Abstract

Patients suffering from kidney failure are recommended to have an arteriovenous fistula (AVF) created to allow for haemodialysis. AVFs have been shown to have lower rates of infection, morbidity and mortality, when compared to other modes of haemodialysis. Prior to 2002 fistulae were created under general anaesthetic, as an inpatient and by various subspeciality surgeons. In 2002, the service became more centralized under the auspices of vascular surgeons. The procedures were now performed as daycase and under local anaesthetic. To further improve this service a Vascular Access Coordinator was appointed in late 2004.

Aims

The aim of my project was to establish whether coordinating and centralising vascular access provision made any improvement in the delivery of AVFs within SE Scotland, in relation to the Renal Association (RA) guidelines.

Methods

We performed a retrospective analysis of all patients who had an AVF created during the period between 01/01/00 and 30/06/2008. We recorded baseline clinical, surgical and demographic variables for each patient, and analysed the data in three 30 month periods:– 

1) 2000 - 2002 

2) 2002 – 2005 (centralization of service) 

3) 2005 – 2007 (appointment of Vascular Access coordinator).

Results 

Over the three periods, the number of patients with AVF at first dialysis improved from 29% to 68% (p<0.001). In the first period 43% of patients dialysed through a native AVF. In the final period of the study, this improved to 79%. Radio-cephalic fistulae became less common as time progressed (p<0.001) and the number of brachio-cephalic and brachial-basilic fistulae created increased (p<0.001). 

Conclusion

Our study has shown that the centralization and introduction of a vascular access coordinator has improved the delivery of service to renal patients. 

Further improvements can be achieved with increasing theatre time and further appointment of a Vascular Surgeon.
