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Introduction:  The European Best Practice Guidelines on Vascular Access emphasise the importance of maintaining a functioning arteriovenous fistula or graft. Thrombosed access should be diagnosed and treated within 48 hours. Treatment options include surgical thrombectomy and percutaneous thrombolysis, the latter of which is the preferred current practice in our institution.
Aims:  To evaluate the outcomes of our thromobolysis programme and to determine whether changes in clinical parameters preceded access thrombosis.
Methods: We performed a retrospective analysis of all patients who underwent percutaneous thrombolysis at our hospital between 1st January 2007 and 31st December 2008. 
Results: 

Patient Demographics

32 episodes of access thrombosis occurred in 24 patients; 19 (79%) had a native arteriovenous fistula and 5 (21%) had a prosthetic graft.  11 (46%) patients had prior interventions including 7 fistuloplasties, 2 thrombolyses and 1 surgical reconstruction.  8 (33%) patients were diabetic, 2 (8%) had documented peripheral vascular disease and 1 (4%) ischaemic heart disease. 4 (17%) patients were taking long term warfarin, although 2 of these had sub therapeutic INRs in the week immediately prior to thrombosis.
Factors predisposing to thrombosis

In 14 (44%) of the 32 thrombotic episodes the patient had had an ultrasound scan of their access within the preceding 6 months. 10 (71%) scans were satisfactory, 3 (21%) led to an elective fistuloplasty and 1 (8%) identified a stenosis but the patient declined intervention.  For episodes where sufficient data were available, there was no significant difference in the mean access arterial (n=16) or venous (n=17) pressures, change in systemic blood pressure (n=29) or the interdialytic weight gain (n=29) in the week immediately prior to thrombosis when compared to the previous 3 months.  In 12 (38%) of the 32 episodes nursing staff had documented concerns regarding vascular access in the preceding week.
Outcomes

In 18 (56%) of the 32 episodes, patients underwent thrombolysis within 48 hours of presentation.  Treatment restored immediate access patency in 21 (66%) of all episodes; of these 9 remained patent at 1 year.  Reasons for a delay in thrombolysis included presentation over a weekend (when this service is unavailable in our hospital), the requirement for transfer from a satellite unit and availability of high dependency unit beds for post procedure monitoring. Consequently temporary haemodialysis access was required in 26 (81%) episodes.  There were no serious complications of thrombolysis.
Conclusions: Our immediate success rate of 66% is below most published series (> 85%), although our 1 year patency rate is comparable.  This may reflect the fact than nearly half of our patients waited more than 48 hours for thrombolysis, although it is not possible to demonstrate a direct correlation between time to thrombolysis and outcome from our data. In this small series changes in systemic blood pressure or dialysis access pressure measurements did not appear helpful in predicting impending thrombosis; however nursing concerns should not be disregarded.
