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Q: What made you start using Bridge? 
Dr. Augostini: The benefit of potentially saving a patient’s life. 
When an SVC tears occurs, it can be a catastrophic event. Even 
with immediate surgical intervention, outcomes are not as good 
as we would hope. Bridge buys us time to support a successful 
surgical repair.

Dr. Weiss: The concept just makes sense to me. Also, the data is 
very favorable. If you deploy correctly, the patient is very likely to 
survive an SVC tear.

Q: What is your Bridge balloon protocol? 
Both: We risk stratify lower risk patients and higher risk patients.  
We define high-risk patients as: 

• Pacing lead > 5 years old
• Dual coil ICD lead > 3 years old
• Single coil ICD lead > 4 years old

For these cases, we do full prep that includes femoral lines and 
prophylactic Bridge deployment with test inflation, then deflate 
and pull Bridge back into the inferior vena cava (IVC) for the 
extraction. If we suspect a tear, Bridge is deployed immediately. 
When Bridge was first available, we used to insert a wire and a 
6F peel-away sheath with a 12F pre-loaded proximally on the 
guidewire. But after hearing the initial experience from others, 
we changed our protocol to insert a 12F sheath every case and 
deploy the balloon for testing of volume and optimal location. This 
facilitates quicker Bridge deployment in an emergency situation. 

Q: What made you start utilizing  
Bridge prophylactically?
Dr. Augostini: We attended a Lead Management symposium 
and were able to hear advice from other extractors who have 
experienced SVC tears, and the logic of having it prepped ahead 
of time makes sense. We heard feedback from others that had 

events where Bridge was not 
ready, it took them time to 
deploy, or they had technical 
challenges. Feedback from 
others across the country made 
us think we needed to have the 
balloon ready in less than 30 
seconds instead of 2 minutes. 

Dr. Weiss: Although we have 
not had an SVC tear here since 
having Bridge, it is another  
tool to prevent a mortality.  
We want to make every effort 
to ensure our patients walk 
out of the hospital.

Introduction
Superior vena cava (SVC) tears are very rare, occurring in less than 0.5% of lead extractions.1 The Bridge occlusion balloon is a novel 
device that has had a significant impact on increasing SVC tear survival, from 50%2 to 91.7%1. A best practice protocol3 was developed by 
expert opinion for deployment of the Bridge balloon, yet detailed examples of how it has been implemented into practices are limited. 

This question and answer reviews the experience and protocol for use of the Bridge occlusion balloon at The Ohio State University 
Wexner Medical Center, a high volume center that performs 300-350 extractions annually. Indications are about half for infection, half 
for noninfectious indications. Drs. Augostini and Weiss are highly experienced extractors that have decades of extraction experience. 

“At our institution Bridge is standard  
of care. Everyone knows that if we  
start a high-risk procedure, we are 
going to prophylactically use Bridge.  
It is a mandatory step.” - Dr. Weiss
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Q: Do you consider Bridge standard 
of care for Lead Management?
Both: Absolutely. At our institution Bridge is standard of  
care. Without Bridge, the chance of surviving an SVC tear  
is a coin toss. Data shows with Bridge it’s over 90% survival.  
Bridge substantially improves survival of the biggest risk  
in lead extraction. 

Q: What would you say to those who only 
use Bridge emergently?
Dr. Augostini: In the experience of very capable operators, 
who were very early adopters, there were technical challenges 
encountered during deployment of the balloon in an emergency 
situation. Some people lost the wire, couldn’t insert the sheath, 
or didn’t know where to deploy when fluoro was pushed out of 
the way. Knowing the needed volume and location beforehand is 
helpful information for an emergency situation. Having the balloon 
ready to advance from the IVC saves critical time and blood loss. 
X-ray can be moved quickly out of the way so surgical intervention 
can proceed without delay.

Dr. Weiss: When an SVC tear happens, the patient is bleeding to 
death. Every moment, 30 seconds, one minute, two minutes, it really 
counts. Forget about the cost and just get the balloon up. You 
can’t put a price on a life. As doctors, we want patients to do well. I 
want to look the family in the eye and say I did everything I could. 
Without prophylactic placement of Bridge, you can’t say that. 

Q: What does communication with 
your surgeon look like?
Both: Our surgeons know we use Bridge and they understand 
the purpose. They appreciate knowing Bridge can provide a clear 
field of view and time to make the repair. We also consult with 
them before the case to ensure they are aware of any key patient 
factors, such as prior cardiac surgery. 

Q: What does communication with 
the anesthesiologist look like?
Dr. Augostini: Before the case starts, we meet with the 
anesthesiologist and review our protocol with the anesthesia team. 
We connect femoral lines, the lines for access with anesthesia, and 
an arterial line in the wrist. 

Dr. Weiss: When I prophylactically deploy Bridge, I always tell the 
anesthesiologist to not give meds, and I show them Bridge. This is 
how it deploys, this is how it works. 

Q: What does communication with the 
rest of your extraction team look like?
Dr. Augostini: We always do a pre-case time-out with the 
anesthesiologist, nursing team, and the perfusionist. We have 
verbal communication with the surgeon to ensure they are 
immediately available. Blood is typed, crossed, and immediately 
available. We discuss whether Bridge will be deployed 
prophylactically. When we prophylactically use Bridge, we inflate 
in the SVC, measure the volume needed, and mark location on the 
balloon shaft. 

Dr. Weiss: Everyone knows that if we start a high-risk procedure, 
we are going to prophylactically use Bridge. It is a mandatory 
step. No one would think of not utilizing it. Our fellows are also 
skilled at inflating Bridge. 

Q: Do you discuss Bridge with patients?
Both: Yes. We discuss the complication risk and that there is a 
very small chance a tear could occur. If a tear occurs, emergency 
surgery is performed and there is a new tool that can help increase 
their survival. 

Q: Other thoughts? 
Both: The ability for us to determine when an event is going to 
happen is difficult at best. Although it’s rare, the reluctance to refer 
is because of a small number of catastrophic events. If you have 
a tool that can support survival, then more patients with lead 
issues can be treated appropriately. Infections are commonly 
undertreated because caregivers are afraid of extraction. We 
know outcomes are worse if they don’t have an extraction.4 Why 
wouldn’t you make the potential for surviving a catastrophic event 
even better?

Do a procedure as safely as you possibly can. Bridge is another 
tool that makes extraction an even safer procedure.

Dr. Augostini and Dr. Weiss have been compensated by Philips for their 
services in preparing this material for Philips’ further use and distribution.
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