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Summary

Worldwide, the incidence of chronic kidney disease (CKD) and end stage renal kidney (ESKD) 
is increasing each year, and with it the number of patients reliant on dialysis for survival1. 
The most common form of dialysis is hemodialysis (HD), where the blood is filtered by an 
extracorporeal dialysis machine. Without a suitable vascular access (VA) site, an efficient HD 
procedure cannot be performed. Therefore, an arteriovenous fistula (AVF) or arteriovenous 
graft (AVG) is used to create long-term VA sites. While AVF are prone to maturation failure, 
AVG are prone to infection, while both are prone to the formation of stenotic lesions 2-6. An 
alternative to AVF and AVG are tissue engineered blood vessels (TEBVs)7. One method of 
producing TEBVs by utilizing the foreign body response (FBR) to biomaterials to generate in 
vivo TEBVs has been discussed in this thesis (Chapter 2). The subcutaneous implantation of 
a foreign body results in the formation of a fibrous tissue capsule (TC). This TC can then be 
grafted in the vasculature to form a TEBVs.

One of the most vital aspects of TEBVs is their ability to withstand the mechanical forces 
induced by arterial blood pressure, thus ensuring patient safety7,8. In chapter 3, we compare 
three methods of evaluating the mechanical strength of biological vessels and discuss 
their suitability for use with TEBVs. We show that the derived methods known as the 
circumferential tensile strength and probe burst pressure methods provide an overestimation 
of the pressurized burst pressure in both biological and synthetic material. Moreover, the 
outcomes of the three test modalities evaluating the mechanical properties of different 
types of biological blood vessels correlate poorly with each other. Indirect methods of burst 
pressure assessment should thus not be used for the evaluation of TEBVs unless perfect 
homogeneity of the sample is assumed, and a high correlation is validated.

In chapter 4, we evaluate the remodeling capacity of autologous in vivo TEBVs for 
arteriovenous grafting in a large animal model. Histology showed that the initially implanted 
TCs were primarily composed of fibroblasts, myofibroblasts, and collagen. Within a month 
of vascular grafting, the TCs showed a notable increase in desmin-positive VSMC-like cells, 
as well as a notable decrease in macrophages. Two months after grafting, the number of 
myosin-HC‒positive cells had increased further, and a clearly defined endothelial lining 
was present. One of the main experiments of this study were the functionality tests of the 
endothelial monolayer of the TEBVs. A custom-built ex vivo microfluidic perfusion chamber 
was specially designed to house large vascular tissue sections that could subsequently be 
perfused in parallel with blood drawn directly from a living animal. The system ensured that 
all samples were exposed to identical volumes of blood and shear stress levels. TEBV samples 
were shown to have less adherent blood components than TC samples. This indicated that 
the initial lack of endothelial cell coverage of the TCs does not result in acute thrombosis 
and that the observed endothelial monolayer of the TEBVs that developed in the 8 weeks 
after grafting was indeed non-thrombogenic in vivo. The burst pressure and suture retention 
strengths of the TEBVs exceeded the requirements for safe grafting, which are generally 
defined by the mechanical properties of the human saphenous vein 8,9. A contractility assay 
revealed an increase in contractility of TEBVs at one-month post grafting compared to TC. 
This coincides with the relative increase in histological contractility markers in the TEBVs. 
One month after vascular grafting, 4 of the 5 TEBV grafts and 5 of the 6 ePTFE grafts remained 
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patent; two months after grafting, 2 out of 3 TEBV grafts and 1 out of 3 ePTFE grafts were 
still patent. At 1 month, stenosis in the non-occluded (i.e., patent) TEBV grafts was higher 
than in the non-occluded ePTFE grafts (52.22 ± 29.10% versus 4.17 ± 1.95%, respectively); in 
contrast, at 2 months stenosis in the TEBV grafts was lower than in the ePTFE grafts (12.94 
± 16.19% versus 85.61%, respectively).This study underlines the remodeling capacity of 
autologous TEBV in vivo. Venous stenosis however remains a problem for both ePTFE and 
TEBV grafts, a limitation which will need to be monitored during the clinical implementation 
of autologous TEBV. 

Important in the clinical implementation of subcutaneously grown autologous in vivo TEBVs 
is the development of a non-invasive method to quantify TEBV maturation. Following 
implantation of the TC a layer of macrophages forms around the implant that drives the 
FBR. As the number macrophages decrease, the collagen content of the TC is known to 
increase. In Chapter 5 we evaluate a novel folate-receptor-α (FR-α) agonist conjugated with 
the NIR fluorophore Indocyanine green (ICG) in order to quantify these macrophages over 
time. A decreased NIR signal was expected in accordance with a decrease in the number of 
macrophages. Contrary to the hypothesis, the NIR imaging revealed an increasing trend of 
fluorescence levels over time. Moreover, no NIR signal was observed to originate from the 
TC or from TC macrophages. Further analysis revealed the NIR signal originated exclusively 
from the skin layer above the TC. As the signal did not directly reflect TC processes it was 
concluded that this fluorophore was not an ideal candidate to monitor TC maturation. 
The FBR to biomaterials intrinsically aims to isolate an implant from the body through its 
encapsulation in a fibrous capsule. Due to its low circulation half-life the fluorophore likely 
did not reach the isolated TC macrophages. The fluorophore did however show potential for 
the non-invasive transcutaneous quantification of folate. 

A common adverse event of this blood vessel cannulation is miscannulation with infiltration 
of the second part of the vessel wall, often resulting in a hematoma 10. Although hematoma 
formation is always a burden for patients, its effects on ESKD patients requiring hemodialysis 
can be particularly detrimental due to the high blood flow of the VA 11. Current dialysis 
needles types do not allow automated retraction of a needle in response to blood vessel 
cannulation and rely on manual user retraction. Chapter 6 describes the design and proof-of-
principle assessment of a novel needle design that rapidly automatically retracts in response 
to fluid contact. The system is based on the loss of tensile strength of a cellulose membrane 
upon fluid contact. The system was successfully optimized and showed automated retraction 
within 40ms upon cannulating a vessel pressurized to 100mmHg. As this study was a proof-
of-principle assessment of the concept, further work is needed. Prior to this needle system 
being introduced in the clinic it must be incorporated into either an existing needle system 
or designed to comply with medical device regulations. Further benchtop assessment of the 
system should be carried out to further optimize the needle design.

Discussion and future perspectives

VA is essential for the survival of HD patients, where the gold standard intervention is the 
AVF 12. Yet, due to its numerous downsides the AVF can also be viewed as a surgically induced 
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pathological condition. The placement of an AVF increases the risk of heart failure, damages 
blood vessels resulting in poor patency rates. In addition, AVF cannulation is painful and 
aesthetically unpleasant due to aneurysm formation, thereby causing a substantial burden 
for patients 12-14. It may therefore be viewed as a necessary evil for HD patients. 

The need for innovation in field of HD and VA is clear. The incidence of ESKD is increasing 
and will result in more patients requiring HD and a VA 1. The healthcare costs associated 
with VA totaled to a staggering $3 billion in 2016 in the US, a number expected to be a 
third higher if private care costs are included 15.Various innovations attempting to improve 
VA outcomes are in development. Examples are the endoAVF systems, where a catheter-
based device uses heat and pressure to create an AVF 16. The endoAVF system is however 
limited to certain vascular anatomies. Fist Assist devices aim to improve AVF outcomes 
through venous dilation prior to AVF surgery, and although training of the forearm prior 
to AVF surgery is promising, data supporting these devices themselves are currently 
insufficient17-19. The improvement of AVF maturation and patency through pharmacological 
intervention is also under development20. Although as AVF pathology is immensely complex 
and not entirely understood, therapeutic intervention is complicated. Evidence of this may 
be the outcome of the phase 3 PATENCY-2 clinical study which failed to meet its primary 
endpoint. In this trial a recombinant elastase was administered to AVF during surgery, in 
the hope to stimulate outward remodeling 21. An incomplete understanding of the exact 
pathophysiology of AVF failure may have, among other factors, contributed to the failure 
of this investigational compound. VA for HD is also an interesting field for vascular tissue 
engineering (VTE) 7. VA for HD provides a stringent test case for any TEBV technology due to 
the high failure rate of both AVF and AVG. A long patency of a TEBV as VA will likely translate 
to a long patency as other vascular indications such as arterial bypass interventions. The 
risk to patients is relatively low, as the occlusion of a TEBV as arteriovenous conduit will 
restore normal arterial and venous flow. In contrast, the failure and occlusion of a TEBV as 
arterial bypass would result in loss of arterial blood flow and the risk of peripheral ischemia, 
making this application less suitable for a first-in-man study using TEBVs. In the field of VTE, 
the company Humacyte is currently conducting a phase 3 clinical trial of acellular TEBVs as 
arteriovenous grafts22. The success or failure of their technology may have large implications 
for the field of VTE. Data from their phase 2 study showed promising results although the 
28% primary patency of the TEBV at 12 months was not superior to conventional ePTFE 
grafts 23. 

The field of VTE itself is relatively new, which is evident by the lack of clear regulations specific 
for TEBVs regarding their functional assessment. Arguably the most vital characteristic of a 
TEBV is its ability to be safely grafted into the vasculature of a patient without mechanical 
failure (rupture due to pressure, suture rupture, aneurysm formation) 7,8. Yet no consensus 
has been reached on what method for the mechanical assessment of TEBVs is optimal. 
The ISO7198 for the assessment of prosthetic grafts is often used as a starting point24. This 
document was however made for synthetic grafts and does not account for the variation 
that naturally occurs in biosocial tissues and vessels. The mechanical assessment of TEBVs 
has been performed differently in numerous studies8,25-29. Researchers often use derived 
methods of the gold standard pressurized burst pressure test, such as the circumferential 
tensile strength and probe burst pressure, to estimate TEBV burst pressure. It is tempting 
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to use a derived method, as these require smaller samples, while long segments of TEBVs 
needed for pressurized tests are often valuable samples. Moreover, studies frequently lack 
a detailed methodology, making it hard to deduce how the test was precisely performed. As 
the derived methods are based on a theoretical estimation of the real burst pressure, and 
do not consider biological variation, based on chapter 3 of this thesis it is likely to assume 
that derived burst pressure estimations are often overestimated in literature. 

Chapter 4 of this thesis describes the evaluation of autologous in vivo TEBV. The main 
competitor for these autologous TEBV are AVGs, as autologous vessels remain the ideal 
tissue for a vascular procedure. The TEBV displayed a cellular remodeling capacity towards 
a vascular phenotype through histology and contractility and attained a functionally non-
thrombogenic endothelial monolayer. Moreover, as this was autologous tissue no rejection 
reaction is observed. AVG grafts on the other hand are available instantly and off-the-shelf, 
while these TEBVs require at least a month of subcutaneous maturation, excluding them 
from use in an acute setting. AVG are available in any required length, while the TEBVs are 
restricted to segments of max ~20cm. 

Prior to the clinical application of the TEBV numerous steps must also be taken. The risk of 
aneurysm formation and vessel rupture must be taken extremely seriously, and prior to the 
clinical grafting of an in vivo TEBV several issues must be tackled. The manufacturing method 
of the implants must be standardized, and implants using a new production method must 
be validated in vivo in a large animal model. Changes in both the manufacturing method and 
polymer composition may have an unfavorable impact on the mechanical qualities of the 
implants and thus the composition of the formed TC. Therefore, TCs derived from polymeric 
implants intended for clinical use should be assessed for their pressurized burst pressure, 
suture retention strength, and long-term grafting safety if any change in the manufacturing 
method occurs. Changes in the manufacturing method may include a new manufacturing 
location, variations in the polymer composition or supplier, or other deviations from 
previously implemented productions protocols. The production method of the polymer 
implants presented in this thesis are reliant on chloroform-based surface modifications. 
These surface modifications are required to improve TC formation30. Chloroform exposure 
is associated with numerous health risks 31. Solvent based etching of a polymer may lead 
to swelling of the polymer matrix, thus allowing the solvent to penetrate into the polymer 
32. Washing of the polymer implant following chloroform etching may remove the majority 
of surface chloroform, yet chloroform may be present within the polymer matrix itself. 
Post-implantation degradation or cracking of the polymer implant could therefore release 
chloroform into the body. The polymer implants should therefore be assessed for any 
chloroform residue both on the surface and within the polymer matrix structure prior to 
any clinical implantation. This may for example be done using nuclear magnetic resonance 
assessment utilizing the correct polymer solvents. Moreover, a study must be performed to 
assess the mechanical properties of the clinical implant as the subcutaneously implanted 
polymer must be able to withstand both the mechanical forces acting on it, such as bending 
of nearby tissue, and a potential external force of impact. 

If the above requirements are met an initial clinical may be initiated to assess the mechanical 
properties of the in vivo TEBVs in humans. This clinical trial would not involve a vascular 
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grafting operation and only assess the growth of the subcutaneous TCS.  It is vital that 
the mechanical properties of the TCs are extensively characterized in humans. Translation 
of animal study data to a clinical setting is notoriously unpredictable 33. Data from the 
large animal study presented in this thesis should thus by no means be extrapolated to 
estimate the mechanical properties of similar TCs in humans. The mechanical quality of 
the TCs must be clinically validated using at least the SRS and pressurized burst pressure, as 
derived methods result in an overestimation of the results and should in never be used for 
the validation of biological tissue for a clinical study. Moreover, depending on the clinical 
application, a suitable trial population should be selected. For arteriovenous vascular 
access grafting a CKD patient population should be used in an initial trial. Although animal 
studies have indicated that CKD does not impact TC maturation 34, this must be confirmed 
in patients. The trial population should be sufficient to take into account patient variation 
with regard to TC maturation. This variation may arise due to CKD severity, or comorbidities 
such as diabetes or obesity. It is crucial for the in vivo TEBV method that optimal mechanical 
properties are attained upon vascular grafting. Although a method to non-invasively quantify 
TC maturation in vivo was attempted in chapter 5 of this thesis, no applicable method 
currently exists. Prior to the initiation of a clinical trial involving TEBV grafting, a method 
should be developed and validated to accurately monitor TEBV maturation with regard to 
its mechanical properties. Such a method may be assessed in a first clinical evaluation of 
the TCs. Data from the first clinical trial should report positively report on the mechanical 
properties of the polymer implant, provide sufficient data regarding the variation within the 
intended patient population, and validate the non-invasive quantification of TC maturation. 
Subsequently, a clinical trial may be initiated to evaluate the safety and efficacy of in vivo 
TEBV as arteriovenous vascular access grafts. Aneurysm formation, anastomotic rupture, 
graft infection/inflammation should be closely monitored, and graft patency should be 
compared to that of AVF as standard of care. 

Besides the problems associated with the patency of long term VA options, miscannulation 
during dialysis procedures has shown to be an underreported yet pressing issue10,35. Currently, 
there is no literature available that accurately describes the incidence of miscannulation 
events in dialysis patients in the Netherlands. In an effort to improve upon current VA 
cannulation procedures, proof-of-principle studies of a novel automated needle design has 
been outlined in this thesis (chapter 6). This validated the proposed concept as the base 
mechanism functioned reliably and well. The use of such a needle system may decrease the 
risk of miscannulation of VA sites, notably for new and less experienced personnel. Although, 
training and guidance of dialysis personnel, as well as ultrasound guided cannulation may be 
enough to significantly reduce the risk of miscannulation. 

The increase in incidence of CKD and ESKD may in part be attributed to a sedentary lifestyle 
1,36. The prevention of a pathology is desirable over its incidence and treatment. Besides the 
focus on the downstream complications of CKD such as HD VA, a societal emphasis should 
be placed on promoting an active lifestyle in combination with dietary considerations such 
as a low sodium diet. 

One way to improve VA for HD may be through the implementation of an adjustable 
anastomosis. Most VA associated complications arise through the change in vascular 
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hemodynamics. AVF and AVG placement results in an increased cardiac output, increasing 
the cardiac burden and risk of cardiac events13. Turbulent hemodynamics and high flow at 
the anastomosis have been associated with shunt stenosis, and AVF and AVG can both lead 
to VA steal syndrome14,37. Thus, ideally the anastomosis itself may be adjustable to allow for 
control of shunt flow. A thin synthetic graft section may be connected to the artery and vein 
in a side-to-side manner, thus normalizing blood flow when the graft is shut in a vertical 
manner. Such a system would allow the formation of an arteriovenous conduit only during 
dialysis procedures, potentially decreasing complications associated with permanent high 
arteriovenous flow. 

To conclude, there is a clear societal need to improve upon current VA options, and numerous 
innovative paths are being explored by the field. Owing to the verified cellular remodeling 
capacity of TEBVs, the field of VTE may offer promising new VA options. To truly innovate 
VA for HD now and in the future, a multidisciplinary approach is essential to bringing about 
innovation, and progressing those innovations from mere ideas, to lifesaving treatments. 



SUMMARY AND DISCUSSION 113

7

References

1 Webster, A. C., Nagler, E. V., Morton, R. L. & Masson, P. Chronic Kidney Disease. Lancet (London, 
England) 389, 1238-1252, doi:10.1016/s0140-6736(16)32064-5 (2017).

2 Aslam, S., Vaida, F., Ritter, M. & Mehta, R. L. Systematic review and meta-analysis on management 
of hemodialysis catheter-related bacteremia. Journal of the American Society of Nephrology : 
JASN 25, 2927-2941, doi:10.1681/asn.2013091009 (2014).

3 Jadlowiec, C. C., Lavallee, M., Mannion, E. M. & Brown, M. G. An Outcomes Comparison of Native 
Arteriovenous Fistulae, Polytetrafluorethylene Grafts, and Cryopreserved Vein Allografts. Ann 
Vasc Surg 29, 1642-1647, doi:10.1016/j.avsg.2015.07.009 (2015).

4 Sayers, R. D., Raptis, S., Berce, M. & Miller, J. H. Long-term results of femorotibial bypass with vein 
or polytetrafluoroethylene. Br J Surg 85, 934-938, doi:10.1046/j.1365-2168.1998.00765.x (1998).

5 Roy-Chaudhury, P. et al. Venous neointimal hyperplasia in polytetrafluoroethylene dialysis grafts. 
Kidney international 59, 2325-2334, doi:10.1046/j.1523-1755.2001.00750.x (2001).

6 Rotmans, J. I. et al. Hemodialysis access graft failure: time to revisit an unmet clinical need? J 
Nephrol 18, 9-20 (2005).

7 Pashneh-Tala, S., MacNeil, S. & Claeyssens, F. The Tissue-Engineered Vascular Graft-Past, Present, 
and Future. Tissue Eng Part B Rev, doi:10.1089/ten.teb.2015.0100 (2015).

8 Konig, G. et al. Mechanical properties of completely autologous human tissue engineered blood 
vessels compared to human saphenous vein and mammary artery. Biomaterials 30, 1542-1550, 
doi:10.1016/j.biomaterials.2008.11.011 (2009).

9 Dixon, B. S. et al. Effect of Dipyridamole plus Aspirin on Hemodialysis Graft Patency. The New 
England journal of medicine 360, 2191-2201, doi:10.1056/NEJMoa0805840 (2009).

10 van Loon, M. M., Kessels, A. G., van der Sande, F. M. & Tordoir, J. H. Cannulation practice patterns 
in haemodialysis vascular access: predictors for unsuccessful cannulation. Journal of renal care 
35, 82-89, doi:10.1111/j.1755-6686.2009.00092.x (2009).

11 Lee, T., Barker, J. & Allon, M. Needle infiltration of arteriovenous fistulae in hemodialysis: risk 
factors and consequences. American journal of kidney diseases : the official journal of the National 
Kidney Foundation 47, 1020-1026, doi:10.1053/j.ajkd.2006.02.181 (2006).

12 Shiu, Y. T., Rotmans, J. I., Geelhoed, W. J., Pike, D. B. & Lee, T. Arteriovenous conduits for 
hemodialysis: how to better modulate the pathophysiological vascular response to optimize 
vascular access durability. American journal of physiology. Renal physiology 316, F794-f806, 
doi:10.1152/ajprenal.00440.2018 (2019).

13 Mavrakanas, T. A. & Charytan, D. M. Cardiovascular complications in chronic dialysis patients. 
Current opinion in nephrology and hypertension 25, 536-544, doi:10.1097/mnh.0000000000000280 
(2016).

14 Scheltinga, M. R., van Hoek, F. & Bruijninckx, C. M. Time of onset in haemodialysis access-induced 
distal ischaemia (HAIDI) is related to the access type. Nephrology, dialysis, transplantation : official 
publication of the European Dialysis and Transplant Association - European Renal Association 24, 
3198-3204, doi:10.1093/ndt/gfp200 (2009).

15 Thamer, M. et al. Medicare Costs Associated With Arteriovenous Fistulas Among US Hemodialysis 
Patients. Am J Kidney Dis 72, 10-18, doi:10.1053/j.ajkd.2018.01.034 (2018).

16 Jones, R. G. & Morgan, R. A. A Review of the Current Status of Percutaneous Endovascular 
Arteriovenous Fistula Creation for Haemodialysis Access. Cardiovascular and interventional 
radiology 42, 1-9, doi:10.1007/s00270-018-2037-6 (2019).



114 CHAPTER 7

17 Desai, S., Mitra, A., Arkans, E. & Singh, T. M. Early application of an intermittent pneumatic 
compression device is safe and results in proximal arteriovenous fistula enlargement. The journal 
of vascular access 20, 24-30, doi:10.1177/1129729818773295 (2019).

18 Aragoncillo, I. et al. Rationale and design of the PHYSICALFAV trial: a randomized controlled trial 
to evaluate the effect of preoperative isometric exercise on vascular calibre and maturation of 
autologous arteriovenous fistulas. Clinical kidney journal 11, 841-845, doi:10.1093/ckj/sfy046 
(2018).

19 Wilschut, E. D. et al. Supervised preoperative forearm exercise to increase blood vessel diameter 
in patients requiring an arteriovenous access for hemodialysis: rationale and design of the PINCH 
trial. The journal of vascular access 19, 84-88, doi:10.5301/jva.5000826 (2018).

20 Nath, K. A. & Allon, M. Challenges in Developing New Therapies for Vascular Access Dysfunction. 
Clinical journal of the American Society of Nephrology : CJASN 12, 2053-2055, doi:10.2215/
cjn.06650617 (2017).

21 https://clinicaltrials.gov/ct2/show/study/NCT02414841.
22 https://clinicaltrials.gov/ct2/show/NCT03183245.
23 Lawson, J. H. et al. Bioengineered human acellular vessels for dialysis access in patients with end-

stage renal disease: two phase 2 single-arm trials. Lancet 387, 2026-2034, doi:10.1016/s0140-
6736(16)00557-2 (2016).

24 Standardization, I. O. f. Cardiovascular implants and extracorporeal systems -- Vascular prostheses 
-- Tubular vascular grafts and vascular patches : ISO 7198:2016 11.040.40  Implants for surgery, 
prosthetics and orthotics (2016).

25 Nieponice, A. et al. Development of a tissue-engineered vascular graft combining a biodegradable 
scaffold, muscle-derived stem cells and a rotational vacuum seeding technique. Biomaterials 29, 
825-833, doi:10.1016/j.biomaterials.2007.10.044 (2008).

26 Laterreur, V. et al. Comparison of the direct burst pressure and the ring tensile test methods for 
mechanical characterization of tissue-engineered vascular substitutes. Journal of the mechanical 
behavior of biomedical materials 34, 253-263, doi:10.1016/j.jmbbm.2014.02.017 (2014).

27 Yao, L., Liu, J. & Andreadis, S. T. Composite fibrin scaffolds increase mechanical strength and 
preserve contractility of tissue engineered blood vessels. Pharmaceutical research 25, 1212-
1221, doi:10.1007/s11095-007-9499-6 (2008).

28 Stankus, J. J. et al. Fabrication of cell microintegrated blood vessel constructs through 
electrohydrodynamic atomization. Biomaterials 28, 2738-2746, doi:10.1016/j.
biomaterials.2007.02.012 (2007).

29 Seliktar, D., Black, R. A., Vito, R. P. & Nerem, R. M. Dynamic mechanical conditioning of collagen-
gel blood vessel constructs induces remodeling in vitro. Annals of biomedical engineering 28, 
351-362, doi:10.1114/1.275 (2000).

30 Rothuizen, T. C. et al. Tailoring the foreign body response for in situ vascular tissue engineering. 
Tissue Eng Part C Methods 21, 436-446, doi:10.1089/ten.TEC.2014.0264 (2015).

31 Meek, M. E. et al. Chloroform: exposure estimation, hazard characterization, and exposure-
response analysis. Journal of toxicology and environmental health. Part B, Critical reviews 5, 283-
334, doi:10.1080/10937400290070080 (2002).

32 Miller, C., A, B., Koenig & L, J. A review of polymer dissolution. Prog Polym Sci (Oxford). Progress 
in Polymer Science 28, 1223, doi:10.1016/S0079-6700(03)00045-5 (2003).

33 Green, S. B. Can animal data translate to innovations necessary for a new era of patient-centred 
and individualised healthcare? Bias in preclinical animal research. BMC Med Ethics 16, 53-53, 
doi:10.1186/s12910-015-0043-7 (2015).



SUMMARY AND DISCUSSION 115

7

34 Bezhaeva, T. et al. Contribution of bone marrow-derived cells to in situ engineered tissue 
capsules in a rat model of chronic kidney disease. Biomaterials 194, 47-56, doi:10.1016/j.
biomaterials.2018.12.014 (2019).

35 Lee, T., Barker, J. & Allon, M. Needle Infiltration of Arteriovenous Fistulae in Hemodialysis: Risk 
Factors and Consequences. American journal of kidney diseases : the official journal of the 
National Kidney Foundation 47, 1020-1026, doi:10.1053/j.ajkd.2006.02.181 (2006).

36 Pike, M. et al. The association of exercise and sedentary behaviours with incident end-stage 
renal disease: the Southern Community Cohort Study. BMJ open 9, e030661, doi:10.1136/
bmjopen-2019-030661 (2019).

37 Hammes, M. Hemodynamic and biologic determinates of arteriovenous fistula outcomes in renal 
failure patients. Biomed Res Int 2015, 171674-171674, doi:10.1155/2015/171674 (2015).


