


Guideline 1. Patient First:
ESKD Life-Plan and Vascular Access 

Choice

1.1 KDOQI considers it reasonable that each patient with progressive CKD 
and/or with an eGFR 15-20 mL/min/1.73 m2 or already on kidney 
replacement therapy should have an individualized ESKD Life-Plan 
that is regularly reviewed, updated, and documented on their 
medical record. (Expert Opinion)
1.2 KDOQI considers it reasonable to conduct an annual review and 
update of each patient’s individualized ESKD Life-Plan, together with their 
health care team. (Expert Opinion)
1.3 KDOQI considers it reasonable that, in addition to regular monitoring, 
a minimum quarterly overall review and update of each patient’s vascular 
access functionality, complication risks, and potential future dialysis access 
options be done together with their health care team. (Expert Opinion)



Guideline 2. Vascular Access Types
Central Venous Catheters (CVC): 

Indications for Use

2.2 KDOQI considers it reasonable in valid clinical circumstances to use 
tunneled CVCs for short-term or long-term durations for incident 
patients, as follows (Expert Opinion):

Short-term duration:
§ AVF or AVG created but not ready for use and dialysis is required
§ Acute transplant rejection or other complications requiring dialysis
§ PD patient with complications that require time-limited peritoneal rest 

or resolution of complication (eg, pleural leak)
§ Patient has a living donor transplant confirmed with an operation date 

in the near future (eg, < 90 days) but requires
§ dialysis
§ AVF or AVG complication such as major infiltration injury or cellulitis 

that results in temporary nonuse until problem is resolved



Guideline 2. Vascular Access Types
Central Venous Catheters (CVC): 

Indications for Use

Long-term or indefinite duration:
§ Multiple prior failed AV accesses with no available options (see anatomic 

restrictions below)
§ Valid patient preference whereby use of an AV access would severely 

limit QOL or achievement of life goals and after the patient has been 
properly informed of patient-specific risks and benefits of other potential 
and reasonable access options for that patient (if available)

§ Limited life expectancy
§ Absence of AV access creation options due to a combination of inflow 

artery and outflow vein problems (eg, severe arterial occlusive disease, 
noncorrectable central venous outflow occlusion) or in infants/children 
with prohibitively diminutive vessels

§ Special medical circumstances



Guideline 2. Vascular Access Types
Central Venous Catheters (CVC): 

Indications for Use

Vascular Access for Incident Patients

2.3 KDOQI suggests an AV access (AVF or AVG) in preference 
to a CVC in most incident and prevalent HD patients due to the 
lower infection risk associated with AV access use. (Conditional 
Recommendation, Low Quality of Evidence)
2.4 KDOQI considers it reasonable that the choice of AV 
access (AVF or AVG) be based on the operator’s/clinician’s best 
clinical judgment that considers the vessel characteristics, 
patient comorbidities, health circumstances, and patient 
preference. (Expert Opinion)



2.6 KDOQI suggests that most incident HD patients starting 
dialysis with a CVC should convert to either an AVF or AVG, if 
possible, to reduce their risk of infection/bacteremia, infection-
related hospitalizations, and adverse consequences. (Conditional 
Recommendation, Very Low–Moderate Quality of Evidence)

2.7 There is inadequate evidence for KDOQI to make 
recommendations on choice of incident vascular access 
type based on associations with all-cause 
hospitalizations or mortality.
2.8 There is inadequate evidence for KDOQI to make a 
recommendation on choice of AVF vs AVG for incident vascular 
access based on associations with infections, all-cause 
hospitalizations, or patient mortality.



2.9 There is inadequate evidence for KDOQI to make a 
recommendation for incident HD patients using a CVC on 
converting to an AV access (AVF or AVG) within the first year 
of dialysis initiation, solely to reduce their risk of mortality.
2.10 KDOQI considers it reasonable to use tunneled CVC in 
preference to nontunneled CVC due to the lower infection risk 
with tunneled CVC. (Expert Opinion)

2.11 KDOQI considers it reasonable to use 
nontunneled internal jugular CVC only for temporary 
purposes for a limited time period (<2 weeks or per 
individual facility policy) to limit infection risk. (Expert 
Opinion)



Guideline 2. Vascular Access Types
Statements: Vascular Access in Prevalent

HD Patients
2.12 There is inadequate evidence for KDOQI to make a 
recommendation on the type of vascular access preferred in 
prevalent HD patients based on vascular access outcomes, 
patient hospitalizations, or mortality.
2.13 KDOQI considers it reasonable that prevalent HD patients 
use an AV access (AVF or AVG) in preference to a CVC, if 
possible, due to the association with lower vascular access–
related events (eg, infection, thrombotic, and nonthrombotic
complications). (Expert Opinion)
2.14 KDOQI considers it reasonable that if clinical 
circumstances are favorable for a mature, usable AVF, such a 
functioning AVF is preferred to AVG in prevalent HD patients. 
(Expert Opinion)



Guideline 2. Vascular Access Types
Statements: Vascular Access in Prevalent HD 

Patients

2.15 KDOQI considers it reasonable in valid clinical circumstances to use 
tunneled CVCs for short-term or long-term durations for prevalent patients, 
as follows (Expert Opinion):
Short-term duration:
§ AVF or AVG created but not ready for use and dialysis is required
§ Acute transplant rejection or other complications requiring dialysis
§ PD patient with complications that require time-limited peritoneal rest 

or resolution of complication (eg, pleural leak)
§ Patient has a living donor transplant confirmed with an operation date 

in the near future (eg,<90 days)but requires dialysis
§ AVF or AVG complication such as major infiltration injury or cellulitis 

that results in temporary nonuse until problem is resolved



Guideline 2. Vascular Access Types
Statements: Vascular Access in Prevalent HD 

Patients
2.15 KDOQI considers it reasonable in valid clinical circumstances to use 
tunneled CVCs for short-term or long-term durations for prevalent patients, 
as follows (Expert Opinion):

Long-term or indefinite duration:
§ Multiple prior failed AV accesses with no available options (see anatomic 

restrictions below)
§ Valid patient preference whereby use of an AV access would severely 

limit QOL or achievement of life goals and after the patient has been 
properly informed of patient-specific risks and benefits of other potential 
and reasonable access options for that patient (if available)

§ Limited life expectancy
§ Absence of AV access creation options due to a combination of inflow 

artery and outflow vein problems (eg, severe arterial occlusive disease, 
noncorrectable central venous outflow occlusion) or in infants/children 
with prohibitively diminutive vessels

§ Special medical circumstances



Guideline 3. Vascular Access Locations
Statements: CVC Locations

3.2 KDOQI considers it reasonable to choose the site (location) of the 
CVC after careful consideration of the patient’s ESKD Life- Plan as follows 
(Expert Opinion):
§ Upper extremity before lower extremity, only if choices are equivalent
§ There are valid reasons for CVC use (Guideline Statement 2.2) and its 

duration of use is expected to be limited (eg, <3 months):
§ AV access is likely to be ready for use in near future—consider 

preferential use of tunneled cuffed CVC in opposite extremity to 
anticipated AV access

§ Transplant is anticipated in near future (ie, preserve iliac 
vessels)—consider preferential use of tunneled cuffed right IJ 
catheter



Guideline 3. Vascular Access Locations
Statements: CVC Locations

Note: Some experts support that in urgent dialysis start 
situations, under limited use circumstances (eg, <1 month) 
and transplant is not an option, use of a tunneled, cuffed 
femoral CVC is acceptable (unless contraindicated) until the 
AV access or PD catheter can be quickly created and used. 
Use of the femoral vein preserves the upper extremity vessels 
for future AV access creation.
Note: Contraindications to femoral vein CVC include femoral 
or iliac vessel pathology or prior surgery/reconstruction; 
hygienic reasons



Guideline 3. Vascular Access Locations
Statements: CVC Locations

When there are valid reasons for CVC use (Guideline Statement 
2.2) and duration of use is expected to be prolonged (eg, >3 
months) without anticipated use of AV access, CVC may be 
placed in the following locations in order of preference:
§ Internal jugular
§ External jugular
§ Femoral
§ Subclavian
§ Lumbar

Note: In the absence of contraindications, prior pathology (eg, central 
stenosis) or intervention (eg, pacemaker) CVC insertion on the right side is 
preferable to the left side due to more direct anatomy. 
If one side has pathology that limits AV access creation but allows for CVC 
insertion, this side should be used for the CVC to preserve the other side for 
AV access creation.



Guideline 6. Timing, Preparation, and Planning for 
Creation/Insertion of Dialysis Access

Statement: Vessel Preservation
6.10 KDOQI considers it reasonable to protect all central and peripheral 
arteries and veins from damage whenever possible, including the 
avoidance of peripherally inserted catheters and unnecessary 
venipunctures, for patients on dialysis or with CKD where dialysis access is 
expected in the future (CKD G3-G5). (Expert Opinion)

Note: Other scenarios where vessel (artery or vein) damage may occur 
that should be avoided include 
(1) radial artery access for coronary interventions and
(2) venous cardiovascular implantable electronic devices; alternatives 

such as epicardial/leadless pacing should be considered whenever
possible.



Guideline 6. Timing, Preparation, and Planning 
for Creation/Insertion of Dialysis Access

Vessel Preservation
Multidisciplinary Team Approach

6.11 KDOQI considers it reasonable to educate on, 
coordinate, and manage all aspects of dialysis 
access using a multidisciplinary team within the 
resource capacities and feasibilities of each facility. 
(Expert Opinion)
6.12 There is inadequate evidence for KDOQI to 
make a recommendation on the use of a 
multidisciplinary team to reduce the rate of CVC 
use or increase the use of AVF.



Guideline 5. CVC Configuration and Materials
CVC Configuration and Materials

5.1 KDOQI suggests that the choice of tunneled HD CVC type 
and design be based on the clinician’s discretion and best 
clinical judgment. (Conditional Recommendation, Low Quality of Evidence)



Guideline 9. CVC Insertion
Statements: Techniques and Other 

Considerations for Placement

9.1 KDOQI recommends the use of image-guided CVC insertions 
to improve success of insertions. (Conditional Recommendation,Moderate 
Quality of Evidence)

9.2 KDOQI considers it reasonable that if fluoroscopy is not 
used to insert a tunnelled CVC, alternative imaging is used to 
ensure that the CVC tip has been correctly placed. (Expert Opinion)



Guideline 10. Post–AV Access Creation/CVC 
Insertion Considerations

Timing of CVC Removal

Noncuffed, Nontunneled Catheters (NT-CVC)
10.10 KDOQI considers it reasonable to limit the use of 
temporary, noncuffed, nontunneled dialysis catheters to a 
maximum of 2 weeks due to increased risk of infection, and this 
should be considered only in patients in need of emergent 
access. (Expert Opinion)



Guideline 10. Post–AV Access Creation/CVC 
Insertion Considerations

Timing of CVC Removal
Cuffed, Tunneled CVC
10.11 KDOQI considers it reasonable that in HD patients for whom a cuffed, 
tunneled CVC is the most appropriate permanent dialysis access, there is no 
maximum time limit to CVC use, but regular evaluation is required to 
determine if the CVC remains the most appropriate dialysis access. (Expert 
Opinion)

Note: Appropriate uses of a cuffed, tunneled CVC for chronic hemodialysis include the following:
(1) All other AV access options have been exhausted (after thorough  Multidisciplinary 
evaluation)
(2) Temporary switch from another modality (eg, PD, due to PD-related complications such as 
pleural leak, transplant–acute rejection, etc), but the patient is expected to return to that 
modality after the complication is adequately resolved
(3) Awaiting live-donor kidney transplant with established surgical date (<90 days)
(4) Very limited life expectancy (eg, <6-12 months)
(5) Clinical conditions that would worsen with AV access (eg, HF with EF <15%, nontreatable
skin lesions where cannulation/ scratching significantly increases infection or rupture risk, etc)
(6) Patient choice after proper informed consent (eg, competent, >85-year-old elderly woman 
with high risk of AV access failure, needle phobia, and unknown life expectancy)



Guideline 11. Vascular Access Use
Statement: Vascular Access General 

Monitoring

11.1 KDOQI considers it reasonable to assess or check the 
vascular access and surrounding area by physical exam prior to 
every cannulation (if AV access) or connection (if CVC) for 
potential complications. (Expert Opinion)



Guideline 11. Vascular Access Use
CVC System Connect and Disconnect 

Procedure Considerations

11.9 KDOQI suggests the use of a catheter care protocol 
for exit site and hub care to reduce catheter-related 
bloodstream infections and treatment of catheter dysfunction. 
(Strong Recommendation, Moderate Quality of Evidence)

11.10 KDOQI considers it reasonable, in addition to correct 
hand hygiene/washing, to use aseptic technique and masks for 
patients and staff performing catheter connection and 
disconnection procedures. (Expert Opinion)



Guideline 11. Vascular Access Use
CVC System Connect and Disconnect 

Procedure Considerations
11.11 KDOQI considers it reasonable to cleanse the catheter hub 
when connecting and disconnecting the catheter with a 
chlorhexidine based solution. If chlorhexidine is contraindicated (eg, 
sensitivity, allergy), povidone-iodine solution (preferably with alcohol) is 
a reasonable substitute and should be used. (Expert Opinion)

11.12 KDOQI considers it reasonable at the time of catheter dressing 
change to cleanse the skin surrounding the catheter exit site with a 
chlorhexidine based solution. If chlorhexidine is contraindicated (eg, 
sensitivity, allergy), povidone-iodine solution (preferably with alcohol) is a 
reasonable substitute and should be used. (Expert Opinion)

11.13 There is inadequate evidence for KDOQI to make a recommendation 
on the specific chlorhexidine formulation to use for infection prophylaxis, 
and this should be based on the clinician’s best clinical judgment and local 
practical considerations.



Guideline 11. Vascular Access Use
CVC System Connect and Disconnect 

Procedure Considerations

11.14 There is inadequate evidence to demonstrate a difference in 
catheter-related infections with the use of transparent film dressing 
compared with nontransparent dressing; thus, the choice of catheter 
dressing material should be based on the clinician’s discretion that 
considers the patient’s circumstances and uses best clinical judgment.
11.15 KDOQI considers it reasonable to use a topical antiseptic or 
antibiotic barrier at the catheter exit site in addition to cleansing until the 
exit site is healed to reduce the risk of catheter-related infection. (Expert 
Opinion)

11.16 There is inadequate evidence to demonstrate a difference in 
catheter-related infections between the use of various antiseptic or 
antibiotic topical exit site barriers; thus, the choice of topical exit site 
barrier should be based on the clinician’s discretion and best clinical 
judgment.



Guideline 11. Vascular Access Use
CVC System Connect and Disconnect 

Procedure Considerations

11.17 KDOQI considers it reasonable to follow these catheter 
care practices (Expert Opinion):
§ The frequency of catheter dressing change should be 

based on the clinician’s discretion and best clinical judgment, 
with a minimum of once weekly

§ Catheter dressings should be protected against wet and 
dirty Environments, particularly when the exit site is not yet 
fully healed (eg, avoid swimming and showering)



Guideline 20. Treatment and Prevention of CVC 
Complications

Monitoring/Surveillance of CVC 
Complications

20.1 KDOQI considers it reasonable to perform a basic 
medical history focused on signs and symptoms of CVC-related 
complications (eg, dysfunction, infection) and physical 
examination or check of the dialysis catheter, exit site, tunnel, 
and surrounding area at each catheter dressing change or 
dialysis session. (Expert Opinion)



Guideline 21. Catheter Dysfunction
Definition of CVC Dysfunction

21.1 KDOQI considers it reasonable to assess for CVC dysfunction during 
each HD session using the following updated definition of CVC 
dysfunction: failure to maintain the prescribed extracorporeal blood flow 
required for adequate hemodialysis without lengthening the prescribed HD 
treatment. (Expert Opinion)



Guideline 21. Catheter Dysfunction
Pharmacologic Prevention of CVC 

Dysfunction

CVC Connectors to Prevent CVC Dysfunction or 
Bacteremia
21.2 KDOQI considers it reasonable to have an individualized 
approach to use special CVC connectors based on the 
clinician’s discretion and best clinical judgment. (Expert Opinion)

21.3 KDOQI considers it reasonable to use an antimicrobial 
barrier cap to help reduce CRBSI in high-risk patients or 
facilities; the choice of connector should be based on clinician’s 
discretion and best clinical judgment. (Expert Opinion)



Intraluminal Agents to Prevent CVC Dysfunction
21.4 KDOQI considers it reasonable that the choice to use 
citrate or heparin as a CVC locking solution be based on 
the clinician’s discretion and best clinical judgment, as 
there is inadequate evidence to demonstrate a difference in CVC 
survival or complications between these locking solutions. (Expert 
Opinion)

21.5 KDOQI suggests the use of low-concentration citrate 
(<5%) CVC locking solution, if feasible, to help prevent CRBSI 
and CVC dysfunction. (Conditional Recommendation, Low Quality of Evidence)

KDOQI CLINICAL PRACTICE GUIDELINE FOR VASCULAR
ACCESS: 2019 UPDATE

Guideline 22. Treatment and Management of 
CVC Dysfunction



Intraluminal Agents to Prevent CVC Dysfunction
21.6 KDOQI suggests that TPA may be prophylactically used as 
a CVC locking solution once per week to help reduce CVC 
dysfunction. (Conditional Recommendation, Low Quality of 
Evidence)
21.7 There is inadequate evidence for KDOQI to make a 
recommendation on the comparative use of the following CVC 
locking agents for CVC dysfunction or infection prophylaxis:
§ tinzaparin versus unfractionated heparin, 
§ taurolidine/citrate versus heparin with or without gentamicin,
§ neutral valve connector (Tego [ICU Medical]) versus citrate 

(46.7%) locking solution

KDOQI CLINICAL PRACTICE GUIDELINE FOR VASCULAR
ACCESS: 2019 UPDATE

Guideline 22. Treatment and 
Management of CVC Dysfunction



Guideline 22. Treatment and Management of 
CVC Dysfunction

Medical Management of CVC Dysfunction

Systemic Agents to Prevent CVC Dysfunction
21.8 KDOQI recommends against the routine use of 
prophylactic systemic anticoagulants (eg, warfarin) for the sole 
purpose of maintaining or improving CVC patency, as there is 
inadequate evidence of benefit for CVC patency but suggestion 
of increased risk of harm. (Conditional/Strong Recommendation, Low 
Quality of Evidence)

21.9 KDOQI suggests that low-dose aspirin may be used to 
maintain tunneled CVC patency in patients with low bleeding 
risk. (Conditional Recommendation, Low Quality of Evidence)



Guideline 22. Treatment and Management of 
CVC Dysfunction

Medical Management of CVC Dysfunction

Conservative Maneuvers
22.1 KDOQI considers it reasonable for a conservative bedside 
approach to managing CVC dysfunction prior to other medical
or mechanical interventions. (Expert Opinion)



Guideline 22. Treatment and Management of 
CVC Dysfunction

Medical Management of CVC Dysfunction

Pharmacologic Maneuvers
22.2 KDOQI recommends intraluminal administration of a thrombolytic 
agent in each CVC port to restore function
of dysfunctional CVCs due to thrombosis. (Conditional Recommendation, Moderate 
Quality of Evidence)

22.3 KDOQI recommends the use of alteplase or urokinase plus citrate 4% 
per limb for restoring intraluminal CVC blood flow in an occluded CVC. 
(Conditional Recommendation, Moderate Quality of Evidence)

22.4 KDOQI suggests intraluminal administration of alteplase 2 mg in 
preference to alteplase 1 mg in each CVC port to restore function of 
dysfunctional CVCs due to thrombosis. (Conditional Recommendation, Moderate Quality of 
Evidence)

22.5 KDOQI suggests administering alteplase by the dwell or push method 
to treat CVC dysfunction. (Conditional Recommendation, Low Quality of Evidence)



Guideline 22. Treatment and Management of 
CVC Dysfunction

Mechanical Management of CVC 
Dysfunction

22.6 KDOQI considers it reasonable that the decision to 
perform fibrin sheath disruption during CVC exchange for CVC 
dysfunction be based on the operator’s discretion and best 
clinical judgment. (Expert Opinion)

22.7 There is inadequate evidence for KDOQI to make a 
recommendation on the efficacy of or method of fibrin sheath 
disruption based on CVC patency outcomes.
22.8 KDOQI considers it reasonable that CVC removal 
followed by replacement at a different site should be the last 
resort after conservative, medical, and other mechanical (eg, 
angioplasty, CVC exchange) strategies have all failed to treat 
CVC dysfunction. (Expert Opinion)



Guideline 23. Catheter-Related Infection
Definitions of Catheter-Related Infections

23.1 KDOQI considers it reasonable to consistently use 
standardized definitions for CVC-related infections to allow for 
comparisons across programs/jurisdictions. (Expert Opinion)

23.2 KDOQI considers it reasonable to use the KDOQI VA-
2019 definitions of CVC-related infections (Tables 23.1 and 
23.2), which consider the unique circumstances of a 
hemodialysis patient. (Expert Opinion)

Note: In order to harmonize definitions, the KDOQI VA-2019 
definitions encompass those of other organizations.





…It determined the diagnostic characteristics of an alternate “real world” 
approach to diagnosing CRBSI with blood cultures obtained from the dialysis 
circuit (another peripheral source) rather than the peripheral vein. 
In the present era of accountability for CRBSIs, it is important to note that 
the current CDC or IDSA diagnostic criteria have not been validated in the 
unique circumstances of patients with a CVC undergoing HD.
This issue is timely because there are several challenges that can influence 
the rate and accuracy of CRBSI reporting. These include:
§ peripheral vein blood cultures not obtained, either because patient veins 

cannot be
§ accessed or an existing vein needs to be preserved for AV access; 
§ suboptimal handling of blood cultures in the outpatient dialysis unit (eg, 

variable time period before culture bottles are placed in an incubator, 
differences in temperature during transport to a microbiology 
laboratory),

§ and use of antibiotic locks for CRBSI prevention, which may interfere 
with diagnosis



The 2019 NKF-KDOQI CRBSI definition is as follows: 
Clinical manifestations and at least 1 positive blood culture 
result from a peripheral source (dialysis circuit or vein) and no 
other apparent source, 
with either positive semiquantitative (>15 CFU/catheter
segment, hub or tip)  or quantitative (>102 CFU/catheter
segment, eg, hub or tip) culture,  
whereby the same organism (species and antibiogram) is 
isolated from the catheter segment (eg, hub or tip) and a 
peripheral source (dialysis circuit or vein) blood sample.

If available, the following would be supportive:
simultaneous quantitative cultures of blood samples with a 
ratio of ≥3:1 (catheter hub/tip vs peripheral [dialysis
circuit/vein]) and differential period of catheter culture versus 
peripheral blood culture positivity of 2 hours.



Guideline 24. Prevention of CVC-Related Infection
General Prevention of CVC Infection and Use 

of Infection Surveillance Programs and 
Infection Control Teams

24.1 KDOQ considers it reasonable for an infection control 
program to include an infection surveillance team to monitor, 
track (in an electronic database), help prevent, and evaluate 
outcomes of vascular access infections and, in particular, 
CVCrelated infections. (Expert Opinion)



Guideline 24. Prevention of CVC-Related Infection
Surveillance of CVC Colonization and 

Preemptive CRBSI Management

24.2 There is inadequate evidence for KDOQI to support 
routine CVC surveillance cultures for colonization and 
subsequent preemptive antibiotic lock installation if culture is 
positive



Guideline 24. Prevention of CVC-Related Infection
Methods to Prevent CRBSI

Extraluminal Strategies
See Guidelines 11, 21, and 24 on “CVC System Connect and Disconnect 
Procedure Considerations” and section on “Prevention of CVC Dysfunction.”
Intraluminal Strategies
24.3 KDOQI suggests that the selective use of specific prophylactic 
antibiotic locks can be considered in patients in need of long-term CVC 
who are at high risk of CRSBI (eg, multiple prior CRSBI), especially in 
facilities with high rates of CRBSI (eg, >3.5/1,000 days). (Conditional 
Recommendation, Low-Moderate Level of Evidence)
Note: Under these circumstances and given the current data, KDOQI 
considers it reasonable for prophylactic use of specific antibiotics: 
cefotaxime, gentamicin, or cotrimoxazole (TMP-SMX). 
KDOQI cannot support the routine prophylactic use of antibiotic 
locks with very low supporting evidence (Table 24.1).



Guideline 24. Prevention of CVC-Related Infection
Methods to Prevent CRBSI

Intraluminal Strategies
24.3 KDOQI suggests that the selective use of specific prophylactic 
antimiocrobial locks can be considered in patients in need of long-term 
CVC who are at high risk of CRSBI (eg, multiple prior CRSBI), especially in 
facilities with high rates of CRBSI (eg, >3.5/1,000 days). (Conditional 
Recommendation, Low-Moderate Level of Evidence)
Note: Under these circumstances and given the current data, KDOQI can 
support the prophylactic use of methylene blue. 
KDOQI cannot support the routine prophylactic use of antimicrobial locks 
with very low supporting evidence



Guideline 24. Prevention of CVC-Related Infection
Methods to Prevent CRBSI

Intraluminal Strategies
24.5 KDOQI suggests that the selective use of once weekly 
prophylactic CVC locking with thrombolytic agent (recombinant 
TPA) can be considered in patients in need of long-term CVC 
who are at high risk of CRSBI, especially in facilities with high 
rates of CRBSI (eg, >3.5/1,000 days). (Conditional Recommendation, Low-
Moderate Level of Evidence) 

Note: Under these circumstances and given the current data, 
KDOQI can support the prophylactic use of recombinant TPA.







Guideline 25. Treatment of CVC-Related Infection
Management of the Patient With a CVC-

Related Infection

25.1 KDOQI considers it reasonable and necessary to obtain appropriate 
cultures prior to initiating empiric antibiotics for the treatment of 
suspected CVC-related infection, with a change in antibiotics according to 
culture sensitivities. (Expert Opinion)

25.2 KDOQI considers it reasonable to have an individualized approach 
to the management of an infected catheter based on the patient’s health, 
dialysis, and vascular access circumstances and should follow the detailed 
guidance. Options include
§ CVC exchange via guidewire, 
§ CVC removal and reinsertion, 
§ CVC salvage, and concurrent antibiotic lock (particularly if the CVC is 

deemed to be the patient’s final access. (Expert Opinion)



Guideline 26. Other Vascular Access-Related 
Complications

Treatment and Intervention of Asymptomatic 
Central Venous Stenosis Without Clinical 

Indicators

26.1 KDOQI considers it reasonable that if asymptomatic 
central venous stenosis (without clinical indicators) is 
identified and/ or associated with the prior or current 
presence of a CVC, it should not be treated. (Expert Opinion)







Guideline 26. Other Vascular Access-Related 
Complications

Management of CVC Fibrin Sheath 
Associated With Clinical Problems

26.3 KDOQI considers it reasonable that when a CVC fibrin 
sheath is associated with adverse clinical manifestations (CVC 
dysfunction and/or infection), a CVC exchange with or without 
balloon disruption of the fibrin sheath should be performed.
(Expert Opinion)


