateral 1JV (n=5), bending of
tearable sheath(n=3), and kinking of the catheter-port body junction(n=2). The incidence of TIVAP ind-
welling-related complications was 3.4%(6/179), including local hematoma(n=1), operated side AV thrombosis
(n=1), left brachiocephalic vein stenosis-occlusion with thrombosis in proximal part of left 1JV-SCV (n=1),
fibrin sheath formation(n=1), and local infection of the port(n=2). No serious complications such as catheter-
related blood stream infection, catheter fracture/shift, pinch-off syndrome, or drug extravasation occurred.
Conclusion In performing the implantation of TIVAP, the single-incision technique via AV access is
clinically safe and feasible with high technical success rate and low incidence of complications. The operation

takes short time. This technique can provide another option for the performance of TIVAP implantation in
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clinical practice. (] Intervent Radiol, 2020, 29. 1028-1032)
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