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Approach to Failing Vascular Access
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Treatment of Access Failure

Access failure®] &3 Xg¥& AHE 7H5d A
We Har s 2 Bed Xgst uwEdSE
NEEol #aste dHol Atk ¥ FAH A8E
ZE F9d wE Algo] besin. ke Ale wex
MNEENE zol7F gtk Stenti= balloon angioplas-
tydll Asig Aol F2 AT ALE 7o AW
2 A4 AAsE wHel AT FAN Aed FHe
1) imaging of the whole fistula from the artery
to SVC, 2) better preservation of the patient’s
venous capital, 3) less invasive, 4) immadiate
availability of the fistula So]t}.

Treatment of the Failing Native
Hemodialysis Fistula
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FAH Ao 7 I3 A hypocoagula-
bility, “Z2]3L arterial steal syndrome©]t}

Treatment of the Failing
Hemodialysis Graft
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Treatment of the Thrombosed
Hemodialysis Graft
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graft &4 FA43 XFHE pharmacologic, phar-

=

macomechanical, mechanical thrombolysis 5 ®-&
wHlo] gloh Urokinases) 2 83 L3AE AL
3= pharmacologic method® A)7to] o] A Q¥ 1
HHEHA Ao @2 2¥ HPMdoz AF Hx
AHERIEYE £3 o, wE o8 7kx] V)7 ol&
% mechanical thrombolysis?} Az} Bolx i gl

S

1. Pharmacomechanical Thrombolysis

FHEAAE A2 7FR) WA Z graft WHe ¥
Aol Fl8td FHE A7 AR & 4
AHETE e FME ojgsto FAgsith AF
go] ol&3l+= W¥ F 3 pulse-spray phar-
macomechanical thrombolysis (PSPMT)Z cross-
catheter technique®.® I%¥% urokinase (25,000 U
of urokinase/mL)& 2083t ZHsA EAlste W
& AHE3Y urokinase® oF 209H-40%F U ARE3)
W 27] AFES 3%, 14 NEES 26%°)0)

2. Mechanical Thrombolysis
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Mechanical thrombolysis®llE 98 7}2] device®
ol #3l=dl &% T3+ hydrodynamic catheters}
HdHE FA ¥ sheathg Z3ld Y= Ar
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Treatment of the Central Vein Stenosis

FEA g SN A TG
o o3t AwlsAl okl 23 intimal hyperplasia,
valve hypertrophy 5©] €¢io]th FAHA W catheter
o] FAH] = A vEd 11-50%A4 2o
SAEtE e W FAAY gHHEH V98] e
A FARWA e el

FARY YAA FNEFEL Aoy, WE
Algo] 7Hsd Aol AHe|tl Glanz® 35%9 19
AZEE B1sYAT Beatharde 29%9 6704,

catheter

0%9 1d MBEE Baste] 2 Aolg HYth 4
Auol ZNEaLoA 7143A AEFE 5-10 mmHg
ol3t2 <8 A7} 3 collateralo]
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% 2) elastic stenosis, 3) 370g olWel A HZ o)
Rl %’%E}. FAA A A 9 stentE 90% ol4e] &
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”]‘*131-04 reinterventiono] &% 7ZH$7F g2},

Intervention or Surgery?
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Fr WY 544 2A Aed AL dse 494
A85E 40%9 37E NEES, surgical thrombec-
tomy and graft revision& 40%¢ 671 MEHFL
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Conclusion
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