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Figure 1.

Left MCA occlusion treated by transbrachial access.

A: CTA revealing no visualization of one of the left MCA M2
branches (arrow). B: CTA demonstrating the Type Il arch ( b >
3a) and a sharp angle (8:13° )between the aortic arch (¢c) and the
left CCA (d), C: A guiding catheter (MSK guide; arrows) is
introduced transbrachially into the CCA. D: An aspiration catheter
(arrow) and a stent-retriever (arrowhead) are introduced into the

MCA. MCA: middle cerebral artery, CCA: common carotid artery.
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Figure 2.

Left CCA occlusion treated by transbrachial access.

A: CTA revealing no visualization of the left CCA occlusion
(arrow) and MCA occlusion (arrowhead). B: CTA demonstrating
occlusion of the left CCA (arrow), the Type I arch and a dull
angle (0: 58° )between the aortic arch (a) and the left CCA (b).
C: A guiding catheter (MSK guide)(arrow) is introduced
transbrachially into the CCA, and the CCA occlusion is
demonstrated (arrowhead). D: An aspiration catheter (white arrow)
is introduced into the CCA through the guiding catheter (MSK
guide)(black arrow). MCA: middle cerebral artery, CCA: common

carotid artery.

Figure 3.

Flow of access route selection.

BA: brachial access; CCA: common carotid artery; FA: femoral
access; IC: internal carotid artery; MCA: middle cerebral artery;

MT: mechanical thrombectomy, TOA: take—off angle.

Table 1

Patients’ characteristics.
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Figure 1. "Left MCA occlusion treated by transbrachial access."A: CTA revealing left MCA occlusion no
visualization of one of the left MCA M2 branches (arrow). B: CTA demonstrating the Type II arch ( b > 3a)
and a sharp angle ( 8:13°)between the aortic arch (c) and the left CCA (d), C: A guiding catheter (MSK
guide; arrows) is introduced transbrachially into the CCA. D: An aspiration catheter (arrow) and a stent-
retriever (arrowhead) are introduced into the MCA. MCA: middle cerebral artery, CCA: common carotid
artery.



Figure 2.Left CCA occlusion treated by transbrachial access.A: CTA revealing no visualization of the left CCA
occlusion (arrow) and MCA occlusion (arrowhead). B: CTA demonstrating occlusion of the left CCA (arrow),
the Type I arch and a dull angle (8: 58°)between the aortic arch (a) and the left CCA (b). C: A guiding
catheter (MSK guide)(arrow) is introduced transbrachially into the CCA, and the CCA occlusion is
demonstrated (arrowhead). D: An aspiration catheter (white arrow) is introduced into the CCA through the
guiding catheter (MSK guide)(black arrow). MCA: middle cerebral artery, CCA: common carotid artery.
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Figure 3.
Flow of access route selection.
BA: brachial access; CCA: common carotid artery; FA: femoral access; IC: internal carotid artery; MCA:
middle cerebral artery; MT: mechanical thrombectomy, TOA: take-off angle.



Table 1. Patients’ characteristics

Transfemoral access Transbrachial access p
N 26 6
Age, median (IQR) years 78.5 (66.8-83) 82(76.5-88.5) ns
Male (sex), n (%) 3 (50 %) 14 (53.9 %) ns
Target carotid artery
right CA 9 2 ns
left CA 17 4
Occlusion site
common CA 0 2 (1 left CA, 1 right CA)
internal CA 12 0
MCA 14 4 (3 left MCA. 1 right MCA)
Aortic arch type
I 1(3.9 %) 1(16.7 %)
I 16 (61.5 %) 3 (50.0 %)
m 9 (34.6 %) 2(33.3%
Take—off angle from the aortic arch
Brachiocephalic artery as the target, median 58 64.5
(mini 27, max 95) ° (mini 54. max 75) °
Left carotid artery as the target, median 55 41
(mini 35, max 79) ° (mini 13, max 58) °
<25° ,n 0 2 (left MCA occlusion)
Time
Dtl, median (IQR) min. 26.4(18-35.4) 21 (13.2-54) ns
DtP, median (IQR) min. 84 (60-126) 72 (66-84) ns
PtIA, median (IQR) min. 9(4.8-10.2 9.6 (6-12.6) ns
PtR, median (IQR) min. 54 (36-83.4) 72 (45.6-88.2) ns

CA, carotid artery; MCA, middle cerebral artery; min, minute; mini, minimum; max, maximum

Dtl, door to imaging time; DtP, door to puncture time;

PtIA, puncture—to—initial angiography time; PtR: puncture—to—-recanalization time
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