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Abstract

Rationale & Objective: Despite the high prevalence of frailty among dialysis patients, it is 

unknown whether frailty is associated with dialysis vascular access failure. This study examined 

the association between frailty and functional use of vascular access.

Study Design: Retrospective observational study.

Setting & Participants: Patients who initiated hemodialysis through a tunneled catheter in the 

US Renal Data System database from 2012 through 2017 and underwent subsequent creation of an 

arteriovenous fistula or graft.

Predictors: The “claims-based frailty indicator” (CFI) was calculated using a validated claims-

based disability status model anchored to a well-described frailty phenotype.

Outcomes: Time to functional use for fistulas and grafts defined as the time from initiation of 

hemodialysis to treatments using the index vascular access with 2 needles.
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Analytical Approach: Fine and Gray competing risk models separately examining fistula and 

graft outcomes. Patient survival was modeled for the entire cohort using Cox proportional hazards 

regression.

Results: A total of 41,471 patients met inclusion criteria, including 33,212 who underwent 

fistula creation and 8,259 who underwent graft placement. Higher CFI quartiles were associated 

with a greater rate of mortality. Patients in the highest CFI quartile had more than 2 times the 

rate of mortality compared with patients in the lowest CFI quartile (hazard ratio [HR], 2.49 [95% 

CI, 2.41–2.58]). In multivariable analyses, the highest CFI quartile was significantly associated 

with longer time to functional use of fistulas (HR, 0.65 [95% CI, 0.62–0.69]) and grafts (HR, 0.88 

[95% CI, 0.79–0.98]).

Limitations: Generalizability may be limited by the requirement of 12 months of Medicare 

claims availability before initiation of dialysis. There were no data on patient anatomic 

characteristics or surgeon characteristics and limited patient-specific sociodemographic data.

Conclusions: Higher degrees of frailty are associated with longer times to vascular access 

functional use. Frailty may be useful for informing clinical decision-making regarding choice of 

vascular access.

Frailty is defined as “a clinically recognizable state of increased vulnerability resulting 

from aging-associated decline in reserve and function across multiple physiologic systems 

such that the ability to cope with everyday or acute stressors is compromised.”1 More than 

75% of patients receiving maintenance dialysis for kidney failure who are older than 60 

years meet the criteria for frailty.2–4 Frailty is associated with a more than 2-fold increase 

in 1-year mortality rate among patients receiving maintenance dialysis2 and an increased 

risk of postoperative morbidity and mortality in patients undergoing oncologic, neurologic, 

colorectal, orthopedic, and vascular operations.5–9 Frailty is an independent predictor of 

postoperative complications, including anastomotic leak after oncologic gastrointestinal 

surgery,5 loosening and dislocation of the endoprosthesis after hip replacement,8 and 

amputation after revascularization for chronic limb-threatening ischemia.10

Recent data demonstrate fistula nonmaturation rates as high as 60% within 5 months after 

the index operation.11 Fistula maturation requires a number of physiologic processes to 

occur, including increase in blood volume flow, dilation of the fistula, and thickening of 

the fistula wall, that could be negatively affected by frailty. Despite the high prevalence 

of frailty among dialysis patients, it is unknown whether frailty is associated with dialysis 

vascular access failure. This study examined the association between frailty and vascular 

access outcomes.

Methods

Data and Population

Among patients who initiated hemodialysis with a dialysis catheter, we studied the 

association between frailty and the time to a mature access. We followed patients from the 

placement of their first fistula or graft (time zero) to functional use. We considered patients 

for study inclusion who initiated dialysis per the US Renal Data System (USRDS) database 

Woo et al. Page 2

Am J Kidney Dis. Author manuscript; available in PMC 2022 July 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



from January 1, 2012, through October 31, 2015. We linked patients’ dialysis facility zip 

codes to local sociodemographic data using 5-year summary estimates from the American 

Community Survey,12 a nationwide survey that collects and produces information on social, 

economic, housing, and demographic characteristics about the US population every year.

We imposed 6 inclusion criteria, beginning with (1) 12 months of fee-for-service Medicare 

coverage (Parts A and B as the primary payer) before the first day of dialysis; this was 

required because we used fee-for-service Medicare claims to compute a frailty score. 

Patients were also required (2) to have initiated hemodialysis with a tunneled catheter 

and (3) to have no fistula or graft creation in the 12 months before the start of dialysis. 

(4) Patients were not included who had a recorded maturing fistula/graft at initiation of 

dialysis, the most common clinical scenario in the United States. Restrictions 3 and 4 made 

it exceedingly unlikely that patients in our sample had a fistula/graft placement before 

initiating dialysis. (5) Creation of a fistula or graft after the initiation of hemodialysis 

was required to exclude patients who never had a fistula or graft placed after initiation of 

hemodialysis through a tunneled catheter. Finally, (6) analysis was restricted to the first 

episode of dialysis in patients who did not previously receive a kidney transplant. We 

followed patients through May 2018, the extent of CROWNWeb data availability in our 

dataset.

This study was approved by the University of Southern California Institutional Review 

Board (HS-18–00530). The requirement for individual-level informed consent was waived 

by the board because this was a study of deidentified data.

Variables

Our main outcomes were overall survival and time to functional use of a fistula or graft 

after placement (maturation). The baseline period (time zero) for each patient was the time 

of placement of the fistula or graft. We defined time to functional use as the amount of 

elapsed time between placement of the fistula or graft (baseline period) and hemodialysis 

using the index vascular access with 2 needles. We identified the index vascular placement 

using the Current Procedure Terminology codes 36818, 36819, 36820, 36821, and 36825 for 

fistulas and 36830 for grafts. We identified revision procedures using codes 36831, 36832, 

and 36833 for open surgical revisions and 36145, 75790, 36147, 36870, 35476, 75978, 

35475, 75791, 75962, 37205, 75960, G0393, and G0392 for endovascular revisions. We 

used data from the CROWNWeb database to identify the month and year when a patient 

first used the vascular access with 2 needles. CROWNWeb began collecting monthly data on 

vascular access use for all patients undergoing maintenance dialysis irrespective of insurance 

coverage in 2012. Patients were followed until the end of the observation period (May 

2018) or when they switched to peritoneal dialysis, received a successful kidney transplant, 

underwent repeat access creation before functional use of the index fistula/graft, or died, 

whichever occurred first.

The primary regressor (exposure) of interest was frailty. We calculated frailty scores 

by modifying a claims-based disability status model created by Segal et al for the 

dialysis population.13,14 This model is the only validated model that calculates frailty 

using Medicare claims data and is anchored to a well-established frailty phenotype 
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(as described by Fried et al15). The Segal model calculates the “claims-based frailty 

indicator” (CFI), which yields a continuous value with a minimum of 0 and a maximum 

of 1 (Table S1). Higher scores indicate greater frailty. The model uses claim diagnosis 

codes and procedure codes (International Classification Diseases, Ninth Revision, and 

Current Procedure Terminology/Healthcare Common Procedure Coding System codes) in 

categories of preventive services, evaluation and management visits, inpatient and outpatient 

encounters, minor or ambulatory procedures, major procedures, imaging, durable medical 

equipment use, and “other” to predict frailty. When Segal et al validated the model in 

a cancer population, the authors omitted indicators for malignancy. Following the same 

rationale, we included an indicator for malignancy and dropped the indicator for kidney 

disease. We treated the CFI as a categorical variable by dividing the population into 

quartiles. An analysis of the CFI and mortality was performed to assess whether the 

association between CFI and mortality was consistent with previously published results 

of frailty and mortality in the maintenance dialysis population.

The control variables were patient characteristics, dialysis facility characteristics, Medicare/

Medicaid dual eligibility, and facility-level zip code sociodemographic characteristics. 

Because patients might have varying durations of catheter dependence at the time of fistula/

graft placement (time zero), we included dialysis vintage at the time of fistula/graft creation, 

defined as the time from hemodialysis initiation to fistula/graft creation. Increasing time 

spent undergoing dialysis through a tunneled catheter may serve as a proxy for a number 

of factors, including access to care,16 and may contribute to worse outcomes after vascular 

access creation.17 Dialysis facility characteristics were obtained from the annual facility 

survey (Centers for Medicare & Medicaid Services form 2744), which provides the total 

number of patients and staffing full-time equivalents. We omitted comorbidities from the 

control variables because they are represented in the frailty index.

Statistical Analyses

Descriptive statistics were performed of patient demographic characteristics, comorbidities, 

dialysis facility characteristics, and zip code sociodemographic characteristics. Age was 

treated as a categorical variable based on clinically relevant categories of age. Time to 

functional use of fistulas and time to functional use of grafts were modeled in 2 separate 

cohorts using competing risk models following the Fine and Gray model,18 with death 

before functional use of the fistula/graft modeled as a competing risk. Overall survival was 

modeled for the entire cohort using Cox proportional hazards models.

A number of sensitivity analyses were performed. The first limited the population to those 

65 years and older. Those who qualify for Medicare before age 65 years and before dialysis 

dependence are disabled, have a higher comorbidity burden, and may have a higher risk 

of fistula nonmaturation. Inclusion of this population could bias the results toward lower 

rates of functional use. The second sensitivity analysis was performed by censoring those 

who had a new vascular access created before functional use at the end of the study period 

instead of at the time of new vascular access creation. Those who have another access 

created before achieving functional use of the index access were likely deemed as having 

failed index accesses. However, because we modeled the outcome of achieving functional 
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use, the outcome was not achieved in these patients, and they could be censored at the time 

of a second access creation or at the end of the study period. Third, because the rate of 

functional graft use appeared low relative to published literature, we conducted a sensitivity 

analysis in which we considered reporting in CROWNWeb of “fistula utilization with two 

needles” after placement of a graft as evidence that the graft achieved functional use. All 

analyses were conducted using SAS 9.4 software (SAS Institute).

Results

Study Population

A total of 41,471 patients met inclusion criteria: 33,212 who received a fistula after initiating 

dialysis and 8,259 who received a graft after initiating dialysis (Fig 1). Among patients who 

underwent fistula creation, functional use of the fistula was achieved within the observation 

period in 18,895 (57%), compared with 5,604 (68%) in the graft group. The mean CFI score 

for the entire population was 0.17 (range, 0.0004–0.94). The minimum cutoff values for the 

second, third, and fourth quartiles were 0.06, 0.12, and 0.23, respectively. The prevalence of 

comorbidities increased with increasing CFI quartile, whereas dialysis facility characteristics 

varied by CFI quartile without clear trends by quartile (Table S2).

Time to Functional Use After Fistula Creation

The median CFI score in the group of patients who received a fistula was 0.10 (interquartile 

range, 0.05–0.20). The likelihood of being in a higher CFI quartile was greater with older 

age (Table 1). Patients in the highest frailty quartile were more likely to be female and 

had a high prevalence of comorbidities: malignancy (19%), congestive heart failure (72%), 

diabetes (67%), and peripheral vascular disease (24%; Table S3).

Among patients in the lowest frailty quartile, 59% and 72.7% were using their fistulas within 

6 and 12 months of creation, respectively (Fig 2). The median time to fistula use for patients 

in whom functional use was achieved within 12 months of creation was 98 days. In contrast, 

in patients in the highest frailty quartile, 47.2% and 59.3% were using their fistulas within 6 

and 12 months of creation, respectively.

On multivariable analysis of patients who underwent fistula creation, CFIs in higher 

quartiles were significantly associated with longer time to functional use in a dose-response 

manner (Table 2). Female sex was associated with a 23% (95% CI, 21%–25%) lower 

likelihood of functional use. Use of a hospital-based dialysis facility was also associated 

with lower likelihood of functional use. Increasing age, Asian (non-Hispanic) race, Hispanic 

ethnicity, and not-for-profit status of the dialysis facility were associated with shorter time to 

functional use, as was patient-to-staff ratio greater than 4.

Before achieving functional fistula use, 25% of patients required a revision procedure. 

Among patients in the highest frailty quartile, 25.4% underwent at least one revision before 

functional use, compared with 22.9% in the lowest frailty quartile. Those who required a 

revision procedure underwent a mean of 2.7 procedures. Among patients in the lowest frailty 

quartile, 6.4% and 18% died before using their fistula within 6 and 12 months of creation, 
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respectively (Fig 2). Of patients in the highest frailty quartile, 9% and 24.2% died before 

using their fistula within 6 and 12 months of creation, respectively.

Time to Functional Use After Graft Creation

The median CFI score in the group of patients who received grafts was 0.14 (interquartile 

range, 0.07–0.26). Increasing age was associated with a greater likelihood of being in 

a higher CFI quartile (Table 3). Patients in the highest CFI quartile were significantly 

more likely to be female. Patients in the highest frailty quartile also had high prevalences 

of comorbidities: malignancy (18%), congestive heart failure (69%), diabetes (67%), and 

peripheral vascular disease (23%; Table S4).

Among patients in the lowest frailty quartile, 67.5% and 71.6% were using their graft within 

6 and 12 months of creation, respectively (Fig 3). The median time to graft use for patients 

in whom functional graft use was achieved within 12 months of creation was 45 days. Of 

patients in the highest frailty quartile, 66.3% and 69.3% were using their grafts within 6 and 

12 months of creation, respectively.

On multivariable analysis of patients who underwent graft placement, CFI was not 

associated with time to functional use except in the highest quartile (hazard ratio [HR], 

0.88 [95% CI, 0.79–0.99]; Table 4). Increasing age and not-for-profit status of the dialysis 

facility were significantly associated with shorter time to functional use. A hospital-based 

dialysis facility setting was significantly associated with longer time to functional use.

Before achieving functional graft use, 9% of patients required a revision procedure. Of 

the patients in the highest frailty quartile, 8.1% underwent at least one revision before 

functional use, compared with 9.4% in the lowest frailty quartile. Those who required a 

revision procedure underwent a mean of 3.1 procedures. Among patients in the lowest frailty 

quartile, 7.6% and 15.1% died before using their graft within 6 and 12 months of creation, 

respectively (Fig 3). Of patients in the highest frailty quartile, 10.1% and 18.1% died before 

using their graft within 6 and 12 months of creation, respectively.

Overall Mortality

Among patients in the lowest frailty quartile, 14% and 22.4% died within 6 and 12 months 

of their first hemodialysis session, respectively (Fig 4). Of patients in the highest frailty 

quartile, 22.4% and 50.5% died within 6 and 12 months of their first hemodialysis session, 

respectively.

On multivariable analysis, increasing CFI quartile was associated with increasing risk of 

mortality in a dose-response fashion (Table 5). Patients in the highest CFI quartile had more 

than 2 times the risk of mortality as patients in the lowest CFI quartile (HR, 2.46 [95% CI, 

2.38–2.55]). Female sex and non-White race were associated with lower risk of mortality, as 

was Medicare/Medicaid dual eligibility.

Sensitivity Analyses

Our results were robust to all sensitivity analyses. The analysis of the fistula population 

limited to those aged 65 years or older demonstrated no difference in the HR values for 
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the frailty quartiles compared with the base analysis (Table S5). The analysis of the graft 

population limited to those aged 65 years or older demonstrated small relative differences 

in the HR values for the frailty quartiles compared with the base analysis, with the values 

remaining statistically nonsignificant (Table S6).

The analysis of the fistula population with those undergoing a second access creation before 

functional use of the index access censored at the end of the study period demonstrated 

small relative differences in the HR values for the frailty quartiles compared with the base 

analysis (HRs for quartile 4: 0.71 vs 0.66; HRs for quartile 3: 0.79 vs 0.76; Table S7). The 

same sensitivity analysis of the graft population demonstrated minimal differences in the HR 

values for the frailty quartiles compared with the base analysis, with the values remaining 

statistically nonsignificant (Table S8).

In 11.2% of all graft cases, we observed graft creation followed by reporting in 

CROWNWeb of fistula use with 2 needles (the analogous scenario was not observed for 

fistula creation). When we tested the sensitivity of our results to misclassifications in graft 

use, the 6-month rate of graft functional use increased from 67% to 74% in the lowest frailty 

quartile and from 66% to 71% in the highest frailty quartile. The 12-month rate of graft 

functional use increased from 70% to 74% in the lowest frailty quartile and from 68% to 

74% in the highest frailty quartile. However, the change in classification did not change 

our results, with the overall association between CFI quartile and graft functional use being 

statistically nonsignificant (P = 0.06) and the HR values demonstrating minimal changes 

compared with the base model (Table S9).

Discussion

In this analysis, increased patient frailty, measured with a validated claims-based frailty 

index correlated with the Fried frailty score, was associated with lower likelihood of fistula 

functional use in a dose-response manner. Conversely, the association between frailty and 

lower likelihood of functional use of a graft was seen only in the highest CFI quartile. This 

is not surprising because the physiologic processes required for fistula maturation can be 

negatively affected by frailty. Grafts do not require these physiologic changes and require 

only that there be enough graft incorporation into the subcutaneous tissues before puncture 

to allow the puncture site to seal.

The probability of functional use of a fistula decreased with increasing CFI quartile (ie, 

increased frailty). Although the CFI has not been validated specifically in the dialysis 

population, the quartile cutoffs used in this study are consistent with the cutoffs suggested 

by Segal et al.13,14 For instance, the cutoff for the third quartile in the present study (0.12) 

was exactly the value determined by Segal et al to have the highest sensitivity and specificity 

for identifying frailty.13 The cutoff for the fourth quartile (0.23) was consistent with the 

cutoff value suggested by Segal et al (0.2) that was highly specific (91%) for frailty and 

significantly predicts 5-year mortality and 5-year hospital and nursing-home admissions. 

Consistent with other studies, the present study also demonstrated a dose-response increase 

in mortality, with the highest quartile of frailty associated with a nearly 250% increase in the 

risk of mortality.2
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The recently revised NKF-KDOQI (National Kidney Foundation–Kidney Disease Outcomes 

Quality Initiative) clinical practice guideline for vascular access shifts recommendations 

away from a “fistula-first” approach toward a patient-centered approach that considers 

patient attributes and preferences.19 The results of our study further emphasize 

the importance of individualizing vascular access decision-making to specific patient 

characteristics. Nevertheless, the Centers for Medicare & Medicaid Services (CMS) 

reimbursement policies continue to prioritize a fistula-first approach. The Quality Incentive 

Program includes a quality measure that rewards dialysis facilities with higher prevalence 

of patients undergoing dialysis through a fistula versus a graft.20 Similarly, the Kidney Care 

Choices Model from the CMS Innovation Center, due to be implemented in 2022, also 

includes a measure related to an “optimal start” for dialysis that preferentially rewards a 

fistula-first practice. Our results suggest that frailty should be an important consideration in 

designing these payment models, and many patients, particularly those in the highest frailty 

quartiles, would not experience the putative benefits of a fistula-first policy.

Given the high 24-month mortality rates of patients in the third and fourth quartiles of frailty 

(57.9% and 67.8%, respectively), fistula creation might not be a reasonable consideration for 

many of these patients unless they have superior anatomy with a large-diameter nonsclerotic 

vein and a healthy inflow artery. Incorporating frailty could aid an already complex decision 

for patients who have high mortality and low access maturation rates. In addition to frailty, 

providers should consider other factors that may be associated with poor fistula maturation, 

including sex, race and ethnicity, diabetes, and peripheral vascular disease.21–23 For some 

patients, the preferred first choice could be a graft, or, in the case of the most frail, 

a tunneled catheter. Further efforts to characterize the complex interaction of individual 

patient characteristics that predict mortality and likelihood of fistula maturation will aid in 

this decision-making process.

As a result of the study requirement of 12 months of Medicare claims availability before 

initiation of dialysis, the only patients who met the inclusion criteria were those older than 

65 years or those who qualified for Medicare before age 65 years by virtue of disability. 

This excluded a majority of the hemodialysis population. It is possible that this may limit 

the generalizability of the study. However, the distribution of the CFI in our study population 

was consistent with the distribution described by Segal et al in the general populations that 

were included in their studies, suggesting that the studied population was representative 

of the dialysis population more generally with respect to frailty.13 Although we excluded 

patients who had a fistula/graft creation during the 12 months of advanced chronic kidney 

disease before initiating dialysis, it is possible that there may be patients who had a fistula/

graft for longer than 12 months. Given practice patterns in the United States, this clinical 

scenario is highly unlikely.

This retrospective study was subject to residual confounding by unmeasured factors that 

could not be adjusted for because of data limitations. The USRDS does not include data on 

patient anatomic characteristics or comorbidities not captured on intake or through billing 

codes; has limited patient-specific sociodemographic data beyond age, sex and race, and 

insurance status; and does not contain data on surgeon characteristics, anatomy, or prosthetic 

graft type, so these data could not be included in the analysis. It is possible that surgeons 

Woo et al. Page 8

Am J Kidney Dis. Author manuscript; available in PMC 2022 July 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



who are more skilled or have more experience may be able to achieve better vascular access 

outcomes irrespective of the patient characteristics. Further, the definition of functional use 

of vascular access in our study (successful hemodialysis using 2 needles in the vascular 

access) is limited by the information available from CROWNWeb. CROWNWeb does not 

include data on blood flow or treatment duration. It is possible that frail patients require 

reduced flow rates and longer treatment times to achieve the definition of functional use 

used in our study, but these nuanced data are not available from the dataset we used.

Because this was a retrospective cohort study, our results could have been confounded by 

selection bias; for instance, patients with a higher CFI were also more likely to undergo 

graft versus fistula creation. As such, the fistula and graft groups were analyzed separately. 

The sample size for the grafts was significantly smaller than for the fistulas. It is possible 

that the negative findings for the association between frailty and fistula functional use in 

the graft group represent a type II error due to limited statistical power. However, obtaining 

larger sample sizes of patients undergoing graft placement remains challenging because 

of the emphasis on fistulas and may require aggregation of data over longer periods of 

time. Because the USRDS did not begin collecting CROWNWeb data until 2012, obtaining 

additional data on graft use is difficult.

This study demonstrates that higher degrees of frailty are associated with longer times to 

fistula maturation. Frailty, if measured in a systematic clinical assessment, could be used 

to guide vascular access decision-making, and future studies of vascular access outcomes 

should include assessment of frailty. Efforts to identify an effective predictive model of 

fistula maturation failure should be continued.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.

Support:

This research was supported by the National Institutes of Health (NIDDK 1K08DK107934 [Dr Woo], 
1R03DK127131 [Dr Woo], and K08DK118213 [Dr Lin]). The National Institutes of Health did not participate 
in the collection, analysis, and interpretation of data; in the writing of the report; or in the decision to submit the 
article for publication.

References

1. Xue QL. The frailty syndrome: definition and natural history. Clin Geriatr Med. 2011;27(1):1–15. 
[PubMed: 21093718] 

2. Shah S, Leonard AC, Thakar CV. Functional status, pre-dialysis health and clinical outcomes among 
elderly dialysis patients. BMC Nephrol. 2018;19(1):100. [PubMed: 29703177] 

3. Johansen KL, Chertow GM, Jin C, Kutner NG. Significance of frailty among dialysis patients. J Am 
Soc Nephrol. 2007;18(11):2960–2967. [PubMed: 17942958] 

4. Drost D, Kalf A, Vogtlander N, van Munster BC. High prevalence of frailty in end-stage renal 
disease. Int Urol Nephrol. 2016;48(8):1357–1362. [PubMed: 27165401] 

5. Nishijima TF, Esaki T, Morita M, Toh Y. Preoperative frailty assessment with the Robinson Frailty 
Score, Edmonton Frail Scale, and G8 and adverse postoperative outcomes in older surgical patients 
with cancer. Eur J Surg Oncol. 2021;47(4): 896–901. [PubMed: 33036830] 

Woo et al. Page 9

Am J Kidney Dis. Author manuscript; available in PMC 2022 July 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



6. Theriault BC, Pazniokas J, Adkoli AS, et al. Frailty predicts worse outcomes after intracranial 
meningioma surgery irrespective of existing prognostic factors. Neurosurg Focus. 2020;49(4):E16.

7. Richards SJG, Cherry TJ, Frizelle FA, Eglinton TW. Pre-operative frailty is predictive of adverse 
post-operative outcomes in colorectal cancer patients. ANZ J Surg. 2021;91(3):379–386. [PubMed: 
32975018] 

8. Pulik Ł, Jaśkiewicz K, Sarzyńska S, Małdyk P, Łęgosz P. Modified frailty index as a predictor of 
the long-term functional result in patients undergoing primary total hip arthroplasty. Reumatologia. 
2020;58(4):213–220. [PubMed: 32921828] 

9. Houghton JSM, Nickinson ATO, Morton AJ, et al. Frailty factors and outcomes in vascular 
surgery patients: a systematic review and meta-analysis. Ann Surg. 2020;272(2):266–276. [PubMed: 
32675539] 

10. Houghton JS, Nickinson AT, Helm JR, et al. Associations of clinical frailty with severity of limb 
threat and outcomes in chronic limb-threatening ischaemia. Ann Vasc Surg. 2021;76:406–416. 
[PubMed: 33951523] 

11. Dember LM, Beck GJ, Allon M, et al. Effect of clopidogrel on early failure of arteriovenous 
fistulas for hemodialysis: a randomized controlled trial. JAMA. 2008;299(18):2164–2171. 
[PubMed: 18477783] 

12. United States Census Bureau. The American Community Survey, 2012. Accessed October 18, 
2020. https://www.census.gov/programs-surveys/acs/

13. Segal JB, Chang HY, Du Y, Walston JD, Carlson MC, Varadhan R. Development of a claims-based 
frailty indicator anchored to a well-established frailty phenotype. Med Care. 2017;55(7):716–722. 
[PubMed: 28437320] 

14. Segal JB, Huang J, Roth DL, Varadhan R. External validation of the claims-based frailty index 
in the national health and aging trends study cohort. Am J Epidemiol. 2017;186(6):745–747. 
[PubMed: 28938711] 

15. Fried LP, Tangen CM, Walston J, et al. Frailty in older adults: evidence for a phenotype. J Gerontol 
A Biol Sci Med Sci. 2001;56(3):M146–M156. [PubMed: 11253156] 

16. Ryan TJ, Farber A, Cheng TW, et al. Factors associated with a tunneled dialysis catheter in place at 
initial arteriovenous access creation. J Vasc Surg. 2021;73(5):1771–1777. [PubMed: 33068763] 

17. Celik S, Gok Oguz E, Ulusal Okyay G, Selen T, Ayli MD. The impact of arteriovenous fistulas 
and tunneled cuffed venous catheters on morbidity and mortality in hemodialysis patients: A single 
center experience. Int J Artif Organs. 2021;44(4):229–236. [PubMed: 32962489] 

18. Fine JP, Gray RJ. A proportional hazards model for the sub-distribution of a competing risk. J Am 
Stat Assoc. 1999;94(446):496–509.

19. Lok CE, Huber TS, Lee T, et al. KDOQI Clinical Practice Guideline for Vascular Access: 2019 
update. Am J Kidney Dis. 2020;75(4)(suppl 2):S1–S164. [PubMed: 32778223] 

20. Fishbane S, Miller I, Wagner JD, Masani NN. Changes to the end-stage renal disease quality 
incentive program. Kidney Int. 2012;81(12):1167–1171. [PubMed: 22534963] 

21. Woo K, Lok CE. New insights into dialysis vascular access: what is the optimal vascular access 
type and timing of access creation in CKD and dialysis patients? Clin J Am Soc Nephrol. 
2016;11(8):1487–1494. [PubMed: 27401524] 

22. Diehm N, van den Berg JC, Schnyder V, et al. Determinants of haemodialysis access survival. 
Vasa. 2010;39(2):133–139. [PubMed: 20464668] 

23. Lok CE, Allon M, Moist L, Oliver MJ, Shah H, Zimmerman D. Risk equation determining 
unsuccessful cannulation events and failure to maturation in arteriovenous fistulas (REDUCE FTM 
I). J Am Soc Nephrol. 2006;17(11):3204–3212. [PubMed: 16988062] 

Woo et al. Page 10

Am J Kidney Dis. Author manuscript; available in PMC 2022 July 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

https://www.census.gov/programs-surveys/acs/


PLAIN-LANGUAGE SUMMARY

We examined outcomes after arteriovenous fistula and graft placement in patients who 

initiated hemodialysis and were recorded in the US Renal Data System database from 

January 1, 2012, through October 31, 2015. Patients were categorized into quartiles of 

frailty, which is a state of increased vulnerability resulting from decreased physiologic 

function. Our findings demonstrated that patients who were the most frail had a 

significantly lower likelihood of successfully using a fistula compared with patients who 

were the least frail. Patients who were the most frail were also at the highest risk of 

mortality, suggesting that patients who are the most frail may not derive benefit from 

creation of an arteriovenous fistula.
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Figure 1. 
Flow diagram of included and excluded cases.
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Figure 2. 
Times to functional fistula use (A) and death before functional fistula use (B). Curves 

generated using the cumulative incidence function method. Abbreviation: CFI Q, claims-

based frailty indicator quartile.
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Figure 3. 
Times to functional graft use (A) and death before functional graft use (B). Curves generated 

using the cumulative incidence function method. Abbreviation: CFI Q, claims-based frailty 

indicator quartile.
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Figure 4. 
Population mortality after first hemodialysis session. Curves generated using the cumulative 

incidence function method. Abbreviation: CFI Q, claims-based frailty indicator quartile.
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