




Caractéristique de la population



Résultats



RRéésultatssultats
10 patients (9 implantations)10 patients (9 implantations)

•obtention d’un vaisseaux  6 à 9 
mois
•9 implantation

•5 utilisables

•Faisabilité
•Nécessite de plus amples essais





Résultats
Synergraft 29pts/Ptfe 27pts

A. Follow up
ü 469 jours

B. Perméabilité primaire 1 an
ü Uretère 28%
ü Prothèse 48%

C. Permeabilité primaire assistée 1an
ü Uretère 52%
ü Prothèse 64%

D. 58 procédures
ü Afin de permettre la perméabilité

E. Durée sans infection 1 an
ü Uretère 96%
ü Prothèse 91%



Conclusion

Haute thrombogénicité
Immunisation?

Le PTFE reste l premier choix
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Critères d’évaluation

GRADE I
STRONG

GRADE II
WEAK



Critères d’évaluation

EVIDENCE BASED

1.HIGH
2.MODERATE
3.LOW
4.VERY LOW



Recommandation NRecommandation N 11
Quand doit on programmer lQuand doit on programmer l’’abord vasculaire ?abord vasculaire ?

(GRADE 1 recommendation, very low-quality evidence ).

• We recommend that patients with advanced CKD disease (late stage
4, MDRD <20 to 25 mL/min) who have elected hemodialysis as their 
choice of renal replacement therapy be referred to an access surgeon in 
order to evaluate and plan construction of AV access



Recommandation n 1
selon le type d’accès

ô A. If at the conclusion of the evaluation, upper extremity arterial and 
venous anatomy is adequate for an autogenous AV access, such 
access should be constructed as soon as possible to allow it enough 
time to mature and undergo further interventions that may be needed 
to ensure that the access is ready to be used when dialysis is initiated.

ô B. If a prosthetic access is to be constructed, this should be delayed 
until just before the need for dialysis.



A. Distale avant bras

B. Autologue avant 
prothétique

C. Bras non dominant, si 
les possibilités identiques

D. Membre inférieur

A. AV accesses are placed as far distally in the 
upper extremity as possible to preserve proximal 
sites for future accesses.
B. When possible, autogenous AV accesses 
should be considered before prosthetic 
arteriovenous accesses are placed. These 
autogenous access configurations should 
include, in order of preference, the use of direct 
AV anastomosis, venous transpositions, and 
translocations.
C. Upper extremity access sites are used first, 
with the nondominant arm given preference 
over the dominant arm only when access 
opportunities are equal in both extremities.
D. Lower extremity and body wall access sites 
are used only after all upper extremity access 
sites have been exhausted.

(GRADE 1 recommendation, very low-quality evidence).

Recommandation n 2
stratstratéégies opgies opéératoiresratoires



Recommandation n 3
Premier choix pour la crPremier choix pour la crééation dation d’’un abord vasculaireun abord vasculaire

ô (GRADE 1 
recommendation, very 
low-quality(GRADE 1 

recommendation, very low-quality evidence)

evidence)

First choice is forearm autogenous arteriovenous access 
We recommend the placement of forearm autogenous

arteriovenous access as the first choice for primary access 

for hemodialysis.

A. When arterial and venous anatomy is suitable, 

placement of autogenous radial– cephalic direct wrist 

access (Brescia-Cimino-Appel) or autogenous posterior 
radial branch–cephalic direct wrist access (snuffbox) is 

recommended.

B. In the case where arterial or venous anatomy does not 

allow placement of a direct access, forearm vein 

transposition or translocation are recommended. These 

procedures should use the maximal length of adequate 

vein and use arterial inflow from the forearm tailored to 

accommodate this length of vein.

A. Radio-céphalique directe 
autologue, avant bras

B. Avant bras

Autologue, avant bras

(GRADE 1 recommendation, very low-quality evidence).



Recommandation n 4
En lEn l’’absence de possibilitabsence de possibilitéé autologue autologue àà ll’’avant brasavant bras

Grade II, VLQE

Choice of arteriovenous access when a patient is not a 
suitable candidate for forearm autogenous access.
For patients who have exhausted all forearm veins on 

both sides and, according to vein availability and surgical 
expertise, are suitable candidates for either forearm 
prosthetic access or upper arm access of any type, we 
suggest that the surgeon offer both alternatives to 
patients.



Recommandation n 5
le rôle de la surveillancele rôle de la surveillance

A. Surveillance clinique
ü Grade I, VLQE

A. Débit de pompe, PV
ü Grade II, VLQE

B. Echodop, fistulo
ü Grade II, VLQE

A. We recommend regular clinical 
monitoring (inspection, palpation, 
auscultation, and monitoring for
prolonged bleeding after needle withdrawal) 
to detect access dysfunction (GRADE 1, very 
low-quality
evidence).
B. We suggest access flow monitoring or 
static dialysis venous pressures for routine 
surveillance (GRADE 2, very low-quality
evidence).
C. We suggest performing a Duplex 
ultrasound (DU) study or contrast imaging 
study in accesses that display clinical signs of 
dysfunction or abnormal routine 
surveillance (GRADE 2, very low-quality
evidence).



Recommandation n 6
Conversion Conversion prothprothéésese avant bras en avant bras en favfav autologueautologue

Grade II, VLQE

Conversion  of a prosthetic AV access to a secondary autogenous AV access.
We suggest that a plan and protocol for eventual conversion of forearm 
prosthetic access to a secondary autogenous AV access should be put in place 
at the presence of any sign of failing forearm prosthetic AV access, or after 
the first failure.
We suggest two strategies for transitioning suitable prosthetic AV access to 
secondary autogenous access before abandoning a functional prosthetic 
access:
A. Conversion of the prosthetic access mature outflow vein to an autogenous
access.
B. Identifying a new, remote site for autogenous access construction in a 
patient where the prosthetic access outflow vein is not deemed suitable.



Recommandation n 7
Prise en charge des dysfonctionnementsPrise en charge des dysfonctionnements

ô Management of nonfunctional or failed 
arteriovenous access.

ôWe suggest open surgery, endovascular means, 
or a combination of both to maintain or 
restore patency in AV access.

Grade II, VLQE


