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Summary 

Use of conventional contrast agents, both iodinated or gadolinium-based, in patients with 

late-stage chronic kidney disease (CKD) are limited by the risks for additional acute 

kidney injury and nephrogenic systemic fibrosis (NSF), respectively, that must be balanced 

by the critical nature of the radiologic study for the well being of the patient. In addition, 

current techniques have reduced accuracy for arterial diagnosis in the presence of 

arteriosclerotic calcification or have limitations in assessing peripheral and central vein 

patency. To overcome these challenges we examined whether ferumoxytol-based vascular 

magnetic resonance imaging (MRI) can offer a practical solution to both gadolinium-based 

and iodinated contrast agents when assessing vessel anatomy. We focused on two district 

groups of patients: a) kidney transplant candidates and b) patients requiring vascular access 

creation for haemodialysis. 

Kidney transplantation is the treatment of choice for suitable patients with end-stage renal 

disease (ESRD) with around 90 000 kidney transplants performed every year worldwide. 

Approximately 25% of patients with CKD have evidence of peripheral arterial disease 

(PAD) on non-invasive studies. Even though PAD does not preclude transplantation, 

revascularisation procedures may be required before listing. Characterisation of PAD in 

kidney transplant candidates relies on history, physical examination and imaging studies. 

Imaging studies with vascular mapping, including computed tomography angiography 

(CTA), provide precise preoperative anatomy of vascular and extravascular systems 

allowing the surgeon to determine if kidney transplantation is possible, whether presurgical 

procedures are necessary, and the best surgical technique for each candidate. Until now the 

widespread use of CTA in the workup of potential kidney transplant recipients has been 

limited because of the perceived increased risk of nephrotoxicity in patients with residual 

renal function. 

Preoperative sonographic mapping of arm vessels is essential for creating permanent 

haemodialysis access and used for arterial and venous evaluation to optimise arteriovenous 

fistula (AVF) placement. But Duplex ultrasound (US) is limited by an inherent operator-

dependence, the inability to provide direct evidence of central stenosis and the lack of 

image manipulation and reconstruction to inform the surgeon about vascular anatomical 

course and tortuosity. Contrast-enhanced MR angiography provides excellent visualisation 

of both central and upper extremity vessels. However, the risk of NSF in advanced CKD 
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has curtailed its use in arteriovenous access planning. The alternative option of traditional 

iodinated contrast-based CT angiography risks nephrotoxicity in patients with residual 

renal function. 

Arteriovenous fistula is considered the preferred type of access for maintenance 

haemodialysis, however it may contribute to maladaptive cardiovascular remodelling. The 

creation of an AVF leads to a localised area of high flow shunting of blood from the 

arterial to venous circulation, and exposes the low pressure, high capacitance venous 

system to the high pressure, low capacitance arterial system. Immediately following 

creation, AVF is associated with an increase in cardiac output, predominantly as a 

consequence of reduced systemic vascular resistance, increased myocardial contractility, 

and an increase in stroke volume and heart rate. Over time, because of the increase in 

blood volume, the right atrial pressure, pulmonary artery pressure, and left ventricular 

(LV) end-diastolic pressure gradually increase until the myocardium decompensates, the 

LV dilates, the ejection fraction declines, and the patient has symptoms of heart failure. 

Ferumoxytol has been increasingly used for MR angiography, particularly for patients with 

CKD. Ferumoxytol is a carbohydrate-coated ultra-small paramagnetic iron oxide approved 

for intravenous treatment of iron deficiency anaemia. However, ferumoxytol was originally 

designed as an intravascular contrast agent for MRI, and therefore, has powerful imaging 

attributes not present in other intravenous iron products nor the extracellular gadolinium-

based contrast agents. A large molecular weight of 750 kD for ferumoxytol delays contrast 

extravasation, allowing slow administration or application before the patient is transferred 

to the MRI suite. The glomerulus does not filter ferumoxytol.  Removal of ferumoxytol 

occurs via circulating macrophages with the remaining iron oxide particles taken up by the 

reticuloendothelial system of the liver, spleen and bone marrow. Given its half-life of 

approximately 15 hours, ferumoxytol allows enhancement of both the arterial and venous 

vasculature without the need for bolus timing. 

As part of this thesis, we have applied novel techniques using ferumoxytol-enhanced MR 

angiography (FeMRA) whilst planning transplantation or haemodialysis in two 

comparative cohort studies. To optimise our MRI protocol and ferumoxytol dosing regime, 

we also performed preliminary feasibility and dose-finding studies. The first cohort 

included patients undergoing CTA of iliac vasculature prior to listing for kidney 

transplantation. The second cohort included patients undergoing US vascular mapping 



 

4 

 

prior to upper limb AVF creation for haemodialysis. A third cohort consisted of study 

participants in the second cohort who underwent cardiac magnetic resonance imaging 

(CMR) at baseline and 6 weeks after AVF surgery to assess changes in cardiovascular 

anatomical and functional parameters. We compared outcomes of interest including quality 

of image and diagnostic accuracy in a head-to-head design between CTA or Duplex US 

and FeMRA. For the CMR study, changes in outcomes of interest from baseline to follow-

up scans were assessed. All three studies are briefly discussed below. 

In a prospective study of 36 kidney transplant candidates, FeMRA was compared with 

CTA for assessment of arterial and vein diameter, calcification, and signal. FeMRA was 

comparable to CTA for evaluating arterial diameter and calcification and offered improved 

venous depiction. Two transplant surgeons identified vein abnormalities critical to venous 

anastomosis planning in 11% of patients with FeMRA. These findings favor FeMRA and 

could improve clinical practice. 

In a prospective study of 59 participants with CKD requiring upper limb vascular mapping, 

FeMRA identified 15 central vessel stenoses and characterised 37% of arterial sections as 

unsuitable for AVF creation compared with 26% for Duplex US (p = 0.01). Ferumoxytol-

enhanced MR angiography independently predicted successful fistula outcome for models 

including and excluding central vasculature. Compared with Duplex US, FeMRA had 

superior detection of central vein stenosis and arterial disease that correlated with 

outcomes of arteriovenous fistula surgery for haemodialysis. 

In a prospective study of 40 participants who underwent CMR imaging before and an 

average time of 6.4 weeks after AVF creation, a mean increase of 7.4 g (p = 0.02) was 

observed in LV myocardial mass. The changes were more pronounced in high blood flow 

arteriovenous fistulas (15.5 g, p = 0.003). Significant increases in LV end-diastolic 

volumes, cardiac output, and cardiac index were also seen after AVF creation (p < 0.04). 

These data support further investigation of the impact of routine AVF creation in CKD 

patients on clinical outcomes. 

Our results demonstrate that ferumoxytol-enhanced MR angiography is a robust method 

for vascular mapping of patients with advanced CKD with similar or higher yield 

compared with the currently employed imaging techniques. Ferumoxytol’s favorable 

pharmacodynamics allows imaging of predialysis patients without concerns for iodine or 

gadolinium contrast toxicity. 
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QISS   Quiescent interval single-shot 

RA   Radial artery 

RCIA   Right common iliac artery 

RCIV   Right common iliac vein 

REC   Research Ethics Committee 

REIA   Right external iliac artery 

REIV   Right external iliac vein 
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ROI   Regions of interest 

s-IL2R   Soluble interleukin-2 receptor 

SBP   Systolic blood pressure 

SD   Standard deviation 

SI   Signal intensity 

SMC   Smooth muscle cells 

SNR   Signal-to-noise ratio 

SSFP   Steady-state free procession 

TGFß   Transforming growth factor beta 

TLR-4   Toll-like receptor 4 

TNF-α   Tumor necrosis factor-a 

TOF   Time of flight 

U   Units 

US   Ultrasound 

USPIO   Ultrasmall superparamagnetic iron oxide 

USRDS  United States Renal Data System 

VCAM-1  Vascular cell adhesion molecule 1 

VSMC   Vascular smooth muscle cells 
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1.1 Vasculopathy in chronic kidney disease 

1.1.1 Epidemiology and pathophysiology 

Reduced kidney function is a risk factor for cardiovascular disease (CVD) in the general 

population, in part reflecting the close association of CVD risk factors and glomerular 

filtration rate. Population data (Fellström et al., 2005) suggest that even minor kidney 

dysfunction is associated with increased CVD risk.  

Cardiovascular disease is the most common cause of death in patients with chronic kidney 

disease (CKD). The risk of CVD death gradually rises during a renal patient’s timeline 

from the development of CKD to progression to end-stage renal disease (ESRD) and is 

dramatically increased during dialysis (Figure 1-1) (Turin et al., 2012). Cardiovascular 

disease mortality in haemodialysis (HD) patients is 10–20 times greater than in the general 

population (Foley et al., 1998; Levey et al., 1998), whilst transplantation confers the 

highest survival benefit among all the different renal replacement therapies (Figure 1-2).

 

Figure 1-1 Causes of death per eGFR stages.  

Data are adjusted per eGFR stage for age and sex to the WHO world averages in 2000–05. 
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Figure 1-2 Cardiovascular mortality. 

Defined by death due to arrhythmias, cardiomyopathy, cardiac arrest, myocardial infarction, atherosclerotic 

heart disease, and pulmonary oedema in general population (GP; National Center for Health Statistics 

[NCHS] multiple cause of mortality data files International Classification of Diseases, 9th Revision [ICD 9] 

codes 402, 404, 410 to 414, and 425 to 429, 1993) compared with kidney failure treated by dialysis or kidney 

transplant (United States Renal Data System [USRDS] special data request Health Care Financing 

Administration form 2746 Nos. 23, 26 to 29, and 31, 1994 to 1996). Data are stratified by age, race, and sex. 

CVD mortality is underestimated in kidney transplant recipients owing to incomplete ascertainment of cause 

of death. 

In the general population, CVD predominantly relates to underlying coronary artery 

atherosclerosis and is associated with conventional cardiovascular risk factors such as 

diabetes mellitus, hypertension, dyslipidaemia, cigarette smoking and family history. This 

paradigm does not hold true for CKD patients who exhibit a number of risk factors 

associated with pre-existing renal disease. In patients with ESRD sudden, presumed 

arrhythmic, cardiac death rather than myocardial infarction is the predominant mode of 

cardiovascular mortality. Despite the high incidence of sudden cardiac death, surprisingly 

little is known about arrhythmias in ESRD. This reflects the difficulty in capturing short-

lived arrhythmic episodes in asymptomatic patients. 
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The mechanisms underlying the high cardiovascular risk in CKD patients involve various 

pathogenetic mechanisms including excess vascular calcification, endothelial dysfunction, 

and inflammation. 

1.1.1.1 Vascular calcification 

Vascular calcification is observed even in very young patients with CKD, who lack the 

typical cardiovascular risk factors of hypertension, dyslipidaemia, and smoking (Goodman 

et al., 2000; London et al., 2003; Sigrist et al., 2007). All large and medium-sized muscular 

arteries and arterioles can calcify. Although veins hardly ever calcify (unless injured or 

arterialised), calcification has been described within veins used to create new dialysis 

vascular access in patients with CKD, and it is located predominately within the neointimal 

and medial layers (Lee et al., 2012). This difference is probably due to differences in 

mechanical forces and in histologic structure between arteries and veins. 

Vascular calcification is characterised by deposition of calcium phosphate within vessels, 

and is now understood to be an active, cell mediated process, whereby vascular smooth 

muscle cells (VSMC) convert to an osteoblast-like phenotype, releasing matrix and 

inflammatory chemokines. Phosphate is transported into VSMC by sodium dependent 

phosphate co-transporter, Pit-1, and causes osteogenic differentiation by activation of 

transcription factors such as core binding factor a1 (cbfa-1) (Steitz et al., 2001). Uraemic 

serum also causes VSMC osteoblastic differentiation independently of phosphate 

concentration however, and this might be mediated through oxidative stress. For example, 

H2O2 was shown to induce an osteogenic phenotype in VSMC, signalling via Runx2, 

Msx2-wnt, and NOX (Byon et al., 2008). Indeed, even the calcific effects of 

hyperphosphataemia are mediated in part through redox signalling. In a model of uraemic 

vascular calcification using bovine aortic smooth muscle cells, calcium deposition was 

abrogated by inhibition of mtROS production (Zhao et al., 2011). As well as these 

biochemical, hormonal, and iatrogenic elements contributing to vascular calcification in 

CKD, there is deficiency of a number of protective mechanisms. Circulating regulators of 

extracellular calcium such as fetuin A and matrix GLA protein are reduced in CKD (Luo et 

al., 1997), and patients with the lowest levels of these inhibitors have worse cardiovascular 

outcomes. Pyrophosphate depletion causes massive arterial calcification in mice, and levels 

of this inhibitor are reduced by HD. 
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Among CKD patients, there are two types of vascular calcification, with different 

pathogeneses: medial and intimal calcification. Medial calcification seems to be more 

closely associated with HD treatment and its duration and is a powerful and independent 

prognostic marker of all-cause and CV mortality, while intimal calcification is associated 

with generalised atherosclerosis, which is not specifically attributable to HD (London et 

al., 2003). The two processes can coexist in the same patient, and indeed the same vessel, 

and both are associated with CV mortality. In a study of patients with pre-dialysis CKD, 

vascular calcification was assessed by CT of the abdominal aorta and superficial femoral 

artery, and found to be associated with poor renal function and higher pulse wave velocity 

(Toussaint et al., 2008). 

Medial calcification occurs as a result of both a phenotype switch of vascular smooth 

muscle cells to osteoblast–like cells and local inflammation (Vervloet & Cozzolino, 2017) 

(Cozzolino et al., 2006). A number of elements of the uraemic milieu have been shown to 

promote the phenotype change, such as hyperphosphatemia, hypercalcemia, and, possibly, 

high concentrations of parathyroid hormone (PTH). Hypercalcemia and 

hyperphosphatemia both increase the release of matrix vesicles, resulting in the deposition 

of hydroxyapatite. The molecular mechanisms regulating these processes have not been 

completely defined but likely involve the inhibition of target genes by microRNA (Fakhry 

et al., 2018). Medial calcification decreases vascular distensibility leading to increased 

vessel stiffness and an increased pulse pressure. This contributes to the risk of heart failure, 

stroke, or myocardial infarction. Medial calcification also worsens the progression of 

intimal lesions. 

Intimal calcification is secondary to established atherosclerosis. The pathogenesis of 

atherosclerosis appears to be the same in CKD as in non-CKD patients. However, 

mechanisms that contribute to intimal calcification, such as shear stress, local 

inflammation, and the calcification of macrophage and vascular smooth muscle cell-

derived microvesicles are amplified in CKD patients. In addition, the arterial stiffness 

caused by medial calcification likely directly contributes to the shear stress, 

atherosclerosis, and calcification of the intima (Huveneers et al., 2015). The major clinical 

effect of intimal calcification is in the formation and progression of atherosclerotic lesions 

resulting in coronary artery disease, cerebrovascular disease, and peripheral arterial disease 

(PAD). 
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1.1.1.2 Endothelial dysfunction 

The endothelium is the single cell luminal lining of the vascular system and releases a 

variety of factors, which play an important role in regulation of VSMC tone and 

proliferation, inflammatory cell chemotaxis and activation, and platelet activation and 

aggregation. In particular, nitric oxide (NO) produced by endothelial cells diffuses freely 

into VSMC where it activates guanylate cyclase and causes endothelium dependent 

vasodilatation (Figure 1-3) (Ignarro, 1990). 

 

Figure 1-3 Vascular smooth muscle cell relaxation in response to nitric oxide.  

NO is generated from NOS also utilising molecular oxygen whilst producing the by-product L-

citrulline. NO is freely diffusible through cell membranes, and moves from the endothelial cell to the 

vascular smooth muscle cell where it activates G-cyclase. The cGMP which is produced activates 

protein kinases which ultimately lead to release of intracellular calcium and smooth muscle relaxation. 

NO = Nitric oxide, NOS = Nitric oxide synthase, G-cyclase = Guanylyl cyclase, cGMP = cyclic 

guanosine monophosphate. 

Endothelial dysfunction is the earliest step in the cascade of events leading to 

atherosclerosis, and the fundamental feature of this condition is impaired NO 

bioavailability. Endothelial dysfunction is associated with renal failure and contributes to 

the accelerated atherosclerosis in patients with CKD. If perpetuated long enough, 

dysfunction of endothelial cells is followed by their apoptosis, which can finally result in 

functional and structural disintegration of the endothelial cell layer. In patients with CKD, 

ongoing endothelial damage in the capillary system of the renal medulla and 

accompanying vascular rarefaction are thought to be central processes toward progressive 

kidney damage. 
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Exposure of endothelial cells in culture to uraemic serum results in switching to a pro-

atherogenic phenotype. For example, a proteomic analysis showed increased expression of 

proteins relating to inflammation and oxidative stress, such as proteasome components, 

superoxide dismutase and glutathione peroxidase, which probably occurs via NFκB 

signalling (Carbo et al., 2008). Similarly, rabbit aortic endothelial cells cultured in uraemic 

serum show increased NFκB nuclear translocation and DNA binding, reduced NO 

production and increased TNFα production (Feng et al., 2011). In some studies uraemic 

serum was shown to increase endothelial cell proliferation (Monroy et al., 2015; Serradell 

et al., 2003) whereas in other studies reduced proliferation, and rather apoptosis was 

observed (García-Jérez et al., 2015). The effect may depend on the concentration of 

uraemic serum, with proliferation seen at lower concentration, and apoptosis at higher 

concentrations; or to draw a clinical correlation, the effect of uraemia on the vascular 

endothelium may depend on the severity of renal disease. Patients with CKD also show 

reduced differentiation of endothelial progenitor cells (Goligorsky et al., 2010), which may 

reflect reduced capacity for vascular repair. 

Moreover, uraemia and endothelial damage have been shown to up-regulate several 

markers of coagulation, fibrinolysis and endothelial adhesion molecules that enhance 

platelet binding. Finally, damage and subsequent activation of the vascular endothelium 

initiates a cascade of molecular and cellular events that lead to neointima formation and 

stenosis, including vascular inflammation, dedifferentiation of quiescent smooth muscle 

cells (SMC) and increased deposition of extracellular matrix. This is shown in in vivo 

vascular function studies such as flow mediated dilatation (FMD) and venous occlusion 

plethysmography. In one study of 105 patients with CKD, FMD was reduced to 3.8% 

compared to 5.7% in controls (Dogra et al., 2006). In another study of 304 patients with 

CKD not on dialysis, FMD was reduced in a stepwise manner with increasing severity of 

renal impairment (Yilmaz et al., 2011). Similarly, endothelial function measured using 

plethysmography was shown to be reduced in CKD; brachial artery blood flow showed a 

lesser response to metacholine infusion in CKD as compared to controls, whilst response to 

nitroprusside infusion was the same in both groups (Morris et al., 2000).  

Taken together, it has been postulated that endothelial dysfunction represents the earliest 

stage of the development of atherosclerosis and cardiovascular disease, as well as a final 

common mechanism by which conventional and non-conventional cardiovascular risk 

factors exert pathophysiological effect. 
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1.1.1.3 Inflammation 

Chronic low-grade inflammation, as evidenced by increased levels of pro-inflammatory 

cytokines and C-reactive protein (CRP), is a common feature of CKD and may cause 

atherosclerotic CVD through various pathogenetic mechanisms. Evidence suggests that 

persistent inflammation may also be a risk factor for progression of CKD, which may 

result in a vicious inflammation-driven circle. The causes of inflammation in CKD are 

multifactorial. The influence of various comorbidities may contribute to inflammation in 

the setting of progressive loss of renal function. 

Cytokines and pro-inflammatory factors have been shown to play central roles in the 

activation of acute and chronic vascular responses to injury (Igata et al., 2005). For 

example, thrombin secreted by activated platelets adhering to the injured endothelium 

triggers the release of fibroblast growth factors, stimulating SMC mitogenesis and 

chemotaxis. Transforming growth factor beta (TGFß), a pleiotropic cytokine, promotes 

intimal hyperplasia by augmenting neointimal cell proliferation, inducing SMC migration 

and stimulating the secretion of fibrotic extracellular matrix proteins (Pardali et al., 2010). 

Patients with renal disease undergoing HD have a raised inflammatory profile with 

significantly increased high sensitivity C-reactive protein (hs-CRP), serum tumor necrosis 

factor-a (TNF-α), interleukin-1 (IL-1), soluble interleukin-2 receptor (s-IL2R), interleukin-

6 (IL-6), monocyte chemoattractant protein-1 (MCP-1), vascular cell adhesion molecule 1 

(VCAM-1) and intercellular adhesion molecule 1 (ICAM-1), as well as increased 

expression of the pro-inflammatory receptor Toll-like receptor 4 (TLR-4) (de Graaf et al., 

2006; Lobo et al., 2013; Milburn et al., 2013; Papayianni et al., 2002; Smits et al., 2000). 

In addition, inflammation plays a crucial role in calcification. Infiltrating macrophages 

release pro-inflammatory cytokines that drive the influx of lymphocytes and smooth 

muscle cells(Tabas & Bornfeldt, 2016). Cellular microvesicles released from macrophages 

form a nidus for calcification, and macrophage-derived inflammatory regulators contribute 

to the disintegration of elastic fibers and matrix components in the vessel wall, all which 

may promote calcification. 
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1.2 Imaging studies to assess vasculopathy in CKD 

Traditional imaging methods to assess the vasculature may be challenging to apply in 

patients with CKD as they have a higher risk of complications or suboptimal performance. 

These patients may require vascular imaging for various indications similar to the general 

population, but also for indications that are unique in the CKD group. For example, 

vascular imaging is integral part of the evaluation for kidney transplant candidacy 

evaluation and suitability for vascular access creation. 

Evaluation of the aortoiliac vasculature prior to kidney transplantation with CT or MRI can 

be challenging due to the risk of precipitating worsening of the kidney function with 

iodine-based contrast agents, systemic toxicity with GBCAs, poor diagnostic yield with 

non-contrast techniques or blooming artifacts from extensive calcification with contrast-

based techniques. 

Inadequate anatomy of peripheral vessels (smaller arterial diameter, small draining vein) 

before access creation is a risk factor for arteriovenous fistula (AVF) failure. Equally, 

central vein stenosis (CVS) is a complication of dialysis central venous catheters due to 

stagnation of blood, turbulent blood flow during HD and repeated catheterisations 

(Oguzkurt et al., 2004; Schwab et al., 1988) and can compromise AVF maturation. Nearly 

100% of AVFs that fail to mature have an anatomic problem of some type (Beathard, 

Arnold, Jackson, Litchfield, & Lifeline, 2003; Beathard et al., 1999; Nassar et al., 2006) 

and more than one lesions are frequently present when an AVF fails (Beathard, Arnold, 

Jackson, Litchfield, & Physician Operators Forum of, 2003; Nassar et al., 2006). Duplex 

ultrasound (US) is routinely performed for vascular mapping pre-operatively, however it 

cannot directly assess for the presence of CVS. 

1.2.1 Evaluation of the potential kidney transplant recipient 

Kidney transplantation is the treatment of choice for most patients with ESRD. As well as 

improving quality of life, successful transplantation accords major benefits by reducing 

cardiovascular risk in these patients. Despite the drop in the waiting time to a kidney 

transplant over the last decade to an average of two and a half years in the UK, there is still 

a significant shortage of donated organs. This creates a need for thorough assessment of 

potential kidney transplant recipients (KTRs) to optimise usage of the offered kidneys. 
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A large number of potential KTRs with established renal failure have peripheral arterial 

disease and need additional tests to characterise the vessels before placement of a kidney 

graft. Among dialysis patients, 24% have clinical evidence of PAD (e.g., claudication, rest 

pain, or tissue loss), 35% have evidence of an abnormal ankle-brachial index (ABI), and 

nearly 46% have health care claims related to PAD (Jones et al., 2016). Mild claudication 

is typically caused by single-segment disease with development of collateral circulation. 

Severe claudication and critical limb ischemia are associated with multilevel disease. 

Overall survival among ESRD patients who develop critical limb ischemia is less than 

23% at 5 years. PAD was a risk factor for waitlist mortality (HR 1.47, p <0.001) and 

subsequent allograft loss (HR 2.01, p <0.001)(Brar et al., 2013). Patients with progressive 

peripheral arterial occlusive disease experience markedly lower post-transplant survival (5-

year survival 26% vs 80%) and may not benefit from transplantation (Sung et al., 2000). 

Furthermore, the degree of iliac artery calcification increases with length of dialysis prior 

to evaluation and listing (Kahn, Ram, Eberhard, Groselj-Strele, Obermayer-Pietsch, & 

Müller, 2017). However, when compared to remaining on dialysis, kidney transplant in 

patients with PAD was associated with 50% reduction in mortality at 5 years (68.1% vs 

34.5%, p <0.0001). 

Advanced aortoiliac disease is a relative contraindication to kidney transplantation. 

Aortoiliac disease includes the infrarenal segment of the abdominal aorta, common iliac 

arteries, internal iliac arteries, and external iliac arteries, proximal to the inguinal ligament 

or deep circumflex iliac artery. High-grade, calcific stenosis precludes kidney transplant in 

the ipsilateral iliac fossa, if there is an insufficient length of soft artery to allow safe clamp 

placement and anastomosis. Peripheral arterial disease is not only a marker for general 

cardiovascular morbidity but also a risk factor for technical complications. Imaging studies 

with vascular mapping can assess arterial and venous anatomy, thereby establishing 

whether kidney transplantation is possible, whether presurgical procedures are necessary, 

and which is the best surgical technique for each candidate. 

Guidelines in the assessment of potential KTRs with peripheral arterial disease emphasise 

the significance of identification of arterial or venous disease before proceeding to 

transplantation. This is highlighted in the recent Kidney Disease: Improving Global 

Outcomes (KDIGO) guideline on the evaluation of candidates for kidney transplantation 

(Chadban et al., 2020), where they recommend assessment of vascular anatomy and 

patency for these patients. Characterisation of PAD in transplant candidates relies on 
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history, physical examination and imaging studies. History and physical examination will 

identify high-risk patients that warrant further investigations. Potential KTRs with 

clinically apparent PAD should undergo imaging and management of their vasculature in 

consultation with a vascular surgeon before considered for transplantation. For candidates 

without clinically apparent PAD, the ones with risk factors for PAD (e.g., diabetes, tobacco 

use, history of CVD and long-term dialysis dependence) or clinical evidence of limb 

ischemia (e.g., claudication, rest pain, or prior amputations) should be screened for PAD. 

Historically, abdominal radiograph of the abdomen and pelvis to examine for iliac 

calcification is the initial test to assess the burden of arteriosclerosis. A great deal of 

calcification may be indicative of a widespread atheromatous process within the arteries 

and is commonly followed by further imaging studies. Assessment of the severity of PAD 

can be accomplished through lower extremity segmental flow and pressure studies and 

non-invasive duplex evaluation (Chen et al., 2016). Non-contrast computed tomography 

(CT) can provide important information on the degree of proximal iliac artery and aortic 

calcification, which assists with pre-operative planning (Kahn, Ram, Eberhard, Groselj-

Strele, Obermayer-Pietsch, & Müller, 2017). However, CT has reduced accuracy for 

arterial diagnosis in the presence of arteriosclerotic calcification, which is extremely 

common in these patients. Computed tomography angiography (CTA) entails the use of 

iodine-based contrast that may precipitate deterioration in kidney function or even the need 

for renal replacement therapy (Davenport et al., 2013; Parfrey et al., 1989). Similarly, in 

patients receiving maintenance HD, contrast administration has the potential risk of 

accelerating a decline in residual kidney function. Magnetic resonance angiography 

(MRA) in patients with advanced kidney disease using linear chelate gadolinium-based 

contrast agents (GBCAs) has been associated with the rare disease ‘nephrogenic systemic 

fibrosis’ (NSF) (Collidge et al., 2007). Non-contrast-enhanced MRA (CE-MRA), such as 

time-of-flight or phase-contrast techniques, is very time consuming for assessment of 

multidirectional flow with poor signal from deep vascular structures and at the sites of flow 

disturbance. Alternative imaging methods also have drawbacks: for example, Duplex US is 

a potentially useful modality but can be difficult to interpret and is vulnerable to high inter- 

and intra-operator variability and patient habitus. Lastly, this patient group has a higher 

risk of complications from conventional catheter-based x-ray angiography, which is 

usually reserved for use in the setting of possible endovascular intervention or targeted 

angiography when lower volumes of iodine-based contrast medium can safely be used in 

patients with CKD. 
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1.2.2 Vascular mapping before vascular access creation 

The goal of vascular access is to provide reliable, safe, repeated access to the circulation 

with minimal complications. Arteriovenous fistulas are preferred to grafts and central 

venous catheters (CVC) given their long-term patency and lower rate of complications. 

Once a fistula is created, it must develop to the point that it is of adequate size and depth to 

allow successful repetitive cannulation, and that it can provide adequate blood flow to 

support the HD prescription. Arteriovenous fistula maturation is a complex vascular 

remodeling process that requires vessel dilation, marked increases in blood flow rates in 

the feeding artery and draining vein, and structural changes in the vessel walls (Dixon, 

2006). Successful maturation and use of a newly created AVF relies on multiple factors 

including demographic and clinical parameters, anatomical characteristics pre- and post-

operatively, biological predictors of outcome, and practices associated with surveillance. It 

is generally apparent at four to six weeks following creation whether an AVF will mature 

without additional intervention (Asif et al., 2006; Ferring et al., 2014). 

Evaluation of the advanced CKD patient in preparation for the placement of a dialysis 

access is extremely important. Proper patient selection will enhance the opportunity to 

place the proper access type in the proper patient. A major problem with AVFs is the high 

frequency of primary failure as a result of either poor maturation or early thrombosis. 

Thereafter, maintaining AVF patency may be compromised by emergent structural or 

functional problems that may develop during routine use (Badero et al., 2008; Sivanesan et 

al., 1999). Their durability is far from optimal with 1-year primary patency rates of 60–

65% (Tordoir et al., 2003). In a multicentre, observational cohort study of 582 new AVFs 

in 537 patients, only 116 (37.3%) pre-dialysis and 131 (48.3%) dialysis patients were using 

the AVF for HD 1 year after creation (Figure 1-4) (Stoumpos, Traynor, et al., 2019). In this 

study primary patency was defined as the interval from the time of access placement until 

any type of intervention to maintain or to restore patency, access thrombosis, or time of 

measurement of patency; primary assisted patency was defined as the interval from the 

time of access placement until access thrombosis or the time of measurement of patency; 

and secondary patency was defined as the interval from the time of access placement until 

access abandonment, thrombosis, or time of measurement of patency (Sidawy et al., 2008). 

The primary patency at 1 year was 48% (95% CI, 44-52; n=234/582), primary assisted 

patency was 67% (95% CI, 63-71; n=322/582), and secondary patency was 69% (95% CI, 

65-73; n=331/582) (Figure 1-5). In two meta-analyses of AVF patency reports covering 
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>20 years of AVF creation, when primary failure was included in the calculation of 

patency rate, the primary and secondary patency rates were 60-64% and 71-79% at 1 year, 

respectively (Al-Jaishi et al., 2014; Bylsma et al., 2017). As such, AVF dysfunction is one 

of the leading causes of morbidity and mortality among ESRD patients (Bray et al., 2012; 

Feldman et al., 1996). 

 

 

Figure 1-4 A graph chart displaying the natural history of patients' status. 

Patients’ status from the time of AVF creation and up to 1 year of follow-up divided by patients’ status 

at time of AV access creation. A. Predialysis patients. B. Dialysis-dependent patients.                                                                               

AVF, arteriovenous fistula; f/u, follow-up; HD, haemodialysis; KT, kidney transplantation; PD, 

peritoneal dialysis. Reproduced with permission from J Vasc Surg. 69(6):1889-1898 (2019). Copyright 

2018 Society for Vascular Surgery. 
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Figure 1-5 Kaplan-Meier curves for AVF patency.  

A. Primary, primary assisted, and secondary patency of all AVFs. B-D. Patency by AVF type (upper 

arm vs forearm): primary patency (B), primary assisted patency (C), and secondary patency (D). 

Reproduced with permission from J Vasc Surg. 69(6):1889-1898 (2019). Copyright 2018 Society for 

Vascular Surgery. 

The exact pathophysiology of AVF failure is unclear, although the cellular mechanisms 

leading to increased proliferation, migration, and eventually stenosis have common 

pathways including inflammation, uremia, hypoxia, sheer stress, and increased 

thrombogenicity. These pathways work synergistically through shared molecular 

messengers causing excessive intimal hyperplasia and eventually narrowing of the venous 

outflow, ultimately leading to AVF thrombosis (Rothuizen et al., 2013). The stimuli 

responsible for the formation of intimal hyperplasia in AVFs are triggered by vascular 

access surgery as well as trauma of repeated cannulation (MacAskill et al., 2015). 

The term vascular mapping refers to the study and evaluation of the vessels (both arterial 

and venous) in preparation for the creation of a vascular access. Vascular mapping should 

be performed in all patients prior to the placement of an access. Routine preoperative 

mapping results in a marked increase in placement of arteriovenous fistulas (AVF), as well 

as an improvement in the adequacy of forearm fistulas for dialysis (Allon et al., 2001; 
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Ilhan et al., 2013; Silva et al., 1998). Arterial anatomy is of obvious importance; however, 

if there is a vascular problem that is going to interfere with the creation of an AVF, it is 

more likely to be venous than arterial. Evaluation of both is important to success. 

The goals of the arterial evaluation are to identify an artery for the inflow of the AV access 

that is capable of delivering blood flow at a rate adequate to support haemodialysis. With 

the increasing age of the dialysis population and the frequency of diabetes and 

hypertension as comorbidities, arterial occlusive disease is commonly encountered in the 

patient being evaluated for haemodialysis AV access. The use of the chosen artery must 

not jeopardize the viability of the digits and hand. A generally recognised standard for 

arterial diameter does not exist. A minimum arterial diameter threshold of 2 mm is the 

most commonly quoted based on a landmark publication on this subject (Silva et al., 1998) 

showing an increased rate of AVF creation (63 vs 14%) with a lower primary failure rate 

(8 vs 36%) using a radial artery diameter threshold of 2 mm. 

Detailed evaluation of the venous anatomy is an important aspect of vascular mapping in 

preparation for haemodialysis AV access placement. Vascular problems affecting access 

creation are more likely to be venous than arterial. The veins of the extremity are 

frequently the object of the iatrogenic injury as a result of venepuncture or central venous 

access. As with arterial size, a generally recognised standard for vein size does not exist. 

The minimum venous diameter threshold most often quoted is 2.5 mm at the point of the 

anastomosis (Silva et al., 1998). Interestingly, one report involving small groups of patients 

suggests that forearm venous distensibility rather than luminal diameter is a predictor of 

AVF success (van der Linden et al., 2006). 

Different methodologies are currently being used for vascular mapping depending upon 

local practice and expertise. Ultrasound is the most commonly used imaging modality for 

evaluating the vessel anatomy prior to AV access placement and has become the standard 

of practice. It is non-invasive, it has the ability to perform dynamic studies and it does not 

require administration of intravenous radiocontrast. The main disadvantage of US is an 

inability to evaluate the central veins. Angiography may be the preferred method in 

selected patients (those with risk factors for central stenosis, patients with previous failed 

attempts for AV access creation, obese patients, and patients with severe PAD) as it can 

accurately assess central and peripheral vasculature. A disadvantage of angiography lies in 

the need to initiate an intravenous access in the hand to do an optimal study, which is 
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challenging given the lack of intravenous access sites in CKD patients. Also its use has 

been limited, primarily due to concern over the use of radiocontrast in patients with 

residual renal function. 

1.2.3 Vascular access surveillance 

All arteriovenous fistulas should be evaluated after their creation for appropriate fistula 

maturation. The newly created AVF should be examined by an experienced clinician no 

later than four to six weeks after creation to determine if the AVF is clinically usable 

(Saran et al., 2004). As a general rule, at 6 weeks following fistula creation it is generally 

apparent whether a fistula will mature without additional intervention (Asif et al., 2006; 

Ferring et al., 2014). Fistula non-maturation is the most common cause of early fistula 

failure; 30%–60% of newly created fistulas are abandoned because of maturation failure 

(Biuckians et al., 2008; Stoumpos, Traynor, et al., 2019). The most common abnormality 

identified is a juxta-anastomotic stenosis (within 2 cm of the anastomosis), which can 

usually be treated with balloon angioplasty. Occasionally, ligation of collateral veins can 

help mature the fistula by redirecting all the arterial blood into a single venous channel.  

Once matured, AVFs should be examined at each dialysis session and monitored for any 

problems with dialysis. Vascular stenosis is common and can lead to inadequate HD or 

fistula thrombosis if not identified and treated in a timely fashion. Although venous 

stenotic lesions in a mature AVF can develop anywhere within the access circuit, there are 

certain unique sites of predilection, including swing points, the cephalic arch, and at vein 

valves (Badero et al., 2008; Beathard et al., 1999; Hammes et al., 2008). Outflow lesions 

are found almost exclusively in mid-forearm and elbow/upper arm AVF. The development 

of collateral veins is frequent and often preserves flow in the access (Manninen et al., 

2008). 

Swing points are best described as accentuated curves in the AVF or its drainage, natural 

or artificially created (Falk et al., 2003). In a study of 127 cases, the distribution of swing-

point stenosis was equivalent among the various fistulas (brachiocephalic 35.4%, 

radiocephalic 33.9%, and brachiobasilic 30.7%) (Badero et al., 2008). 

The cephalic arch is a unique vascular structure, anatomically and haemodynamically, and 

a particularly problematic area (Kian & Asif, 2008; Rajan et al., 2003). Problems in this 

location are more commonly seen with brachiocephalic AVF than with radiocephalic. In 
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one report (Rajan et al., 2003), a differential of 39 to 2% was documented. This has been 

attributed to differences in flow through the cephalic arch with these two types of access. A 

radiocephalic AVF has less flow through the cephalic arch with the double drainage 

offered by both the basilic and cephalic veins plus the fact that this access tends to have a 

lower flow rate than does an upper arm AVF. Angioplasty of these lesions is associated 

with a high incidence of recurrence, which has been treated with stenting, or alternatively, 

for refractory lesions, surgery. 

Inflow lesions (anastomotic and juxta-anastomotic) affecting the feeding artery are 

commonly encountered in distal radiocephalic AVFs. In a report dealing with a cohort of 

101 dysfunctional AVFs (Asif et al., 2005), 8% were found to have lesions in the feeding 

artery and 21% had stenosis of the arterial anastomosis. There was a higher incidence of 

inflow stenosis for forearm as compared with upper arm AVFs. Others have reported the 

incidence of arterial stenosis in these cases at 6 to 18%. These lesions result in decreased 

blood flow in the access leading to inadequate dialysis (Romero et al., 1986). 

Clinical monitoring and surveillance are currently used to screen for vascular stenotic 

lesions. Clinical monitoring includes routine examination of the fistula, monitoring for 

problems with dialysis and monitoring of Kt/V. Surveillance methods include 

measurement of intra-access flow, assessment of access flow using duplex ultrasound 

(DUS) and measurement of static dialysis venous pressure. 

Because of insufficient evidence, there are no specified recommendations on how often the 

fistula should be evaluated or which additional examinations should be performed. The 

timing and modality of surveillance during the early postoperative period vary greatly from 

centre to centre depending primarily on the centre’s preference and capacity. Angiography 

is the most sensitive and specific imaging modality to identify and characterise stenotic 

vascular lesions, however it is expensive and invasive (Schwab et al., 1988; Windus et al., 

1990). For screening, non-invasive assessment is preferred to first identify fistulas with a 

high likelihood of stenosis. Arteriovenous fistulas with sufficiently abnormal screening 

tests would then undergo diagnostic angiography and, if indicated, treatment. Some centres 

rely on physical examination only, whereas others use DUS to assess maturation status. 

Duplex ultrasound is a simple, non-invasive method to assess the functional and anatomic 

characteristics of a maturing AVF. Theoretically, DUS surveillance has the advantage of 

identifying the causal lesion that leads to AVF maturation failure and assessing its severity. 
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Data suggest that duplex flow measurements may be useful for patients with AVFs 

(Tonelli et al., 2008; Tonelli et al., 2001). However, in a systematic review of four 

randomised trials evaluating access flow-based monitoring in native AVFs (Tonelli et al., 

2008), although DUS surveillance prevented access thrombosis in AVFs (relative risk 0.45, 

95% CI 0.28-0.77), it failed to reduce the rate of access loss. 

1.2.4 Associations between cardiac function and vascular access 

Cardiovascular disease is a well-known predictor of fistula failure to mature (FTM) (Lok et 

al., 2006) but the role of a low cardiac output state before fistula creation has not been 

investigated sufficiently. An inability of the heart to increase the cardiac output following 

fistula creation may lead to hypotension, reduced fistula flow and subsequent failure of 

maturation. 

On the other hand, the creation of an AVF has deleterious cardiac effects (Iwashima et al., 

2002). It is well established that creation of arteriovenous access for dialysis has significant 

effects on both systolic and diastolic function. The AVF adds a low resistance, high-

compliance venous compartment to the central arterial system. It is associated with 

increased blood flow, pulmonary hypertension, and cardiac output. Although usually 

clinically insignificant, the increased cardiac output and blood flow may be so great at 

times that they result in overt cardiac failure (Pandeya & Lindsay, 1999; Sandhu et al., 

2004). This is particularly true if the patient has underlying heart disease and/or the access 

has flows greater than 2,000 mL/min (Basile et al., 2008). Factors associated with AV 

access precipitating heart failure include development of right ventricular dilatation, left 

atrial dilatation, development of atrial fibrillation, male sex, prior vascular access surgery, 

and high AV access flow rate (Reddy et al., 2017). 

1.3 Imaging studies to assess kidney transplant recipient 

candidates 

1.3.1 Abdominal XR 

Plain films of the lower extremity may demonstrate arterial calcification in locations 

consistent with PAD, such as at arterial branch points, or along the mid to distal thigh 

along the course of the superficial femoral artery, or distally in the distribution of the tibial 
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vessels. Aortic calcification is associated with an increased risk for CV events in kidney 

transplant recipients. Studies assessing vascular calcification using lumbar X-ray found 

significant associations of vascular calcification with CV events in KTRs.  

In a retrospective study of 701 KTRs, a high abdominal aortic calcification score acquired 

on dual-energy X-ray absorptiometry (DXA) for routine clinical evaluation of bone density 

was associated with both CV events and overall survival (Benjamens et al., 2018). Similar 

findings were shown in a prospective study of 253 KTRs, where lumbar X-ray was 

performed to score aortic calcifications, which were found to be strongly predictive of 

future CV events (Claes et al., 2013). 

Abdominal X-ray is a useful first step in the imaging workup. However, the images are not 

as detailed and X-ray is inferior in terms of sensitivity and specificity compared to other 

approaches such as CT or MRI. Further imaging studies may be necessary to clarify the 

results of an abdominal x-ray or to look for abnormalities not visible on the abdominal X-

ray. 

1.3.2 Non-invasive vascular function tests 

Non-invasive physiologic vascular studies play an important role in the diagnosis and 

characterisation of PAD of the lower extremity. These studies evaluate the physiologic 

parameters of blood flow through ankle-brachial index, segmental arterial pressures, and 

pulse volume recordings (PVR). Collectively, they comprise a powerful toolset for 

defining the functionality of the arterial system, localising the site of disease, and 

providing prognostic data. Although they do not employ imaging, they remain a critical 

component for a comprehensive radiologic vascular laboratory. 

1.3.2.1 Ankle-brachial index (ABI) 

Calculation of the ABI is a relatively simple and inexpensive method to confirm the 

clinical suspicion of lower extremity arterial occlusive disease. The ABI is the ratio of the 

systolic blood pressure (SBP) measured at the ankle to that measured at the brachial artery. 

Originally described by Winsor (WINSOR, 1950) in 1950, this index was initially 

proposed for the non-invasive diagnosis of lower extremity PAD (Yao et al., 1969). Later, 

it was shown that the ABI is an indicator of atherosclerosis at other vascular sites and can 
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serve as a prognostic marker for cardiovascular events and functional impairment, even in 

the absence of symptoms of PAD (Criqui et al., 1992; McDermott et al., 2009). 

To obtain an accurate ABI, the patient should rest for 15 to 30 minutes prior to measuring 

the ankle pressure. The study starts with measuring the dorsalis pedis and posterior tibial 

artery pressures at the ankle. To calculate the ABI for each lower extremity, the higher 

pressure measured in the lower extremity (dorsalis pedis or posterior tibial artery) is 

divided by the brachial pressure of the arm with the higher pressure. According to the 2011 

American College of Cardiology Foundation (ACCF)/American Heart Association (AHA) 

guidelines, ABI values >1.40 are suggestive of non-compressible calcified vessels, 1.00 to 

1.40 are normal, 0.91 to 0.99 borderline, and <0.90 abnormal (Sibley et al., 2017) (Figure 

1-6). 

 

Figure 1-6 Non-invasive vascular function tests. 

Graphic for interpreting ABI, Duplex waveforms, and PVR waveforms in PAD. 

In a study examining the relationship of ABI with CVD and all-cause mortality among 

CKD patients, a U-shaped association was observed with ABI <1.0 related to risk of PAD, 

MI, composite CVD, and all-cause mortality whereas ABI ≥1.4 was related to clinical 
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PAD (Chen et al., 2016). ABI has been demonstrated to be reliable and correlate with post-

transplant outcomes (Wu et al., 2014). 

1.3.2.2 Segmental arterial pressures 

Once arterial occlusive disease has been verified using the ABI measurements, the level 

and extent of disease can be determined non-invasively and relatively inexpensively using 

segmental limb pressures. Specialized equipment in the vascular laboratory is used to 

obtain blood pressures at successive levels of the extremity, allowing for localisation of the 

level of disease fairly accurately. 

For estimation of lower extremity segmental pressures, the patient is placed in a supine 

position and rested for 15 minutes. Three or four standard-sized blood pressure cuffs are 

placed at several positions on the extremity (Figure 1-7). The pedal vessel (dorsalis pedis, 

posterior tibial) with the higher systolic pressure is used, and the pressure that occludes the 

pedal signal for each cuff level is measured by first inflating the cuff until the signal is no 

longer heard and then progressively deflating the cuff until the signal resumes. The 

pressure at each level is divided by the higher systolic arm pressure to obtain an index 

value for each level. 

A 20 mmHg or greater reduction in pressure is indicative of a flow-limiting lesion if the 

pressure difference is present either between segments along the same leg or when 

compared with the same level in the opposite leg (ie, right thigh/left thigh, right calf/left 

calf). Well-developed collateral vessels may diminish the observed pressure gradient and 

obscure a haemodynamically significant lesion. Successive significant (>20 mmHg) 

decrements in the same extremity indicate multilevel disease. 

As with ABI measurements, segmental pressure measurements in the lower extremity may 

be artifactually increased or not interpretable in patients with non-compressible calcified 

vessels. Patients with diabetes (who have medial sclerosis) or patients with CKD often 

have non-occlusive pressures with ABIs >1.4, limiting the utility of segmental pressures in 

these populations. Pulse volume recordings (which are independent of arterial 

compression) or arterial duplex are preferentially used to evaluate these patients instead. 

 



Chapter 1. 

40 

 

 

Figure 1-7 Typical report of peripheral vascular study. 

 Segmental arterial pressure measurement plus Duplex evaluation of the lower extremity. 

 

1.3.2.3 Pulse volume recordings (PVR) 

A PVR is a graph of the pulsatile change in limb volume from blood flow using constant 

standard pressure. Modern vascular laboratories acquire these tracings using the same 

pressure cuffs used for segmental limb pressure measurement. Volume changes in the limb 

segment beneath the cuff are reflected as changes in pressure within the cuff, which is 

detected by a pressure transducer and converted to an electrical signal to produce an analog 

pressure pulse contour known as a PVR. 

A normal PVR is composed of a rapid upstroke with a sharp peak, a dicrotic notch, and a 

concave-up late diastolic component. Abnormal PVR findings include decreased 

amplitude, a flattened peak, and an absent dicrotic notch (Figure 1-8). Amplitude of less 

than 5 mm from trough to peak has been used as a criterion for diagnosing vascular 

claudication. Abrupt changes in amplitude and contour indicate occlusion between the two 
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levels. Since cardiac output, vasomotor tone, patient movement, and aortic stenosis 

influence PVRs, interpretation of these measurements should be limited to the comparison 

of one extremity to the other in the same patient and not between patients.  

Interpretation of PVRs in combination with Duplex waveforms can also help diagnose 

chronicity of arterial occlusive disease. In acute thrombosis, both the Duplex waveform 

and the PVR waveform are absent or decreased. With the development of arterial 

collaterals, as is seen with chronic occlusive disease, the PVR waveform may be relatively 

preserved compared with the Duplex waveform. 

1.3.3 Ultrasound (US) 

Ultrasound is the mainstay for non-invasive vascular imaging and has gained a prominent 

role in the assessment of the peripheral vasculature. It is used to evaluate the location and 

extent of vascular disease, arterial haemodynamics, and lesion morphology. Ultrasound is 

commonly used in the setting of renal transplantation to evaluate the vasculature pre-

operatively, in the first few hours or days post-renal transplantation, in routine post-

transplant surveillance, and when there is a need for evaluation of graft dysfunction. A 

meta-analysis of 14 studies found that sensitivity and specificity of Duplex US for ≥50% 

stenosis or occlusion were 86 and 97% for aortoiliac disease and 80 and 98% for 

femoropopliteal disease(Koelemay et al., 1996).  

Real-time ultrasonography uses reflected sound waves (echoes) to produce images and 

assess blood velocity. Two US modes are routinely used in vascular imaging: the B 

(brightness) mode and the Doppler mode (B mode imaging + Doppler flow detection = 

duplex ultrasound). The B-mode provides a grayscale image useful for evaluating 

anatomic detail. The quality of a B-mode image depends upon the strength of the 

returning sound waves (echoes), which are attenuated and scattered as the sound wave 

moves through tissue. The identification of vascular structures from the B-mode display is 

enhanced in the color mode, which displays movement (blood flow) within the field. The 

shift in sound frequency between the transmitted and received sound waves due to 

movement of red blood cells is analysed to generate velocity information (Doppler mode). 

Flow toward the transducer is standardised to display as red, and flow away from the 

transducer is blue; the colors are semiquantitative and do not represent actual arterial or 

venous flow. The ratio of the velocity of blood at a suspected stenosis to the velocity 



Chapter 1. 

42 

 

obtained in a normal portion of the vessel is calculated. Velocity ratios >4.0 indicate a 

>75% stenosis in peripheral arteries. 

A normal lower extremity arterial Doppler velocity tracing is triphasic (waveform A, 

Figure 1-8), with a sharp upstroke and peaked systolic component, sharp downstroke, an 

early diastolic component with reversal of flow, and a late diastolic component with 

forward flow. The biphasic arterial Doppler velocity waveform (waveform B, Figure 1-8) 

has a rapid upstroke, sharp peak, and fairly rapid downstroke, with a short period of 

antegrade flow in diastole. Flow is not seen below the baseline. As atherosclerosis 

develops, the elastic and muscular recoil of the vessel wall is lost, resulting in loss of 

forward flow during late diastole, creating a biphasic waveform. A biphasic signal is 

considered abnormal if there is a clear transition from triphasic signal along the vascular 

tree and is seen with single-level arterial occlusive disease. The monophasic arterial 

Doppler velocity waveform (waveform C, Figure 1-8) has a slow upstroke, rounded peak, 

slow downstroke, no flow reversal, and is non-pulsatile. The loss of vascular resistance in 

severe PAD results in the loss of reversal of flow and in the monophasic waveform. 

Monophasic waveforms are always considered abnormal and are seen with multilevel 

obstructive arterial disease. 
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Figure 1-8 Doppler waveforms. 

A. The normal Doppler waveform has a rapid upstroke, sharp peak, rapid downstroke, flow reversal 

and resumption of forward flow. B. The biphasic signal has a rapid upstroke, sharp peak, and fairly 

rapid downstroke, with a short period of antegrade flow in diastole (there is no flow below baseline). C. 

The monophasic Doppler signal has a slow upstroke, rounded peak, slow downstroke, no flow reversal, 

and is non-pulsatile. 

Ultrasound is very convenient, rapid, relatively cheap and it provides precise anatomic 

localisation and accurate grading of lesion severity. It can be done in real time, is non-

invasive, it has no ionising radiation involved and no need for intravenous contrast. Its 

limitations in assessment of kidney transplant recipient candidates include technologist 

dependence, less accuracy in the aortoiliac segments secondary to obesity or bowel gas, 

and the interference of calcification with US assessment of the arterial vasculature. 

1.3.4 Non-contrast CT 

Characterisation of atherosclerotic changes in the iliac vessels is crucial in transplant 

planning. Arterial calcifications can be seen with pelvic x-ray, but CT may be needed to 

better describe the presence, location, size and conformation of calcifications across the 

aortoiliac tree. This is reflected in the recent KDIGO guidelines (Chadban et al., 2020), 

where non-contrast CT of the abdomen and pelvis to evaluate arterial calcification is 
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suggested for patients with clinically apparent PAD, abnormal non-invasive testing, or 

prior vascular procedures. Unenhanced CT provides adequate depiction of calcifications 

and can be safely used in patients with advanced CKD or those on dialysis with residual 

kidney function. It also provides additional information of extravascular structures if 

further surgical interventions are planned, i.e. to assess and plan nephrectomy in patients 

with large polycystic kidneys in order to make space for the transplanted kidney. 

In a prospective evaluation of 114 helical CT scans of pre-transplant candidates with risk 

factors for iliac stenosis, a 29% rate of iliac artery calcification sufficient to preclude 

transplantation was reported (Andres et al., 2003). In another study assessing the degree of 

iliac artery calcifications using CT before kidney transplantation, the calcification 

morphology score of the arterial segment used for anastomosis was independently 

predictive of a higher rate of surgical complexity and delayed graft function (Davis et al., 

2016). Based on these findings, routine pre-transplant CT for estimation of calcification 

could enable selection of the optimal artery for anastomosis in selected groups of patients 

(older, diabetics, with known PAD) and optimise outcomes. 

The utility of non-contrast CT as a prognostic tool is shown in studies assessing the 

vasculature post-kidney transplantation. In a study of 120 incident KTRs without prior 

history of coronary revascularisation who had electron beam CT, 34% had aortic 

calcification, and this was predictive of CV events (DeLoach et al., 2009). In another study 

of 281 prevalent KTRs, coronary artery calcification (CAC) assessed with chest spiral CT 

was a strong independent predictor of CV events (Nguyen et al., 2010). Roe et al. used the 

Agatston method in 112 asymptomatic KTRs and showed that inflammatory markers (such 

as white cell count and CRP) were predictive of coronary artery calcification severity at 

time of transplant, and CAC score predicted CV events and mortality (Roe et al., 2010). 

While unenhanced non-contrast CT of the abdomen and pelvis is an alternative to contrast-

based imaging studies for pretransplant assessment, it has very low contrast discrimination, 

which is suboptimal for evaluation of vessel patency and extravascular structures. This can 

lead to failure to identify critical anatomical findings that could alter transplant planning. 

1.3.5 Non-contrast magnetic resonance techniques 

While non-contrast-enhanced MR angiographic methods, such as time of flight (TOF), 

phase-contrast, and ECG-gated quiescent-interval single-shot (QISS) MRA have been 
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available since the earliest days of MR imaging, prolonged acquisition times and image 

artefacts have generally limited their use in favor of gadolinium-enhanced MR 

angiographic techniques. However, non-enhanced MR angiographic techniques have made 

substantial progress over the last decade and are effectively used for visualisation of the 

coronary (Bi et al., 2006), renal (Coenegrachts et al., 2004), and lower extremity arteries 

(Stafford et al., 2008). Study protocols with more rapid sequencing and efficiency of 

cardiac gating have allowed greater spatial and temporal resolution to be obtained. 

Time of flight MRA is a non-contrast MRI technique that creates vessel and background 

contrast by detecting flow in vessels. Fully magnetised (or unsaturated) blood flowing into 

a perpendicular imaging plane has relatively higher signal intensity than the stationary, 

progressively saturated background spins. Two-dimensional (2D) TOF has been 

established as an accurate method to diagnose peripheral arterial disease. In clinical 

practice, 2D TOF angiography is used for evaluation of tibial and pedal arteries and has 

been shown to be as accurate as conventional angiography for the diagnosis of stenosis and 

occlusion (McCauley et al., 1994; Owen et al., 1992). The main disadvantage of TOF-

MRA is prolonged imaging acquisition times making it difficult for patients, in addition to 

significant artefacts related to saturation bands, turbulent flow, patient motion, or ghosting 

artefacts, which can limit diagnostic accuracy (Leiner, 2005). 

Since the late 1990’s, phase-contrast MR angiography has been used for peripheral MR 

angiography (Reimer & Boos, 1999; Steffens et al., 1997). Phase-contrast MRA is a non-

contrast technique that separates blood flow from the background stationary tissue by 

observing the phase difference between non-zero phase protons of blood and the zero 

phase protons of stationary background tissue (Nesbit & DeMarco, 1997). It has some 

advantages compared to TOF-MRA, such as reduced acquisition times and fewer 

saturation-related artefacts (Leiner, 2005). It has high sensitivity and specificity for 

identifying high-grade stenoses in patients with PAD. For example, coronal 2D phase-

contrast MR angiographic methods for three-station evaluation of the lower extremities—

aortic bifurcation to tibioperoneal trunk—have been used, which resulted in an overall 

acquisition time of 20–30 minutes (Reimer & Boos, 1999). In a study of 115 patients with 

253 atherosclerotic lesions, the sensitivity of phase-contrast MR angiography with this 

protocol was 95%, specificity was 90%, positive predictive value was 90%, and negative 

predictive value was 96% (Steffens et al., 1997). 
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Quiescent-interval single-shot MRA is a non-contrast ECG gated balanced steady state free 

procession (b-SSFP) MRA that has been recently developed for the imaging of PAD 

(Mihai et al., 2011). QISS is a 2D technique that uses saturation pulses to suppress 

background and venous signal followed by the quiescent inflow period where magnetised 

blood enters into the imaging slice. Benefits of this method include shorter acquisition time 

and total imaging time compared to TOF-MRA sequences (Hodnett et al., 2017). In 

addition, QISS uses non-subtractive single-shot image acquisition, which reduces 

sensitivity to patient motion (Edelman et al., 2017; Hodnett et al., 2011). In a study of 21 

patients with advanced peripheral arterial occlusive disease high resolution QISS showed 

high sensitivity (94.1%), specificity (97.8%), positive (95.1%), and negative predictive 

value (97.2%) for the detection of significant (≥50%) stenosis compared with CE-MRA. 

In a comparative study of 53 kidney transplant candidates who underwent US, non-

enhanced CT and non-enhanced MRA, MRA showed low sensitivity in detecting severe 

arteriosclerotic disease and the authors advocate against its use for pre-operative imaging 

before kidney transplantation (Blankholm et al., 2015). 

1.3.6 CT Angiography (CTA) 

With the development of multi-slice computed tomography scanners that increased the 

resolution of the arterial system, CTA allows for anatomic depiction in detail, better 

recipient selection and accurate planning for the vascular anastomosis and placement of the 

renal graft (Andres et al., 2003). Correct perfusion of the graft is one of the keys to a good 

transplantation outcome. During presurgical evaluation of potential kidney transplant 

recipients, it is necessary to rule out alterations in vascular calibre (stenosis or aneurysms) 

and identify calcifications of the aortoiliac territories. Multidetector CT angiography is an 

accurate technique for demonstration of both stenotic and aneurysmal disease, allowing 

definition of the site, grade, and extent of alterations in vascular calibre with substantial 

inter-observer agreement (Catalano et al., 2004; Martin et al., 2003; Willmann & 

Wildermuth, 2005). Although calcific atherosclerosis can be seen with non-contrast CT, 

contrast-enhanced CTA is best to evaluate for associated non-calcified plaque as a 

potential source of inflow disease. Another advantage of CTA is the contrast enhancement 

of incidental tumors, especially renal cell carcinomas, with an approximately 40-fold 

greater prevalence in the ESRD than in the general population (Denton et al., 2002; 

Hughson et al., 1996; Schwarz et al., 2007). However, it is limited by dense calcification, 
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arterial stents, and other implanted objects, such as hip and knee replacement, which 

interfere with the signal of the arterial system. In addition, it does not robustly evaluate 

venous anatomy. This latter limitation is of importance as frequently indwelling femoral 

vein catheters will have been employed and may have resulted in venous stenosis. 

In a study of 179 potential kidney transplant recipients who had pre-operative CTA, 24 of 

152 patients (15.8%) who underwent transplantation had the site of anastomosis influenced 

by CTA findings. From the 43 (24%) pre-dialysis patients included, there were no changes 

in pre-and post-CTA serum creatinine levels and none of the patients required dialysis as a 

result of the CTA (Smith et al., 2012).Until now, the widespread use of CTA in the workup 

of the potential kidney transplant recipient has been limited because of concerns of 

contrast-induced acute kidney injury (CI-AKI), especially in predialysis patients. The risks 

of CI-AKI have been questioned in recent publications (J. S. McDonald et al., 2013; 

Wilhelm-Leen et al., 2017), although this remains controversial. Notably, in a series of 

similar design retrospective studies, McDonald and colleagues examined the rate of AKI in 

the 24–72 hours after intravenous contrast-enhanced CT or non-contrast-enhanced CT 

imaging (J. S. McDonald et al., 2014; McDonald et al., 2015; R. J. McDonald et al., 2013; 

R. J. McDonald et al., 2014). Although diminished estimated glomerular filtration rate 

(eGFR) was associated with an increased risk of AKI and patients who developed AKI had 

higher rates of dialysis and mortality, the occurrence of these outcomes did not differ 

significantly between the contrast and non-contrast groups in these studies. Nevertheless, 

these studies should be interpreted with caution, as despite matching, in a retrospective 

study there may have been bias present in selection of the controls, which may erroneously 

underestimate or even obscure the real effects of contrast medium. 

1.3.7 MR angiography (MRA) 

Since its clinical introduction in the 1990's MRA has become an increasingly important 

tool in the evaluation of the peripheral and renal vasculature (Prince, 1996; Prince et al., 

1997). Traditional contrast-enhanced MRA employs timed, first-pass imaging of a GBCA 

bolus, focused on the arterial or venous territory of interest. For the majority of GBCAs, 

the volume of distribution is the extracellular fluid space, which is quickly accessed after a 

relatively short time within the blood pool; hence, the time window for a vascular phase is 

very short. MRA may also be timed for venous phase imaging at the same setting as the 

arterial imaging (Du et al., 2006). 
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In a comparative study of MRA and digital subtraction angiography (DSA) for evaluation 

of PAD, MRA precisely detected the presence and degree of stenosis (mild, moderate, 

severe), occlusion of the arterial vasculature and the presence of aneurysmal disease 

(Gozzi et al., 2006). In another comparative study of MRA vs CTA in patients with PAD 

before endovascular intervention, both techniques accurately classified disease in the 

aortoiliac and femoro-popliteal segments but CTA performed better in stratifying disease 

in smaller arteries (infrapopliteal segments and runoff arteries) (Cina et al., 2016).  

Despite its clinically utility in identification of PAD, MRI is limited by the concerns 

around development of NSF when linear chelate GBCAs are used, especially in patients 

with advanced CKD. Practitioners are advised against the use of all linear GBCAs in 

patients with acute kidney injury or CKD with an eGFR <30 mL/min/1.73m2. On the other 

hand, although NSF seems not to be a risk with more stable gadolinium agents such as the 

cyclic chelates, residual concerns have constrained use and contrast-enhanced MRA is only 

rarely used for pre-transplant evaluation of potential KTRs. 

1.4 Imaging studies for vascular mapping and 

surveillance 

Creation of vascular access for haemodialysis is a complex process involving a 

multidisciplinary team approach aiming to weigh issues such as life goals and expectancy, 

timelines for dialysis start, risks and benefits of access creation, referral wait times, as well 

as the risk for access complications. Arteriovenous fistulas require an adequate cardiac 

output to deliver required blood flow, an adequate arterial conduit, adequate vein size and 

compliance, as well as unobstructed outflow veins. Arteriovenous fistula failure has 

become more common over the last three decades as the demographics of the dialysis 

population have considerably changed; more patients are older, have diabetes or vascular 

disease and other comorbidities. Hence pre-operative investigations to assess the 

vasculature have been employed aiming to optimise patient selection and fistula outcomes. 

Following successful fistula creation and maturation, problems may occur before or after 

the patient is established on HD and may lead to AVF failure. To minimise these risks, 

AVFs should be routinely monitored to detect potentially treatable causes of failure. 

Monitoring of haemodialysis fistulas usually involves routine clinical assessment or more 

elaborate surveillance programs.  
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Clinical monitoring falls into the following three broad categories: A) Abnormalities of 

physical examination such as fistula limb oedema, alterations in the pulse, thrill, or bruit, 

abnormal pulse augmentation test or failure of the fistula to collapse when the arm is 

elevated, B) Problems noted during the dialysis session, such as difficulty with 

cannulation, aspiration of clots, inability to achieve the target dialysis blood flow, or 

prolonged bleeding from the needle puncture sites and C) An unexplained (>0.2 units) 

decrease in the delivered dialysis dose (Kt/V) on a constant dialysis prescription.  

Fistula surveillance methods require specialised equipment, specially trained staff and 

additional cost. The two major types of access surveillance are: A) Intra-access blood flow 

monitoring, such as the ultrasound dilution technique (Krivitski, 1995) and B) Duplex 

ultrasound, which was primarily used for evaluation of arteriovenous grafts (AVG), but 

data suggest that it may be useful for patients with native AVFs. 

1.4.1 Ultrasound (US) 

The type and site of vascular access placement is predominantly based on patient and 

vessel characteristics. Duplex ultrasound is routinely used to allow proper selection of a 

target vessel with adequate luminal diameter. Peripheral veins can be scarred or damaged 

by previous intravenous catheters. Central venous catheters, pacemakers, or cardiac 

implanted electronic devices can cause stenosis or occlusion of the central, cephalic and 

basilic veins and compromise arteriovenous access creation. Pre-operative evaluation with 

US reduces AVF failures and can reduce surgeries that are unlikely to be successful. 

Although US is of particular benefit when physical examination is insufficient, it has little 

added value when physical examination is satisfactory (Ferring et al., 2008). 

In a comparative study the rate of successfully constructed AVF increased significantly 

from 75% to 97% (p=0.001) when pre-operative US vascular mapping was added to 

physical examination (Ilhan et al., 2013). In another study of 70 patients who underwent 

US assessment of the upper extremity arterial and venous anatomy, US mapping resulted 

in a change in the planned surgical procedure in 31% of patients and a drop in unsuccessful 

surgical explorations from 11% to 0% (Robbin et al., 2000). Wong et al. (Wong et al., 

1996) compared the accuracy of predicting AVF failure by pre-operatively evaluating the 

forearm cephalic vein: positive predictive value was better for US than for physical vein 

palpation (1 vs 0.5), indicating that AVF failure occurred for all veins that were abnormal 
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on the ultrasound scan (defined by a diameter <1.6 mm or a stenosis). Wells et al. (Wells et 

al., 2005) followed 145 patients and found that clinical examination was insufficient in 

27%; ultrasound made a relevant contribution for half of those. Furthermore, Nursal et al. 

(Nursal et al., 2006) studied 70 selected patients who had adequate vessels on physical 

examination and randomised them to have AVF formation on the basis of physical or US 

examination alone. There was no significant difference in terms of immediate or simple 

primary patency at 1 year, however, clinical examination was sufficient in 73% of patients. 

This shows that clinical assessment correctly identifies those patients who benefit from 

further imaging. 

Following successful AVF creation, there are various physiologic processes until the 

outflow vein matures sufficiently to support HD, which if disrupted can lead to fistula 

failure. To promptly identify and correct problems that arise within the maturation process, 

many advocate monitoring of the growing fistula using different tools. Despite limited data 

and conflicting evidence in effectiveness, Duplex US has become the standard of practice 

for fistula surveillance with an increasing number of HD centres implementing fistula 

surveillance programs (Tonelli et al., 2001). In a systematic review of 4 randomised trials 

evaluating flow-based monitoring in native AVF (Tonelli et al., 2008), although blood 

flow screening with Duplex US prevented AVF thrombosis, it did not reduce the risk of 

access loss or extent of use (Tonelli et al., 2008). On the other hand, a single-centre 

randomised trial of 79 patients with fistula stenosis (Tessitore et al., 2006) reported a 

significantly lower fistula failure rate in patients undergoing flow monitoring with pre-

emptive angioplasty or surgical revision than in patients without surveillance. 

Duplex US is readily available, relatively cheap and non-invasive. Its major limitation is 

the relative inability to assess central vein patency, which is crucial in access planning, 

especially in patients at risk of CVS. Central vein stenosis occurs in over 40% of patients 

with previous percutaneous line insertions for dialysis (Taal et al., 2004). Another 

limitation is that the quantification of the amount of calcification in the artery by US can be 

difficult and interpretation somewhat subjective (Hakaim et al., 1998). This is particularly 

true for diabetics with arterial medial calcification lesions, which tend to preserve internal 

luminal diameter but limit the artery's ability to dilate or increase flow rates when a drop in 

outflow resistance occurs after AVF creation. Finally, it is time-consuming and requires 

operator’s skill and experience. 
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1.4.2 Digital subtraction angiography (DSA) 

Central vein stenosis occurs in over 40% of patients with previous percutaneous line 

insertions for dialysis (Taal et al., 2004) and DSA is the gold standard for patients at risk of 

CVS. DSA can detect all haemodynamically significant stenoses (including inflow and 

outflow) and should be performed in addition to Duplex US before endovascular 

intervention in cases in which Duplex US has been used as the initial imaging modality of 

a dysfunctioning access (Doelman et al., 2005). Hyland et al. (Hyland et al., 2008) have 

shown that venography may identify clinically occult veins, which could be used for AVF 

formation and anatomic variants that could affect choice of access site. Patel et al. (Patel et 

al., 2003) found that while the combined use of Duplex US and venography increased the 

number of native AVFs created, paradoxically pre-operative imaging was associated with a 

decreased AVF maturation rate, most likely related to aggressive vein use. 

DSA has the advantages of high spatial and temporal resolution and the ability to intervene 

but is invasive with the risk of vascular injury and stroke, does not provide a three–

dimensional representation of what can be complex anatomy, and requires the use of 

iodinated contrast and ionising radiation. In addition, for optimum results DSA requires 

bilateral venous cannulation with good calibre cannulas to allow rapid injection of contrast 

to opacify the central veins, and this can be challenging in CKD patients. 

1.4.3 MR angiography (MRA) 

MR angiography is an expensive and less readily available technique, which may though 

supplement US, especially in patients with peripheral arterial disease and previous CVC 

insertions who are at increased risk for CVS.  

Contrast-enhanced MRA provides excellent visualisation of both central and upper 

extremity vessels (Laissy et al., 2003; Paksoy et al., 2004). Contrast-enhanced MRA 

accurately detected upper limb arterial and venous stenosis and occlusions prior to AVF 

creation, not detected by Duplex US, that were associated with early failure and non-

maturation in 33% of patients (Planken et al., 2008). In pre-dialysis patients, MR 

venography has been shown to have acceptable sensitivity and specificity when compared 

with conventional venography with good inter-observer correlation regarding imaging 

quality and strategy planning (Menegazzo et al., 1998). 
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In the era of NSF and its association with GBCAs, non-CE-MRA compared to CE-MRA 

was a feasible alternative in patients with ESRD requiring imaging of the upper extremity 

and central vasculature prior to dialysis access creation (Bode et al., 2012). Using 

computer modelling following pre-operative non-CE-MRA, Merkx et al. (Merkx et al., 

2013) predicted arm inflows post-AVF creation. Non-CE-MRA was able to provide 

geometrical details of arterial stenoses, which could assist the vascular surgeon in creation 

of an AVF. 

1.5 Associations between cardiac function and vascular 

access 

The heart is a critical part of the dialysis access circuit, providing the driving force for 

blood flow necessary to meet the demands of the dialysis access. If cardiac function is 

poor, this adversely affects blood flow to the developing AVF, leading to non-maturation 

and fistula failure. This close relationship should be given consideration in dialysis access 

planning. 

On the other hand, creation of an AVF may have deleterious effects on cardiac structure 

and function. In the first report of successful AVF creations for hemodialysis in 1966 by 

Brescia and Cimino (Brescia et al., 1966), the association of AVF and increased cardiac 

output was recognised and it was described as the major disadvantage of the new 

technique. They considered it clinically insignificant, and this was probably true in their 

cohort of young patients receiving dialysis, none of whom had diabetes mellitus or 

vascular disease. Over time, there have been significant changes in the demographics of 

the hemodialysis population, with trends toward increasing age and comorbidity, including 

vascular disease and impaired baseline cardiac function. Nowadays left ventricular 

hypertrophy (LVH) is almost universal in new dialysis patients. Nonetheless, vascular 

access-related cardiac decompensation remains a rare complication, even in patients with 

underlying cardiac dysfunction.  

1.5.1 Cardiac function before vascular access creation 

For an AVF to mature sufficiently to maintain haemodialysis, a blood flow of ≥600 

mL/min is required. An inability of the heart to increase the cardiac output following AVF 

creation may lead to hypotension, reduced fistula flow and subsequent failure of 
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maturation. Despite these associations, the role of a low cardiac output state before AVF 

creation has not been investigated sufficiently. 

At commencement of dialysis, up to 70% of patients with ESRD may have abnormal 

cardiac structure or function (Collins, 2003). According to the 2016 United States Renal 

Data System (USRDS) annual data report, 70% of patients older than 66 years with CKD 

had some form of CVD and 28% of them had heart failure (United States Renal Data 

System, 2016). In a study of 513 patients who received an AVF, the presence of CVD was 

associated with a reduction in primary (hazard ratio [HR] 1.84, 95% confidence interval 

[CI] 1.26-2.67) and secondary AVF survival AVF (HR 2.21, 95% CI 1.38-3.55)(Ravani et 

al., 2004). In a retrospective analysis of 444 incident first-time AVF, coronary artery 

disease was associated with AVF loss (HR 2.1, 95% CI 1.5-3.0) on multivariate analysis 

(Lok et al., 2005). 

1.5.2 Congestive heart failure following vascular access creation 

Creation of an AVF for haemodialysis leads to a localised area of high flow shunting of 

blood from the arterial to venous circulation. This exposes the low pressure, high 

capacitance venous system to the high pressure, low capacitance arterial system. The 

haemodynamic effects after AVF creation include an acute decrease in systemic vascular 

resistance while simultaneously increasing venous return to the heart, thus increasing 

cardiac output (Reddy et al., 2016; Reddy et al., 2017). As the fistula increases in size, the 

functional changes gradually lead to maladaptive structural changes in the heart. The 

increased blood volume result in increased right atrial, pulmonary artery, and left 

ventricular end-diastolic volumes, which initially do not lead to symptoms of congestive 

(or high-output) cardiac failure. Over time, the myocardium decompensates, the left 

ventricle dilates, and the ejection fraction declines, eventually leading to LVH or heart 

failure. Supplemental to these mechanisms, myocardial ischemia, which is caused by an 

imbalance between subendocardial oxygen supply and increased oxygen demand as a 

result of increased cardiac output is also implicated in the development of deleterious 

cardiac effects (Savage et al., 2002). These changes add a significant burden to the pre-

existing LVH, dilatation, and dysfunction caused by the underlying uraemic 

cardiomyopathy as CKD progresses. Patients more susceptible to these effects are the ones 

with pre-existing heart disease and high flow fistulas. Symptoms and signs of heart failure 

may develop weeks or years after AVF creation. 
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Left ventricular hypertrophy is primarily an adaptive remodelling process as a response to 

increased cardiac workload aiming to minimise ventricular wall stress. The development, 

severity, and persistence of LVH are strongly associated with cardiovascular events and 

mortality risk in CKD, especially in patients in the highest tertiles of change in left 

ventricular mass treated with conventional haemodialysis (Zoccali et al., 2004). Despite its 

detrimental effects when present, the impact of LVH regression on mortality remains 

uncertain. London et al. (London et al., 2001) have demonstrated that a 10% decrease in 

left ventricular mass translated into a 28% decrease in risk of cardiovascular mortality over 

a 5-year period. Contrary to these results, Foley et al. (Foley et al., 2000) found that 

improvements in left ventricular mass over a 1-year period after the initiation of dialysis 

were associated with a subsequent reduced likelihood of cardiac failure but not with 

mortality risk. This is explained by the fact that the normal geometry of the left ventricle is 

not restored, and the reduction in mass is a result of the reduction in left ventricular end-

diastolic volume rather than a decrease in wall thickness (Unger et al., 2004). 

The effects of AVF creation on functional and structural cardiac parameters have been 

previously studied. Using cardiac MRI in 24 patients with stage 5 CKD undergoing fistula 

creation, Dundon et al (Dundon et al., 2014) showed a mean increase of 25% in cardiac 

output, 12.7% in left ventricular mass, and 21% in left ventricular end-systolic volumes 6 

months after AVF creation. In another study of 16 patients with CKD who underwent AVF 

creation, significant elevations in cardiac output (15%) and left ventricular end-diastolic 

diameter (4%) were noted immediately after the AVF operation (Dixon et al., 2002). In a 

prospective study of 562 CKD patients, from whom 95 (17%) developed at least one 

episode of pre-dialysis congestive heart failure (CHF), the presence of a functioning AV 

access was amongst the risk factors associated with acute heart failure (OR=9.54, 95% CI: 

4.84-18.81, p <0.001) (Martínez-Gallardo et al., 2012). In a retrospective study of 137 

CKD patients who underwent echocardiography before and a median of 2.6 years 

following AV access creation, 43% of patients developed incident heart failure. From 

these, 75% had heart failure with preserved ejection fraction (HFpEF) (Reddy et al., 2017). 

However, these results should be interpreted with caution, as there was no comparison 

group who did not undergo AV access placement. 

Patients with a fistula blood flow >2 L/min or an upper arm AVF are traditionally at 

increased risk for the development of heart failure (Basile et al., 2008; Martínez-Gallardo 

et al., 2012; Schier et al., 2013; Wijnen et al., 2005). In a prospective study of 96 CKD 
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patients with AVFs, 10 developed high-output cardiac failure after the fistula was placed; 7 

of them had an upper arm AVF (p <0.04) (Basile et al., 2008). Significantly higher blood 

flow rates were seen in the upper arm vs the forearm fistulas (1.58 vs 0.948 L/min). In an 

observational study of 562 CKD patients (Martínez-Gallardo et al., 2012), the incidence of 

CHF was much higher in patients who had a brachiocephalic compared to those with a 

radiocephalic AVF (40 vs 8%). 

The effects of AV access closure in cardiac parameters have been studied in the renal 

transplant population (Unger et al., 2002; van Duijnhoven  et al., 2001), where fistula 

ligation results in significant reductions in both left ventricular end-diastolic diameter and 

mass. In a randomised controlled trial of 54 kidney transplant recipients equally randomly 

assigned to AVF ligation or no intervention, a 15% reduction in left ventricular mass in the 

AVF ligation group associated with a decrease in cardiac output was observed. There was 

a 20% decrease in left ventricle and atrial sizes and a reduction in N-terminal pro-B-type 

natriuretic peptide levels (Rao et al., 2019). In a retrospective study of 797 kidney 

transplant recipients previously undergoing haemodialysis via a fistula or graft, 113 

(25.7%) patients required AV access closure, mostly because of symptoms of CHF. Shunt 

closure resulted in significant symptomatic improvement. The mean blood flow in the 

intervention group was 2,197 mL/min compared with 851 mL/min among patients who did 

not undergo AV access closure (Schier et al., 2013). 

1.6 Ferumoxytol-enhanced magnetic resonance 

angiography (FeMRA) 

1.6.1 Ferumoxytol 

Ferumoxytol (Feraheme; AMAG Pharmaceuticals, Waltham, MA, USA) is an ultrasmall 

superparamagnetic iron oxide (USPIO) particle encapsulated by a semisynthetic 

carbohydrate (Balakrishnan et al., 2009) that prevents redistribution outside the vascular 

space. Ferumoxytol was originally designed as an intravascular contrast agent for MRI 

(Weissleder et al., 1990). However, a strategic decision to license the drug as a therapeutic 

iron supplement eclipsed its use as MRI contrast agent. During the last decade the 

identification of the association of NSF with linear chelate GBCAs in patients with 

advanced CKD has led to renewed interest in ferumoxytol as a contrast agent (Bashir et al., 

2015; Chalouhi et al., 2013; Hasan et al., 2012; Walker et al., 2015). In addition, recent 
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data supporting potential gadolinium retention in patients with normal kidney function 

have generated additional controversies surrounding the use of GBCAs in MRI (United 

States Food and Drug Administration, September 8, 2017). 

Ferumoxytol has high relaxivity at 1.5 T and 3.0 (Knobloch et al., 2018) with advantages 

as a contrast agent for MRA. It is not filtered by the glomerulus but is removed from the 

circulation via macrophage phagocytosis with the remaining iron oxide particles taken up 

by the reticuloendothelial system of the liver, spleen and bone marrow being incorporated 

into body iron stores for red blood cell synthesis. Due to its large molecular weight of 

approximately 750 kD (Balakrishnan et al., 2009), ferumoxytol resides in the blood pool 

and does not diffuse out into the extracellular fluid space. Given its long intravascular half-

life (>14 hours) (Landry et al., 2005), it can potentially be used without the need for bolus 

timing with imaging in a ‘steady state’ when the arterial and venous vasculatures are 

equally enhanced. It also allows for a longer time window for data acquisition, higher 

spatial resolution during the equilibrium phase and repeat imaging, if necessary, with 

negligible loss of intravascular signal intensity (Bashir et al., 2015; Bremerich et al., 2007; 

Ersoy et al., 2004). Early and late phases of ferumoxytol biodistribution are shown in 

Figure 1-9. 
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Figure 1-9 Ferumoxytol biodistribution and diagnostic applications in MRI.  

Ferumoxytol preferentially enhances the intravascular space compared with other tissue 

compartments at less than 15 hours. Reproduced with permission from Radiology. 293(3):554-564 

(2019). Copyright 2019 Radiological Society of North America. 

On the downside, the agent can be present in the blood pool for weeks following 

administration and months in the reticuloendothelial system, potentially complicating the 

appearance of follow-up studies (Storey et al., 2012). Moreover, a susceptibility artefact 

mimicking vascular thrombosis has been described with higher concentrations of 

ferumoxytol (Fananapazir et al., 2014). 

1.6.2 Clinical use 

In June 2009, ferumoxytol was approved for parenteral treatment of iron deficiency 

anaemia in patients with CKD (Macdougall et al., 2014) and in February 2018, a broad 

label was granted across all conditions associated with iron lack in adults who were 

intolerant of, or had an inadequate response to oral iron (Adkinson et al., 2018). The 

labelled method of administration was a single vial consisting of 510 mg in 17 mL, 

administered as fast as 1 mL/s or as fast as 17 seconds. The dosage of ferumoxytol is 

expressed in terms of milligram of elemental iron, with each millilitre of ferumoxytol 

containing 30 mg of elemental iron. Given concerns about possible serious adverse events, 

albeit rare from post-marketing reports, in 2015 the label was modified to include a boxed 



Chapter 1. 

58 

 

warning to highlight the potential for serious adverse events and ways to possibly mitigate 

them. In addition, the approved rate of infusion was changed from the 17 seconds bolus 

administration to at least a 15 minutes infusion for the 510 mg dose. This should be 

administered as an intravenous infusion in 50-200 mL 0.9% sodium chloride or 5% 

dextrose, followed by a second 510 mg dose 3 to 8 days later.  

From published evidence, it became readily apparent that the dose of ferumoxytol was not 

related to the presence or absence of adverse events. Recently a total dose infusion of 1020 

mg at a single administration over ~30 minutes has been proposed, which has the 

advantages of improved ease of administration, improvement in convenience for both 

physicians and patients at decreased cost without a decrement in efficacy or safety 

(Auerbach et al., 2013). In addition, by administering ferumoxytol in one visit, the chance 

for an infusion reaction or extravasation of the intravenous line is halved and multiple 

insurers in USA now approve this improved method of treating iron deficiency (Karki & 

Auerbach, 2019). 

1.6.3 Off-label use 

Despite its imaging properties, ferumoxytol is not yet licensed for clinical diagnostic 

imaging and it is only used off-label. Ferumoxytol has gained appeal as an MRI contrast 

agent in patients with eGFR of less than 30 mL/min/1.73m2 where there is a pressing 

clinical question but no other viable angiographic option. There is an increasing number of 

reports in the literature demonstrating its safe use and utility in both adult and paediatric 

patients with CKD (Bashir et al., 2013; Bashir et al., 2014; Corwin et al., 2016; 

Fananapazir et al., 2017; Luhar et al., 2016; Mukundan et al., 2016; Nayak et al., 2015; 

Sigovan et al., 2012; Stoumpos et al., 2018) (Figure 1-10). It has been used for both 

arteriography and venography and provides excellent visualisation of central and 

peripheral vessels without the confounding effect of dense vascular calcification on 

luminal assessment often seen at CT. 
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Figure 1-10 FeMRA of aortoiliacs. 

A. Iliac vessels with ferumoxytol-enhanced MRA (FeMRA) in a kidney transplant recipient B. FeMRA 

of central vasculature. Reproduced with permission from Eur Radiol. 28(1):115-123. (2018). Copyright 

2017 The Authors. 

The typical dose used for imaging is 20-40% that for iron replacement, therefore the safety 

profile for imaging is more attractive than for iron replacement. In our studies a dose of 3 

mg of ferumoxytol/kg of patient weight was used (up to a maximum of 300 mg) based on 

the results of a dose-finding study (Stoumpos, Hennessy, et al., 2019b). This is much less 

compared to the therapeutic dose of approximately 7.3 mg of ferumoxytol/kg for a 70-kg 

man (or a dose of 14.6 mg of ferumoxytol/kg over 3–8 days). In all cases ferumoxytol was 

diluted to a concentration no greater than 1 part ferumoxytol to 4 parts 0.9% sodium 

chloride. Patients were divided into 13 dose bands according to body weight using 

increments of 5 kg. The dose given within each weight group was rounded up to the dose 

required for the upper limit of the group. The average rounding is a 6% increase in dose 

(range 4-13%) compared to actual dose at the lowest weight of the band. For patients 

exceeding 100 kg, a total dose of 300 mg was administered irrespectively of weight. 

Details of the total dose and infusions volumes administered for each dose band are shown 

in Table 1-1. 
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Weight 

(kg) 

Ferumoxytol 

dose (mg) 

Volume of 

ferumoxytol 

injection 

required to 

prepare 

infusion (ml) 

(1ml of 

solution 

contains 

30mg iron as 

ferumoxytol) 

Volume 

of 0.9% 

sodium 

chloride 

required 

to 

prepare 

infusion 

(ml) 

Final 

prepared 

ferumoxytol 

infusion 

volume (ml) 

Infusions 

1-3: 

Infusion 

volume 

(ml) per 

infusion 

Infusions 

4-5: 

Infusion 

volume 

(ml) per 

infusion 

40-45 135 4.5 18.0 22.5 2.3 7.8 

46-50 150 5.0 20.0 25.0 2.4 8.9 

51-55 165 5.5 22.0 27.5 2.7 9.7 

56-60 180 6.0 24.0 30.0 3.0 10.5 

61-65 195 6.5 26.0 32.5 3.3 11.3 

66-70 210 7.0 28.0 35.0 3.4 12.4 

71-75 225 7.5 30.0 37.5 3.7 13.2 

76-80 240 8.0 32.0 40.0 4.0 14.0 

81-85 255 8.5 34.0 42.5 4.3 14.8 

86-90 270 9.0 36.0 45.0 4.4 15.9 

91-95 285 9.5 38.0 47.5 4.7 16.7 

96-100 300 10.0 40.0 50.0 5.0 17.5 

≥100 300 10.0 40.0 50.0 5.0 17.5 

Table 1-1 Ferumoxytol infusion protocol. 

Ferumoxytol-enhanced MRI has been used in small cohort studies in CKD for a plethora 

of applications. Sigovan et al. (Sigovan et al., 2012) found that FeMRA provided better 

image quality and reduced flow artefacts compared to non-contrast MRA in dialysis 

fistula evaluation, with a much shorter acquisition time (19 vs 270 seconds). FeMRA has 

been used in kidney transplant recipients with graft dysfunction, where steady-state 

imaging was better for evaluation of transplant vasculature compared to first-pass imaging 

(Corwin et al., 2016) and better for detection of graft artery abnormalities compared to US 

(Bashir et al., 2013). When compared with DSA, FeMRA was similarly sensitive and 

accurate in assessing the severity of transplant renal artery stenosis (Fananapazir et al., 
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2017). In a comparative study of ferumoxytol-enhanced versus gadofosveset-enhanced 

MR venography for abdominopelvic and lower extremity venous assessment, there was no 

difference in signal intensity between the two techniques (Bashir et al., 2014). In two 

paediatric cohorts of 30 children with CKD who needed detailed vascular mapping for 

various indications (i.e. vascular access planning or complication, pre- or post-kidney 

transplant evaluation), FeMRA examinations were reported to be diagnostic and safe 

(Luhar et al., 2016; Nayak et al., 2015). Recently it has been used for transcatheter aortic 

valve replacement (Nguyen et al., 2018) and it is currently being tested for detection of 

coronary artery stenosis (NCT02954510). Apart from vascular imaging, ferumoxytol-

based imaging has been successfully used for the delineation of primary pancreatic 

tumours (Hedgire et al., 2014) and as an ionising radiation-free staging method in children 

and young adults with malignant lymphomas and sarcomas (Klenk et al., 2014). In all 

studies FeMRA had good performance with comparable or superior image quality, 

reduced flow artifacts and reduced scanning time compared with conventional DSA and 

non-enhanced or gadolinium-based MR angiography. 

1.6.4 Safety profile 

Since its introduction in clinical practice in 2009, ferumoxytol has an established safety 

profile with no propensity to cause nephrogenic systemic fibrosis or any other long-term 

toxicity (Toth et al., 2017). The rates of adverse reactions in clinical trials and post-

marketing safety data on therapeutic use of ferumoxytol are very low (Auerbach et al., 

2013; Hetzel et al., 2014; Macdougall et al., 2014; Vadhan-Raj et al., 2014). Rates of 

adverse events are similar to those seen with ionic iodinated contrast agents (Toth et al., 

2017) and the more commonly used intravenous iron formulations (Airy et al., 2015; 

Bircher & Auerbach, 2014). Most reported adverse events were mild, transient and 

typically associated with the infusion process, although mild arthralgia or myalgia and 

headaches occurred up to 48 hours post-infusion in one study (Auerbach et al., 2013), 

where 1,020 mg of ferumoxytol was administered over 15 minutes. Serious adverse events 

included hypersensitivity (Schiller et al., 2014; Vadhan-Raj et al., 2014) and hypotension 

(Schiller et al., 2014) with a pooled aggregate rate of anaphylaxis of 0.03% (3/10,425) 

based on published studies (Hetzel et al., 2014; Macdougall et al., 2014; Schiller et al., 

2014; Vadhan-Raj et al., 2014). The main concern has been reported cases of 

'anaphylactic-type’ reactions with rapid therapeutic bolus injections of undiluted 

compound leading to the US Food and Drug Administration (FDA) recommendations for 
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controlled infusion of dilute ferumoxytol (United States Food and Drug Administration, 

2015). 

In March 2015, the US FDA Adverse Event Reporting System reported 79 anaphylactic 

reactions, of which 18 were fatal. These deaths resulted in a black-boxed warning 

(http://www.fda.gov/Drugs/DrugSafety/ucm440138.htm) of rare, but serious 

hypersensitivity reactions including anaphylaxis. Twenty-four percent of these patients had 

multiple drug allergies, and nearly half of these anaphylactic reactions occurred within 5 

minutes of administration. At that time approximately 1 million administrations of 

ferumoxytol had been given. This rate of adverse events is lower than the rates initially 

reported in Phase 2 and 3 clinical trials. New therapeutic prescribing recommendations 

included dilution, infusion over 15 minutes (in contrast to the originally advocated bolus 

injection over 17 seconds), and haemodynamic monitoring up to 30 minutes after infusion. 

Ferumoxytol’s carbohydrate shell is substantially different from prior dextran compounds, 

which diminishes immunogenicity, retards phagocytosis and slows the release of elemental 

iron from the core. Nevertheless, as is the case with all formulations of intravenous iron, a 

varying amount of labile free iron is released upon administration (Jahn et al., 2011). 

Labile free iron release can cause a constellation of symptoms termed a Fishbane reaction 

(acute myalgias, arthralgias, headache, chest pressure, and/or back pain, without clinical 

findings of wheezing, stridor, periorbital oedema, or persistent hypotension) associated 

with intravenous iron infusions (Auerbach & Macdougall, 2017). The published frequency 

of these symptoms ranges from 1 to 3% (Bircher & Auerbach, 2014) and they are self-

limited, resolve without therapy and may be due to complement activation related 

pseudoallergy (Macdougall & Vernon, 2017). However, they are often mistaken for severe 

hypersensitivity with resultant treatment with vasopressors and/or antihistamines, 

converting the minor infusion reaction to a hemodynamically significant serious adverse 

event, ostensibly attributable to the intravenous iron. Rather than true allergy it is most 

likely a chemotoxic phenomenon related to high concentrations of the iron compound 

when infused rapidly interacting with mast cells in the vascular wall (Bircher & Auerbach, 

2014). True, severe hypersensitivity reactions due to mast cell activation are extremely rare 

and occur in fewer than 1:200,000 administrations (Chertow et al., 2006). 

To address concerns about serious adverse events, especially true hypersensitivity, which 

is very rare, AMAG Pharmaceuticals, ferumoxytol's manufacturer initiated a program of 

http://www.fda.gov/Drugs/DrugSafety/ucm440138.htm
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studies to assess safety and efficacy. The largest of these was a 2000 patient double blind, 

randomised comparison of the FDA approved administration of 1020 mg of ferumoxytol 

(two vials) to 1500 mg of ferric carboxymaltose (two vials), also FDA approved 

administration (Adkinson et al., 2018). Both formulations were administered over two 

visits 1 week apart and at five weeks no difference in safety or efficacy was observed. 

A recent report on off-label diagnostic use of ferumoxytol from 11 institutional partners 

worldwide (including our centre), demonstrates no serious adverse events and 83 minor 

acute adverse reactions (<2% of all injections), including hypertension, nausea, flushing, 

backache, pruritus, headache, and vomiting following 4,240 ferumoxytol injections 

(Nguyen et al., 2019a). Common indications included vascular, liver, and tumour imaging 

and evaluation of congenital heart disease (Figures 1-11 and 1-12). 

 

Figure 1-11 Ferumoxytol applications. 

Graph of first-pass and steady-state FeMRA for a wide spectrum of indications (n = 4,240). 

Reproduced with permission from Radiology. 293(3):554-564 (2019). Copyright 2019 Radiological 

Society of North America. 
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Figure 1-12 Spectrum of clinical and research applications varied by institution.  

Three centres (Duke, UCLA, and CSMC) had the widest spectrum of clinical indications. CSMC = 

Cedars-Sinai Medical Center; CHOP = Children’s Hospital of Philadelphia; OHSU = Oregon Health 

State University; UCLA = University of California, Los Angeles; UCSF = University of California, San 

Francisco; UWisc = University of Wisconsin. Reproduced with permission from Radiology. 293(3):554-

564 (2019). Copyright 2019 Radiological Society of North America. 

 

1.6.5 Limitations in ferumoxytol use 

The potential disadvantages of ferumoxytol merit mention. First, administration of 

ferumoxytol may transiently affect the diagnostic ability of MRI and alteration of MRI 

studies may persist for up to 3 months following infusion (Storey et al., 2012). This is the 

case when the higher therapeutic doses are used for iron supplementation. Anticipated MRI 
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studies should be conducted prior to the administration of ferumoxytol. If MRI is required 

within 3 months after ferumoxytol administration, use of T1- or proton density-weighted 

MR pulse sequences to minimise the ferumoxytol effects should be performed; MRI using 

T2*-weighted pulse sequences for iron estimation purposes should not be performed 

earlier than 4 weeks after the administration of ferumoxytol. Ferumoxytol may affect the 

appearances only of certain organs (e.g. liver or bones) and this is not different of what 

happens when intravenous iron (any preparation) is administered for therapeutic purposes. 

Ferumoxytol does not interfere with any other imaging modalities available for diagnosis. 

Once aware of expected changes, radiologists can learn to interpret the images in context 

and without confusion.  

Second, in the steady state, ferumoxytol enhances arteries and veins equally and 

independently of bolus timing. While this attribute can simplify vascular imaging of the 

chest, abdomen, and pelvis (where arteries and veins are readily distinguishable based on 

anatomy), this is not the case in the brain and extremities, and alternative approaches will 

be required for efficient separation of arteries and veins. 

Third, excessive therapy with parenteral iron can lead to excess storage of iron with the 

possibility of iatrogenic haemosiderosis. 

Fourth, cost is an important consideration with any diagnostic agent, and the commercial 

landscape surrounding the diagnostic use of ferumoxytol is complicated. Although 

approved in the United States and Europe to treat iron deficiency anaemia, ferumoxytol is 

only commercially available in the United States at this time and is marketed as a single-

dose 17 mL vial (510 mg of iron). Ferumoxytol is priced as a therapeutic agent, and its 

typical price point (approximately $700 per 17 mL vial) is not realistic for an MRI contrast 

agent (other than for very limited applications). A further complication is the fact that the 

typical dose used for diagnostic imaging is less than a full vial, and any unused product 

must be discarded. 

1.7 Hypotheses and Aims 

Cardiovascular disease is prevalent, associated with traditional and non-traditional 

cardiovascular risk factors and it is the most common cause of death in CKD patients. 

Currently used imaging techniques have limitations in assessing vasculopathy in CKD. 
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Ferumoxytol is a novel, non-nephrotoxic, superparamagnetic contrast agent for MRI, 

which provides an alternative for vascular imaging. 

We are applying ferumoxytol-enhanced MR angiography (FeMRA) in two district groups 

of CKD patients requiring vascular imaging for a) evaluation of the iliac vasculature prior 

to kidney transplantation, b) vascular mapping before arteriovenous fistula creation. In 

both cohorts FeMRA was compared to the currently used imaging technique (standard of 

care). In the second group of patients we have also performed cardiac magnetic resonance 

imaging (CMR) before and after AVF creation to evaluate the effects of AVF creation on 

cardiac structure and function. The study objectives are: 

a. to evaluate the image quality and diagnostic utility of FeMRA compared to 

standard imaging techniques in advanced CKD, and 

b. to establish the most appropriate imaging modality for cardiovascular assessment in 

patients with advanced CKD. 

Our study hypotheses are: 

I. Cohort 1: FeMRA vs CT angiography for the assessment of potential kidney 

transplant recipients 

FeMRA is superior to CT angiography for characterisation of aortoiliac anatomy before 

implantation of a kidney graft because: 

a) FeMRA can robustly evaluate arterial lumen and calcification. For 

assessment of calcification a non-CE-MRI sequence was used. 

b) FeMRA can robustly evaluate venous anatomy due its properties (blood 

pool agent with prolonged half-life) without the need for time-consuming 

venography protocols, or increased contrast and radiation doses. 

c) FeMRA can identify venous abnormalities that may affect transplant 

planning and the site of kidney graft implantation. 
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II. Cohort 2: FeMRA vs Duplex US for vascular mapping before haemodialysis 

arteriovenous fistula creation 

FeMRA is superior to Duplex US for vascular mapping before arteriovenous fistula 

creation because: 

a) FeMRA can robustly evaluate central arterial and venous vasculature. 

b) FeMRA can assess arm vasculature more accurately as images can be 

reformatted and vascular sections can be visualised in multiple levels. 

c) FeMRA can identify central vessels pathology that may affect vascular 

access planning and the side of AVF creation. 

d) FeMRA can better predict AVF outcome. 

III. Cohort 3: Effects of haemodialysis arteriovenous fistula creation on cardiac 

structure and function 

a) Creation of an AVF contributes to maladaptive cardiovascular remodelling. 

b) Left ventricular (LV) mass and other cardiac parameters (LV end-diastolic 

volumes, LV end-systolic volumes, LV ejection fraction, cardiac output, 

and LV global longitudinal strain) change significantly following AVF 

surgery. 

c) Changes in structural and functional parameters are associated with changes 

in cardiac biomarkers [N-Terminal-pro B-type Natriuretic Peptide (NT-

proBNP) and high-sensitivity Troponin I]. 

d) These changes are directly associated with the AVF blood flow and are 

more prominent in high flow fistulas. 

e) Changes in cardiac parameters occur early (within weeks) after AVF 

surgery. 
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2.1 Study design 

We performed a series of prospective single-centre studies to investigate the clinical utility 

of ferumoxytol-enhanced MRA in phenotyping the vasculature of patients with CKD. 

These studies were registered in ClinicalTrails.gov (NCT02997046 - 

https://clinicaltrials.gov/ct2/show/NCT02997046?term=ferumoxytol&draw=11&rank=64) 

and approved by the institutional review board [Research Ethics Committee (REC) 

reference: 16/NS/0099]. The full study protocol is available at 

http://dx.doi.org/10.36399/gla.pubs.215112. All patients provided written informed 

consent for the FeMRA studies and inclusion into our research protocols. The risks and 

benefits were explained by an attending physician who was present throughout all MRI 

studies. 

2.1.1 Study population 

For all studies patients with advanced kidney disease older than 18 years with eGFR of < 

15 mL/min/1.73m2 were recruited from the renal clinics. 

For the preliminary feasibility and dose finding studies, the evaluation of the use of 

ferumoxytol as a new potential clinical service was approved by the Clinical Governance 

Committee of the Diagnostics Directorate of NHS Greater Glasgow & Clyde. The 

regional Research Ethics Committee ethics officer was consulted and confirmed that 

formal ethics committee approval was not required. Nevertheless, as this was an off-label 

use of the agent, informed consent was obtained from all subjects. Investigations were 

performed between 1 December 2015 and 1 August 2016. 

In the feasibility study CKD patients requiring vascular imaging prior to wait-listing for 

kidney transplantation were included. Criteria for vascular imaging included intermittent 

claudication, known PAD with previous angioplasty or revascularisation procedure or leg 

amputation, extensive disease in other vascular beds, and the presence of risk factors for 

PAD (diabetes, smoking, hypertension, obesity). In some instances, patients had FeMRA 

in addition to prior conventional CTA if the clinician felt that additional investigation was 

required to characterise the vessels before placement of a kidney graft. These were usually 

patients who had blooming artefacts from dense calcifications on initial CTA. Dialysis 

https://clinicaltrials.gov/ct2/show/NCT02997046?term=ferumoxytol&draw=11&rank=64
http://dx.doi.org/10.36399/gla.pubs.215112
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patients were included if there was evidence of extensive vascular calcification or they 

had residual renal function with a risk of accelerated decline in function after CTA. 

The dose-finding study was performed to optimise our protocol before the main 

comparative studies. In the dose-finding study CKD patients were referred for FeMRA if 

the clinician felt that an angiogram was required for one the following indications: 

characterisation of the aortoiliac vasculature prior to wait-listing for kidney 

transplantation, investigation of renal artery stenosis or to assess PAD. In all patients, 

standard contrast-enhanced imaging techniques were avoided due to potential risks of CI-

AKI or NSF. 

For the comparative studies, CKD patients requiring vascular imaging as part of kidney 

transplant assessment or mapping before creation of an autogenous upper arm AVF were 

recruited between 12th December 2016 and 30th August 2018. We compared FeMRA 

with standard imaging techniques in assessment of vascular anatomy with an emphasis on 

imaging quality and diagnostic accuracy. The primary end-point of the comparative 

studies was the identification of clinically significant anatomic characteristics or lesions. 

Multiple cross sections of various vascular beds were obtained with currently used 

imaging techniques and compared with matched sections obtained with FeMRA in a 

blinded fashion. Patients were selected from those referred for vascular assessment prior 

to listing for a kidney transplant or prior to AVF creation for haemodialysis and were 

divided in 2 groups. The first group (group A) included patients who had CTA of 

abdominal and aortoiliac vasculature performed for pre-transplant assessment. The second 

group (group B) included patients who had US vascular mapping performed before AVF 

creation for HD. Patients in the second group also had CMR at baseline and 6 weeks after 

AVF creation. Cardiac magnetic resonance imaging was performed to assess changes in 

cardiovascular anatomical and functional parameters (LV mass and volumes, LV ejection 

fraction, cardiac output etc.) associated with physiological responses to fistula creation. 

As part of the study patients in the second group also had AVF blood flows measured with 

Duplex US at 6 weeks following fistula creation as a surrogate for clinical maturation. 

2.1.2 Inclusion and exclusion criteria 

All adult patients with advanced CKD attending the renal clinics were eligible for 

participation in the studies and were screened using outpatient clinics lists. Main inclusion 
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criteria included: a) anticipated ability to comply with study procedures and b) ability to 

provide informed consent. For some of the studies, extra inclusion criteria apply, which are 

described separately in each study’s Methods section. 

Exclusion criteria were a) life expectancy ≤6 months, b) frail, elderly patients with 

multiple or serious co-morbidities (doctor’s discretion), c) pregnancy, lactation or women 

of childbearing potential not willing to use effective contraception for the duration of the 

study, d) standard contra-indications to MRI: the presence of certain metallic objects in the 

body (e.g. non-MRI compatible cardiac pacemaker, artificial joints, previous cranial 

surgery with ferromagnetic clips, metal fragments in eye, etc.) and severe claustrophobia, 

e) history of allergic reaction to any intravenous iron product, known hypersensitivity to 

excipients, asthma, eczema, atopy, patients with immune or inflammatory conditions (e.g. 

systemic lupus, rheumatoid arthritis), any conditions associated with iron overload (e.g. 

haemochromatosis, chronic liver disease, or blood disorders requiring frequent blood 

transfusions), and known history of multidrug allergy and f) any other reason considered 

by a study physician to make subject inappropriate for inclusion.  

2.1.3 Study procedures 

The MRI, CT and US scans were performed at a single site, at Queen Elizabeth University 

Hospital research scanners in Glasgow. Participants were provided with a patient 

information sheet (PIS) and given at least 24 hours to consider their response before 

consent is taken and a screening visit is performed to check their eligibility by all the 

criteria. 

MRI studies were performed on a 3.0 T Prisma MRI scanner (Magnetom, Siemens 

Healthineers, Erlangan; Germany) with phased-array imaging coils using a standardised 

protocol. The imaging protocol was similar to that of standard MRA studies with GBCAs. 

The FeMRA was scheduled at a suitable date and time - usually within 2-4 weeks after 

signing the consent form. For patients on HD, scans were scheduled on non-dialysis days. 

For practical reasons, the scans (clinical and research) were booked on the same day. There 

was not a minimum elapsed time recommended between MRA and CTA as they are using 

different contrast agents that are not interfering with each other’s imaging quality. 

Standard imaging tests took place as part of the routine clinical care, which involves CTA 

for pre-transplant assessment when indicated and Duplex US vascular mapping for all 
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patients before AVF creation. All these tests are part of our standard care, and results are 

available for clinical use. However, FeMRA images were not available to clinicians or 

study investigators unless there was a finding that could threaten the participant’s health 

(e.g. impending rupture of pseudoaneurysm). 

The participants remained in the study in person up to the completion of the study 

investigations. This was one day for the patients in group A (for the day of their FeMRA 

scan) and 6-12 weeks for the patients in group B (up until their second CMR). No patients 

were withdrawn from the study after enrollment, and they remained in the study for the 

entire duration of the follow up, which was 2 years. Follow up involved regular review of 

the medical records for identification of any outcomes of interest. Their images remain 

available for review after the end of the study. 

2.1.4 MRI protocol 

2.1.4.1 Ferumoxytol-enhanced MRA 

Patients underwent MRA with ferumoxytol administered in an appropriate setting under 

supervision of trained medical personnel and were observed for a minimum period of 30 

minutes following termination of ferumoxytol infusion. Ferumoxytol dosage was based on 

body weight on the day of scanning. All patients were imaged in the supine position.  

2.1.4.2 Cardiac MRI 

Cardiac magnetic resonance imaging was performed before contrast administration in 

patients in group B at baseline and 6-12 weeks later depending on the time interval 

between the baseline scan and the arteriovenous fistula surgery. Cardiac MR was not part 

of the comparative studies between standard imaging techniques and FeMRA but served to 

assess the cardiac effects following creation of a non-physiologic shunt to facilitate 

haemodialysis. 

2.1.5 Ferumoxytol administration 

Ferumoxytol was infused intravenously through a 22-gauge intravenous catheter placed in 

the antecubital fossa of either arm. In all cases ferumoxytol was diluted to a concentration 

no greater than one part ferumoxytol to four parts 0.9% sodium chloride. Ferumoxytol 
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infusions were delivered by an MRI compatible infusion pump for precise control over 

infusion rates, which were set at 1 ml/second of diluted ferumoxytol (equal to 6 mg/second 

of elemental iron) followed by 20 ml of 0.9% sodium chloride at a rate of 1 ml/second. The 

dose of ferumoxytol administered was estimated by pilot studies (feasibility and dose-

finding studies), which were performed in advance of the comparative studies. 

Patients were instructed to immediately alert the operator should they have any discomfort 

at any time and were continuously monitored by pulse oximeter (measuring both heart rate 

and oxygen saturation) while in the MRI scanner and had blood pressure measured before 

and after infusions. Care was taken to ensure that the total cumulative dose was not 

administered in less than 20 min. 

2.1.6 Study flow charts 

The study flow, study visits and study procedures charts for the different cohorts are 

shown below: 
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Figure 2-1 Study flow chart. 

Recruitment process, study visits and outcomes of interest. 
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Figure 2-2 Study visits chart for the two cohorts. 
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GROUP A 

STUDY VISIT Screening visit Visit 1 

 
At clinic after 

notification 
2-4 weeks after consent 

Informed consent X  

Doctor check inclusion/exclusion 

criteria X  

Demographics X  

Medical history X  

Medications X X 

Allergies X X 

Body weight  X 

Pregnancy test (for women who 

may be pregnant)  X 

FeMRA#  X 

CTA*  X 

#Only if eligible after screening 

*Standard clinical care 

Table 2-1 Study procedures for the pre-transplant assessment cohort (group A). 
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Table 2-2 Study procedures for the vascular access mapping cohort (group B). 

 

2.2 Feasibility study 

2.2.1 Baseline data 

Age, gender, aetiology of ESRD and co-morbid conditions [including estimation of the 

Charlson Comorbidity Index (CCI) scores] were recorded. Charlson Comorbidity Index 

quantifies an individual’s burden of disease and corresponding 1-year mortality risk 

(Charlson et al., 1987) and has been shown to be an independent predictor of mortality in 

patients with CKD (Pugh et al., 2016). The rationale for using this index was to examine 

whether our study population is representative of our highly co-morbid HD population. We 

GROUP B 

STUDY VISIT Screening visit Visit 1 Visit 2 

 -1 to -4 weeks -1 to -4 weeks -3 to +3 days 

Informed consent X   

Doctor check 

inclusion/exclusion criteria X   

Demographics X   

Medical history X   

Medications X X X 

Allergies X X X 

Body weight  X X 

Pregnancy test (for women 

who may be pregnant)  X  

FeMRA#  X  

CMR*  X X 

Duplex US^  X X 

Blood samples$  X X 

# *Only if eligible after screening 

^1st scan as part of standard clinical care, 2nd scan to assess AVF maturation (research) 

$To test biomarkers of cardiac function (NT-proBNP and high-sensitivity Troponin I) 
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also retrieved data on the last serum creatinine prior to FeMRA and calculated the eGFR 

using the six-variable Modification of Diet in Renal Disease (MDRD) formula (Levey et 

al., 1999). 

CTA examinations were reviewed for patients who had had both imaging modalities 

performed as part of their assessment, and served as the reference standard for comparisons 

with FeMRA. Direct comparisons of predefined cross-sections of various vascular beds 

were performed to visually assess image quality. The CT and MR images were interpreted 

separately and the observer was blinded to patient identity, clinical findings and findings of 

the other imaging study. 

2.2.2 Ferumoxytol dose and image acquisition 

A total dose of 4 mg/kg of ferumoxytol (Feraheme; AMAG Pharmaceuticals, Inc., 

Cambridge, MA, USA) was delivered up to a maximum of 300 mg administered in four 

equally divided controlled infusions until the full standard dose was delivered. 

Pre-contrast imaging was performed for morphological assessment. First-pass, breath-hold 

imaging with a dynamic contrast-enhanced technique was performed 15–20 seconds after 

delivery of the first infusion. These three-dimensional (3D), T1-weighted ultrafast spoiled 

gradient echo sequences were also obtained after each subsequent infusion and were 

considered first-pass (arterial phase) images. Further T1-weighted spoiled gradient echo 

sequences were used to obtain steady-state breath-hold (1 mm isotropic) and non-breath-

hold higher spatial resolution (0.5 mm isotropic) abdominopelvic images after the first and 

each subsequent infusion until the full dose had been reached – each imaging initiated 3 

minutes after contrast administration. 

Average scan duration was approximately 45 min. 

2.2.3 Data analysis 

Both arterial and venous structures were assessed. The examined arteries included 

abdominal aorta, coeliac artery, superior and inferior mesenteric arteries, renal arteries, and 

common, external and internal iliac arteries. The examined veins included inferior vena 

cava, renal veins, common, external and internal iliac veins, and common, superficial and 

deep femoral veins in the upper thigh. Visual assessment of the subjective image quality 
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was performed independently by two radiologists (M.H and G.R.) with 5 years and >20 

years of experience, respectively, in cardiovascular MR imaging. 

Image quality was assessed following administration of the full cumulative dose and was 

rated on a scale of 1–4 (1: non-diagnostic; 2: poor definition such that only gross features 

such as overall patency are evaluable; 3: good definition such that pathology can be 

confidently visualised or excluded; 4: excellent definition such that detailed anatomy is 

clearly visualised with sharp borders for all vessels) with respect to the abdominal aorta, 

the inferior vena cava and the common, external and internal iliac arteries and veins. The 

same vessels were used for comparisons with CTA studies. Interobserver agreement was 

calculated using weighted kappa statistics (< 0.2: poor agreement; 0.2–0.4: fair agreement; 

0.41–0.6: moderate agreement; 0.61–0.8: good agreement; 0.81–1.0: very good 

agreement). The IBM SPSS Statistics Package (version 22.0; SPSS, Inc., Armonk, NY, 

USA) was used for all analyses. 

2.3 Dose-finding study 

2.3.1 Baseline data 

Age, gender and aetiology of ESRD were recorded. We retrieved data on last haemoglobin 

and serum creatinine prior to FeMRA and calculated the eGFR using the Chronic Kidney 

Disease Epidemiology Collaboration (CKD-EPI) equation (Levey, Stevens, Schmid, 

Zhang, Castro, Feldman, Kusek, Eggers, Van Lente, Greene, Coresh, & Collaboration), 

2009). All patients were weighed on the day of the scan to calculate the doses of 

ferumoxytol given. 

2.3.2 Ferumoxytol dose and image acquisition 

A total dose of 4 mg/kg of ferumoxytol was delivered up to a maximum of 400 mg 

administered in 4–7 (median 4) divided controlled infusions (aliquots) until the maximum 

dose was delivered. The infusion time for each aliquot ranged up to 18 seconds depending 

on body weight and volume of the infusion. These aliquots were delivered with a minimum 

interval of 5 minutes between them to allow time for planning and different imaging 

components to be performed; thus, the total dose was delivered over a minimum of 20 

minutes. 
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A full range of angiographic sequences was performed depending on the clinical 

indication; however, for the purposes of this study, the relevant one was a T1-weighted fast 

low-angle shot (FLASH) sequence of aortoiliac vasculature. This sequence was performed 

before giving contrast and 60 seconds after each aliquot of the diluted ferumoxytol was 

administered without changing the imaging field-of-view between sequences. 

Average scan duration was 30 minutes. 

2.3.3 Signal-to-noise and contrast-to-noise ratios 

Signal-to-noise ratio (SNR) is a generic term, which in radiology is a measure that 

compares the level of a desired signal (i.e. reflecting actual anatomy) to the level of 

background noise (i.e. random quantum mottle). In MRI the signal-to-noise ratio is 

measured frequently by calculating the difference in signal intensity between the area of 

interest and the background (usually chosen from the air surrounding the object). In air, 

any signal present should be noise. The difference between the signal and the background 

noise is divided by the standard deviation of the signal from the background - an indication 

of the variability of the background noise. For data acquired through MRI, this 

quantification is typically used to allow comparison between imaging hardware, imaging 

protocols and acquisition sequences. In this context, SNR is conceptualised by comparing 

the signal of the MRI image to the background noise of the image (Parrish et al., 2000). 

Contrast-to-noise ratio (CNR) is a measure used to determine image quality. It is defined 

as the difference in signal intensity (SI) between different tissues, divided by the 

background noise. The amount of lesion contrast relative to the amount of noise (mottle) is 

the key determinant of the visibility of a given lesion. Improving the CNR increases the 

ability to distinguish between two areas of clinical interest. This can be achieved by 

increasing lesion contrast or reducing the amount of noise or by a combination of these two 

methods. 

Both metrics are equally important to dictate image quality especially when there is a 

significant bias in an image. For example if an image has high intensity but its features are 

washed out by the haze, it may have a high SNR, but will have a low CNR metric. 
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2.3.4 Data analysis 

Images were analysed using OsiriX MD (Pixmeo). For quantitative analysis, signal 

intensities within the vessel lumen were measured using the regions of interest (ROI) 

placed in the abdominal aorta (AA), inferior vena cava (IVC), psoas muscle, intra-

abdominal fat, liver and spleen that were cloned (in terms of position and size) across the 

acquisitions. An ROI was placed in air outside of the imaged body for noise calculation. 

The target ROI size was a minimum of 1 cm2. If this size could not be achieved in small 

vessels, the largest practical ROI area for that vessel was assessed. Mean signal intensity 

(SI; arbitrary units, U) following each dose increment was recorded from all ROIs except 

those placed in air, from which the standard deviation (SD) was recorded. Contrast-to-

noise and signal-to-noise ratios were calculated. Correlation analyses between CNR and 

SNR in the AA and IVC and ferumoxytol dose were performed. Assessment of the CNR 

and SNR was performed independently by two radiologists with 5 years and > 20 years of 

experience, respectively, in cardiovascular MR imaging. Following analysis of all images, 

discordances were adjudicated by discussion and consensus reached. 

Descriptive statistics are expressed as means ± SD or numbers and percentages. Four 

quadratic regression models were used to plot the relationship between cumulative doses of 

ferumoxytol and CNR and SNR change within AA and IVC, respectively, and estimate the 

regression coefficients. The open-source statistics environment R (version 3.4.3; The R 

Foundation) was used for statistical analysis (R Development Core Team, 2017). 

2.4 FeMRA vs CTA for assessment of kidney transplant 

candidates 

2.4.1 Inclusion criteria 

Patients with planned imaging of abdominopelvic vasculature as part of pre-transplant 

assessment were included in this study if they fulfilled the standard criteria mentioned in 

detail earlier in Methods. 
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2.4.2 Baseline data 

Age, gender and aetiology of ESRD were recorded. Haemoglobin and serum creatinine 

prior to FeMRA were checked and eGFR calculated (Levey, Stevens, Schmid, Zhang, 

Castro, Feldman, Kusek, Eggers, Van Lente, Greene, Coresh, & Ckd, 2009). 

2.4.3 CTA protocol 

CTA of the aortoiliac segments was performed using a standard protocol with a 320-

detector row CT scanner (Canon/Toshiba, Aquilion One Vision edition; USA). Images 

were obtained with 100kVp after injection of 100cc of high iodine concentration contrast 

(Omnipaque 350) followed by 50mL 0.9% sodium chloride flush injected at a rate of 

4mL/second using an automatic power injector. 

2.4.4 Ferumoxytol dose and image acquisition 

Ferumoxytol was infused intravenously at a dose of 3mg/kg (up to a maximum of 300mg) 

based on preliminary data from feasibility (Stoumpos et al., 2018) and dose-finding 

(Stoumpos, Hennessy, et al., 2019a) studies. 

For detection of arterial calcification, a specific MRI sequence [3D free-breathing 

(StarVIBE) FLASH] was performed before ferumoxytol administration. Gray-scale 

inversion of the maximum intensity projections (MIP) rendered the arterial calcifications 

as bright structures to facilitate comparisons with CTA. For analysis of the vessels, high-

spatial-resolution 3D acquisitions were obtained after administration of the full dose of 

ferumoxytol. The imaging parameters for the StarVIBE and the post-contrast MRA 

acquisitions are available in Table 2-3. 
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 FeMRA StarVIBE 

Repetition time 2.88 msec 4.18 msec 

Echo time 1.04 msec 2.46 msec 

Flip angle 20 degrees 2.5 degrees 

Slice thickness 1.0 mm 1.2 mm 

Voxel dimensions 1.0 x 1.0 x 1.0 mm 1.2 x 1.2 x 1.2 mm 

Field of view 400 x 325 mm 462 x 462 mm 

Acquisition time 18 sec 4 min 30 sec 

Signal averages 1 1 

Bandwidth 300 Hz/pixel 720 Hz/pixel 

Parallel imaging acceleration factor 3 N/A 

Table 2-3 Pulse sequence parameters for the T1-weighted high-resolution 3D acquisitions. 

Average scan duration was 15 minutes and patients were observed for a minimum of 30 

minutes following termination of ferumoxytol infusion. 

2.4.5 Data analysis 

Steady-state MIP images of aortoiliac vasculature were analysed using the Horos image 

viewer (version 3.0; LGPL 3.0). CTA images were synchronized with FeMRA images 

using anatomical landmarks and prespecified arterial and venous vascular cross-sections 

(3 of each) were selected for comparative analysis. These circular cross-sections were 

placed in the infra-renal AA, right common iliac artery (RCIA), right external iliac artery 

(REIA), IVC, right common iliac vein (RCIV) and right external iliac vein (REIV) (Figure 

2-3). 
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Figure 2-3 Anatomical sections used for analysis. 

Schematic representation of arterial and venous sections selected for comparative analysis after 

synchronisation of CTA and StarVIBE/FeMRA 

Regions of interest were drawn on each cross-section to estimate the a) arterial diameter, 

b) vein diameter, c) area of calcification (if present) and d) signal intensity. Vascular 

calcific morphology (eccentric or intimal vs concentric or medial) was also assessed 

(Figure 2-4). For estimation of arterial and vein diameter, a ROI was drawn across the 

perimeter of the vessel to include the wall and lumen. In non-circular vessels, the 

maximum estimated vessel diameter was used for analyses. For quantification of arterial 

calcification, a ROI was drawn on the outer limits of the calcified plaque and the area was 

measured in mm2 using the bone window in CTA and a predefined window in StarVIBE. 

For quantitative signal analysis, signal intensities within the vessel lumen were measured 

using the ROI technique. 
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Figure 2-4 Method for the comparative analysis. 

 Arterial and venous vascular cross-sections used for analysis. Panel A. Arterial cross-sections at the 

level of infra-renal abdominal aorta (AA), right common iliac artery (RCIA) and right external iliac 

artery (REIA) used for comparisons between CTA and StarVIBE/FeMRA. Regions of interest (ROI) 

were drawn for estimation of arterial diameter, area of calcification and signal intensity. Note the 

consistency in the presence and conformity of calcifications between CTA and StarVIBE and the 

intraluminal filling defects in FeMRA, which correspond to calcified plaques. Panel B. Venous cross-

sections at the level of inferior vena cava (IVC), right common iliac vein (RCIV) and right external 

iliac vein (REIV) used for comparisons between CTA and FeMRA. ROI were drawn for estimation of 

vein diameter and signal intensity. 

Two independent readers assessed the FeMRA (new technique) and a third reader the 

CTA (standard technique). After establishment of the cross-sections analysis 

methodology, a training dataset of 10 clinical scans (not used in final analysis) performed 

as part of the previously reported feasibility study (Stoumpos et al., 2018) was used to 

calibrate the measurements between readers. To assess intra-reader agreement for the 

FeMRA, both readers repeated the analyses within a time interval of >30 days to avoid 

recall bias. 

In addition, visual assessment of the FeMRA and CTA images was performed 

independently by two surgeons with 5 years and >20 years of experience as independent 

first operators, respectively, in kidney transplantation. Maximum intensity projection 



Chapter 2. 

86 

 

images and cross sections of aortoiliac vessels were systematically evaluated to determine 

the arterial inflow, calcification and venous drainage. Based on the anatomical findings 

each surgeon commented on whether the preoperative plan for arterial and venous 

implantation was influenced by the findings, the necessity for further tests or 

revascularization procedures before proceeding to transplant listing, and if a definitive 

decision for transplant listing could be made relying on the scan. 

The sample size was calculated using the identification of clinically significant venous 

lesions as the primary end-point. We made the assumption that FeMRA will identify vein 

abnormalities in 15% of patients, which will not be picked up by CT. Based on this 

assumption, then one would need to study 30 patients to show a significant difference 

between tests using chi-squared test, to achieve statistical power of 80% and probability of 

type 1 error of 5%. To include a rate of suboptimal scans that are difficult to interpret of 

15%, the recruitment target was increased to 35 subjects. 

Descriptive statistics are expressed as means ± SD or absolutes and percentages. Values of 

arterial calcification were log-transformed to normalize their distribution and were 

analysed as continuous variables. Interclass correlation coefficients (ICC) with 95% CI 

using two-way mixed effects models were performed to test intra- and inter-reader 

consistency of agreement. ICC was interpreted as follows: < 0.40 poor, 0.40–0.59 fair, 

0.60–0.74 good, ≥0.75 excellent (Cicchetti, 1994). Comparisons of vessel diameter, area 

of calcification and signal intensity were performed between FeMRA and CTA. For all 

variables, mean differences (and 95% CI) were estimated and Bland-Altman plots(Bland 

& Altman, 1986) of inter-reader variability were created.  

The Stata Statistics Package (Stata/SE, version 15.0; StataCorp LLC, USA) was used for 

all analyses. A p-value of < 0.05 was considered significant. 

2.5 FeMRA vs Duplex US for vascular mapping before 

vascular access creation 

2.5.1 Inclusion criteria 

Additional inclusion criteria to the ones mentioned earlier in Methods were: a) planned 

surgical creation of an autogenous upper-extremity fistula and b) current treatment with 
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maintenance HD or anticipated treatment with maintenance HD within 6 months after 

planned AVF creation surgery. 

2.5.2 Baseline data 

Age, gender, aetiology of ESRD and previous AV access procedures or central venous 

catheterisations were recorded. Haemoglobin and serum creatinine prior to FeMRA were 

checked and eGFR calculated (Levey, Stevens, Schmid, Zhang, Castro, Feldman, Kusek, 

Eggers, Van Lente, Greene, Coresh, & Ckd, 2009). 

2.5.3 Mapping technique 

Veins were evaluated for diameter, patency, compressibility (Duplex US only), thrombus, 

course, side branches, depth from the skin surface, and linear length for future 

cannulation. The sites and length of any venous stenosis and the sites and sizes of vein 

branches were recorded. Venous mapping was performed with and without a venous 

pressure tourniquet in place. Arterial evaluation included measurement of the luminal 

diameter, patency, presence of inflow or outflow disease, calcifications (Duplex US only), 

and anatomic variants. Central arteries and veins were only assessed with FeMRA for the 

presence of stenosis or occlusion. 

For comparative analysis arterial and venous vascular cross-sections (4 of each) were 

selected at specified locations. These circular cross-sections were placed in the radial 

artery (RA) at wrist, mid-forearm and elbow, brachial artery (BA) at elbow, cephalic vein 

(CV) at wrist, mid-forearm and elbow, and basilic vein (BV) at elbow (Figure 2-5). 

Internal diameter measurements of the arteries and veins, as well as depth of the anterior 

wall of the vein to the skin surface, were performed with FeMRA and Duplex US. In non-

circular vessels, the maximum estimated vessel diameter was used for analyses. For 

estimation of vein diameter, the measurement obtained with the tourniquet was used as 

this is thought to more closely approximate to the size of the arterialised vein after fistula 

formation (Lockhart et al., 2006). 
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Figure 2-5 Method for the comparative analysis. 

Comparative analysis using arterial and venous vascular cross-sections. Panel A. FeMRA high-

resolution steady-state (HRSS) coronal and transverse sections of the arm at the level of wrist, mid-

forearm and elbow. Regions of interest were drawn for estimation of arterial and vein diameter and 

vein depth from skin surface. Panel B. Transverse images at the elbow used for comparisons between 

FeMRA and Duplex US. Panel C. The additional information obtained from MIP coronal FeMRA 

images is crucial in access planning. HRSS coronal and transverse views of very small calibre basilic 

and cephalic veins throughout the entire length of the arm. Note that the brachial artery and 

concomitant brachial vein bundle (BB) lies in an intramuscular position (left). HRSS transverse view 

of good calibre cephalic vein (CV), which was incomplete in its length along the forearm draining into 

a very tortuous and small calibre collateral vein (C) on coronal view (right). 

2.5.4 Ultrasound mapping 

Duplex US mapping of bilateral upper extremities was performed in real-time using a 

Philips iU22 color duplex scanner (Philips Healthcare, Bothell, WA, USA) with a 5–17 

MHz broadband linear-array transducer (Phillips L17-5). The patients were seated in front 

of the operator with the forearm resting on a stand.  

Diameters of the radial artery, brachial artery, cephalic vein, and basilic vein at the arm 

and forearm level were measured according to a set protocol. Blood flow measurements 

were performed with the angle between the Duplex beam and blood vessel axis between 

450–600, and the Duplex gate was set to cover the entire luminal cross-section. Transverse 
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views were used for assessment of vessel diameter and longitudinal views for blood flow 

and calcifications. Images of the relevant gray scale, color, and spectral Doppler 

waveforms were recorded and archived. Average Duplex US duration was 25 minutes for 

mapping of both arms. 

2.5.5 FeMRA mapping 

To reduce scanning time only one arm was assessed, unless there was uncertainty on the 

side of AVF creation, in which case both arms were scanned. The patients were positioned 

supine in the magnet with the arms lying alongside the body. The arm of interest was 

placed as close to the magnet center as possible, and the other arm was placed close to the 

side of the magnet bore. For imaging of the central vasculature, upper and the lower arm, 

we used different overlapping fields of view to minimise image distortion. For analysis of 

the vessels, high-spatial-resolution 3D FLASH acquisitions were obtained 2 minutes after 

administration of the full dose of ferumoxytol. The imaging parameters for the post-

contrast MRA acquisitions are available Table 2-4. 
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Repetition time 2.88 msec 

Echo time 1.04 msec 

Flip angle 20 degrees 

Slice thickness Central vessels: 1.0 mm 

Upper arm: 0.7 mm 

Forearm: 0.6 mm 

Voxel dimensions Central vessels: 1.0 x 1.0 x 1.0 mm 

Upper arm: 0.7 x 0.7 x 0.7 mm 

Forearm: 0.6 x 0.6 x 0.6 mm 

Field of view Central vessels: 320 x 400 mm 

Upper arm: 300 x 480 mm 

Forearm: 180 x 400 mm 

Acquisition time 18 sec 

Signal averages 1 

Bandwidth 300 Hz/pixel 

Parallel imaging acceleration factor 3 

Table 2-4 Table Pulse sequence parameters for the T1-weighted high-resolution 3D acquisitions 

Ferumoxytol was infused intravenously at a dose of 3mg/kg (up to a maximum of 300mg) 

based on preliminary data from feasibility(Stoumpos et al., 2018) and dose-finding 

(Stoumpos, Hennessy, et al., 2019b) studies. To minimise susceptibility effects, 

ferumoxytol was diluted in sodium chloride 0.9% (1:4 dilution factor) and was delivered 

by an MRI-compatible infusion pump for precise control over at least 15 minutes. 

Average scan duration was 20 minutes (or 30 minutes for both arms) and patients were 

observed for a minimum of 30 minutes following termination of ferumoxytol infusion. 

2.5.6 Algorithm to predict AVF outcome 

As part of routine clinical practice, most patients in our center have pre-operative Duplex 

US vascular mapping before AVF creation. The surgeons creating the fistulas had this 
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information available, however were blinded to both the FeMRA and Duplex US mapping 

that were performed separately as part of the study.  

Based on accepted anatomical criteria for AVF creation (Sidawy et al., 2008; Silva et al., 

1998), an algorithm was formulated to predict AVF outcome relying on mapping findings 

(Figure 2-6). The parameters included in the algorithm were a) vessel diameter, b) 

patency, and the presence of c) arterial disease or d) central stenosis. A minimal arterial 

diameter of 2.0 mm and a venous diameter of 2.5 mm were predictive of a successful 

AVF outcome. Arterial or venous stenosis or occlusion and the presence of arterial disease 

were predictive of poor outcome. Stenosis was defined as reduction of the luminal 

diameter of ≥50% and occlusion as complete absence of any flow signal. Arterial disease 

was defined as extensive calcification or monophasic flow on Doppler US, and thready 

arteries with luminal interruptions on FeMRA. Subclavian artery and central vein stenoses 

were predictive of poor outcome in the unilateral arm. For brachio-cephalic fistulas, 

cephalic arch stenosis was also predictive of poor outcome. 

 

 

Figure 2-6 Predictive algorithm of fistula outcome. 

Algorithm used to predict arteriovenous fistula outcome based on anatomical parameters evaluated 

with Duplex US and FeMRA mapping. 
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2.5.7 AVF outcome 

We determined AVF clinical maturation using criteria for usability during dialysis. 

Successful use was defined as clinical use of the AVF with two needles for at least 75% of 

dialysis sessions over a minimum continuous period of 30 days. For patients not on 

dialysis at the end of follow-up, US criteria for AVF maturation at 6 weeks (600 mL/min 

blood flow, 6 mm diameter, and < 6 mm depth from the skin (Vascular Access 2006 Work 

Group, 2006)) were used as a surrogate of maturation. 

2.5.8 Data analysis 

Two independent readers assessed the FeMRA (new technique) and one reader the Duplex 

US (standard technique). To assess intra-reader agreement for the FeMRA, both readers 

repeated the analyses within a time interval of >30 days to avoid recall bias. 

The sample size was calculated using the identification of clinically significant anatomic 

characteristics or lesions as the primary end-point and data from previous studies 

reporting 9-16% angiographically proven CVS in patients undergoing dialysis (Oguzkurt 

et al., 2004; Wang et al., 2015). We made the assumption that the difference in 

identification of peripheral vascular lesions is less than for the central pathologies, and we 

hypothesised that FeMRA will identify approximately 7% more lesions compared with 

US. Based on this assumption, then one would need to study 412 peripheral vascular 

sections in total (52 patients, 8 sections examined for each) to show a significant 

difference between tests using chi-squared test, to achieve statistical power of 80% and 

probability of type 1 error of 5%. To include a rate of suboptimal scans that are difficult to 

interpret of 15%, the recruitment target was increased to 59 subjects. 

Descriptive statistics are expressed as means ± SD or absolutes and percentages. Interclass 

correlation coefficients with 95% CI using two-way mixed effects models were performed 

to test intra- and inter-reader consistency of agreement and Bland-Altman plots (Bland & 

Altman, 1986) of inter-reader variability were created. ICC was interpreted as follows: < 

0.40 poor, 0.40–0.59 fair, 0.60–0.74 good, ≥0.75 excellent (Cicchetti, 1994). Three 

binomial logistic regression models were created with successful AVF outcome as the 

dependent variable and age, sex, and Duplex US mapping (model 1), or FeMRA central 

and peripheral mapping (model 2) or FeMRA peripheral mapping (model 3) as the 
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independent variables. Sensitivity, specificity, positive and negative predictive values 

were used as additional measures of the performance of each diagnostic test. 

The Stata Statistics Package (Stata/SE, version 15.0; StataCorp LLC, USA) was used for 

all analyses. A p-value of < 0.05 was considered significant. 

2.6 Changes in cardiac parameters following 

arteriovenous access creation 

2.6.1 Baseline data 

Baseline data were the same as described in the ‘FeMRA vs Duplex US for vascular 

mapping before vascular access creation’ study. Information on the history of diabetes 

mellitus, hypertension, ischemic heart disease, peripheral arterial disease was obtained 

from case records. In addition, study participants had biomarkers of cardiac function (NT-

proBNP and high-sensitivity Troponin I) checked at baseline and follow-up visits. 

2.6.2 Study procedures 

All participants underwent two CMR; the first at baseline and the second 6-12 weeks later 

depending on the time interval between the first CMR and fistula surgery.  

All scans were performed following a standardised protocol. Clinical history and blood 

tests were performed at the time first and second CMR. Analyses of CMR derived LV 

mass and chamber volumes were performed by a research fellow trained in CMR 

reporting. At follow-up, the investigator was blinded to results of the baseline scan. 

Brachial artery flows 6 weeks after AVF surgery were assessed independently using 

Duplex US. Serum NT-proBNP was measured by immunoassay (Elecsys® 204 proBNP, 

Roche Diagnostics). 

2.6.2.1 Cardiac magnetic resonance imaging protocol 

All CMR studies were performed on a 3.0 T Prisma MRI scanner (Magnetom, Siemens 

Healthineers, Erlangan; Germany). Images were obtained at end-expiration. Cardiac 

magnetic resonance imaging was part of a complex protocol including angiography of the 

great and arm vessels following CMR, hence only the left heart chambers were assessed to 
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shorten scanning time. Volumetric and functional analyses were performed using steady-

state free procession (SSFP) sequences of the left atrium and ventricle (Maceira et al., 

2010). 

CMR images were retrospective electrocardiogram (ECG)-gated true fast imaging with 

steady-state free precession (TrueFISP). CMR sequences were performed during 

expiratory breath holding, to assess atrial area and ventricular structure and function (25 

phases per cardiac cycle; repetition time 2.7 msec, echo time 1.4 msec, flip angle 60 

degrees). Long-axis reference views were used for positioning 8–12 perpendicular LV 

short-axis slices from the level of the mitral valve to the LV apex. The short axis section 

thickness was 6 mm, with short-axis intersection intervals of 4 mm.  

Analyses were performed by one trained CMR-reporting research fellow with utilisation of 

offline specialised software (CMR42, Circle Cardiovascular Imaging Inc., Calgary, 

Canada). We utilised a single reader to avoid inter-reader variability. The reader reviewed 

the baseline and follow-up scans at random order and was blinded to patients’ 

demographic and clinical data.  

Ventricular endocardial and epicardial contours were manually outlined at end-diastole and 

systole to permit calculation of ventricular volumes and myocardial mass by Simpson’s 

method. Stroke volumes, ejection fractions and cardiac output were derived from these 

measurements and were also indexed to body surface area. The left atrial area was derived 

from the traces of left atrial at end-systole in both the horizontal long-axis and vertical 

long-axis plane taken at atrial end-diastole, immediately prior to mitral valvular opening. 

Ventricular short axis images were utilised for LV assessment, with epicardial and 

endocardial LV contours manually traced at diastole (start of the ECG R-wave) and at 

systole (determined by the timing of the smallest ventricular cavity size). As per standard 

CMR protocol, myocardial trabeculations and unattached papillary muscles were not 

ascribed to the left ventricular cavity. The basal LV slice was determined to be that slice 

where at least 50% of the cavity was surrounded by ventricular myocardium, and the apical 

slice was defined as the most apical slice still containing intra-cavity blood pool. A similar 

assessment of basal LV slice was then undertaken at systole; with the overall number of 

LV short axis images typically 1-2 slices less at end-systole, due to the well-recognized 

phenomenon of ventricular shortening associated with systolic contraction (Myerson et al., 

2002). If the aortic valve appeared in the basal slice at diastole or systole, only the intra-
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cavity volume up to the level of the aortic valve was included as a component of the 

ventricular volume, as per accepted protocol. The methodology of LV mass assessment is 

shown in Figure 2-7. 

Cardiac output and cardiac index were derived from aortic flow. Using the coronal scout 

image, the imaging plane was placed perpendicular to the direction of flow several 

centimetres above the aortic valve at the level of bifurcation of the main pulmonary artery. 

The velocity encoding value was chosen just above the anticipated maximum velocity (1.5 

m/sec in normal individuals and higher in aortic valve disease). Velocity measured at each 

voxel across the vessel was integrated over the cross-sectional area of the vessel and then 

integrated over the cardiac cycle (Pennell, 2010). 

 

Figure 2-7 Cardiac magnetic resonance technique. 

Images of left ventricle: Short axis image of the left ventricle taken at baseline (a), and following six 

weeks in the same patient following arteriovenous fistula creation (b). A tracing of the endocardial and 

epicardial border (c) and associated volumetric short axis stack representing methodology of left 

ventricular mass assessment (d). 
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2.6.2.2 Duplex US for brachial artery flow 

The brachial artery flow rate and volume ipsilateral to the AVF was also quantified 

utilising Duplex US, which was performed the same day as the second CMR (6-12 weeks 

after the baseline scan).  

Duplex US mapping of the fistula arm was performed in real-time using a Philips iU22 

color duplex scanner (Philips Healthcare, Bothell, WA, USA) with a 5–17 MHz 

broadband linear-array transducer (Phillips L17-5). The patients were seated in front of 

the operator with the fistula arm resting on a stand.  

Diameters of the feeding artery, anastomosis, outflow vein, brachial artery diameter, flow 

rate and volume (in mL/min) were measured according to a set protocol. Blood flow 

measurements were performed with the angle between the Duplex beam and blood vessel 

axis between 450–600, and the Duplex gate was set to cover the entire luminal cross-

section. Transverse views were used for assessment of vessel diameter and longitudinal 

views for blood flow and calcifications. Arteriovenous fistulas were classified according 

to their volume in two groups; the high flow group (≥ 600 mL/min) and the low flow 

group (< 600 mL/min). The threshold of 600 mL/min was used as a surrogate of 

maturation based on the “rule of 6s” in fistula assessment at 6 weeks (Group, 2006). 

Thrombosed fistulas with no visible flow on Duplex US were excluded from analysis. 

2.6.3 Study outcomes 

The primary outcome was change in CMR derived LVM. Secondary outcome measures 

included changes in left ventricular end-systolic and end-diastolic volumes, left atrial 

volume, LV ejection fraction, cardiac output, cardiac index, brachial artery flow (ipsilateral 

to AVF), LV global longitudinal strain, septal thickness, NT-proBNP and high-sensitivity 

Troponin I. 

2.6.4 Data analysis 

The sample size was calculated based on data from a single-arm pilot study, where CMR 

was undertaken at baseline, and prior to and 6 months following AVF creation (Dundon et 

al., 2014). In that study, arteriovenous fistula creation was associated with an increase in 
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cardiac output, dilation of all cardiac chambers and significant increase in LV mass of 

12.7% (p < 0.01). Based on the increment in LV mass as the primary end point, power 

calculations indicated that approximately 40 subjects would provide a 13% increase in the 

LV mass following AVF creation. This would deliver statistical power of 80%, at a two-

sided alpha level of 0.05. 

Descriptive statistics are expressed as mean and standard deviation or median and 

interquartile range for continuous measures as appropriate, and percentages are reported 

for categorical variables. Independent sample t-tests and Pearson χ2 analysis were 

conducted to determine the differences in baseline characteristics. The change in LV mass 

and other cardiac parameters between the first and second scans were compared for the 

total population and between the two groups by use of the independent t-test. Two-sided 

tests were performed for all analyses, and the level of significance was set at p < 0.05. For 

the analysis of pre-AVF versus post-AVF differences, the Δ between initial and subsequent 

measurements was calculated for each person. The mean Δ was compared between the 2 

groups with an unpaired t-test. Wilcoxon rank-sum and Wilcoxon signed rank tests were 

used for comparisons when the data were non-normally distributed. All statistical analyses 

were conducted with Stata/SE Statistical Software, version 15.0 (StataCorp, College 

Station, Tex).
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3.1 Introduction 

Kidney transplant candidates often require accurate assessment of their vascular anatomy 

before being wait-listed for transplantation. Conventional vascular imaging techniques are 

often problematic in kidney disease patients due to associated risks, invasiveness and 

imprecision. Ferumoxytol has potential as an MRI contrast agent in assessing the 

vasculature. 

The aim of this a study was to test the feasibility and utility of ferumoxytol-enhanced 

MRA in assessing the arterial and venous vasculature in patients with advanced kidney 

disease due for transplant listing. This is a report of our preliminary experience in 20 

patients with severely impaired renal function or on dialysis who underwent ‘off-label’ 

FeMRA for vascular evaluation prior to being wait-listed for kidney transplantation. 

3.2 Methods 

Patients with advanced kidney disease requiring aorto-iliac imaging as part of pre-

operative kidney transplant candidacy assessment underwent FeMRA. All scans were 

performed for clinical indications where standard imaging techniques were deemed 

potentially harmful or inconclusive. Image quality was evaluated for both arterial and 

venous compartments. 

3.3 Results 

A total of 20 patients had FeMRA as part of their preoperative kidney transplant 

assessment. Eight (40%) were haemodialysis patients. The mean age was 61.2 [SD 11.5] 

years, 85% were men and 60% were diabetic. All patients had a high burden of co-

morbidity and only one patient did not have diabetes, documented atherosclerotic vascular 

disease or heart failure. Nineteen (95%) patients had a high CCI (greater than 2) and, of 

those, 50% had a very high CCI (greater than 4) (Table 3-1). In four patients, arterial 

vascular anatomy had been examined with CTA prior to FeMRA. 
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Age, mean (SD) 61.2 (11.5) 

Male sex, n (%) 17 (85.0) 

Cause of ESRD 

Diabetes, n (%) 

Renovascular, n (%) 

Othera, n (%) 

Unknown aetiology, n (%) 

 

9 (45.0) 

4 (20.0) 

4 (20.0) 

3 (15.0) 

Comorbidity 

Diabetes, n (%) 

Vascular diseaseb, n (%) 

Heart failure, n (%) 

           None of the above, n (%) 

 

12 (60.0) 

16 (80.0) 

3 (15.0) 

1 (5.0) 

Charlson comorbidity index (CCI) score 

            CCI 1-2, n (%) 

            CCI 3-4, n (%) 

            CCI ≥5, n (%) 

 

1 (5.0) 

9 (45.0) 

10 (50.0) 

eGFR at time of scanc, mL/min/1.73m2; mean (SD) 

Dialysis, n (%) 

<15, n (%) 

15-29, n (%) 

14.0 (4.5) 

8 (40.0) 

8 (40.0) 

4 (20.0) 

a Glomerulonephritis (n=2), autosomal dominant polycystic kidney disease (n=1), 

congenital renal dysplasia (n=1) 

b Coronary artery disease, cerebrovascular disease, peripheral vascular disease 

c Excludes 8 patients on dialysis   

SD, standard deviation; ESRD, end-stage renal disease; eGFR, estimated glomerular 

filtration rate; CT, computed tomography. 

Table 3-1 Demographic and clinical characteristics of feasibility study. 

 

All subjects completed first-pass and steady-state MRA acquisitions with ferumoxytol 

enhancement. There were no adverse events associated with ferumoxytol administration. 

The imaging parameters for the post-contrast breath-hold MRA acquisitions are listed in 

Table 3-2. 
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Repetition time (msec) 2.88 

Echo time (msec) 1.04 

Flip angle (degrees) 20 

Slice thickness (mm) 1.0 

Voxel dimensions (mm) 1.0 x 1.0 x 1.0 

Field of view (mm) 400 

Acquisition matrix 243 x 384 

Timing of sequencea (sec) 60  

Acquisition Time (sec) 18 

Signal averages 1 

Mean volume thickness 112 

Bandwidth (Hz/pixel) 300 

Parallel imaging acceleration factor 3 

a after start of contrast infusion 

Table 3-2 Acquisition parameters. 

Pulse sequence parameters for the T1-weighted 3D spoiled gradient echo sequences (post-contrast) of 

feasibility study. 

Image quality on steady-state acquisitions was scored as grade 4 in 245 of 320 [76.6%; 

90% confidence interval (CI) 72–79] and grade 3 in 75 of 320 (23.4%) vascular sections 

(at least diagnostic quality) when assessing the arterial and venous vasculature by both 

readers. There were no arterial anatomical characteristics or lesions of clinical significance 

that were identified on CTA and not on FeMRA, and vice versa. There was very good 

agreement on all individual assessments of image quality (kappa = 0.85 on assessment of 

the arteries; kappa = 0.76 on assessment of the veins; and kappa = 0.93 on assessment of 

the arteries on CTA vs. FeMRA). 

Following each dose increment, signal intensity and image quality were improved in both 

arterial and venous compartments (Figure 3-1). First-pass acquisitions showed selective 

arterial enhancement (Figure 3-2B), with both arterial and venous enhancement on delayed 
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acquisitions (Figure 3-2A). Selective venous imaging was obtained by subtraction of 

arterial phase images from steady-state images (Figure 3-2C). 

 

Figure 3-1 Arterial phase maximum intensity projection (MIP) images. 

MIP images of abdominal and aorto-iliac vasculature after each increment of ferumoxytol. (A) Pre-

contrast and after administration of (B) 1 mg/kg, (C) 2 mg/kg, (D) 3 mg/kg and (E) 4 mg/kg of 

ferumoxytol. Both arterial and venous compartments enhance due to contrast pooled intravascularly 

from previous infusions. 

 

Figure 3-2 Abdominal ferumoxytol-enhanced magnetic resonance angiography (FeMRA). 

Ferumoxytol-enhanced magnetic resonance angiography (FeMRA) of abdominal and aorto-iliac 

vasculature of patient referred for kidney transplant evaluation. (A) Steady-state acquisition showing 

enhancement of both arterial and venous vasculature. (B) First-pass imaging showing selective arterial 

enhancement (arteriography). (C) Steady-state acquisition showing selective venous enhancement after 

subtraction of the arterial compartment (venography). 

A patient with extensive vascular disease was found to have bilateral renal artery and 

infrarenal abdominal aorta stenosis/occlusions and underwent aorto-bifemoral stent 
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grafting followed by stenting of the left main renal artery (Figure 3-3). Interesting 

anatomical variants were illustrated in a patient with a dual inferior vena cava (Figure 3-4) 

and one with a retro-aortic left renal vein (Figure 3-5). Two patients in this series were 

found to have incidental complex renal cysts of the native kidneys that had enhancing 

components with ferumoxytol (Figure 3-6); both of them were later confirmed to be renal 

cell carcinomas on histology. 

 

Figure 3-3 Renal artery ferumoxytol-enhanced magnetic resonance angiography (FeMRA). 

(A) Ferumoxytol-enhanced magnetic resonance angiography (FeMRA) in an individual with a tightly 

stenosed left main renal artery (dashed arrow), a small patent accessory renal artery (solid arrow), and 

an occluded right renal artery (‡) and infrarenal abdominal aorta (*). (B) Digital subtraction 

angiography (DSA) after aorto-bifemoral stent grafting showing the tightly stenosed left main renal 

artery. (C) Three-dimensional reconstruction of aorta and inferior vena cava at the level of bifurcation 

of renal arteries. 
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Figure 3-4 Ferumoxytol-enhanced magnetic resonance angiography (FeMRA) of IVC. 

(A) Steady-state acquisitions with ferumoxytol-enhanced magnetic resonance angiography (FeMRA) in 

an individual with an anatomical variant of a dual inferior vena cava (arrowheads). (B) Three-

dimensional reconstruction of abdominal vasculature at the level of the inferior vena cava duplication. 
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Figure 3-5 Kidney transplant assessment.  

(A) Coronal CT angiogram through the upper abdomen showing foci of calcification at the aortic 

sector and iliac arteries. (B) Steady-state FeMRA of the same patient with synchronous illustration of 

aorto-iliac sector and inferior vena cava. (C) Anterior and (D) posterior views of three-dimensional 

reconstruction of abdominal and aorto-iliac vasculature showing an anatomical variant of a low-lying 

retroaortic left renal vein (arrow). 
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Figure 3-6 Incidental tumours. 

Ferumoxytol-enhanced magnetic resonance angiography (FeMRA) showing incidental renal tumours 

in two patients. (A) Coronal pre- and (B) post-contrast T1-weighted first-pass acquisitions through the 

upper abdomen showing tumour with peripheral enhancement and central necrosis originating from 

the lower pole of the right kidney. (C) Transverse pre- and (D) post-contrast T1-weighted first-pass 

acquisitions through the upper abdomen from another patient showing a large partially enhancing 

right renal mass (arrows). 

 

3.4 Discussion 

We applied an MRA technique using intravenous iron as ferumoxytol to assess vessel 

characteristics, patency and course in a series of patients with severely impaired renal 

function or on dialysis whilst planning renal transplantation. Study participants underwent 

FeMRA as part of their clinical care instead of or in addition to standard imaging tests. We 

used a comprehensive protocol administering a total of 4 mg/kg of ferumoxytol diluted 

fourfold with normal saline and delivered in four equally divided infusions over a 

minimum of 20 minutes, and we achieved good signal intensity and image quality. The 

dose used was a fraction of the therapeutic dose (approximately a quarter of the full dose 

for a 70 kg adult), slowly infused (in 5-minute intervals between pulsed infusions) to 

minimise the risk of reaction, and we observed no adverse events. The information gained 
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from synchronous depiction of arterial and venous compartments using a single 

investigation is essential when planning kidney transplantation. In a subgroup of patients 

who had both FeMRA and CTA performed, FeMRA was not limited by calcification in 

assessing the arterial lumen and it was better for venous evaluation compared to CTA. 

In our study, ferumoxytol-enhancing complex renal cysts were detected in two patients; 

both proved to be renal cell carcinomas. 

The main limitations of this study are the single-centre design with a relatively small 

number of patients and lack of consistent reference standard. However, the purpose of this 

study was to address the technical feasibility of acquiring adequate abdominal and aorto-

iliac vascular enhancement with a non-nephrotoxic, high relaxivity contrast agent in 

patients before wait-listing for kidney transplantation. Four patients had both CTA and 

FeMRA performed and although some comparisons were made, the study was not 

designed to estimate accuracy, sensitivity and specificity of the two different imaging 

techniques. 

Despite being a case series, sequential enrolment minimised selection bias. In addition, 

differences in exposure to ferumoxytol were minimised by the use of a consistent protocol 

with standardised infusion rates and imaging parameters. 

3.5 Conclusions 

Using a consistent dosing regimen for contrast administration, we have shown that 

ferumoxytol-based vascular imaging has the potential to offer a clinically useful and 

reliable alternative in renal patients in whom standard imaging methods cannot be used. 
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4 Chapter 4. DOSE-FINDING STUDY 
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4.1 Introduction 

Despite exponential use of ferumoxytol for imaging, dose-related efficacy studies are 

lacking with most centres using between 3 and 4 mg/kg based on limited clinical 

experience. Different doses having been reported in the literature, ranging from 120 mg of 

elemental iron as a bolus for angiographic assessment of arteriovenous fistulas (Sigovan et 

al., 2012) to 6 mg/kg for T2* renal perfusion mapping (Hedgire et al., 2014). Two studies 

were identified to formally evaluate the ferumoxytol dose when used as MRI contrast 

agent. In a small pilot study including 5 patients who had 3D MRA of the tibial artery 

trifurcation at 1.5 T, escalating doses of 0.4 mg/kg of ferumoxytol (for a total of 4 mg/kg) 

were administered. The mean SNR in the arteries increased with higher doses of 

ferumoxytol; however, a cut-off dose for optimal imaging was not determined (Prince et 

al., 2003). In the second study investigating ferumoxytol for MR lymphography in 15 

patients undergoing prostatectomy with regional lymph node dissection, a dose of 7.5 

mg/kg was found to be safe and effective in differentiating between malignant and benign 

lymph nodes 24 hours after ferumoxytol injection (Turkbey et al., 2015). 

The aim of this study was to establish the optimal dose of ferumoxytol required for 

vascular imaging in patients with CKD. Optimal dose was selected on the basis of the 

minimum effective dose (MED) to achieve diagnostic imaging rather than maximum signal 

intensity criteria similarly to the ‘As Low As Reasonably Achievable (ALARA) principle’ 

employed to minimise radiation exposure. 

4.2 Methods 

Ferumoxytol-enhanced MRA was performed after dose increments up to a total of 4 mg/kg 

administered in 4–7 (median 4) divided controlled infusions (aliquots). T1-weighted fast 

low-angle shot (FLASH) sequences of aortoiliac vasculature were performed before giving 

contrast and 60 s after each aliquot of ferumoxytol was administered. Image quality was 

assessed by contrast-to-noise and signal-to-noise ratios in the abdominal aorta and inferior 

vena cava. Quadratic regression analyses were performed to estimate the effects of dose 

increments on CNR and SNR. 
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4.3 Results 

A total of 25 patients had angiographic assessment with FeMRA. Two patients were 

excluded from analysis due to failure to acquire all repeated FLASH sequences because of 

claustrophobia necessitating abandonment of the scan. From the 23 remaining patients, 13 

(57%) required imaging as part of pre-operative kidney transplant assessment, 7 (30%) had 

clinical manifestations of renovascular disease and 3 (13%) had PVD. Five (22%) patients 

were on haemodialysis and 18 (78%) had various degrees of renal failure (6 of them had a 

kidney transplant). The mean age was 59.8 (SD 12.8) years, 20 (87%) were men and 

almost half of them had diabetic nephropathy. An average of 325 mg (SD 65) of 

ferumoxytol was administered (Table 4-1). 

Age (y), mean (SD) 59.8 (12.8) 

Female sex, n (%) 3 (13.0) 

Body weight (kg), mean (SD) 85.4 (22.9) 

BMI categories, n (%) 

   18.5-25 9 (39.1) 

   25.1-30 4 (17.4) 

   >30 10 (43.5) 

Cause of ESRD 

   Diabetes, n (%) 11 (47.9) 

   Renovascular, n (%)  3 (13.0) 

   Othera, n (%) 6 (26.1) 

   Unknown, n (%) 3 (13.0) 

Laboratory values at time of MR imaging 

   Haemoglobin (g/L), mean (SD) 106.4 (21.2) 

   Creatinine (μmoL/L), mean (SD)b 359 (131) 

   eGFR (mL/min/1.73m2), mean (SD)b 17.2 (7.5) 

CKD stage, n (%) 

   HD 5 (21.7) 

   5 10 (43.5) 

   4 8 (34.8) 

Dose of ferumoxytol given (mg), mean (SD) 325 (65) 
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aGlomerulonephritis (n=4), Reflux nephropathy (n=1), Obstructive uropathy (n=1) 

bexcludes patients on dialysis 

BMI, body mass index; ESRD, established renal failure; eGFR, estimated glomerular 

filtration rate; CKD, chronic kidney disease; HD, haemodialysis 

Table 4-1 Baseline characteristics of dose-finding study. 

 

The imaging parameters for the post-contrast breath-hold MRA acquisitions are listed in 

Table 4-2. Minor changes to these values were made on an individual basis due to 

differences in patient body habitus and extracellular fluid status. All subjects completed 

MRA with ferumoxytol enhancement with no adverse events. 

TR (repetition time) 2.88 ms 

TE (echo time) 1.04 ms 

Flip angle 20 degrees 

Number of averages 1 

Field of view 400 x 325 mm 

Section thickness 1 mm 

Voxel dimensions 1.0 x 1.0 x 1.0 mm 

Data matrix 243 x 384 

Timing of sequencea 60 s 

Acquisition time 18 s 

Mean volume thickness 112 

Bandwidth 300 Hz/PX 

Parallel imaging acceleration factor 3 
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a after start of contrast infusion 

Table 4-2 Pulse sequence parameters for the T1-weighted FLASH sequences. 

Cumulative doses of 0 (pre-contrast), 1, 2, 3 and 4 mg/kg of ferumoxytol yielded mean 

CNR of − 41 (± 36), 20 (± 26), 46 (± 29), 90 (± 66) and 86 (± 62) in AA and − 45 (± 37), 4 

(± 31), 38 (± 26), 78 (± 46) and 95 (± 71) in IVC, respectively. Mean SNR values were 35 

(±14), 92 (±63), 97 (±40), 155 (±96) and 153 (± 95) in AA and 30 (± 10), 77 (± 43), 89 (± 

38), 138 (± 83) and 162 (± 109) in IVC, respectively. 

Figures 4-1 and 4-2 demonstrate the distribution of the CNR and SNR, respectively, 

measured in AA and IVC against the cumulative dose of the administered ferumoxytol. 

Both graphs demonstrate a parabolic relationship between the administered dose and 

vascular signal with a line of best fit calculated by quadratic regression analysis. 

 

Figure 4-1 Distribution of CNR. 

Distribution of CNR measured in abdominal aorta and IVC following incremental doses of 

ferumoxytol. 
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Figure 4-2 Distribution of SNR. 

Distribution of SNR measured in abdominal aorta and IVC following incremental doses of 

ferumoxytol. 

The calculated relationships for the AA are described below, where x represents the 

ferumoxytol dose and f(x) the returned signal: 

 CNR: f(x) = −6.6(x)2 + 59.4(x) −34.1 

with an estimated regression co-efficient (R2) = 0.56 and 

 SNR: f(x) = −7.0(x)2 + 58.9(x) +31.2 

with an estimated R2 = 0.35. 

These equations predict peak aortic CNR and SNR at 4 mg/kg ferumoxytol with decrease 

in signal with higher doses (Tables 4-3 and 4-4). However, 85% of peak CNR in AA is 

predicted to be obtained after administration of 3 mg/kg of ferumoxytol and < 10% of SNR 

gain is predicted with administration of > 3mg/kg of ferumoxytol (Tables 4-3 and 4-4). 
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Ferumoxytol dose 

(mg/kg) 

Predicted peak CNR in AA 

(%) 

Predicted peak CNR in IVC 

(%) 

0 -34 -38 

1 19 8 

2 58 46 

3 85 75 

4 98 95 

5 98 106 

6 85 109 

Table 4-3 Predicted CNR. 

Predicted CNR in abdominal aorta and IVC following ferumoxytol dose increments calculated by the 

regression equations. 

 
Ferumoxytol dose 

(mg/kg) 

Predicted peak SNR in AA 

(%) 

Predicted peak SNR in IVC 

(%) 

0 31 27 

1 83 73 

2 121 109 

3 145 135 

4 155 152 

5 151 159 

6 133 157 

Table 4-4 Predicted SNR. 

Predicted SNR in abdominal aorta and IVC following ferumoxytol dose increments calculated by the 

regression equations. 

 

The calculated relationships for the IVC are described below, where y represents the 

ferumoxytol dose and f(y) the returned signal: 

 CNR: f(y) = −4.4(y)2 + 50.9(y) −38.1 

with an estimated R2 = 0.65 and 
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 SNR: f(y) = −4.8(y)2 + 50.4(y) +27.2 

with an estimated R2 = 0.44. 

These equations predict peak IVC CNR and SNR at 6 and 5 mg/kg ferumoxytol, 

respectively, with decrease in signal with higher doses. Still 75% of peak CNR in IVC is 

predicted to be obtained after administration of 3 mg/kg of ferumoxytol and < 15% of SNR 

gain is predicted with administration of > 3 mg/kg of ferumoxytol (Tables 4-3 and 4-4). 

Examples of the images obtained are shown in Figures 4-3, 4-4 and 4-5, where it is 

obvious that image quality was significantly improved in both arterial and venous 

compartments following ferumoxytol dose increments up to 3 mg/kg but no visual 

difference was apparent with higher doses. 

 

Figure 4-3 Serial coronal and axial images of abdominal vasculature. 

Serial arterial phase maximum intensity projection (MIP) coronal and axial images of abdominal and 

aortoiliac vasculature after each increment of ferumoxytol. (a) Pre-contrast and after administration 

of (b) 1 mg/kg, (c) 2 mg/kg, (d) 3 mg/kg and (e) 4 mg/kg of ferumoxytol. 
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Figure 4-4 Cross-sections of aortic bifurcation. 

Plane cross-sections of aortic bifurcation before ferumoxytol administration and after serial dose 

increments. (a) Pre-contrast, (b) 0.4mg/kg, (c) 0.8 mg/kg, (d) 1.2 mg/kg, (e) 1.6 mg/kg, (f) 2 mg/kg, (g) 3 

mg/kg and (h) 4 mg/kg. 
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Figure 4-5 Cross-sections at the bifurcation of the common iliac arteries. 

Plane cross-sections below the level of the bifurcation of the common iliac arteries before ferumoxytol 

administration and after serial dose increments. (a) Pre-contrast, (b) 0.4mg/kg, (c) 0.8 mg/kg, (d) 1.2 

mg/kg, (e) 1.6 mg/kg, (f) 2 mg/kg, (g) 3 mg/kg and (h) 4 mg/kg. 

With ferumoxytol, arteries and veins can be selectively depicted in a single exam. 

However, due to the prolonged residence of contrast in the intravascular space, there may 

be overlay of the arteries and veins, and this is more pronounced in steady-state thick MIP 

images of the peripheral vasculature (Figure 4-6). 
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Figure 4-6 Steady-state coronal images of the left below knee vasculature. 

Steady-state coronal thin slab (6mm) maximum intensity projection (MIP) images of the left below 

knee vasculature at level of tibial plateau and proximal fibula with ferumoxytol-enhanced MRA. 

Magnified images showing details of distal popliteal and proximal tibial artery branching. 

 

4.4 Discussion 

Ferumoxytol as a contrast agent results in profound shortening of the T1 relaxation time of 

blood, which increases the signal in blood vessels in T1-weighted sequences. However, 

high concentrations of the agent can cause artefacts (Fananapazir et al., 2014) because of 

signal loss through T2* shortening. We used incremental doses of ferumoxytol as an MRI 

contrast agent for assessing arterial and venous vasculature in patients with CKD to 

establish the optimal (minimum effective) dose and observed a parabolic relationship 

between the administered dose and vascular signal. After exceeding a threshold, a negative 

correlation between the injected dose and the signal intensity was confirmed which is 

explained by T2* shortening effects at higher doses of ferumoxytol.  

Our findings demonstrate dose-dependent improvement in signal with ferumoxytol doses 

up to 3 mg/kg with no significant benefit (or even loss in signal) with higher doses of 

contrast. We defined the optimal dose as the minimum effective dose to maximise 
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diagnostic yield while minimising potential for reactions. Although it could be argued that 

ferumoxytol doses exceeding 3 mg/kg were predicted to achieve better CNR and SNR in 

the abdominal aorta and inferior vena cava, the gain in signal was minimal, especially 

considering that a 33% increase in dose above 3 mg/kg is required to yield just 10% 

increase in signal. Our images were judged as diagnostic when assessed by two readers. It 

has been argued that peak SNR correlates poorly with the subjective quality rating because 

it is essentially a pixel-based fidelity measurement method that does not match to the 

human perception (Yao et al., 2005). Hence, the ‘more is better’ approach is not always 

applicable for SNR. We advocate that 3 mg/kg is an acceptable dose with advantages in 

terms of protocol simplification, dose saving and minimisation of side effects without 

compromising diagnostic accuracy. 

As ferumoxytol’s pharmacokinetics are independent of renal function, the proposed dose 

of 3 mg/kg can be applied universally for MRI irrespectively of renal function. This creates 

the basis for adoption of this dose in current clinical practice with the caveat that further 

work is required to translate our protocol to 1.5 T. Reassuringly no adverse events occurred 

with this dose and there was no change in the recorded vital signs during or after 

administration of ferumoxytol. 

This study has notable strengths. We used a consistent protocol with standardised infusion 

rates and imaging parameters; hence, differences in exposure to ferumoxytol were 

minimised. Instead of allocating patients into fixed-dose groups, all patients received 

multiple dose increments allowing for intra- and interpatient dose comparisons. To balance 

between risk and benefit, the optimal ferumoxytol dose was selected on the basis of 

maximising signal while maintaining a low-risk threshold rather on the basis of achieving 

the peak predicted signal. 

Our study has several limitations. This is a single-centre study with a relatively small 

number of patients. However, we used a sequential design to eliminate variations in 

demographic and clinical factors and detect changes in signal after studying a small set of 

patients. Translation of the current protocol to 1.5 T needs to be studied but this should be 

feasible with alterations to echo time etc. to ensure reliable vascular enhancement. Lastly, 

we have examined dose based upon body weight; however, theoretically, the dose should 

be based upon the patient’s intravascular blood volume which does not linearly increase 

with body weight; hence, a relatively lower dose may be appropriate for larger patients. 
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4.5 Conclusions 

Using a consistent dosing regimen for contrast administration, we have shown that 3 mg/kg 

of ferumoxytol is effective for MR angiography in CKD patients in whom there are 

concerns in regard to standard contrast-based vascular imaging methods. In the era of 

growing use of ferumoxytol for diagnostic MR applications, this study fills unmet clinical 

needs by offering an effective dosing regimen. 
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5 Chapter 5. FEMRA VS CTA FOR ASSESSMENT OF 
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5.1 Introduction 

Kidney transplantation is the treatment of choice for suitable patients with ESRD with 

around 90 000 kidney transplants performed every year worldwide (World Health 

Organisation, 2016). Vascular disease is almost universal in potential kidney transplant 

recipients, the evaluation of which is important in planning transplantation. Approximately 

25% of patients with CKD have evidence of PAD on non-invasive studies (Jones et al., 

2016). Even though PAD does not preclude transplantation, revascularisation procedures 

may be required before listing. Characterisation of PAD in kidney transplant candidates 

relies on history, physical examination and imaging studies. Evaluation of the iliac 

vasculature prior to kidney transplantation is challenging due to concerns of nephrotoxicity 

with CTA and NSF with gadolinium-enhanced MRA. For patients with diabetes, a history 

of claudication, or poor peripheral pulses on examination, options to assess the vasculature 

include abdominal radiograph (Aitken et al., 2012), Doppler studies of iliac and lower 

extremity vessels (Bunnapradist & Danovitch, 2007), and non-contrast CT of the abdomen 

and pelvis to evaluate arterial calcification (Kahn, Ram, Eberhard, Groselj-Strele, 

Obermayer-Pietsch, & Muller, 2017). Aortoiliac angiography is reserved for patients with 

signs or symptoms of aortoiliac occlusive disease or non-invasive studies suggestive of 

large-vessel disease (Kasiske et al., 2001).  

Imaging studies with vascular mapping, including CTA (Andres et al., 2003), provide 

precise preoperative anatomy of vascular and extravascular systems allowing the surgeon 

to determine if kidney transplantation is possible, whether presurgical procedures are 

necessary, and the best surgical technique for each candidate. Furthermore, patients may 

have had previous transplants, abdominal surgery, or other iliofemoral interventions such 

as CVC that may have compromised the vessels. Until now the widespread use of CTA in 

the workup of potential kidney transplant recipients has been limited because of the 

perceived increased risk of nephrotoxicity in patients with residual renal function. This has 

implications particularly in predialysis patients requiring angiography before transplant 

listing, which is often delayed until they are established on dialysis. 

Meanwhile, there is rising interest in ferumoxytol as a contrast agent for MRI (Bashir et 

al., 2015; Finn et al., 2017; Toth et al., 2017). Ferumoxytol is a carbohydrate-coated iron 

oxide nanoparticle (Balakrishnan et al., 2009) approved for intravenous treatment of iron 

deficiency anaemia. However, ferumoxytol was originally designed as an intravascular 
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contrast agent for MRI (Weissleder et al., 1990), and therefore, has powerful imaging 

attributes not present in other intravenous iron products nor the extracellular GBCAs. 

Amongst its properties, its large molecular weight of approximately 750kD (Balakrishnan 

et al., 2009) allows steady state imaging, which means it can be given slowly or before the 

patient is transferred to the MRI suite. Because of its long intravascular half-life (Landry et 

al., 2005) it allows enhancement of both the arterial and venous vasculature and has been 

used as a vascular MR angiographic contrast agent (Hope et al., 2015; Li et al., 2005). 

The aim of this study was to assess the clinical utility of the use of ferumoxytol-enhanced 

MRA for assessment of aortoiliac vasculature before listing for kidney transplantation. We 

compared FeMRA with CTA using vessel diameter, the presence of calcification, and 

signal parameters as surrogates of diagnostic quality. 

5.2 Methods 

In a prospective comparative cohort study, kidney transplant candidates underwent CTA 

and FeMRA on the same day. As part of the FeMRA protocol, arterial calcification was 

detected using a contrast-free technique. Three independent readers compared arterial and 

vein diameter, calcification, and signal at prespecified vascular sections between FeMRA 

and CTA. Interclass correlation coefficients, mean differences (with 95% CI) and Bland-

Altman plots were used to examine intra- and inter-reader variability. In addition, two 

transplant surgeons evaluated the scans to preoperatively plan the anastomoses. 

5.3 Results 

A total of 36 patients were recruited (aged 54±11 years; 61% male; 47% with diabetic 

nephropathy) and had FeMRA and CTA of their aortoiliac vasculature on the same day. 

Overall 216 vascular cross-sections were analysed for each imaging technique (6 sections 

per patient). Baseline characteristics of our cohort are shown in Table 5-1. 
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Age (y), mean (SD) 54.1 (11.2) 

Male sex, n (%) 22 (61.1) 

Body weight (kg), mean (SD) 76.5 (21.4) 

BMI categories, n (%) 

   <18.5 3 (8.3) 

   18.5 - 24.9 12 (33.3) 

   25 - 29.9 7 (19.5) 

   >30 14 (38.9) 

Cause of ESRD 

   Diabetes, n (%) 17 (47.2) 

   Renovascular, n (%)  5 (13.9) 

   Glomerulonephritis, n (%) 4 (11.1) 

   Othera, n (%) 8 (22.2) 

   Unknown, n (%) 2 (5.6) 

Laboratory values at time of MR imaging 

   Haemoglobin (g/L), mean (SD) 107 (17) 

   Creatinine (mg/dl), mean (SD)b 5.3 (1.6) 

   eGFR (mL/min/1.73m2), mean (SD)b 10.8 (1.6) 

CKD stage, n (%) 

   Stage 5 - non-dialysis 8 (22.2) 

   Stage 5 - hemodialysis 22 (61.1) 

   Stage 5 - peritoneal dialysis 6 (16.7) 

Dose of ferumoxytol given (mg), mean (SD) 229 (54) 

 

aCongenital dysplasia (n=3), Polycystic kidney disease (n=2), Cyclosporine toxicity (n=2), 

Obstructive uropathy (n=1) 

bExcludes patients on dialysis 

BMI, body mass index; ESRD, end-stage renal disease; eGFR, estimated glomerular 

filtration rate; CKD, chronic kidney disease 
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Table 5-1 Baseline characteristics of study participants. 

 

5.3.1 Repeatability studies 

Among all patients there was excellent inter-reader agreement in assessment of the 

FeMRA across all vascular sections. Interclass coefficients were 0.88 – 0.92 for the 

arterial diameter, 0.79 – 0.89 for the vein diameter, 0.88 – 0.91 for the area of calcification 

and 0.92 – 0.97 for the CNR (Table 5-2). Twelve patients (one third of the cohort) were 

selected at random for intra-reader agreement. Among the patients selected (aged 58±12 

years; 67% male; 50% with diabetic nephropathy), interclass coefficients for intra-reader 

agreement were between 0.79 – 0.99 for all parameters, indicating excellent agreement 

(Table 5-2). 
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 ICC (95% CI) values comparing cross-sections measurements 

Inter-reader Intra-reader 

Reader 1 Reader 2 

Arterial diameter 

   AA 0.89 (0.80 – 0.94) 0.94 (0.82 – 0.98) 0.93 (0.77 – 0.98) 

   RCIA 0.88 (0.78 – 0.94) 0.84 (0.54 – 0.95) 0.79 (0.41 – 0.93) 

   REIA 0.92 (0.85 – 0.96) 0.86 (0.59 – 0.96) 0.84 (0.54 – 0.95) 

   All arteries 0.92 (0.88 – 0.94) 0.98 (0.95 – 0.99) 0.88 (0.77 – 0.93) 

Vein diameter 

   IVC 0.85 (0.73 – 0.92) 0.81 (0.46 – 0.94) 0.84 (0.55 – 0.95) 

   RCIV 0.79 (0.61 – 0.89) 0.97 (0.90 – 0.99) 0.91 (0.72 – 0.97) 

   REIV 0.89 (0.80 – 0.94) 0.94 (0.81 – 0.98) 0.92 (0.76 – 0.98) 

   All veins 0.89 (0.85 – 0.93) 0.96 (0.92 – 0.98) 0.95 (0.91 – 0.97) 

Area of calcification 

   AA 0.91 (0.82 – 0.96) 0.93 (0.79 – 0.98) 0.95 (0.83 – 0.98) 

   RCIA 0.90 (0.80 – 0.95) 0.90 (0.70 – 0.97) 0.95 (0.82 – 0.98) 

   REIA 0.88 (0.77 – 0.94) 0.95 (0.85 – 0.99) 0.97 (0.88 – 0.99) 

   All arteries 0.91 (0.87 – 0.94) 0.96 (0.92 – 0.98) 0.97 (0.95 – 0.99) 

Contrast-to-noise ratio 

   AA 0.95 (0.90 – 0.97) 0.99 (0.96 – 1.00) 0.96 (0.85 – 0.99) 

   RCIA 0.94 (0.89 – 0.97) 0.91 (0.71 – 0.97) 0.97 (0.89 – 0.99) 

   REIA 0.92 (0.85 – 0.96) 0.97 (0.90 – 0.99) 0.81 (0.47 – 0.94) 

   All arteries 0.94 (0.91 – 0.96) 0.95 (0.91 – 0.97) 0.92 (0.84 – 0.96) 

   IVC 0.97 (0.94 – 0.98) 0.99 (0.98 – 1.00) 0.95 (0.85 – 0.99) 

   RCIV 0.93 (0.86 – 0.96) 0.99 (0.96 – 1.00) 0.94 (0.79 – 0.98) 

   REIV 0.96 (0.92 – 0.98) 0.99 (0.95 – 1.00) 0.88 (0.64 – 0.96) 

   All veins 0.95 (0.93 – 0.97) 0.99 (0.98 – 1.00) 0.94 (0.89 – 0.97) 
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Table 5-2 Interclass correlation coefficients to test consistency of agreement in FeMRA. 

 

5.3.2 Comparative studies 

5.3.2.1 Arterial diameter and calcification 

Comparison of FeMRA with CTA showed no significant difference in arterial diameter 

and area of calcification mean differences between the 3 readers across all vascular 

sections (mean differences -0.36 to 0.89 mm and -0.05 to 0.06 mm2, respectively) (Table 

5-3). There were no fixed or proportional biases, and >95% of differences fell within 

acceptable limits of agreement (Figure 5-1A, C). 

5.3.2.2 Vein diameter and signal intensity 

Evaluation of the vein diameter was difficult with CTA due to poor enhancement and this 

was reflected in both the variability and agreement of the mean differences. There was 

significant systematic difference in vein diameter mean differences across all vascular 

sections (mean difference 1.53 to 2.44 mm) (Table 5-3). There was lack of agreement 

between FeMRA and CTA, with FeMRA estimating a larger diameter by an average of 

1.53 mm, with constant differences across the whole range of vein sizes (Figure 5-1B). 

CNR values were significantly higher in FeMRA in the arterial (mean difference 3.16 to 

7.44) but predominantly in the venous vasculature (mean difference 16.78 to 24.70) (Table 

5-3). 
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 Mean (SD) Mean difference (95% CI) FeMRA vs CTA 

Reader 1 Reader 2 Reader 3 Reader 1 vs Reader 3 Reader 2 vs Reader 3 

Arterial diameter (mm) 

 AA 18.34 (3.31) 18.78 (3.61) 18.50 (3.69) -0.16 (-1.81 to 1.49) 0.28 (-1.44 to 2.00) 

 RCIA 12.54 (2.80) 13.58 (2.83) 12.89 (2.74) -0.36 (-1.66 to 0.95) 0.69 (-0.62 to 1.99) 

 REIA 10.38 (1.97) 10.31 (1.86) 9.63 (1.47) 0.75 (-0.07 to 1.56) 0.69 (-0.10 to 1.48) 

 All arteries 13.75 (4.34) 14.56 (4.27) 13.67 (4.60) 0.08 (-1.12 to 1.28) 0.89 (-0.30 to 2.08) 

Vein diameter (mm) 

 IVC 20.33 (3.59) 21.17 (3.56) 18.73 (3.34) 1.61 (-0.02 to 3.24) 2.44 (0.82 to 4.07)^ 

 RCIV 15.56 (2.54) 16.33 (3.07) 14.04 (3.07) 1.53 (0.17 to 2.89)^ 2.30 (0.83 to 3.76)^ 

 REIV 14.27 (2.84) 14.27 (3.04) 12.68 (2.88) 1.59 (0.24 to 2.93)^ 1.59 (0.19 to 2.98)^ 

 All veins 16.74 (4.00) 17.27 (4.33) 15.16 (4.03) 1.59 (0.50 to 2.67)^ 2.11 (0.98 to 3.24)^ 

Area of calcification (mm2; log transformed) 

 AA 1.00 (0.66) 0.98 (0.68) 0.94 (0.69) 0.06 (-0.26 to 0.39) 0.05 (-0.29 to 0.38) 

 RCIA 0.62 (0.55) 0.63 (0.59) 0.67 (0.61) -0.05 (-0.33 to 0.24) -0.05 (-0.34 to 0.25) 

 REIA 0.36 (0.46) 0.36 (0.50) 0.34 (0.48) 0.02 (-0.21 to 0.25) 0.01 (-0.23 to 0.25) 

 All arteries 0.66 (0.61) 0.65 (0.64) 0.65 (0.64) 0.01 (-0.16 to 0.19) 0.003 (-0.18 to 0.18) 

Contrast-to-noise ratio 

 AA 21.35 (8.77) 20.98 (9.21) 14.03 (7.59) 7.32 (3.46 to 11.18)^ 6.96 (2.99 to 10.93)^ 

 RCIA 20.67 (8.64) 20.33 (8.40) 13.23 (6.89) 7.44 (3.76 to 11.12)^ 7.10 (3.48 to 10.71)^ 

 REIA 17.60 (7.36) 16.59 (7.74) 13.43 (7.10) 4.17 (0.77 to 7.57)^ 3.16 (0.33 to 6.65)^ 

 All arteries 19.87 (8.37) 19.30 (8.61) 13.56 (7.14) 6.31 (4.22 to 8.39)^ 5.74 (3.62 to 7.86)^ 

 IVC 22.44 (8.02) 21.33 (7.72) 0.25 (1.20) 22.18 (19.44 to 24.92)^ 21.08 (18.48 to 23.67)^ 

 RCIV 25.13 (10.83) 23.29 (9.28) 0.43 (2.09) 24.70 (20.92 to 28.48)^ 22.87 (19.61 to 26.12)^ 

 REIV 18.33 (7.40) 17.19 (7.36) 0.41 (2.97) 17.92 (15.25 to 20.60)^ 16.78 (14.12 to 19.45)^ 

 All veins 21.93 (9.21) 20.58 (8.47) 0.36 (2.19) 21.57 (19.76 to 23.38)^ 20.22 (18.54 to 21.89)^ 

^p<0.05 

Table 5-3 Mean values and differences between FeMRA and CTA. 

Mean values (mean of 36 readings for each anatomical site) and differences between FeMRA (readers 

1 and 2) and CTA (reader 3) for all parameters examined.  
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Figure 5-1 Bland-Altman plots of inter-reader variability (FeMRA vs CTA). The readings of one of the 

FeMRA readers (selected in random) were compared with the CTA readings. 

A. Plot of arterial diameter measurements. The dark central line is the mean difference between the 2 

analyses, which does not show any fixed or proportional biases. The light outer lines show the limits of 

agreement (mean of the differences ± 1.96 SD). B. Plot of vein diameter measurements. Note the 

presence of fixed biases with FeMRA overestimating the diameter by an average of 1.53mm. C. Plot of 

area of calcification measurements. 

Figure 5-2 shows study examples of image quality and the ability of FeMRA combined 

with StarVIBE to depict arterial and venous sharp wall morphology, luminal features, and 

conformation of complex calcific atheroma, which correspond to CTA. The venous wall 

and lumen were clearly defined with FeMRA but poorly visualised with CTA (Figure 5-

3A). There was complete concordance in the appearance of calcification between CTA and 

StarVIBE in all the arterial sections evaluated (Figure 5-3B). 
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Figure 5-2 Coronal views of CTA, FeMRA and StarVIBE. 

Coronal views showing excellent delineation of areas of calcification between A. CTA and B. 

StarVIBE, which correspond to intraluminal filling defects in abdominal aorta in C. FeMRA. Note the 

well-defined arterial and venous walls and luminal characteristics in FeMRA. D. Steady-state 3D 

volume-rendered FeMRA image of abdominal aorta and iliac vessels shows areas of atheromatous 

changes (arrows) near the bifurcation of infra-renal abdominal aorta and bilateral iliac arteries. E. 

Fused 3D volume-rendered FeMRA and StarVIBE provide additional information on calcific burden, 

location, and morphology. F. Sagittal views highlight the concordance in calcifications between CTA 

and StarVIBE. 
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Figure 5-3 Transverse views of CTA, FeMRA and StarVIBE. 

A. Transverse slices of CTA with superimposed FeMRA slices highlighting the excellent definition of 

the venous wall and lumen with FeMRA compared to poor venous enhancement with CTA at the levels 

of inferior vena cava (IVC), common iliac veins (CIV) and external iliac veins (EIV) from top to 

bottom. Note the simultaneous arterial and venous enhancement with FeMRA due to the prolonged 

intravascular half-life of ferumoxytol. Panel B. Transverse slices of CTA with superimposed StarVIBE 

slices demonstrating the concordance in calcific burden, location, and morphology in infra-abdominal 

aorta. Eccentric calcification usually involving the intima and related to atherosclerosis (top slice), 

concentric calcification usually involving the media causing arterial stiffening (middle slice), and mixed 

calcification (bottom slice).  

 

5.3.3 Surgical assessment 

Both FeMRA and CTA were deemed sufficient to assess the arteries (including 

calcification) whilst veins were poorly visualised on CTA. From the 36 patients included, 

11 (30.6%) were considered at high risk for vascular anomalies based on their history 

(previous abdominal surgery, deep vein thrombosis (DVT), kidney transplantation or 

femoral CVC insertion) (Figure 5-4A). Arterial abnormalities (mainly extensive calcific 

stenosis of the iliac arteries) that would preclude kidney transplant in the ipsilateral iliac 

fossa were equally recognised with CTA and FeMRA and did not differ significantly 

between the 2 groups of patients (high risk vs not). Vein abnormalities that would impact 
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on the site of anastomosis were exclusively identified with FeMRA in 4 (11%) patients 

deemed at high risk for vascular anomalies (Figure 5-4A and B). Three of them had 

previous abdominal surgery for cancer (small bowel resection, bladder resection, bilateral 

nephrectomies and oophorectomies) and one had a previous femoral dialysis catheter 

insertion. In addition, 3 of them had previously documented DVT. The vein abnormalities 

found in these patients are shown in Figure 5-5. No vein abnormalities were apparent on 

CTA and in 15 (42%) patients the veins could not be appreciated as they were very poorly 

enhanced. 

Arterial or venous occlusive disease necessitating further investigations or 

revascularisation procedures before consideration for transplant listing was identified in 

13 (36%) patients with CTA vs 14 (39%) with FeMRA. Based on CTA, a definitive 

decision for transplant listing was made in 23 (64%) patients compared to 22 (61%) with 

FeMRA (Figure 5-4B).

 

Figure 5-4 Surgical assessment of arterial inflow and venous outflow (CTA vs FeMRA).  

A. Flow chart of anatomical abnormalities that impact on selection of the optimal anastomosis site. 

Patients are divided according to history of previous abdominal surgery or deep vein thrombosis 

(DVT), kidney transplantation (KT) and femoral central venous catheters (CVC) insertion. B. Graph 

displays distribution (percentages) of surgical decisions following assessment of CTA and FeMRA. 

Extravascular abnormal findings were not taken into account in decision-making. Ix, investigations; 

Tx, treatment. 
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Figure 5-5 Coronal views showing anomalies of iliocaval vein segments identified with FeMRA.  

A. Large intraluminal filling defect in infrarenal IVC corresponding to thrombus formation 

(arrowhead) and occluded left CIV before it joins the right CIV to form the IVC (arrow). B. Tightly 

stenosed left EIV (arrow) with patent left common femoral vein (distally) and left CIV (proximally). C. 

Linear intraluminal filling defect in left CIV representing a fibrin web (arrowhead). D. Occluded IVC 

with both CIV draining into the collateral azygos venous system (arrows) and clot retraction in left 

CIV (arrowhead). 

 

5.4 Discussion 

Ferumoxytol-enhanced MR angiography provides reliable depiction of arterial lumen and 

accurate detection of calcification in kidney transplant candidates, which is comparable to 

CTA. Of equal importance, the additional information obtained from delineation of the 

venous vasculature may determine surgical decisions on the site of anastomosis in a 

substantial proportion of patients. In addition, ferumoxytol’s favorable pharmacokinetics 

allow imaging of predialysis patients without concerns for iodine or gadolinium toxicity, 

which impacts on timely decision-making about transplant listing. FeMRA can serve as an 

alternative or even replace currently used imaging methods in pretransplant assessment of 

CKD patients with known or suspected peripheral arterial disease. 
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We have demonstrated an MR imaging strategy that accurately detects aortoiliac 

calcifications that have a similar appearance to CT, but without the need for exposure to 

potentially hazardous ionising radiation. Arterial calcifications were distinguished with 

high conspicuity from fat, muscle, vessel lumen and non-calcified plaque. The location, 

conformation and quantification of the vascular calcifications corresponded with CT over 

a wide range of lesion and vessel sizes. Calcium blooming is an artifact noted with 

extensive and dense calcification that causes calcium to appear larger than it truly is. This 

is present in both CT and MRI and can be particularly problematic when immediately 

adjacent to an obscure vessel, as this may lead to overestimation of luminal stenosis. To 

overcome this problem we synchronised StarVIBE with FeMRA images and 

simultaneously projected the images on adjacent Picture Archiving and Communication 

System (PACS) portals. This allowed precise illustration of the unobstructed lumen in the 

absence of the superimposed calcium, which was separately assessed from StarVIBE. 

Inherent to its properties that allow synchronous provision of arteriography and 

venography, FeMRA was superior to CTA in visualisation of the veins. Demonstration of 

a potential kidney transplant recipient’s venous anatomy with venography is not routinely 

performed in clinical practice. Patients with venous thrombosis are often asymptomatic 

owing to extensive venous collateral flow, thereby masking signs of thrombosis. 

However, stenosis, thrombosis, and anomalies of the IVC and/or iliac veins can influence 

the venous anastomosis site. In an era of growing use of indwelling femoral dialysis 

catheters or prosthetic lower extremity access grafts for hemodialysis and the prolific rise 

in the number of patients referred for re-transplantation, complications in regard to the 

IVC and/or iliac veins are expected to be a more frequent occurrence, although data from 

studies are lacking. Undoubtedly most of these abnormalities would have been 

addressable at surgery in many cases, however this may have led in prolonged operative 

and ischaemia time if per se this would mean a change in the planned anastomosis site. 

This is highlighted in the recent KDIGO guideline on the evaluation of candidates for 

kidney transplantation (Chadban et al., 2020), where they recommend assessment of 

vascular anatomy and patency for these patients. 

From a clinical standpoint, FeMRA ascertained anatomical variants and abnormalities 

which were vital in transplant planning. Although atherosclerotic calcification and arterial 

luminal stenosis are adequately elucidated with CTA, venous anatomy and patency are not 

routinely inspected with CTA. In a highly selected population that was referred for 
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angiography due to concerns about vascular disease, the effect of FeMR venography in 

surgical planning was remarkable: 11% of the patients demonstrated findings that assisted 

venous anastomosis decision. Strikingly, all these patients had prior abdominal or pelvic 

surgery and history or risk factors for venous thromboembolic disease. Arterial-phase 

CTA combined with CT venography can arguably be used instead but it requires higher 

doses of iodinated contrast material and increased radiation exposure, venous 

opacification can be suboptimal related to flow artifacts, and acquisition times vary 

considerably (Qanadli et al., 1999). Lastly, following current recommendations for 

ferumoxytol administration, no adverse events occurred in our cohort related to 

ferumoxytol infusions, and there were no systematic changes in heart rate, blood pressure 

or oxygen saturation following ferumoxytol administration. 

Our study has limitations. First, while unenhanced MR angiography or non-contrast CT of 

the abdomen and pelvis are alternatives to contrast-based imaging studies for pretransplant 

assessment, the former is confined by long acquisition times and flow-related artifacts and 

the latter has very low contrast discrimination, which is suboptimal for evaluation of 

vessel patency and extravascular structures. Therefore, our work was focused on the 

comparison of FeMRA with CTA. Second, it is a single center experience reflecting local 

referring patterns and practices; nevertheless only patients with clinically apparent or at 

high risk for PAD are referred for imaging studies in our center broadly in keeping with 

European and UK practice (Maggiore et al., 2019; Pruthi et al., 2018). Third, the sample 

size in our study was relatively modest with respect to absolute patients’ numbers, but a 

large number of vascular sections (>200) was analysed. Finally, whether or not the 

FeMRA findings truly altered the planned surgical operation is unclear, as the scans were 

performed for research purposes and were not necessarily available at the transplant 

surgeon at the time of surgery. 

5.5 Conclusions 

Ferumoxytol-enhanced MR angiography may complement CTA or other non-invasive 

imaging studies used for evaluation of the vasculature in CKD patients with PAD 

considered for kidney transplantation. Its applicability in predialysis patients fills unmet 

clinical needs and offers a safe and robust technique decisive to timely transplant listing. 

Lastly, the value of FeMRA in identifying under-recognised venous disease (in addition to 

arterial disease) is essential in preoperative planning especially in patients with prior 
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abdominal or pelvic surgery, transplant procedures, venous thromboembolic events, or 

venous dialysis catheters. 
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6.1 Introduction 

Primary AVF failure has always been a problem. When the radiocephalic AVF was first 

described by Cimino and Brescia in 1966 (Brescia et al., 1966), the primary AVF failure 

rate was approximately 11%. Subsequent studies reported primary failure rates ranging 

from 10 to 25% (Allon & Robbin, 2002). In later reports, the incidence has increased, 

ranging from 20 to 60% (Allon & Robbin, 2002; Robbin et al., 2002). This change is due 

to the change in demographics of the dialysis population in the recent era. The average 

dialysis patient age in the early period was 43 years, and almost all had chronic 

glomerulonephritis. Dialysis patients are now much older (>70 years), and 75% have five 

or more comorbidities; 90% have cardiovascular disease, and 50% have diabetes. It 

should not be surprising that creating and achieving a functional AVF is frequently a 

challenge in this population. 

Preoperative sonographic mapping of arm vessels is an essential component of the creation 

of permanent HD access. It is used for both arterial and venous evaluation to optimise AVF 

placement and to avoid surgery that is unlikely to be successful (Allon et al., 2001; Robbin 

et al., 2000; Schmidli et al., 2018; Silva et al., 1998). Duplex US is limited, however, by an 

inherent operator-dependence, the inability to provide direct evidence of central stenosis 

(Patel et al., 1999) and the lack of image manipulation and reconstruction to inform the 

surgeon about vascular anatomical course, tortuosity etc. 

Contrast-enhanced MRA can be used for visualisation of central and upper extremity 

vessels, however, its use in arteriovenous access planning was curtailed due to the risk of 

nephrogenic systemic fibrosis with the use of GBCAs in patients with CKD (Marckmann 

et al., 2006). Nonetheless, angiography of the central vessels may still be required in 

selected cases, where central stenosis is suspected. Traditional iodinated contrast-based 

angiography is an alternative imaging strategy but is limited by the theoretical risk of 

nephrotoxicity in patients with residual renal function. 

In recent years, ferumoxytol has been increasingly used off-label for CE-MRA, 

particularly for patients with CKD (Hope et al., 2015; Li et al., 2005; Toth et al., 2017). 

Amongst its properties, its large molecular weight of approximately 750kD (Balakrishnan 

et al., 2009) delays contrast extravasation, which means it can be administered slowly or 

before the patient is transferred to the MRI suite. Given its long intravascular residence 
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time (half-life of approximately 15 hours) (Landry et al., 2005), it allows enhancement of 

both the arterial and venous vasculature without the need for bolus timing. 

We aimed to assess the clinical utility of FeMRA for vascular mapping before autogenous 

AVF creation compared with Duplex US using anatomical parameters predictive of fistula 

outcome. 

6.2 Methods 

In a prospective comparative study, paired FeMRA and Duplex US were obtained the same 

day. Vessels were evaluated for diameter, stenosis or occlusion, arterial disease, and 

central stenosis by independent readers. Based on accepted standards for AVF creation, an 

algorithm was designed to predict AVF outcome relying on mapping findings. Logistic 

regression models were created with AVF success as the dependent variable and age, sex, 

and Duplex US or FeMRA mapping as the independent variables. 

6.3 Results 

In total, 59 patients (mean age 59 ± 13 years; 30 women; 27% with diabetic nephropathy) 

underwent a study specific FeMRA and Duplex US vascular mapping protocol during the 

period from December 2016 to August 2018. Overall 472 vascular cross-sections were 

analysed for each imaging technique (8 sections per patient). The overview of recruitment 

and AVF outcomes are outlined in Figure 6-1 and patients’ characteristics in Table 6-1. 

The types of AVF created according to the anatomical site are shown in Table 6-2. Median 

follow-up after AVF creation was 21.6 (interquartile range 18 - 26.5) months. 



Chapter 6. 

140 

 

 

Figure 6-1 Overview of recruitment and AVF outcomes. 
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Age (y), mean (SD) 58.7 (12.9) 

Male, n (%) 29 (49.2) 

Race, n (%) 

   White 49 (83.0) 

   Asian 9 (15.3) 

   Black African 1 (1.7) 

Body weight (kg), mean (SD) 73.9 (17.1) 

Body mass index categories, n (%) 

   <18.5 5 (8.5) 

   18.5 - 24.9 16 (27.1) 

   25 – 30 18 (30.5) 

   >30 20 (33.9) 

Cause of ESRD, n (%) 

   Diabetes 16 (27.1) 

   Glomerulonephritis 13 (22.0) 

   Renovascular 7 (11.9) 

   Polycystic kidney disease 6 (10.2) 

   Unknown 7 (11.9) 

   Othera 10 (16.9) 

Laboratory values at time of MRI 

   Haemoglobin (g/L), mean (SD) 107 (17) 

   Creatinine (mg/dL), mean (SD)b 5.1 (1.6) 

   eGFR (mL/min/1.73m2), mean (SD)b 11.8 (2.6) 

CKD stage, n (%) 

   Stage 4 5 (8.5) 

   Stage 5 - non-dialysis 33 (55.9) 

   Stage 5 – dialysis 21 (35.6) 

Dose of ferumoxytol given (mg), mean (SD) 227 (48) 

At least one previous AV access, n (%) 9 (15.3) 

At least one previous CVC, n (%) 21 (35.6) 

 
aObstructive uropathy (n=3), Pyelonephritis (n=2), Tubulointerstitial nephritis (n=2), 

Cyclosporine toxicity (n=2), Congenital dysplasia (n=1) 
bExcludes patients on dialysis 

ESRD, end-stage renal disease; MRI, magnetic resonance imaging; eGFR, estimated 

glomerular filtration rate; CKD, chronic kidney disease; AV, arteriovenous; CVC, central 

venous catheterisation 

Table 6-1 Baseline characteristics of study participants. 
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Distal radiocephalic fistula, n (%) 15 (29.4) 

Proximal radial artery fistula, n (%)* 13 (25.5) 

Brachiocephalic fistula, n (%) 21 (41.2) 

Brachiobasilic fistula, n (%) 2 (3.9) 

 

*anastomosis between the proximal radial artery and the nearest suitable vein located in 

the antecubital fossa (median, perforating, or cephalic vein) 

Table 6-2 Types of arteriovenous fistulas created in the cohort. 

 

6.3.1 Repeatability studies 

The overall inter-reader agreement for FeMRA derived measurements of the arterial 

diameter (ICC: 0.90; 95% CI: 0.87, 0.93), venous diameter (ICC: 0.84; 95% CI: 0.78, 

0.88), and vein depth from skin surface (ICC: 0.92; 95% CI: 0.89, 0.94) was excellent 

across all vascular sections (Table 6-3). In a subgroup of 20 patients (aged 58 ± 12 years; 

11 women; 31% with diabetic nephropathy) selected at random for intra-reader 

agreement, interclass coefficients were between 0.88 – 0.97 for all parameters, indicating 

excellent agreement (Table 6-3). There were no fixed or proportional biases, and >95% of 

differences consistently fell within acceptable limits of agreement for all vessel sizes and 

vein depths from skin surface (Figure 6-2). 
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 ICC (95% CI) values comparing cross-sections measurements 

Inter-reader Intra-reader 

Reader 1 Reader 2 

Arterial diameter 

   RA (wrist) 0.90 (0.84 – 0.94) 0.94 (0.82 – 0.98) 0.93 (0.77 – 0.98) 

   RA (mid-forearm) 0.90 (0.83 – 0.94) 0.84 (0.54 – 0.95) 0.89 (0.80 – 0.94) 

   RA (elbow) 0.89 (0.85 – 0.93) 0.86 (0.59 – 0.96) 0.84 (0.54 – 0.95) 

   BA (elbow) 0.94 (0.88 – 0.97) 0.91 (0.71 – 0.97) 0.95 (0.91 – 0.97) 

   All arteries 0.90 (0.87 – 0.93) 0.91 (0.87 – 0.94) 0.88 (0.77 – 0.93) 

Vein diameter 

   CV (wrist) 0.95 (0.92 – 0.97) 0.85 (0.73 – 0.92) 0.84 (0.55 – 0.95) 

   CV (mid-forearm) 0.96 (0.94 – 0.98) 0.97 (0.90 – 0.99) 0.91 (0.72 – 0.97) 

   CV (elbow) 0.98 (0.97 – 0.99) 0.94 (0.81 – 0.98) 0.92 (0.76 – 0.98) 

   BV (elbow) 0.96 (0.93 – 0.98) 0.92 (0.84 – 0.96) 0.85 (0.73 – 0.92) 

   All veins 0.84 (0.78 – 0.88) 0.92 (0.88 – 0.94) 0.89 (0.85 – 0.93) 

Vein depth from skin surface 

   CV (wrist) 0.91 (0.85 – 0.95) 0.93 (0.79 – 0.98) 0.95 (0.83 – 0.98) 

   CV (mid-forearm) 0.99 (0.98 – 0.99) 0.90 (0.70 – 0.97) 0.95 (0.82 – 0.98) 

   CV (elbow) 0.99 (0.98 – 1.00) 0.95 (0.85 – 0.99) 0.97 (0.88 – 0.99) 

   BV (elbow) 0.95 (0.91 – 0.98) 0.97 (0.90 – 0.99) 0.94 (0.89 – 0.97) 

   All veins 0.92 (0.89 – 0.94) 0.96 (0.92 – 0.98) 0.97 (0.95 – 0.99) 

RA, radial artery; BA, brachial artery; CV, cephalic vein; BV, basilic vein 

Table 6-3 Interclass correlation coefficients to test consistency of agreement in FeMRA. 
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Figure 6-2 Bland-Altman plots of inter-reader variability for FeMRA. The measurements of the first 

and the second FeMRA readers were compared. 

A. Plot of arterial diameter measurements. The dark central line is the mean difference between the 2 

analyses and the light outer lines show the limits of agreement (mean of the differences ± 1.96 SD). B. 

Plot of vein diameter measurements. C. Plot of vein depth measurements. There are no significant 

fixed or proportional biases as the lines of equality are within the confidence interval of the mean 

differences for all measurements. 

 

6.3.2 Predictors of AVF outcome 

We used hypothetical models to predict fistula outcome (success vs. failure) in each 

anatomical site using the different imaging modalities and we subsequently compared our 

predictions with the actual outcomes. For the FeMRA we created 2 models, one including 

central and peripheral scan findings and a second one including information on the 

peripheral vessels only. The scope of the 2 different models used for the FeMRA was to 

identify whether any difference in prediction compared to US derives from the extra 

information obtained from the central vasculature or whether differences occur even when 

directly assessing the peripheral vessels. Three independent variables were tested in each 

of the binomial logistic regression models used for multivariate analysis: age, sex, and 

either Duplex US mapping (model 1), FeMRA central and peripheral mapping (model 2), 



Chapter 6. 

145 

 

or FeMRA peripheral mapping (model 3). In univariable analysis for AVF outcome 

(success vs. failure) FeMRA central and peripheral mapping [odds ratio (OR) 5.14 (95% 

CI 1.52-17.38); p=0.008], and FeMRA peripheral mapping [OR 4.20 (95% CI 1.20-

14.74); p=0.03] predicted a successful outcome. By multivariable analysis FeMRA central 

and peripheral mapping [OR 6.49 (95% CI 1.70-24.79); p=0.006], and FeMRA peripheral 

mapping [OR 4.58 (95% CI 1.25-16.83); p=0.02] were independent predictors of 

successful AVF outcome. There was no significant association between age, sex, or 

Duplex US mapping and outcome (Table 6-4). 

 

 

Univariable analysis Multivariable 

analysis 

(US prediction 

model 1) 

Multivariable 

analysis 

(FeMRA prediction 

model 2) 

Multivariable 

analysis 

(FeMRA prediction 

model 3) 

 Odds ratio 

(95% CI) 

P-

value 

Odds ratio 

(95% CI) 

P-

value 

Odds ratio 

(95% CI) 

P-

value 

Odds ratio 

(95% CI) 

P-

value 

Age, per 

year 

0.98 (0.93 – 

1.02) 

0.28 0.97 (0.93 – 

1.02) 

0.23 0.96 (0.91 – 

1.01) 

0.14 0.97 (0.92 – 

1.02) 

0.21 

Sex 1.30 (0.42 – 

4.01) 

0.65 1.19 (0.37 – 

3.85) 

0.77 0.89 (0.25 – 

3.18) 

0.86 1.12 (0.33 – 

3.79) 

0.85 

US mapping 2.29 (0.71 – 

7.40) 

0.17 2.49 (0.74 – 

8.38) 

0.14   

FeMRA 

mappinga 

5.14 (1.52 – 

17.38) 

0.008  6.49 (1.70 – 

24.79) 

0.006  

FeMRA 

mappingb 

4.20 (1.20 – 

14.74) 

0.03   4.58 (1.25 – 

16.83) 

0.02 

aCVS included 

bCVS excluded 

Table 6-4 Univariable and multivariable analyses using hypothetical prediction models of 

arteriovenous fistula outcome. 

Univariable and multivariable analyses of factors associated with arteriovenous fistula outcome 

(success vs. failure). Three different models were used in analysis; in model 1 Duplex US mapping 

findings were used to predict outcome, in model 2 FeMRA findings and in model 3 FeMRA findings of 

the peripheral vasculature (without using the findings from central vasculature) were used.  

 

FeMRA and Duplex US equally identified peripheral vein sections unsuitable for fistula 

creation, but more arterial sections were classified as unsuitable for fistula attempt with 
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FeMRA (predominantly based on diameter criteria). Central vein stenosis was detected by 

FeMRA in 7 (12%) patients, of whom 5 had previous CVC insertions for dialysis. 

Cephalic arch stenosis was present in 6 (10%) and subclavian artery stenosis in 2 (3%) 

patients (Table 6-5 and Figure 6-3). Vessel course and tortuosity was better assessed with 

FeMRA but other anatomical characteristics (such as branches or vein depth from skin 

surface) were depicted with both imaging modalities (Table 6-5). The number of fistulas 

predicted to fail with FeMRA and Duplex US according to the anatomical site of the 

fistula is shown in Table 6-6. 

 FeMRA Duplex US 

Unsuitable arterial sections 

   Small diameter 72 48 

   Presence of arterial disease 11 11 

   Stenosis, occlusion 5 2 

   Absence 0 0 

Unsuitable vein sections 

   Small diameter 106 107 

   Stenosis, occlusion 30 5 

   Absence 1 7 

Central stenosis 

   Subclavian artery 2 - 

   Cephalic arch 6 - 

   Subclavian vein 4 - 

   Brachiocephalic vein 2 - 

   Superior venal cava 1 - 

Other anatomical findings 

   Tortuous cephalic/basilica veins 7 2 

   Vein depth >10mm 31 30 

   Cephalic vein ≥2 branches 15 16 

   Basilica vein ≥2 branches 10 12 

   High brachial artery bifurcation 4 3 

Table 6-5 Anatomical lesions and variants identified with vascular mapping. 

FeMRA vs. Duplex US. 

 

 



Chapter 6. 

147 

 

Predicted arteriovenous fistulas failures (N=59) 

 FeMRA  Duplex US  

 Suboptimal 

arterial 

sections  

Suboptimal 

vein sections 

Suboptimal 

arterial 

sections 

Suboptimal 

vein sections 

Distal radiocephalic 

fistula, n (%) 

31 (53%) 38 (64%) 22 (37%) 45 (76%) 

Proximal radial 

artery fistula, n (%)* 

30 (51%) 30 (51%) 14 (24%) 21 (36%) 

Brachiocephalic 

fistula, n (%) 

2 (3%) 18 (31%) 0 (0%) 17 (29%) 

Brachiobasilic 

fistula, n (%) 

2 (3%) 16 (27%) 0 (0%) 6 (10%) 

*anastomosis between the proximal radial artery and the nearest suitable vein located in 

the antecubital fossa (median, perforating, or cephalic vein) 

Table 6-6 Number of AVF predicted to fail at each anatomical site (FeMRA vs. Duplex US). 

 

6.3.3 Sensitivity, specificity and predictive values 

FeMRA and Duplex US had similar sensitivity but specificity, positive and negative 

predictive values were superior for FeMRA. To translate these findings FeMRA correctly 

classified less vascular sections as suitable for AVF creation, which could lead in less 

unnecessary procedures. On the other hand, Duplex US is prone to falsely characterise 

vascular sections as suitable for AVF creation increasing the risk of type I error and 

unsuccessful AVF surgeries. 

 FeMRA Duplex US 

Sensitivity 71% 71% 

Specificity 67% 52% 

Positive predictive value 65% 57% 

Negative predictive value 72% 67% 

Table 6-7 Performance of each diagnostic test assessed with sensitivity, specificity, positive and 

negative predictive values. 
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Figure 6-3 Steady-state coronal FeMRA images. 

Steady-state thick slab maximum intensity projection (MIP) coronal FeMRA images showing central 

veins abnormalities. A. Well-defined cephalic arch bilaterally before it enters the axillary vein to form 

the subclavian vein. B. Left cephalic arch stenosis near the confluence with the subclavian vein (arrow) 

and collateral vein formation (arrowhead). C. Left cephalic arch stenosis with collateral vein formation 

(arrow), cephalic vein stenosis (arrowhead) and cephalic vein valve (star). D. Left cephalic arch 

stenosis at the confluence with the subclavian vein (arrow). E. Tight stenosis at the junction of the right 

subclavian and brachiocephalic veins. F. Occluded right brachiocephalic vein. 

 

6.4 Discussion 

Ferumoxytol-enhanced MR angiography provides high quality peripheral vascular 

mapping in CKD patients who are referred for arteriovenous fistula creation with the 

additional advantage of accurate depiction of the central vasculature. Compared with 

Duplex US, FeMRA of the peripheral vessels performed better in predicting successful 

fistula outcome as it identified small arteries unsuitable for fistula creation not recognised 

with US. In addition, ferumoxytol’s favourable pharmacokinetics allow imaging of 

predialysis patients without concerns for iodine or gadolinium contrast toxicity. FeMRA 

can supplement Duplex US or serve as an alternative for vascular mapping in selected 

CKD patients with known or suspected central stenosis or peripheral arterial disease. 
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In this cohort where more than a third of patients had at least one previous CVC insertion 

for dialysis, 12% had central venous stenosis and another 10% cephalic arch stenosis. 

These rates are comparable with other studies, such as Oguzkurt et al., who reported 16% 

angiographically-proven CVS in dialysis patients with temporary catheters (Oguzkurt et 

al., 2004) and Wang et al., who reported 9% clinically noticeable CVS in dialysis patients 

(Wang et al., 2015). Central vein stenosis can occur due to trauma from catheter insertion, 

stagnation of blood at the catheter insertion site, and turbulent blood flow during 

hemodialysis (Cimochowski et al., 1990; Schwab et al., 1988). Although 71% of central 

venous stenosis was associated with previous catheters, it was conspicuously seen in a 

small number of patients without prior catheter use, and without the presence of non-

dialysis factors that are closely associated with CVS development, such as transvenous 

pacemakers and previous admission to the intensive care unit.  

Our results suggest that for the distinction of small diameter arteries (< vs. >2.0 mm), 

FeMRA had a significantly better discriminatory power than Duplex US, whereas for the 

distinction between small diameter veins (< vs. >2.5 mm), there was no significant 

difference in diagnostic performance. FeMRA was more conservative compared to 

Duplex US with more peripheral vascular sections deemed suboptimal for AVF creation. 

The reason for this discrepancy, especially with regards to the arterial sections, is not clear 

and in fact this was an unexpected finding. FeMRA has excellent spatial and temporal 

resolutions providing a more precise estimate of the vessel lumen, whereas US is 

operator-dependent and susceptible to the compression of the vessel by the transducer 

during the examination. This likely explains why the difference was only noted in the 

arteries (where a smaller diameter threshold was selected) and not in the veins. Patient 

positioning (seated vs. lying) or the lower temperature in the MRI suite could also have 

contributed in the discrepancy, however the effect of these factors (if any) is impossible to 

quantify. 

From a clinical standpoint, FeMRA ascertained anatomical abnormalities, which were 

predictive of successful fistula outcome and could be vital in vascular access planning. Its 

effect could be magnified if we incorporated more parameters in our model, such as vessel 

course, tortuosity, and perception of anatomy from synchronous multiplanar depiction of 

arteries and veins or 3D reformations. In the wake of our findings, the adoption of 

FeMRA in clinical practice could significantly increase the number of successful first-

time fistulas and thereby reduce the burden of repeated procedures. Nonetheless, Duplex 
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US remains the screening tool of choice in the initial workup of most patients before 

fistula creation due to its ease of use, lower cost and applicability to almost all patients. 

FeMRA could be reserved for patients with risk factors for venous complications, 

peripheral arterial disease, previous failed accesses or borderline vessels in US. This is 

highlighted in the recent European Society for Vascular Surgery (ESVS) (Schmidli et al., 

2018) and Kidney Disease Outcomes Quality Initiative (KDOQI) (Lok, 2019) clinical 

practice guidelines for vascular access, where various imaging studies as needed are 

recommended to evaluate the suitability of peripheral vessels and central veins for 

occlusion. 

Our study has limitations. First, we did not examine internal jugular and subclavian vein 

waveforms with Duplex US to indirectly predict the presence of CVS. However, this is 

time-consuming and technically difficult, with a number of pitfalls such as abnormal 

waveform with deep inspiration causing a functional narrowing, slow flow mimicking a 

thrombus, and turbulent flow from indwelling catheters or an ipsilateral hemodialysis 

fistula mimicking stenosis. Second, it is a single center experience reflecting local 

referring patterns and practices; nevertheless the arterial and vein diameter criteria used in 

our predictive models are universally acceptable (Sidawy et al., 2008). Third, the sample 

size in our study was relatively modest with respect to absolute patients’ numbers, but a 

large number of vascular sections (approximately 500) was analysed. Finally, the lack of 

license for ferumoxytol use as a contrast agent for MRI and the increased cost and limited 

supply associated with it makes its immediate use in clinical practice unrealistic. Until it is 

more widely available, alternative imaging techniques for vascular imaging of the upper 

extremity can be used. Traditionally, DSA is used because of its dynamic nature and 

superior spatial resolution however, it is a costly and time-consuming invasive procedure 

and has potential complications. In recent years multi-detector CT angiography with 

standard post-processing techniques allows routine acquisition of submillimeter isotropic 

datasets and has become a non-invasive alternative to DSA. 

6.5 Conclusions 

In conclusion, our results demonstrate that ferumoxytol-enhanced MRA is a useful 

technique for vascular mapping before haemodialysis access creation that can minimise 

unnecessary surgical procedures. FeMRA is fast, operator-independent, reliable in the 

detection of central vein stenosis, and more accurate for visualisation of the arm vessels 
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and thus overcomes most of the limitations inherent in duplex sonography. However, it is 

not yet widely available and the extreme cost of ferumoxytol contrast and MR imaging 

hamper its use in clinical practice. A randomised study of FeMRA vs DUS mapping with 

appropriate stratification is needed to identify the patients that would benefit most from 

each technique. 
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7 Chapter 7. EFFECTS OF HAEMODIALYSIS 

ARTERIOVENOUS FISTULA CREATION ON 

CARDIAC STRUCTURE AND FUNCTION 
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7.1 Introduction 

Arteriovenous fistula is the preferred type of access for maintenance haemodialysis; 

nonetheless it may contribute to maladaptive cardiovascular remodelling. The creation of 

an AVF leads to a localised area of high flow shunting of blood from the arterial to venous 

circulation, and exposes the low pressure, high capacitance venous system to the high 

pressure, low capacitance arterial system. Immediately following creation, AVF is 

associated with an increase in cardiac output and a decrease in subendocardial perfusion 

(Savage et al., 2002), predominantly as a consequence of reduced systemic vascular 

resistance, increased myocardial contractility, and an increase in stroke volume and heart 

rate (GUYTON & SAGAWA, 1961). Over the following weeks, circulating blood volume 

increases in conjunction with increases in atrial and brain natriuretic peptides (Iwashima et 

al., 2002; Ori et al., 1996). As the fistula increases in size and blood flow over months and 

longer, there are further increases in LV filling pressure and subsequent changes on atrial 

and ventricular chamber dimensions and function (Basile et al., 2008; Iwashima et al., 

2002; Ori et al., 1996; Parfrey et al., 1996). Over time, because of the increase in blood 

volume, the right atrial pressure, pulmonary artery pressure, and LV end-diastolic pressure 

gradually increase until the myocardium decompensates, the LV dilates, the ejection 

fraction declines, and the patient has symptoms of heart failure.  

Historically, AVF creation has been associated with worsening of LV hypertrophy and 

resultant diastolic dysfunction and left atrial dilatation (Iwashima et al., 2002; Ori et al., 

2002). The blood flow in an AVF is between 400 and 4000 mL/min, which is a huge 

increment compared to the blood flow in a normal cephalic vein of approximately 30 

mL/min. A relatively infrequent but important complication of AVF is progressive high-

output cardiac failure, despite preserved LV systolic function (Ahearn & Maher, 1972; 

Anderson et al., 1976; MacRae et al., 2004). This has been shown to be more common 

with fistula flows greater than 2 L/min. Upper arm fistulas tend to have the highest blood 

flow rates and in fact, access flow has been shown to be up to twice as high in upper arm 

compared with lower arm fistulas (1,336 ± 689 vs. 645 ± 332 mL/min) (Begin et al., 

2002). A combination of increased cardiac output as well as altered diastolic filling 

parameters has been shown to precipitate heart failure in this population. 

Six weeks is the minimum time for a new AVF to mature sufficiently to allow successful 

needling and adequate blood flow for efficient hemodialysis. Parallel to the vascular 
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remodelling in the fistula arm, creation of a non-physiologic shunt initiates a cascade of 

haemodynamic and structural changes in the heart muscle. There is a pervasive belief that 

it takes a substantial amount of time for fistulas to mature enough to reach their maximum 

flow and similarly changes in LV mass and cardiac indexes occur gradually over a long 

period of time following AVF creation. Furthermore, it is thought that high-output failure 

is relevant only with fistulas of long-standing duration. But AVFs have been shown to 

reach their maximum flow as early as 6 weeks after creation (Begin et al., 2002), and we 

know that AVF creation has immediate cardiac effects, thus, perhaps high-output cardiac 

failure can occur sooner than thought. 

Cardiovascular magnetic resonance imaging is the ‘gold standard’ for evaluation of cardiac 

structure and function with substantially greater accuracy, prognostic value and 

reproducibility compared to alternative techniques, such as echocardiography (Edwards et 

al., 2008; Mark et al., 2008; Nelson et al., 2009). Using CMR in 24 patients, Dundon et al 

(Dundon et al., 2014) showed a mean increase of 12.7% in LV mass 6 months after 

creation of an AVF. 

Our study hypotheses were that a) LV mass changes occur within weeks after AVF 

creation and b) changes in LV mass are proportional to the AVF blood flow. To test our 

hypotheses we conducted a prospective study using CMR to evaluate changes on cardiac 

structure and function 6 weeks after AVF surgery in patients with ESRD. 

7.2 Methods 

In this prospective cohort study, patients with ESRD listed for AVF creation underwent 

cardiac magnetic resonance imaging at baseline and at 6 weeks after AVF surgery. All 

participants had ultrasound measurements of brachial artery blood flow at 6 weeks, which 

is traditionally used for estimation of AVF blood flow. The primary outcome was the 

change in LV mass. Secondary outcomes included changes in LV end-systolic and end-

diastolic volumes, left atrial volume, LV ejection fraction, LV global longitudinal strain, 

cardiac output/index, septal thickness, NT-proBNP and high-sensitivity Troponin I. 
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7.3 Results 

A total of 65 patients were enrolled, of whom 40 patients (mean age 56 ± 11 years; 21 

women; 40% with diabetic nephropathy) underwent AVF surgery and had CMR at 

baseline and 6 weeks after surgery during the period between 12th December 2016 and 

30th November 2018. All study participants had US Duplex of their AVF performed at the 

same time as the repeat CMR. The patients’ baseline characteristics are shown in Table 7-

1. 

The median time between CMR scans was 8.1 weeks (interquartile range, 6.3–9.5 weeks). 

However, the median time from AVF surgery to the second CMR scan was 6.4 weeks 

(interquartile range, 5.8–6.9 weeks). This delay was the result of listing patients for AVF 

surgery after the baseline CMR and scheduling of CMR scans. 
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Table 7-1 Baseline characteristics of study participants. 

 

Age (y), mean (SD) 56.2 (10.9) 

Male, n (%) 19 (47.5) 

Race, n (%) 

   White 36 (90.0) 

   Asian 3 (7.5) 

   Black African 1 (2.5) 

Time between first scan and AVF creation (wk), median (IQR) 1.9 (0.9-2.8) 

Time between AVF creation and second scan (wk), median (IQR) 6.4 (5.8-6.9) 

Cause of ESRD, n (%) 

   Diabetes 16 (40.0) 

   Glomerulonephritis 8 (20.0) 

   Renovascular 3 (7.5) 

   Polycystic kidney disease 3 (7.5) 

   Unknown 7 (17.5) 

   Othera 3 (7.5) 

Location of AVF, n (%) 

   Forearm 22 (55.0) 

   Upper arm 18 (45.0) 

AVF blood flow, n (%) 

   ≥ 600 mL/min 22 (55.0) 

   < 600 mL/min 18 (45.0) 

Laboratory values at time of CMR 

   Haemoglobin (g/L), mean (SD) 108 (17) 

   Creatinine (mg/dL), mean (SD)b 4.9 (1.4) 

   eGFR (mL/min/1.73m2), mean (SD)b 11.1 (2.5) 

CKD stage, n (%) 

   Stage 4 3 (7.5) 

   Stage 5 - non-dialysis 23 (57.5) 

   Stage 5 – dialysis 14 (35.0) 

At least one previous AV access, n (%) 8 (20.0) 

At least one previous CVC, n (%) 17 (42.5) 

 
aObstructive uropathy (n=2), Congenital dysplasia (n=1) 
bExcludes patients on dialysis 

AVF, arteriovenous fistula; ESRD, end-stage renal disease; CMR, cardiac magnetic 

resonance imaging; eGFR, estimated glomerular filtration rate; CKD, chronic kidney 

disease; AV, arteriovenous; CVC, central venous catheterisation 
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7.3.1 Primary Outcome 

The primary end point showed a mean increase of 7.4 g (95% CI, 1.1–13.7, p = 0.02) in 

LV mass following AVF surgery. To adjust for body surface area, change in LV mass 

index was also calculated. An increase of 5.1 g/m2 (95% CI, 1.6–8.6, p = 0.005) was 

found. 

In the high flow group the mean increase in LV mass was 15.5 g (95% CI, 7.3–23.8) 

compared with a small decrease of 2.5 g (95% CI, −10.6 to 5.6) in the low flow group (p = 

0.003 for comparison) (Figure 7-1). For the LV mass index the mean increase was 9.5 g/m2 

(95% CI, 5.2–14.0) in the high flow group compared with a small decrease of 0.3 g/m2 

(95% CI, −5.2 to 4.6) in the low flow group (p = 0.003 for comparison) (Figure 7-1). 

Linear regression analyses undertaken showed that increase in the LV mass and LV mass 

index was more pronounced in subjects with higher flow fistulas (Figure 7-2) and in 

subjects with lower LV mass at baseline (Figure 7-3). In the high flow group, increase in 

LV mass was demonstrated in all except 2 subjects. 
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Figure 7-1 Difference in left ventricular (LV) mass and LV mass index between scans per AVF flow 

groups. 

Difference in the means of left ventricular (LV) mass (left) and LV mass index (right) between the 2 

scans according to the brachial artery blood flow (p = 0.003 for the difference between groups). This 

figure shows the means in 40 subjects who completed the second cardiac magnetic resonance scan, 22 

in the high flow group (≥ 600mL/min) and 18 in the low flow group (< 600mL/min). Change in means 

and the 95% CI show a significant statistical difference between groups (p = 0.003) with an 

independent t test. 
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Figure 7-2 Linear regression analysis of left ventricular (LV) mass and LV mass index change 

according to brachial artery blood flow. 

Effect of arteriovenous fistula (AVF) creation based on AVF blood flow. Linear regression analysis 

looking at change in LV mass (above) and LV mass index (below) in study participants with AVF 

creation. Increases in LV mass and LV mass index were more pronounced in those with higher fistula 

flows at 6 weeks after surgery.  
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Figure 7-3 Linear regression analysis of left ventricular (LV) mass and LV mass index change 

according to baseline LV mass and index. 

Effect of arteriovenous fistula (AVF) creation based on baseline LV mass and LV mass index. Linear 

regression analysis looking at change in LV mass (above) and LV mass index (below) in study 

participants with AVF creation. Increases in LV mass and LV mass index were more pronounced in 

those with lower LV mass and LV mass index in the baseline cardiac magnetic resonance imaging.  
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7.3.2 Secondary Outcomes 

Table 7-2 shows the changes observed for other cardiac indexes, including LV end-

diastolic volume, LV end-systolic volume, ejection fraction, cardiac output, cardiac index, 

LV global longitudinal strain, left atrial volume, left atrial volume index and septal 

thickness. The mean NT-proBNP levels for all subjects were elevated at baseline (Table 7-

2) and increased further in the higher flow AVF group (p = 0.05 for comparison; Figure 7-

4). There was a drop in diastolic blood pressure between CMR scans (p = 0.03) but no 

changes in systolic blood pressure, body weight and haematocrit were observed (Table 7-

2). 

 All (n=40) AVF flow ≥600 mL/min 

(n=22) 

AVF flow <600 mL/min 

(n=18) 

Baselin

e 

Follow

-up 

p 

valu

e 

Baselin

e 

Follow

-up 

p 

value 

Baselin

e 

Follow

-up 

p 

valu

e 

LV mass, g 154.4 ± 

52.6* 

161.8 

± 50.2 

0.02 152.4 ± 

55.6* 

168.0 

± 55.6 

<0.00

1 

156.9 ± 

50.2 

154.4 

± 43.0 

0.52 

LV mass 

index, g/m2 

83.7 ± 

27.1 

88.8 ± 

26.2 

0.00

5 

80.8 ± 

24.7 

90.3 ± 

24.7 

<0.00

1 

87.3 ± 

30.2 

87.0 ± 

28.6 

0.91 

LV end-

diastolic 

volume, mL 

155.8 ± 

55.1 

165.3 

± 49.6 

0.04 167.5 ± 

58.7 

182.0 

± 54.5 

0.03 141.5 ± 

48.2 

145.0 

± 34.2 

0.61 

LV end-

systolic 

volume, mL 

51.3 ± 

27.6 

55.4 ± 

27.1 

0.12 57.2 ± 

31.7 

63.5 ± 

32.8 

0.10 44.1 ± 

20.0 

45.5 ± 

13.0 

0.70 

LV ejection 

fraction, % 

67.9 ± 

7.8 

67.1 ± 

7.2 

0.52 66.7 ± 

8.1 

66.1 ± 

7.4 

0.66 69.2 ± 

7.6 

68.4 ± 

7.0 

0.65 

LV cardiac 

output, L/min 

6.9 ± 

2.1 

7.5 ± 

2.0 

0.02 7.2 ± 

1.9 

8.2 ± 

1.9 

0.007 6.5 ± 

2.2 

6.8 ± 

1.8 

0.61 
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LV cardiac 

index, 

L/min/m2 

3.8 ± 

1.1 

4.2 ± 

1.1 

0.00

9 

3.9 ± 

1.0 

4.5 ± 

1.2 

0.002 3.6 ± 

1.1 

3.8 ± 

0.9 

0.53 

LV global 

longitudinal 

strain, % 

-15.3 ± 

2.3 

-15.7 ± 

2.5 

0.21 -15.9 ± 

1.9 

-16.0 ± 

2.0 

0.93 -14.5 ± 

2.6 

-15.2 ± 

3.1 

0.04 

LA volume, 

mL 

85.9 ± 

40.1 

93.4 ± 

34.7 

0.10 86.6 ± 

43.3 

99.3 ± 

37.8 

0.05 84.9 ± 

37.0 

86.2 ± 

30.1 

0.85 

LA volume 

index, mL/m2 

46.9 ± 

21.0 

52.1 ± 

20.0 

0.04 46.6 ± 

21.9 

54.5 ± 

19.9 

0.03 47.3 ± 

20.6 

49.2 ± 

20.4 

0.59 

Septal 

thickness, mm 

9.0 ± 

2.9 

8.5 ± 

2.9 

0.33 8.5 ± 

2.9 

7.8 ± 

3.0 

0.23 9.5 ± 

2.9 

9.5 ± 

2.6 

0.90 

Body weight, 

kg 

74.7 ± 

16.7 

73.3 ± 

15.2 

0.74 75.3 ± 

17.2 

73.6 ± 

15.2 

0.76 73.9 ± 

16.7 

73 ± 

15.7 

0.89 

Systolic BP, 

mmHg 

154.3 ± 

29.8 

147 ± 

30.0 

0.35 149.8 ± 

24.0 

146.2 

± 21.1 

0.64 160.1 ± 

36.3 

148.2 

± 39.7 

0.43 

Diastolic BP, 

mmHg 

76.3 ± 

13.9 

69.4 ± 

10.5 

0.03 77.3 ± 

14.9 

70.2 ± 

12.2 

0.14 74.9 ± 

12.9 

68.4 ± 

8.0 

0.13 

Hematocrit, % 32.7 ± 

5.2 

32.4 ± 

4.3 

0.85 32.0 ± 

4.5 

31.5 ± 

4.0 

0.70 33.4 ± 

5.9 

33.6 ± 

4.5 

0.93 

Serum 

creatinine, μ

mol/L# 

458 ± 

127 

487 ± 

161 

0.53 486 ± 

140 

521 ± 

180 

0.57 394 ± 

56 

408 ± 

53 

0.65 

Estimated 

GFR, 

mL/min/1.73m

2# 

11.5 ± 

2.6 

10.3 ± 

4.0 

0.25 11.1 ± 

2.3 

9.5 ± 

4.3 

0.26 12.6 ± 

3.0 

11.9 ± 

2.6 

0.71 

NT-proBNP, 2,390 ± 3,114 0.08 1,647 ± 3,174 0.02 2,948 ± 3,069 0.82 
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pg/mL 2,513 ± 

2.360 

1,401 ± 

2,439 

3,043 ± 

2,408 

hs-cTnI, 

pg/mL§ 

13.1 

(8.1-

18.2) 

12.0 

(7.8-

16.1) 

0.36 12.4 

(3.1-

21.8) 

12.7 

(5.9-

19.5) 

0.89 13.7 

(6.7-

20.6) 

11.4 

(5.3-

17.5) 

0.21 

AVF, arteriovenous fistula; LA, left atrial; LV, left ventricular; BP, blood pressure; GFR, 

glomerular filtration rate calculated using Chronic Kidney Disease Epidemiology Collaboration 

(CKD EPI) formula; NT-proBNP, N-Terminal-pro B-type Natriuretic Peptide; hs-cTnI, high-

sensitivity cardiac Troponin I 

*Plus-minus values are mean ± SD 

#Includes 23 non-dialysis participants 

Table 7-2 Summary of changes in cardiac magnetic resonance–derived cardiac indexes, clinical and 

laboratory parameters. 

Summary of changes from baseline to 6 weeks in the overall population and in AVF blood flow 

subgroups 
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Figure 7-4 Changes of N-terminal-pro B-type natriuretic peptide (NT-proBNP) between the high and 

low AVF flow groups. 

Effect of arteriovenous fistula (AVF) creation on NT-proBNP levels. Changes in the blood NT-proBNP 

levels (picograms per millilitre) performed at the time of cardiac magnetic resonance scans according 

to the brachial artery blood flows (≥600 mL/min vs <600 mL/min), showing a significant increase in the 

higher flow group compared with the lower flow AVF group (p=0.05). 

 

7.4 Discussion 

We have examined the immediate effect of AVF surgery in patients with advanced CKD 

using gold standard CMR-derived LV mass. There was a substantial increase in LV mass 

observed on the second CMR scan after AVF surgery. The effect was proportional to the 

blood flow of the AVF, with a significant increase in CMR-derived LV mass in the high 

flow compared with a small decrease in the low flow group. 

The haemodynamic effects of a left-to-right shunt have been well described (Abassi et al., 

2003; GUYTON & SAGAWA, 1961; MacRae et al., 2004). Vascular access blood flow is 
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necessary for dialysis adequacy and small solute clearance. On the one hand, low blood 

flow is indicative of access dysfunction; on the other hand, high blood flow is associated 

with increased cardiac output and high-output cardiac failure, especially in patients with 

pre-existing cardiac disease. A 6-fold increase in mean blood flow is observed on the AVF 

side compared with the contralateral side (Girerd et al., 1996). It has been advocated that 

cardiac adaptations occur gradually following surgery relative to the increase in AVF 

blood flow. However, data show that the mean brachial artery flow increases from 56 

mL/min before to 365 ml/min 1 day after and to 720 ml/min 28 days after the creation of 

an AVF (Lomonte et al., 2005). The novel finding of our prospective study is the 

demonstration of early changes in cardiac indexes, where 4.8% increase in LV mass 

occurred after an average time of 6.4 weeks post-AVF creation. Notably, the change was 

more prominent in AVF with blood flows exceeding 600 mL/min, where an increase of 

10.2% in LV mass was observed. 

In a prospective short-term echocardiographic study, a significant increase in cardiac 

output (15%), LV end-diastolic diameter (4%), and fractional shortening (8%) occurred 14 

days after the creation of an AVF(Iwashima et al., 2002). Other echocardiographic studies 

have demonstrated the potential for increased LV mass and LV dilatation following AVF-

creation (Iwashima et al., 2002; Ori et al., 2002). In another prospective study of 24 

patients with stage 5 CKD undergoing AVF creation, CMR was undertaken at baseline, 

and 6 months following AVF creation. At follow up, LV mass was increased by 12.7%, 

mean cardiac output by 25%, LV end-systolic volumes by 21%, and LA area by 11%. In 

our study, LV end-diastolic volume was increased by 6.1%, cardiac output by 8.7%, and 

LA volume index by 11.1% (Dundon et al., 2014) six weeks following AVF creation 

showing that changes in cardiac structure occur early after AVF creation. 

As demonstrated by our study, elective AVF surgery is associated with adaptive cardiac 

remodeling, necessary to accommodate the increase in cardiac output sufficient to service 

the fistula, whilst maintaining systemic blood supply. Maladaptive cardiac remodeling and, 

in particular, increased LV mass is an independent predictor of adverse cardiovascular 

events and has been used extensively as a surrogate end point. Both eccentric and 

concentric patterns of LV hypertrophy carry prognostic implications in a number of disease 

states (Paoletti et al., 2005; Velagaleti et al., 2014). In a prospective study of 96 patients 

with AVF (65 with lower and 31 with upper arm AVFs), blood flow exceeding 2 L/min 

was predictive of heart failure (Basile et al., 2008). Left ventricular hypertrophy, dilatation, 
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and dysfunction are negative prognostic factors in ESRD patients commencing dialysis 

(Parfrey et al., 1996). On the contrary, London et. al have demonstrated a prognostic 

benefit of therapeutic interventions that successfully reduce LV mass by at least 10% in 

ESRD patients. These were associated with a 22% reduction in all-cause mortality and a 

28% reduction in cardiovascular event-free survival (London et al., 2001). 

The accuracy and reproducibility of 3D techniques, such as CMR, to reliably identify small 

changes in LV mass, such as were seen in this study has been shown in previous clinical 

trials and ex vivo studies. CMR has been used in clinical trials to identify very small 

differences in LV mass between groups: differences between 7 to 11 g/m2 in LV mass have 

been shown in studies with 15 to 40 subjects per group (Gaudio et al., 1998; Johnson et al., 

1997; Myerson et al., 2001). The accuracy of CMR measurements of LV mass has been 

validated using post-mortem human hearts, imaged ex vivo, which showed excellent 

agreement between the CMR-obtained and true LV masses, with SD of the difference of 8 

g (95% CI, 15 g) (Katz et al., 1988) and a mean bias between 3D-CMR and pathology 

measures for LV mass of -16 g (Farber et al., 2014). 

This prospective observational study, using the gold standard imaging modality (CMR) for 

evaluation of cardiac structure and function, demonstrates that AVF creation causes an 

increase in LV mass. Because of the short interval between the scans (median 8.3 weeks), 

the increase in LV mass observed is unlikely to be resulting from worsening of uraemia, 

plasma volume overload or changes in haematocrit and in fact serum creatinine, body 

weight and haematocrit did not change significantly between the scans. The clinical 

implications of this abrupt increment in LV mass within weeks after shunt surgery are not 

known. Nonetheless, there was an increase in NT-proBNP and high-sensitivity Troponin I 

in subjects following AVF surgery, although the magnitude of the change was not 

significant. But the significant increase in brain natriuretic peptide in the high AVF flow 

group argues for a physiological deleterious impact of the procedure. In addition, the 

minimal changes in LV mass, NT-proBNP and high-sensitivity Troponin I in the low AVF 

flow group are physiologically plausible and further strengthen our findings. 

Brain natriuretic peptide and its inactive N-terminal fragment have been studied 

extensively in patients with heart failure, and both markers have been shown to be strong 

predictors of morbidity and mortality (de Lemos et al., 2003; Kragelund et al., 2005). They 

are thought to be secreted in greater quantities in response to increases in myocardial wall 
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stretch (Wang et al., 2005). Population-based studies suggest that plasma levels of brain 

natriuretic peptide and NT-proBNP are useful screening tests for heart failure and 

asymptomatic LV dysfunction (Iwashima et al., 2002). Similarly, in patients with CKD, 

high-sensitivity Troponin T was strongly associated with alterations of LV structure and 

diastolic dysfunction, regardless of eGFR strata (Kang et al., 2019). In a study of multiple 

biomarker monitoring in ESRD patients, increased plasma hs-CRP, Troponin T, and 

Troponin I were all independently predictive of subsequent death (Apple et al., 2004). The 

combination of an increase in cardiac biomarkers and cardiac structural changes suggests 

that observed changes could translate into clinical outcomes. 

These results potentially have significant implications for the management of 

cardiovascular risk in CKD, given that AVF creation, which is the cornerstone of 

haemodialysis treatment, has the potential to provide substantial cardiovascular risks. This 

is particularly important for CKD patients with underlying cardiovascular disease. In 

addition, when AVF is compared to other types of access to the circulation, such as CVC, 

cardiovascular end-points are rarely used as surrogate outcomes, and the focus is on 

patency and infection outcomes.  

The strengths of this study include a prospective consecutive design, use of a gold standard 

cardiac imaging modality, and a study group that represents the typical CKD population 

referred for AVF creation. The study limitations include a limitation in power to detect 

clinically significant differences in cardiovascular events and patient survival. Due to time 

constrains, the right heart was not assessed, but the study was adequately powered to 

examine LV mass, which was our primary outcome. To build on this study, a larger-scale 

multicenter study powered for clinical outcomes for cardiovascular morbidity and 

mortality is warranted. 

7.5 Conclusions 

This study shows that AVF creation is associated with a significant increase in CMR-

derived LV myocardial mass. Furthermore, surgical AVF creation is associated with 

increments in cardiac chamber dimensions and an increase in NT-proBNP and high-

sensitivity Troponin I levels. The changes are more pronounced in high blood flow 

arteriovenous fistulas. Because these surrogate markers are strongly associated with 
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important clinical outcomes, these data support further investigation of the impact of 

routine AVF creation in CKD patients on clinical outcomes. 
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8.1 Principle findings 

8.1.1 FeMRA vs CTA for assessment of kidney transplant 

candidates 

The usually employed methods for non-invasive vascular imaging using MRI or CT carry 

potential risks for kidney disease patients. Computed tomography angiography requires 

radiation and nephrotoxic iodinated contrast, which may precipitate significant worsening 

of renal function and even prompt the need for institution of dialysis. Magnetic resonance 

angiography in patients with advanced CKD using linear chelate gadolinium-based 

contrast agents has been associated with the rare disease ‘nephrogenic systemic fibrosis’. 

To overcome challenges in evaluation of the iliac vasculature prior to kidney 

transplantation with currently used imaging techniques, we assessed the clinical utility of 

ferumoxytol-enhanced magnetic resonance angiography. 

In a prospective study of 36 kidney transplant candidates, 216 vascular cross-sections were 

examined with FeMRA and CTA. FeMRA was compared with CTA for assessment of 

arterial and vein diameter, calcification, and signal. FeMRA showed excellent intra- and 

inter-reader repeatability (ICC 0.79 – 0.99) for arterial and vein diameter, calcification and 

signal intensity. Between FeMRA and CTA there were no significant differences in arterial 

diameter and calcification (-0.36 – 0.89 mm and -0.05 – 0.06 mm2, respectively), but vein 

diameter differed (1.53 – 2.44 mm, p <0.001) due to poor venous enhancement with CTA. 

In a separate analysis, two transplant surgeons identified vein abnormalities in 11% of 

patients with FeMRA. 

Ferumoxytol-enhanced MR angiography was comparable to CT angiography for 

evaluating arterial lumen and calcification and offered improved venous depiction. The 

value of FeMRA in identifying under-recognised venous disease is essential in 

preoperative planning, especially in patients with prior abdominal or pelvic surgery, 

transplant procedures, venous thromboembolic events, or venous dialysis catheters. 

Ferumoxytol-enhanced MR angiography may complement CTA or other non-invasive 

imaging studies used for evaluation of the vasculature in CKD patients with PAD 

considered for kidney transplantation. Its applicability in predialysis patients fills unmet 
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clinical needs and ferumoxytol’s favorable pharmacokinetics offer a safe and robust 

technique decisive to timely transplant listing. 

8.1.2 Ferumoxytol MR angiography vs Duplex ultrasound for 

vascular mapping before arteriovenous fistula surgery for 

haemodialysis 

Preoperative mapping of arm vessels is essential for creating permanent haemodialysis 

access and used for both arterial and venous evaluation to optimise AVF placement for 

avoiding unsuccessful surgery. Duplex ultrasound is performed routinely for vascular 

mapping prior to AVF creation but cannot visualise the central vasculature. Contrast-

enhanced MR angiography provides excellent visualisation of both central and upper 

extremity vessels but entails the risk of nephrogenic systemic fibrosis in advanced CKD. 

Ferumoxytol has been increasingly used for MR angiography, particularly for patients with 

CKD. To minimise unnecessary surgical procedures, the clinical utility of ferumoxytol-

enhanced MR angiography for pre-operative vascular mapping was assessed using 

anatomical parameters predictive of fistula outcome. 

In a prospective study of 59 (mean age 59 years) CKD patients, FeMRA was compared 

with Duplex US to evaluate suitability for AVF surgery. Fifty-one AVF were created. 

FeMRA showed excellent inter- and intra-reader repeatability (interclass correlation 

coefficients 0.84 - 0.99). In addition to identifying 15 central vasculature stenoses, FeMRA 

characterised 37% of the arterial sections examined as unsuitable for AVF creation 

compared to 26% with Duplex US (p = 0.01). Prediction models of AVF outcome were 

created based on an algorithm relying on mapping findings. On multivariable regression 

analyses FeMRA mapping independently predicted AVF success in models including [OR: 

6.49 (95% CI 1.70-24.79); p = 0.006] and excluding information on the central vasculature 

[OR: 4.58 (95% CI 1.25-16.83); p = 0.02]. 

Ferumoxytol-enhanced MR angiography is fast, operator-independent, reliable in the 

detection of central vein stenosis, and more accurate for visualisation of the arm vessels 

compared with Duplex ultrasound. FeMRA promises to set a new standard for non-

invasive, high-resolution arterial and venous imaging, provides a viable option for selected 

patients in whom advanced imaging beyond Duplex US is required and can minimise 

unnecessary surgical procedures. 
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8.1.3 Effects of haemodialysis arteriovenous fistula creation on 

cardiac structure and function 

Arteriovenous fistula is considered the preferred type of access for maintenance 

haemodialysis. The creation of an AVF may contribute to maladaptive cardiovascular 

remodelling. We conducted a study to evaluate the effect of AVF creation on cardiac 

structure and function in patients with ESRD. 

In this prospective cohort study, patients with ESRD listed for AVF creation underwent 

cardiac magnetic resonance imaging at baseline and at 6 weeks. All participants had 

ultrasound measurements of brachial artery blood flow at 6 weeks. The primary outcome 

was the change in LV mass. Secondary outcomes included changes in LV volumes, left 

atrial volume, LV ejection fraction, LV global longitudinal strain, cardiac output/index, 

septal thickness, NT-proBNP and high-sensitivity Troponin I. 

A total of 65 patients were enrolled, of whom 40 had an AVF creation and completed both 

scans. The median time from AVF surgery to the second CMR scan was 6.4 weeks 

(interquartile range, 5.8–6.9 weeks). Patients were divided into two groups based on AVF 

blood flows: 22 in the high flow group (≥ 600mL/min) and 18 in the low flow group (< 

600mL/min). On the second cardiac magnetic resonance scan, a mean increase of 7.4 g 

(95% CI, 1.1–13.7, P=0.02) was observed in LV mass; in the high flow group the mean 

increase was 15.5 g (95% CI, 7.3–23.8) compared with a small decrease of 2.5 g (95% CI, 

−10.6 to 5.6) in the low flow group (p = 0.003). Significant increases in LV end-diastolic 

volumes, cardiac output, and cardiac index were also seen after AVF creation (p < 0.04). 

No significant changes were observed in LV ejection fraction (p = 0.52), LV end-systolic 

volumes (p = 0.12), LV global longitudinal strain (p = 0.21), NT-proBNP (p = 0.12) and 

high-sensitivity Troponin I (p = 0.29).  

Creation of AVF in adults with ESRD resulted in significant increase of LV myocardial 

mass and increments in cardiac chamber dimensions 6 weeks after surgery. The changes 

were more pronounced in high blood flow arteriovenous fistulas. These data support 

further investigation of the impact of routine AVF creation in CKD patients on clinical 

outcomes. 
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8.2 Limitations and criticism 

8.2.1 Ferumoxytol use in clinical practice and cost 

There are limitations pertaining to translation of our study protocols to clinical practice. 

Ferumoxytol was approved for parenteral treatment of iron deficiency anaemia in patients 

with CKD in June 2009 and in February 2018, a broad label was granted across all 

conditions associated with lack of iron in adults who were intolerant of or had an 

inadequate response to oral iron. However, it is not yet licensed as a contrast agent for MRI 

and it is only used off-label by clinicians and researchers for a wide range of applications.  

Emerging issues with trace gadolinium retention in biologic tissues (Radbruch et al., 2015; 

United States Food and Drug Administration, September 8, 2017) have given rise to new 

controversies about the use of GBCAs in MRI and have generated calls for new contrast 

agent classes. To date, a growing number of imaging studies with ferumoxytol are 

underway. In addition, a wide range of iron-based USPIOs have been investigated in many 

biological applications, both in vitro and in vivo, however most of them are pre-clinical 

imaging agents used for animal studies.  

Costing remains a major obstacle and ferumoxytol’s current commercial price 

(approximately $700 per 17 mL vial compared to less than $100 per vial for GBCAs) is not 

realistic for a routine deployment, limiting translation of our study protocol to clinical 

practice. Also it is recommended than once a vial is opened, this should be used 

immediately or alternatively stored at controlled room temperature (25 °C ± 2 °C) for up to 

4 hours or refrigerated (2-8 °C) for up to 48 hours. This is because ferumoxytol does not 

contain antimicrobial preservatives. In practice, the unused portion of each vial is 

discarded. For an average 70 kg individual, a dose equivalent to 210 mg is required for 

diagnosis, which translates in wastage of > 50% of the remaining contrast. It is anticipated 

that when ferumoxytol is licensed as a contrast agent, the cost of each vial will be 

substantially less than its current price for therapeutic use. 

Moreover, our scans were performed on a 3.0 T research MRI scanner and translation of 

our protocols to 1.5 T needs to be studied. But other studies have shown that ferumoxytol-

enhanced MRI is feasible at both 1.5 T and 3 T with refinements to echo-time acquisition, 

post-processing and analysis techniques to ensure reliable and robust quantification of 

tissue enhancement (Knobloch et al., 2018; Stirrat et al., 2016). 
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8.2.2 Ferumoxytol administration 

We administered diluted ferumoxytol as an intravenous infusion over a minimum of 15 

minutes, and applied haemodynamic monitoring up to 30 minutes after infusion to comply 

with FDA recommendations. This is in contrast to the originally advocated bolus injection 

over 17 seconds to avoid potentially life-threatening allergic reactions. All images in our 

studies were acquired in steady state (i.e. after all contrast has been delivered). Although 

there is no evidence that small bolus injections carry a higher risk of adverse events, rapid 

injection of ferumoxytol is not currently recommended by the FDA.  

Given the recommendations for slow administration of the agent, its use as a contrast agent 

may be impractical in clinical practice. However due to ferumoxytol’s delayed 

extravasation it can be given before the patient is transferred to the MRI suite or whilst in 

the MRI waiting room. In addition, slow infusion is not ideal for arterial phase dynamic 

imaging. We should note here that while slow infusion is applicable for the therapeutic 

dose of 510mg (approximately 7 mg/kg for a 70 kg adult), the prorated infusion time for 

the diagnostic dose of 3 mg/kg would be about 6.5 minutes, while still staying within the 

recommended FDA limits. This is supported by data from a multicenter safety report on 

diagnostic use of ferumoxytol in MRI from 11 institutions worldwide (including our 

center), which demonstrated no serious adverse events and few (< 2%) minor adverse 

reactions following 4,240 ferumoxytol injections using various infusion rates (from < 0.6 

to 45 mg of iron per second) (Nguyen et al., 2019b). In addition, there was paucity of 

adverse events in our preliminary studies, where faster divided controlled infusions 

(aliquots) were administered until the maximum dose of 4 mg/kg was delivered 

(Stoumpos, Hennessy, et al., 2019b). The infusion time for each aliquot ranged from 6 to 

18 seconds (depending on body weight and volume of the infusion) and was delivered with 

a minimum interval of 5 minutes between them to comply with the FDA recommendations. 

Lastly, we have examined dose based upon body weight; however, theoretically, the dose 

should be based upon the patient’s intravascular blood volume, which does not linearly 

increase with body weight; hence, a relatively lower dose may be appropriate for larger 

patients. 
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8.2.3 Participants and recruitment 

Our studies were performed in a single center reflecting local referring patterns and 

practices; nevertheless the inclusion and classification criteria we have used (for instance 

to create our predictive models or to ascertain specific outcomes) are universally 

acceptable and in agreement with national and international guidelines.  

The sample sizes in our studies were relatively modest with respect to absolute participant 

numbers, but for all our analyses we used multiple vascular sections assessed by different 

imaging techniques and readers. This generated large datasets and improved the power of 

our studies. Also we have used a sequential design to eliminate variations in demographic 

and clinical factors and detect changes in signal after studying relatively small sets of 

patients. 

8.2.4 Ferumoxytol-enhanced venography for assessment of 

kidney transplant candidates 

Non-contrasted CT offers a cost-effective assessment of excessive calcification, which is a 

primary surgical factor excluding a candidate for transplant and it could be argued that 

angiographic studies are not necessary for pre-transplant assessment. Also, conventional 

CT venography was not performed, which limits the comparison between FeMRA and CT 

venography when CT, the standard comparator, does not provide adequate opacification. 

Performing comprehensive aortoiliac imaging in this group of patients is challenging and 

to date no modality is perfect. It is true that non-contrast CT is accepted for assessment of 

arterial calcification, however non-contrast CT does not provide adequate luminal 

assessment of arterial or venous structures. CT venography is not used routinely in 

evaluation of kidney transplant candidates and most published CT venography protocols 

require significantly higher doses of contrast than that required purely for arterial 

assessment, which is a clear problem in patients in whom residual renal function could be 

compromised. Furthermore, the timing of optimal CT venography for the iliac veins is 

difficult to predict such that multiphase examinations may be required with a radiation 

dose penalty for each. On the contrary, ferumoxytol-enhanced MR venography is part of 

ferumoxytol’s inherent properties and does not require additional time in the scanner, 

higher doses of contrast or complex angiographic protocols. 
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8.3 Future directions and applications 

Ultrasmall superparamagnetic iron oxide nanoparticles have been used for clinical imaging 

for more than 20 years (Jung & Jacobs, 1995; Ros et al., 1995; Stark et al., 1988). With its 

unique pharmacological, metabolic and imaging properties, and favorable safety profile 

ferumoxytol may play a crucial role in future MR imaging, especially in patients with 

impaired renal function. Initially, ferumoxytol was developed as an MRI contrast agent due 

to its effectiveness in shortening T1 and T2 relaxation times. Licensing the drug as a 

therapeutic iron supplement was likely a strategic decision but this compound still holds 

great potential as an MRI contrast agent. Satisfactory contrast-enhanced imaging can be 

performed with doses lower than 1 mg/kg and as high as a 510 mg total dose. 

Ferumoxytol provides long-lasting blood pool enhancement, which can be used for any 

MRI examination that requires detailed and/or long-lasting vessel delineation such as MR 

angiographies, tissue perfusion studies, and whole-body tumor staging with MR and 

positron emission tomography/MR imaging. There are three district intravascular phases of 

ferumoxytol; the dynamic, the blood pool, and the delayed phase, all serving different 

image acquisition protocols.  

The arterial or venous dynamic phase is appropriate for dynamic susceptibility contrast 

perfusion imaging in the brain (Gahramanov et al., 2013), cardiovascular and peripheral 

vascular investigations. Ferumoxytol has been used in various vascular beds, and recently 

there is a growing interest for use of dynamic imaging in assessment of the coronary 

arteries in patients with an eGFR <30mL/min (NCT02954510). The blood pool phase is 

suitable for identification of tumours (Christen et al., 2013) and steady state angiography 

of the peripheral vessels. The delayed phase of the contrast is useful for early recognition 

of brain lesions and nodal metastases. In early brain lesions, slow leakage of ferumoxytol 

through the disrupted blood-brain barrier results in MRI signal changes, which are peaking 

around 24 hours after ferumoxytol administration (Neuwelt et al., 2007). Intracellular 

uptake of ferumoxytol in abdominal organs, lymph nodes and vascular walls can be used to 

effectively delineate pathology in these areas (Harisinghani et al., 2007; Hedgire et al., 

2014).  

More specifically, ferumoxytol can be useful for early recognition of nodal disease and 

efficacy of cancer therapies. Iron oxide particles are taken up by and retained in normal 
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lymph nodes, resulting in signal loss on T2- and T2*- weighted images (Anzai et al., 

2003). When nodes are infiltrated with malignant cells, nodal ferumoxytol uptake capacity 

reduces and malignant nodes retain high signal intensity on T2*-weighted images. Optimal 

node T2*-weighted imaging contrast with ferumoxytol can be achieved 24 – 48 hours post-

injection. Ferumoxytol is slowly phagocytosed by macrophages in the reticuloendothelial 

system, making them ideal for MR imaging detection of tumors in the liver, spleen, lymph 

nodes, and bone marrow. Similarly, ferumoxytol is slowly phagocytosed by tumor-

associated macrophages in the tumor microenvironment; this could be leveraged to grade 

tumor associated inflammation and monitor the efficacy of new cancer immunotherapies. 

Since ferumoxytol is taken up by the macrophages, it has the potential to serve as a tool for 

measuring macrophage dysfunction. Quantitative measures of macrophage function, as 

estimated from dynamic imaging of ferumoxytol uptake in the kidney, may prove to be 

useful predictors of graft dysfunction and rejection. In a study of paediatric kidney 

allograft recipients, allografts undergoing acute rejection showed prolonged T2* values on 

ferumoxytol-enhanced MR images (Aghighi et al., 2018). This can be explained by 

glomerular vasospasm, reduced perfusion, and oedema of rejecting allografts as compared 

to non-rejecting allografts, which leads to diminished ferumoxytol perfusion. 

Focal inflammation is one of the major applications of ferumoxytol. By labelling 

macrophages with ferumoxytol in vivo, macrophage trafficking can be detected and 

inflammatory lesions can be localised (Hasan et al., 2012; Wagner et al., 2013). 

Ferumoxytol-enhanced MRI is promising for assessing rheumatologic diseases, 

differentiating acute from chronic inflammatory kidney disease (Budjan et al., 2016; 

Neuwelt et al., 2017), diagnosing osteomyelitis in the feet of patients with diabetes 

(Neuwelt et al., 2017) as well as detecting the activity of Crohn’s disease (Moy et al., 

2016). 

Ferumoxytol can be used for tissue perfusion studies, where measurement of the blood 

volume in tissues can carry important information about the level of vascularisation. Small 

molecular weight contrast agents can only estimate blood volume using dynamic first pass 

technique. But intravascular contrast agents allow measuring the blood volume using the 

steady state technique, by calculating signal differences between pre- and post-contrast 

(intravascular) images. This has the benefit of high spatial resolution, since no rapid 

acquisition is necessary. 
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8.4 Conclusions 

Ferumoxytol-enhanced MR angiography was established as a robust method for vascular 

mapping of patients with advanced CKD, with similar or higher yield compared with the 

currently employed imaging techniques. Ferumoxytol-enhanced MR angiography is fast, 

operator independent, reliable in imaging of the central and peripheral arterial and venous 

vasculature and has an established safety profile. 
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Participant Information Sheet (Pre-transplant assessment cohort) 

 

Title of Study 

Use of Ferumoxytol enhanced Magnetic Resonance Angiography for cardiovascular 

assessment in late-stage Chronic Kidney Disease: The FeMRA in CKD study. 

 

Name of Researcher 

Chief Investigator: Dr Sokratis Stoumpos 

Principal Investigators: Dr Patrick Mark, Mr David Kingsmore, Dr Giles Roditi, Dr 

Alexandra Radjenovic 

 

Details of Study 

You are being invited to participate in a clinical study at the Cardiovascular Research 

Centre, University of Glasgow. We have asked you to take part as your Consultant 

kidney specialist has recommended that you undergo a test called a CT angiogram as 

part of your preparation for potential kidney transplantation. This study will form 

part of a higher degree for Dr Stoumpos. Before you decide whether or not to take 

part it is important for you to understand why the research is being carried out and 

what it involves. Please take time to read the following information carefully and 

discuss it with others if you wish. Please ask if there is anything that is unclear or if 

you would like more information. Take your time to decide whether or not you would 

like to take part. 

 

Background 

A large number of potential kidney transplant recipients with kidney failure have 

peripheral vascular disease. Peripheral vascular disease causes a narrowing of blood 

vessels that carry blood to the legs or organs such as the kidney. Doctors often need 
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to perform additional tests to visualise the vessels to help decide if a patient is 

suitable to receive a kidney transplant. A CT angiogram is a standard test that allows 

doctors to visualise the vessels of the aorta and leg vessels. A CT angiogram involves a 

contrast medium (sometimes known as a ‘dye’) being injected into the arm and the 

patient then lying on a bed which passes through a doughnut-shaped opening in a CT 

scanner. Using the contrast provides better images of the vessels. The images of the 

vessels allow doctors to view the exact anatomy of the vessels and the presence of 

calcifications (deposit of calcium salts). One of the problems with performing a CT 

angiogram is that the contrast used for CT angiography can sometimes harm the 

kidneys. Other methods to examine the blood vessels also have potential risks in 

patients with kidney problems.   

 

In this study we aim to examine if an MRI angiogram using an alternative contrast 

agent provides better images than the routine CT angiogram.   

 

Do I have to take part? 

Participation in this study is entirely voluntary and you are free to refuse to take part 

or withdraw from the study at any time (without having to give a reason) and without 

this in any way affecting your future medical care or your relationship with medical 

staff looking after you. You should check that participation in this research does not 

affect any policy you might be thinking about taking out or any existing policy. 

 

Impact on Insurance 

Participation in this study might affect any insurance cover that you may have [for 

example, travel insurance, protection insurance (life insurance, income protection, 

critical illness cover) and private medical insurance] and you are advised to seek 

expert advice as to whether this will affect you. 

 

What is involved in the study? 

This study requires a single visit in hospital. One MRI scan and one blood sample 

are required for your participation in the study over and above your standard 

care procedures.   
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This study is a single-centre study conducted in NHS Greater Glasgow & Clyde. You 

will be given an alternative iron-based contrast agent called Ferumoxytol when you 

are having the MRI scan. Ferumoxytol was previously approved in the UK as a 

treatment for iron deficiency in patients with kidney failure. However, in 2015 the 

company responsible for manufacturing Ferumoxytol decided for commercial 

reasons to withdraw the medicine in the UK and Europe. Ferumoxytol is therefore 

only available in the UK as an unlicensed medicine. Ferumoxytol is still available in 

other countries such as Canada and the USA. The typical dose used in this study will 

be about 15-50% of that used for treatment of iron deficiency. 

Before you are enrolled in the study the doctor will do a screening visit to check you 

are eligible for the study. A summary of the tests done is included in a diagram at the 

end of this information sheet. 

 

Screening visit 

This visit takes place at the same time and place as one of your planned outpatient 

visits. We will notify you in advance (usually by phone) before we meet you at the 

clinic. During this visit, the doctor assesses your suitability for the study. 

At the screening visit the doctor will check your medical history, medications, 

allergies and body weight. 

If you are eligible to participate in the study you will be asked to return for an MRI 

Scan - a special scan of your legs and heart. A blood sample will also be taken at the 

same time. 

A CT angiogram of your aorta and legs will be performed as part of your routine preparation 

for potential kidney transplantation. This means you will have the CT angiogram scan 

irrespective of your participation in the study. This is to look at the arteries and veins in your 

legs and aids our decision on your suitability for, and the best site for placement of, a kidney 

graft. The results of this scan will be used for the study. 

 

Study visit: MRI Scan 

For the MRI scan you will receive an appointment either by telephone call, letter or e-

mail and be sent directions to attend the Research MRI department which is located 

at the Neurosciences Building, Queen Elizabeth University Hospital in Glasgow. The 

scan will take place within two to four weeks after your written consent on a day and 

time that are convenient for you. If you are female and it is possible that you could be 

pregnant then a pregnancy test will be performed before you continue any further in 
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the study. 

An MRI scan uses a powerful magnetic field and a computer to visualise the vessels. 

The magnetic field is not harmful but the MRI scan may not be suitable for you if you 

have any medical devices or metal in your body. Before your MRI scan you will meet 

one of the research team members who will check that you are still eligible to 

participate in the study and the radiographer, the person taking your scan, will go 

through a checklist to ensure that it is safe for you to be scanned. 

With your consent, we will write to your GP informing them of your MRI safety status, 

as this information may be of benefit for your future health care needs.  

You will then be asked to change into a gown for the scan. We will place an 

intravenous cannula (a small plastic tube, most usually into an arm vein) to infuse the 

contrast - this is no different from any other scan where contrast is used. A blood 

sample will be taken when the cannula is placed in your arm. Approximately 2 

tablespoons (30ml) of blood will be collected. You will be asked to lie on the scanning 

table, which will then be moved into the centre of the scanner (the scanner is shaped 

like a big doughnut). During the scan, which takes around 45 minutes, you will be 

able to speak to the radiographer. The scan will take pictures of your body, 

particularly your heart and blood vessels. As the scan is noisy you will be wearing 

hearing protection and listen to the music of your preference if you wish. During the 

scan Ferumoxytol will be given into the vein in five small injections. Each injection 

will last up to 20 seconds followed by a break of at least 5 minutes during which time 

the scanner will collect the images. This method of giving Ferumoxytol is different 

compared to how Ferumoxytol is usually given. Each injection will be given a little 

faster than has been recommended when used for treatment of anaemia which means 

you will receive a higher peak of drug at each injection. We are doing this to obtain 

better quality pictures. This may increase slightly the risk of adverse reactions. 

However, the total dose will be less than used for the treatment of anaemia, delivered 

in total over a longer period and you will be very closely monitored during the 

infusions. At the time of preparation of this information sheet we have treated 58 

patients at Queen Elizabeth University Hospital using the same Ferumoxytol regime 

and no patients have experienced any side effects. You will be monitored both during 

the scan and for at least 30 minutes following injection of the contrast. You will then 

be free to go home. You can drive if you do not feel drowsy or dizzy or if you prefer a 

taxi can be arranged to take you to and from the hospital. A specialist will examine 
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your study MRI scan at a later date but the results will not be known to your surgeon 

unless a major problem is identified. 

The blood taken will be tested for a number of different biomarkers. With your 

permission a small amount of the blood taken will be stored for future ethically 

approved testing of novel biomarkers or gene expression i.e. the process by which 

information from a gene is used to direct protein synthesis. This sample will be 

anonymised and stored in the secure laboratory within BHF Cardiovascular Research 

Building. The results of any future tests would not be linked to your records and you 

would not receive any information about the results. You can opt not to have this 

done without affecting your participation in the study. 

This visit should take no longer than one hour. 

You may be asked if you are willing to have another MRI scan to look at your coronary 

arteries (the arteries supplying blood to your heart) as part of a sub-study. This will 

take place two to four hours after the first scan at the MRI scanner sited at the 

University of Glasgow. No additional contrast administration is required for this scan 

and it will take approximately 60 minutes to complete. If you agree to have the 

second scan, lunch and transport to the University site will be offered. This extra 

scan is optional. You can opt not to have this done without affecting your 

participation in the study. 

Following the scan, no further study visits are required. With your permission data will be collected 

from your medical notes for up to 2 years to assess your kidney transplant function, if you eventually 

receive one. 

If your capacity to consent is lost during the study, you will be withdrawn from the study but 

identifiable data or blood already collected with consent will be retained and used in the study. 

 

Can I take part in this study if I am pregnant or breastfeeding? 

If taken during pregnancy, Ferumoxytol may affect an unborn baby therefore it is 

important that you do not become pregnant during the study. You must not take part 

in the study if you are breastfeeding, pregnant, planning pregnancy or not using a 

reliable method of contraception. We will advise you about contraception before you 

decide if you wish to take part in the study and for how long contraception should 

continue after treatment with Ferumoxytol. A pregnancy test will be done prior to 

each MRI scan in all women who have the potential to become pregnant.    

 



 

188 

 

What are the discomforts, risks and side effects? 

Cannulation: Placing a cannula (small plastic tube in the vein) can cause a little 

discomfort and can lead to some bruising. An experienced radiographer or doctor will 

perform this. The cannula will only be in place for an hour or so and be removed 

following the MRI scan, thus rendering negligible any potential complications relating 

to infection. Blood samples will be taken at the time of cannula insertion to avoid 

further venepuncture. 

MRI scanning: This type of scan is very safe and does not use radiation. Some people, 

when being scanned, may feel a bit closed in but you will be in constant contact with 

the person performing the scan and you can come out at any time. The scanner is a bit 

noisy but you will be given ear protection which also plays music.  

Ferumoxytol: Like many drugs in some instance, serious complications, such as 

anaphylaxis might occur when using Ferumoxytol. Anaphylaxis is a severe, potentially 

life-threatening allergic reaction. The rate of anaphylaxis is roughly 1 in 10,000, and 

death can occur in 1 in 50,000. Patients who have received Ferumoxytol have died 

despite immediate medical care and attempts to revive them. 4 in 100 people taking 

this drug may show symptoms associated with allergy (e.g. skin reactions, rash, 

wheezing), and 2 in 100 may develop low blood pressure. 

It is important to know that the side effects of Ferumoxytol (including death) have 

occurred under different conditions than proposed for this study. For example, they 

may have involved higher doses of Ferumoxytol, injection of more concentrated 

forms (we are using very dilute doses) and in patients with different diseases. Side 

effects observed in one clinical study of a drug may not accurately predict the side 

effects observed in other studies. However we do not know for certain if giving you 

Ferumoxytol like this may cause more, less or any side effects to occur or how severe 

those side effects might be. Reassuringly, the same regime is used in other centres 

around the world and no serious side effects have been reported in the literature so 

far, when Ferumoxytol is used for imaging. 

You should not be given Ferumoxytol if you have a known allergy to it or any of its 

components, if you have a history of allergic reactions to any intravenous iron 

product, or if you have allergy to other drugs. If you tell us that you have any 

conditions associated with iron overload (e.g. haemochromatosis, chronic liver 

disease, or blood disorders requiring frequent blood transfusions), we will not 

administer Ferumoxytol because it might result in excess iron in the body. 
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All CT and MRI scans with contrast injections are performed in facilities with trained 

staff and equipment to treat any reactions to contrast administration immediately, 

and you will be carefully monitored during and for at least 30 minutes after 

administration of Ferumoxytol to determine whether you might be having a reaction.  

Common side effects (may affect up to 1 in 10 people) are bleeding, and pain or 

irritation at the injection site. Uncommon side effects (may affect up to 1 in 100 

people) include dizziness, low blood pressure, feeling weak, tired or drowsy, skin 

rash, and stomach upset (feeling sick, vomiting, bloating or pain). If you feel tired or 

drowsy then you should not drive or use any tools or machinery until this has passed. 

 

You will be provided with an Alert Card which you should carry with you at all times 

while you are participating in the study. Please show the Alert Card to any Health 

Care Professional including doctor, nurse or pharmacist, who is caring for you. 

 

What are the benefits of taking part in the study? 

The MRI scan will give us information about the anatomy and function of your heart 

and leg vessels. If the MRI scan reveals any significant new abnormality we will either 

discuss this with your kidney consultant or refer you to a specialist clinic (whichever 

seems most appropriate). Taking this into consideration, it is likely that a small 

number of participants may directly benefit from the study. In due course we hope 

that the results from this study may help us develop a new imaging technique, 

allowing better assessment in the future of the vessels in patients with kidney failure 

who are undergoing assessment for transplant listing like you.  

 

What are my rights? 

If you wish the results of the study can be made available to you or your GP when the 

study is complete. 

Any complaint about the way you have been dealt with during the study or any 

possible harm you may suffer will be addressed. In the first instance you should talk 

to the investigator involved in your care. You can ask to speak to a senior member of 

the Cardiovascular Research Centre, University of Glasgow or contact the NHS 

Greater Glasgow and Clyde complaints service. 
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Phone: 0141 201 4500 

E-mail: complaints@ggc.scot.nhs.uk 

In the event that something goes wrong and you are harmed during the study there 

are no special compensation arrangements. If you are harmed and this is due to 

someone’s negligence then you may have grounds for a legal action for compensation 

against the University of Glasgow or NHS Greater Glasgow and Clyde but you may 

have to pay your legal costs. The normal National Health Service complaints 

mechanisms will still be available to you (if appropriate). 

 

Will the research influence the treatment I receive? 

The research will not alter the regular treatments you receive. 

 

Will my taking part in the study be kept confidential? 

With your permission, identifiable information about you and data collected during 

the study will be held by the Cardiovascular Research Centre, University of Glasgow 

and NHS Greater Glasgow and Clyde. All data collected in this study will be coded and 

stored on a computer system protected by a password only available to the 

researchers. No one outside the research team will have access to any identifiable 

information and all identifiable information and data will be kept securely. Your data 

will be archived securely for at least five years after the end of study. With your 

permission, we will inform your GP of your participation in this study. It is a 

requirement of the regulators that your records in this study, together with any other 

relevant medical records, be made available for scrutiny by appropriate staff from 

NHS Greater Glasgow and Clyde, University of Glasgow (or their appointed third 

party) and the regulatory authorities. 

Additionally there will be two sets of information obtained after you have had your 

MRI scan. One set will be the MRI scan images and the other, the research data 

obtained from those images. The MRI images obtained will be stored indefinitely 

using your name and unique hospital record number within the NHS clinical system 

and can be made available to specialist doctors for your future health care needs. 

Your research data will be stored using a unique study code which is non-identifiable 

and held on password protected University of Glasgow secure databases. Only 

mailto:complaints@ggc.scot.nhs.uk
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individuals directly involved with the study will have access to this information. 

Anonymised images obtained may be used for illustrating reports on the study and 

teaching. 

 

Expenses 

Taxi transport, or reasonable costs to cover your travel costs, will be provided for any 

extra visits to the hospital for the purposes of this study.  

 

Who has reviewed this study? 

This study has been reviewed by the North of Scotland Research Ethics Committee 

(2). 

It is a requirement that your records in this research, together with any relevant 

medical records, be made available for scrutiny by monitors from The University of 

Glasgow, NHS Greater Glasgow and Clyde and by the Regulatory Authorities, whose 

role is to check that research is properly conducted and the interests of those taking 

part are adequately protected.   

If you are worried at any time about the research or wish to discuss things generally 

further, please do not hesitate to contact:  

Dr Sokratis Stoumpos 

Clinical Research Fellow 

British Heart Foundation 

Cardiovascular Research Centre 

126 University Place 

University of Glasgow 

Glasgow G12 8TA 

Tel: 0141 330 2079 

E-mail – sstoumpos@nhs.net 

 

Contact Numbers 

If during the study you become unwell or are concerned, you can contact the study 

team during normal working hours on 0141 330 2079. If you are unwell and need 

urgent advice or assistance do not delay in seeking further advice or treatment as 

usual through the NHS services such as NHS24 or by contacting your GP who will 
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have received details of your participation in this study should you agree to them 

being informed.  

Thank you for reading this information sheet and considering taking part in this 

study. If you would like more information or want to ask questions about the study 

please contact the study team on the number above. 

 

What will happen to me during the study? 

The following is the programme involved in this study. The screening visit will occur 

at one of your scheduled clinic appointments or hospital attendances as part of your 

routine care. 

 

GROUP A 

STUDY VISIT Screening visit Visit 1 

 
At clinic after 

notification 
2-4 weeks after consent 

Informed consent X  

Doctor check inclusion/exclusion 

criteria X  

Demographics X  

Medical history X  

Medications X X 

Allergies X X 

Body weight  X 

Pregnancy test (for women who 

may be pregnant)  X 

FeMRA#  X 

CTA*  X 

#Only if eligible after screening 

*Standard clinical care 

 

Contact for further information 

For further information about this study, please contact Dr Sokratis Stoumpos on 

0141 330 2079. If you would like independent advice regarding this study you can 
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contact Dr Marie Freel, Consultant Physician, 0141 330 3412. She can be contacted at 

the above number and will be able to get back to you.   

Finally thank you for taking the time to read this information leaflet and taking part in 

the study. If you wish to take part in the study you will be given a copy of this to keep 

and asked to sign a consent form. 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

194 

 

                                                                                                                                                                  

 

 

Participant Information Sheet (Vascular access mapping cohort) 

 

Title of Study 

Use of Ferumoxytol enhanced Magnetic Resonance Angiography for cardiovascular 

assessment in late-stage Chronic Kidney Disease: The FeMRA in CKD study. 

 

Name of Researcher 

Chief Investigator: Dr Sokratis Stoumpos 

Principal Investigators: Dr Patrick Mark, Mr David Kingsmore, Dr Giles Roditi, Dr 

Alexandra Radjenovic 

 

Details of Study 

You are being invited to participate in a clinical study at the Cardiovascular Research 

Centre, University of Glasgow. We have asked you to take part as your Consultant 

kidney specialist has recommended that you have a fistula created for dialysis in the 

near future. This study will form part of a higher degree for Dr Stoumpos. Before you 

decide whether or not to take part it is important for you to understand why the 

research is being carried out and what it involves. Please take time to read the 

following information carefully and discuss it with others if you wish. Please ask if 

there is anything that is unclear or if you would like more information. Take your 

time to decide whether or not you would like to take part. 

 

Background 

Fistulas created to be used for dialysis commonly fail. This means a large number of 

unnecessary surgical procedures. One of the problems is that we cannot predict 

which of the fistulas will develop adequately to be used for dialysis. We know though 

that nearly 100% of fistulas that present with failure have an anatomic problem of 
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some type, usually narrowing or blockage of the vessels. In this study we aim to find 

out if there are any anatomical predictors of poor fistula outcomes using new imaging 

techniques. As all current imaging methods used to visualise your blood vessels can 

be non-diagnostic or sometimes harm the kidneys, we would like to perform an 

angiogram called a MRI angiogram using an alternative contrast agent, which will be 

performed as part of the research. 

 

Do I have to take part? 

Participation in this study is entirely voluntary and you are free to refuse to take part 

or withdraw from the study at any time (without having to give a reason) and without 

this in any way affecting your future medical care or your relationship with medical 

staff looking after you. You should check that participation in this research does not 

affect any policy you might be thinking about taking out or any existing policy. 

 

Impact on Insurance 

Participation in this study might affect any insurance cover that you may have [for 

example, travel insurance, protection insurance (life insurance, income protection, 

critical illness cover) and private medical insurance] and you are advised to seek 

expert advice as to whether this will affect you. 

 

What is involved in the study? 

This study takes up to 6 weeks for you to complete and will only need two visits in 

hospital. Two MRI scans and two blood samples are required for your 

participation in the study over and above your standard care procedures. 

This study is a single-centre study conducted in NHS Greater Glasgow & Clyde. You 

will be given an alternative iron-based contrast agent called Ferumoxytol when you 

are having the MRI scan. Ferumoxytol was previously approved in the UK as a 

treatment for iron deficiency in patients with kidney failure. However, in 2015 the 

company responsible for manufacturing Ferumoxytol decided for commercial 

reasons to withdraw the medicine in the UK and Europe. Ferumoxytol is therefore 

only available in the UK as an unlicensed medicine. Ferumoxytol is still available in 
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other countries such as Canada and the USA. The typical dose used in this study will 

be about 15-50% of that used for treatment of iron deficiency. 

Before you are enrolled in the study the doctor will do a screening visit to check you 

are eligible for the study. A summary of the tests done is included in a diagram at the 

end of this information sheet.  

 

Screening visit  

This visit takes place at the same time and place as one of your planned outpatient 

visits. We will notify you in advance (usually by phone) before we meet you at the 

clinic. During this visit, the doctor assesses your suitability for the study. 

At the screening visit the doctor will check your medical history, medications, 

allergies and body weight. 

If you are eligible to participate in the study you will be asked to return for an MRI 

Scan - a special scan of your arms and heart – before your fistula is created. A second 

MRI will be performed 6 weeks after your fistula is created. Blood samples will be 

taken in both occasions. 

An ultrasound scan of your arms (US vascular mapping) will be performed as part of your 

routine preparation for fistula creation. This means you will have the ultrasound scan 

irrespective of your participation in the study. This is to look at the arteries and veins in your 

arms and aids our decision on the best site for placement of a fistula. A second ultrasound 

scan of your fistula arm (similar to the first one) will be performed as part of your routine 

follow up 6 weeks after fistula creation. This means you will have the ultrasound scan 

irrespective of your participation in the study. This is to look if your fistula is growing 

sufficiently to be used for dialysis. The results of both scans will be used for the study. 

 

Study visit 1: Baseline MRI Scan 

For the MRI scan you will receive an appointment either by telephone call, letter or e-

mail and be sent directions to attend the Research MRI department which is located 

at the Neurosciences Building, Queen Elizabeth University Hospital in Glasgow. The 

scan will take place within two weeks after your written consent and before you have 

your fistula created on a day and time that are convenient for you. If you are female 

and it is possible that you could be pregnant then a pregnancy test will be performed 

before you continue any further in the study. 

An MRI scan uses a powerful magnetic field and a computer to visualise the vessels. 

The magnetic field is not harmful but the MRI scan may not be suitable for you if you 
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have any medical devices or metal in your body. Before your MRI scan you will meet 

one of the research team members who will check that you are still eligible to 

participate in the study and the radiographer, the person taking your scan, will go 

through a checklist to ensure that it is safe for you to be scanned.  

With your consent, we will write to your GP informing them of your MRI safety status, 

as this information may be of benefit for your future health care needs.  

You will then be asked to change into a gown for the scan. We will place an 

intravenous cannula (a small plastic tube, most usually into an arm vein) to infuse the 

contrast - this is no different from any other scan where contrast is used. A blood 

sample will be taken when the cannula is placed in your arm. Approximately 2 

tablespoons (30ml) of blood will be collected. You will be asked to lie on the scanning 

table, which will then be moved into the centre of the scanner (the scanner is shaped 

like a big doughnut). During the scan, which takes around 45 minutes, you will be 

able to speak to the radiographer. The scan will take pictures of your body, 

particularly your heart and blood vessels. As the scan is noisy you will be wearing 

hearing protection and listen to the music of your preference if you wish. During the 

scan Ferumoxytol will be given into the vein in five small injections. Each injection 

will last up to 20 seconds followed by a break of at least 5 minutes during which time 

the scanner will collect the images. This method of giving Ferumoxytol is different 

compared to how Ferumoxytol is usually given. Each injection will be given a little 

faster than has been recommended when used for treatment of anaemia which means 

you will receive a higher peak of drug at each injection. We are doing this to obtain 

better quality pictures. This may increase slightly the risk of adverse reactions. 

However, the total dose will be less than used for the treatment of anaemia, delivered 

in total over a longer period and you will be very closely monitored during the 

infusions. At the time of preparation of this information sheet we have treated 58 

patients at Queen Elizabeth University Hospital using the same Ferumoxytol regime 

and no patients have experienced any side effects. You will be monitored both during 

the scan and for at least 30 minutes following injection of the contrast. You will then 

be free to go home. You can drive if you do not feel drowsy or dizzy or if you prefer a 

taxi can be arranged to take you to and from the hospital. A specialist will examine 

your study MRI scan at a later date but the results will not be known to your surgeon 

unless a major problem is identified. 
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The blood taken will be tested for a number of different biomarkers. With your 

permission a small amount of the blood taken will be stored for future ethically 

approved testing of novel biomarkers or gene expression i.e. the process by which 

information from a gene is used to direct protein synthesis. This sample will be 

anonymised and stored in the secure laboratory within BHF Cardiovascular Research 

Building. The results of any future tests would not be linked to your records and you 

would not receive any information about the results. You can opt not to have this 

done without affecting your participation in the study. 

This visit should take no longer than one hour. 

You may be asked if you are willing to have another MRI scan to look at your coronary 

arteries (the arteries supplying blood to your heart) as part of a sub-study. This will 

take place two to four hours after the first scan at the MRI scanner sited at the 

University of Glasgow. No additional contrast administration is required for this scan 

and it will take approximately 60 minutes to complete. If you agree to have the 

second scan, lunch and transport to the University site will be offered. This extra 

scan is optional. You can opt not to have this done without affecting your 

participation in the study. 

 

Study visit 2: 6-week MRI Scan 

A repeat MRI scan of your fistula arm and your heart will be performed 

approximately 6 weeks after your fistula is created. A blood sample will be taken 

when the intravenous cannula is placed in your arm to infuse the contrast. The 

process followed for the scan will be the same to the previous scan. This will be 

compared with the ultrasound scan done near the same time as part of your routine 

care. If you are female and it is possible that you could be pregnant then a pregnancy 

test will be performed before you continue any further in the study. 

Following the scan, no further study visits are required. With your permission data will be collected 

from your medical notes for up to 2 years to assess if your fistula is still working. 

If your capacity to consent is lost during the study, you will be withdrawn from the study but 

identifiable data or blood already collected with consent will be retained and used in the study. 

 

Can I take part in this study if I am pregnant or breastfeeding? 

If taken during pregnancy, Ferumoxytol may affect an unborn baby therefore it is 

important that you do not become pregnant during the study. You must not take part 



 

199 

 

in the study if you are breastfeeding, pregnant, planning pregnancy or not using a 

reliable method of contraception. We will advise you about contraception before you 

decide if you wish to take part in the study and for how long contraception should 

continue after treatment with Ferumoxytol. A pregnancy test will be done prior to 

each MRI scan in all women who have the potential to become pregnant. 

 

What are the discomforts, risks and side effects? 

Cannulation: Placing a cannula (small plastic tube in the vein) can cause a little 

discomfort and can lead to some bruising. An experienced radiographer or doctor will 

perform this. The cannula will only be in place for an hour or so and be removed 

following the MRI scan, thus rendering negligible any potential complications relating 

to infection. Blood samples will be taken at the time of cannula insertion to avoid 

further venepuncture. 

MRI scanning: This type of scan is very safe and does not use radiation. Some people, 

when being scanned, may feel a bit closed in but you will be in constant contact with 

the person performing the scan and you can come out at any time. The scanner is a bit 

noisy but you will be given ear protection which also plays music.  

Ferumoxytol: Like many drugs in some instance, serious complications, such as 

anaphylaxis might occur when using Ferumoxytol. Anaphylaxis is a severe, potentially 

life-threatening allergic reaction. The rate of anaphylaxis is roughly 1 in 10,000, and 

death can occur in 1 in 50,000. Patients who have received Ferumoxytol have died 

despite immediate medical care and attempts to revive them. 4 in 100 people taking 

this drug may show symptoms associated with allergy (e.g. skin reactions, rash, 

wheezing), and 2 in 100 may develop low blood pressure. 

It is important to know that the side effects of Ferumoxytol (including death) have 

occurred under different conditions than proposed for this study. For example, they 

may have involved higher doses of Ferumoxytol, injection of more concentrated 

forms (we are using very dilute doses) and in patients with different diseases. Side 

effects observed in one clinical study of a drug may not accurately predict the side 

effects observed in other studies. However we do not know for certain if giving you 

Ferumoxytol like this may cause more, less or any side effects to occur or how severe 

those side effects might be. Reassuringly, the same regime is used in other centres 
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around the world and no serious side effects have been reported in the literature so 

far, when Ferumoxytol is used for imaging. 

You should not be given Ferumoxytol if you have a known allergy to it or any of its 

components, if you have a history of allergic reactions to any intravenous iron 

product, or if you have allergy to other drugs. If you tell us that you have any 

conditions associated with iron overload (e.g. haemochromatosis, chronic liver 

disease, or blood disorders requiring frequent blood transfusions), we will not 

administer Ferumoxytol because it might result in excess iron in the body. 

All CT and MRI scans with contrast injections are performed in facilities with trained 

staff and equipment to treat any reactions to contrast administration immediately, 

and you will be carefully monitored during and for at least 30 minutes after 

administration of Ferumoxytol to determine whether you might be having a reaction.  

Common side effects (may affect up to 1 in 10 people) are bleeding, and pain or 

irritation at the injection site. Uncommon side effects (may affect up to 1 in 100 

people) include dizziness, low blood pressure, feeling weak, tired or drowsy, skin 

rash, and stomach upset (feeling sick, vomiting, bloating or pain). If you feel tired or 

drowsy then you should not drive or use any tools or machinery until this has passed.  

 

You will be provided with an Alert Card which you should carry with you at all times 

while you are participating in the study. Please show the Alert Card to any Health 

Care Professional including doctor, nurse or pharmacist, who is caring for you. 

 

What are the benefits of taking part in the study? 

Your fistula will be monitored closely during the study. The MRI scans will give us 

information about the anatomy and function of your fistula and heart. If the MRI 

scans reveal any significant new abnormality we will either discuss this with your 

kidney consultant or refer you to a specialist clinic (whichever seems most 

appropriate). Taking this into consideration, it is likely that a small number of 

participants may directly benefit from the study. In due course we hope that the 

results from this study may help us develop a new imaging technique, allowing better 

assessment in the future of the vessels in patients having a fistula created for dialysis 

like you. 
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What are my rights? 

If you wish the results of the study can be made available to you or your GP when the 

study is complete. 

Any complaint about the way you have been dealt with during the study or any 

possible harm you may suffer will be addressed. In the first instance you should talk 

to the investigator involved in your care. You can ask to speak to a senior member of 

the Cardiovascular Research Centre, University of Glasgow or contact the NHS 

Greater Glasgow and Clyde complaints service. 

Phone: 0141 201 4500 

E-mail: complaints@ggc.scot.nhs.uk 

In the event that something goes wrong and you are harmed during the study there 

are no special compensation arrangements. If you are harmed and this is due to 

someone’s negligence then you may have grounds for a legal action for compensation 

against the University of Glasgow or NHS Greater Glasgow and Clyde but you may 

have to pay your legal costs. The normal National Health Service complaints 

mechanisms will still be available to you (if appropriate). 

 

Will the research influence the treatment I receive? 

The research will not alter the regular treatments you receive. 

 

Will my taking part in the study be kept confidential? 

With your permission, identifiable information about you and data collected during 

the study will be held by the Cardiovascular Research Centre, University of Glasgow 

and NHS Greater Glasgow and Clyde. All data collected in this study will be coded and 

stored on a computer system protected by a password only available to the 

researchers. No one outside the research team will have access to any identifiable 

information and all identifiable information and data will be kept securely. Your data 

will be archived securely for at least five years after the end of study. With your 

permission, we will inform your GP of your participation in this study. It is a 

requirement of the regulators that your records in this study, together with any other 

relevant medical records, be made available for scrutiny by appropriate staff from 

mailto:complaints@ggc.scot.nhs.uk
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NHS Greater Glasgow and Clyde, University of Glasgow (or their appointed third 

party) and the regulatory authorities. 

Additionally there will be two sets of information obtained after you have had your 

MRI scan. One set will be the MRI scan images and the other, the research data 

obtained from those images. The MRI images obtained will be stored indefinitely 

using your name and unique hospital record number within the NHS clinical system 

and can be made available to specialist doctors for your future health care needs. 

Your research data will be stored using a unique study code which is non-identifiable 

and held on password protected University of Glasgow secure databases. Only 

individuals directly involved with the study will have access to this information. 

Anonymised images obtained may be used for illustrating reports on the study and 

teaching. 

 

Expenses 

Taxi transport, or reasonable costs to cover your travel costs, will be provided for any 

extra visits to the hospital for the purposes of this study.  

 

Who has reviewed this study? 

This study has been reviewed by the North of Scotland Research Ethics Committee 

(2).  

It is a requirement that your records in this research, together with any relevant 

medical records, be made available for scrutiny by monitors from The University of 

Glasgow, NHS Greater Glasgow and Clyde and by the Regulatory Authorities, whose 

role is to check that research is properly conducted and the interests of those taking 

part are adequately protected.   

If you are worried at any time about the research or wish to discuss things generally 

further, please do not hesitate to contact:  

Dr Sokratis Stoumpos 

Clinical Research Fellow 

British Heart Foundation 

Cardiovascular Research Centre 

126 University Place 

University of Glasgow 
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Glasgow G12 8TA 

Tel: 0141 330 2079 

E-mail – sstoumpos@nhs.net 

 

Contact Numbers 

If during the study you become unwell or are concerned, you can contact the study 

team during normal working hours on 0141 330 2079. If you are unwell and need 

urgent advice or assistance do not delay in seeking further advice or treatment as 

usual through the NHS services such as NHS24 or by contacting your GP who will 

have received details of your participation in this study should you agree to them 

being informed.  

Thank you for reading this information sheet and considering taking part in this 

study. If you would like more information or want to ask questions about the study 

please contact the study team on the number above. 

 

What will happen to me during the study? 

The following is the programme of visits involved in this study. The screening visit 

will occur at one of your scheduled clinic appointments or hospital attendances as 

part of your routine care. 
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Contact for further information 

For further information about this study, please contact Dr Sokratis Stoumpos on 

0141 330 2079. If you would like independent advice regarding this study you can 

contact Dr Marie Freel, Consultant Physician, 0141 330 3412. She can be contacted at 

the above number and will be able to get back to you.   

Finally thank you for taking the time to read this information leaflet and taking part in 

the study. If you wish to take part in the study you will be given a copy of this to keep 

and asked to sign a consent form. 

GROUP B 

STUDY VISIT Screening visit Visit 1 Visit 2 

 -1 to -4 weeks -1 to -4 weeks -3 to +3 days 

Informed consent X   

Doctor check 

inclusion/exclusion criteria X   

Demographics X   

Medical history X   

Medications X X X 

Allergies X X X 

Body weight  X X 

Pregnancy test (for women 

who may be pregnant)  X  

FeMRA#  X  

CMR*  X X 

Duplex US^  X X 

Blood samples$  X X 

# *Only if eligible after screening 

^1st scan as part of standard clinical care, 2nd scan to assess AVF maturation (research) 

$To test biomarkers of cardiac function (NT-proBNP and high-sensitivity Troponin I) 
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NHS GGC Board Approval 

 

 

Page 1 of 2 Draft approval letter_GN16RE117_reissue   

 

 

Coordinator/administrator:Maureen Travers 
Telephone Number:0141 232 1813 
E-Mail: Maureen.Travers@ggc.scot.nhs.uk    
website www.nhsggc.org.uk/r&d 

Clinical Research & Development 
West Glasgow ACH 

Dalnair Street 
Glasgow G3 8SJ 

Scotland, UK 
 

06/12/2016 
 
 
Dr Sokratis Stoumpos  
University of Glasgow,  
BHF Cardiovascular Research Centre,  
126 University Place, 
Glasgow G12 8TA 
 
 
 

NHS GG&C Board Approval 
Dear Dr Sokratis Stoumpos 
 
Study Title:  Use of Ferumoxytol enhanced Magnetic Resonance Angiography for cardiovascular 

assessment in late-s tage chronic kidney disease 
Principal Investigator:   Dr Sokratis Stoumpos  

GG&C HB site QEUH and other renal and transplant clinics throughout NHS GG&C 

Sponsor NHS Greater Glasgow and Clyde 

R&D reference: GN16RE117 

REC reference: 16/NS/0099 

Protocol no: 
(including version and 
date) 

Version 3.0 (17.11.2016) 

 
I am pleased to confirm that Greater Glasgow & Clyde Health Board is now able to grant Approval for the above study. 
 
Conditions of Approval 

1. For Clinical Trials as defined by the Medicines for Human Use Clinical Trial Regulations, 2004  

a. During the life span of the study GGHB requires the following information relating to this site  

i. Notification of any potential serious breaches. 

ii. Notification of any regulatory inspections.  

 

It is your responsibility to ensure that all staff involved in the s tudy at this site have the appropriate GCP training according 
to the GGHB GCP policy (www.nhsggc.org.uk/content/default.asp?page=s1411), evidence of such training to be filed in the 

site file. 

 

2. For all studies the following information is required during their lifespan.  

a. Recruitment Numbers on a quarterly basis 

b. Any change of s taff named on the original SSI form 

c. Any amendments – Substantial or Non Substantial 
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Page 2 of 2 Draft approval letter_GN16RE117_reissue   

 

 

d. Notification of Tr ial/s tudy end including final recruitment figures 

e. Final Report & Copies of Publications/Abstracts  

 

Please add this approval to your study file as this letter may be subject to audit and monitoring. 

Your personal information will be held on a secure national web-based NHS database. 

I wish you every success with this research study  

 
 
Yours sincerely, 
 
 

 
 
Maureen Travers 
Research Co-ordinator 
 
CC: Dr G Rodditi, Dr P Mark, Dr D Kingsmore, Angela Carruth 
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Substantial amendment 1 
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Substantial amendment 2 
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Annual Progress Report 2017 
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Annual Progress Report 2018 
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End of Study Report 2019 

 

 

 

Declaration of end of study (non-CTIMP), version 1.3, August 2014  

DECLARATION OF THE END OF A STUDY 

(For all studies except clinical trials of investigational medicinal products) 

To be completed in typescript by the Chief Investigator and submitted to the Research Ethics 

Committee (REC) that gave a favourable opinion of the research within 90 days of the 

conclusion of the study or within 15 days of early termination.   

For questions with Yes/No options please indicate answer in bold type. 

1. Details of Chief Investigator 

Name: 
Sokratis Stoumpos 

Address: 
University of Glasgow, BHF Cardiovascular Research 
Centre 

Telephone: 
0781 874 2133 

Email: 
sstoumpos@nhs.net 

Fax: 
- 

 

2. Details of study 

Full title of study: 
Use of Ferumoxytol enhanced Magnetic Resonance 
Angiography (FeMRA) for cardiovascular assessment in 
late-stage chronic kidney disease (CKD). 

Research sponsor: 
NHS Greater Glasgow and Clyde 

Name of REC: 
North of Scotland Research Ethics Service 

REC reference number: 
16/NS/0099 

 

3. Study duration 

Date study commenced: 
12/12/2016 

Date study ended: 
15/01/2019 

Did this study terminate 
prematurely? 

Yes / No 

If yes, please complete sections 4, 5, 6, & 7.  
If no, please go direct to section 8. 

 

4. Recruitment 

Number of participants 
recruited 

100 

Proposed number of 
participants to be recruited at 

100 
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Declaration of end of study (non-CTIMP), version 1.3, August 2014  

the start of the study 

If different, please state the 
reason or this 

 

 

5. Circumstances of early termination 

What is the justification for 
this early termination?  

n/a 

 

6. Temporary halt 

Is this a temporary halt to the 
study? 

Yes / No 

If yes, what is the justification 
for temporarily halting the 
study?  
When do you expect the 
study to re-start? 

e.g. Safety, difficulties recruiting participants, trial has not 
commenced, other reasons. 

 

7. Potential implications for research participants 

Are there any potential 
implications for research 
participants as a result of 
terminating/halting the study 
prematurely?  
Please describe the steps 
taken to address them. 

n/a 

 

8. Final report on the research 

Is a summary of the final 
report on the research 
enclosed with this form? 

Yes / No 

If no, please forward within 12 months of the end of the 
study. 

 

9. Declaration 

Signature of  
Chief Investigator: 

 

Print name: 
Sokratis Stoumpos 

Date of submission: 
06/02/2019 
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Research Study Forms and Protocols 
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Ferumoxytol-enhanced MR Angiography Protocols 

 

 

 

 

Author Owner Revision Active Date  Review date Page 

TH TH 2 

 
09/02/17 09/02/18 1 of 2 

This document is uncontrolled when printed. Check Revision BEFORE use! 

 

 

Glasgow Clinical Research Imaging Facility 

FeMRA Aortoiliacs - GN16RE117 
 

Iron Contrast Angiogram  

Radiologist: Giles Roditi (giles.roditi@glasgow.ac.uk) 

Clinician: Soktratis Stoumpos (sstoumpos@nhs.net)  

Patient Prep   · Confirm patient ID – EP-7 

· Check pregnancy status – EP-8 

· Safety checklist 

·  Venflon, Gating, Blood Pressure Cuff, Pulse oximeter 

Equipment Spine coil and two Body Arrays 

IV Contrast                Ferumoxytol: Weight dependent Ferumoxytol/Normal Saline 0.9% – 

See dosage chart 

Rate: 1ml/sec 

 

Localisers 

· Three plane HASTE localisers 

· T2 Trufi axial – apices to below groin 

· T1 StarVIBE (to show calcification) – coronal of abdomen: cover SMA to Aortoiliacs 

 

Liver Iron: BH INSP 

· T1 Vibe e-dixon to cover whole Liver (inspiration) 

· T1 Vibe q-dixon – coverage must match e-dixon. Use e-dixon to place ROI (inspiration) 

· Red ROI shows up. Click on it and it will disappear, now scroll through images to find a 

suitable location avoiding vessels and bile ducts. Click again and ROI will reappear. 

 

· Liver and Spleen – Single Axial slice to include Liver and Spleen – use e-dixon (use the Body 

Coil only) (inspiration) 

 

Cardiac Imaging 

· Localisers as normal 

· Cines - VLA, HLA, LVOT 

· Candy Cane 

· Cine asc/desc Aorta at level of Right PA 

 

Perfusion 

· Done in 3 blocks. For each perfusion block, give a small injection of Ferumoxytol as per 

dosage chart at 1ml/sec. 100 measurements per perfusion sequence, inject after 4 
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Author Owner Revision Active Date  Review date Page 

TH TH 2 

 
09/02/17 09/02/18 2 of 2 

This document is uncontrolled when printed. Check Revision BEFORE use! 

 

 

Glasgow Clinical Research Imaging Facility 

 

measurements. 

· Perfusion block 1 

· Molli SA (Systole) 

· Perfusion – 1 x SA (copied to position of Molli), 1 x HLA, 1 x transverse at level of Right 

PA (copy from Cine) 

· Molli SA (Systole) 

 

· SA Cine – copied to Molli position 

 

· Perfusion block 2  

· Molli SA (Systole) 

· Perfusion – 1 x SA (copied to position of Molli), 1 x HLA, 1 x transverse at level of Right 

PA (copy from T2 Trufi axial stack) 

· Molli SA (Systole) 

 

· Candy Cane cine 

 

· Perfusion block 3 

· Molli SA (Systole) 

· Perfusion – 1 x SA (copied to position of Molli), 1 x HLA, 1 x transverse at level of Right 

PA (copy from T2 Trufi axial stack) 

· Molli SA (Systole) 

 

· Flow Map – transverse at level of Right PA (copy from T2 Trufi axial stack) 

 

Infusion of remaining Ferumoxytol (see dosage chart) 

Angiogram 

· FL3D Coronal @ 2 mins post infusion (copy to StarVIBE). 

· Molli SA (Systole) – same as in Cardiac section 

· FL3D Coronal – repeat as necessary 

 

Images to PACS 

 

· Recon StarVIBE 

· Iron sequences 

· Cardiac mass and function & additional cines 

· First perfusion sequence – MOCO only 

· ALL FL3D scans 

Archiving 

 

· Everything to DVD  

· Anonymise and send everything to Archive 
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Glasgow Clinical Research Imaging Facility 

FeMRA Fistula/Graft 1
st

 VISIT - GN16RE117 
 

Iron Contrast Angiogram 

Radiologist: Giles Roditi (giles.roditi@glasgow.ac.uk) 

Clinician: Soktratis Stoumpos (sstoumpos@nhs.net) 

Patient Prep · Confirm patient ID – EP-7 

· Check pregnancy status – EP-8 

· Safety checklist 

· Venflon, Gating, Blood pressure cuff, Pulse oximeter 

· Tourniquet at shoulder level, loosely attached 

Equipment Spine coil and two Body Arrays 

IV Contrast Ferumoxytol: Weight dependent Ferumoxytol/Normal Saline 0.9% – 

See dosage chart 

Rate: 1ml/sec 

Localisers 

· Patient positioned supine with body arrays covering chest and shoulders to wrist 

·  Patient will need to be offset to allow good imaging of affected arm, leaning against side 

of scanner – this can be done at the time of the Angiogram. 

 

· HASTE localisers to cover whole chest and affected arm – take time to get good localisers 

· Trufi localisers of abdomen for Iron sequences 

 

Liver Iron 

· T1 Vibe e-dixon to cover whole Liver (inspiration) 

· T1 Vibe q-dixon – coverage must match e-dixon. Use e-dixon to place ROI (inspiration) 

· Red ROI shows up. Click on it and it will disappear, now scroll through images to find a 

suitable location avoiding vessels and bile ducts. Click again and ROI will reappear. 

 

· Liver and Spleen – Single Axial slice to include Liver and Spleen – use e-dixon (use the Body 

Coil only) (inspiration) 

 

Cardiac Imaging 

· Localisers as normal 

· Cines - VLA, HLA, LVOT 

· SA cine (mid ventricle) 

· Candy Cane cine 
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Glasgow Clinical Research Imaging Facility 

 

· Cine asc/desc Aorta at level of Right PA 

· Flow Map – transverse at level of PA (copy from Cine asc/desc Aorta at level of Right PA) 

 

Angiogram 

· Infuse Ferumoxytol 

· FL3D @ 2mins post contrast: 

· Coronal (1.0mm) to include central veins out to subclavian veins on both sides (BH) 

 

***Sokratis will tighten tourniquet *** 

At this point the patient can be repositioned to achieve best arm imaging 

 

· Additional localisers as required to plan 2x sagittal blocks from shoulder to wrist covering 

skin2skin: upper arm (0.8mm, free breath) and lower arm (0.6mm, free breath) 

overlapping around the elbow 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Images to PACS 

 

· Iron sequences 

· Cardiac function & additional cines 

· ALL FL3D scans  

Archiving 

 

· Everything to DVD  

· Anonymise and send everything to Archive 
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Glasgow Clinical Research Imaging Facility 

FeMRA Fistula/Graft 2
nd

 VISIT - GN16RE117 
 

Iron Contrast Angiogram 

Radiologist: Giles Roditi (giles.roditi@glasgow.ac.uk) 

Clinician: Soktratis Stoumpos (sstoumpos@nhs.net) 

Patient Prep   · Confirm patient ID – EP-7 

· Check pregnancy status – EP-8 

· Safety checklist 

· Venflon, Gating, Blood Pressure Cuff, Pulse oximeter 

· Tourniquet at shoulder level, loosely attached 

Equipment Spine coil and two Body Arrays 

IV Contrast                Ferumoxytol: Weight dependent Ferumoxytol/Normal Saline 0.9% – 

See dosage chart 

Rate: 1ml/sec 

Localisers 

· Patient positioned supine with body arrays covering chest 

· HASTE localisers to cover whole chest 

· Trufi localisers of abdomen for Iron sequences 

 

Liver Iron 

· T1 Vibe e-dixon to cover whole Liver (inspiration) 

· T1 Vibe q-dixon – coverage must match e-dixon. Use e-dixon to place ROI (inspiration) 

· Red ROI shows up. Click on it and it will disappear, now scroll through images to find a 

suitable location avoiding vessels and bile ducts. Click again and ROI will reappear. 

 

· Liver and Spleen – Single Axial slice to include Liver and Spleen – use e-dixon (Use the Body 

Coil only) (inspiration) 

 
Cardiac Imaging 

· Localisers as normal 

· Cines - VLA, HLA, LVOT 

· SA cine (mid ventricle) 

· Candy Cane cine 

· Cine asc/desc Aorta at level of Right PA 

· Flow Map – transverse at level of PA (copy from Cine asc/desc Aorta at level of Right PA) 
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Glasgow Clinical Research Imaging Facility 

 

Angiogram 

At this point the patient can be repositioned to achieve best arm imaging with 

additional localisers as required to plan 

 

· Q-Flow of upper arm brachial artery & veins - check no aliasing and increase Venc if needed 

· TWIST to encompass fistula/graft inflow/outflow during infusion, orient for best spatial and 

temporal resolution, likely sagittal (No BH) 

· Use half of the dose of Ferumoxytol during infusion for TWIST 

· Infuse remaining dose of Ferumoxytol 

· FL3D @ 2mins post contrast: 

· 2 or 3x sagittal blocks from shoulder to wrist covering skin2skin: firstly cover fistula/graft 

as per TWIST then sagittal upper arm (0.8mm, free breath) and lower arm (0.6 mm, free 

breath) overlapping around the elbow 

· Q-Flow of upper arm brachial artery & veins – use appropriate Venc as determined above 

· Coronal (1.0mm) to include central veins out to subclavian veins on both sides - may 

need repositioned (BH) 

 

Images to PACS 

 

· Iron Sequences 

· Cardiac function & additional cines 

· ALL FL3D scans 

Archiving 

 

· Everything to DVD  

· Anonymise and send everything to Archive 
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Pharmacy Forms 

 

 

 

 
 

 
 

 
 
 
 
 
 
 

 
 
 

 
 
 
 
Study title:  
Use of Ferumoxytol enhanced Magnetic Resonance Angiography for 
cardiovascular assessment in late-stage chronic kidney disease 
 

Chief Investigator:  
Dr Sokratis Stoumpos  
 

Sponsor:  
NHS Greater Glasgow & Clyde  

 

R&D No:  

GN16RE117 
 

Version: 2.0 14.11.2017  

FeMRA: GN16RE117 

 

Preparation and Handling 

Manual  
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Version 2.0 14.11.2017 

ABBREVIATIONS 

 

CI Chief Investigator 

CRF Clinical Research Facility 

CTU Clinical Trials Unit 

GCP Good Clinical Practice 

NHS GG&C NHS Greater Glasgow & Clyde 

Non-CTIMP Non-Clinical Trial of an Investigational Medicinal Product 

PDC Pharmacy Distribution Centre 

QEUH Queen Elizabeth University Hospital 

SOP Standard Operating Procedure 

 

  



 

238 

 

 



 

239 

 

 



 

240 

 

 



 

241 

 

 



 

242 

 

 



 

243 

 

 



 

244 

 

 



 

245 

 

 



 

246 

 

 



 

247 

 

 



 

248 

 

 



 

249 

 

 

 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 

 

  Study: FeMRA  
  R&D No: GN16RE117 

  Sponsor: NHS GG&C 
  Investigator:  
  Dr Sokratis Stoumpos 

  For Research Use Only 
  Participant No: ________ 



 

250 

 

List of References 

Abassi, Z. A., Winaver, J., & Hoffman, A. (2003). Large A-V fistula: pathophysiological 

consequences and therapeutic perspectives. Curr Vasc Pharmacol, 1(3), 347-354. 

https://doi.org/10.2174/1570161033476619  

Adkinson, N. F., Strauss, W. E., Macdougall, I. C., Bernard, K. E., Auerbach, M., Kaper, R. F., 

Chertow, G. M., & Krop, J. S. (2018). Comparative safety of intravenous ferumoxytol versus ferric 

carboxymaltose in iron deficiency anemia: A randomized trial. Am J Hematol, 93(5), 683-690. 

https://doi.org/10.1002/ajh.25060  

Aghighi, M., Pisani, L., Theruvath, A. J., Muehe, A. M., Donig, J., Khan, R., Holdsworth, S. J., 

Kambham, N., Concepcion, W., Grimm, P. C., & Daldrup-Link, H. E. (2018). Ferumoxytol Is Not 

Retained in Kidney Allografts in Patients Undergoing Acute Rejection. Mol Imaging Biol, 20(1), 

139-149. https://doi.org/10.1007/s11307-017-1084-8  

Ahearn, D. J., & Maher, J. F. (1972). Heart failure as a complication of hemodialysis arteriovenous 

fistula. Ann Intern Med, 77(2), 201-204. https://doi.org/10.7326/0003-4819-77-2-201  

Airy, M., Mandayam, S., Mitani, A. A., Chang, T. I., Ding, V. Y., Brookhart, M. A., Goldstein, B. 

A., & Winkelmayer, W. C. (2015). Comparative outcomes of predominant facility-level use of 

ferumoxytol versus other intravenous iron formulations in incident hemodialysis patients. Nephrol 

Dial Transplant, 30(12), 2068-2075. https://doi.org/10.1093/ndt/gfv305  

Aitken, E., Ramjug, S., Buist, L., & Kingsmore, D. (2012). The prognostic significance of iliac 

vessel calcification in renal transplantation. Transplant Proc, 44(10), 2925-2931. 

https://doi.org/10.1016/j.transproceed.2012.06.058  

Al-Jaishi, A. A., Oliver, M. J., Thomas, S. M., Lok, C. E., Zhang, J. C., Garg, A. X., Kosa, S. D., 

Quinn, R. R., & Moist, L. M. (2014). Patency rates of the arteriovenous fistula for hemodialysis: a 

systematic review and meta-analysis. Am J Kidney Dis, 63(3), 464-478. 

https://doi.org/10.1053/j.ajkd.2013.08.023  

Allon, M., Lockhart, M. E., Lilly, R. Z., Gallichio, M. H., Young, C. J., Barker, J., Deierhoi, M. H., 

& Robbin, M. L. (2001). Effect of preoperative sonographic mapping on vascular access outcomes 

in hemodialysis patients. Kidney Int, 60(5), 2013-2020. https://doi.org/10.1046/j.1523-

1755.2001.00031.x  

Allon, M., & Robbin, M. L. (2002). Increasing arteriovenous fistulas in hemodialysis patients: 

problems and solutions. Kidney Int, 62(4), 1109-1124. https://doi.org/10.1111/j.1523-

1755.2002.kid551.x  

Anderson, C. B., Codd, J. R., Graff, R. A., Groce, M. A., Harter, H. R., & Newton, W. T. (1976). 

Cardiac failure and upper extremity arteriovenous dialysis fistulas. Case reports and a review of the 

literature. Arch Intern Med, 136(3), 292-297.  

Andres, A., Revilla, Y., Ramos, A., Gonzalez, E., Vereda, M. S., Praga, M., Morales, E., Morales, J. 

M., Diaz, R., Cruceyra, G., Aguirre, F., Leiva, O., & Gragera, F. (2003). Helical computed 

tomography angiography is the most efficient test to assess vascular calcifications in the iliac arterial 

sector in renal transplant candidates. Transplant Proc, 35(5), 1682-1683.  

Anzai, Y., Piccoli, C. W., Outwater, E. K., Stanford, W., Bluemke, D. A., Nurenberg, P., Saini, S., 

Maravilla, K. R., Feldman, D. E., Schmiedl, U. P., Brunberg, J. A., Francis, I. R., Harms, S. E., 

Som, P. M., Tempany, C. M., & Group. (2003). Evaluation of neck and body metastases to nodes 

with ferumoxtran 10-enhanced MR imaging: phase III safety and efficacy study. Radiology, 228(3), 

777-788. https://doi.org/10.1148/radiol.2283020872  

Apple, F. S., Murakami, M. M., Pearce, L. A., & Herzog, C. A. (2004). Multi-biomarker risk 

stratification of N-terminal pro-B-type natriuretic peptide, high-sensitivity C-reactive protein, and 

https://doi.org/10.2174/1570161033476619
https://doi.org/10.1002/ajh.25060
https://doi.org/10.1007/s11307-017-1084-8
https://doi.org/10.7326/0003-4819-77-2-201
https://doi.org/10.1093/ndt/gfv305
https://doi.org/10.1016/j.transproceed.2012.06.058
https://doi.org/10.1053/j.ajkd.2013.08.023
https://doi.org/10.1046/j.1523-1755.2001.00031.x
https://doi.org/10.1046/j.1523-1755.2001.00031.x
https://doi.org/10.1111/j.1523-1755.2002.kid551.x
https://doi.org/10.1111/j.1523-1755.2002.kid551.x
https://doi.org/10.1148/radiol.2283020872


 

251 

 

cardiac troponin T and I in end-stage renal disease for all-cause death. Clin Chem, 50(12), 2279-

2285. https://doi.org/10.1373/clinchem.2004.035741  

Asif, A., Gadalean, F. N., Merrill, D., Cherla, G., Cipleu, C. D., Epstein, D. L., & Roth, D. (2005). 

Inflow stenosis in arteriovenous fistulas and grafts: a multicenter, prospective study. Kidney Int, 

67(5), 1986-1992. https://doi.org/10.1111/j.1523-1755.2005.00299.x  

Asif, A., Roy-Chaudhury, P., & Beathard, G. A. (2006). Early arteriovenous fistula failure: a logical 

proposal for when and how to intervene. Clin J Am Soc Nephrol, 1(2), 332-339. 

https://doi.org/10.2215/CJN.00850805  

Auerbach, M., & Macdougall, I. (2017). The available intravenous iron formulations: History, 

efficacy, and toxicology. Hemodial Int, 21 Suppl 1, S83-S92. https://doi.org/10.1111/hdi.12560  

Auerbach, M., Strauss, W., Auerbach, S., Rineer, S., & Bahrain, H. (2013). Safety and efficacy of 

total dose infusion of 1,020 mg of ferumoxytol administered over 15 min. Am J Hematol, 88(11), 

944-947. https://doi.org/10.1002/ajh.23534  

Badero, O. J., Salifu, M. O., Wasse, H., & Work, J. (2008). Frequency of swing-segment stenosis in 

referred dialysis patients with angiographically documented lesions. Am J Kidney Dis, 51(1), 93-98. 

https://doi.org/10.1053/j.ajkd.2007.09.012  

Balakrishnan, V. S., Rao, M., Kausz, A. T., Brenner, L., Pereira, B. J., Frigo, T. B., & Lewis, J. M. 

(2009). Physicochemical properties of ferumoxytol, a new intravenous iron preparation. Eur J Clin 

Invest, 39(6), 489-496. https://doi.org/10.1111/j.1365-2362.2009.02130.x  

Bashir, M. R., Bhatti, L., Marin, D., & Nelson, R. C. (2015). Emerging applications for ferumoxytol 

as a contrast agent in MRI. J Magn Reson Imaging, 41(4), 884-898. 

https://doi.org/10.1002/jmri.24691  

Bashir, M. R., Jaffe, T. A., Brennan, T. V., Patel, U. D., & Ellis, M. J. (2013). Renal transplant 

imaging using magnetic resonance angiography with a nonnephrotoxic contrast agent. 

Transplantation, 96(1), 91-96. https://doi.org/10.1097/TP.0b013e318295464c  

Bashir, M. R., Mody, R., Neville, A., Javan, R., Seaman, D., Kim, C. Y., Gupta, R. T., & Jaffe, T. 

A. (2014). Retrospective assessment of the utility of an iron-based agent for contrast-enhanced 

magnetic resonance venography in patients with endstage renal diseases. J Magn Reson Imaging, 

40(1), 113-118. https://doi.org/10.1002/jmri.24330  

Basile, C., Lomonte, C., Vernaglione, L., Casucci, F., Antonelli, M., & Losurdo, N. (2008). The 

relationship between the flow of arteriovenous fistula and cardiac output in haemodialysis patients. 

Nephrol Dial Transplant, 23(1), 282-287. https://doi.org/10.1093/ndt/gfm549  

Beathard, G. A., Arnold, P., Jackson, J., Litchfield, T., & Lifeline, P. O. F. o. R. (2003). Aggressive 

treatment of early fistula failure. Kidney Int, 64(4), 1487-1494. https://doi.org/10.1046/j.1523-

1755.2003.00210.x  

Beathard, G. A., Arnold, P., Jackson, J., Litchfield, T., & Physician Operators Forum of, R. M. S. L. 

(2003). Aggressive treatment of early fistula failure. Kidney Int, 64(4), 1487-1494. 

https://doi.org/10.1046/j.1523-1755.2003.00210.x  

Beathard, G. A., Settle, S. M., & Shields, M. W. (1999). Salvage of the nonfunctioning 

arteriovenous fistula. Am J Kidney Dis, 33(5), 910-916.  

Begin, V., Ethier, J., Dumont, M., & Leblanc, M. (2002). Prospective evaluation of the intra-access 

flow of recently created native arteriovenous fistulae. Am J Kidney Dis, 40(6), 1277-1282. 

https://doi.org/10.1053/ajkd.2002.36898  

Benjamens, S., Pol, R. A., Glaudemans, A. W. J. M., Wieringa, I., Berger, S. P., Bakker, S. J. L., & 

Slart, R. H. J. A. (2018). A high abdominal aortic calcification score by dual X-ray absorptiometry 

is associated with cardiovascular events after kidney transplantation. Nephrol Dial Transplant, 

33(12), 2253-2259. https://doi.org/10.1093/ndt/gfy158  

https://doi.org/10.1373/clinchem.2004.035741
https://doi.org/10.1111/j.1523-1755.2005.00299.x
https://doi.org/10.2215/CJN.00850805
https://doi.org/10.1111/hdi.12560
https://doi.org/10.1002/ajh.23534
https://doi.org/10.1053/j.ajkd.2007.09.012
https://doi.org/10.1111/j.1365-2362.2009.02130.x
https://doi.org/10.1002/jmri.24691
https://doi.org/10.1097/TP.0b013e318295464c
https://doi.org/10.1002/jmri.24330
https://doi.org/10.1093/ndt/gfm549
https://doi.org/10.1046/j.1523-1755.2003.00210.x
https://doi.org/10.1046/j.1523-1755.2003.00210.x
https://doi.org/10.1046/j.1523-1755.2003.00210.x
https://doi.org/10.1053/ajkd.2002.36898
https://doi.org/10.1093/ndt/gfy158


 

252 

 

Bi, X., Deshpande, V., Carr, J., & Li, D. (2006). Coronary artery magnetic resonance angiography 

(MRA): a comparison between the whole-heart and volume-targeted methods using a T2-prepared 

SSFP sequence. J Cardiovasc Magn Reson, 8(5), 703-707. 

https://doi.org/10.1080/10976640600723706  

Bircher, A. J., & Auerbach, M. (2014). Hypersensitivity from intravenous iron products. Immunol 

Allergy Clin North Am, 34(3), 707-723, x-xi. https://doi.org/10.1016/j.iac.2014.04.013  

Biuckians, A., Scott, E. C., Meier, G. H., Panneton, J. M., & Glickman, M. H. (2008). The natural 

history of autologous fistulas as first-time dialysis access in the KDOQI era. J Vasc Surg, 47(2), 

415-421; discussion 420-411. https://doi.org/10.1016/j.jvs.2007.10.041  

Bland, J. M., & Altman, D. G. (1986). Statistical methods for assessing agreement between two 

methods of clinical measurement. Lancet, 1(8476), 307-310.  

Blankholm, A. D., Pedersen, B. G., Stausbøl-Grøn, B., Andersen, G., Hørlyck, A., Østrat, E., 

Laustsen, S., & Ringgaard, S. (2015). Preoperative planning of renal transplantation: a comparison 

of non-contrast-enhanced ultrasonography, computed tomography, and magnetic resonance 

angiography with observations from surgery. Acta Radiol, 56(12), 1527-1533. 

https://doi.org/10.1177/0284185114562227  

Bode, A. S., Planken, R. N., Merkx, M. A., van der Sande, F. M., Geerts, L., Tordoir, J. H., & 

Leiner, T. (2012). Feasibility of non-contrast-enhanced magnetic resonance angiography for 

imaging upper extremity vasculature prior to vascular access creation. Eur J Vasc Endovasc Surg, 

43(1), 88-94. https://doi.org/10.1016/j.ejvs.2011.09.012  

Brar, A., Jindal, R. M., Elster, E. A., Tedla, F., John, D., Sumrani, N., & Salifu, M. O. (2013). Effect 

of peripheral vascular disease on kidney allograft outcomes: a study of U.S. Renal data system. 

Transplantation, 95(6), 810-815. https://doi.org/10.1097/TP.0b013e31827eef36  

Bray, B. D., Boyd, J., Daly, C., Donaldson, K., Doyle, A., Fox, J. G., Innes, A., Khan, I., Peel, R. 

K., Severn, A., Shilliday, I., Simpson, K., Stewart, G. A., Traynor, J., Metcalfe, W., & Registry, S. 

R. (2012). Vascular access type and risk of mortality in a national prospective cohort of 

haemodialysis patients. QJM, 105(11), 1097-1103. https://doi.org/10.1093/qjmed/hcs143  

Bremerich, J., Bilecen, D., & Reimer, P. (2007). MR angiography with blood pool contrast agents. 

Eur Radiol, 17(12), 3017-3024. https://doi.org/10.1007/s00330-007-0712-0  

Brescia, M. J., Cimino, J. E., Appel, K., & Hurwich, B. J. (1966). Chronic hemodialysis using 

venipuncture and a surgically created arteriovenous fistula. N Engl J Med, 275(20), 1089-1092. 

https://doi.org/10.1056/NEJM196611172752002  

Budjan, J., Neudecker, S., Schock-Kusch, D., Kraenzlin, B., Schoenberg, S. O., Michaely, H. J., & 

Attenberger, U. I. (2016). Can Ferumoxytol be Used as a Contrast Agent to Differentiate Between 

Acute and Chronic Inflammatory Kidney Disease?: Feasibility Study in a Rat Model. Invest Radiol, 

51(2), 100-105. https://doi.org/10.1097/RLI.0000000000000209  

Bunnapradist, S., & Danovitch, G. M. (2007). Evaluation of adult kidney transplant candidates. Am 

J Kidney Dis, 50(5), 890-898. https://doi.org/10.1053/j.ajkd.2007.08.010  

Bylsma, L. C., Gage, S. M., Reichert, H., Dahl, S. L. M., & Lawson, J. H. (2017). Arteriovenous 

Fistulae for Haemodialysis: A Systematic Review and Meta-analysis of Efficacy and Safety 

Outcomes. Eur J Vasc Endovasc Surg, 54(4), 513-522. https://doi.org/10.1016/j.ejvs.2017.06.024  

Byon, C. H., Javed, A., Dai, Q., Kappes, J. C., Clemens, T. L., Darley-Usmar, V. M., McDonald, J. 

M., & Chen, Y. (2008). Oxidative Stress Induces Vascular Calcification through Modulation of the 

Osteogenic Transcription Factor Runx2 by AKT Signaling. Journal of Biological Chemistry, 

283(22), 15319-15327. https://doi.org/10.1074/jbc.M800021200  

Carbo, C., Arderiu, G., Escolar, G., Fuste, B., Cases, A., Carrascal, M., Abian, J., & Diaz-Ricart, M. 

(2008). Differential expression of proteins from cultured endothelial cells exposed to uremic versus 

https://doi.org/10.1080/10976640600723706
https://doi.org/10.1016/j.iac.2014.04.013
https://doi.org/10.1016/j.jvs.2007.10.041
https://doi.org/10.1177/0284185114562227
https://doi.org/10.1016/j.ejvs.2011.09.012
https://doi.org/10.1097/TP.0b013e31827eef36
https://doi.org/10.1093/qjmed/hcs143
https://doi.org/10.1007/s00330-007-0712-0
https://doi.org/10.1056/NEJM196611172752002
https://doi.org/10.1097/RLI.0000000000000209
https://doi.org/10.1053/j.ajkd.2007.08.010
https://doi.org/10.1016/j.ejvs.2017.06.024
https://doi.org/10.1074/jbc.M800021200


 

253 

 

normal serum. American Journal of Kidney Diseases, 51(4), 603-612. 

https://doi.org/10.1053/j.ajkd.2007.11.029  

Catalano, C., Fraioli, F., Laghi, A., Napoli, A., Bezzi, M., Pediconi, F., Danti, M., Nofroni, I., & 

Passariello, R. (2004). Infrarenal aortic and lower-extremity arterial disease: diagnostic performance 

of multi-detector row CT angiography. Radiology, 231(2), 555-563. 

https://doi.org/10.1148/radiol.2312020920  

Chadban, S. J., Ahn, C., Axelrod, D. A., Foster, B. J., Kasiske, B. L., Kher, V., Kumar, D., 

Oberbauer, R., Pascual, J., Pilmore, H. L., Rodrigue, J. R., Segev, D. L., Sheerin, N. S., Tinckam, K. 

J., Wong, G., & Knoll, G. A. (2020). KDIGO Clinical Practice Guideline on the Evaluation and 

Management of Candidates for Kidney Transplantation. Transplantation, 104(4S1 Suppl 1), S11-

S103. https://doi.org/10.1097/TP.0000000000003136  

Chalouhi, N., Jabbour, P., Magnotta, V., & Hasan, D. (2013). The emerging role of ferumoxytol-

enhanced MRI in the management of cerebrovascular lesions. Molecules, 18(8), 9670-9683. 

https://doi.org/10.3390/molecules18089670  

Charlson, M. E., Pompei, P., Ales, K. L., & MacKenzie, C. R. (1987). A new method of classifying 

prognostic comorbidity in longitudinal studies: development and validation. J Chronic Dis, 40(5), 

373-383. https://doi.org/10.1016/0021-9681(87)90171-8  

Chen, J., Mohler, E. R., Garimella, P. S., Hamm, L. L., Xie, D., Kimmel, S., Townsend, R. R., 

Budoff, M., Pan, Q., Nessel, L., Steigerwalt, S., Wright, J. T., He, J., & Investigators, C. (2016). 

Ankle Brachial Index and Subsequent Cardiovascular Disease Risk in Patients With Chronic Kidney 

Disease. J Am Heart Assoc, 5(6). https://doi.org/10.1161/JAHA.116.003339  

Chertow, G. M., Mason, P. D., Vaage-Nilsen, O., & Ahlmén, J. (2006). Update on adverse drug 

events associated with parenteral iron. Nephrol Dial Transplant, 21(2), 378-382. 

https://doi.org/10.1093/ndt/gfi253  

Christen, T., Ni, W., Qiu, D., Schmiedeskamp, H., Bammer, R., Moseley, M., & Zaharchuk, G. 

(2013). High-resolution cerebral blood volume imaging in humans using the blood pool contrast 

agent ferumoxytol. Magn Reson Med, 70(3), 705-710. https://doi.org/10.1002/mrm.24500  

Cicchetti, D. V. (1994). Guidelines, criteria, and rules of thumb for evaluating normed and 

standardized assessment instruments in psychology. Psychol Assess, 6(4), 284-290. 

https://doi.org/10.1037/1040-3590.6.4.284  

Cimochowski, G. E., Worley, E., Rutherford, W. E., Sartain, J., Blondin, J., & Harter, H. (1990). 

Superiority of the internal jugular over the subclavian access for temporary dialysis. Nephron, 54(2), 

154-161. https://doi.org/10.1159/000185837  

Cina, A., Di Stasi, C., Semeraro, V., Marano, R., Savino, G., Iezzi, R., & Bonomo, L. (2016). 

Comparison of CT and MR angiography in evaluation of peripheral arterial disease before 

endovascular intervention. Acta Radiol, 57(5), 547-556. https://doi.org/10.1177/0284185115595657  

Claes, K. J., Heye, S., Bammens, B., Kuypers, D. R., Meijers, B., Naesens, M., Vanrenterghem, Y., 

& Evenepoel, P. (2013). Aortic calcifications and arterial stiffness as predictors of cardiovascular 

events in incident renal transplant recipients. Transpl Int, 26(10), 973-981. 

https://doi.org/10.1111/tri.12151  

Coenegrachts, K. L., Hoogeveen, R. M., Vaninbroukx, J. A., Bosmans, H. T., Bielen, D. J., Maleux, 

G., Maes, F., Hamaekers, P., Oyen, R. H., & Marchal, G. J. (2004). High-spatial-resolution 3D 

balanced turbo field-echo technique for MR angiography of the renal arteries: initial experience. 

Radiology, 231(1), 237-242. https://doi.org/10.1148/radiol.2311030044  

Collidge, T. A., Thomson, P. C., Mark, P. B., Traynor, J. P., Jardine, A. G., Morris, S. T., Simpson, 

K., & Roditi, G. H. (2007). Gadolinium-enhanced MR imaging and nephrogenic systemic fibrosis: 

retrospective study of a renal replacement therapy cohort. Radiology, 245(1), 168-175. 

https://doi.org/10.1148/radiol.2451070353  

https://doi.org/10.1053/j.ajkd.2007.11.029
https://doi.org/10.1148/radiol.2312020920
https://doi.org/10.1097/TP.0000000000003136
https://doi.org/10.3390/molecules18089670
https://doi.org/10.1016/0021-9681(87)90171-8
https://doi.org/10.1161/JAHA.116.003339
https://doi.org/10.1093/ndt/gfi253
https://doi.org/10.1002/mrm.24500
https://doi.org/10.1037/1040-3590.6.4.284
https://doi.org/10.1159/000185837
https://doi.org/10.1177/0284185115595657
https://doi.org/10.1111/tri.12151
https://doi.org/10.1148/radiol.2311030044
https://doi.org/10.1148/radiol.2451070353


 

254 

 

Collins, A. J. (2003). Cardiovascular mortality in end-stage renal disease. Am J Med Sci, 325(4), 

163-167. https://doi.org/10.1097/00000441-200304000-00002  

Corwin, M. T., Fananapazir, G., & Chaudhari, A. J. (2016). MR Angiography of Renal Transplant 

Vasculature with Ferumoxytol:: Comparison of High-Resolution Steady-State and First-Pass 

Acquisitions. Acad Radiol, 23(3), 368-373. https://doi.org/10.1016/j.acra.2015.10.021  

Cozzolino, M., Gallieni, M., & Brancaccio, D. (2006). Vascular calcification in uremic conditions: 

new insights into pathogenesis. Semin Nephrol, 26(1), 33-37. 

https://doi.org/10.1016/j.semnephrol.2005.06.008  

Criqui, M. H., Langer, R. D., Fronek, A., Feigelson, H. S., Klauber, M. R., McCann, T. J., & 

Browner, D. (1992). Mortality over a period of 10 years in patients with peripheral arterial disease. 

N Engl J Med, 326(6), 381-386. https://doi.org/10.1056/NEJM199202063260605  

Davenport, M. S., Khalatbari, S., Dillman, J. R., Cohan, R. H., Caoili, E. M., & Ellis, J. H. (2013). 

Contrast material-induced nephrotoxicity and intravenous low-osmolality iodinated contrast 

material. Radiology, 267(1), 94-105. https://doi.org/10.1148/radiol.12121394  

Davis, B., Marin, D., Hurwitz, L. M., Ronald, J., Ellis, M. J., Ravindra, K. V., Collins, B. H., & 

Kim, C. Y. (2016). Application of a Novel CT-Based Iliac Artery Calcification Scoring System for 

Predicting Renal Transplant Outcomes. AJR Am J Roentgenol, 206(2), 436-441. 

https://doi.org/10.2214/AJR.15.14794  

de Graaf, R., Kloppenburg, G., Kitslaar, P. J., Bruggeman, C. A., & Stassen, F. (2006). Human heat 

shock protein 60 stimulates vascular smooth muscle cell proliferation through Toll-like receptors 2 

and 4. Microbes Infect, 8(7), 1859-1865. https://doi.org/10.1016/j.micinf.2006.02.024  

de Lemos, J. A., McGuire, D. K., & Drazner, M. H. (2003). B-type natriuretic peptide in 

cardiovascular disease. Lancet, 362(9380), 316-322. https://doi.org/10.1016/S0140-6736(03)13976-

1  

DeLoach, S. S., Joffe, M. M., Mai, X., Goral, S., & Rosas, S. E. (2009). Aortic calcification predicts 

cardiovascular events and all-cause mortality in renal transplantation. Nephrol Dial Transplant, 

24(4), 1314-1319. https://doi.org/10.1093/ndt/gfn753  

Denton, M. D., Magee, C. C., Ovuworie, C., Mauiyyedi, S., Pascual, M., Colvin, R. B., Cosimi, A. 

B., & Tolkoff-Rubin, N. (2002). Prevalence of renal cell carcinoma in patients with ESRD pre-

transplantation: a pathologic analysis. Kidney Int, 61(6), 2201-2209. https://doi.org/10.1046/j.1523-

1755.2002.00374.x  

Dixon, B. S. (2006). Why don't fistulas mature? Kidney Int, 70(8), 1413-1422. 

https://doi.org/10.1038/sj.ki.5001747  

Dixon, B. S., Novak, L., & Fangman, J. (2002). Hemodialysis vascular access survival: upper-arm 

native arteriovenous fistula. Am J Kidney Dis, 39(1), 92-101. 

https://doi.org/10.1053/ajkd.2002.29886  

Doelman, C., Duijm, L. E., Liem, Y. S., Froger, C. L., Tielbeek, A. V., Donkers-van Rossum, A. B., 

Cuypers, P. W., Douwes-Draaijer, P., Buth, J., & van den Bosch, H. C. (2005). Stenosis detection in 

failing hemodialysis access fistulas and grafts: comparison of color Doppler ultrasonography, 

contrast-enhanced magnetic resonance angiography, and digital subtraction angiography. J Vasc 

Surg, 42(4), 739-746. https://doi.org/10.1016/j.jvs.2005.06.006  

Dogra, G., Irish, A., Chan, D., & Watts, G. (2006). Insulin resistance, inflammation, and blood 

pressure determine vascular dysfunction in CKD. American Journal of Kidney Diseases, 48(6), 926-

934. https://doi.org/10.1053/j.ajkd.2006.08.008  

Du, J., Thornton, F. J., Mistretta, C. A., & Grist, T. M. (2006). Dynamic MR venography: an 

intrinsic benefit of time-resolved MR angiography. J Magn Reson Imaging, 24(4), 922-927. 

https://doi.org/10.1002/jmri.20716  

https://doi.org/10.1097/00000441-200304000-00002
https://doi.org/10.1016/j.acra.2015.10.021
https://doi.org/10.1016/j.semnephrol.2005.06.008
https://doi.org/10.1056/NEJM199202063260605
https://doi.org/10.1148/radiol.12121394
https://doi.org/10.2214/AJR.15.14794
https://doi.org/10.1016/j.micinf.2006.02.024
https://doi.org/10.1016/S0140-6736(03)13976-1
https://doi.org/10.1016/S0140-6736(03)13976-1
https://doi.org/10.1093/ndt/gfn753
https://doi.org/10.1046/j.1523-1755.2002.00374.x
https://doi.org/10.1046/j.1523-1755.2002.00374.x
https://doi.org/10.1038/sj.ki.5001747
https://doi.org/10.1053/ajkd.2002.29886
https://doi.org/10.1016/j.jvs.2005.06.006
https://doi.org/10.1053/j.ajkd.2006.08.008
https://doi.org/10.1002/jmri.20716


 

255 

 

Dundon, B. K., Torpey, K., Nelson, A. J., Wong, D. T., Duncan, R. F., Meredith, I. T., Faull, R. J., 

Worthley, S. G., & Worthley, M. I. (2014). The deleterious effects of arteriovenous fistula-creation 

on the cardiovascular system: a longitudinal magnetic resonance imaging study. Int J Nephrol 

Renovasc Dis, 7, 337-345. https://doi.org/10.2147/IJNRD.S66390  

Edelman, R. R., Silvers, R. I., Thakrar, K. H., Metzl, M. D., Nazari, J., Giri, S., & Koktzoglou, I. 

(2017). Nonenhanced MR angiography of the pulmonary arteries using single-shot radial quiescent-

interval slice-selective (QISS): a technical feasibility study. J Cardiovasc Magn Reson, 19(1), 48. 

https://doi.org/10.1186/s12968-017-0365-3  

Edwards, N. C., Ferro, C. J., Townend, J. N., & Steeds, R. P. (2008). Aortic distensibility and 

arterial-ventricular coupling in early chronic kidney disease: a pattern resembling heart failure with 

preserved ejection fraction. Heart, 94(8), 1038-1043. https://doi.org/10.1136/hrt.2007.137539  

Ersoy, H., Jacobs, P., Kent, C. K., & Prince, M. R. (2004). Blood pool MR angiography of aortic 

stent-graft endoleak. AJR Am J Roentgenol, 182(5), 1181-1186. 

https://doi.org/10.2214/ajr.182.5.1821181  

Fakhry, M., Skafi, N., Fayyad-Kazan, M., Kobeissy, F., Hamade, E., Mebarek, S., Habib, A., 

Borghol, N., Zeidan, A., Magne, D., Fayyad-Kazan, H., & Badran, B. (2018). Characterization and 

assessment of potential microRNAs involved in phosphate-induced aortic calcification. J Cell 

Physiol, 233(5), 4056-4067. https://doi.org/10.1002/jcp.26121  

Falk, A., Teodorescu, V., Lou, W. Y., Uribarri, J., & Vassalotti, J. A. (2003). Treatment of "swing 

point stenoses" in hemodialysis arteriovenous fistulae. Clin Nephrol, 60(1), 35-41.  

Fananapazir, G., Bashir, M. R., Corwin, M. T., Lamba, R., Vu, C. T., & Troppmann, C. (2017). 

Comparison of ferumoxytol-enhanced MRA with conventional angiography for assessment of 

severity of transplant renal artery stenosis. J Magn Reson Imaging, 45(3), 779-785. 

https://doi.org/10.1002/jmri.25421  

Fananapazir, G., Marin, D., Suhocki, P. V., Kim, C. Y., & Bashir, M. R. (2014). Vascular artifact 

mimicking thrombosis on MR imaging using ferumoxytol as a contrast agent in abdominal vascular 

assessment. J Vasc Interv Radiol, 25(6), 969-976. https://doi.org/10.1016/j.jvir.2013.12.019  

Farber, N. J., Reddy, S. T., Doyle, M., Rayarao, G., Thompson, D. V., Olson, P., Glass, J., 

Williams, R. B., Yamrozik, J. A., Murali, S., & Biederman, R. W. (2014). Ex vivo cardiovascular 

magnetic resonance measurements of right and left ventricular mass compared with direct mass 

measurement in excised hearts after transplantation: a first human SSFP comparison. J Cardiovasc 

Magn Reson, 16, 74. https://doi.org/10.1186/s12968-014-0074-0  

Feldman, H. I., Kobrin, S., & Wasserstein, A. (1996). Hemodialysis vascular access morbidity. J Am 

Soc Nephrol, 7(4), 523-535.  

Fellström, B., Jardine, A. G., Soveri, I., Cole, E., Neumayer, H. H., Maes, B., Gimpelewicz, C., 

Holdaas, H., & Group, A. S. (2005). Renal dysfunction is a strong and independent risk factor for 

mortality and cardiovascular complications in renal transplantation. Am J Transplant, 5(8), 1986-

1991. https://doi.org/10.1111/j.1600-6143.2005.00983.x  

Feng, B., Zhang, Y. Q., Mu, J., Yuan, F. H., Ye, Z. L., Qi, W., Guo, Y. H., Zeng, W., & Luo, Z. F. 

(2011). Uraemic serum induces dysfunction of vascular endothelial cells: role of ubiquitin-

proteasome pathway. Experimental Physiology, 96(8), 801-815. 

https://doi.org/10.1113/expphysiol.2011.058149  

Ferring, M., Henderson, J., Wilmink, A., & Smith, S. (2008). Vascular ultrasound for the pre-

operative evaluation prior to arteriovenous fistula formation for haemodialysis: review of the 

evidence. Nephrol Dial Transplant, 23(6), 1809-1815. https://doi.org/10.1093/ndt/gfn001  

Ferring, M., Henderson, J., & Wilmink, T. (2014). Accuracy of early postoperative clinical and 

ultrasound examination of arteriovenous fistulae to predict dialysis use. J Vasc Access, 15(4), 291-

297. https://doi.org/10.5301/jva.5000210  

https://doi.org/10.2147/IJNRD.S66390
https://doi.org/10.1186/s12968-017-0365-3
https://doi.org/10.1136/hrt.2007.137539
https://doi.org/10.2214/ajr.182.5.1821181
https://doi.org/10.1002/jcp.26121
https://doi.org/10.1002/jmri.25421
https://doi.org/10.1016/j.jvir.2013.12.019
https://doi.org/10.1186/s12968-014-0074-0
https://doi.org/10.1111/j.1600-6143.2005.00983.x
https://doi.org/10.1113/expphysiol.2011.058149
https://doi.org/10.1093/ndt/gfn001
https://doi.org/10.5301/jva.5000210


 

256 

 

Finn, J. P., Nguyen, K. L., & Hu, P. (2017). Ferumoxytol vs. Gadolinium agents for contrast-

enhanced MRI: Thoughts on evolving indications, risks, and benefits. J Magn Reson Imaging, 46(3), 

919-923. https://doi.org/10.1002/jmri.25580  

Foley, R. N., Parfrey, P. S., Kent, G. M., Harnett, J. D., Murray, D. C., & Barre, P. E. (2000). Serial 

change in echocardiographic parameters and cardiac failure in end-stage renal disease. J Am Soc 

Nephrol, 11(5), 912-916.  

Foley, R. N., Parfrey, P. S., & Sarnak, M. J. (1998). Clinical epidemiology of cardiovascular disease 

in chronic renal disease. Am J Kidney Dis, 32(5 Suppl 3), S112-119. 

https://doi.org/10.1053/ajkd.1998.v32.pm9820470  

Gahramanov, S., Muldoon, L. L., Varallyay, C. G., Li, X., Kraemer, D. F., Fu, R., Hamilton, B. E., 

Rooney, W. D., & Neuwelt, E. A. (2013). Pseudoprogression of glioblastoma after chemo- and 

radiation therapy: diagnosis by using dynamic susceptibility-weighted contrast-enhanced perfusion 

MR imaging with ferumoxytol versus gadoteridol and correlation with survival. Radiology, 266(3), 

842-852. https://doi.org/10.1148/radiol.12111472  

García-Jérez, A., Luengo, A., Carracedo, J., Ramírez-Chamond, R., Rodriguez-Puyol, D., 

Rodriguez-Puyol, M., & Calleros, L. (2015). Effect of uraemia on endothelial cell damage is 

mediated by the integrin linked kinase pathway. The Journal of Physiology, 593(3), 601-618. 

https://doi.org/10.1113/jphysiol.2014.283887  

Gaudio, C., Tanzilli, G., Ferri, F. M., Villatico Campbell, S., Bertocchi, F., Motolese, M., & Campa, 

P. P. (1998). Benazepril causes in hypertension a greater reduction in left ventricular mass than does 

nitrendipine: a randomized study using magnetic resonance imaging. J Cardiovasc Pharmacol, 

32(5), 760-768. https://doi.org/10.1097/00005344-199811000-00012  

Girerd, X., London, G., Boutouyrie, P., Mourad, J. J., Safar, M., & Laurent, S. (1996). Remodeling 

of the radial artery in response to a chronic increase in shear stress. Hypertension, 27(3 Pt 2), 799-

803. https://doi.org/10.1161/01.hyp.27.3.799  

Goligorsky, M. S., Yasuda, K., & Ratliff, B. (2010). Dysfunctional Endothelial Progenitor Cells in 

Chronic Kidney Disease. Journal of the American Society of Nephrology, 21(6), 911-919. 

https://doi.org/10.1681/asn.2009111119  

Goodman, W. G., Goldin, J., Kuizon, B. D., Yoon, C., Gales, B., Sider, D., Wang, Y., Chung, J., 

Emerick, A., Greaser, L., Elashoff, R. M., & Salusky, I. B. (2000). Coronary-artery calcification in 

young adults with end-stage renal disease who are undergoing dialysis. N Engl J Med, 342(20), 

1478-1483. https://doi.org/10.1056/NEJM200005183422003  

Gozzi, M., Amorico, M. G., Colopi, S., Favali, M., Gallo, E., Torricelli, P., Polverini, I., & 

Gargiulo, M. (2006). Peripheral arterial occlusive disease: role of MR angiography. Radiol Med, 

111(2), 225-237. https://doi.org/10.1007/s11547-006-0023-4  

Group, V. A. W. (2006). Clinical practice guidelines for vascular access. Am J Kidney Dis, 48 Suppl 

1, S176-247. https://doi.org/10.1053/j.ajkd.2006.04.029  

GUYTON, A. C., & SAGAWA, K. (1961). Compensations of cardiac output and other circulatory 

functions in areflex dogs with large A-V fistulas. Am J Physiol, 200, 1157-1163. 

https://doi.org/10.1152/ajplegacy.1961.200.6.1157  

Hakaim, A. G., Nalbandian, M., & Scott, T. (1998). Superior maturation and patency of primary 

brachiocephalic and transposed basilic vein arteriovenous fistulae in patients with diabetes. J Vasc 

Surg, 27(1), 154-157.  

Hammes, M., Funaki, B., & Coe, F. L. (2008). Cephalic arch stenosis in patients with fistula access 

for hemodialysis: relationship to diabetes and thrombosis. Hemodial Int, 12(1), 85-89. 

https://doi.org/10.1111/j.1542-4758.2008.00246.x  

https://doi.org/10.1002/jmri.25580
https://doi.org/10.1053/ajkd.1998.v32.pm9820470
https://doi.org/10.1148/radiol.12111472
https://doi.org/10.1113/jphysiol.2014.283887
https://doi.org/10.1097/00005344-199811000-00012
https://doi.org/10.1161/01.hyp.27.3.799
https://doi.org/10.1681/asn.2009111119
https://doi.org/10.1056/NEJM200005183422003
https://doi.org/10.1007/s11547-006-0023-4
https://doi.org/10.1053/j.ajkd.2006.04.029
https://doi.org/10.1152/ajplegacy.1961.200.6.1157
https://doi.org/10.1111/j.1542-4758.2008.00246.x


 

257 

 

Harisinghani, M., Ross, R. W., Guimaraes, A. R., & Weissleder, R. (2007). Utility of a new bolus-

injectable nanoparticle for clinical cancer staging. Neoplasia, 9(12), 1160-1165. 

https://doi.org/10.1593/neo.07940  

Hasan, D., Chalouhi, N., Jabbour, P., Dumont, A. S., Kung, D. K., Magnotta, V. A., Young, W. L., 

Hashimoto, T., Winn, H. R., & Heistad, D. (2012). Early change in ferumoxytol-enhanced magnetic 

resonance imaging signal suggests unstable human cerebral aneurysm: a pilot study. Stroke, 43(12), 

3258-3265. https://doi.org/10.1161/STROKEAHA.112.673400  

Hedgire, S. S., McDermott, S., Wojtkiewicz, G. R., Abtahi, S. M., Harisinghani, M., & Gaglia, J. L. 

(2014). Evaluation of renal quantitative T2* changes on MRI following administration of 

ferumoxytol as a T2* contrast agent. Int J Nanomedicine, 9, 2101-2107. 

https://doi.org/10.2147/IJN.S61460  

Hetzel, D., Strauss, W., Bernard, K., Li, Z., Urboniene, A., & Allen, L. F. (2014). A Phase III, 

randomized, open-label trial of ferumoxytol compared with iron sucrose for the treatment of iron 

deficiency anemia in patients with a history of unsatisfactory oral iron therapy. Am J Hematol, 

89(6), 646-650. https://doi.org/10.1002/ajh.23712  

Hodnett, P. A., Koktzoglou, I., Davarpanah, A. H., Scanlon, T. G., Collins, J. D., Sheehan, J. J., 

Dunkle, E. E., Gupta, N., Carr, J. C., & Edelman, R. R. (2017). Evaluation of Peripheral Arterial 

Disease with Nonenhanced Quiescent-Interval Single-Shot MR Angiography. Radiology, 282(2), 

614. https://doi.org/10.1148/radiol.2017164042  

Hodnett, P. A., Ward, E. V., Davarpanah, A. H., Scanlon, T. G., Collins, J. D., Glielmi, C. B., Bi, 

X., Koktzoglou, I., Gupta, N., Carr, J. C., & Edelman, R. R. (2011). Peripheral arterial disease in a 

symptomatic diabetic population: prospective comparison of rapid unenhanced MR angiography 

(MRA) with contrast-enhanced MRA. AJR Am J Roentgenol, 197(6), 1466-1473. 

https://doi.org/10.2214/AJR.10.6091  

Hope, M. D., Hope, T. A., Zhu, C., Faraji, F., Haraldsson, H., Ordovas, K. G., & Saloner, D. (2015). 

Vascular Imaging With Ferumoxytol as a Contrast Agent. AJR Am J Roentgenol, 205(3), W366-

373. https://doi.org/10.2214/AJR.15.14534  

Hughson, M. D., Schmidt, L., Zbar, B., Daugherty, S., Meloni, A. M., Silva, F. G., & Sandberg, A. 

A. (1996). Renal cell carcinoma of end-stage renal disease: a histopathologic and molecular genetic 

study. J Am Soc Nephrol, 7(11), 2461-2468.  

Huveneers, S., Daemen, M. J., & Hordijk, P. L. (2015). Between Rho(k) and a hard place: the 

relation between vessel wall stiffness, endothelial contractility, and cardiovascular disease. Circ Res, 

116(5), 895-908. https://doi.org/10.1161/CIRCRESAHA.116.305720  

Hyland, K., Cohen, R. M., Kwak, A., Shlansky-Goldberg, R. D., Soulen, M. C., Patel, A. A., 

Mondschein, J. I., Solomon, J. A., Stavropoulos, S. W., Itkin, M., Yeh, H., Markmann, J., & 

Trerotola, S. O. (2008). Preoperative mapping venography in patients who require hemodialysis 

access: imaging findings and contribution to management. J Vasc Interv Radiol, 19(7), 1027-1033. 

https://doi.org/10.1016/j.jvir.2008.03.015  

Igata, M., Motoshima, H., Tsuruzoe, K., Kojima, K., Matsumura, T., Kondo, T., Taguchi, T., 

Nakamaru, K., Yano, M., Kukidome, D., Matsumoto, K., Toyonaga, T., Asano, T., Nishikawa, T., 

& Araki, E. (2005). Adenosine monophosphate-activated protein kinase suppresses vascular smooth 

muscle cell proliferation through the inhibition of cell cycle progression. Circ Res, 97(8), 837-844. 

https://doi.org/10.1161/01.RES.0000185823.73556.06  

Ignarro, L. J. (1990). Nitric oxide. A novel signal transduction mechanism for transcellular 

communication. Hypertension, 16(5), 477-483.  

Ilhan, G., Esi, E., Bozok, S., Yürekli, I., Özpak, B., Özelçi, A., Destan, B., & Gürbüz, A. (2013). 

The clinical utility of vascular mapping with Doppler ultrasound prior to arteriovenous fistula 

construction for hemodialysis access. J Vasc Access, 14(1), 83-88. 

https://doi.org/10.5301/jva.5000097  

https://doi.org/10.1593/neo.07940
https://doi.org/10.1161/STROKEAHA.112.673400
https://doi.org/10.2147/IJN.S61460
https://doi.org/10.1002/ajh.23712
https://doi.org/10.1148/radiol.2017164042
https://doi.org/10.2214/AJR.10.6091
https://doi.org/10.2214/AJR.15.14534
https://doi.org/10.1161/CIRCRESAHA.116.305720
https://doi.org/10.1016/j.jvir.2008.03.015
https://doi.org/10.1161/01.RES.0000185823.73556.06
https://doi.org/10.5301/jva.5000097


 

258 

 

Iwashima, Y., Horio, T., Takami, Y., Inenaga, T., Nishikimi, T., Takishita, S., & Kawano, Y. 

(2002). Effects of the creation of arteriovenous fistula for hemodialysis on cardiac function and 

natriuretic peptide levels in CRF. Am J Kidney Dis, 40(5), 974-982. 

https://doi.org/10.1053/ajkd.2002.36329  

Jahn, M. R., Andreasen, H. B., Fütterer, S., Nawroth, T., Schünemann, V., Kolb, U., Hofmeister, 

W., Muñoz, M., Bock, K., Meldal, M., & Langguth, P. (2011). A comparative study of the 

physicochemical properties of iron isomaltoside 1000 (Monofer), a new intravenous iron preparation 

and its clinical implications. Eur J Pharm Biopharm, 78(3), 480-491. 

https://doi.org/10.1016/j.ejpb.2011.03.016  

Johnson, D. B., Foster, R. E., Barilla, F., Blackwell, G. G., Roney, M., Stanley, A. W., Kirk, K., 

Orr, R. A., van der Geest, R. J., Reiber, J. H., & Dell'Italia, L. J. (1997). Angiotensin-converting 

enzyme inhibitor therapy affects left ventricular mass in patients with ejection fraction > 40% after 

acute myocardial infarction. J Am Coll Cardiol, 29(1), 49-54. https://doi.org/10.1016/s0735-

1097(96)00451-2  

Jones, D. W., Dansey, K., & Hamdan, A. D. (2016). Lower Extremity Revascularization in End-

Stage Renal Disease. Vasc Endovascular Surg, 50(8), 582-585. 

https://doi.org/10.1177/1538574416674843  

Jung, C. W., & Jacobs, P. (1995). Physical and chemical properties of superparamagnetic iron oxide 

MR contrast agents: ferumoxides, ferumoxtran, ferumoxsil. Magn Reson Imaging, 13(5), 661-674. 

https://doi.org/10.1016/0730-725x(95)00024-b  

Kahn, J., Ram, L. M., Eberhard, K., Groselj-Strele, A., Obermayer-Pietsch, B., & Muller, H. (2017). 

Calcification score evaluation in patients listed for renal transplantation. Clin Transplant, 31(3). 

https://doi.org/10.1111/ctr.12888  

Kahn, J., Ram, L. M., Eberhard, K., Groselj-Strele, A., Obermayer-Pietsch, B., & Müller, H. (2017). 

Calcification score evaluation in patients listed for renal transplantation. Clin Transplant, 31(3). 

https://doi.org/10.1111/ctr.12888  

Kang, E., Ryu, H., Kim, J., Lee, J., Lee, K. B., Chae, D. W., Sung, S. A., Kim, S. W., Ahn, C., & 

Oh, K. H. (2019). Association Between High-Sensitivity Cardiac Troponin T and 

Echocardiographic Parameters in Chronic Kidney Disease: Results From the KNOW-CKD Cohort 

Study. J Am Heart Assoc, 8(18), e013357. https://doi.org/10.1161/JAHA.119.013357  

Karki, N. R., & Auerbach, M. (2019). Single total dose infusion of ferumoxytol (1020 mg in 

30 minutes) is an improved method of administration of intravenous iron. Am J Hematol. 

https://doi.org/10.1002/ajh.25548  

Kasiske, B. L., Cangro, C. B., Hariharan, S., Hricik, D. E., Kerman, R. H., Roth, D., Rush, D. N., 

Vazquez, M. A., Weir, M. R., & Transplantation, A. S. o. (2001). The evaluation of renal 

transplantation candidates: clinical practice guidelines. Am J Transplant, 1 Suppl 2, 3-95.  

Katz, J., Milliken, M. C., Stray-Gundersen, J., Buja, L. M., Parkey, R. W., Mitchell, J. H., & 

Peshock, R. M. (1988). Estimation of human myocardial mass with MR imaging. Radiology, 169(2), 

495-498. https://doi.org/10.1148/radiology.169.2.2971985  

Kian, K., & Asif, A. (2008). Cephalic arch stenosis. Semin Dial, 21(1), 78-82. 

https://doi.org/10.1111/j.1525-139X.2007.00387.x  

Klenk, C., Gawande, R., Uslu, L., Khurana, A., Qiu, D., Quon, A., Donig, J., Rosenberg, J., Luna-

Fineman, S., Moseley, M., & Daldrup-Link, H. E. (2014). Ionising radiation-free whole-body MRI 

versus (18)F-fluorodeoxyglucose PET/CT scans for children and young adults with cancer: a 

prospective, non-randomised, single-centre study. Lancet Oncol, 15(3), 275-285. 

https://doi.org/10.1016/S1470-2045(14)70021-X  

Knobloch, G., Colgan, T., Wiens, C. N., Wang, X., Schubert, T., Hernando, D., Sharma, S. D., & 

Reeder, S. B. (2018). Relaxivity of Ferumoxytol at 1.5 T and 3.0 T. Invest Radiol, 53(5), 257-263. 

https://doi.org/10.1097/RLI.0000000000000434  

https://doi.org/10.1053/ajkd.2002.36329
https://doi.org/10.1016/j.ejpb.2011.03.016
https://doi.org/10.1016/s0735-1097(96)00451-2
https://doi.org/10.1016/s0735-1097(96)00451-2
https://doi.org/10.1177/1538574416674843
https://doi.org/10.1016/0730-725x(95)00024-b
https://doi.org/10.1111/ctr.12888
https://doi.org/10.1111/ctr.12888
https://doi.org/10.1161/JAHA.119.013357
https://doi.org/10.1002/ajh.25548
https://doi.org/10.1148/radiology.169.2.2971985
https://doi.org/10.1111/j.1525-139X.2007.00387.x
https://doi.org/10.1016/S1470-2045(14)70021-X
https://doi.org/10.1097/RLI.0000000000000434


 

259 

 

Koelemay, M. J., den Hartog, D., Prins, M. H., Kromhout, J. G., Legemate, D. A., & Jacobs, M. J. 

(1996). Diagnosis of arterial disease of the lower extremities with duplex ultrasonography. Br J 

Surg, 83(3), 404-409. https://doi.org/10.1002/bjs.1800830336  

Kragelund, C., Grønning, B., Køber, L., Hildebrandt, P., & Steffensen, R. (2005). N-terminal pro-B-

type natriuretic peptide and long-term mortality in stable coronary heart disease. N Engl J Med, 

352(7), 666-675. https://doi.org/10.1056/NEJMoa042330  

Krivitski, N. M. (1995). Theory and validation of access flow measurement by dilution technique 

during hemodialysis. Kidney Int, 48(1), 244-250. https://doi.org/10.1038/ki.1995.290  

Laissy, J. P., Fernandez, P., Karila-Cohen, P., Delmas, V., Dupuy, E., Chillon, S., Mignon, F., & 

Schouman-Claeys, E. (2003). Upper limb vein anatomy before hemodialysis fistula creation: cross-

sectional anatomy using MR venography. Eur Radiol, 13(2), 256-261. 

https://doi.org/10.1007/s00330-002-1402-6  

Landry, R., Jacobs, P. M., Davis, R., Shenouda, M., & Bolton, W. K. (2005). Pharmacokinetic study 

of ferumoxytol: a new iron replacement therapy in normal subjects and hemodialysis patients. Am J 

Nephrol, 25(4), 400-410. https://doi.org/10.1159/000087212  

Lee, T., Safdar, N., Mistry, M. J., Wang, Y., Chauhan, V., Campos, B., Munda, R., Cornea, V., & 

Roy-Chaudhury, P. (2012). Preexisting venous calcification prior to dialysis vascular access 

surgery. Semin Dial, 25(5), 592-595. https://doi.org/10.1111/j.1525-139X.2012.01063.x  

Leiner, T. (2005). Magnetic resonance angiography of abdominal and lower extremity vasculature. 

Top Magn Reson Imaging, 16(1), 21-66. https://doi.org/10.1097/01.rmr.0000185431.50535.d7  

Levey, A. S., Beto, J. A., Coronado, B. E., Eknoyan, G., Foley, R. N., Kasiske, B. L., Klag, M. J., 

Mailloux, L. U., Manske, C. L., Meyer, K. B., Parfrey, P. S., Pfeffer, M. A., Wenger, N. K., Wilson, 

P. W., & Wright, J. T. (1998). Controlling the epidemic of cardiovascular disease in chronic renal 

disease: what do we know? What do we need to learn? Where do we go from here? National Kidney 

Foundation Task Force on Cardiovascular Disease. Am J Kidney Dis, 32(5), 853-906. 

https://doi.org/10.1016/s0272-6386(98)70145-3  

Levey, A. S., Bosch, J. P., Lewis, J. B., Greene, T., Rogers, N., & Roth, D. (1999). A more accurate 

method to estimate glomerular filtration rate from serum creatinine: a new prediction equation. 

Modification of Diet in Renal Disease Study Group. Ann Intern Med, 130(6), 461-470. 

https://doi.org/10.7326/0003-4819-130-6-199903160-00002  

Levey, A. S., Stevens, L. A., Schmid, C. H., Zhang, Y. L., Castro, A. F., 3rd, Feldman, H. I., Kusek, 

J. W., Eggers, P., Van Lente, F., Greene, T., Coresh, J., & Ckd, E. P. I. (2009). A new equation to 

estimate glomerular filtration rate. Ann Intern Med, 150(9), 604-612.  

Levey, A. S., Stevens, L. A., Schmid, C. H., Zhang, Y. L., Castro, A. F., Feldman, H. I., Kusek, J. 

W., Eggers, P., Van Lente, F., Greene, T., Coresh, J., & Collaboration), C.-E. C. K. D. E. (2009). A 

new equation to estimate glomerular filtration rate. Ann Intern Med, 150(9), 604-612. 

https://doi.org/10.7326/0003-4819-150-9-200905050-00006  

Li, W., Tutton, S., Vu, A. T., Pierchala, L., Li, B. S., Lewis, J. M., Prasad, P. V., & Edelman, R. R. 

(2005). First-pass contrast-enhanced magnetic resonance angiography in humans using ferumoxytol, 

a novel ultrasmall superparamagnetic iron oxide (USPIO)-based blood pool agent. J Magn Reson 

Imaging, 21(1), 46-52. https://doi.org/10.1002/jmri.20235  

Lobo, J. C., Stockler-Pinto, M. B., da Nóbrega, A. C., Carraro-Eduardo, J. C., & Mafra, D. (2013). 

Is there association between uric acid and inflammation in hemodialysis patients? Ren Fail, 35(3), 

361-366. https://doi.org/10.3109/0886022X.2013.764274  

Lockhart, M. E., Robbin, M. L., Fineberg, N. S., Wells, C. G., & Allon, M. (2006). Cephalic vein 

measurement before forearm fistula creation: does use of a tourniquet to meet the venous diameter 

threshold increase the number of usable fistulas? J Ultrasound Med, 25(12), 1541-1545.  

https://doi.org/10.1002/bjs.1800830336
https://doi.org/10.1056/NEJMoa042330
https://doi.org/10.1038/ki.1995.290
https://doi.org/10.1007/s00330-002-1402-6
https://doi.org/10.1159/000087212
https://doi.org/10.1111/j.1525-139X.2012.01063.x
https://doi.org/10.1097/01.rmr.0000185431.50535.d7
https://doi.org/10.1016/s0272-6386(98)70145-3
https://doi.org/10.7326/0003-4819-130-6-199903160-00002
https://doi.org/10.7326/0003-4819-150-9-200905050-00006
https://doi.org/10.1002/jmri.20235
https://doi.org/10.3109/0886022X.2013.764274


 

260 

 

Lok, C. (2019). Back to the future: KDOQI guidelines and novel innovations in vascular access for 

hemodialysis National Kidney Foundation Spring Clinical Meetings, May 9, 2019, Boston, MA.  

Lok, C. E., Allon, M., Moist, L., Oliver, M. J., Shah, H., & Zimmerman, D. (2006). Risk equation 

determining unsuccessful cannulation events and failure to maturation in arteriovenous fistulas 

(REDUCE FTM I). J Am Soc Nephrol, 17(11), 3204-3212. 

https://doi.org/10.1681/ASN.2006030190  

Lok, C. E., Oliver, M. J., Su, J., Bhola, C., Hannigan, N., & Jassal, S. V. (2005). Arteriovenous 

fistula outcomes in the era of the elderly dialysis population. Kidney Int, 67(6), 2462-2469. 

https://doi.org/10.1111/j.1523-1755.2005.00355.x  

Lomonte, C., Casucci, F., Antonelli, M., Giammaria, B., Losurdo, N., Marchio, G., & Basile, C. 

(2005). Is there a place for duplex screening of the brachial artery in the maturation of arteriovenous 

fistulas? Semin Dial, 18(3), 243-246. https://doi.org/10.1111/j.1525-139X.2005.18320.x  

London, G. M., Guérin, A. P., Marchais, S. J., Métivier, F., Pannier, B., & Adda, H. (2003). Arterial 

media calcification in end-stage renal disease: impact on all-cause and cardiovascular mortality. 

Nephrol Dial Transplant, 18(9), 1731-1740. https://doi.org/10.1093/ndt/gfg414  

London, G. M., Pannier, B., Guerin, A. P., Blacher, J., Marchais, S. J., Darne, B., Metivier, F., 

Adda, H., & Safar, M. E. (2001). Alterations of left ventricular hypertrophy in and survival of 

patients receiving hemodialysis: follow-up of an interventional study. J Am Soc Nephrol, 12(12), 

2759-2767.  

Luhar, A., Khan, S., Finn, J. P., Ghahremani, S., Griggs, R., Zaritsky, J., Salusky, I., & Hall, T. R. 

(2016). Contrast-enhanced magnetic resonance venography in pediatric patients with chronic kidney 

disease: initial experience with ferumoxytol. Pediatr Radiol, 46(9), 1332-1340. 

https://doi.org/10.1007/s00247-016-3605-z  

Luo, G., Ducy, P., McKee, M. D., Pinero, G. J., Loyer, E., Behringer, R. R., & Karsenty, G. (1997). 

Spontaneous calcification of arteries and cartilage in mice lacking matrix GLA protein 

[10.1038/386078a0]. Nature, 386(6620), 78-81.  

MacAskill, M. G., Watson, D. G., Ewart, M. A., Wadsworth, R., Jackson, A., Aitken, E., 

MacKenzie, G., Kingsmore, D., Currie, S., & Coats, P. (2015). Improving arteriovenous fistula 

patency: Transdermal delivery of diclofenac reduces cannulation-dependent neointimal hyperplasia 

via AMPK activation. Vascul Pharmacol, 71, 108-115. https://doi.org/10.1016/j.vph.2015.02.012  

Macdougall, I. C., Strauss, W. E., McLaughlin, J., Li, Z., Dellanna, F., & Hertel, J. (2014). A 

randomized comparison of ferumoxytol and iron sucrose for treating iron deficiency anemia in 

patients with CKD. Clin J Am Soc Nephrol, 9(4), 705-712. https://doi.org/10.2215/CJN.05320513  

Macdougall, I. C., & Vernon, K. (2017). Complement Activation-Related Pseudo-Allergy: A Fresh 

Look at Hypersensitivity Reactions to Intravenous Iron. Am J Nephrol, 45(1), 60-62. 

https://doi.org/10.1159/000451069  

Maceira, A. M., Cosín-Sales, J., Roughton, M., Prasad, S. K., & Pennell, D. J. (2010). Reference left 

atrial dimensions and volumes by steady state free precession cardiovascular magnetic resonance. J 

Cardiovasc Magn Reson, 12, 65. https://doi.org/10.1186/1532-429X-12-65  

MacRae, J. M., Pandeya, S., Humen, D. P., Krivitski, N., & Lindsay, R. M. (2004). Arteriovenous 

fistula-associated high-output cardiac failure: a review of mechanisms. Am J Kidney Dis, 43(5), e17-

22. https://doi.org/10.1053/j.ajkd.2004.01.016  

Maggiore, U., Abramowicz, D., Budde, K., Crespo, M., Mariat, C., Oberbauer, R., Pascual, J., 

Peruzzi, L., Schwartz Sorensen, S., Viklicky, O., Watschinger, B., Oniscu, G. C., Heemann, U., & 

Hilbrands, L. B. (2019). Standard work-up of the low-risk kidney transplant candidate: a European 

expert survey of the ERA-EDTA Developing Education Science and Care for Renal Transplantation 

in European States Working Group. Nephrol Dial Transplant. https://doi.org/10.1093/ndt/gfy391  

https://doi.org/10.1681/ASN.2006030190
https://doi.org/10.1111/j.1523-1755.2005.00355.x
https://doi.org/10.1111/j.1525-139X.2005.18320.x
https://doi.org/10.1093/ndt/gfg414
https://doi.org/10.1007/s00247-016-3605-z
https://doi.org/10.1016/j.vph.2015.02.012
https://doi.org/10.2215/CJN.05320513
https://doi.org/10.1159/000451069
https://doi.org/10.1186/1532-429X-12-65
https://doi.org/10.1053/j.ajkd.2004.01.016
https://doi.org/10.1093/ndt/gfy391


 

261 

 

Manninen, H. I., Kaukanen, E., Makinen, K., & Karhapaa, P. (2008). Endovascular salvage of 

nonmaturing autogenous hemodialysis fistulas: comparison with endovascular therapy of failing 

mature fistulas. J Vasc Interv Radiol, 19(6), 870-876. https://doi.org/10.1016/j.jvir.2008.02.024  

Marckmann, P., Skov, L., Rossen, K., Dupont, A., Damholt, M. B., Heaf, J. G., & Thomsen, H. S. 

(2006). Nephrogenic systemic fibrosis: suspected causative role of gadodiamide used for contrast-

enhanced magnetic resonance imaging. J Am Soc Nephrol, 17(9), 2359-2362. 

https://doi.org/10.1681/ASN.2006060601  

Mark, P. B., Doyle, A., Blyth, K. G., Patel, R. K., Weir, R. A., Steedman, T., Foster, J. E., Dargie, 

H. J., & Jardine, A. G. (2008). Vascular function assessed with cardiovascular magnetic resonance 

predicts survival in patients with advanced chronic kidney disease. J Cardiovasc Magn Reson, 10, 

39. https://doi.org/10.1186/1532-429X-10-39  

Martin, M. L., Tay, K. H., Flak, B., Fry, P. D., Doyle, D. L., Taylor, D. C., Hsiang, Y. N., & 

Machan, L. S. (2003). Multidetector CT angiography of the aortoiliac system and lower extremities: 

a prospective comparison with digital subtraction angiography. AJR Am J Roentgenol, 180(4), 1085-

1091. https://doi.org/10.2214/ajr.180.4.1801085  

Martínez-Gallardo, R., Ferreira-Morong, F., García-Pino, G., Cerezo-Arias, I., Hernández-Gallego, 

R., & Caravaca, F. (2012). Congestive heart failure in patients with advanced chronic kidney 

disease: association with pre-emptive vascular access placement. Nefrologia, 32(2), 206-212. 

https://doi.org/10.3265/Nefrologia.pre2011.Dec.11223  

McCauley, T. R., Monib, A., Dickey, K. W., Clemett, J., Meier, G. H., Egglin, T. K., Gusberg, R. J., 

Rosenblatt, M., & Pollak, J. S. (1994). Peripheral vascular occlusive disease: accuracy and 

reliability of time-of-flight MR angiography. Radiology, 192(2), 351-357. 

https://doi.org/10.1148/radiology.192.2.8029396  

McDermott, M. M., Guralnik, J. M., Tian, L., Liu, K., Ferrucci, L., Liao, Y., Sharma, L., & Criqui, 

M. H. (2009). Associations of borderline and low normal ankle-brachial index values with 

functional decline at 5-year follow-up: the WALCS (Walking and Leg Circulation Study). J Am 

Coll Cardiol, 53(12), 1056-1062. https://doi.org/10.1016/j.jacc.2008.09.063  

McDonald, J. S., McDonald, R. J., Carter, R. E., Katzberg, R. W., Kallmes, D. F., & Williamson, E. 

E. (2014). Risk of intravenous contrast material-mediated acute kidney injury: a propensity score-

matched study stratified by baseline-estimated glomerular filtration rate. Radiology, 271(1), 65-73. 

https://doi.org/10.1148/radiol.13130775  

McDonald, J. S., McDonald, R. J., Comin, J., Williamson, E. E., Katzberg, R. W., Murad, M. H., & 

Kallmes, D. F. (2013). Frequency of acute kidney injury following intravenous contrast medium 

administration: a systematic review and meta-analysis. Radiology, 267(1), 119-128. 

https://doi.org/10.1148/radiol.12121460  

McDonald, J. S., McDonald, R. J., Lieske, J. C., Carter, R. E., Katzberg, R. W., Williamson, E. E., 

Kallmes, D. F., & Kallmes, D. E. (2015). Risk of Acute Kidney Injury, Dialysis, and Mortality in 

Patients With Chronic Kidney Disease After Intravenous Contrast Material Exposure. Mayo Clin 

Proc, 90(8), 1046-1053. https://doi.org/10.1016/j.mayocp.2015.05.016  

McDonald, R. J., McDonald, J. S., Bida, J. P., Carter, R. E., Fleming, C. J., Misra, S., Williamson, 

E. E., & Kallmes, D. F. (2013). Intravenous contrast material-induced nephropathy: causal or 

coincident phenomenon? Radiology, 267(1), 106-118. https://doi.org/10.1148/radiol.12121823  

McDonald, R. J., McDonald, J. S., Carter, R. E., Hartman, R. P., Katzberg, R. W., Kallmes, D. F., & 

Williamson, E. E. (2014). Intravenous contrast material exposure is not an independent risk factor 

for dialysis or mortality. Radiology, 273(3), 714-725. https://doi.org/10.1148/radiol.14132418  

Menegazzo, D., Laissy, J. P., Dürrbach, A., Debray, M. P., Messin, B., Delmas, V., Mignon, F., & 

Schouman-Claeys, E. (1998). Hemodialysis access fistula creation: preoperative assessment with 

MR venography and comparison with conventional venography. Radiology, 209(3), 723-728. 

https://doi.org/10.1148/radiology.209.3.9844665  

https://doi.org/10.1016/j.jvir.2008.02.024
https://doi.org/10.1681/ASN.2006060601
https://doi.org/10.1186/1532-429X-10-39
https://doi.org/10.2214/ajr.180.4.1801085
https://doi.org/10.3265/Nefrologia.pre2011.Dec.11223
https://doi.org/10.1148/radiology.192.2.8029396
https://doi.org/10.1016/j.jacc.2008.09.063
https://doi.org/10.1148/radiol.13130775
https://doi.org/10.1148/radiol.12121460
https://doi.org/10.1016/j.mayocp.2015.05.016
https://doi.org/10.1148/radiol.12121823
https://doi.org/10.1148/radiol.14132418
https://doi.org/10.1148/radiology.209.3.9844665


 

262 

 

Merkx, M. A., Huberts, W., Bosboom, E. M., Bode, A. S., Bescós, J. O., Tordoir, J. H., Breeuwer, 

M., & van de Vosse, F. N. (2013). The benefit of non contrast-enhanced magnetic resonance 

angiography for predicting vascular access surgery outcome: a computer model perspective. PLoS 

One, 8(2), e53615. https://doi.org/10.1371/journal.pone.0053615  

Mihai, G., Simonetti, O. P., & Thavendiranathan, P. (2011). Noncontrast MRA for the diagnosis of 

vascular diseases. Cardiol Clin, 29(3), 341-350. https://doi.org/10.1016/j.ccl.2011.04.006  

Milburn, J. A., Ford, I., Mutch, N. J., Fluck, N., & Brittenden, J. (2013). Thrombin-anti-thrombin 

levels and patency of arterio-venous fistula in patients undergoing haemodialysis compared to 

healthy volunteers: a prospective analysis. PLoS One, 8(7), e67799. 

https://doi.org/10.1371/journal.pone.0067799  

Monroy, M. A., Fang, J., Li, S., Ferrer, L., Birkenbach, M. P., Lee, I. J., Wang, H., Yang, X. F., & 

Choi, E. T. (2015). Chronic kidney disease alters vascular smooth muscle cell phenotype. Front 

Biosci (Landmark Ed), 20, 784-795.  

Morris, S. T., McMurray, J. J., Rodger, R. S., & Jardine, A. G. (2000). Impaired endothelium-

dependent vasodilatation in uraemia. Nephrology, Dialysis, Transplantation, 15(8), 1194-1200.  

Moy, M. P., Sauk, J., & Gee, M. S. (2016). The Role of MR Enterography in Assessing Crohn's 

Disease Activity and Treatment Response. Gastroenterol Res Pract, 2016, 8168695. 

https://doi.org/10.1155/2016/8168695  

Mukundan, S., Steigner, M. L., Hsiao, L. L., Malek, S. K., Tullius, S. G., Chin, M. S., & Siedlecki, 

A. M. (2016). Ferumoxytol-Enhanced Magnetic Resonance Imaging in Late-Stage CKD. Am J 

Kidney Dis, 67(6), 984-988. https://doi.org/10.1053/j.ajkd.2015.12.017  

Myerson, S. G., Bellenger, N. G., & Pennell, D. J. (2002). Assessment of left ventricular mass by 

cardiovascular magnetic resonance. Hypertension, 39(3), 750-755. 

https://doi.org/10.1161/hy0302.104674  

Myerson, S. G., Montgomery, H. E., Whittingham, M., Jubb, M., World, M. J., Humphries, S. E., & 

Pennell, D. J. (2001). Left ventricular hypertrophy with exercise and ACE gene insertion/deletion 

polymorphism: a randomized controlled trial with losartan. Circulation, 103(2), 226-230. 

https://doi.org/10.1161/01.cir.103.2.226  

Nassar, G. M., Nguyen, B., Rhee, E., & Achkar, K. (2006). Endovascular treatment of the "failing to 

mature" arteriovenous fistula. Clin J Am Soc Nephrol, 1(2), 275-280. 

https://doi.org/10.2215/CJN.00360705  

Nayak, A. B., Luhar, A., Hanudel, M., Gales, B., Hall, T. R., Finn, J. P., Salusky, I. B., & Zaritsky, 

J. (2015). High-resolution, whole-body vascular imaging with ferumoxytol as an alternative to 

gadolinium agents in a pediatric chronic kidney disease cohort. Pediatr Nephrol, 30(3), 515-521. 

https://doi.org/10.1007/s00467-014-2953-x  

Nelson, A. J., Worthley, S. G., Cameron, J. D., Willoughby, S. R., Piantadosi, C., Carbone, A., 

Dundon, B. K., Leung, M. C., Hope, S. A., Meredith, I. T., & Worthley, M. I. (2009). 

Cardiovascular magnetic resonance-derived aortic distensibility: validation and observed regional 

differences in the elderly. J Hypertens, 27(3), 535-542. 

https://doi.org/10.1097/hjh.0b013e32831e4599  

Nesbit, G. M., & DeMarco, J. K. (1997). 2D time-of-flight MR angiography using concatenated 

saturation bands for determining direction of flow in the intracranial vessels. Neuroradiology, 39(7), 

461-468. https://doi.org/10.1007/s002340050446  

Neuwelt, A., Langsjoen, J., Byrd, T., Eberhardt, S., Mlady, G., Baca, J., Bocklage, T., Martinez, C., 

Orner, J., Rivera, M., & Sillerud, L. O. (2017). Ferumoxytol negatively enhances T. J Magn Reson 

Imaging, 45(4), 1241-1245. https://doi.org/10.1002/jmri.25437  

Neuwelt, E. A., Várallyay, C. G., Manninger, S., Solymosi, D., Haluska, M., Hunt, M. A., Nesbit, 

G., Stevens, A., Jerosch-Herold, M., Jacobs, P. M., & Hoffman, J. M. (2007). The potential of 

https://doi.org/10.1371/journal.pone.0053615
https://doi.org/10.1016/j.ccl.2011.04.006
https://doi.org/10.1371/journal.pone.0067799
https://doi.org/10.1155/2016/8168695
https://doi.org/10.1053/j.ajkd.2015.12.017
https://doi.org/10.1161/hy0302.104674
https://doi.org/10.1161/01.cir.103.2.226
https://doi.org/10.2215/CJN.00360705
https://doi.org/10.1007/s00467-014-2953-x
https://doi.org/10.1097/hjh.0b013e32831e4599
https://doi.org/10.1007/s002340050446
https://doi.org/10.1002/jmri.25437


 

263 

 

ferumoxytol nanoparticle magnetic resonance imaging, perfusion, and angiography in central 

nervous system malignancy: a pilot study. Neurosurgery, 60(4), 601-611; discussion 611-602. 

https://doi.org/10.1227/01.NEU.0000255350.71700.37  

Nguyen, K. L., Moriarty, J. M., Plotnik, A. N., Aksoy, O., Yoshida, T., Shemin, R. J., Suh, W. M., 

& Finn, J. P. (2018). Ferumoxytol-enhanced MR Angiography for Vascular Access Mapping before 

Transcatheter Aortic Valve Replacement in Patients with Renal Impairment: A Step Toward Patient-

specific Care. Radiology, 286(1), 326-337. https://doi.org/10.1148/radiol.2017162899  

Nguyen, K. L., Yoshida, T., Kathuria-Prakash, N., Zaki, I. H., Varallyay, C. G., Semple, S. I., 

Saouaf, R., Rigsby, C. K., Stoumpos, S., Whitehead, K. K., Griffin, L. M., Saloner, D., Hope, M. 

D., Prince, M. R., Fogel, M. A., Schiebler, M. L., Roditi, G. H., Radjenovic, A., Newby, D. E., 

Neuwelt, E. A., Bashir, M. R., Hu, P., & Finn, J. P. (2019a). Multicenter Safety and Practice for 

Off-Label Diagnostic Use of Ferumoxytol in MRI. Radiology, 190477. 

https://doi.org/10.1148/radiol.2019190477  

Nguyen, K. L., Yoshida, T., Kathuria-Prakash, N., Zaki, I. H., Varallyay, C. G., Semple, S. I., 

Saouaf, R., Rigsby, C. K., Stoumpos, S., Whitehead, K. K., Griffin, L. M., Saloner, D., Hope, M. 

D., Prince, M. R., Fogel, M. A., Schiebler, M. L., Roditi, G. H., Radjenovic, A., Newby, D. E., 

Neuwelt, E. A., Bashir, M. R., Hu, P., & Finn, J. P. (2019b). Multicenter Safety and Practice for 

Off-Label Diagnostic Use of Ferumoxytol in MRI. Radiology, 293(3), 554-564. 

https://doi.org/10.1148/radiol.2019190477  

Nguyen, P. T., Henrard, S., Coche, E., Goffin, E., Devuyst, O., & Jadoul, M. (2010). Coronary 

artery calcification: a strong predictor of cardiovascular events in renal transplant recipients. 

Nephrol Dial Transplant, 25(11), 3773-3778. https://doi.org/10.1093/ndt/gfq268  

Nursal, T. Z., Oguzkurt, L., Tercan, F., Torer, N., Noyan, T., Karakayali, H., & Haberal, M. (2006). 

Is routine preoperative ultrasonographic mapping for arteriovenous fistula creation necessary in 

patients with favorable physical examination findings? Results of a randomized controlled trial. 

World J Surg, 30(6), 1100-1107. https://doi.org/10.1007/s00268-005-0586-8  

Oguzkurt, L., Tercan, F., Torun, D., Yildirim, T., Zümrütdal, A., & Kizilkilic, O. (2004). Impact of 

short-term hemodialysis catheters on the central veins: a catheter venographic study. Eur J Radiol, 

52(3), 293-299. https://doi.org/10.1016/j.ejrad.2003.12.004  

Ori, Y., Korzets, A., Katz, M., Erman, A., Weinstein, T., Malachi, T., & Gafter, U. (2002). The 

contribution of an arteriovenous access for hemodialysis to left ventricular hypertrophy. Am J 

Kidney Dis, 40(4), 745-752. https://doi.org/10.1053/ajkd.2002.35685  

Ori, Y., Korzets, A., Katz, M., Perek, Y., Zahavi, I., & Gafter, U. (1996). Haemodialysis 

arteriovenous access--a prospective haemodynamic evaluation. Nephrol Dial Transplant, 11(1), 94-

97.  

Owen, R. S., Carpenter, J. P., Baum, R. A., Perloff, L. J., & Cope, C. (1992). Magnetic resonance 

imaging of angiographically occult runoff vessels in peripheral arterial occlusive disease. N Engl J 

Med, 326(24), 1577-1581. https://doi.org/10.1056/nejm199206113262428  

Paksoy, Y., Gormus, N., & Tercan, M. A. (2004). Three-dimensional contrast-enhanced magnetic 

resonance angiography (3-D CE-MRA) in the evaluation of hemodialysis access complications, and 

the condition of central veins in patients who are candidates for hemodialysis access. J Nephrol, 

17(1), 57-65.  

Pandeya, S., & Lindsay, R. M. (1999). The relationship between cardiac output and access flow 

during hemodialysis. ASAIO J, 45(3), 135-138.  

Paoletti, E., Bellino, D., Cassottana, P., Rolla, D., & Cannella, G. (2005). Left ventricular 

hypertrophy in nondiabetic predialysis CKD. Am J Kidney Dis, 46(2), 320-327. 

https://doi.org/10.1053/j.ajkd.2005.04.031  

Papayianni, A., Alexopoulos, E., Giamalis, P., Gionanlis, L., Belechri, A. M., Koukoudis, P., & 

Memmos, D. (2002). Circulating levels of ICAM-1, VCAM-1, and MCP-1 are increased in 

https://doi.org/10.1227/01.NEU.0000255350.71700.37
https://doi.org/10.1148/radiol.2017162899
https://doi.org/10.1148/radiol.2019190477
https://doi.org/10.1148/radiol.2019190477
https://doi.org/10.1093/ndt/gfq268
https://doi.org/10.1007/s00268-005-0586-8
https://doi.org/10.1016/j.ejrad.2003.12.004
https://doi.org/10.1053/ajkd.2002.35685
https://doi.org/10.1056/nejm199206113262428
https://doi.org/10.1053/j.ajkd.2005.04.031


 

264 

 

haemodialysis patients: association with inflammation, dyslipidaemia, and vascular events. Nephrol 

Dial Transplant, 17(3), 435-441. https://doi.org/10.1093/ndt/17.3.435  

Pardali, E., Goumans, M. J., & ten Dijke, P. (2010). Signaling by members of the TGF-beta family 

in vascular morphogenesis and disease. Trends Cell Biol, 20(9), 556-567. 

https://doi.org/10.1016/j.tcb.2010.06.006  

Parfrey, P. S., Foley, R. N., Harnett, J. D., Kent, G. M., Murray, D. C., & Barre, P. E. (1996). 

Outcome and risk factors for left ventricular disorders in chronic uraemia. Nephrol Dial Transplant, 

11(7), 1277-1285.  

Parfrey, P. S., Griffiths, S. M., Barrett, B. J., Paul, M. D., Genge, M., Withers, J., Farid, N., & 

McManamon, P. J. (1989). Contrast material-induced renal failure in patients with diabetes mellitus, 

renal insufficiency, or both. A prospective controlled study. N Engl J Med, 320(3), 143-149. 

https://doi.org/10.1056/NEJM198901193200303  

Parrish, T. B., Gitelman, D. R., LaBar, K. S., & Mesulam, M. M. (2000). Impact of signal-to-noise 

on functional MRI. Magn Reson Med, 44(6), 925-932. https://doi.org/10.1002/1522-

2594(200012)44:6<925::aid-mrm14>3.0.co;2-m  

Patel, M. C., Berman, L. H., Moss, H. A., & McPherson, S. J. (1999). Subclavian and internal 

jugular veins at Doppler US: abnormal cardiac pulsatility and respiratory phasicity as a predictor of 

complete central occlusion. Radiology, 211(2), 579-583. 

https://doi.org/10.1148/radiology.211.2.r99ma08579  

Patel, S. T., Hughes, J., & Mills, J. L. (2003). Failure of arteriovenous fistula maturation: an 

unintended consequence of exceeding dialysis outcome quality Initiative guidelines for 

hemodialysis access. J Vasc Surg, 38(3), 439-445; discussion 445. https://doi.org/10.1016/s0741-

5214(03)00732-8  

Pennell, D. J. (2010). Cardiovascular magnetic resonance. Circulation, 121(5), 692-705. 

https://doi.org/10.1161/CIRCULATIONAHA.108.811547  

Planken, R. N., Leiner, T., Nijenhuis, R. J., Duijm, L. E., Cuypers, P. W., Douwes-Draaijer, P., Van 

Der Sande, F. M., Kessels, A. G., & Tordoir, J. H. (2008). Contrast-enhanced magnetic resonance 

angiography findings prior to hemodialysis vascular access creation: a prospective analysis. J Vasc 

Access, 9(4), 269-277.  

Prince, M. R. (1996). Body MR angiography with gadolinium contrast agents. Magn Reson Imaging 

Clin N Am, 4(1), 11-24.  

Prince, M. R., Chenevert, T. L., Foo, T. K., Londy, F. J., Ward, J. S., & Maki, J. H. (1997). 

Contrast-enhanced abdominal MR angiography: optimization of imaging delay time by automating 

the detection of contrast material arrival in the aorta. Radiology, 203(1), 109-114. 

https://doi.org/10.1148/radiology.203.1.9122376  

Prince, M. R., Zhang, H. L., Chabra, S. G., Jacobs, P., & Wang, Y. (2003). A pilot investigation of 

new superparamagnetic iron oxide (ferumoxytol) as a contrast agent for cardiovascular MRI. J Xray 

Sci Technol, 11(4), 231-240.  

Pruthi, R., Tonkin-Crine, S., Calestani, M., Leydon, G., Eyles, C., Oniscu, G. C., Tomson, C., 

Bradley, A., Forsythe, J. L., Bradley, C., Cairns, J., Dudley, C., Watson, C., Draper, H., Johnson, R., 

Metcalfe, W., Fogarty, D., Ravanan, R., Roderick, P. J., & Investigators, A. (2018). Variation in 

Practice Patterns for Listing Patients for Renal Transplantation in the United Kingdom: A National 

Survey. Transplantation, 102(6), 961-968. https://doi.org/10.1097/TP.0000000000002046  

Pugh, J., Aggett, J., Goodland, A., Prichard, A., Thomas, N., Donovan, K., & Roberts, G. (2016). 

Frailty and comorbidity are independent predictors of outcome in patients referred for pre-dialysis 

education. Clin Kidney J, 9(2), 324-329. https://doi.org/10.1093/ckj/sfv150  

https://doi.org/10.1093/ndt/17.3.435
https://doi.org/10.1016/j.tcb.2010.06.006
https://doi.org/10.1056/NEJM198901193200303
https://doi.org/10.1002/1522-2594(200012)44:6
https://doi.org/10.1002/1522-2594(200012)44:6
https://doi.org/10.1148/radiology.211.2.r99ma08579
https://doi.org/10.1016/s0741-5214(03)00732-8
https://doi.org/10.1016/s0741-5214(03)00732-8
https://doi.org/10.1161/CIRCULATIONAHA.108.811547
https://doi.org/10.1148/radiology.203.1.9122376
https://doi.org/10.1097/TP.0000000000002046
https://doi.org/10.1093/ckj/sfv150


 

265 

 

Qanadli, S. D., El Hajjam, M., Bruckert, F., Judet, O., Barre, O., Chagnon, S., & Lacombe, P. 

(1999). Helical CT phlebography of the superior vena cava: diagnosis and evaluation of venous 

obstruction. AJR Am J Roentgenol, 172(5), 1327-1333. https://doi.org/10.2214/ajr.172.5.10227511  

R Development Core Team. (2017). R Development Core Team, R: a language and environment for 

statistical computing. In (Version 3.4.3) R Foundation for Statistical Computing, Vienna.  

Radbruch, A., Weberling, L. D., Kieslich, P. J., Eidel, O., Burth, S., Kickingereder, P., Heiland, S., 

Wick, W., Schlemmer, H. P., & Bendszus, M. (2015). Gadolinium retention in the dentate nucleus 

and globus pallidus is dependent on the class of contrast agent. Radiology, 275(3), 783-791. 

https://doi.org/10.1148/radiol.2015150337  

Rajan, D. K., Clark, T. W., Patel, N. K., Stavropoulos, S. W., & Simons, M. E. (2003). Prevalence 

and treatment of cephalic arch stenosis in dysfunctional autogenous hemodialysis fistulas. J Vasc 

Interv Radiol, 14(5), 567-573.  

Rao, N. N., Stokes, M. B., Rajwani, A., Ullah, S., Williams, K., King, D., Macaulay, E., Russell, C. 

H., Olakkengil, S., Carroll, R. P., Faull, R. J., Teo, K. S. L., McDonald, S. P., Worthley, M. I., & 

Coates, P. T. (2019). Effects of Arteriovenous Fistula Ligation on Cardiac Structure and Function in 

Kidney Transplant Recipients. Circulation, 139(25), 2809-2818. 

https://doi.org/10.1161/CIRCULATIONAHA.118.038505  

Ravani, P., Brunori, G., Mandolfo, S., Cancarini, G., Imbasciati, E., Marcelli, D., & Malberti, F. 

(2004). Cardiovascular comorbidity and late referral impact arteriovenous fistula survival: a 

prospective multicenter study. J Am Soc Nephrol, 15(1), 204-209. 

https://doi.org/10.1097/01.asn.0000103870.31606.90  

Reddy, Y. N. V., Melenovsky, V., Redfield, M. M., Nishimura, R. A., & Borlaug, B. A. (2016). 

High-Output Heart Failure: A 15-Year Experience. J Am Coll Cardiol, 68(5), 473-482. 

https://doi.org/10.1016/j.jacc.2016.05.043  

Reddy, Y. N. V., Obokata, M., Dean, P. G., Melenovsky, V., Nath, K. A., & Borlaug, B. A. (2017). 

Long-term cardiovascular changes following creation of arteriovenous fistula in patients with end 

stage renal disease. Eur Heart J, 38(24), 1913-1923. https://doi.org/10.1093/eurheartj/ehx045  

Reimer, P., & Boos, M. (1999). Phase-contrast MR angiography of peripheral arteries: technique 

and clinical application. Eur Radiol, 9(1), 122-127. https://doi.org/10.1007/s003300050642  

Robbin, M. L., Chamberlain, N. E., Lockhart, M. E., Gallichio, M. H., Young, C. J., Deierhoi, M. 

H., & Allon, M. (2002). Hemodialysis arteriovenous fistula maturity: US evaluation. Radiology, 

225(1), 59-64. https://doi.org/10.1148/radiol.2251011367  

Robbin, M. L., Gallichio, M. H., Deierhoi, M. H., Young, C. J., Weber, T. M., & Allon, M. (2000). 

US vascular mapping before hemodialysis access placement. Radiology, 217(1), 83-88. 

https://doi.org/10.1148/radiology.217.1.r00oc2883  

Roe, P., Wolfe, M., Joffe, M., & Rosas, S. E. (2010). Inflammation, coronary artery calcification 

and cardiovascular events in incident renal transplant recipients. Atherosclerosis, 212(2), 589-594. 

https://doi.org/10.1016/j.atherosclerosis.2010.05.016  

Romero, A., Polo, J. R., Garcia Morato, E., Garcia Sabrido, J. L., Quintans, A., & Ferreiroa, J. P. 

(1986). Salvage of angioaccess after late thrombosis of radiocephalic fistulas for hemodialysis. Int 

Surg, 71(2), 122-124.  

Ros, P. R., Freeny, P. C., Harms, S. E., Seltzer, S. E., Davis, P. L., Chan, T. W., Stillman, A. E., 

Muroff, L. R., Runge, V. M., & Nissenbaum, M. A. (1995). Hepatic MR imaging with ferumoxides: 

a multicenter clinical trial of the safety and efficacy in the detection of focal hepatic lesions. 

Radiology, 196(2), 481-488. https://doi.org/10.1148/radiology.196.2.7617864  

Rothuizen, T. C., Wong, C., Quax, P. H., van Zonneveld, A. J., Rabelink, T. J., & Rotmans, J. I. 

(2013). Arteriovenous access failure: more than just intimal hyperplasia? Nephrol Dial Transplant, 

28(5), 1085-1092. https://doi.org/10.1093/ndt/gft068  

https://doi.org/10.2214/ajr.172.5.10227511
https://doi.org/10.1148/radiol.2015150337
https://doi.org/10.1161/CIRCULATIONAHA.118.038505
https://doi.org/10.1097/01.asn.0000103870.31606.90
https://doi.org/10.1016/j.jacc.2016.05.043
https://doi.org/10.1093/eurheartj/ehx045
https://doi.org/10.1007/s003300050642
https://doi.org/10.1148/radiol.2251011367
https://doi.org/10.1148/radiology.217.1.r00oc2883
https://doi.org/10.1016/j.atherosclerosis.2010.05.016
https://doi.org/10.1148/radiology.196.2.7617864
https://doi.org/10.1093/ndt/gft068


 

266 

 

Sandhu, J. S., Wander, G. S., Gupta, M. L., Aulakh, B. S., Nayyar, A. K., & Sandhu, P. (2004). 

Hemodynamic effects of arteriovenous fistula in end-stage renal failure. Ren Fail, 26(6), 695-701. 

https://doi.org/10.1081/jdi-200037128  

Saran, R., Dykstra, D. M., Pisoni, R. L., Akiba, T., Akizawa, T., Canaud, B., Chen, K., Piera, L., 

Saito, A., & Young, E. W. (2004). Timing of first cannulation and vascular access failure in 

haemodialysis: an analysis of practice patterns at dialysis facilities in the DOPPS. Nephrol Dial 

Transplant, 19(9), 2334-2340. https://doi.org/10.1093/ndt/gfh363  

Savage, M. T., Ferro, C. J., Sassano, A., & Tomson, C. R. (2002). The impact of arteriovenous 

fistula formation on central hemodynamic pressures in chronic renal failure patients: a prospective 

study. Am J Kidney Dis, 40(4), 753-759. https://doi.org/10.1053/ajkd.2002.35686  

Schier, T., Göbel, G., Bösmüller, C., Gruber, I., & Tiefenthaler, M. (2013). Incidence of 

arteriovenous fistula closure due to high-output cardiac failure in kidney-transplanted patients. Clin 

Transplant, 27(6), 858-865. https://doi.org/10.1111/ctr.12248  

Schiller, B., Bhat, P., & Sharma, A. (2014). Safety and effectiveness of ferumoxytol in hemodialysis 

patients at 3 dialysis chains in the United States over a 12-month period. Clin Ther, 36(1), 70-83. 

https://doi.org/10.1016/j.clinthera.2013.09.028  

Schmidli, J., Widmer, M. K., Basile, C., de Donato, G., Gallieni, M., Gibbons, C. P., Haage, P., 

Hamilton, G., Hedin, U., Kamper, L., Lazarides, M. K., Lindsey, B., Mestres, G., Pegoraro, M., 

Roy, J., Setacci, C., Shemesh, D., Tordoir, J. H. M., van Loon, M., Esvs Guidelines Committee, 

Kolh, P., de Borst, G. J., Chakfe, N., Debus, S., Hinchliffe, R., Kakkos, S., Koncar, I., Lindholt, J., 

Naylor, R., Vega de Ceniga, M., Vermassen, F., Verzini, F., Esvs Guidelines Reviewers, Mohaupt, 

M., Ricco, J. B., & Roca-Tey, R. (2018). Editor's Choice - Vascular Access: 2018 Clinical Practice 

Guidelines of the European Society for Vascular Surgery (ESVS). Eur J Vasc Endovasc Surg, 55(6), 

757-818. https://doi.org/10.1016/j.ejvs.2018.02.001  

Schwab, S. J., Quarles, L. D., Middleton, J. P., Cohan, R. H., Saeed, M., & Dennis, V. W. (1988). 

Hemodialysis-associated subclavian vein stenosis. Kidney Int, 33(6), 1156-1159. 

https://doi.org/10.1038/ki.1988.124  

Schwarz, A., Vatandaslar, S., Merkel, S., & Haller, H. (2007). Renal cell carcinoma in transplant 

recipients with acquired cystic kidney disease. Clin J Am Soc Nephrol, 2(4), 750-756. 

https://doi.org/10.2215/CJN.03661106  

Serradell, M., Díaz‐Ricart, M., Cases, A., Petriz, J., Ordinas, A., & Escolar, G. (2003). Uraemic 

medium accelerates proliferation but does not induce apoptosis of endothelial cells in culture. 

Nephrology Dialysis Transplantation, 18(6), 1079-1085. https://doi.org/10.1093/ndt/gfg161  

Sibley, R. C., Reis, S. P., MacFarlane, J. J., Reddick, M. A., Kalva, S. P., & Sutphin, P. D. (2017). 

Noninvasive Physiologic Vascular Studies: A Guide to Diagnosing Peripheral Arterial Disease. 

Radiographics, 37(1), 346-357. https://doi.org/10.1148/rg.2017160044  

Sidawy, A. N., Spergel, L. M., Besarab, A., Allon, M., Jennings, W. C., Padberg, F. T., Murad, M. 

H., Montori, V. M., O'Hare, A. M., Calligaro, K. D., Macsata, R. A., Lumsden, A. B., Ascher, E., & 

Surgery, S. f. V. (2008). The Society for Vascular Surgery: clinical practice guidelines for the 

surgical placement and maintenance of arteriovenous hemodialysis access. J Vasc Surg, 48(5 

Suppl), 2S-25S. https://doi.org/10.1016/j.jvs.2008.08.042  

Sigovan, M., Gasper, W., Alley, H. F., Owens, C. D., & Saloner, D. (2012). USPIO-enhanced MR 

angiography of arteriovenous fistulas in patients with renal failure. Radiology, 265(2), 584-590. 

https://doi.org/10.1148/radiol.12112694  

Sigrist, M. K., Taal, M. W., Bungay, P., & McIntyre, C. W. (2007). Progressive vascular 

calcification over 2 years is associated with arterial stiffening and increased mortality in patients 

with stages 4 and 5 chronic kidney disease. Clin J Am Soc Nephrol, 2(6), 1241-1248. 

https://doi.org/10.2215/CJN.02190507  

https://doi.org/10.1081/jdi-200037128
https://doi.org/10.1093/ndt/gfh363
https://doi.org/10.1053/ajkd.2002.35686
https://doi.org/10.1111/ctr.12248
https://doi.org/10.1016/j.clinthera.2013.09.028
https://doi.org/10.1016/j.ejvs.2018.02.001
https://doi.org/10.1038/ki.1988.124
https://doi.org/10.2215/CJN.03661106
https://doi.org/10.1093/ndt/gfg161
https://doi.org/10.1148/rg.2017160044
https://doi.org/10.1016/j.jvs.2008.08.042
https://doi.org/10.1148/radiol.12112694
https://doi.org/10.2215/CJN.02190507


 

267 

 

Silva, M. B., Hobson, R. W., Pappas, P. J., Jamil, Z., Araki, C. T., Goldberg, M. C., Gwertzman, G., 

& Padberg, F. T. (1998). A strategy for increasing use of autogenous hemodialysis access 

procedures: impact of preoperative noninvasive evaluation. J Vasc Surg, 27(2), 302-307; discussion 

307-308.  

Sivanesan, S., How, T. V., & Bakran, A. (1999). Sites of stenosis in AV fistulae for haemodialysis 

access. Nephrol Dial Transplant, 14(1), 118-120. https://doi.org/10.1093/ndt/14.1.118  

Smith, D., Chudgar, A., Daly, B., & Cooper, M. (2012). Evaluation of potential renal transplant 

recipients with computed tomography angiography. Arch Surg, 147(12), 1114-1122. 

https://doi.org/10.1001/archsurg.2012.1466  

Smits, J. H., van der Linden, J., Blankestijn, P. J., & Rabelink, T. J. (2000). Coagulation and 

haemodialysis access thrombosis. Nephrol Dial Transplant, 15(11), 1755-1760. 

https://doi.org/10.1093/ndt/15.11.1755  

Stafford, R. B., Sabati, M., Mahallati, H., & Frayne, R. (2008). 3D non-contrast-enhanced MR 

angiography with balanced steady-state free precession Dixon method. Magn Reson Med, 59(2), 

430-433. https://doi.org/10.1002/mrm.21479  

Stark, D. D., Weissleder, R., Elizondo, G., Hahn, P. F., Saini, S., Todd, L. E., Wittenberg, J., & 

Ferrucci, J. T. (1988). Superparamagnetic iron oxide: clinical application as a contrast agent for MR 

imaging of the liver. Radiology, 168(2), 297-301. https://doi.org/10.1148/radiology.168.2.3393649  

Steffens, J. C., Link, J., Müller-Hülsbeck, S., Freund, M., Brinkmann, G., & Heller, M. (1997). 

Cardiac-gated two-dimensional phase-contrast MR angiography of lower extremity occlusive 

disease. AJR Am J Roentgenol, 169(3), 749-754. https://doi.org/10.2214/ajr.169.3.9275891  

Steitz, S. A., Speer, M. Y., Curinga, G., Yang, H. Y., Haynes, P., Aebersold, R., Schinke, T., 

Karsenty, G., & Giachelli, C. M. (2001). Smooth muscle cell phenotypic transition associated with 

calcification: upregulation of Cbfa1 and downregulation of smooth muscle lineage markers. Circ 

Res, 89(12), 1147-1154. https://doi.org/10.1161/hh2401.101070  

Stirrat, C. G., Alam, S. R., MacGillivray, T. J., Gray, C. D., Forsythe, R., Dweck, M. R., Payne, J. 

R., Prasad, S. K., Petrie, M. C., Gardner, R. S., Mirsadraee, S., Henriksen, P. A., Newby, D. E., & 

Semple, S. I. (2016). Ferumoxytol-enhanced magnetic resonance imaging methodology and normal 

values at 1.5 and 3T. J Cardiovasc Magn Reson, 18(1), 46. https://doi.org/10.1186/s12968-016-

0261-2  

Storey, P., Lim, R. P., Chandarana, H., Rosenkrantz, A. B., Kim, D., Stoffel, D. R., & Lee, V. S. 

(2012). MRI assessment of hepatic iron clearance rates after USPIO administration in healthy 

adults. Invest Radiol, 47(12), 717-724. https://doi.org/10.1097/RLI.0b013e31826dc151  

Stoumpos, S., Hennessy, M., Vesey, A. T., Radjenovic, A., Kasthuri, R., Kingsmore, D. B., Mark, 

P. B., & Roditi, G. (2018). Ferumoxytol-enhanced magnetic resonance angiography for the 

assessment of potential kidney transplant recipients. Eur Radiol, 28(1), 115-123. 

https://doi.org/10.1007/s00330-017-4934-5  

Stoumpos, S., Hennessy, M., Vesey, A. T., Radjenovic, A., Kasthuri, R., Kingsmore, D. B., Mark, 

P. B., & Roditi, G. (2019a). Ferumoxytol magnetic resonance angiography: a dose-finding study in 

patients with chronic kidney disease. Eur Radiol. https://doi.org/10.1007/s00330-019-06137-4  

Stoumpos, S., Hennessy, M., Vesey, A. T., Radjenovic, A., Kasthuri, R., Kingsmore, D. B., Mark, 

P. B., & Roditi, G. (2019b). Ferumoxytol magnetic resonance angiography: a dose-finding study in 

patients with chronic kidney disease. Eur Radiol, 29(7), 3543-3552. https://doi.org/10.1007/s00330-

019-06137-4  

Stoumpos, S., Traynor, J. P., Metcalfe, W., Kasthuri, R., Stevenson, K., Mark, P. B., Kingsmore, D. 

B., & Thomson, P. C. (2019). A national study of autogenous arteriovenous access use and patency 

in a contemporary hemodialysis population. J Vasc Surg, 69(6), 1889-1898. 

https://doi.org/10.1016/j.jvs.2018.10.063  

https://doi.org/10.1093/ndt/14.1.118
https://doi.org/10.1001/archsurg.2012.1466
https://doi.org/10.1093/ndt/15.11.1755
https://doi.org/10.1002/mrm.21479
https://doi.org/10.1148/radiology.168.2.3393649
https://doi.org/10.2214/ajr.169.3.9275891
https://doi.org/10.1161/hh2401.101070
https://doi.org/10.1186/s12968-016-0261-2
https://doi.org/10.1186/s12968-016-0261-2
https://doi.org/10.1097/RLI.0b013e31826dc151
https://doi.org/10.1007/s00330-017-4934-5
https://doi.org/10.1007/s00330-019-06137-4
https://doi.org/10.1007/s00330-019-06137-4
https://doi.org/10.1007/s00330-019-06137-4
https://doi.org/10.1016/j.jvs.2018.10.063


 

268 

 

Sung, R. S., Althoen, M., Howell, T. A., & Merion, R. M. (2000). Peripheral vascular occlusive 

disease in renal transplant recipients: risk factors and impact on kidney allograft survival. 

Transplantation, 70(7), 1049-1054. https://doi.org/10.1097/00007890-200010150-00010  

Taal, M. W., Chesterton, L. J., & McIntyre, C. W. (2004). Venography at insertion of tunnelled 

internal jugular vein dialysis catheters reveals significant occult stenosis. Nephrol Dial Transplant, 

19(6), 1542-1545. https://doi.org/10.1093/ndt/gfh216  

Tabas, I., & Bornfeldt, K. E. (2016). Macrophage Phenotype and Function in Different Stages of 

Atherosclerosis. Circ Res, 118(4), 653-667. https://doi.org/10.1161/CIRCRESAHA.115.306256  

Tessitore, N., Mansueto, G., Lipari, G., Bedogna, V., Tardivo, S., Baggio, E., Cenzi, D., Carbognin, 

G., Poli, A., & Lupo, A. (2006). Endovascular versus surgical preemptive repair of forearm 

arteriovenous fistula juxta-anastomotic stenosis: analysis of data collected prospectively from 1999 

to 2004. Clin J Am Soc Nephrol, 1(3), 448-454. https://doi.org/10.2215/CJN.01351005  

Tonelli, M., James, M., Wiebe, N., Jindal, K., Hemmelgarn, B., & Network, A. K. D. (2008). 

Ultrasound monitoring to detect access stenosis in hemodialysis patients: a systematic review. Am J 

Kidney Dis, 51(4), 630-640. https://doi.org/10.1053/j.ajkd.2007.11.025  

Tonelli, M., Jindal, K., Hirsch, D., Taylor, S., Kane, C., & Henbrey, S. (2001). Screening for 

subclinical stenosis in native vessel arteriovenous fistulae. J Am Soc Nephrol, 12(8), 1729-1733.  

Tordoir, J. H., Rooyens, P., Dammers, R., van der Sande, F. M., de Haan, M., & Yo, T. I. (2003). 

Prospective evaluation of failure modes in autogenous radiocephalic wrist access for haemodialysis. 

Nephrol Dial Transplant, 18(2), 378-383.  

Toth, G. B., Varallyay, C. G., Horvath, A., Bashir, M. R., Choyke, P. L., Daldrup-Link, H. E., Dosa, 

E., Finn, J. P., Gahramanov, S., Harisinghani, M., Macdougall, I., Neuwelt, A., Vasanawala, S. S., 

Ambady, P., Barajas, R., Cetas, J. S., Ciporen, J., DeLoughery, T. J., Doolittle, N. D., Fu, R., 

Grinstead, J., Guimaraes, A. R., Hamilton, B. E., Li, X., McConnell, H. L., Muldoon, L. L., Nesbit, 

G., Netto, J. P., Petterson, D., Rooney, W. D., Schwartz, D., Szidonya, L., & Neuwelt, E. A. (2017). 

Current and potential imaging applications of ferumoxytol for magnetic resonance imaging. Kidney 

Int, 92(1), 47-66. https://doi.org/10.1016/j.kint.2016.12.037  

Toussaint, N. D., Lau, K. K., Strauss, B. J., Polkinghorne, K. R., & Kerr, P. G. (2008). Associations 

between vascular calcification, arterial stiffness and bone mineral density in chronic kidney disease. 

Nephrol Dial Transplant, 23(2), 586-593. https://doi.org/10.1093/ndt/gfm660  

Turin, T. C., Tonelli, M., Manns, B. J., Ravani, P., Ahmed, S. B., & Hemmelgarn, B. R. (2012). 

Chronic kidney disease and life expectancy. Nephrol Dial Transplant, 27(8), 3182-3186. 

https://doi.org/10.1093/ndt/gfs052  

Turkbey, B., Agarwal, H. K., Shih, J., Bernardo, M., McKinney, Y. L., Daar, D., Griffiths, G. L., 

Sankineni, S., Johnson, L., Grant, K. B., Weaver, J., Rais-Bahrami, S., Harisinghani, M., Jacobs, P., 

Dahut, W., Merino, M. J., Pinto, P. A., & Choyke, P. L. (2015). A Phase I Dosing Study of 

Ferumoxytol for MR Lymphography at 3 T in Patients With Prostate Cancer. AJR Am J Roentgenol, 

205(1), 64-69. https://doi.org/10.2214/AJR.14.13009  

Unger, P., Velez-Roa, S., Wissing, K. M., Hoang, A. D., & van de Borne, P. (2004). Regression of 

left ventricular hypertrophy after arteriovenous fistula closure in renal transplant recipients: a long-

term follow-up. Am J Transplant, 4(12), 2038-2044. https://doi.org/10.1046/j.1600-

6143.2004.00608.x  

Unger, P., Wissing, K. M., de Pauw, L., Neubauer, J., & van de Borne, P. (2002). Reduction of left 

ventricular diameter and mass after surgical arteriovenous fistula closure in renal transplant 

recipients. Transplantation, 74(1), 73-79. https://doi.org/10.1097/00007890-200207150-00013  

US Food and Drug Administration. FDA Drug Safety Communication: FDA strengthens warnings 

and changes prescribing instructions to decrease the risk of serious allergic reactions with anemia 

drug Feraheme (ferumoxytol), (2015).  

https://doi.org/10.1097/00007890-200010150-00010
https://doi.org/10.1093/ndt/gfh216
https://doi.org/10.1161/CIRCRESAHA.115.306256
https://doi.org/10.2215/CJN.01351005
https://doi.org/10.1053/j.ajkd.2007.11.025
https://doi.org/10.1016/j.kint.2016.12.037
https://doi.org/10.1093/ndt/gfm660
https://doi.org/10.1093/ndt/gfs052
https://doi.org/10.2214/AJR.14.13009
https://doi.org/10.1046/j.1600-6143.2004.00608.x
https://doi.org/10.1046/j.1600-6143.2004.00608.x
https://doi.org/10.1097/00007890-200207150-00013


 

269 

 

United States Food and Drug Administration. (September 8, 2017). U.S. FOOD AND DRUG 

ADMINISTRATION. Medical imaging drugs advisory committee meeting briefing document: 

gadolinium retention after gadolinium based contrast magnetic resonance imaging in patients with 

normal renal function. In. 

United States Renal Data System. (2016). 2016 USRDS annual data report: Epidemiology of kidney 

disease in the United States. In. Bethesda, MD: National Institutes of Health, National Institute of 

Diabetes and Digestive and Kidney Diseases. 

Vadhan-Raj, S., Strauss, W., Ford, D., Bernard, K., Boccia, R., Li, J., & Allen, L. F. (2014). 

Efficacy and safety of IV ferumoxytol for adults with iron deficiency anemia previously 

unresponsive to or unable to tolerate oral iron. Am J Hematol, 89(1), 7-12. 

https://doi.org/10.1002/ajh.23582  

van der Linden, J., Lameris, T. W., van den Meiracker, A. H., de Smet, A. A., Blankestijn, P. J., & 

van den Dorpel, M. A. (2006). Forearm venous distensibility predicts successful arteriovenous 

fistula. Am J Kidney Dis, 47(6), 1013-1019. https://doi.org/10.1053/j.ajkd.2006.01.033  

van Duijnhoven , E. C., Cheriex, E. C., Tordoir, J. H., Kooman, J. P., & van Hooff , J. P. (2001). 

Effect of closure of the arteriovenous fistula on left ventricular dimensions in renal transplant 

patients. Nephrol Dial Transplant, 16(2), 368-372.  

Vascular Access 2006 Work Group. (2006). Vascular Access 2006 Work Group, Clinical practice 

guidelines for vascular access. Am J Kidney Dis, 48 Suppl 1, S176-247. 

https://doi.org/10.1053/j.ajkd.2006.04.029  

Velagaleti, R. S., Gona, P., Pencina, M. J., Aragam, J., Wang, T. J., Levy, D., D'Agostino, R. B., 

Lee, D. S., Kannel, W. B., Benjamin, E. J., & Vasan, R. S. (2014). Left ventricular hypertrophy 

patterns and incidence of heart failure with preserved versus reduced ejection fraction. Am J 

Cardiol, 113(1), 117-122. https://doi.org/10.1016/j.amjcard.2013.09.028  

Vervloet, M., & Cozzolino, M. (2017). Vascular calcification in chronic kidney disease: different 

bricks in the wall? Kidney Int, 91(4), 808-817. https://doi.org/10.1016/j.kint.2016.09.024  

Wagner, S., Schnorr, J., Ludwig, A., Stangl, V., Ebert, M., Hamm, B., & Taupitz, M. (2013). 

Contrast-enhanced MR imaging of atherosclerosis using citrate-coated superparamagnetic iron 

oxide nanoparticles: calcifying microvesicles as imaging target for plaque characterization. Int J 

Nanomedicine, 8, 767-779. https://doi.org/10.2147/IJN.S38702  

Walker, J. P., Nosova, E., Sigovan, M., Rapp, J., Grenon, M. S., Owens, C. D., Gasper, W. J., & 

Saloner, D. A. (2015). Ferumoxytol-enhanced magnetic resonance angiography is a feasible method 

for the clinical evaluation of lower extremity arterial disease. Ann Vasc Surg, 29(1), 63-68. 

https://doi.org/10.1016/j.avsg.2014.09.003  

Wang, K., Wang, P., Liang, X., Lu, X., & Liu, Z. (2015). Epidemiology of haemodialysis catheter 

complications: a survey of 865 dialysis patients from 14 haemodialysis centres in Henan province in 

China. BMJ Open, 5(11), e007136. https://doi.org/10.1136/bmjopen-2014-007136  

Wang, Y., Marshall, S. M., Thompson, M. G., & Hoenich, N. A. (2005). Cardiovascular risk in 

patients with end-stage renal disease: a potential role for advanced glycation end products. Contrib 

Nephrol, 149, 168-174. https://doi.org/10.1159/000085483  

Weissleder, R., Elizondo, G., Wittenberg, J., Rabito, C. A., Bengele, H. H., & Josephson, L. (1990). 

Ultrasmall superparamagnetic iron oxide: characterization of a new class of contrast agents for MR 

imaging. Radiology, 175(2), 489-493. https://doi.org/10.1148/radiology.175.2.2326474  

Wells, A. C., Fernando, B., Butler, A., Huguet, E., Bradley, J. A., & Pettigrew, G. J. (2005). 

Selective use of ultrasonographic vascular mapping in the assessment of patients before 

haemodialysis access surgery. Br J Surg, 92(11), 1439-1443. https://doi.org/10.1002/bjs.5151  

Wijnen, E., Keuter, X. H., Planken, N. R., van der Sande, F. M., Tordoir, J. H., Leunissen, K. M., & 

Kooman, J. P. (2005). The relation between vascular access flow and different types of vascular 

https://doi.org/10.1002/ajh.23582
https://doi.org/10.1053/j.ajkd.2006.01.033
https://doi.org/10.1053/j.ajkd.2006.04.029
https://doi.org/10.1016/j.amjcard.2013.09.028
https://doi.org/10.1016/j.kint.2016.09.024
https://doi.org/10.2147/IJN.S38702
https://doi.org/10.1016/j.avsg.2014.09.003
https://doi.org/10.1136/bmjopen-2014-007136
https://doi.org/10.1159/000085483
https://doi.org/10.1148/radiology.175.2.2326474
https://doi.org/10.1002/bjs.5151


 

270 

 

access with systemic hemodynamics in hemodialysis patients. Artif Organs, 29(12), 960-964. 

https://doi.org/10.1111/j.1525-1594.2005.00165.x  

Wilhelm-Leen, E., Montez-Rath, M. E., & Chertow, G. (2017). Estimating the Risk of 

Radiocontrast-Associated Nephropathy. J Am Soc Nephrol, 28(2), 653-659. 

https://doi.org/10.1681/ASN.2016010021  

Willmann, J. K., & Wildermuth, S. (2005). Multidetector-row CT angiography of upper- and lower-

extremity peripheral arteries. Eur Radiol, 15 Suppl 4, D3-9. https://doi.org/10.1007/s10406-005-

0132-7  

Windus, D. W., Audrain, J., Vanderson, R., Jendrisak, M. D., Picus, D., & Delmez, J. A. (1990). 

Optimization of high-efficiency hemodialysis by detection and correction of fistula dysfunction. 

Kidney Int, 38(2), 337-341. https://doi.org/10.1038/ki.1990.206  

WINSOR, T. (1950). Influence of arterial disease on the systolic blood pressure gradients of the 

extremity. Am J Med Sci, 220(2), 117-126. https://doi.org/10.1097/00000441-195008000-00001  

Wong, V., Ward, R., Taylor, J., Selvakumar, S., How, T. V., & Bakran, A. (1996). Factors 

associated with early failure of arteriovenous fistulae for haemodialysis access. Eur J Vasc 

Endovasc Surg, 12(2), 207-213. https://doi.org/10.1016/s1078-5884(96)80108-0  

World Health Organisation. (2016). WHO-ONT Global Observatory on Donation and 

Transplantation (GODT).  

Wu, S. W., Lin, C. K., Hung, T. W., Tsai, H. C., Chang, H. R., & Lian, J. D. (2014). Subclinical 

peripheral arterial disease in renal transplantation. Am J Med Sci, 347(4), 267-270. 

https://doi.org/10.1097/MAJ.0b013e3182896a33  

Yao, S. S., Lin, W., Ong, E., & Lu, Z. (2005). Contrast signal-to-noise ratio for image quality 

assessment. IEEE International Conference on Image Processing.  

Yao, S. T., Hobbs, J. T., & Irvine, W. T. (1969). Ankle systolic pressure measurements in arterial 

disease affecting the lower extremities. Br J Surg, 56(9), 676-679. 

https://doi.org/10.1002/bjs.1800560910  

Yilmaz, M. I., Stenvinkel, P., Sonmez, A., Saglam, M., Yaman, H., Kilic, S., Eyileten, T., Caglar, 

K., Oguz, Y., Vural, A., Cakar, M., Altun, B., Yenicesu, M., & Carrero, J. J. (2011). Vascular 

health, systemic inflammation and progressive reduction in kidney function; clinical determinants 

and impact on cardiovascular outcomes. Nephrology, Dialysis, Transplantation, 26(11), 3537-3543. 

https://doi.org/10.1093/ndt/gfr081  

Zhao, M. M., Xu, M. J., Cai, Y., Zhao, G., Guan, Y., Kong, W., Tang, C., & Wang, X. (2011). 

Mitochondrial reactive oxygen species promote p65 nuclear translocation mediating high-

phosphate-induced vascular calcification in vitro and in vivo. Kidney International, 79(10), 1071-

1079. https://doi.org/10.1038/ki.2011.18  

Zoccali, C., Benedetto, F. A., Mallamaci, F., Tripepi, G., Giacone, G., Stancanelli, B., Cataliotti, A., 

& Malatino, L. S. (2004). Left ventricular mass monitoring in the follow-up of dialysis patients: 

prognostic value of left ventricular hypertrophy progression. Kidney Int, 65(4), 1492-1498. 

https://doi.org/10.1111/j.1523-1755.2004.00530.x  

 

https://doi.org/10.1111/j.1525-1594.2005.00165.x
https://doi.org/10.1681/ASN.2016010021
https://doi.org/10.1007/s10406-005-0132-7
https://doi.org/10.1007/s10406-005-0132-7
https://doi.org/10.1038/ki.1990.206
https://doi.org/10.1097/00000441-195008000-00001
https://doi.org/10.1016/s1078-5884(96)80108-0
https://doi.org/10.1097/MAJ.0b013e3182896a33
https://doi.org/10.1002/bjs.1800560910
https://doi.org/10.1093/ndt/gfr081
https://doi.org/10.1038/ki.2011.18
https://doi.org/10.1111/j.1523-1755.2004.00530.x

	2020Stoumpos
	2020StoumposPhD

