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«Adequate Arteriovenous hemodialysis access is critical to */ F sheath is directed towards the arterial anastomosis. *First-time thrombosis of the HeRO graft occurred at a P P ,
the survival of patients on hemodialysis. «An occlusion balloon is partially inflated in the artery and mean of 150 days (range 51-321 days).
«Autogenous and PTFE AV grafts are the mainstays of the fibrin plug and clot is pulled back to the sheath. *Of the 11 interventions, 5 resulted in durable patency of
access, yet are dependent on central venous patency. «The occlusion balloon is deflated and the sheath and greater than 4 weeks (mean 135 days, median 116 days).
*Hemodialysis Reliable Outflow (HeRO) Vascular Access occlusion balloon are pushed forward in tandem. In these durable interventions, angioplasty was performed
Device (Hemosphere Inc, Minneapolis, Minn) was »Occlusion balloon re-inflated to protect the artery, saline three times (pts 1 and 4), fibrin sheath disruption was pyT—
approved by the United States FDA as a graft for use in Is forcibly injected into the sheath, pressurizing the graft performed in one (pt 1), and declotting without additional clotstenosis. Angioplasty o b
. . . . . . . . . i sneain at catheter
ESRD patients in whom peripheral venous access sites and clearing the venous side of the graft. intervention was performed in two (pts 3 and 5). rombectomy ey teMnGtion 1 VC hree episodes of adherent
. . ! : angioplastied to 14 mm
have been exhausted (Katzman 2009). 7 - Of the 6 Interventions with recurrent early thrombosis, and/or clot/stenosis which were treated
*The purpose of this single center, retrospective study was e declotting without additional intervention was performed angioplasty 10 0 with repeat thrombectomy
. . . . . . . . mm (3 episodes) and chemical lysis.
to review our experience with percutaneous interventions three times (pts 1 and 5), angioplasty was performed in
on thrombosed HeRO AV grafts for etiologies of two patients (pts 2 and 3), and intragraft stenting was - Interventions for patient 2
thrombosis and post-interventional outcome. performed in one (pt 2). Discussion
Additionally, we describe a novel method of declotting the T . -
’ able 2: Interventions e Of - - - -
- - utmost importance Is that the catheter tip terminates
thrombosed graft in the absence of catheter dysfunction. e o SITSB. PONAnce P
raitageat |New rathology nervertion (beyond mechanic at the caval/atrial junction. If the catheter tip is left short,
RO Graft Menentontedioie Bronbectny nd P this potentially increases the risk for fibrin sheath
— — Patient 1 32y mild-mod stenosis venous limb vs adherent clot none formation and dysfunctlon of the catheter tlp (Pt- 1)-
- 20° Venous Outflow cgmpuﬁént ' 34|V mild IVC stenosis, mild-mod stenosis venous limb vs adherent clot {IVC angioplastied to 14mm . . Intrag raft stenosis/adherent thrombus appears to
2 TItEI']IIiUITI = el ' A forin sheath, mid-mod stenosis venouslimb s acherent clot - plasty firin sheath, plasty graft to mm Persistent stenosis/adherent clot which did not resolve with angioplasty (2 episodes). represent the most common abnormality now that the
. . —— 7 60 mm Fluency stent. venous anastomosis has been eliminated. The more
e Patient 2 163|Y mild-mod stenosis venous limb vs adherent clot plasty to Tmm _ _ _
Sratt o / g 168]Y mild-mod stenosis venous limb vs adherent clot Tmm x 6cm Fluency stent : - prOX|maI you can place the arte”a”y directed dCCEsSS, the
7 A _ Interventions for patient 3 . . .
7,/ S patient3| 14N |unkaown plastythroughoutto mm A higher the success of treating the area of stenosis/clot
Site | Materials and Methods: Patients BON_ Junknown none S With one access.
Patient 4 51|Y mod-severe stenosis at art anast plasty to 6mm Angioplastied the graft to : S
*Atotal of 26 patients underwent surgical HeRO device insertion at el e e e — 6 mm empirically. No » With the HeRO gratt, a cause of thrombosis is not
our institution between July 2008 and August 2009. I mildmod stenosis venous b vsadherent ot e stenosis identified status always identified (pts 3 and 5) or the intragraft stenosis is
«Of these patients, five (table 1) presented with a thrombosed 18N |mild-mod stenosisvenous imb v adherent cot none pﬁjﬁi‘g:f fr%tr?]mgh “mild-moderate.” One theory is that the additional length
B, . T HtERO g‘:aft for perCUtaneOUS Intervention for a total of 11 "ag|e 3 Outcomes Of |ntervent|ons thrombectomy. Of Synthetlc matenal Wlth a |umen Of 5_6 mm prOV|deS a
SESIONRLE: o4 T EIVENToNS. | | | f — —— _ more thrombogenic environment than the typical PTFE
www.nemaospnere.net The images and procedural details of these interventions were (C;fa t)age Endpoint tatus Patency f°m(:"°f) araft. The current practice of our vascular surgery
reviewed, as well as the associated clinic notes. caysjat intervention (days '
There are two components to the HeRO grait . The venous Table 1: Patient demoaranfics intervention department (JL, SG) is to place the patient on Plavix to
outflow component is a 5 mm silicone catheter whichis - . : . Jrap Patient 1 321 6/8/2009 13 prevent thrombosis events. Future studies to determine
placed through the stenosed or occluded central veins with Patient (Location of arterial Dateof  |New 334]  7/24/2009 46 whether this is critical are underway:.
the distal tip placed at the caval/atrial junction, thus Ageat |anastomosis surgery  |Thrombolysis e B e £
eliminating a venous anastomosis. The arterial graft Surgery technique 168]  2/17/2009|abandoned 20
component is a 6 mm ePTFE graft which is attached to the Patient 1 44| Left SFA 7/9/2008|Y Patient 3 14 6 }2; 2009 10 Contact information: Joshua Bryant, MD
e i : . . , 130 10/6/2009|current 116 Duke University Medical Center
artery utilizing a standard arterial anastomosis. The graft is Patient 2 31|Left Brachial 8/13/2008|Y — ST 10/6/2009 current " i Road. Box 3808
tunneled in a superficial soft C-curve (to maximize area of Patient 3 74/Right Brachial 2/2/2009|N Patient 5 99| 12/30/2008 7 Durham, NC 27710
: : : ) — , 106 1/6/2009 7 1 S§ . Email: joshua.a.bryant@duke.edu
CannU|atlon) and IS attaChed to the Venous OUtﬂOW Patlent 4 59 LEft braChIObaSIllc VEIn CUff 3/3/2009 Y 113 10/6/2009 current 273 BraChIObaS"IC Veln CUﬁ StenOSIS at the arterlal anaStomOSIS Reference: Katzman HE, McLafferty RB, Ross JR, Glickman MH, Peden EK, Lawson JH. Initial experience and outcome of a new hemodialysis access
component. Patient 5 66|Left Brachial 9/15/2008|N Average 180 67 Resolved with angioplasty to 6 mm. O o lerependen pates. Vass 1. 2005 Sep S0 6007
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