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OBJECTIVES METHODS

(1) To establish the success rates
and complications of AVF
Interventions at our institution.

(2) To analyse the patient
demographics, medical risk
factors and technical factors
affecting the outcome of
endovascular therapy in our
centre.

* Asingle centre retrospective cohort study was performed on patients with
end Stage Renal Failure(ESRF) presenting for first time ET from Jan 2011 to
Jun 2013

e 2 vyear follow up

* Endpoints

Primary Patency
Primary Assisted Patency
Secondary Patency

*Kaplan-Meier analysis and log-rank tests were used to assess AVF survival

*Cox regression analysis used to determine hazard ratios of other risk factors

Statistical tests were performed using SPS5520
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