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EMIANOIEZ AITTEIAKHZ NMPOZMNMEAAZHZ

Central venous catheter (CVC)

Autogenous arteriovenous fistula (AVF) Nonautogenous arteriovenous graft (AVG)

A CVCisinserted in the neckwith &
the tip of the catheter placedin
the middle of the right atriumy S
The catheter is used for hemodialysist

-

: o Tl

A prosthetic tube is connected on one
end to an artery and on the other end
to a vein. The prosthetic tube is
cannulated for hemodialysis.

An anastomosis is made between an artery
and a vein. The matured vein is cannulated

for hemodialysis.

Blood flow to and
from hemodialysis

C. Lok, Am J Kidney Dis. 85(2):236-252.



EMINOIEZ ATTEIAKHZ NMPOZMNEAAZHZ

Arteriovenous access types and configurations for hemodialysis

Autogenous arteriovenous fistula (AVF)

AVF is created by the direct anastomosis of an artery (3) and a vein (v).

B Possible AVF access sites
) .;’1) Wrist radiocephalic
V?\\ =~ (anatomic snuffbox)

%)
o

(2\, Distal radiocephalic

@) Proximal radiocephalic
Q\, Transposed radiobasilic

(S_} Antecubital artery-

Brachiala \ perforating ve:
CephalicV ——8 —— \ -
(&) Brachiocephalic
7\

(7) Transposed brachiobasilic

The most common AVF sites are

the radiocephalic, brachiocephalic,
and brachiobasilic with a transpased
basilic vein

Brachiocephalic fistula
Median \

, / cubital v

B 1 o samUnary
Medlan
anle rad'ualy

LUlmr a
Basilicv

Ligaleda@l

cephalic v
/£

| During maturation, the vein dilates
and its wall thickens. The mature
cutflow vein allows repeated
cannulation for hemodialysis.

Nonautogenous arteriovenous graft (AVG)

AVG is created by the anastomosis of nonautogenous
material between an artery and a vein.

= #
= «,d
/ \*“\ 4

<3
4
Cephalic v—
Basilicv
Brachial-axillary
straight graft

Brachial a
/T Median cubital v

) ._—————— Brachial-antecubital

forearm loop
‘ T Median antecubital v
The most common AVG configurations
are the brachial-antecubital vein
{forearm loop and brachial-axaliary
| vein upper arm straight grafts.
Brachial-antecubital fmearm loop
/ ;

The nonautogenous material allows

Charmaine Lok, JAMA, 2024;331;(15):1307-1317.



EMINOIEZ ATTEIAKHZ NMPOZMNEAAXZHZ

A: subclavian artery
B: subclavian vein

C: necklace hemodialysis graft
A
~

Price A. Journal of Vascular and Interventional Radiology, 2013; 25, 199-205




EMINOIEZ ATTEIAKHZ NMPOZMNEAAZHZ

o Exhausted upper extremity access sites
® Untreatable central venous stenosis

-

* Maintain on HD
¢ PD not an option

. <

LE - PDVA

= ~lv

AVF
L * HeRO™ device
¢ Femoaoral v. transposition

¢ Consider modality change
to peritoneal dialysis

s pgreater saphenous v. : up:erhth;glh loop e Femoral CVC
transposition mid-thigh loop

V. Parekh, Clin 3 Am Soc Nephrol 11: 1693-1702, September, 2016



EMIANOIEZ ATTEIAKHZ NMPOZMNMEAAZHZ
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9 [ & 1
/ —L Superficial
Common — g femoral
Transposed ferporal | ey
\ ; femoral vein in vein |
subcutaneous ||
‘| ’ tunnel |
Superficial — £ 4
femoral i | :
o / Great
! | saphenous
| ~ vein loop
| / | —
| /

Figure 2. | Schematic representation of transposed femoral vein to

Figure 4. | Schematic representation of a thigh arteriovenous graft.
femoral artery lower extremity fistula.

Figure 3. | Schematic representation of great saphenous vein looped
arteriovenous fistula.

V. Parekh, Clin J Am Soc Nephrol 11: 1693-1702, September, 2016



EMIANOINEZ AITEIAKHZ NMPOZNEAAZHX

raft
Component
HeRO Outflow
Component
Titanium
Connector

Dialysis Outflow
omponent

Access A/C

Area
Gratt Rings

HoRO Graft -~
Component

2 Radiopaque
(0-PTFE) ' U

4— Artenal

Anastomosis

T. Tabriz, Semin Intervent Radiol 2022;39:82—-89




EMINAOINEZ AITEIAKHZ NMPOXZNEAAZHX

¢ Endovascular fistula creation

Catheterin
ulnar vein

Catheterin
ulnar artery

Perforating vein

Cephalic vein ‘
\‘*

Brachial artery o~
o= _—
s | s—

________

Radial artery

Basilic vein

Ulnar artery RF electrode

Lawson, J.H, Nat Rev Nephrol 16, 586—-602 (2020).



2YI'KPIZH AITEIAKQN NMPOZMNMEAAZEQN

E] Comparison of arteriovenous access types

Procedure and indications

Time to usage
complications and duration

Risks of possible

Patient
satisfaction

eriovenous fistula (AVF)

An anastomosis is made between an artery
and a vein. The matured vein is cannulated
for hemodialysis.

Blood flow to and
from hemodialysis
machine

» Preferred vascular access type if the

\  patient’s risk of maturation failure is low

/ » (Catheter is required if dialysis is needed before
fgtula maturation

* 2-to 6-mo maturation time
* 20%-60% Risk of maturation failure
* Long term

May need multiple interventions to facilitate
maturation

« Stenosis (11%-16% risk) and thrombosis

» Aneurysm (risk worsened by poor
cannulation, high flows, and stenosis)

« Steal syndrome (greater in arm vs forearm)

« High-output heart failure

« Infection risk dependent on cannulation technique
(lowest risk with rope ladder cannulation)

Fistulas that achieve unassisted maturation
have fewest complications

» Can bathe, shower, and swim
» High patient satisfaction

arteriovenous graft (AVG)

A prosthetic tube is connected on one
end to an artery and on the other end
to a vein. The prosthetic tube is
cannulated for hemodialysis.

F > Ma‘yvbe used when dialysis is urgently needed

J» May facilitate the dilation of the outflow vein
%" and future AVF options

» 2 to 4 wk to cannulation (if standard graft)

» Can use within 72 h if using
early-cannulation graft

* Long term

« Stenosis (35% risk) and thrombosis (3x greater
risk than fistulas after first year)

Pseudoaneurysm (worsened by poor

cannulation, high flows, and stenosis)

Steal syndrome (greater in arm vs forearm)
High-output heart failure risk typically

less than with fistulas

Infection risk slightly greater than or similar to
that with fistulas but less than that with catheters

Can bathe, shower, and swim
Moderate patient satisfaction

May need multiple interventions to maintain patency

Central venous catheter (CVC)

A CVC is inserted in the neckwith
the tip of the catheter placed,in
the middle of the right atrium.

» Used temporarily when dialysis is urgently needed
or while waiting for fistula or graft to mature

» Can also be used for long-term access
if other options are not appropriate |

* Immediately usable
« Short or long term

May require multiple catheter changes
« Central venous stenosis or occlusion

(may prevent future fistula or graft creation)
« Greatest risk of infection across

all vascular access types

» Catheter displacement risk (may fall out
or become embedded in heart or blood vessels)

¢ Cannot shower without proper
protection and cannot swim

« Variable patient satisfaction

* No cannulation pain

Charmaine Lok, JAMA, 2024;331;(15):1307-1317.



2YI'KPIZH AITEIAKQN NMPOZMEAAZEQN

Comparison of arteriovenous access characteristics

Time to usage and durability Risk of complications Health care needs
Immediate Adequate blood Long lasting Infection Stenosis and Cardiac Steal Additional Additional remedial
use g flow for dialysis g (=2y) g thrombosis g complications g syndrome | hospital visits g procedures
m No Yes Yes Lowd-medium ;| Low-mediumP |  High : High Reduced® Reducedd
AVG Yes® i Yes Yesf Low-medium | Low-medium9 { Medium | Medium Reduced Reducedfh
CvcC Yes Yes! Sometimes High High! Low Low Increased Increased
# With rope ladder cannulation. € Low thrombosis risk short term, but higher risk long term.
b After successful maturation and use. h Autogenous arteriovenous graft needs procedures to maintain patency.
© Reduced complications requiring hospital admission. ' Depends on prescription, including dialysis duration and blood pump speed of

9 Needs procedure to start using AVF. dialysis machine.

© With use of early-cannulation graft. I Central vein stenosis and CVC lumen thrombosis.

f Short-term patency improvement with acetylsalicylic acid/dipyridamole
or fish oil.

Charmaine Lok, JAMA, 2024;331;(15):1307-1317.



2YI'KPIZH AITEIAKQN NMPOZMNEAAZEQN

Mortality AVF/AVG versus CVC among Incident patients

Study Name HR LCL UCL
Malas 2015 . 0.69 0.68 0.70
Moist 2015 I . i 0.63 0.57 0.69
Kanza 2016  +4 . | 0.56 0.46 0.63
Mot pooled 0 0 0
05 0.75 Fistula or Graft Catheter 125
1.0

KDOQI Clinical Practice Guideline for Vascular Access: 2019 Update



EMINAOKEZXZ AV access

[ A Common sites of arteriovenous (AV) access stenosis

ALLAV access types can develop stenosis, which may be detected during physical examination

Outflow stM/ outio" e\t

— _ -

Brachiocephélic fistula

Juxta-anastomotic stenosis

SWing segmest “» Outflow stenosis can occur anywhere along

course from anastomotic vein segment
to the heart, including the cephalic arch

_ (within 2 cm from ey S 2t
anastomosis) ow art! > Arterial inflow stenosis is less common
than outflow stenosis in both fistulas and grafts

m : NCE —— - 2 ~~ » Common stenosis sites for grafts
, _ —~ are venous anastomoses

» The most common sites of AV fistula stenosis are
the juxta-anastomotic vein and the cephalic arch

Charmaine Lok, JAMA, 2024;331;(15):1307-1317.



EMINAOKEZ AVF & AVG

/7
0‘0

H @AeBIKA oTEVWON €ival N cuxXvoTEPN AYYEIOYPAPIKN
BAGRBN TTOU TTOPATNPEITAI OTAV ATTOTUXIO WPIMAVONG TNG

AVF kal otnv atrotuyia Tou AVG.

<+ H oTtévwon otnv AVF spaviletal ouxvotepa oTnv AVF Maturation
Trepioxn ditrAa otnv avacTtopwaon tng AVF (juxta- SREEES
anastomotic region)
<+ H utrepmrAacia Tou Eow xiITwva (intimal hyperplasia) civai
N ouxvoTePN I0TOAOYIKN BAGBN TTOU epgavideTal oTNV
arrotuyia wpipgavong tng AVF.
AVG Failure

<+ H otévwon oto AVG cpavileTal ouxvotepa oTnv

avaoTopwon YETACU PAEBAC Kal pooxeupaTtog (vein-graft
anastomosis) ,evw n UTTEPTTAOCIa TOU £€0W XITWVA gival

N ouxvoTePn I0TOAOYIKN BAGBN TTOU TTaPATNPEITAI
C. Lok, Am J Kidney Dis. 85(2):236-252.




EMINAOKEZ AV access

Figure 4. Arteriovenous Access Problems

Charmaine Lok, JAMA, 2024;331;(15):1307-1317.



Fistula First

70% -

60% |~

50% { e
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§ 40% |
g > - . e Fistula use
€ 30% - - o= w= Graft use
° -~
E o - CVC use >90 days

20% | e eeoe e

10% | \

2004 2005 2006 2007 2008 2009 2010 2011 2012
Year

Gomes, Amanda, Re-envisioning Fistula First in a Patient-Centered Culture. Clinical Journal of the American Society of Nephrology 8(10):p 1791-1797, October 2013.



LIFE PLAN

<+ OedeNWOEG YIa TNV ayyelakn TTpOcRaocn oTnv aipokabapaon gival 1o ESKD Life-Plan, 1o o1roio atroTeAsi pia
€CATOMIKEUMEVN OTPATNYIKNA YIa T {wh pE TEAIKOU oTadiou veppiki vooo (ESKD) kai eiorix6n oTig

KarteuBuvtrpieg Odnyieg Ayyelakng MNMpoopaong tou 2019 (KDOQI).

<+ To ESKD Life-Plan, Tou avamtuocoetal a1ro KOIvoU METASU TOU acBevoug Kal TG OpAdag @povTidag Tou,
gival Evac eCATONIKEUNEVOC «OOIKOC XAPTNS» TwV HEBOOWYV UTTOKATACTAONC TNG VEPPIKNG AEITOUpPYIaC -

aipoka@apon (HD), mrepitovaikn Ka@apon (PD) kal HeETapdOoXEUON VEQPOU - KABWC KAl TWV OXETIKWYV

AYYEIOKWYV TTPOCRACEWYV YIa OAN TN didpKela TNG (WG Tou aoBevoug




LIFE PLAN

ESKD Life-Plan and Associated Access Needs: What's the PLAN?

KRT Modality KRT Modality

Patient is Pre-KRT (HD/PD/Transplant) {HD/PD/Transplant)

Life-Plan
|

See Figure 1.2 ' Figures 1.3-1.6
LChoose Appropriate
Access

Continual re-evaluation & planning

P - Patient
L - Life-Plan
A - Access
N - Needs

ESKD Life-Plan - the individualized set of kidney
replacement modalities to sustain a patient's life with ESKD

A

Access Needs

Contingency Plan - the plan of remedial measures for the
vascular access' anticipated problems

Succession Plan — thoughtful planning for the next dialysis
access before the current access is even created, and revisited
before it fails, that considers the patient's ESKD Life-Plan




LIFE PLAN

— Prognosis ‘ }-ﬂhﬂiﬂﬁ“—{
} N — } }

Artery > 2.0 mm
Vein = 2.5 mm
| No stenosis or

Age > 75 Multiple comorbid Renal Progression Owverall Survival
conditions and/or
poor functional or | | |

I nutritional status** thrombosis
Rapid Slow No other Presence of
life non-renal
threatening life illness
No comorbid l
conditions and
good functional Low likelihood 1
and nutritional of ESRD before Low risk for
death Consider failure to
AVG* mature

|

Consider AVG
at later date

|

» < AVG*

PR AVF* -
*Presumes prognosis acceptable and vascular anatomy criteria met

**Presumes end-of-life care discussions have taken place

Gomes, Amanda, Re-envisioning Fistula First in a Patient-Centered Culture. Clinical Journal of the American Society of Nephrology 8(10):p 1791-1797, October 2013.



MAPATONTEZ NOY KAGOPIZOYN TO LIFE-PLAN
4 )

<+ TEXNIKOI lMTAPAIT'ONTEZX

» IATPIKOI [TAPATONTEZ

v" Ayyeiakr avaTtopia
YYelakn H v NIoBeoIUOTNTA ayyEiWY

v ZuvoonpdtnTeg & nAikia v loTOpIKO TTPONYOUNEVWY

/ \
4 2 4
< MPOTIMHZEIX AXOENOYZX
v Moiétnta {wnig

v Tpooddkipo emBiwong TTPOCTTEAGTEWY

( Etreiyvouoa évapén AK

<+ 2ZTPATHI'IKA 2TOIXEIA

v E o 10c , v' ThBavég eITTAOKES
agia/ Tpé1oC (W
oY porrag dwns v’ ETrépevec TTpooTTEAACEIC
v EmOupia yia yeTapoéoyxeuon
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ENAEIZEIZ XPHZHZ KOK AIMOKAOAPZHX

<+ BpaxyumpoBsoun xpnon:
- Anuioupyia AVF n AVG 1mrou dev Eyouv akoua wpiuaocel & €treiyel n évapen AK
- Ofcia amroppiwn pooxsuuarog rj GAAn etmitTAokr) TTou atraitei AK i PLEX

- AoBeveic o€ meprrovaikn kabapon e EMITAOKES TTOU ATTAITOUV TTpocwPIva AK

- AoBevn ¢ ue {wvra 601N yia NETAUOOXEUON |UE TTPOYPANUOATIONEVN ETTEYPACT OTO APECO PEANOV (TT.X. <90

NUEPEG) TTou Xpelaletal AK

- EmimrAokéc AVF n AVG (11.X. oofapn Aoipwen/Tpauuatioudg) TTou atraitouV TTpOCWIVI) aTToxn aT1ro TN

XpNon MEXP! va eTTIAUBEI TO TTPOBANUA



ENAEIZEIZ XPHZHZ KOK AIMOKAOAPZHX

<+ MakporrpoBsoun n aopiorng d1apKeIagc xpnon:

[TOAANQTTAEC TTPONYOUEVES ATTOTUXNMEVES AYYEIAKES TTPOORLBACEIC XWPIC DIABEDIUEC EVAOAANAKTIKES

lporiunosic acBevoug, 6trou n xprion AV mrpocpacng Ba Tepidpile ooBapd Tnv TToloTnTa (WNAS R TNV

ETTITEUEN OTOXWV CWNC
lNepiopiouévo TPoodOKIpO emifiwong

ATtroucia duvaToTATWYV dnuioupyiac AV TTpooBacng Adyw ouvduaopEVWY TTPORANUATWY apTNPICKAS

E1I0PONG KAl GAEBIKNAG EKpOoNG N o€ BpEpn/maidia e TTOAU HIKPA ayyeEia

EI10IKEC 1ATPIKEC KATAOTAOEIC



Xpnon KOK Aipokddapong
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B. Lazarus, J Am Soc Nephrol. 2025 May 1;36(5):952-966



Xpnon KOK Aipokddapong
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B. Lazarus, J Am Soc Nephrol. 2025 May 1;36(5):952-966



AZOENHZ lNPIN THN ENAP=H EZQNE®PPIKHZ KAOAPZHZ

The Pre-KRT Patient Being Considered for Hemodialysis

What is the likelihood of long-term survival? (eg, > 1 year)
Consider Age, Comorbidities, Functional Status, Social Supports, Patient's Goals and Preferences

Poor: Good:
Watch, Wait and Re-assess Approach . Assess for Appropriateness of AV Access+

P ~

. . . Mo Yes
Has situation changed or improved?

Is this patient a good AVF candidate?

Mo

HD needed (eg, palliative HO"] High likelihood of AVF suocess and limited CVC dependency [consider age, comarbidities,
vessel suitability*) ?; consider vascular sites available, prior access failwre, future access

e sites and possibilities "L'

Consider AVG
[patient preference) No Yes

Consider CVC Consider AVG*
[patient preference]

Is secondary AVF possible when AVG becomes

i ) ic?
*Location needs to consider subsequent problematic?
accesses placements x/' \“1

*iMay use app for guidance Mo Yes
A%ee Guidelines for definition .'](

Continue with AVG

v

®

National
Kidney
Foundation”

KDoQl




A2OENHX 2E AIMOKAOAPZH ME KOK

The Patient Is Already on Hemodialysis With a CVC

Is an AV access appropriate and possible?

Central stenosis, potential access locations, medically & surgically feasible?

+

No Yes

y y

Continue with CVC Is this patient a good AVF candidate?

Consider likelihood of AVF success/ failure (age, comorbidities, vessel suitability*), vascular
sites available, prior access failure, future access sites and possibilities

\’ ¥
/ No Yes

Consider AVG
> Consider AVF

Is secondary AVF possible when AVG becomes
problematic?

v v

Mo Yes

*Location needs to consider subsequent accesses placements

Continue with AVG "May use app for guidance

®

National
Kidney
Foundation”

KDOQI



AZ2OENHZ 2E AK ME ANMOTYXHMENH ®AEBIKH NMPO2BAzH

The Patient Is Already on Hemodialysis With a Failing AV Access

Yes Is the patient using a CVC?

|—- Is AV access appropriate and possible?

Consider central stenosis or ather anatomic barriers, potential access locations,
medically & surgically feasible?

s Y
No Yes'
e ¥

cvC Is this patient a good AVF

candidate?

Consider AVG Y Mo Yes

Is secondary AVF possible when AVG
becomes problematic?

Mo Yes

*Location needs to consider subsequent Yes
access placements

Consider likelihood of AVF success! failure
(=ge, comorbidities, vessal suitability*]),
vascular sites available, prior access failure,
future access sites and possibilities

Is there high risk of AVF maturation

failure and/or prolonged CVC
dependency?

k3

*May use app for guidance

Consider AVF

National
Kidney
Foundation”

KDOQI




AZOENHZ YNO NEPITONAIKH KAGAPZH

The Peritoneal Dialysis Patient is Being Considered for HD (See Table 6.1)

What is the likelihood of long-term survival? (eg, >1 year)

Consider Age, Comorbidities, Functional Status, Social Supports, Patient’s Goals and Preferences

Poor: Good:
—
Watch, Wait, and Re-assess Approach Assess for appropriateness of AV access’
M Yes
Has situation changed or improved? °
Is this patient a good AVF candidate?
No Yas High likelihood of AVF success and limited OVC dependency [consider age, comorbidities,
Nondialytic Care or Palliative HD vessel suitability*®)?; consider vascular sites available, prior access failure, future access
\l’ sites and possibilities
F g
Consider CVC or AVG No Yes

{patient preference) '_/,

I

Is secondary AVF possible when AVG becomes

) i roblematic?
*Location needs to consider subsequent ;, \

access placements
+ May use app for guidance No Yes

¥
®

National
Kidney
Foundation”

Consider

AVF*

KDoQl



METAMOZXEYMENOZ AZOENHZ

The Transplant Patient Being Considered for HD*

What is the likelihood of long-term survival? (eg, >1 year)

Consider Age, Comorbidities, Functional Status, Social Supports, Patient's Goals and Preferences

Poor: Good:
Watch, Wait, and Re-assess Approach > Assess for Appropriateness of AV access*

[ rd N

. . . — Mo Yes
Has situation changed or improwved?

« N Is this patient a good AVF candidate?
M
Nondialytic I:Eu'e?lrmllaltwe HO Yes High likelihood of AVF success and limited OVC dependency [conskder age, comorbidities,
vessel suitability®)?; consider vascular sites available, prior access failure, future access
l / sites and possibilities \

Consider CVC or AVG No ¥
[patient prefarence) / es

I

Is secondary AVF possible when AVG becomes
"Nhen aGFR <30 mUmin/1.73 m?, transplant thl!mahc?

patient should be refemed to nephrologist for m

pre-KRT planning

Consider
*Location needs to consider subsaguent and i Ves AVF*
futura vascular access placemeants “I’
+
May use app for guidance . .
Continue with AVG .

National
Kidney
Foundation”

KDoQl



© Register / Login = Menu

My Vascular
Access

Vascular Access Individualized

[ L&j Clinical Situation Algorithms ]

ﬂ? Vascular Access Selection
Assistant .

[ n Resources ]

Patient Information

Patient Age
Q 59 years or younger

Q 60 to 75 years

O 76 years or older

Need for Dialysis
O Imminent / On dialysis

Q Not imminent

Functional Status | More Info

Q Independent

Q Assisted (lives at home)

O Dependent (lives in a facility)

Patient Anatomy

BMI
Q Normal (less than 30.0)

Q Obese (30.0 to 40.0)

Q Morbidly Obese (40.0 or higher)

Cephalic Vein

O Poor (< 2.0 mm)
O Intermediate (2.0 to 2.5 mm)

O Good (> 2.5 mm)

Basilic Vein

Q Poor (< 2.0 mm)

() Intermediate (2.0 to 2.5 mm)

O Good (> 2.5 mm)

Artery Radial

O <2.0mm

About
[ 0 ] Next =3 () =22.0mm
& Back Next =

X Cancel




Patient Anatomy AV-Access (Fistula or Graft)

BMI Appropriateness Ranking
O Normal (less than 30.0)
Patient Information

@ Obese (30.0 to 40.0) What does this mean? w»
Patient A
Sl O Morbidly Obese (40.0 or higher)
O 59 years or younger Radial-cephalic Fistula
O 60 to 75 years Cephalic Vein *****
@ 76 years or older Q Poor (< 2.0 mm)
Q Intermediate (2.0 to 2.5 mm) Brachial-cephalic Fistula
Need for Dialysis
@ mminent/ on diayis @) o= et ) 6. 0.6 6 ¢
Not imminent . :
O EEELIE AR Forearm Loop AV Graft
Functional Status | More Info Q SeEl (S 2y ***
O Independent @ Intermediate (2.0 to 2.5 mm)
@ Assisted (lives at home) O Good (> 2.5 mm) Upper Arm AV Graft

Q Dependent (lives in a facility) ***
Artery Radial

O <2.0mm Catheter
@ >2.0mm .
X Cancel

X Cancel

More about our process »»



Procedures
2 Vascular

Interventions  Access Team

ESRD Life
Planning Dialysis
Status

Patient )
Preference @ ® ‘

Fistula Optimal
First
Timing of Vascular Life
Access A Expectancy Co-

Morbidities

Selection

Referral \
’

Social & Vascular

Support Access :
situation QL EINES Failed Patient
Accesses WRLUEICILY

Surgeon
Institutional Experience

Resources Patient and

Provider
Logistics

AV-access
Patency




temporary CVC, has potential
living donors, actively working
during day, R hand dominant

2. Transplant

2. BC-AVF (left)

Case Description ESKD Life-Plan Dialysis Access Comments
Modality Choice

14 yo girl Congenital cause of kidney 1. Living donor 1. Transplant- NA |+ Faollow closely, long life
damage, CKD nondialysis transplant 2. PDcatheter anticipated
(eGFR 22 mL/min) has living 2. PD 3. RC-AVF (left) *  Flexibility required - Life-
donor for transplant, active — | 3. Home NHD Plan may change
wants to be a teacher, right & Life-Plan must consider
handed multiple modalities and

optimize dialysis access

GN, on HD; failed PD with 1. Home NHD 1. RC-AVF {left) Anticipating patient will get

transplant - reassess annually
for change in Life-Plan and AV
access needs

DM, HTN, AFib, obese. Copes | 1. IC-HD 1. Early IC-HD most appropriate; poor

poorly and non-adherent to 2. Transplant wait cannulation self care makes patient poor

medical management and list forearm loop home PD or HD candidate =

presented needing to urgently | 3. PD may be graft (right) may change over time —

start HD, works in outdoor possible later 2. BC-AVF reassessment necessary

maintenance, L handed 3. PD catheter

HTM, PCKD; ESKD on HD x7 1. IC-HD 1. CWVC (left, 1) Transplant not an option due

years; R handed; Jehovah 2. PD may be 2. BC-AVF (R) to personal reasons; continue

witness: sudden loss of RC- possible 3. PD catheter to preserve site for future HD

AVF (left) access; patient reluctant to
consider PD due to poor home
situation

Frail, DM, CAD, PVD, urgently | 1. IC-HD 1. BC-AVF (left) Patient likely has limited life

started dialysis, with CVC, 2. PD may be 2. Upper arm graft | expectancy; focus on AV access

lives alone, R handed possible {left) and limiting CVC dependency

3. PD catheter vs preserving sites for future

access

Palliative patient and very frail | 1. IC-HD 1. CVC (right 1)) Patient preference for CVC vs

but still enjoys time with
family

graft for palliative patients




