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Dialysis Access Thrombectomy: 
Restoring Function in Thrombosed 
Vascular Access

Introduction
Reliable vascular access is essential for effective hemodialysis, and arteriovenous (AV) 
fistulas and grafts serve as lifelines for patients with end-stage renal disease. Thrombosis 
remains one of the most common causes of access failure and can abruptly interrupt 
dialysis treatment, leading to increased morbidity and reliance on temporary central 
venous catheters [1,2]. Dialysis access thrombectomy refers to a range of surgical and 
endovascular techniques aimed at removing thrombus and restoring access patency. 
Timely intervention is critical to preserve access function and prevent permanent loss.

Discussion
Dialysis access thrombectomy is typically indicated when an AV fistula or graft becomes 
acutely occluded. Endovascular thrombectomy has become the preferred initial approach 
in many centers due to its minimally invasive nature and high technical success rates. These 
procedures are performed under fluoroscopic guidance and often combine mechanical 
clot disruption, aspiration, and pharmacologic thrombolysis to rapidly clear thrombus. 
Common techniques include balloon-assisted thrombectomy, rheolytic devices, and 
rotational or aspiration systems [3,4].

Successful thrombectomy requires identification and treatment of the underlying cause 
of thrombosis, most commonly venous outflow stenosis. Following thrombus removal, 
percutaneous transluminal angioplasty is routinely performed to correct the causative 
lesion and reduce the risk of recurrent thrombosis. In selected cases, stent grafts may be 
placed to maintain long-term patency, particularly in recurrent or resistant stenoses.

Surgical thrombectomy remains an important option, especially for large clot burdens, 
complex anatomy, or when endovascular therapy is unsuccessful or unavailable. Surgical 
approaches allow direct clot removal and access revision but are associated with 
longer recovery times and higher procedural morbidity. Regardless of technique, early 
intervention—ideally within 24 to 48 hours of thrombosis—significantly improves access 
salvage rates.

Complications of dialysis access thrombectomy include bleeding, embolization, 
vessel injury, and infection. Careful patient selection, experienced operators, and post-
procedural monitoring are essential to minimize risks. Regular access surveillance and 
prompt treatment of stenosis play a key role in preventing thrombosis [5].

Conclusion
Dialysis access thrombectomy is a critical intervention for preserving functional 
hemodialysis access and maintaining continuity of patient care. Endovascular techniques 
have become the mainstay of treatment, offering effective clot removal with minimal 
invasiveness and rapid recovery. When combined with correction of underlying lesions 
and vigilant follow-up, thrombectomy can significantly extend access lifespan. A 
multidisciplinary approach involving nephrologists, interventional specialists, and dialysis 
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staff is essential to optimize outcomes 
and reduce the burden of access-related 
complications.
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