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“Further data are required to better understand
the role of active surveillance and pre-emptive
correction of access stenoses”
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The current state of the literature

e

A deeper dive: the assumptions we make

Unanswered questions
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69 records after
duplicates removed

69 records screened

51 full-text articles
assessed for eligibility

quantitative synthesis
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18 records excluded based on title

37 full-text articles excluded (non-
randomized trials or addressing a
different question)
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Studies by outcome:

Access loss (RR): 10 studies (11 comparisons); n=972
Access thrombosis (RR): 13 studies (18 comparisons);
Use of angiograms (IRR): 5 studies (7 comparisons);
Use of angioplasties (IR): 7 studies (9 comparisons); n=815
Use of surgical procedures (IRR): & studies (5 comparisons); n=448
Use of angioplasties or surgical procedures (IRR): 5 studies (6 comparisons); n=585
udies 04

Hospitalizations (IRR): 3 studies (4 comparisons); n=219
Infections (IRR): 3 studies (3 comparisons); n=248
Mortality (RR): § studies (5 comparisons); =386
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Control Risk Ratio
Events Total RR  95%Cl Weight
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Outcome = Infections

Dember 2004 325 (053 2011] 3.4%
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Outcome = Angiograms
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Outcome = Hospitalizations
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Surveillance and pre-emptive correction
of stenoses does not appear to be of
benefit in AVGs

Data are more promising for AVFs
Single-center (3/4 from same site)
Small numbers of patients / events
Unblinded

A deeper dive: assumptibns we make
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Thrombosi Access
s Loss

Stenosis

1/3 No
Anatomic
Lesion

Assumption 1: Stenosis leads to thrombosis
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Excessive post-HD compression
Hypotension

Hypovolemia

Compression during sleep
Hypercoagulable states

Arterial stenosis

1/3 No
Anatomic
Lesion

Reduced Thrombosi Access

nosi
SIS Blood Flow s Loss

44% No
reduction
in flow

Assumption 2: Thrombosis preceded by reduction in access blood flow

Paulson AJKD 2000 35:1089-1095




MAP (mm Ho)

STENOSIS (%)

Assumption 3: Frequency of screening is sufficient to detect drop in
blood flow and intervene

White J, CJASN
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Positive
Predictive
Ciiteria for Predicting Thrombosis ~ Sensifivity FPR  Value

Qa (mL/min)
<600 053 003 095
<900 075 033 068
=1,200 086 044 0865
<1,800 097 074 055

Assumption 4: We have a good diagnostic test

Paulson WD, AJKD 2000

Reduced Thrombosi Access

SIS Blood Flow Y s Loss

Extend
Life of
Access

Correction
of Stenosis

Assumption 5: Pre-emptive intervention prolongs access life




Assumption 5: Pre-emptive intervention prolongs access life
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Physical examinatio
Clinical signs

Assumption 6: Active screening / surveillance is required

Schwab S, KI 1989 36(4):707-711; Asif A CJASN 2007 2(6):1191; Leon C Semin Dial 2008 21(1):85

Unanswered questions= =




Is active surveillance required?
“Best” diagnostic test
Frequency of testing

Does pre-emptive angioplasty improve
access longevity?
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“Further data are required to better understand
the role of active surveillance and pre-emptive
correction of access stenosis”




