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pumped at high speed around the
dialysis machine. The three main options
for vascular access are AVF, synthetic
grafts and central venous catheters. 
The AVF is the vascular access of choice.
AVFs are surgically formed by joining an
artery to a vein. A newly created AVF
takes six to eight weeks to mature and
be useable. NICE recommends creating
the AVF six months before the
anticipated start of dialysis to allow for
maturation and the possibility of the first
fistula failing or the need for further
interventions prior to use.3

Patients with CKD 3 who may
progress to ESRD should have vein
preservation at an early stage. This
involves avoidance of blood pressure
measurement and venesection in the
non-dominant arm. Vein preservation
enhances the chances of forming a
functional AVF in the future. 

PRIMARY CARE MANAGEMENT
Dialysis patients are a vulnerable cohort
with increased cardiovascular morbidity
and mortality when compared with the
general population. They are also
susceptible to infection. Dialysis patients
should receive an annual flu vaccination.
Other vaccinations should be
administered according to the general
population guidance.

Nutrition
Dialysis patients are a high-risk group
for malnutrition, see table 3, left; it has
been suggested that the incidence of
malnutrition can be as high as 40%.6
The causes are multifactorial including
dialysis related nutritional losses, the
catabolic effect of dialysis itself, and the
often advanced age of those on dialysis.
Malnutrition has been shown to increase
the risk of morbidity and mortality in this
patient cohort; therefore the
importance of optimising nutritional
status cannot be underestimated. 

Smoking cessation 
The leading cause of mortality in
patients with ESRD remains
cardiovascular disease, see figure 2,
below. Smoking cessation advice is
crucial for dialysis patients as smoking
has been shown to be associated with
increased morbidity and mortality in
patients with chronic kidney disease.7,8
Many hospitals and community
practices have access to smoking
cessation teams. 

Sepsis
Dialysis catheters, grafts and AVFs 
can all become infected. Vascular
access associated infections can be

have longer and more frequent dialysis
(e.g. nocturnal dialysis) which achieves a
homoeostatic state more similar to that
of healthy kidneys. This results in
reduced dietary and fluid restrictions
and a need for fewer additional
antihypertensive medications. 

Training for home haemodialysis
typically involves 4.5-6 hours/day for
five days a week for three to eight
weeks. If patients are already proficient
at accessing their arteriovenous fistula
(AVF) or graft, training can be shorter.
Most people train in conjunction with a
partner or carer. 

Access to advice 24 hours a day and
regular visits from a home haemodialysis
nurse specialist are standard. 

Vascular access and vein preservation
Patients on haemodialysis require
vascular access to allow blood to be »

Table 3

Risk factors for malnutrition in dialysis patients

Assessment

Biochemical

Other parameters

Indices

•Albumin below normal range
•Albumin < 30 mg/dl (for maintenance haemodialysis
patients, as levels vary according to stage of CKD)
• Low predialysis creatinine, phosphate, urea and
potassium
•Cholesterol < 3.8

•BMI < 20 kg/m2

•Continuous decline in weight, skinfold thickness, 
midarm muscle circumference
•Body weight < 90% of ideal
•Poor muscle strength


