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Definitions 











AV fistula or graft 











Message: 
 

Better do not use the fistula ≤ 30 days 
after it’s creation; wait until 45 days 



Message: 
 

Overall survival of the fistula does not depend on time interval  
between creation and first use 
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Central double-lumen  
venous catheter for HD 
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Outcomes 
Catheter malfunction Catheter-related infection 



                                     Clotting prophylaxis ? 



AVF vs CVC 









We all know that AV fistula is better, 
however.. 









CVL 78% vs [AVF 21% +AVG 1%] 
 
Driving factor of selection = age 
 
9.8 ± 5.1 vs 14.5 ± 2.8 y. (p<0.001) 
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Key summary points 
 

 

 

 Arterio-venous fistula (AVF)  is recommended as primary permanent vascular 
acccess for hemodialysis in children („fistula first” attitude) 

 Arterio- venous (artificial)  graft (AVG) may be used when endogenous 
vasculature is insufficient to create AVF 

 Time interval > 30 days is suggested between creation and first attempt  

to use of AVF 

 Permanent iv. catheters are regarded as the last choice option, mainly to 
significant catheter-related infection rate 

 High incidence of catheter use is seen in pediatric and adult hemodialysis 
populations,  despite these recommendations 

 Patient’s body  size and dialysis duration expectancy are major determinants of 
vascular access selection: - smaller (younger) patients with poor vascular 

adequacy and shorter waiting for renal transplant = the „catheter first”  policy in 
many centers 



Vascular access to HD  
Patient and his problems 



Case report.  
 

8-years-old boy; eGFR 15 mL/min/1.73m2; CKD due to  steroid-resistant 
(non-genetic) nephrotic syndrome (SRNS); pre-emptive transplantation 

considered; patient’s mother enthusiastic to be a donor (not fully 
evaluated yet) 

Question 1: 

What will be your first option in terms of introducing renal replacement 
therapy (RRT): 

a. Follow mother’s wish; perform all required tests; go for pre-emptive 
transplantation 

b. Create AV-fistula 

c. Insert permanent iv. HD catheter 

d. Implant Tenckhoff catheter 



Living-related transplantation was discouraged,  due to high risk of NS 
recurrence post-transplant. Family does not want peritoneal dialysis. 

Patient is still having proteinuria > 3 g/day. 

Question 2. 

What will be your choice and recommendation of vascular access: 

a. AV fistula 

b. AV graft 

c. Permanent HD iv. catheter 

d. Combination of AV fistula and temporary catheter, as you are afraid, 
that he will need HD before fistula is matured 



AV fistula was created in left forearm.  

Question 3. 
 
Considering the risk of clotting in this patient, what is your suggestion 
about long-term  prophylaxis: 
 
a. Not necessary 
b. Warfarine aimed to INR 2.0 
c. Aspirine  
d. LMWH sc.  

 

 



Unexpected event: patient suddenly deteriorates renal 
function; is oedematic, oliguric, hypertensive; eGFR ↓ 

to 5 mL/min/1.73m2.  
All this happened 21 days after creation of AV-fistula  

Question 4. 

What do you suggest in this situation: 

 

a. Try to use fistula to perform HD 

b. Put temporary iv. catheter and perform HD 

c. Wait and try conservative treatment to overcome the event 

d. Convince the family and introduce (temporarily) peritoneal 
dialysis 



Temporary iv. catheter was inserted and repeated HD 
was initiated. A week later the fistula (never used) has 

clotted, probably due to excessive ultrafiltration. 
Alteplase (thrombolytic)  iv. was not effective. Fistula 

permanently clotted. 

Question 5. 

 What next? 

 

a. Continue HD using temporary catheter; create new AV fistula (upper arm 
maybe?) 

b. Change temporary to permanent iv. catheter; forget fistula 

c. Continue HD using temporary catheter; put the patient on urgent waiting list 
due to lack of permanent vascular access 

d. Switch patient to chronic peritoneal dialysis 
 



Patient received permanent catheter. After 2 months of HD he received 
renal transplant from deceased donor. There was immediate diuresis 

during transplant surgery 

Question 5. 
 What to do with the permanent catheter? 
 
a. Remove immediately; will be not required any more 

 
b. Remove after 6 months; maybe there will be a graft failure 

due to rejection 
 

c. Wait a few days, until you are sure there is no immediate 
recurrence of NS, which will need urgent plasmapheresis 
(using the same catheter)  
 



 Comments 

• Nephrotic patients may accelerate CKD unexpectedly 

• Nephrotic patients are at risk of clotting, also during CKD 

• Do not use AV fistula < 30 days after creation 

• Excessive UF promotes clotting of AV fistula 

• > than half of (non-genetic)  SRNS cases  may recure after 
transplantation; many immediately post-transplant 

• Vacular access in such patient may be useful after 
transplantation to perform plasmapheresis  


