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Background: Optimal vascular access (VA) is vital to all in-centre haemodialysis (IHD) patients, but plays an even more critical role in maintaining independence on Home Haemodialysis (HHD). All major steps in the HHD patient journey – from decision making;  training; self-cannulation to  long term HHD success are dependent on availability of good VA. Although technical failure is rare in HHD, access failure can precipitate IHD. Optimising VA outcomes is the stepping-stone to a successful outcome on HHD. Despite the importance of VA in HHD, there is a distinct lack of literature on this subject. This study attempts to outline the trends of VA outcomes from one of the largest HHD programmes in the UK over a 5 yr period. The aim is to determine incidence, prevalence, access patency rates, practice patterns of VA use and its complications. 

Methods: VA information was analysed from the prospectively maintained HHD database for the period of 2005-2010 for the East Sector Greater Manchester Renal Network. Retrospective data on VA use practice patterns, including catheter complications were obtained from the community team. Greater Manchester Prospective Arteriovenous fistula (AVF) salvage database was utilised to extract information on acute access dysfunction/failure.   

Results: During the study period, 150 patients had undergone training for independent HD at Home. The prevalence of HHD increased from 8.1 to 13.1% of all dialysis during this time. 75% patients were on extended dialysis schedules and undertook frequent self cannulation. Of the incident HHD patients, 79% commenced training with an AVF; in prevalent HHD patients this had risen to 89% AVF prevalence at home (0.5% graft, 10.5% catheter use). Buttonhole needling was higher in patients commencing training (50%) but fell significantly (30%) at 1 year. Cannulation support time was required in about a third of the patients but the amount of support required each year was variable. Maximum support required for all patients was 189 hours/year, with a range between 2-62 hours/year for individual patients. Access retraining episodes were necessary in cases of a new AV access formation, superficialisation surgery or non-dominant arm AVF. Although total AV access failure episodes (defined as inability to dialyse) was higher in HHD compared to MHD (17 v 14%), when analysed for patient numbers, excluding repetitive episodes, this trend reversed (8 v 11%), suggesting an overall superior access survival trend in HHD patients Factors predicting access failure were also analysed. During the 5-year period, for catheter use, 2 episodes of ‘tunnel infections’ and 7 exit site infections but no bacteraemia were reported.  

Conclusions: VA in HHD poses unique challenges. Overall access outcomes for HHD are superior to IHD for both AVF and catheter use. However suboptimal access may contribute significantly to technique failure, substantial additional community support time & loss of independence at home on this modality. The VA benefits observed on HHD, despite frequent access use, less rigorous monitoring and remote base, remain unexplained and merit further exploration.

