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Use of the EVARREST patch for penetrating cardiac injury☆
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A B S T R A C T

Penetrating cardiac injuries have a pre-hospital mortality of 94% with a subsequent in-hospital
mortality of 50% among initial survivors (Leite et al., 2017 [1]). The Western Trauma
Association (WTA) guidelines recommend resuscitative thoracotomy (RT) for patients with pe-
netrating torso trauma and less than 15 min of cardiopulmonary resuscitation (CPR) Burlew et al.
(2012) [2]. Penetrating cardiac injuries are classically repaired using skin-stapling devices and/
or suture repair with or without pledgets (Wall et al., 1997 [3]). In this study, we present a case
of penetrating cardiac injury where all the aforementioned techniques failed, and a new approach
was explored. A fibrinogen/thrombin patch was used in this clinical setting, which is an off-label
use of the product, we here present our encouraging outcome.

Case presentation

A 30-year-old male presented as a level 1 trauma activation after sustaining multiple gunshot wounds. En route to the hospital,
vital signs were lost, and high-quality CPR was initiated in the ambulance. Upon arrival to the emergency department (ED), the
patient remained pulseless. Advanced Trauma Life Support (ATLS) principles were followed; the airway was secured, large-bore
venous access obtained, and the massive transfusion protocol initiated. During the resuscitation, a RT was performed and upon
opening the left thoracic cavity a large amount of blood was encountered and subsequently - upon opening the pericardium - more
blood was found, presumably causing cardiac tamponade. Following these interventions, there was return of spontaneous circulation.
Two large injuries to the left ventricle (LV) were identified which were manually compressed to slow the brisk, pulsatile bleeding.
Upon careful inspection, there were two holes in the LV which looked to be a through-and-through injury near the apex of the heart
(Image 1). The bullet appeared to have entered the LV posteriorly and exited anteriorly. The anterior wound was larger, cavitary with
greater myocardial destruction approximately 1.5 cm in size and could not be controlled with the skin-stapler in the ED. Direct
pressure was maintained as the patient was emergently brought to the operating room (OR). In the OR, cardiorrhaphy was again
attempted with skin-staples and pledgeted suture repair [3]. Given the extensive myocardial damage to the LV caused by the bullet,
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both techniques were unsuccessful. Without the possibility of cardiac bypass at our institution, remaining options for controlling the
hemorrhage were limited. At that point, as a temporizing measure, an EVARREST (Ethicon, Inc. Somerville, NJ) patch was placed
directly over both cardiotomies and direct pressure held for 10 min. With this maneuver, complete hemostasis was successfully
achieved. The patch remained firmly adherent to the myocardial defect, hemostatic, and was observed for over 30 min. We then
proceeded to loosely close the pericardium with the patch in place. During the time of observation of the cardiac repair, the other
thoracic injuries - which included a diaphragmatic injury and left upper and lower lobe lung injuries - were all performed. An
exploratory laparotomy was also performed and injuries to the rectum, bladder, small bowel, transverse colon, stomach and liver
were addressed. After careful trajectory analysis, it appeared that the bullet penetrated from the right gluteal fold and traversed the
entire torso ending up lodged in the left scapula.

The patient experienced a prolonged hospital recovery given the extensive nature of his injuries. However, from a cardiac per-
spective, he remained stable without any obvious sequelae. He has undergone several transesophageal echocardiograms, - the latest
8-weeks postoperatively - demonstrating normal cardiac function and anatomic structure. The patch was no longer visible, and no
pericardial effusion or ventricular aneurysm was identified. As part of his follow up, a cardiac CT angiogram was also obtained; the
patch was not appreciated in this study either, but some of the original staples placed were visualized (Image 2). The patient has
otherwise recovered well – with intact neurologic function, off mechanical ventilation, nutritional support and independent am-
bulation – and was discharged to home.

Since intraoperative images were unable to be obtained given the acuity and severity of the initial presentation, an analogous
porcine model of the cardiac trauma was created to demonstrate the effectiveness of the EVARREST in an experimental setting. After
protocol approval, a single livestock pig (Sus scrofa, 50 kg), receiving humane care in compliance with the guidelines outlines in the
Guide for the Care and Use of Laboratory Animals and local Institutional Animal Care and Use Committee, was selected. A median
sternotomy was performed, and a stab wound to the right ventricle was created (Image 3-A). A piece of EVARREST was then placed
over the injury and direct pressure held per manufacturer recommendations (Image 3-B/C). After 10 min, the patch had firmly
adhered to the heart and successful hemostasis was achieved; these outcomes were similar to those experienced during the case
presented in this report (Image 3-D).

Discussion

Penetrating cardiac injury is one of the most lethal insults to the body with an estimated incidence of 0.16% [1,4]. Clinically,
patients may present with hemorrhagic shock, cardiac tamponade and/or cardiac arrest. As with any trauma, initial management is
based on ATLS principles and practices. The indication for RT should be tailored based on current guidelines [2].

Once the injury is recognized, there are different techniques for repair. Skin staples are easy to use and can rapidly stem the
bleeding. In our experience, this approach is better suited for straight linear lacerations in the thicker ventricular walls. The other

Image 1. Illustration depicting location of cardiac injuries.
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common modality used is suture repair with or without pledgets, which can be challenging in a beating and exsanguinating heart. In
our case - without the benefits of cardiac bypass - we were out of options and, as a last resort, opted to try EVARREST as a hemostatic
patch over the cardiac injuries.

EVARREST is a fibrin sealant patch made from human fibrinogen and human thrombin embedded in a cellulose matrix which is
degraded after 8 weeks. It achieves hemostasis by creating a fibrin-based clot once its components are activated by hydration. It was
approved by the Food and Drug Administration in 2012 as a hemostatic adjunct. In a porcine model, Baker et al. showed equivalent
hemostasis with EVARREST compared to Combat Gauze (Z-Medica, LLC. Wallingford, CT) with the advantage of being able to leave
the fibrin patch at the surgical site avoiding a second operation [5].

Clinical studies proved EVARREST to have superior hemostasis compared to the standard of care in hepatobiliary surgery with the
advantage of having less postoperative collections [6]. Fischer et al. compared EVARREST against Surgicel (Ethicon, Inc. Somerville,
NJ) for soft tissue hemostasis in elective abdominal, pelvic, retroperitoneal and non-cardiac thoracic surgery, proving its superiority
in mild to moderate bleeding [7]. Even though the fibrin patch is not currently indicated for major arterial or venous bleeding, there
are three other case reports were a fibrin patch has been successfully used to control cardiac bleeding otherwise not amenable to
suture repair [8–10].

In 2014, Fiore et al. reported a case with RV rupture following catheter ablation where a fibrin/thrombin patch [TACHOSIL
(Baxter, Health Care Corporation, Westlake Village, CA)] was used to achieve hemostasis [8]. Feng et al. reported in 2016 the use of

Image 2. CT angio showing staples (arrow), no effusion, no aneurysm, and no mass effect from EVARREST patch.
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the same fibrin patch in a LV rupture following a mitral valve replacement, however in their case a bovine pericardium patch was
used on top of the fibrin patch [9]. Butts et al. recently reported the use of EVARREST in a stab wound to the RV close to the right
coronary artery [10].

We report here the successful usage of EVARREST in a near fatal clinical scenario of exsanguinating hemorrhage from gunshot
wounds to the heart where the standard repair techniques had failed. The patient is now more than 4 months post-op without any
obvious complications encountered with the use of the hemostatic patch. Even though a novel application, this technique proved its
efficacy in both animal and clinical studies with outcomes consistent with the published literature [6–10]. These findings support the

Image 3. A) Stab wound to porcine heart B) Direct pressure held per manufacturer recommendations C) Hemostasis achieved with EVARREST after
holding pressure for 10 min.
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need for further studies to identify the optimal circumstances where EVARREST can be safely used.
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