IS THERE A RELATIONSHIP BETWEEN ARTERIOVENOUS
ACCESS FLOW AND CARDIOVASCULAR RISK FACTORS IN
HAEMODIALYSIS PATIENTS?
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Pulse Pressure
Race, Caucasian [ n (% 0 (96.

Diabetes [n (%)] 122 (36.3)
Access type, fistula [n (%)] 250 (74.4)
Access with Qa 2 1.5L /min [n (%)] 103 (31.5)
Simple vascular calcification score 2 3 61 (47.7)
Pulse Pressure (mmHgQ) /6.8 £ 16.3
LVMI (g/m?) 131.8 £+ 34.8
FEVE (%) 59.2+14.4
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p=0.017
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Patients with an access with Qa 2 1.5
L/min had lower SVCS and lower PP.
Although, these patients presented a
significantly higher LVMI and lower
LVEF.

POPULATION

Pulse Pressure, in mmHg

: Qa < 1.5 L/min Qa2 1.5 L/min
Variable (n=224) (n=103)

Qa<1.5L/min Qaz21.5L/min

Age (years)
Gender, male
Hypertension

Diabetes
Coronary Artery Disease

Cerebrovascular Disease

69.0 + 14.6
140 (62.5)
159 (71)
95 (42.4)
74 (33)
50 (22.3)

60.8 + 15.6
65 (63.1)
79 (76.7)
22 (21.4)
20 (19.4)
17 (16.5)

LVMI 2 165 g/m2

p=0.013

Left Ventricular Ejection Fraction

In a multivariable analysis, a Qa2
1.5 L/min was negatively associated
with LVEF in a model adjusted for
age, diabetes, coronary disease and
LVMI.

Peripheral vascular disease 956 (25)

40+0.3
23122
1.1+1.1
1.1+£0.3

144.1 £ 19.5

17 (16.5)
4.1+0.4
1.7+1.8
11.2 + 1.1
1.1+0.2
141.0 +25.3

Serum albumin (g/dL)

C-reactive protein (mg/dL)

UNIVARIATE ANALYSIS

Haemoglobin (g/dL)

Ankle-brachial index

Left Ventricular Ejection Fraction (%)

Systolic blood pressure (mmHg)

28%
15%

Diastolic blood pressure (mmHg) 65.7 £ 12.6 68.4 £+ 15.5 — r—vr
71.5 £ 10.0 73.5+11.3 Qa<1.5L/min Qa2 1.5 L/min

* Values expressed as mean=*=SD, median or frequencies [ n (%) ]

Access Blood Flow, in L/min

Heart rate (bpm)
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 Higher Qa accessses were more frequent in non-diabetic* and younger? patients.
* Higher Qa accesses (= 1.5 L/min) may have an adverse cardiac impact by
leading to an increase in LVMI and to a decrease in LVEF.

* Vascular calcifications and arterial stiffness were not significantly different
between groups.

= This study emphasizes the need for a routine echocardiography evaluation in
patients with higher Qa accesses.

= Although there is rising evidence and awareness about the potential cardiac and
systemic toxicity of high flow AV accesses, it is still unknown when and who will
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