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levels of haemoglobin. Therefore,

although the situation in Spain is

fortunately better5,6,8 than in other

countries,4 more work must be done to

ensure the timely formation of an AVF as

recommended in in the clinical practice

guidelines.9,10 
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Dear Editor, 

Haemodialysis (HD) constitutes the

first option of Renal Replacement

Therapy (RRT) in incident patients, and

the second in prevalent patients,

according to the SEN (Spanish Society

of Nephrology) record of 2006.1

According to the 2006 Renal Patients

Registry in Extremadura,2 87.07% of

incident patients and 52.55% of

prevalent patients on RRT were on HD.

In the province of Caceres, HD is the

first RRT option in incident patients

(85.7%) and prevalent patients (51.8%).

Given that Vascular Access (VA)

conditions the effectiveness of HD, the

morbidity and  mortality (major cause

of hospital admission) and their quality

of life, makes the creation of a proper

VA urgent. 

In order to review the current VA practice

in our province and compare it to that

from Spain, Europe and the United States

and to evaluate the level of compliance

with the quality standards recommended

in the SEN3 and the K/DOQI Vascular

Access for HD Guidelines,4 we have

carried out a retrospective, observational

study of VA in incident and prevalent HD

patients in 2007. 

A multicentre study published in 2001

by the Vascular Access Work Group is

used as the main reference for VA

practice at the national level5 and at the

international level, the DOPPS study,6

which examines the trends in VA use in

Europe and in the United States .

We found that during 2007, of the 45

HD patients that started treatment

(incident population), 28 (62.2%)

patients had permanent VA (53% native

AVF, 7% graft and 2% permanent

catheter) and 17 (37.8%) had no

vascular access (table 1). 

When compared with the National,

European and North American

references, the report on vascular

access from 2001 revealed that 56% of

patients started HD with a definitive VA

and 44% with a temporary catheter.

Table 1. Types of vascular access in incident and prevalent patients 

Type of VA Incident Patients Prevalent patients 

n = 45 (%) n = 185 (100%)

Radiocephalic AVF 10 (22.2%) 45 (24.3%) 

Brachiocephalic AVF 7 (15.6%) 75 (40.6%) 

Brachiobasilic AVF 5 (11.1%) 16 (8.7%) 

Mid-humeral AVF 2 (4.4%) 3 (1.6%) 

Arteriovenous graft 3 (6.7%) 13 (7%) 

Tunnelled catheter 1 (2.2%) 23 (12.4%) 

Temporary catheter 17 (37.8%) 10 (5.4%) 
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According to DOPPS, in the United

States 60% of patients began HD with

venous catheters (59% tunnelled and

41% temporary); that is, 75% of all HD

patients had definitive VA. Whereas in

Europe, 31% of patients commenced

HD with a catheter, 25% of them

tunnelled and 23% had no definitive VA

at the start of HD. 

The vascular access in HD guidelines

of the SEN recommend, as a quality

indicator, that 80% of the patients that

start HD should have a permanent VA.

Regarding this target, our province is

under achieving. When we examined

the different types of definitive VA in

use in our province, we found 53% of

patients have a native AVF, 7% have a

graft and 2% have tunnelled catheters

(table 1). The Spanish study of the VA

group does not offer comparative data

and, according to the DOPPS, in

Europe 66% started HD with a native

AVF, 2% with a graft and 8% with

tunnelled catheters, while in the

United States, only 15% used a native

AVF, 24% grafts and 25% tunnelled

catheters. 

The K/DOQI guidelines of 2006

recommend a native AVF rate of

50% or greater in incident patients

as the clinical standard. In this

regard, our province complies with

this guideline.

Concerning the temporary VA, 17

patients started HD with a catheter: one

subclavian, 9 femoral andseven jugular

and they were used during an average

time of 11, 34 and 64 days, respectively. 

The K/DOQI guidelines recommend

that temporary jugular catheters should

not be left in place for more than a

week, and less than 5 days for femoral

catheters. The VA guidelines of the

SEN advise that femoral catheters

should not be left in place for more than

seven days, and although they do not

address the jugular catheters, they

recommend that if the catheter is going

to be left in place for more than four

weeks, it should be tunnelled. 

Regarding the VA in the prevalent

population, as of 31 December 2007 of

the 185 patients that were on HD, 139

(75%) had a native AVF, 13 (7%) grafts,

23 (12%) permanent catheters and 10

(6%) temporary catheters (table 1).

When we analysed separately the

practice in the hospital and in the

satellite renal units (table 2), we can see

that the percentage of native AVF is

much greater in the peripheral centres,

while the use of central venous

catheters is greater in the hospital. This

is most likely due to the fact that older

patients and those with greater co-

morbidity are hospital-based. 

The SEN Report on vascular access of

2001 stated that 80% of the patients

had native AVF, 9% grafts and 11%

catheters. Data from the DOPPS study

show that in the United States there

was a greater use of grafts (58% ) and,

24% native AVF, 10% permanent

catheters and 7% temporary catheters.

Whilst in Europe 80% of patients had

native AVF, 10% prosthesis, 6%

tunnelled catheter and 2% temporary

catheter. The VA guidelines of the SEN

from 2005 propose, as a quality

indicator, that the majority of the

patients use a native AVF for dialysis,

recommending a rate of at least 80%.

Our province is below this target

Table 2. Types of vascular access in prevalent patients in the different
centres 

Type of VA Hospital (n = 43) Peripheral C. (n = 142) Total (n = 185) 

Native AVF 28 (65%) 111 (78%) 139 (75%) 

Graft 3 (7%) 10 (7%) 13 (7%) 

Permanent CAT 7 (16%) 16 (11%) 23 (12%) 

Temporary CAT 5 (12%) 5 (4%) 10 (5%) 

achieving 75% native AVF in our HD

population, that is 78% in peripheral

centres and 65% in hospital. 

Regarding the tunnelled catheters, the

SEN guidelines consider as quality

criteria the minimization of their use as

a permanent access, recommending <

10%. In our province, 12% had this

type of VA (16% in hospital and 11% in

peripheral centres). 

The multicentre Spanish study does not

differentiate between permanent and

temporary catheters, and thus this

information is not available at a

national level. Regarding DOPPS, in

Europe the use of tunnelled catheters

was found in 6%, and in the United

States, 10% of HD patients. 

Our study reveals that currently the VA

situation in our province is not adequate,

with an elevated percentage of patients

that begin HD with temporary access

that is left in place longer than

recommended. Regarding prevalent

patients, the rate of native fistulae is

below the recommended standard set in

the clinical guidelines. However our

number of permanent catheters is above

target, especially at the hospital level. To

improve appropriate VA rates at the start

of HD, a multidisciplinary approach is

needed between Primary Care, referring

patients early, and nephrologists and

vascular access surgeons. Regarding

patients that are already on dialysis, a

periodic evaluation is needed of their

vascular access to detect potentially

repairable malfunctions that might result

in the loss of the access site and that

would compromise future vascular sites,

and to limit the use of temporary

catheters. 
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Dear Editor, 

We report the case of a patient who

received a kidney transplant in June 2007.

The donor was Ig G CMV positive and

the recipient was negative. The

immunosuppression consisted of steroids,

mycophenolate (1g/day) and tacrolimus

(0.1mg/12 h). Borderline/acute rejection

occurred on the 11th day post-transplant

and was successfully treated with steroids. 

The patient was discharged with good renal

function, Cr 0.9mg/dl on prophylactic

treatment with valganciclovir, for six

months having to repeatedly adjust the

doses because of leucopenia. CMV viral

load was negative whilst on treatment. 

10 days after discontinuing treatment, the

patient presented with diarrhoea, abdominal

pain, fever, leucopenia and thrombocytopenia,

and deterioration of renal function, blood and

urine cultures were negative and CMV- PCR

was positive, 101,000 copies/ml. 

Treatment was started with valganciclovir

and the dose of MMF was reduced. The

fever subsided and the CMV viral load

began to decrease. 

The patient was discharged with stable

kidney function (1mg/dl), without
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leucopenia and on treatment with

valganciclovir. 

A few days later, the patient presented

with low fever, abdominal pain and

persistent CMV viral load (4,900cop/ml).

The patient received treatment with

intravenous ganciclovir during 20 days

until the CMV viral load was negative in

blood. The patient was discharged without

symptoms, with normal leucocyte count

and on valganciclovir treatment. 

Three days after discharge, the patient

developed fever, epigastrium pain and

leucopenia again. CMV- PCR was

negative in blood. Screening for acute

febrile illness was negative except for

discreet hepatosplenomegaly. The upper

endoscopy showed normal mucosa of

which biopsies were taken. The qualitative

PCR of the gastric tissue was positive for

CMV and HSV 6. Intravenous gancyclovir

was reinitiated. Non-specific abdominal

pain persisted along with anaemia and

leucopenia, needing treatment with

granulocyte colony-stimulating factor,

transfusion of erythrocyte concentrate. The

patient continued to have low-grade fever.

The CMV serum PCR remained negative. 

Suspecting CMV disease resistant to

ganciclovir, a drug resistance test was

carried out on the gastric specimen. An

L 595F mutation in UL97 was found. 

The UL97 gene regulates the

phosphorylation of the ganciclovir

associated with resistance to it. We then

began treatment with intravenous

foscarnet and specific anti-CMV

immunoglobulin 200mg/kg every three

weeks. The patient became asymptomatic

after 10 days of treatment with normal

leukocyte count. The complications of

this treatment included transient acute

kidney failure at two weeks, with

hypomagnesaemia and hypokalaemia. 

The treatment continued for one month,

followed by valganciclovir and

foscarnet every 48 hours until the

therapeutic levels of valganclovir were

confirmed. Since then, the patient has

remained asymptomatic and with

excellent kidney function, six months

after the episode. 

The difficulty in diagnosing CMV Diease

in this case was because of the false

negative CMV viral load test requiring the

confirmation of CMV and its resistance on

gastric tissue. The resistance of the

treatment was probably enhanced by

inadequate doses of valganciclovir, which

stresses the importance of monitoring

vanganciclovir levels to ensure an

adequate treatment thus avoiding the

development of resistance to the treatment. 

1. Eid AJ, Arthus SK, Deziel PJ, Wilhelm MP,

Razonable RR.Emergence of drug-

resistant cytomegalovirus in the era of

valganciclovir prophylaxis: therapeutic

implications and outcomes.Clin Transplant

2008;22(2):162-70.

2. Nogueira E, Ozaki Ks, Vomitaba H,

Granato CF, Camara MO, Pacheco-Silva

A. The emergence of cytomegalovirus

resistance to ganciclovir therapy in

kidney transplant recipients. Int Immuno-

pharmacol 2006;20(6):2031-7.

3. Boivin G, Goyette N, Gilbert E, Covington

E. Analysis of Cytomegalovirus DNA

Polymerase (UL54) Mutations in Solid

Organ Transplant Patients Receiving

C) BRIEF CASE REPORTS

Sanidad y Dependencia, Dirección General

de Gestión del Conocimiento y Calidad

Sanitaria. 

3. Guías de Acceso Vascular en Hemodiálisis.

Nefrología 2005;25(1). 

4. Clinical Practice Guidelines for Vascular

Access. Update 2006. Am J Kidney Dis

2006;48(1):S176-S247. 

5. Rodríguez Hernández JA, López Pedret J,

Piera L. El acceso vascular en España:

análisis de su distribución, morbilidad y

sistemas de monitorización. Nefrología

2001;21(1):45-51. 

6. Pisoni RL, Young EW, Dykstra DM,

Greenwood RN, Hecking E, Gillespie B, et

al. Vascular access use in Europe and

United States: Results from the DOPPS.

Kidney Int 2002;61:305-16. 

I. Castellano Cerviño,  S. Gallego Domínguez,

M.A. Suárez Santisteban, 

P.M. González Castillo, N. Gad

Nephrology Department. 

San Pedro de Alcántara Hospital. Caceres.

Correspondence: Inés Castellano Cerviño 

Sección de Nefrología. Hospital San Pedro de

Alcántara. Cáceres.

micascer@terra.es


