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A period of 3–4 months 
before initiation of dialysis 

is most widely accepted to discriminate 
between early and late referral 
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Incident pts accepted for RRT in 2016, at day 91 by
established modality and age category
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ERA-EDTA Annual Report by established modality
and age category



Incident patient counts, by modality

CVC used 
in 81% of 
incident 

pts



Late nephrology referral before the onset 
of chronic kidney failure remains common. 

U.S. data from 2011 reveal 42.1% of 
new dialysis starts had no prior 

nephrology care.*

*USRDS 2013 Annual Data Report: Table 1.f  (Volume 2)
Page 430 Analytical Methods

www.usrds.org

http://www.usrds.org/


What we have to do when there's no 
time to create a  definitive vascular 

access? 



Not more than
3 weeks for jugular 

and 5 days for 
femoral accesses





Which type of CVC?



750 adult pts requiring urgent VA for HD  were randomized to receive femoral 
(FCVC; n = 370) or jugular vein catheterization (JCVC ;n = 366)

Parienti, JAMA 2008

PRIMARY END-POINT  Catheter colonization at removal 

SECONDARY END-POINT Catheter-related bloodstream infections 



Characteristics of pts and catheter 

p=.02
p=.05



Kaplan-Meier curve of time to catheter colonization 
on removal 



Catheter colonizations and bloodstream infections



Subgroup analysis of time to catheter colonization on 
removal 



Survival stratified according to BMI



Conclusions
“JCVC  access does not appear to reduce the 

risk of infection compared with femoral 
access, except among pts with a high BMI 

requiring urgent VA access for RRT”.



1016 pts enrolled in the ATN study:  91 SCVC(8.96%) , 387 JCVC (38.09%), and 538 FCVC (52.95%)

Conclusions
Femoral catheter site is a valuable location especially in the setting of
emergency catheter placement or in pts with coagulopathy.
Perhaps augmentation in the dose of dialysis prescribed may be necessary in
order to deliver comparable efficacy of dialysis with other catheter locations

Yue-Harn Ng, JAMA 2017

The femoral group was younger, had greater bleeding tendency and had a higher SOFA score

Mortality was highest 
Kt/V remained lowest



UNTUNNELED
CATHETERS

TUNNELED
CATHETERS



CDC and KDOQI guidelines  recommend using 
a cuffed catheter for dialysis if a prolonged 

(e.g., >1–3 weeks) period of temporary 
access is anticipated.



272 CVC (149 pts, 11.612 catheter-days. 
37 TCC and 235 UC (FCVC= 83; JCVC = 104; SCVC= 48)



Characteristics of premature catheter removal

Factors associated with premature removal
• male sex (RR 1.73)
• AKI (RR 1.75)
• hospitalization (RR 2.48)

• having an UC inserted (RR 9.44)

p=.001

p<0.001



Total survival and infection free survival



“A TCC should be used whenever it can be
foreseen that a haemodialysis catheter is
needed for at least 14 days”.

TCCs had significantly
better survival and 

lower risk for infection 
compared to UCs as early as 2 

weeks after insertion



1603 pts in whom a CVC for haemodialysis was inserted were included

Conclusions
Precurved NTCVCs are comparable to TCVC in terms of catheter-related 
infections and catheter malfunction.
The difference between primary and secondary endpoint may reflect 
the clinical practice in which the removal or replacement of a TCVC is 
much more complicated than in a precurved catheter 

Primary end-point= occurrence of an infection or CVC malfunction no difference was seen between 
TCVC and NTCVC (HR, 0.91; 95% CI, 0.70–1.19, p = 0.48)

Secondary end-point= removal of the CVC due to either an infection or a malfunction less often in 
TCVCs, compared to NTCVCs (HR 0.48, 95% CI 0.34– 0.66, p < 0.01). 
Precurved CVC were removed less often than straight CVCs (HR 0.46, 95% CI 0.24–0.88, p = 0.02)
TCVC were removed less often, compared to precurved NTCVCs (HR, 0.65; 95% CI, 0.46–0.93; p = 0.02)

Van Oevelen, JVA 2018



…beyond the catheters…



Povlsen, PDI 2015

After 8 – 14 days of 
treatment, pts are 

converted to a 
standard 8 hours or 

an individualized APD 
program

Unplanned APD in LR= right after PD catheter implantation using a standard prescription for 12-hour 
overnight treatment



Conclusions

• Unplanned start on PD may be associated with an
increased risk of mechanical complications but
apparently no increased risk of mortality,
technique failure and infections.

• It is also a safe, and feasible alternative for LR
older pazient with urgent need for dialysis.



What we have to do in case of LR 
chronic patients? 





Are we sure that 
“one size fits all” approach

is the best option? 



JASN 2015; 26:183-91



Patient survival by access attempt strategy



Patient survival by access attempt strategy



Conclusions

"Although being younger, a man, and without
diabetes are characteristics indicating benefit of
attempting AVFs, both AVG and CVC-only strategies
may be reasonable for patients with low likelihood of
fistula success, such as older patients (including older
women) and patients with diabetes”.



Are there any other options?



The risk of non-maturing AVFs is high in
elderly patients and this observation
might justify the use of early stick grafts



121 adult patients requiring urgent VA for HD  were randomized to receive an
ecAVG with or without (+/−) an arteriovenous fistula (AVF; n = 60) or TCVC+/−AVF (n = 61)

A randomized controlled trial and cost-effectiveness 
analysis of early cannulation arteriovenous grafts versus 
tunneled central venous catheters in patients requiring 
urgent vascular access for hemodialysis

Conclusions
Compared with TCVC a strategy of ecAVG reduced the rate of 
bacteremia and mortality in patients requiring urgent VA access 
for HD.

Aitken, JVS 2017

Bacteremia was 16.4% in the TCVC vs 3.3% in the ecAVG

Mortality was also higher in the TCVC cohort (16% vs 5%)



Ivarsen, NDT 2014



Conclusions

PD modality for unplanned start on dialysis gives the
patient more free choice when they have to decide
between PD, home HD and in-centre HD, as it is
expected to be easier to change from home based to
in-centre treatment if the modality fails than vice
versa.



TAKE HOME MESSAGES

• Untunneled catheters acute HD, “bridge”

• Tunneled cuffed catheters  >14 days

• Precurved CVC instead of TCC in unpredictable

cases

• Early cannulation

• Peritoneal Dialysis

IL CLASSICO CVC?

depending on 
experience and 
collaboration 

between specialists



GRAZIE 
PER 

L’ATTENZIO NE
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