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Comparison of patency between native vein
& polytetrafluoroethylene for internal arteriovenous fistula

Sun—Kyung Liu, M.D., Tae—Won Kwon, M.D., Duck—Jong Han, M.D. and Suk—Koo Kim, M.D.

Department of Surgery, University of Ulsan College of Medicine & Asan Medical Center

The internal arteriovenous fistula is essential treatment modality of end stage renal dis-
ease. The majority of the end stage renal disease patients depend on hemodialysis, including
those walting for kidney transplantaion or those suffering from rejection after kidney trans-
plantation to sustain their lives. The long term patency and low complication rate of Internal
arteriovenous fistula are important for the quality of patient’s life. The aim of this study is
to compare primary and secondary patency between native vein & polytetrafluoroethylene
(PTFE) for internal arteriovenous fistula(AVF) for long—term hemodialysis. The influence
of diabetes on the primary and secondary patency of internal arteriovenous fistula is also
studied.

All native vein & PTFE AVF constructed between June 1989 & December 1994 at Asan
Medical Center were retrospectively reviewed. Wilcoxon test was used to compare the pri-
mary and secondary patency rates of native vein AVF(n:299) with PTFE AVF(n:154)

The ratio of male to female was 318:210(1.5:1). Tlhe diabetes patient was 184cases(34.8
%). The primary patency rate of native vien showed no significant difference to that of
PTFE AVF(p=0.0539). The secondary patency rate of native vein is superior to that of
PTFE AVF(p=0.0428). Both of primary and secondary patency rate In internal
arteriovenous fistula for non—DM patients were superior to DM patients(p=0.0008, p=0.
0105).

In conclusion. we can use the PTFE as an alternative choice of material for internal
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arteriovenous fistula if there is no suitable native veins. We could expect good patency rate
. Hemodialysis, Arteriovenous fistula

native vein cases. Diabetes 1s a negative factor on the primary and secondary patency of in-

under the appropriate indications. We must try salvage procedure first on the falling graft
before making another internal arteriovenous fistula on the any other site, especially on the

ternal arteriovenous fistula.
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Table 1. Patency of AVF according to method of
vascular access

Native vein PTFE Salvage procedure  Total
n 209 154 75 528
Graft failure  89(29.8%) 74(40.1% ) 43(57.3%) 206(39.0% )
446.3 (p=0.053%)
497.5 days (p=0.0428)

Primary patency 582.2
Secondary patency 637.5

Table 2. Primary patency rate(%) according to

material
Year 1 2 3 4 5
Native 72 63 61 56 48
PTFE 63 56 47 42 42
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Table 3. Secondary patency rate(%) according to

material
Year 1 2 3 4 5
Native 74 66 61 55 49
PTFE 67 58 48 44 44

Table 4. impact of DM on AVF patency

DM
184 344
87(47.3%) 101(29.4%)
476.7 565.9 (p=0.0008)
Secondary patency 553.8 607.4 days(p=0.0105)

non—DM

n
Graft failure

Primary patency

Table 5. Primary patency rate(%) according to di-

abetes
Year 1 2 3 4 5
DM(-) 75 69 65 60 53
DM(+) 58 46 41 35 32

Table 6. Secondary patency rate(%) according to

diabetes
" Year 1 2 3 4 5
DM(—) % 70 66 61 55
DM(+) 64 52 43 38 3l

Salvage procedurefdl& o 5479¢ FQ &L
2 &9 ot

N ey

T2 34499 oW, graft fallurex 1014
(294%)01“1 e By 184494 Yy

[

931, Graft failure:= 874 (47.3%) 4 2434

Table 7. Early AVF failure (n=51)

A

7 9 3

t}(Table 4).

Early graft failure= 51ejo]lA WA= Y =, =
A PEAYZLE LA A 2247 dled, 29
AA tAAdAIL AMEA R, YA 204(39.2%)
A ZFold U2 WeHAFFET
Mz 159U, B5F dHoz A& ot
Salvage Procedure® Al#3 14 HW{FE1H

Heoll o3 Aol 104(19.6%), &FE3 A3

__‘—:_Ut:
=

:1m

3 (5.9%), FEE/ITAZ 28 140Q2%)9 ¥4
& 29k

Late graft fallurew 1464 LA=HU T, 27}
Hul JEAWEZEeT 72d %, Al 39 9gon,
Hdo] 404 (30.1%)2M 713 ol A&y, 7]
FRA 259 (171%)E AAHE T dzxgR
TAMpET 45dF, AtY 39 o, ol

221 (15.1%)2 7} @ol aAAsg T,
o (8.9%), #E 7d(4.8%)%UA}. Salvage proce-
dureE A& 294 Foll= A 1390(89%), 7|5
3 109(6.8%), TE 29(1.4%)7 A &% o
718} M Fog s AWnEgtel 59,
syndrome ld]%5o] A¢ith(Table 7).

AN BE o] &3 W HBR AZYHE o] &
FUFABR 12 EE Hlue AH fYiol
YA THp=0.0539)(Table 2 & Figl). ejub, 2%

arterial steal

22 e p=0042824 A71HA YERURR
o] N&Egel £& Aoz Yebyti(Table 3 & Fig.
2). @uwo dFgd dsie Gl gl Lol
Frude] e FEU 1ANEEY 22iESE BF
2 NEEE B (p=0.0008, p=0.0105)(Table
5, Table 6, Fig.3 & Fig.4). A7} 9 JZHw2o)

[s]

% 5AAAe W7 AR AT 2%, 63%,

Type of operation Presentation Cause No. of cases
Native AVF(22) functioning AVF Death 2( 3.9%)
Thrombosis Technical failure 20(39.2%)
PTFE AVF(15) Thrombosis Technical failure 15(29.4%)
Salvage procedure(14) Thrombosis Venous outflow obstruction 10(19.6%)
Malfunction insufficient arterial inflow 3( 5.9%)

Bleedir}g

Technical failure

1€ 2.0%)
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Table 8. Late AVF failure( n=146 )

Type of operation Presentation Cause No. of cases
Native AVF(72) functioning AVF Death 3( 2.1%)
Thrombosis Venous outflow obstruction 44(30.1%)

Malfunction outflow stricture 19(13.0%)

insufficient arterial inflow 6( 4.1%)

PTFE AVF(45) Functioning AVF Death 3( 2.1%)
Thrombosis Venous outflow obstruction 22(15.1%)

Malfunction Ouflow stricture 10( 6.8%)

insufficient arterial inflow 3 2.1%)

Infection Infection 7( 4.8%)

Salvage procedure(29) Thrombosis Venous outflow obstruction 13( 8.9%)
Malfunction outflow stricture 10( 6.8%)

nsufficient arterial inflow 4 2.7%)

Infection Infection 2( 1.4%)
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