Dialysis
Vascular Access
20. Managing infection in haemodialysis catheters
CARI Guidelines
a. In general, presentation with tunnel infection, or bacteraemia/septicaemia will require removal of
the central line and eventual re-siting, after 48-72 hours of antibiotics and being afebrile. (Ievel C

evidence)

b. Patients with positive blood cultures for staphylococcus aureus should be treated with 2 weeks of
intravenous antibiotics, or on the advice of a microbiologist. (level B evidence)

c. Avoidance of excessive use of vancomycin for empirical treatment of infec
recognised NMRSA or MRSA carriers is advised due to the risk of vancomyci
evidence)

Practice Tips &

o Exit site infection, tunnel infections and bacteraemia/sep ia are all complications of

invasive foreign body.
e Treatment of infection requires appropriate cultu @w a decision whether the catheter needs
immediate removal or, whether a period of observatfyfwith antibiotic treatment is warranted.

e Temporary access via the femoral route be required until a further catheter can be re-sited
in the central veins.

e Catheters can be replaced over a guige™ge Uhder continuous antibiotic cover provided the
exit-site and tunnel are not infected | @ B).
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What do the other guidelines say?

DOQI: Tunneled cuffed catheter infection is a serious problem. Appropriate treatment is dependent
upon the nature of the infection:

Catheter exit site infections-characterized by redness, crusting, and exudate at the exit site in the
absence of systemic symptoms and negative blood cultures-should be treated as follows:

1. Apply topical antibiotics, ensuring proper local exit site care; do not remove the catheter.
(Opinion)

2. If there is tunnel drainage, treat with parenteral antibiotics (anti-staphylococcal, anti-
streptococcal therapy pending exit site cultures) in addition to following appropriate local
measures. Definitive therapy should be based on culture results. Do not pgmoxe the catheter
unless the infection fails to respond to therapy. If the infection fails to resp (
remove the catheter and replace it using a different tunnel and exi@ d€nce/Opinion)

Catheter-related bacteremia, with or without systemic signs mptOfis of illness, should be
treated by initiating parenteral treatment with an antibiotic(s) appgopriate for the organism(s)
suspected, usually Staphylococcus and Streptococcus. (E%e) efinitive therapy should be

based on the organism(s) isolated. (Evidence)

1. The catheter should be removed in all insta@vhe patient remains symptomatic more
than 36 hours. (Evidence)

2. Preliminary reports suggest that aftgf obgaining a bactericidal level of the antibiotic in
the blood, stable asymptomatic pati without exit site or catheter tunnel tract
involvement may be treated b Mgim® the catheter over a guidewire plus a minimum
of 3 weeks of systemic antibié @ apy. Blood cultures should be repeated
periodically during and immedi®y after this treatment to monitor its effectiveness. The
catheter should also emoved in any clinically unstable patient. (Opinion)

3. A new permanent accesghould not be placed until blood cultures, performed after
cessation of antibiOWg treatment, have been negative for at least 48 hours. (Opinion)

le

BRA: No guider

CSN: In patient cuffed or noncuffed central venous catheters and suspected
bacteremias,, start treatment with cefazolin 1 to 2 g depending on patient weight, and
gentamycin 1.5mg/kg postdialysis after blood cultures are drawn. In patients with known
cephalosporin allergy, use vancomycin 15mg/kg instead of cefazolin. Once blood culture
results are available, the catheter should be changed over a wire and antibiotic treatment
continued for 2 to 4 wk as clinically indicated.



