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factors influencing the establishment of definitive vascular access in a haemodialysis cohort
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Introduction:  Lack of definitive vascular access (defined as either an arteriovenous fistula (AVF) or arteriovenous graft) in patients requiring chronic haemodialysis (HD) for treatment of established renal failure is associated with increased morbidity and mortality.  The Renal Association guidelines suggest that <20% of patients on long-term HD should rely on central venous catheters as vascular access1.  The National Dialysis Access Survey 20052, showed that our Renal Unit had the lowest percentage of haemodialysis patients with definitive HD access in the 62 centres included in the analysis.  We wished to identify what factors contributed to the low rates of definitive vascular access in our cohort.

Methods:  We carried out a survey of all 126 prevalent patients receiving chronic haemodialysis in our renal unit.  Data was obtained from patient interviews, the regional renal database (Emed) and the patient haemodialysis chart.  In addition, the following comorbidities were noted: presence of diabetes mellitus, ischaemic heart disease, peripheral vascular disease and cerebrovascular disease.

Results:  The mean age of the dialysis patients was 68.7 years. 58% of patients were male. 34% of patients were currently being dialysed using an AVF, 61% had a tunnelled HD line, 4% were using a temporary line and less than 1% using an AVF and a tunnelled line.

Patients who were dialysing using an AVF were more likely to be male (64%).  Of the patients without definitive vascular access, 51% had had at least one attempt at AVF formation surgery and 49% had not had an attempt at AVF surgery.  Patients who have never had AVF surgery had an even gender distribution.  They did not have more co-morbidity than other groups.  The reasons for not having had AVF surgery include: being judged surgically unsuitable (6), on a waiting list for surgery (12), refusal of AVF surgery (12) and never been referred (10).  Patients who refused AVF surgery had a variety of reasons for this decision including seeing other HD having trouble with AVFs, concerns about bleeding and a favourable experience of HD with their current vascular access.  The majority of patients who had never been referred were felt to be medically unsuitable for AVF formation e.g. poor short-term prognosis.  None were “crash-landers” onto HD.

Conclusions:  There are many reasons for the low rates of definitive vascular access in our HD population.  Patients without definitive access did not appear to have higher rates of diabetes or peripheral vascular disease, although female gender was associated with a reduced likelihood of AVF usage.  Previous attention has focused on the streamlining of surgical referrals; however, this study raises several other issues, including those of physician decision making with regard to patient suitability for referral for definitive access and patient choices.
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