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HbA1 c <7%

blood pressure target of <140/90 mmHg

tobacco cessation

BMI <27 to prevent the development of CKD

Screening

all individuals with diabetes and hypertension aged <50 years

all of those aged >50 years

family history of kidney disease

Primary prevention



 blood pressure of <140/90 mmHg with ACE
inhibitors or angiotensin receptor-blocking agents

 lower blood pressure goal
in those with proteinuria of >500 mg per 24 hours

 Protein restriction should not be recommended until late
stage 4 or 5 disease

 Aspirin use has also been
beneficial for cardioprotection in those with CKD

Secondary prevention











the rate of progression of CKD serially starting in stage 3a/3b disease
screened for anaemia and bone mineral disorders at least every
6 to 1 2 months   :haemoglobin, calcium, phosphorus, and intact parathyroid 
hormone (PTH).

stage 4 disease, haemoglobin, calcium, phosphorus should be monitored every 3 
to 6 months
and intact PTH every 6 to 1 2 months. 

stage 5 CKD, anaemia should be evaluated with a
monthly haemoglobin, and bone mineral disease with a calcium and phosphorus 
every 1 to 3 months and
an intact PTH every 3 to 6 months.

Lipids should be checked annually for all patients with CKD

Monitoring







 Peritoneal dialysis

 Intermittent hemodialysis

 Hemofiltration

 Continuous renal replacement therapy

 Decision of modality determined by catabolic rate, 
hemodynamic stability, and whether primary goal is fluid 
or solute removal

Modalities



 Acute dialysis catheter (vascular catheter)

 Cuffed, tunneled dialysis catheter (Permcath)

 Arteriovenous graft

 Arteriovenous fistula

Hemodialysis Access







 Solute clearance

 Diffusive transport (based on countercurrent flow of blood 
and dialysate)

 Convective transport (solvent drag with ultrafiltration)

 Fluid removal

Goals of Dialysis



 Dialysis = diffusion = passive 
movement of solutes across a 
semi-permeable membrane 
down concentration gradient
 Good for small molecules

 (Ultra)filtration = convection = 
solute + fluid removal across 
semi-permeable membrane 
down a pressure gradient 
(solvent drag)
 Better for removal of fluid and 

medium-size molecules

Principles of dialysis

Faber. Nursing in Critical Care 2009; 14: 4



Complications of Hemodialysis

1. Intradialytic Hypotension

2. Nausea and  vomiting 

3. Muscle cramp 

4. Itching 

5. Headache 

6. Dialyzer reaction

7. Dialysis dysequilibrium

8. Hemolysis

9. Intradialytic hypoxemia

10.Chest pain and pack pain

11.Air embolism



Hypotension

 most common 

 particularly diabetes. 

 Factors including: excessive ultrafiltration with inadequate 
compensatory vascular filling, impaired vasoactive
or autonomic responses, osmolar shifts, overzealous use 
of antihypertensive agents, and reduced cardiac reserve.



management of hypotension 

 discontinuing ultrafiltration

 administration of 100–250 mL
of isotonic saline or 10 mL of 3% saturated hypertonic saline, 
or
salt-poor albumin 



Hypotension prevented 

 the dry weight

 ultrafiltration modeling 

 sequential ultrafiltration 

 cooling of the dialysate 

 Avoiding heavy meals during dialysis

 Midodrine, an oral selective α1 adrenergic
agent



Anaphylactoid reactions, 

 first use 
 most frequently with the bioincompatible

cellulosic-containing membranes
 . Dialyzer reactions 

two types, A and B

 Type A reactions
 are attributed to an IgEmediated intermediate hypersensitivity reaction 

to ethylene oxide 



 This reaction typically occurs soon
after the initiation of a treatment (within the first few 
minutes) and
can progress to full-blown anaphylaxis if the therapy 
is not promptly
discontinued

 Treatment steroids or epinephrine 



type B reaction 
nonspecific chest and back pain

 complement activation and cytokine release. several 
minutes into the dialysis run and typically
resolve over time with continued dialysis



Why to start with PD ?

• clinical outcomes comparable to HD, no 

difference in 2 year and 5 year mortality vs. HD 

(study NECOSAD)

• saves vascular access 

• preferred for children (APD)

• modality choice is a lifestyle issue
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Why to start with PD ?

1. better maintenance of residual renal 

function 
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 Peritoneal Dialysis

 Creation of access site

 Permenant Peritoneal Catheter

 Dialysate drawn into abdominal 
cavity

 Peritoneum acts as filter

Waste stored in dialysate

Dextrose level determines 
ultrafiltration rate

 2 types: CAPD, CCPD

 Dialysate drained from cavity
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How it Works (PD)



Anatomy of Renal Transplantation






