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BACKGROUND

AVF requires not only a proper creation, but also supervision and maintenance. Complex of the regular monitoring and preventive and surgical interventions can significantly improve the
treatment outcomes.

OBJECTIVES

To perform the comparative evaluation of the results of preventive surgery of the HD vascular access and surgery "on demand"

METHODS

STUCIY de5|gn We performed various types of surgical interventions. The simplest operations included typical proximalization of the
arteriovenous anastomosis (fig. 1). In the main group the indication for surgery was distal stenosis of the fistula vein or

/- ~  arteriovenous anastomosis, and subtotal thrombosed aneurisms of the distal veins. The indications for the comparison group
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\/ — \\/ drainage Into the system of the main vein basilica (fig. 2). If complete reversal of the blood flow was required, transposition of
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Surgery '::::1 e ::::e::::j/::j;;:m'aﬁon>2°%u h X g A hidden reason for thrombosis of the fistula vein Is often central venous stenosis, which Is not accessible for open surgery
Sliclin dEcmesic  woiedt  ceresmes via peripheral access. In such cases, we combined thrombectomy or proximalization of the arteriovenous anastomosis with
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4 S 2 Monthsw ranensarmsken An important problem is the aneurismal transformation of the fistula vein. We performed an sparing aneurysmorrhaphy
| 12 220 o s (fig. 4), which was supplemented by thrombectomy In the comparison group. In the case of prolonged subtotal aneurism
surveillance e i E —~ thrombosis, it was resected with proximalization of the arteriovenous anastomosis (fig. 5). In rare cases, when there was no
g o0 terstpe) © RS ) other way out, the aneurism was resected and the vascular access devise removed on the ipsilateral arm.
[ il [ B Comparison ' ] ﬂ Most commonly, aneurisms develop alongside other pathologies of the fistula vein. In such cases, we tried to use the

maximum amount of operative intervention for the optimal correction of the vascular access dysfunction. In small-size

aneurisms and with proximal or distal stenosis of the fistula vein we performed a single stage economical aneurysmorrhaphy with plastics of the stenosis using autogenous tissue from the
aneurism wall (fig. 6).

When extensive stenosis was present - expanded aneurysmorrhaphy was performed with compulsory transposition of the fistula vein for its optimal positioning with the aim of preventing it from
entering below the stitches on the skin (fig. 7). A venovenous anastomosis was formed with the proximal part of the vein, alternatively proximalization of the arteriovenous anastomosis was
performed. In the presence of cervical stenosis aneurysmoplasty was performed using autogenous tissue from the wall of the aneurism. For extensive stenosis or subtotal thrombosis of the proximal
part of the vein, partial drainage or total reversal of blood flow from the reconstructed cephalic vein into the system of basilica vein.

N\
x&x
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RESULTS

One of our aims was to reduce the need for using central venous catheters. Preventative surgery of the vascular access allowed to significantly reduce the need for implantation of a central venous
catheter immediately post-operatively — nearly by half (fig. 8). At the same time, there was no difference In the risk of catheter associated infective complications between the two groups (catheter-
assoclated infections risk ratio in control vs. study group = 1.27 [0.67; 2.41], x2 p=0.555), and the total time for catheterisation of the central vein was somewhat less in the main group (fig. 9). In
patients of the main group was observed lower proportion of dialysis with KT/V less than 1.2 in the timeframe analysed -(>=1.2 vs. <1.2: y2 p<0.0001) (fig. 10).

In the figure 11 graph shows the actuarial survival rate of the vascular access: differences were statistically significant both In the early and late stages of the study. Reconstruction after total
thrombosis of the AV fistula increases the risk of vascular access loss more than two-fold. At the same time, it is noteworthy that after 4 years of following these patients, the incidence rate of
vascular access loss significantly increased in both groups.

Even in patients, who eventually lost the vascular access it was possible to prolong its function with preventative operative procedures (fig. 12).

There are was no significant difference In patient’s survival (fig. 13).
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