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arteriovenous fistula

Characterstics
# Is used on about 90 percent of Japan's hemodialysis patients.

# Preparation Is easy.
# Possibldo be performed on almost all patients.

(Special feature of forearm AVF)

Can preserve more of the vein for future AVF.
Complicationsre few

Excellent patency rate.

Puncture areas expanded

Possible reconstruction when blockage occurs.
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AVF and AvGomparison in JAPAN
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Figure 1a. Variation across countries in permanent vascular
access use in a prevalent cross-section of hemodialysis patients
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Conclusions

« Among the 12 DOPPS countries, the number of
accesses created during training is lowest in the
United States

« Surgical training is key to both fistula placement and
survival, yet U.S. surgical programs appear to place
less emphasis on fistula creation than those in other
countries

 Enhancing surgical training in fistula creation would
help meet targets of the Fistula First Initiative.

DAPPS Saran R et al. Ann Surg 247(5): 885-891, 2008
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#1 Japanese V@urgeons are performing sevefVFmethods.

#2 Iwasintroducedto Parachutelechniqguddy a cardiovascular
surgeonin 2001 andafter adaptinga versionof it for VAsurgery,
havebeenteachingit for morethan 10 years.

#3 Parachute Technique Is easier to teach and the patency rate Is
better than the OTA technique.

#4 2 doctors a year were taught this technigue at the dialysis
hospital where | worked and | will now present the results of those
efforts.
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Merit of parachute technique

Parachute technique Ootatechunique

Thread lines required

Time of suture about S5min. about 10min.

Shape Cylindrical Flat

Teaching easy moderate

Patency rate good depends on surgeon

Ease of VAIVT YES NO



Treatment before and after surgery Hospital

Before surgery
Discontinuation the aniplateletagent andnasalculture.

Oral use of the antibiotitor three days KMinomycin200mg)

Postoperative disinfection method
Dressing is left on for 1 week before disinfection.

Removal of surgical tape after 2 weeks.




Guidance of the surgical techniquehiospital

1. Guidance of anastomosis method by senior 2 doctag
2.

Assistantto the surgeon plus desk simulation of
anastomosisnethod for aboutthree months

After 6 months doctor is allowed to perform select
surgerieswith seniordoctor assistance

Assistin actual surgeriesafter desk simulation of

parachutetechnique
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Standard AVEreation
-Parachute Technigque Variation
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Side to end :parachute technigue






Anastomosis: put the needle from the inside close
to the heel side from the 2nd stitch



Left stitch of the doubleended needle from the
iInside to the outside of the artery



























