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RECOMMANDATIONS

« Fistula first » :
> Pas de KTC

> Anticiper !

Oui mais :
- Faut-il toujours faire une FAV ?
- Quand ?
- Quelle FAV ?
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QUAND ?

* Anticiper pour éviter les KTC temporaires : inconfort, risque infectieux, risque
vital, risque de sténose ou thrombose veineuse centrale.

* Mais : risque de dégradation de la FAV dans l'intervalle, surveillance
contraignante, parfois perte de la FAV...

» Evaluation du « bon moment » : avec le néphrologue :
- Créatininémie DFG : courbe évolution
- Critéres cliniques et biologiques : tolérance de I'IR
- Cause de la néphropathie
- Projet de greffe DV

UNIVARC | SOS FAV

UNITE VASCULAIRE RADIO CHIRURGICALE



PROJET DE GREFFE

» Donneur vivant ? Assez rapide, une FAV n'a pas de sens.

» Liste classique : délai 4 ans... choix de la veine : prévoir la
suppression et I'épargne du capital veineux : donc : FAV distale,
dorsale du pouce ou tabatiere anatomique.
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CAPITAL ARTERIEL

ATCD FAV

FDR cardio-vasculaires

Coronarographie ., e ”
- g

ATCD amputations

Examens artériels :
- Clinique : pouls, signes d'ischémie
- ED (pressions distales Systoe)
- Artériographie (lésions proximales, possibilité TT endovasculaire?)
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INDICATIONS FORMELLES DE KTC

Contexte : contré-indication a la FAV :

- jeune en attente d'une GDV,

- artériopathie majeure avec ATCD ischémiques sur FAV distale, selon I'espérance de vie.

- confort du patient agé (difficultés techniques, échecs répétés, douleurs ponctions, fragilité tissulaire...)
- refus du patient

Bénéfice/Risque
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CAPITAL VEINEUX

[ )

Clinique : histoire, examen

* ED:indispensable

* Phlébographie (iode ou CO2) : en cas d'antécédents de
FAV, de KTC prolongés, de PM... ou de doute sur I'ED et

I'examen clinique.

* Clinique...
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QUEL MONTAGE ?

Toujours le plus distal possible : si besoin, no
sans oublier la cubitale.

> Patient jeune (qui va étre greffé?) : risque exces de débit, perte de capital veineux :
tres distale.

> Patient agé : risque ischémique, perte autonomie et confort de vie : segment
veineux de meilleure qualité (veine médiane de I'avant-bras) pour réduire le risque
de reprise

1) Radio-céphalique
2) Ulno-basilique

3) Brachio-céphalique
4) Brachio-basilique
5) Pontage

Latéralité : critere secondaire
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TERRAIN — PROJET
THERAPEUTIQUE

BILAN ARTERIEL -
VEINEUX

POSSIBILITES
TECHNIQUES

(Age) pronostic vital
Artériopathie diffuse/
insuffisance circulatoire
Projet GDV

Insuffisance cardiague majeure

Artériopathie majeure
Thromboses veineuses centrales

4

TT ENDOVASCULAIRE?

4

LA PLUS DISTALE POSSIBLE

KTC DEFINITIF
(ou KTDP ou TT
conservateur)

TOLERANCE

ELEMENTS DE DISCUSSION

J
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CONCLUSION

« PRIMUM NON NOCERE »
CAHIER DES CHARGES DE LA FAV :
0 sécurité,

0 durabilité,

o efficacité,

o confort
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Survival (%)
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0 Logrank p=0.2797

0

Product-Limit Survival Estimates
With 95% Hall-Weliner Bands

Survie a long terme des
patients avec KT tunnelisé

Etude rétrospective monocentrique (Boston)
KT > 180 jours

groupe KT : 50 patients

groupe contrdle : 200 patients

complications chez 46% des porteurs de KT dont :
- sténose veineuse centrale 33,4%
- infection 29,6%
- déplacement du KT 27,8%
- thrombose 7,9%

18 24 Castro V, et al. Reasons for long-term tunneled dialysis
catheter use and associated morbidity. J Vasc Surg. 2021

———— TDC Comparator
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Utilization, patency, and complications associated with vascular access for hemodialysis in

the United States.
Arhuidese |J, Orandi BJ, Nejim B, Malas M.

J Vasc Surg. 2018 Oct;68(4):1166-1174. doi: 10.1016/jjvs.2018.01.049.

PMID: 30244924
Abstract

Background: This study examines the utilization and outcomes of vascular access for long-term
hemodialysis in the United States and describes the impact of temporizing catheter use on outcomes.
We aimed to evaluate the prevalence, patency, and associated patient survival for pre-emptively
placed autogenous fistulas and prosthetic grafts; for autogenous fistulas and prosthetic grafts placed
after a temporizing catheter; and for hemodialysis catheters that remained in use.

Methods: We performed a retrospective study of all patients who initiated hemodialysis in the United
States during a 5-year period (2007-2011). The United States Renal Data System-Medicare matched
national database was used to compare outcomes after pre-emptive autogenous fistulas, preemptive
prosthetic grafts, autogenous fistula after temporizing catheter, prosthetic graft after temporizing
catheter, and persistent catheter use. Qutcomes were primary patency, primary assisted patency,
secondary patency, maturation, catheter-free dialysis, severe access infection, and mortality.

Results: There were 73,884 (16%) patients who initiated hemodialysis with autogenous fistula, 16,533
(3%) who initiated hemodialysis with prosthetic grafts, 106,797 (22%) who temporized with
hemodialysis catheter prior to autogenous fistula use, 32,890 (7%) who temporized with catheter prior
to prosthetic graft use, and 246,822 (52%) patients who remained on the catheter. Maturation rate
and median time to maturation were 79% vs 84% and 47 days vs 29 days for pre-emptively placed
autogenous fistulas vs prosthetic grafts. Primary patency (adjusted hazard ratio [aHR], 1.26; 95%
confidence interval [Cl], 1.25-1.28; P < .001) and primary assisted patency (aHR, 1.36; 95% Cl, 1.35-
1.38; P < .001) were significantly higher for autogenous fistula compared with prosthetic grafts.
Secondary patency was higher for autogenous fistulas beyond 2 months (aHR, 1.36; 95% Cl, 1.32-1.40;
P < .001). Severe infection (aHR, 9.6; 95% Cl, 8.86-10.36; P < .001) and mortality (aHR, 1.29; 95% C|,
1.27-1.31; P < .001) were higher for prosthetic grafts compared with autogenous fistulas. Temporizing
with a catheter was associated with a 51% increase in mortality (aHR, 1.51; 95% Cl, 1.48-1.53; P <
.001), 69% decrease in primary patency (aHR, 0.31; 95% Cl, 0.31-0.32; P < .001), and 130% increase in
severe infection (aHR, 2.3; 95% Cl, 2.2-2.5; P < .001) compared to initiation with autogenous fistulas or
prosthetic grafts. Mortality was 2.2 times higher for patients who remained on catheters compared to
those who initiated hemodialysis with autogenous fistulas (aHR, 2.25; 95% Cl, 2.21-2.28; P < .001).

Conclusions: Temporizing catheter use was associated with higher mortality, higher infection, and
lower patency, thus undermining the highly prevalent approach of electively using catheters as a
bridge to permanent access. Autogenous fistulas are associated with longer time to catheter-free
dialysis but better patency, lower infection risk, and lower mortality compared with prosthetic grafts in
the general population.
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