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VA type Advantages

Pre-emptive AVE No age limit for this procedure with adequate
vessels

AV F Lower infection rates compared with CVC and
AVG

AVG AVE after start of dialysis ~ Surgery as needed

No age limit for this procedure with adequate
vessels
Most functioning AVFs will be used

CVC

Short waiting time between the operation and
utilization (days—weeks)
Lower infection rates than CVC

Aims (as high as)...

Quick and easy procedure
No needle punctures

65% incident patients on AVF/AVG B T
75% of prevalent patients on AVF/AVG 0 imhest ol lms

No cardiac load
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Disadvantages

Competing risk of death before haemodialysis start

More AVFs created than used

More likely to start dialysis with a CVC or AVG

Need of additional access procedures

Higher rates of failure to mature compared with AVG

Potential steal syndrome

Increased right-sided cardiac pressures

Increased cardiac output

Left ventricular hypertrophy

Start of dialysis with a CVC

Higher risk of AVF dysfunction and infection rates compared with pre-
emptive AVF

Higher rates of failure to mature compared with AVG

Actual AVF utilization may be short due to the low mean patient surviv

Potential steal syndrome

Increased right-sided cardiac pressures

Increased cardiac output

Left ventricular hypertrophy

Higher cost

MNeeds accurate maintenance with interventional procedures

Higher infection rates than AVF

Potential steal syndrome

Increased right-sided cardiac pressures

Increased cardiac output

Left ventricular hypertrophy

Increased infection rates, carrying higher morbidity and mortality risk

Risk of central venous stenosis

CVC tip thrombosis
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H mrpwtofouAia Fistula First atrotéAece
ONUAVTIKN TOUN OTNV I0TOPIA TWV AYYEIOKWYV
TTPOOTTEAACEWY, AVEDEICE ONWG EYYEVEIC
adUVAIEG:

Fistula use

= == Graft use
CVC use >90 days
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* TNG TTPAKTIKNG EPAPHOYNG OE MEYAAN
KAipaka

* TNG EYMOVNG O€ IATPIKA dOyuaTa R
, , , 2004 2005 2006 2007 2008 2009 2010 2011 2012
* TWV IOIWV TWV AUTOAOYWV TTPOCTTEAACEWYV Year

«Sapovonoinon» AVG/CVC

olKovouLkol otoyol (emBpapevon AVF)
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Individualised / personalised vascular access

“the right access in the right patient at the right time for the right reasons”

YT1rovoei Kal CUUTTEPIAAUBAVEI JETPNOIUES TTAPANETPOUG, OTTWG:

e wpiyavon (maturation)
* BaroTnTa (patency)
 AeitoupyikotnTa (functionality)
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E¢aTopikeuon vs Guidelines ?

H avaykn yia e¢aTopikeuon TTPOKUTITEl ATTO:

* TIC DIAPOPETIKEC AVAYKEC TV a0Bevwv

* TIC DIAPOPETIKEC TTAPAPETPOUC TWV A0OEVWYV

* Ta OIAPOPETIKA ATTOTEAECHATA HETAEU a0BeVWV

e avAadEIgn a0BEVO-KEVTPIKWY NOVTEAWYV TTAPOXNG UTTNPECIWY UYEIAG
« PROMSs

O1 kaTeuBuvTrpieg 0dnyieg opilouv TO PACHA TWV ETTIAOYWYV Kal
TTPOTEIVOUV [IA ETTIOTNUOVIKA OTTOOEKTH) TTPOCEYYION

H ecaTouikeuon atraiTei
* TNV KATAVONON TWV 00NYIWYV, Kai
* TNV TTPAKTIKI EQAPUOYI TOUG




ESKD Life-Plan

ESKD Life-Plan and Associated Access Needs: What’s the PLAN?

G KRT Modality KRT Modality
%.-) Patient is Pre-KRT (HD/PD/Transplant) (HD/PD/Transplant)
=
See Figure 1.2 Figures 1.3-1.6
-Choose Appropriate -Choose Appropriate
Access Access
Continual re-evaluation & planning
[2])
3 P - Patient
S I L - Life-Plan
a A - Access
o N - Needs
<
ESKD Life-Plan — the individualized set of kidney
replacement modalities to sustain a patient’s life with ESKD
Contingency Plan — the plan of remedial measures for the ?
vascular access’ anticipated problems
Succession Plan — thoughtful planning for the next dialysis ?
access before the current access is even created, and revisited
- before it fails, that considers the patient's ESKD Life-Plan

American Journal of Kidney Diseases 2020 75S1-S164DOI: (10.1053/j.ajkd.2019.12.001)
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Artery > 2.0 mm npévvwon

Multiple comorbid Renal Progression Overall Survival
conditions and/or S Vein > 2.5 mm
poor functional or | | | | No stenosis or
I nutritional status** thrombosis

No other Presence of e e = T[pOO-SéKLHO ET[LB[(DO-”C
life - |
threalt:nlng Ir;:enilllr:::s - )\8 Ltovpy LK(,)T nta
No comarbid 1 === '
conditions and 1 . epELIJ r]

good functional Low likelihood .
and nutritional of ESRD before Low risk for - frai |ty score
e death Consider failure to
AVG* mature

| e

i AVG - CVC

OTIOOEKTEC & TIPOTLUNTEEG
HEBoSOL 0TOoUG KATAAANAOUG
aoBevelc

*Presumes prognosis acceptable and vascular anatomy criteria met

**Presumes end-of-life care discussions have taken place

Gomes, A., Schmidt, R. & Wish, J. Re-envisioning Fistula First in a Patient-Centered Culture. Clin. J. Am. Soc. Nephrol. 8, 1791-1797 (2013).
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KDOQI 2019 — Access selection criteria g/ [

Review > J Vasc Surg. 2017 Apr;65(4):1089-1103.e1. doi: 10.1016/j.jvs.2016.10.099.

Epub 2017 Feb 17. Panel of 11 experts:

Establishing patient-specific criteria for selecting

the optimal upper extremity vascular access 8 vascular surgeons 9 USA

procedure 2 nephrologists 1 Canada
1 transplant surgeon 1 UK

Karen Woo 1, Jesus Ulloa 2, Michael Allon 2, Christopher G Carsten 3rd 4, Eric S Chemla 2,
Mitchell L Henry 8, Thomas S Huber 7, Jeffrey H Lawson &, Charmaine E Lok 2, Eric K Peden 1,
Larry Scher 1, Anton Sidawy 2, Melinda Maggard-Gibbons '3, David Cull 4

Patient Factors:
Age, comorbid conditions (e.g., diabetes, cardiovascular disease), history of previous access.

Vascular Factors:
Vessel size and quality, presence of peripheral vascular disease.

Clinical Factors:
Urgency of access need, anticipated time to dialysis, patient lifestyle and preferences.




The Transplant Patient Being Considered for HD*
What is the likelihood of long-term survival? (eg, >1 year)

Consider Age, Comorbidities, Functional Status, Social Supports, Patient’s Goals and Preferences The Patient Is Already on Hemodialysis With a CVC

Poor: Good: s an AV access appropriate and possible?
Watch, Wait, and Re-assess Approach Assess for Appropriateness of AV access* Central
—i Y < > 3 The Patient Is Already on Hemodialysis With a Failing AV Access
Has situation changed or improved? o G '1" "f
Yes No
No L CY Consider success! bedite: ), vascula 5
Nondialytic Care or Palfiative HD Yes hood A:\'IF o comrbidiles ites avail »1 fail ] Is AV access appropriate and possible?
" . other K
o e andpossiomtes \ o o medically & surgicaty feasible?
Consider CVC or AVG No rd «
— ol e - "
—|

Consider AVG* Consider ikelihood of AVF success! failure

Is secondary AVF possible when AVG becomes

cvc Is this patient a good AVF (age, comorbidities, vessel suitability*),
problematic? candidate? vascular sites avadable, prior access failure,
Is secondary AVF possible when AVG becomes l future access sites and possibllities
#\hen eGFR <30 mLimin/1.73 m?, transplant problematic? .
patient should be referred to nephrologist for No; Yes Consider AVG — Yes
pre-KRT planning Consider 4

*Location needs to consider subsequent sccesses placements
Continue with AVG *May use app for guicance

"Location needs to consider subsequent and No Yes
future vascular access placements )

“May use app for guidance 5 "
i3 el Continue with AVG

AVF*

Is secondary AVF possible when AVG
becomes problematic?

No Yes

{

Is there high risk of AVF maturation
failure and/or prolonged CVC
dependency?

Continue with
AVG

“Location needs to consider subsequent —— Yes No
access placements |

"May use app for guidance

Consider AVF
The Pre-KRT Patient Being Considered for Hemodialysis
hat is the likelihood of lo
Consider Age, Comorbidities, Functional Status, Social Supports, Patient’s Goals and Preferences

Poor: Good:
Watch, Wait and Re-assess Approach i Assess for Appropriateness of AV Access+

rd N\

No Yes

term survival? (eg, > 1 year)

Has situation changed or improved?

P e, ™ Is this patient a good AVF candidate?

The Peritoneal Dialysis Patient is Being Considered for HD (See Table 6.1)

No

Yes What is the | d of long-t 1?2 (g, >1 year)
HD needed (eg, palliative HD*) High likelihood of AVF success and limited CVC dependency (consider age, comorbidities, . it ” _ bl rm badtid Yy
vessel suitability*)?; consider vascular sites available, prior access failure, future access Cousider /s, Comorbiokaet; Foncional Statis, Socal Sopeort, Papent s oals and Prefermces
1 T Poor: Good:
@ id AVG 7 4 sitezand possibilides * Watch, Wait, and Re-assess Approach Assess for appropriateness of AV access*
onsiaer
(patient preference) / No Yes Has situation changed or improved? e R
: i * N - . N i
Consider CVC Consider AVG ot Cr o Pl O e shitiniirntatyr ik i At
ibill
(patient preference) - C— stes and possilities
onsider CVC or AV No Yes
Is secondary AVF possible when AVG becomes Uncalideba e g
. onsider hy
*Location needs to consider subsequent problematic?
| / \ Is secondary AVF possible when AVG becomes
N accesses placements Consider *Location needs to consider subsequent prEbiaic
M app f idan access placements
ay use app for guidance No Yes > +May use 2pp for guidance No Yes

ASee Guidelines for definition AVF*

Continue with AVG

Continue with AVG




[TANEITZTHMIO

My Vascular Access app . J) LIATPON
myvascularaccess.com

) Register / Login = Menu
My Vascular * QIEUKOAUVEI TNV KATAAANAOTEPN ETTIAOYN AYYEIAKNC
Access TTPOCTTEAQONG

Vascular Access Individualized

« akoAouBgi TMoTd Toug aAyopiBuouc Twv guidelines

Select a situation:

Vancular Access Belection t:_‘v'_:JThe Pre-KRT Patient is being considered for hemodialysis.
Assistant

t::n::JThe Patient is already on hemodialysis with a CVC.

t::n::JThe Patient is already on hemaodialysis with a failing AV access.

t::ﬁ::JThe Transplant Patient is being considered for hemodialysis.

t:'ﬂ::JThe Peritoneal Dialysis Patient is being considered for hemodialysis.




My Vascular Access app
myvascularaccess.com

) Register / Login = Menu

My Vascular
Access

Vascular Access Individualized

Lg_j‘ Clinical Situation Algorithms

Vascular Access Selection
Assistant

Resources

Patient Age
() 59 years or younger
) 60 to 75 years

) 76 years or older

Need for Dialysis

t's"l Imminent / On dialysis

() Notimminent
Functional Status | More Info

'ﬁ‘l Independent

) Assisted (lives at home)

) Dependent (lives in a facility)
() Normal (less than 30.0)

Obese (30.0 to 40.0)

-‘,,.-—] Morbidly Obese (40.0 or higher)

Cephalic Vein

Poor ( < 2.0 mm)
Intermediate (2.0 to 2.5 mm)

Good (> 2.5 mm)

Basilic Vein

() Poor(<2.0mm)
Intermediate (2.0 to 2.5 mm)

t._‘u'__l Good (> 2.5 mm)

Artery Radial

< 2.0 mm

=2.0mm
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Radial-cephalic Fistula

1 8.8 0.8 ¢

Brachial-cephalic Fistula

1.8 8.8 0

Forearm Loop AV Graft

L

Upper Arm AV Graft

*

Catheter

®
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[MPOKTIKA TTOPOOEIYMAT

Case Study 1: Néoc aoBevnc pe 2A kail KaAa ayyeia
* TTPOTEIVOUEVN TTPOOTTEAaON. AV

Case Study 2: HAIKIwPEVOC a0BeVNC XWPIC TTEPIPEPIKEC PAEBEC Kal avAyKn yia
Aaueon Evapen aipokabapaong
* TTPOTEIVOUEVN TTPOOTTEAQON: AVG

Case Study 3: AoBevn ¢ pe TTOANATTAEC TTPONYOUMEVEG AYYEIAKES
TTPOOTTEAACEIC KOl OUVOETO 1ATPIKO IOTOPIKO

« mmporeivouevn mpoatréAacn: CVC peExpl va agloAoynbouv avaAuTiKa Ol
OI0OECIUEC ETTIAOYES
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TpwTta onueia Twv guidelines

OeV TTEPIAAUBAVOUV TEXVIKEC N UAIKA (TTPOC TO TTApOV...)
e ONMAVTIKO KEVO OTNV ETTIAOYI TNG TTPOCTTEAAONG
* BEATIWPEVA UAIKA — BEATIWPEVA ATTOTEAEOUATO

Oev AauAavouv uttown TNV «TOTTIKN» EPTTEIQIO
* TrX €CeIOIKEUPEVEC TEXVIKEC YIa RCAVFs (pSLOT, RADAR)

ATTAITOUV TTPOCOPUOYI OTIC IDIATEPOTNTEC AVA TOV KOOMO
* eOVIKEC ETAIPEIEC — TTPAKTIKA EQAPUOYN
e avadIopyAvwan UTTNPECIWY AYYEIOKNGC TIPOCTTEAAONG
* aAAayr) KouAtoupag



KaTtavowvTag TIC OIABETIUEC ETTIAOYEC

AVF AVG
Snuffbox AVF Loop forearm
Distal RCAVF Brachio-axillary

Mid-forearm RCAVF Loop axillo-axillary

Proximal RCAVF (Gracz) Loop thigh
EndoAVF Straight mid-thigh
Ulnar-basilic

Brachio-cephalic

Brachio-basilic with transposition

Femoral vein transposition

Avvapikn evaAlayn petaéu AVF-AVG
To Soyua ** AVG povo adou eEavtAnBouv ol ertthoyeg AVF **
QVNKEL 0TO TIOPEABOV !

[TANEITZTHMIO
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AVG kaAUtepn emhoyn
arno AVF yloti mpooBetel
OAAN pio tpooTiEAOON
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KatavowvTag TIC OIABECIUEC ETTIAOYEC

ELS1KEC CUVONKEC EWOIKEG AVOELC

atlpokaBapon evtog 24hr HOOXEVLOL AHEDCN G TIOLPAKEVTNONG
Acuseal, Flixene

OVOTOULKEC TIEPLOXEC HE Aolpwén BLOGUVOETIKO pOOYEV QL
Omniflow

Altdowon AVF ) poviun mpoomeANaon o€ HERO graft
aoBeveic pe coPapr KEVIPLKA OTEVWON
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early cannulation grafts - ecAVGS

TO OKETTTIKO TNG XPNong Toug gival n ammopuyrn CVC

1010iTEPN BE0N OE:
VEQ £vTACN XWpPIic poviun TrpooTtréAaon (AVF/AVG)
Y avwpiun AVE
crash-landers xwpic emAoyEg yia AVE
<90 NUEPEC ATTO TNV TTPWTN ETTA@PN UE VEQPOAOYO
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An alternative option - ecAVGs

Landmark study validating a new concept:

Instead of CVC as

* RCT 1:1

« 121 adult patients in need of HD within 48 hours
« complete vein and arterial mapping with duplex US

» for AVGs: 3mm minimum outflow vein diameter, long venotomy

» exclusion criteria — active sepsis, unsuitable vessels for AVG, recent MI, life expectancy <3 months,
existing AVF expected to be mature in <2 weeks

Aitken, E. et al. A randomized controlled trial and cost-effectiveness analysis of early cannulation arteriovenous grafts versus tunneled central venous catheters in patients requiring urgent vascular
access for hemodialysis. J Vasc Surg 65, 766—774 (2017).
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Benefits of ecAVGS

« Lower culture-proven bacteraemia rates .
_ inclusive study
* Lower mortality 2,9
* Reduced total cost and hospital days 5
Outcome ecAVG tCVC experience

Bacteraemia at 6 months 16.4%

Mortality at 6 months 16.0%
Treatment cost at 6 months £11393

* native access options are preserved for the future (in —AVF cases)
* fate of ecAVG is determined after AVF maturation (in +AVF cases)

Aitken, E. et al. A randomized controlled trial and cost-effectiveness analysis of early cannulation arteriovenous grafts versus tunneled central venous catheters in patients requiring urgent vascular
access for hemodialysis. J Vasc Surg 65, 766—774 (2017).
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Hero graft

Last resort...

e o€ aoBeveic pe Bapld KEVIPLKN
OTEVWON

* o¢c aoBeveic xwpic emhoyn yLa
unpLaio pooxevpua

LLELOVEKTN LOTOL:

e OTevN apakoAovBnon
*  QMOLTEL AVTUTNKTLKA
* avuénuévog aplBuog IR mapepPaoe
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AVG Kal Kivouvog Aoipwgng

* Ta UYPNAQ TTOOOOTA AOIHWEEWY ATTO IOTOPIKEC AVAPOPES BEV TTAPATNPOUVTAI CrUEPA
* ONMAVTIKES OIaPOPEG (TNG TAENG Tou 20%) pETACU avadpouIKwy oeIpwyV Kal RCTs
* TTPAYMATIKA ETTITITWON O€ KEVTPA PE EUTTEIPIA 3-6%

Graft Management

1 Localized cellulitis 0 Mo treatment required
2 Localized purulent infection 1 CPB or metastatic infection 1 Antimicrobial treatment only

2 Operative intervention with graft salvage
2a Simple drainage only

3 Diffuse cellulitis 2 Culture-proven fungemia 2b Local excision + rerouting of AVG

2¢ Complex preservation procedures, e.g., flap coverage

4 Diffuse purulent infection 3 Removal of graft

CPB: culture-proven bacteraemia

Kingsmore, D. B. et al. Arteriovenous Access Graft Infection: Standards of Reporting and Implications for Comparative Data Analysis. Annals of Vascular Surgery (2019) doi:10.1016/j.avsg.2019.08.081.



KaTtavowvTacg TIC OIOBECIUEC ETTIAOYEC

EIOIKEC TEXVIKEC JE BAON avaATOUIKA KPITHPIO

pSLOT — piggyback straight line onlay technique

og RCAVFs
oNUOVTLKN Helwon juxta-anastomotic stenosis (JAS), 3.7%

(3mos) to 5.1% (1yr)

% JAS positive
- N

RADAR - Radial artery deviation and reimplantation

og RCAVFs

onUAVTLKN Hetwon JAS, 10 vs 40/100 p-y

onUavTLkn BeAtiwon wpipavong otig 6 eBdouadec (75% vs 45%)
6-month primary patency 93% vs 53%

[TANEITZTHMIO
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straight line

/ 77/
7

77
CRIEERy

onlay piggy back’

=«=-End to Side
—— Slot Side-Side
= Slot Piggyback

0 4 8 12 16 20 24 28 32 36
Months post RC Fistula creation

Minimally dissected
cephalic vein




KaTtavowvTtag TIC OI0OETIUEC ETTINOYEC

uttofondnon wpipavong AVF
» balloon-assisted maturation (BAM)
« 0€ AVF pe pikpda ayyeia <2mm
* 0€ KGBg AAAN AVF 110U d¢ev wpiuadlel o€ euAoyo didoTnua
e £yKaIpn TTapaKoAOUONON, Eykaipn TTapéupaon

uttoononon AcitoupyikotnTag AVF
* VasQ external support

"R [TANEITISTHMIO




Artery I \ f

« 40-50° angle
e Suitable for BC and RC AVFs

3 m())dels for each AVF type (to match artery
size

Chemla et al (2016). Arteriovenous fistula construction with the VasQ™ external support device: a pilot study. The Journal of Vascular Access, 17(3), 243—248.
Karydis et al (2020). An Implanted Blood Vessel Support Device for Arteriovenous Fistulas: A Randomized Controlled Trial. Am J Kidney Dis 75(1):45-53.

[TANEITZTHMIO
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3-5 minutes implant time
No device-related SAE reported
Can be easily removed if needed

MRI compatible

Amenable to plasty
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Mature VasQ AVFs under ultrasound

Tapered Transition

From the level of the brace to the end of the braid

Retained Anastomotic Configuration
The brace holds the anastomotic configuration while the braid conforms to the natural position of the vein

Images courtesy of Robert Shahverdyan
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1. Dember et al. JAMA 2008;299(18):2164-2171 6. Irish et al. JAMA Intern Med. 2017;177(2):184-193 12.Publications in progress. Data on file with Laminate.
2. Huijbregts et al. Clin J Am Soc Nephrol 2008;3:14-719 7. Bleyer et al. J Vasc Surg 2019;69:507-15 13.Swiecka, Zippel, Storck GMS 2021

3. Masengu A, et al. Clin Kidney J. 2016 Feb;9(1):142-7 8. Peden et al. J Vasc Access 2021 (Online) 14.Shahverdyan et al. J Vasc Surg 2021 (Online)

4. Allon, et al. Am J Kidney Dis 2018;71(5):677-689 9. Chemla et al. J Vasc Access 2016;17(3):243-248 15.Karydis, Mallios, Mestres, Matoussevitch VAS 2021
5. Karydis et al. Am J Kidney Dis 2019;75(1):45-53 10.Shahverdyan et al. Seminars in Dialysis 2022 (Online) 16.Dillavou, Ozaki, Hentschel, Lucas VIETH 2021

11.Leonardi et al. J Vasc Access 2020 (Online)

VasQ

Functional Success

87% - 100%

n =559 (9 studies)

40% - 72%

n = 2,750 (8 studies) CEDA

) ) 95%

44%

40%



VasQ - Key Outcomes from the Four Comparative Studies

. Primar
Maturation Eail y3
at 1-month D
(P = .044) month
(P =.025)
96%
74%
— I I 2%
6%
I I
Maturation = >500 ml/min and Primary failure = access that
=5 mm diameter cannot be used per ESVS
Guidelines
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Functional Success CVC-Free Dialysis
at 6-month at 12-months
(P =.01)
100%
Fistula
719%
o0% 52%
Fistula — — —
Functional Success = successful 2-needle CVC-Free dialysis = Use of the index
cannulation for > two-thirds of all dialysis AVF with confirmed removal of CVC

runs within 30 days



US Pivotal VasQ Interventions Compared to Claims Data
Reduction in the Need for Interventions Reduced Outpatient Cost

Outpatient Post-Creation Per Patient Outpatient Post-Creation
Intervention Rate Intervention Costs in 1% Year
$20,000

$7,764
$15,000 |
Decreased Difference

Outpatient
Cost $10,000

Interventions per pt-yr

$5,000

1]
B VasQ AVF B Traditional AVF B VasQ AVF ® Traditional AVF

AVF Continuous Use was defined as confirmed dialysis treatment via the AVF for at least 1 month

VasQ cost savings - $10k /patient in 15t yr

50% reduction in outpatient interventions at 1lyr

50% reduction of CVC use
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UNIVERSITY OF PATRAS

US Pivotal VasQ AVF Functional Success Compared to Claims Data
Removal of CVCs Reduces the Risk of Infection-Related Admission Costs

AVF Use with CVC Removal Post AVF Creation Per Patient Inpatient Vascular Access

Related Admission Cost in 1%t year
$6,000

$5,000  $2,838
<s,000 Difference

Decreased

Inpatient
$3,000

$2,000

$1,000

3mo 6mo 12 mo S0
B VasQAVF m Traditional AVF B VasQAVF M Traditional AVF
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April 2024 — First 2 VasQ cases Iin Patras
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KatavowvTag TIC OIaBE0IUEC ETTIAOYEC

Evragn o€ KAIVIKN MEAETN

TEXVIKI

UAIKO

TTapakoAoudnon
QVTIUETWTTION OTEVWOEWV

aAAQ KAIVIKQ onuavTik@ arroTeAEouara



LGN IRS VAl AELTIS

B10JIOCTIWHEVO TTOAUUEPEC UE ECWTEPIKO OKEAETO
atTodouEiTalI O€ €Eva £TOC

avTikaBiotaral TTAfpw¢ atrd evooBrAio Kai Ivwdn 10T

QaVTOXIN OTIG AOIHWEEIG
MEIWON OTEVWOEWV

First-in-human study

Tozzi, M. et al. First-in-human feasibility study of the aXess graft (aXess-
FIH): 6-Month results. J. Vasc. Access 11297298231220968 (2024)
doi:10.1177/11297298231220967.

(g)\': ’ : (h)

Table 4. Procedural characteristics.

Characteristics

Procedural success (%)
Type of device (%)
aXess-straight
aXess-looped
Procedure time (min)
Time to hemostasis (min)
Graft functionality (%)
Time to first cannulation (days, mean * SD)

Results are % (# of patients).

[TANEITZTHMIO

aXess HD
graft (N=20)

100 (20)

20 (4)

80 (16)
124 + 45
10.0+7.6
100 (20)
48.4+ 53.1



GORE® ACUSEAL Vascular Graft at Fy ANEIZTIRO
University Hospital of Patras ‘) o

\ Ta| University
i
Stroseg;lo-fémEFisnE F’rst (yf G] a Sgo‘iﬁ‘;’

A Randomized Trial of Initial Strategy of Acuseal versus Fistula First in Incident Patients

Research UK

Requiring Haemodialysis with Sub-Optimal Options for An Arteriovenous Fistula

_ NHS
ecAVG % pre-emptive AVF N—

(in everyone) Greater Glasgow

(when needed) and Clyde

- 360 patients
- 24 months follow-up
- “sub-optimal” AVF options based on anatomical, technical, patient factors
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Best clinical practice
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Vascular Access Workflow

Oupada VA
* VEQPPOAOYOC
* XEIPOUPYOC
e ETTEURATIKOC OKTIVOAOYOC

* OUVTOVIOTNG (VOONAEUTAG) « gruloyn BéAToTnG TPooTEAQONG
* BEATLOTN OLVTLHETWTILON EMUITAOKWV

VA MDM
e 0€ TAKTIKN Baon
e TTOAUTTAOKQ TTEPIOTATIKA
* agloAdynon TTPoYPAUMOATOC
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Vascular Access Pathway

Vascular maturation

Access Surgery

/ Clinic Access plan follow-up

Dysfunctional surgeon /
access ultrasound .
IR procedure surveillance

specialist nurse
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Vascular Access Hub @ Rion
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* QTTQITE] EKTTAIDEUON Lol TR
, . . VA service
* ATTAITEI ETTEVOUCT OE€ XPOVO
* ATTAITEI ETTEVOUCN O€ TTPOCWTTIKO e
* EVOWNATWON TEXVOAOYIOC mobile
apps
patient

self-referral
Al

wearable
technology



