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Central dialys kateter(CVC): fakta
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Figure 1. Kaplan-Meier survival curves for all-cause mortality for the whole cohort (A) (n 3381) and the propensity score-matched cohort (B) (n 1479) for patients with arteriovenous fistula (AVF)versus

catheters.

Polkinghorne et al. JASN. 2004;15:477-486



Table 1.

Summary of absolute risks of death from all causes, major cardiovascular events, and fatal infections associated with dialysis vascular access types

Reference Annual Event Risk® Vascular Access Comparison Meta-Analytical RR (95% CI) Heterogeneity (I%; P Value) Number of Additional Events per 1000 Patients Exposed per Year (95% CI)

All-cause mortality
0.20 for fistula users
0.24 for graft users

0.20 for fistula users

Major cardiovascular events

0.10 for fistula users

0.11 for graft users

0.10 for fistula users
Fatal infections

0.03 for fistula users

0.04 for graft users

0.03 for fistula users

Catheter versus fistula
Catheter versus graft

Graft versus fistula

Catheter versus fistula
Catheter versus graft

Graft versus fistula

Catheter versus fistula
Catheter versus graft

Graft versus fistula

1.53 (1.40-1.67)
1.38 (1.25-1.52)
1.18 (1.09-1.27)

1.38 (1.24-1.54)
1.26 (1.11-1.43)
1.07 (0.95-1.21)

2.12 (1.79-2.52)
1.49 (1.15-1.93)
1.36 (1.17-1.58)

83.9%; <0.01
86.2%; <0.01
82.1%; <0.01

0%; 0.47
0%; 0.57
0%; 0.52

0%; 0.82
0%; 0.23
0%; 0.78

106 (80-134) excess with catheter
91 (60-125) excess with catheter
36 (18-54) excess with graft

38 (24-54) excess with catheter
28 (12-46) excess with catheter
7 (-5-21)" excess with graft

28 (20-38) excess with catheter
17 [5-32) excess with catheter
9 (4-15) excess with graft

30utcome measure includes all-cause mortality, fatal or nonfatal cardiovascular events, and fatal infection events as defined in each study, with RRs obtained from the meta-analysis. Reference risks are from the United States Renal Data System.t

PThe 9594 CI includes negative numbers, indicating that the superiority of graft versus fistula for cardiovascular events is uncertain (the 95% CI ranges between 5 fewer events and 21 in excess with grafts).

Ravani et al. JASN. 2013;24(3):465-473



Central dialys kateter: Forsamrad
fistelfunktion (AVF)
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h \ Overlevnadskurvor kumulativ patency (A) 1140 patients:

XIE N arteriovenous fistulas(AVF) versus arteriovenous

\{_ grafts(AVG) (hazard ratio [HR], 0.99; 95% confidence

g k interval [CI], 0.79-1.23). (B) 714 patients efter 426 primart
) i (N : ~—— utan funktion: arteriovenous fistulas versus arteriovenous
: ™ grafts (HR, 0.56; 95% CI, 0.43-0.74).

Lok et al. cJASN. 2013; 8(5): 810-818
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CDK: arteriovenous grafts (AVG)
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Central dialys kateter: gor ratt forsta gangen
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< N = 144 patienter startar HD
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Murray et al Nephrol Dial Trans 2018 ;33(7):1244



ITT in treatment time

Day 1 ITT with TCVC ITT with AVF - Challenging ITT with AVF - Straightforward

CDK-
switch

Murray et al Nephrol Dial Trans 2018 ;33(7):1244




Belfast Practice: tid till CDK borttagande

461 patienter med HD >360 dagar
Medel Median
* 11 temporora CDK (AVF miscannulation) S

. 2015-23 30 304 282
« En for 6, tva for 8 veckor
281 CDK starter

/8 CDK tas bort fungerande AV access (4 AV grafts)

Medeltid till borttagande 399 dagar, median 328 dagar!
« Range 38-1392 dagar



Central venous catheters (CDK): sammanfattning

AVFs inte utan problem

« Failure rates — andel inte fungerande

« Mogna fistlar som inte anvands for dialys

* Aneurysms / steal syndrome / high output hjartsvikt

Catheters kommer vi alltid att ha

* Akut haemodialysis

« Finns inget val — inga tillgangliga karl artar .ven

« Dalig prognos

- Patient val Right access, right patient, right time, right reason

Tider forandras...

- Battre katetervard

- Aldre dialyspatienter med mer co-morbidititeter

« AV grafts ocksa tidigare punktionsgraft( ecAVGs)



Central venous catheters CDK:
sammanfattning

Liknar transplantation (tx)

 For de med god prognos, Tx and AVF bast

* FOr bade Tx and AVF, det kommer en punkt dar risk och
fordel ar mindre fordelaktigt

« Malet ar ratt access forsta gangen: byta access kostar
pengar och kan medfora sjuklighet

* Vi maste acceptera att for en del patienter vet vi inte + vi
maste acceptera att delta i randomiserad kontrollerade

studier (RCT)



Belfast Experience

CDK : nar de ar bra ar de mycket bra



Catheters(CDK): nar de ar bra...

IM HD start vid 78 aa via a brachicephalica AVF

« Utvecklade en resistent mid-cephalic stenos
« Tva partiellt lyckade atgarder
« Aterfick stenos kort darefter

« Stent overvagdes men skulle bli | kanyleringsomradet+ patienten var
tveksam

Ttur;tnellerad dialysis catheter inlagd 11 manader after HD
sta

* Fungerade >10 years
 Inga interventioner, inget kateterlas med trombolys!



Catheters(CDK): nar de ar daliga...

GR, 60 ar kand pa njurmedicin
« HD start | samband med akut sjukdom Dec 2022
» Vanstersidig brachiocepahl AVF anlagd 6 weeks senare

Ir}:la%d) 10 dagar senare med CDK (? ) sepsis (koagulas negative stafylokock —coag ve-
stap

» Bara en odling positive + snabbt insatt pa antibiotika
» Utskriven efter 4 veckors antibiotikabehandling , invantar mognad av AVF

Two veckor senare, aterinlagd med feber
» CDK togs bort

Ekocardiografi (ECHO)






Pulmonalisangio

« Stor hogersidig arteriell trombos med flera sma pulmonella

embolier i hoger nedre lunglob
Grans hoger hjartsvikt med ratio hoger formak till hoger

kammare 3.8-3.7 cm.

* AVF stickstart efter 4 veckor +2dagar efter anlaggning
* Nedtagen fran TX-vantelista



Belfast data / var enhet

M Corr, A Masengu, J Hanko



Belfast Data

Vi granska alla starter | njurersattande behandling (RRT) arligen
* Inkluderar alla som ar kanda >90 dagar
« Fokuserar pa HD starter med CDK + kategoriseras som ‘optimal’ vs ‘suboptimal’

2011 - 2020

Total 356 HD starts kanda inom njurmedicin >90 days
Exkluderade

« Transplanted = 80 (42 inom ett ar, 63 inom 2 ar)

» Aterfick njurfunktionen = 8

« PD=10

» Ovriga =4



Inkluderade patienter som fortsatte HD = 254

« Andrad HD cohort

e All 1st ever RRT known >90d

« 2011-2015 = 290
* Preemptive Tx =17% (48) (TX utan foregaende dialys)
« PD=17% (50)
 HD =66% (192)
« 2016-2020 = 307
* Preemptive Tx = 28% (86)
 PD =18% (56)
* HD = 54% (165)

» <15% of kroniska HD patienter aktuella for transplantation



‘Optimala’ CDK starter (N = 91)

45% akut forsamring av kronisk njursvikt (n = 41)
« Efter 3m before HD, eGFR >20 if aged <70, eGFR >15 if >70 yoa

27% inga vener for AVF vid karlmappingt (n = 25)

8% started val behandlingsform inom 90 dagar (n = 7)
13% predialysis misslyckade AVF anlaggningar (n = 12)

7% AVF mogna men stickproblem + CDK ut inom 4 wks (n = 6)



Suboptimala CDK starter (N = 67)

37% sent / ingen remiss for access bedomning (n = 25)
28% olamplig / sen andring av behandlingsform (n = 19)
19% drojsmal med anlaggning av AVF (n = 13)

15% dalig foljsamhet patient (n = 10)



Hela cohorten = 254v

AVF vid HD start = 96

CDK vid HD start = 158

Valfungerande CDK = 91

Suboptimal funktion CDK =
67

Alder
Median ar

Diabetis nephropati

72 30 (31%) 56 (58%)
71 57 (36%) 88 (56%)
70 30 (33%) 51 (56%)
72 27 (40%) 37 (55%)

Kon och diabetesnefropati status utan 6kning av suboptimala CDK vid start



Tid kdand pa njurmedicinenheten

Hazard ratio for suboptimal start

15t Quartile (92 — 606 days)

2nd Quartile (606 — 1576)

3rd Quartile (1576 — 3092)

4t Quartile (3092 — 9175)

2.95 (95% Cl: 1.98 — 6.03)

1.31 (95% Cl: 0.79 — 1.32)

0.66 (95% Cl: 0.48 — 0.91)

2.38 (95% Cl: 1.29 - 5.14)



Total = 254 2 ars mortalitet 5 ars mortalitet

AVF at HD start = 96 30% (29 / 96) 55% (40 /73)

CDK vid HD start = 158 46% (731 158) 83% (106 / 128)

Optimal CDK = 91 53% (48 /91) 87% (66/76)  12% used AVF
Suboptimal CDK = 67 37% (25/67) 77% (40/52)  24% used AVF

Mean overlevnad i AVF group 2.53 years vs 1.97 years | CDK grupp (p-value 0.002)
Mean overlevnad optimal CDK grupp 1.4 years vs 2.31 years in suboptimal grupp (p-value 0.16)
Ingen significant skillnad AVF vs suboptimal group (p-value 0.31)



‘Optimala’ CDK starter (N=91)

45% akut forsamring av kronisk njursvikt (n = 41)

« 26% av alla CDK starter ar kanda pa njurmedicin’
 Vid 3man fore HD, eGFR >20 om alder<70, eGFR >15 if >70 ar

GRAFTS!

27% inga vener for AVF vid karlmapping (n = 25)
VEIN PRESERVATION!

* 8% ended up on chosen modality within 90 days (n = 7)
* 13% predialysis failed AVF creation (n = 12)
* 7% AVF ready but cannulation issues + line out at 4 wks (n = 6)



Proportion av patienter som startar njurersattande behandling RRT(renal
replacement therapy) modalities fran njurmedicinska kliniker
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Sammanfattning

AVF bast for de med god prognos

Otillrackligt evidens for rekommendationer for accessval till olika patientgrupper
Dalig prognosis for hemodialys
‘Crash landers’ — akut starter inclusive de som ar kanda pa njurmedicin
Inga venor for AVF

Vi behover multicentre RCTs (OASIS)

Slutsats:
CDK ar inte sista mojligheten for alla
Ett korrekt val overvagt val for vissa

CDK anvandning ska granskas for att sakerstalla att de inte accepteras som
standard for en suboptimal medicinsk vard eller system problem.
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