HOSPITAL PHYSICIAN

NEPHROLOGY BOARD REVIEW MANUAL

PUBLISHING STAFF

PRESIDENT, PUBLISHER
Bruce M.White

EXECUTIVE EDITOR

Vascular Access for
Hemodialysis

Debra Dreger Series Editor:
Stanley Goldfarb, MD, FACP
ASSOCIATE EDITOR Professor of Medicine
Daryl A. Kovalich TInterim Chairman
Department of Medicine
ASSISTANT EDITOR . . .
Diedre Yoder University of Pennsylvania Health System
Philadelphia, PA
EDITORIAL ASSISTANT ..
Matthew T. Patton Contributing Author:

SPECIAL PROGRAMS DIRECTOR

Borut éiiman, MD
Assistant Professor of Medicine

Barbara T.White Renal-Electrolyte and Hypertension Division
PRODUCTION MANAGER Department of Medicine
Suzanne S. Banish University of Pennsylvania Health System
Philadelphia, PA

PRODUCTION ASSISTANTS
Tish Berchtold Klus
Christie Grams
Mary Beth Cunney

ADVERTISING/PROJECT MANAGER

Table of Contents

Patricia Payne Castle Timing and Placement of Vascular Accesses . .....2
Preoperative Evaluation......................3
NOTE FROM THE PUBLISHER:
This publication has been developed Clinical Selection of Vascular Access
without involvement of or review by the .
Amel"icanBoard0f|nterna|MediCine. MOdallty....o.l...o.l...o.l...o.l.. . ...4
Clinical Monitoring of Vascular Access .........10
Endorsed by the .
ME Association for Hospital Prevention and Treatment of Vascular
Medical Education AccessFailure............covvvenneennn... 11

The Association for Hospital Medical Education
endorses HOSPITAL PHYSICIAN for the pur-
pose of presenting the latest developments in
medical education as they affect residency pro-
grams and clinical hospital practice.

References . ......oveeveeeneeeeneneeenena.ll

Cover Illustration by May S. Cheney

Copyright 2000, Turner White Communications, Inc., 125 Strafford Avenue, Suite 220, Wayne, PA 19087-3391, www.turner-white.com. All
rights reserved. No part of this publication may be reproduced, stored in a retrieval system, or transmitted in any form or by any means,
mechanical, electronic, photocopying, recording, or otherwise, without the prior written permission of Turner White Communications, Inc.
The editors are solely responsible for selecting content. Although the editors take great care to ensure accuracy, Turner White
Communications, Inc., will not be liable for any errors of omission or inaccuracies in this publication. Opinions expressed are those of the
authors and do not necessarily reflect those of Turner White Communications, Inc.

Nephrology Volume 3, Part 3 |
next page ¥ paroTosy



HOSPITAL

PHYSICIAN

NEPHROLOGY BOARD REVIEW MANUAL

Vascular Access for Hemodialysis

Vascular access has remained the Achilles’ heel of
renal replacement therapy since the Quinton-Scribner
shunt was introduced in 1960 and permitted repeated
access to the circulation.! Use of this external arteriove-
nous (AV) shunt allowed for chronic hemodialysis
(HD) in the outpatient setting, but infections and
thrombosis were frequent. Autologous AV fistulas,
introduced by Brescia and Cimino in 1966,> surmount-
ed many problems associated with external shunts and
became the primary vascular access technique outside
the United States.?

Early alternative surgical techniques for constructing
implantable vascular accesses used autologous saphe-
nous vein grafts in the upper extremities to form bridge
AV anastomoses. However, complications (eg, thrombo-
sis, pseudoaneurysm) and high l-year failure rates were
common, and cumulative patency 2 years postconstruc-
tion was only 20%.* Therefore, these early vein grafts
were replaced as newer technologies (eg, implantable
bovine heterografts) became available. Currently, syn-
thetic grafts composed of polytetrafluoroethylene
(PTFE) are the alternatives of choice to autologous AV
fistulas.

The rapid growth of U. S. End-Stage Renal Disease
(ESRD) Program has been accompanied by a
decreased use of native AV fistulas in favor of PTFE
grafts and permanent central venous catheters.>® The
decrease in formation of AV fistulas has been predomi-
nantly attributed to a primary failure of AV fistulas sec-
ondary to diabetes, increased age, and comorbidities of
the dialysis population.

The chronic HD population in the United States has
grown to approximately 300,000 since Medicare cover-
age was extended in 1972 to patients with ESRD. The
current cost of treating the Medicare population of HD
patients is more than $15 billion annually;” half this
amount is spent on delivery of HD procedures, and the
other half is associated with the morbidity and hospital-
izations of ESRD patients. In addition, approximately
one fourth of all hospitalizations for ESRD patients and
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one half of all hospitalization costs are attributable to
vascular access-related morbidity.®

This manual reviews important steps in the manage-
ment of vascular access, including the timing of initial
placement, preoperative evaluation of patients, types of
accesses (catheters, native AV fistulas, PTFE grafts),
monitoring techniques, complications, and prevention
strategies. More detailed reviews are available for read-
ers interested in additional study.>!°

TIMING AND PLACEMENT OF VASCULAR
ACCESSES

CASE PRESENTATIONS
Patient |

A 37year-old man is referred to the nephrology clin-
ic by his primary care physician for initial evaluation of
chronic renal insufficiency and arterial hypertension.

The patient’s history is significant for hypertension
that was diagnosed at age 18 years; since that time, the
patient has followed his treatment regimen irregularly.
Previous evaluation of the patient revealed no secondary
causes of hypertension. The patient has a strong family
history of hypertension.

At the time of presentation, the patient denies any
specific symptoms. Physical examination reveals signs
of hypertensive cardiomyopathy. His blood pressure is
170/105 mm Hg, and his serum creatinine level is
6.0 mg/dL. Retroperitoneal ultrasound reveals relative-
ly small kidneys with increased echogenicity.

Patient 2

A bbyear-old man is referred from a diabetic specialty
clinic to a nephrology clinic for evaluation of increased
serum creatinine levels and nephrotic range proteinuria.

The patient reports the recent onset of lower
extremity swelling and dyspnea on exertion. His past
medical history is significant for a 7-year history of
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