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particularly serious and lead to
dissemination of infection 
(e.g. endocarditis, discitis, osteomyelitis).
One in five of these cases are fatal.8
Pyrexia and rigors are highly predictive
of positive blood cultures in dialysis
patients with tunnelled dialysis
catheters.9,10,11 Table 4, below, illustrates
symptoms suggestive of potential
access infection. Any suspicion of
infection related to dialysis access
should be discussed urgently with the
dialysis team. 

Infection of peritoneal dialysis
catheters is associated with the
development of peritoneal dialysis
peritonitis; reported rates vary from 0.06
to 1.66 episodes per patient year.12
If identified early, it is often possible to
manage this without removing the
catheter allowing the patient to remain
on peritoneal dialysis. Peritoneal dialysis
peritonitis contributes to 2-6% of deaths

of patients on peritoneal dialysis and is
associated with 20% of peritoneal
dialysis failures.13 Ensuring high
standards of hygiene and close attention
to detail when performing peritoneal
dialysis can reduce the risk of peritonitis.13
The 2016 International Society of
Peritoneal Dialysis update recommends
antifungal prophylaxis (e.g. oral nystatin
or fluconazole) in all peritoneal dialysis
patients who receive a course of
antibiotics.14 This is because the majority
of cases of fungal peritonitis are
preceded by courses of antibiotics.14,15

In addition, many patients are
troubled by constipation which can
interfere with the effectiveness of
peritoneal dialysis, see table 4, below.

The short- and long-term
complications of haemodialysis are
shown in table 5, below. For patients
who have been on dialysis long term,
malnutrition, renal bone disease,
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End stage renal disease (ESRD) can be defined as
the requirement for kidney transplantation or dialysis
therapy. In the UK in 2016, of the 63,162 people receiving
renal replacement therapy 53% were renal transplant
recipients, 41% were on haemodialysis and 6% were on
peritoneal dialysis. The most common known causes of
ESRD are diabetic nephropathy, glomerulonephritides,
pyelonephritis, hypertension, polycystic kidney disease 
and renovascular disease.

Dialysis should be started when: symptoms of uraemia 
impact on day to day living; the need is indicated by
biochemical measures or uncontrollable fluid overload or
at an eGFR of 5-7 ml/min/1.73 m2 in the absence of
symptoms. The choice of dialysis modality is influenced
by the individual’s functional status, social circumstances
and confidence.

In peritoneal dialysis solutes and water pass from 
the blood into the peritoneal fluid by diffusion and osmosis
and the fluid is then drained via the catheter. Advantages
include independence from hospital, flexibility, lack of
requirement for vascular access and preservation of
residual renal function.

With haemodialysis blood passes through a dialysis 
machine where a selectively permeable synthetic
membrane separates it from the dialysis fluid. Solutes and
water move from the blood into this fluid by diffusion and
osmosis. Home haemodialysis enables patients to have
longer and more frequent dialysis resulting in reduced
dietary and fluid restrictions and a need for fewer
additional antihypertensive medications.

Dialysis patients are a vulnerable cohort of patients 
with increased general and cardiovascular morbidity. 
They are also susceptible to infection and should receive 
an annual flu vaccination. Malnutrition from dialysis related
nutritional losses, the catabolic effect of dialysis itself, and
the often advanced age of those on dialysis has been
shown to increase the risk of morbidity and mortality.

Dialysis catheters, grafts and arteriovenous fistulae 
can all become infected. Vascular access associated
infections can be particularly serious and lead to
dissemination of infection (e.g. endocarditis, discitis,
osteomyelitis). One in five of these cases are fatal. Pyrexia
and rigors are highly predictive of positive blood cultures in
dialysis patients with tunnelled dialysis catheters. Any
suspicion of infection related to dialysis access should be
discussed urgently with the dialysis team. Infection of
peritoneal dialysis catheters is associated with the
development of peritoneal dialysis peritonitis. If identified
early, it is often possible to manage this without removing
the catheter allowing the patient to remain on peritoneal
dialysis. The International Society of Peritoneal Dialysis
recommends antifungal prophylaxis in all peritoneal dialysis
patients who receive a course of antibiotics.

Table 5

Complications of haemodialysis

Short term (related to the procedure)

Hypotension

Infection

Bleeding (include haematoma)

Cramps
Air embolus
Disequilibrium
Dialyser reaction
Haemolysis
Loss of circuit

Long term

Cardiovascular event/death

Infection

Vascular access complications
-Thrombosis of AVF or graft
-Infection
-Steal syndrome
-Aneurysm/pseudoaneurysm
-Stenosis
-SVC obstruction
-Heart failure (high output)
-Bleeding

Amyloid
Malnutrition
Renal osteodystrophy
Anaemia

Table 4

Signs and symptoms of dialysis access related infection 

Haemodialysis

•Fever (60-80%)
•Exit site/tunnel infection (5%)
•Other (25%)
— Haemodynamic instability
— Altered mental status
— Hypothermia
— Catheter dysfunction
— General malaise
— Nausea and vomiting

Peritoneal dialysis

•Fever
•Abdominal pain
•Bloating
•Cloudy dialysis fluid
•Exit site infection
•Nausea and vomiting
•Anorexia
•Diarrhoea/constipation


