|

) <

The University of Osaka
Institutional Knowledge Archive

Title BHTAA-V fistulaDiERRICXTT B PTA

Author(s) |8n7K, Z7; ey, BBE; HF, FBifE M0

Citation |HAXREZFHRARFRMS. 1992, 52(3), p. 344-350

Version Type|VoR

URL https://hdl. handle.net/11094/16452

rights

Note

The University of Osaka Institutional Knowledge Archive : OUKA

https://ir. library. osaka-u. ac. jp/

The University of Osaka



HARES &L 1 52 (3), 344—350, 1992 (°F4)

ZEHTH A-V fistula OEZE KT 5 PTA

1) BB B S MR
2) BEFBAKFE S M eh JOA
D B BAMERBHHRA

@A ERY OB Y

LE NIRCIETR R % NI

HFE I NI
i R0 MR R

CFERE 3 45 8 A19H 5 {5 538 #L)
CER 34E12H 18ERBERZ )

Percutaneous Transluminal Angioplasty for Stenotic Dialysis
Arterio-Venous Fistulas
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From December 1982 to January 1991, we performed fistulography on 40 patients who complained
functional failure of arterio-venous dialysis fistula. And percutaneous transluminal angioplasty (PTA)
was attempted on 15 patients (19 times) who revealed marked fistula stenosis. Initial successful rate
was 78.9% and patency rate was 56.2% in the first 6 months. (75% in the first 6 months when

angioplasty was initialy successful).

We describe the method of fistulography and PTA for stenotic dialysis fistulas, and evaluate the
usefulness of PTA. And also we introduce our attempts for improving the initial successful rate and

patency rate.

In conclusion, when dialysis arterio-venous fistula is stenotic but not occlusive, PTA should be
considered first before surgical treatment is done.
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Table 1 Results of dialysis fistulography

grading of anastomotic number of
type stenosis cases
Grade 1(normal) 3D
Grade 2(mild stenosis) 11(2)
Grade 3(sever stenosis) 20(3)
Grade 4(obstruction) 6
total 40(6)

Numbers in parenthesis indicate the number of patients
who also have proximal type stenosis/obstruction
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Table 2 PTA for stenotic dialysis fistulas
. chni tenoti "
case name sex age types of shunt PTA site tel'_é]s'ﬂlﬁal 8 i?gt?olc progmnosis
1 Y.A. F 43 It brachial a. — It. cephalic v. It. cephalic v. successful 94%—30% 33m. patent
2nd time successful 75%—30% 10m. patent
3rd time successful 96%—30% 15m. patent
4th time successful 94%—45% 39m. patent
Total 97m. patent O
2 Y.,M. M 51 It brachial a. — It. cephalic v. 1t. cephalic v. successful 75%—50% T72m. patent
2nd time successful 85%—60% 22m. patent
Total 94m. patent O
3 S5.K, M 60 It. brachial a. — It. cephalic v. It. cephalic v. unsuccessful /- vl
4 H.Y, M 53 It femoral a. = It. femoral v. It. femoral v. unsuccessful / .
5 MN., M 75 I brachial a. —lt. cephalic v. It. cephalic v. successiul 90% »75% 18m. pateni O
6 S.Y. F 69 rt brachial a. = rt. subclavian v. rt. subclavian v.  successful 80%—50% 15m. patent O
7 T.H. M 42 rt. brachial a. - rt. cephalic v. rt. cephalic v. successful 97%—75%  Tm. patent
& Y.S. M 42 rt. brachial a. — rt. cephalic v. anastomosis successful 94%—45%  4m. patent
9 M.,I. F 56 It brachial a. — It. cephalic v. It. cephalic v. successful 85%—20%  3m. patent
10 Y.N, M 60 It. brachial a. - It. cephalic v. 1t. cephalic v. successful 94%—45%  2m. patent
11 M.N, F 61 It brachial a. — It. cephalic v. It. cephalic v. successful 96%— 0% lost follow up
12 T.M. F 55 It brachial a. — It. cephalic v. It. cephalic v. ussuccessful P e
13 K.M, M 42 It brachial a. — It. cephalic v. 1t. cephalic v. unsuccessful 7 s
14 T.M., M 54 It brachial a. — lt. cephalic v. anastornosis~ successful 94%—45%  1m. patent O
It. cephalic v.
15 K.O. M 66 rt. brachial a. — It. cephalic v. anastornosis~ successful 90%—60%  1m. patent O
ri. cephalic v.
#— | internal fistula = | graft flstula O . now under follow up
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b)

Fig. 1 Case 7. 42M
la) Stenosis of the proximal vein near the fistula. 1b) PTA was done at the
stenosis. 1c) Following PTA, the stenosis was improved.
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Fig. 2 Case 6. 69F
2a) Stenosis of the proximal vein near the graft. (arrow ; subclavian vein) (arrowhead ; graft).
2b) Following PTA, the stenosis was improved.

a)

d)
Fig. 3 Case 15. 66M

3a) From the anastomosis to the proximal vein, the stenosis was 5cm in length. 3b) PTA for

the stenosis of the proximal vein. 3c) PTA for the residual stenosis of the anastomosis. 3d)

Following PTA, the stenosis was improved.
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