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Introduction
In July 2018, a chronic haemodialysis patient suffered a cardiac arrest and subsequent death, following a massive
haemorrhage from her left brachio-cephalic AV fistula. She was 61 years old and had been dialysing for 10 years. Prior to her
death she had been thoroughly assessed and reviewed by the vascular access surgeons, having had two herald bleeds from her
fistula. It was crucial for both staff and patients to learn from this tragic event.
Following MDT meetings, a programme of education was developed and implemented.

Emergency care packs given
out to all patients, with =
instructions on what to do

We produced a poster for
patients, now displayed in
all our dialysis units

Royal Berkshire

1. Escalation for potentially serious bleed from
rteri la/Graft

‘Consiar pRotograph AVFIAVE for
retaranca

aneuryam uize, by messuring

leed put a milk bottle top

If your fistula stz

Emergency algorithm — used across all — i (-
of the renal dept. & ED - all staff are

2 and apply firm pressure.

n ring 999 10 go to
Department

Tape the top down firmly
Accident & Emerg

trained and aware

Pre-cannulation assessment &
scoring system - highlights &
monitors ‘at risk’ fistulae.

This is regularly audited.

\ Our ambulance & transport
service staff were included

bieeding >20minutas
Exrytnara >Smm anywhera an tha fstuia

Previous actions g

atn
o scma s
or cangeq thm on papation
annulstion ssgments ‘Swen pus  enytnama
+ Gomng (pue) rom rasnnamsd arsss Tame Diood cuttures T rytnema or pus
@ Eyinema morsssed m aze present
Taho USES

Outcome
Since then we have had two life threatening bleeds. On both occasions the
bottle top was used & was successful. Training has made all the difference.

Conclusion
All attempts have been made to try and prevent any further catastrophic incidents of this nature.
Continuous scrutiny is however critical in assessing for this complication to ensure the safety of our patients on dialysis.




