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Introduction

Introduction

As the population ages and the incidence of diabetes
rises, chronic kidney disease (CKD) and end-stage renal
disease (ESRD) are becoming increasingly = common

diagnoses in the United States. (liao et al.,2012)

The National Kidney Foundation—Kidney Dialysis
Outcomes Quality Initiative (NKF-KDOQI) has published
guidelines (updated in 2006) for optimal clinical practices
aimed at improving dialysis outcome and patient survival |,
These standards recognize eight categories of

complications from the creation or use of hemodialysis

access: thrombosis and failure to mature , bleeding,
infection, aneurysm and pseudo aneurysm, , ischemia or
steal syndrome, venous hypertension, and

neuropathy(Robyn et al., ,2010 ).

Venous hypertension after access construction 1is
due to central venous stenosis or occlusion or valvular
incompetence in the more peripheral arm veins with
retrograde flow, It is estimated that between 5% and 20%
of dialysis patients develop central venous stenosis,The
incidence of significant (>50%) central venous stenosis

following subclavian vein catheter placement i1s 42% to
1
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50%; it is 10% in patients with internal jugular
catheters(Chemla et al.,2005) .

The first reports of an association between central
venous catheters and central venous stenosis appeared in

the late 1970s and early 1980s (Bambauer et al.,1994).

Several factors have an impact on the development
of central venous lesions, including longer -catheter
indwelling times, multiple catheterizations, and longer
functioning ipsilateral AV access after ipsilateral catheter
placement.. Identification of ipsilateral central stenosis is
important, even when not clinically symptomatic, because
it may lead to increased venous pressures and an increased

risk of access failure .( Oguzkurtet al.,2005).

With the presence of central venous stenosis and
ipsilateral dialysis access creation, the patient may remain
asymptomatic owing to good collateral development, the
access may thrombose owing to poor outflow, or the
patient may experience a rapid onset of venous
hypertension, with arm swelling and pain. The arm
swelling can lead to cyanosis and even ulcerations in

extreme cases.(Surowiec et al.,2004).




