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United Kingdom of Great Britain and Northern Ireland

Population 65 million



Renal failure
 64,000 people in the UK are being treated 

for end stage renal failure

 Almost 30,000 people in the UK are on 
dialysis



https://www.renalreg.org/reports/2016-nineteenth-annual-report/

83 UK renal units
HD

Largest 1,445 (pop 2.40mill) 
Smallest 54 (pop 0.15million)

Dialysis units 
(satellites)



Incidence
 Incidence rate of ESKD

115 per million population 
(pmp) in 2014 

120 pmp in 2015 

 Renal replacement therapy 
(RRT) initiation for 7,814 new 
patients.



 Diabetic renal disease remained the single most 
common cause of renal failure (27.5%). 

 The mean eGFR at the start of RRT was 
8.5ml/min/ 1.73 m2

 Late presentation (<90 days) fell from 23.9% in 
2006 to 16.4% in 2015. 



Median age of starting dialysis 64.2 years



The largest ethnic group in 
Birmingham is White British 
(53.1%). 





Prevalence
2015:

25 000 HD
3000 PD
27 000 Tx



Guidelines
 Nephrologist written
 no surgical or radiological input

 60% of all incident patients with established ESKD 
commencing planned haemodialysis should receive 
dialysis via a functioning arteriovenous fistula (AVF) or 
arteriovenous graft (AVG).

 80% of all prevalent long term dialysis patients should 
receive dialysis treatment via definitive access: AVF or 
AVG or Tenckhoff catheter. 



Incentives
 Altruism

 National health system
No individual incentives
Government employees
NHS salary based on seniority
Salary not altered by activity

 Unit based incentives – Best practice tariff (BPT) 



Best practice tariff and payment by results

Difference is 
£31 per dialysis 
session
£4836 pppa



UKRR 2015 

Started dialysis on a line = 2483 Started on AVF/AVG = 1549
(= 62% start on a CVC)

At 3/12 60.6% - 78.9% on a CVC if started on one
At 3/12 88.4% of pts on a AVF/AVG who started on one

(= 180+ 856 =  25.9% all HD patients remain on a CVC at 3mo) 



So all metrics have either stayed same or gone down from 
2012 to 2015
• Prevalent AVF/AVG from 79% to 68.6%
• CVC gone from 17.7% to 27.4% from 2011 to 2015



Fistula first and distal 1st results in more failure
FF caused an increase in long term CVC use!

Lok C. Clin J Am Soc Nephrol 2: 1043-1053, 2007 

Both showed 10% 
increase in CVC use



The Renal Association guidelines on vascular access for haemodialysis recommends 85% of all prevalent 
patients on haemodialysis should dialyse using an AV fistula.
Only seven of 38 centres (Birmingham Heartlands, Derby, Stoke, Truro, York, Dorset, Salford) reporting 
prevalent data were achieving close to the RA recommendations. Twenty-eight centres were more than 
three standard deviations and three centres were more than two standard deviations below this target 
(figure 11.19)

Renal registry 2016

Translated:
The target is unachievable



DoPPS

Represents 336/23000 = 1.5% sample!! 



AVF/AVG 
<20% to 80%



AVG vs AVF



Variation in practice 

Large variation in % prevalent dialysis 
by AVF/AVG/PD 

1

2

Unit 1
VA rate >80%
5YR pt survival 49%

Unit 2 
CVC rate 80%
5YR Pt survival 64% 



Lessons from BPT and PbR?



If assessed by a 
surgeon within 
3mo of starting 

70% on AVF/AVG
30% on CVC

If late presenter 
<10% on 
AVF/AVG

1. Early referral to a surgeon results in more AVF/AVGs



Guidelines for referral for creation of VA
 North American guidelines 

 KDOQI guidelines propose an AVF to be formed at least 6 months before the 
anticipated start of HD to allow appropriate timing to enable a working AV-fistula 
to be functional

 eGFR between 15 and 29 ml/min (ie. KDIGO Stage G4)

 UK renal registry guidelines recommend this should be 
determined by:
 Rate of decline of kidney function
 Co-morbidities 
 the surgical pathway 
 AV-access should be created between three months and not more than one year 

from the expected date of dialysis commencement
 ERBP suggests referral to a surgeon at stage 4 of their CKD (GFR 

<30ml/min/1.73m2) 
 Or earlier in case of rapidly progressive nephropathy or specific clinical 

conditions such as diabetes or severe peripheral vascular disease. 



55m ex-chef AVF formed 7 years ago when GFR was 18
Never dropped below 20 since 
Swollen arm - Unable to do his job 
Needs intervention

CEPHALIC ARCH + 
SUBCLAVIAN  STENOSIS

Very early access placement may be 
practiced resulting in unnecessary 
surgery and complications of access in 
patients who are not dialysis dependent. 

Create access too early 
Multiple fails or complications 

= more CVCs 
=more complex access 

= more ESVA



Training and service

Nephrologist Vascular Access 
coordinator

Surgeon

Interventional 
Radiologist

• No interventional nephrology
• Rest of service is based on enthusiasm

• Surgical and nephrology curriculum – little emphasis on training 



2010 Renal Medicine Curriculum (Amendments August 2012) Page 86 and 87 of 122

3 lines entire curriculum - VA is a small print area of HD

In practice when questioned – nephrology trainees don’t get any 
formal training in VA   



Vascular Surgery 
Curriculum

Is barely any better

Its based on 
procedures not on 
pathway

http://www.vascularsociety.org.uk/wp-
content/uploads/2012/11/vascular_final_cur
riculum_amended_15.8.12_version_2.pdf



Conclusions
 AVF 65-75% AVG 5-10% CVC 20-30%

 Quality initiatives resulted in increased CVC use

 Focus on numbers not on patients

 Training and service has (a lot of) potential for 
improvement



April 11-13th 2019
http://www.vas2019.com/rotterdam

Thank you – save the dates
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