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Peritoneal dialysis International: 2016-2017

 C(Clinical research

e Excluded

 Animal studies

* Invitro studies (pharmacological, cell cultures, etc)
* Transport modeling using computer models

e Study protocols

* Editorials

* Commentaries

* Reviews

Papers that fulfilled the criteria
* Original Articles 115
* Short Reports 56




Guidelines

ISPD PERITONITIS RECOMMENDATIONS: 2016 UPDATE ON PREVENTION
AND TREATMENT

A SYLLABUS FOR TEACHING PERITONEAL DIALYSIS TO PATIENTS AND
CAREGIVERS

ISPD CATHETER-RELATED INFECTION RECOMMENDATIONS: 2017
UPDATE

LENGTH OF TIME ON PERITONEAL DIALYSIS AND ENCAPSULATING
PERITONEAL SCLEROSIS — POSITION PAPER FOR ISPD: 2017 UPDATE
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INTENSIVE VERSUS MINIMAL STANDARD DOSAGE FOR PERITONEAL DIALYSIS IN
o ACUTE KIDNEY INJURY: A RANDOMIZED PILOT STUDY

Watanyu Parapiboon and Treechada Jamratpan

Department of Medicine, Maharat Nakhon Ratchasima Hospital, Nakornratchasima, Thailand

e Patients randomly assigned to either intensive PD dosage (> 30 L per day) or a
minimal standard PD dosage (< 20 L per day).

* Peritoneal dialysis was stopped at renal recovery, defined as serum creatinine of
less than 3 mg/dL, blood urea nitrogen (BUN) less than 40 mg/dL, and urine
output of more than 1,000 mL per day for 2 consecutive days.

* Peritoneal dialysis was shifted to another modality of dialysis when uncorrected
hyperkalemia (potassium > 6.5 mEq/L), intractable metabolic acidosis (pH < 7.1
and bicarbonate < 10 mEq/L), or fluid overload caused impaired oxygenation
during the PD session.

Perit Dial Int 2017; 37(5):523-528



93 AKI patients (>18 yr) with Acute PD Exclusion: 13

| * 6 Hypercatabolic

Dosage and Ultrafiltration of Peritoneal Dialysis | + 4.cKDS
* 3 HyperK (>6.5)

80 eligible Patients

Intensive Minimal pockert 1
(n=39) (n=36) P 2 N,
Intensive : 41 Minimal : 39
Delivery Kt/V 2 catheter malfunction Exclude after randomization ! bladder injury
mean .I:":;I"}'} ; ¢ 2 peritonitis

- 1% day 0.61 (0.23) 0.38 (0.15) <0.001 intensive - 39 Minimal : 3

- 2" day 0.67 (0.30) 0.36 (0.10) <0.001 2 switch to minimal Protocol Deviation 1 switch to HD

737 day 0.49 (0.26) 0.37 (0.02) 0.05 Mortality (%)

- 4™ day 0.32 (0.12) 0.30 (0.08) 0.56 100 ]

- 5th day 0.30 (0.16) 0.25 (0.11) 0.41

- 6th day 0.32 (0.11) 0.28 (0.09) 0.42 80

_ 7th f‘lay (1 35 {I"I 1ﬂ;'l (1 28 {ﬁ I"I':n} 00~
VieariyRG/Y 3.3(0.96) 2.26 (0.25) 0.01 60

mean!SD!
40

Median (IQR)
-1%t day 1.55(0.62,2.50)  0.50(0.13,1.20)  0.006 -
2Mday  2.10(1.20,2.40)  0.90(0.40,1.60)  <0.001

p=0.13

SD = standard deviation; UF = ultrafiltration; IQR = interquartile 8 intensive B Minimal

range.
Perit Dial Int 2017; 37(5):523-528



Metabolic and serum albumin between
intensive and minimal standard group.

.......... Minimal
Intensive

BUN (mg/dL) K (mEg/L) HCO3 (mg/dL)

6 30

100

50

0 0 0
Pre 6 12 18 24 48 72 Pre 6 12 18 24 48 72 Pre 6 12 18 24 48 72
BS (mEq/L) Albumin (g/dL)
300 3  a

200 2
100 1
0 0

Pre 6 12 18 24 48 72 Pre 6 12 18 24 48 72
" P > 0.05

Secondary Outcomes and Complications

Intensive ~ Minimal
(n=39) (n=36)
Dialysis dependent, n (%) 1(2.6%) 3(8.3%)
Length of stay, day median (IQR) - 9 (3-23.5) 9 (4-22)
Acute PD session, median (IQR) 4 (2-11.5) 5 (2-8)
Complication
Peritonitis, n (%) 6 (15.3%) 3(8.3%)
Leakage, n (%) 1 (4%) 1 (4%)

Perit Dial Int 2017; 37(5):523-528




ACUTE PERITONEAL
DIALYSIS IN PATIENTS

WITH ACUTE KIDNEY
INJURY

CHO et al.

36 (48.0 %) patients survived to discharge

Total patients (75)
Heart failure (37)
Hepatic failure (15)

Septic shock (11)

Acute pancreatitis (7)

Miscellzneous (5)

Heart fzilure (23)

Hepatic failure (6)
Saptic shock (2)
Acute pancreatitis (S)
Miscellzneous (0)

39 (52.0 %) patients died during hospitalization

Heart fzilure (14)
Hepatic failure (9)
Septic shock (9)
Acute pancreatitis (2)

Miscellaneous (5]

7 (9.3 %) patients completdy recovers renal function
Heart failure (2)
Hepatic failure (1)
Acute pancraatitis (4)

Heart failure (21)

Hepatic failure (5)

Sepric shock (2)
Acute pancreatitis (1)

Perit Dial Int 2017; 37(5):529-534

29 (38.7 %) patients remained at CAPD state
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EXIT-SITE DRESSING AND INFECTION IN PERITONEAL DIALYSIS: A RANDOMIZED CONTROLLED PILOT
TRIAL

Exit-Site and Peritoneal Infections

Assessed eligibility
(n=122) Dressing Non-dressing  p
(n=49) (n=48) value
_ Exit-site infection organism
g Gram-positive bacteria
= 5. 1 1
= Excluded (n=14 R . 5
= > Cuffed exposed (n=4) er gra_lm—pom \{e
W Recent PD-related infection (n=3) Gram-negative bacteria
No consent (n=T7) Pseudomonas aeruginosa 2 0
V Other gram-negative 0 0
Yeast 0 0
Culture-negative 0 4
Exit-site dressing (n=54) Others 0 0
Non-dressing (n=54) .
ESI rate.(patlent—months 1:241.3 11111
per episode)
g Median time to first ESL
= edian time to first ESI,
7 days (IOR) 177.5 (317.5)  85.0 (110.5) 0.25
L
= Exited study (n=11) Peritonitis orgamsm
Died (n=7) (n=4 in dressing group, Gram-positive bacteria
) n=3 in non-dressing group) S. aureus 1 0
Converted to HD (n=4) (n=1 in dressing Other gram-positive 4 0
group, n=3 in non-dressing proup) Gram-negative bacteria
Pseudomonas aeruginosa 1 1
Other gram-negative 9 10
V Yeast 1 0
-z Culture-negative 6 7
= Others 4 2
= .
o 97 patients completed the study EE -
P F Peritonitis rate _(patlent 1371 144 4
months per episode)

Median time to first PD

eritonitis, days (I0R) 08 (187)  249.5(260.5) 0.03

MUSHAHAR etal. ESI = exit-site infection, IOR =interquartile range; PD = peritoneal
Perit Dial Int 2016; 36(2):135-139 dialysis.



COMPARISON OF TOPICAL CHLORHEXIDINE AND MUPIROCIN FOR THE PREVENTION OF EXIT-SITE
INFECTION IN INCIDENT PERITONEAL DIALYSIS PATIENTS

chlorhexidine mupirocin

(episode per  (episode per

Infection patient-yr) patient-yr) IRR(95%-Cl) p-value . - .
Peritonitis-free survival
Exit site infection 1.001
Total ESI 0.22 0.12 —0— 1.82(1.01,3.31) 0.048 ‘g
Total Gram-positive  0.10 0.08 —— 1.21(0.56,2.61) 0.64 _g 0754
S.aureus 0.08 0.04 -—.— 1.89(0.70,5.12) 0.21 8_
other Gram-positive  0.02 0.04 - 0.52(0.13,2.07) 0.35 ’g
Total Gram-negative 0.09 0.04 L 2.48(0.87,7.03) 0.09 S 0.50
P.aerugincsa 0.08 0.03 & 2.84(0.90,8.92) 0.07 E
other Gram-negative 0.01 0.01 — > 1.03(0.06,16.5) 0.98 2
o9 ( ) £ BoE p = 0.60
Peritonitis nE_
Total peritonitis 0.31 0.32 0.99(0.65,1.50) 0.95
Total Gram-positive  0.12 0.12 0.97(0.49,1.92) 0.94 0.00 T T T T T
S.aureus 0.02 0.01 1.03(0.14,7.34) 0.97 0 200 - 400 600 800
other Gram-positive  0.10 0.11 0.96(0.47,2.00) 0.92 . ime (days)
) Number at risk
Total Gram negative 0.13 0.12 1.08(0.56,2.12) 0.79 Mupirocin N 162 90 49 11 0
P.aeruginosa 0.02 0.01 1.03(0.15,7.34) 0.97 Chlorhexidine N 175 82 35 g 0
other Gram-negative 0.12 0.11 1.10(0.55,2.23) 0.79 Mupirocin _____ Chlorhexidine

1 I
0 1 10

favours chlorhexidine favours mupirocin

T -

Figure 1 — A comparison of rates of ESI and peritonitis between mupirocin and chlorhexidine groups. IRR=1incidence rate ratio; (I = confidence
interval; patient-yr = patient-year; ESI = exit-site infection; S.aureus = Staphylococcus aureus; P.aeruginosa = Pseudomonas aeruginosa.

HTAY et al.
Perit Dial Int 2017; 37(3):266-272
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LONG-TERM EXIT-SITE GENTAMICIN PROPHYLAXIS AND GENTAMICIN RESISTANCE
IN A PERITONEAL DIALYSIS PROGRAM

0.350 1 p<0.0001
.
0.300 -
j
= Gentamicin-Resistant Peritoneal Dialysis-Related Infection
£ 0250 - OS. Aureus Prophylaxis period (1991-2000) .
3] (Period 1) Prophylaxis
qg Year period Patient Infection Organism
% — M Gentamicin Prophylaxis Period (2004-2013)
= Y . N Alcigenes
= : a
S (Period 2) 1993 Period 1 1 Peritonitis sylosoxidans
2 =0.21
2 p=0. i aa N :
Z.0.150 £<0.0001 1994 Period 1 2 Peritonitis E. coli
<
= [ ] 1999 Period 1° 3 ESI Pseudomonas
= aeruginosa
o
5 0.100 - 2005 Period 2P 4 Peritonitis E. coli
E : b c 1
o p=0.54 2010 Feb Period 2 5 ESI E. coli
0.050 - p=0.37 p=0.54 I—l p=0.3 2010 Mar Period 2P 5¢ ESI E. coli
| I I | I I ESI = exit-site infection.
0.000 ~— _— : : o —— _— . a S. Aureus prophylaxis period from 1991 to 2000.
= b TR . . ..
Gram Gentamicin  Exit Site Gram Gentamicin ~ Candida  Candida Exit c Emt site p.rophy laxis with gentamicin cream from .2004 to 29131
. . . . . . R . . ame patient who developed gentamicin-resistant exit-site
Negative Resistant Infection Rate Negative Exit  Resistant Peritonitis ~ Site Infection facti thin 1 th
Peritonitis Gram Site Infection Gram Rate Rate TTection withn = month.
Rate Negative Rate Negative Exit
Peritonitis Site Infection
Rate Rate
I7th Congress of the
CHEN et al.

International Society for Peritoneal Dialysis

VANCOUVER, CANADA MAY 5-8, 2018

Perit Dial Int 2016; 36(4):387-389



Antimicrobial resistance

OiMar-dregreviond Bl Do baeo or resnfard

Figure 1 —Trend ofthe relative incdence of MORA and CRA PD-related
peritomitiz over 1a years. MOREA = mulbtdrug-resistant Ao retobacter;
CRA = carbapenem-resiztant Aoiretobacter; PD = peritoneal dialysiz.

Trend of Incidence of MDRA and CRA PD-Related Peritonitis Over 16 Years

Patient-years All episodes Multi-drug resistant Carbapenem-resistant
Time period during follow-up n (per patient-year) n (per patient-year) % n (per patient-year) %
2000-2004 1,881 26 (0.0138) 3(0.0016) 12 0 0
2005-2009 1,896 22 (0.0116) 3(0.0016) 14 2 (0.0011) 9
2010-2015 2,228 18 (0.0081) 6 (0.0027) 33 3(0.0013) 17
Total 6,005 66 (0.0110) 12 (0.0020) 18 5 (0.0008) 8

MDRA = multidrug-resistant Acinetobacter; CRA = carbapenem-resistant Acinetobacter; PD = peritoneal dialysis.

Li PKT et al, PDI 37:177-182
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PROSPECTIVE RANDOMIZED STUDY COMPARING A SINGLE-CUFF SELF-LOCATING CATHETER WITH A

SINGLE-CUFF STRAIGHT TENCKHOFF CATHETER IN PERITONEAL DIALYSIS

Origin

External consultations (n=50) (Allocated 26/24)
Hemodialysis (n=13) (Allocated 8/6)

80 incident patients [<] Emergency (n=11) (Allocated (8/8)
Transplantation (n=4) (Allocated 1/3)

Excluded (n=2 patients):
Disseminated malignant disease (n=1)
Very short size, absence of catheter of

the right size (n=1)

Randomized n=78 patients

INULL o
s . Type and Number of Complications During Each Study Period: Pre, Post, and Total
e T
3 a
Allocated to self-locating Allocated to straight Tenckhoff . s - 13 Total period
catheter catheter Pre period Post period SLC TC p
n=40 patients n=38 patients

No complications 49 31 21 8 NS

v Peritoneal bleeding 4 9 7 6 NS

Evolution ' Evolution Leakage 8 8 9 7 NS
?onm:.lous [_”=26}_6 Continuous (n=22) Drainage failure 16 30 12 25 0.003b

Hr::ﬁzpd?ar}ti:o(r;lré]— ) Transplantation (n=9) Hernia 0 7 7 7 NS

Desth ('n:“;)' B Hemodialysis (n=6) Peritonitis 0 57 31 26 NS

(1 myocardial infarction, 1 ictus ) Dasith [n=0) Exit-site infection 3 11 / 7 NS

Renal function recovery {Rne_nf)l function recovery Cuff extrusion 0 0 0 0 NS

(n=0) )

SLC = self-locating catheter; IC = Tenckhoff catheter; NS = not significant.
2 Some patients have drainage problems as well as other concomitant problems
b Between SLC and TC groups in total period.

17th Congress of the
SANCHEZ-CANEL et al. - intemationalSocietyfor PertonealDalysis
Perit Dial Int, 2016: Vol. 36, pp.52-59




THE ‘PULL’ TECHNIQUE FOR REMOVAL OF
PERITONEAL DIALYSIS CATHETERS: A CALL FOR RE-

EVALUATION OF PRACTICE STANDARDS

Figure 2 — Skin raised at locations of the superficial cuff (arrow 1)
and the deep cuff (arrow 2) during the ‘pull’ technique. The loca-
tions of the cuffs are well visualized in this thin patient. The sites are
infiltrated with local anesthetic agent.

Figure 4 — Peritoneal dialysis catheter after removal. The catheteris
inspected after removal to verify its mechanical integrity. Note the
absence of the 2 Dacron cuffs which are left within the abdominal
wall. (compare to Figure 1 of the intact catheter)

Figure 3 — The silicon tubing has been released from the superficial
cuff with a Dacron remnant adhering to the catheter (arrow 1) and

: < . 5 . 17th Congress of the
traction on the catheter resulting in tenting of the skin at the deep Figure 5 — Infection at the site of retained superficial cuff. - International Society for Peritoneal Dialysis

cuff (arrow 2).

VANCOUVER, CANADA ‘ MAY 5-8, 2018




Patient Data

Number of patients 40 Location of Catheter Removal

Number of catheters removed 46

Male/female ratio 28/12 Office 25
Average age 59 (range 23-88) Bedside 19
Average BMI 29 kg/m? Operating room 2
Diabetics 19 (in conjunction with another procedure)

Average time since catheter placement 18 months (range 2-56)

BMI = body mass index.

Complications of the ‘Pull’ Techmique

Superficial cuff infection 1
Catheter separation at a connector site 1
Ascitic leak 1

GRIEFF et al. 7th Congress of the
Perit Dial Int 2017: 37(2):225_229 ~ International Society for Peritoneal Dialysis
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CENTER-SPECIFIC FACTORS ASSOCIATED WITH PERITONITIS RISK—A MULTI-CENTER REGISTRY
ANALYSIS .
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Figure 3 — Variation of peritonitis incidence rate ratios across 51 Australian PD dialysis centers during the period 2004-2013 in unadjusted (green
circle), patient-level adjusted (pink triangle) and multilevel (patient and center) adjusted (blue square) models using posterior modal estimates (+ 2

standard errors) calculated from empirical Bayes estimates derived from mixed effects models with center-level random intercepts. Dialysis centers
are ranked by peritonitis rates in each model. Overall p value = 0.02. PD = peritoneal dialysis; APD = automated PD; PET= peritoneal equilibration

test.

& 17th Congress of the
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NADEAU-FREDETTE et al.
Perit Dial Int 2016, 36(5):509-518




Forest plots demonstrating the associations between each of 7 center-
level variables and
(a) peritonitis rates; and, (b) time to first peritonitis.

Center size ) »
< 235 pt-yr —_— me——
> 1000 pt-yr —_— s
PD percentage
< 20% e s e ) oy
> 30% ——— S
APD exposure
< 45% —_— 23
> 78% —_—t— ®
Icodextrin exposure
<33 —_—— 2
> 65% - : .
PET at PD start
<44%  —— ®
> 60% e e
Hospitalisation for peritonitis
< 36% R —_———
> 60% —_— —_———
Anti-fungal prophylaxis
< 30% ———— *
> 85% —— ®
0.6 0.8 1.0 1.2 1.4 0.6 0.8 1.0 1.2 1.4
Incidence rate ratio Hazard ratio

Nadeau-Fredette A-C et al, Perit Dial Int 2016; 36(5):509-518
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ASSOCIATION BETWEEN PERITONEAL GLUCOSE THE ASSOCIATION BETWEEN GLUCOSE
EXPOSURE AND PERITONITIS IN PERITONEAL EXPOSURE AND THE RISK OF PERITONITIS
DIALYSIS PATIENTS: THE ba/ANZ TRIAL IN PERITONEAL DIALYSIS PATIENTS

Peritonitis-free Survival

w
= =]
c o o
Q —
@ L lucose exposure High gl
o - owg ¢] igh glucose exposure
5 ™~ 1.0
£ S 3 13.9% W 16.4%
. o 5 .
ul
E D - 3 Peritonitis  65.9% Peritonitis  60.9%
2 = £ 0
4] [
a = ; 0,
5 8 | 5 Switch to HD 6.8% 0.4 Switch to HD 8.5%
= o =
§ Eoziplimin e 02l Ll
o [ T TRy o g S S S LA I 3N KA % 5 4
& S - 0.0- : _Transplantation 13.4% , o FEs : _ Transplantation 11.3%
= ° 0 1 > 1 2 3 4 5 1 2 3 4 5
Years Time in years since PD start Time in years since PD start
Number at risk
Low Glucose Exposure 102 66 56 43 1 TimeafterstartPD (d) 365 730 1095 1460 1825
High Glucose Exposure 75 56 37 32 7 @ 365 730 1095 1460 1825
' N at risk 115 79 38 20 0 115 84 51 25 3
Low Glucose Exposure  — —— — High Glucose Exposure|

Figure 1 — Unadjusted cumulative incidence survival curves for peritonitis-free survival, peritonitis, switch to HD, transplantation, and death
on PD for patients exposed to low and high glucose exposure. HD = hemodialysis; PD = peritoneal dialysis; d = days.

Fgure 3 —Kaplan-Meier peritonitis-free survival curve in balANZ trial
participants according to dialysate glucose exposure. The difference
between the 2 groups was not statistically different (p=0.10).

& 17th Congress of the
International Society for Peritoneal Dialysis

VANCOUVER, CANADA MAY 5-8, 2018

NATAATMADJA et al. VAN DIEPEN et al.
Perit Dial Int 2017; 37(4):407-413 Perit Dial Int 2016; 36(5):533-539




THE MUTUAL RELATIONSHIP BETWEEN PERITONITIS AND PERITONEAL TRANSPORT

479 incident adult PD
patients

between 1990-2010

435 excluded (91%):

- insufficient follow-up (53%)

- missing baseline SPA (23%)

- missing late SPA (8%)

- peritonitis before first SPA (3%)

- one or two episodes of peritonitis (5%)

44 patients (9%)

N=28 N=16
No peritonitis group Frequent peritonitis group

g, 17th Congress of the
RS International Society for Peritoneal Dialysis

VANCOUVER, CANADA MAY 5-8, 2018

VAN ESCH AND VAN DIEPEN et al.
Perit Dial Int, 2016: Vol. 36, pp. 33-42



No peritonitis

125 -
'__. TCUFR
Restriction coefficient
X 100A
Glucose absorption
MTAC creatinine
75~

Baseline Late

Frequent peritonitis

125 -
MTAC creatinine
Glucose absorption

2 100 Restriction coefficient
"#  TCUFR
75-
| | | |
Baseline Late

A comparison between the transport slopes over time in both groups showed a positive time trend of mass transfer area
coefficient (MTAC) creatinine (p = 0.03) and glucose absorption (p = 0.09) and a negative trend of transcapillary ultrafiltration (p =

0.06), when compared to the no peritonitis group.

VAN ESCH AND VAN DIEPEN et al.
Perit Dial Int, 2016: Vol. 36, pp. 33-42

» 17th Congress of the
International Society for Peritoneal Dialysis

VANCOUVER, CANADA MAY 5-8, 2018
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BIOCOMPATIBLE DIALYSIS SOLUTIONS PRESERVE PERITONEAL MESOTHELIAL CELL AND VESSEL WALL
INTEGRITY. A CASE-CONTROL STUDY ON HUMAN BIOPSIES

Patient Characteristics at the Time of Peritoneal Biopsy

Control group Study group

(n=23) (n=23) P
Age (years) 43,8114 51.5+14 ns
Male gender 12 (52%) 15 (65%) ns
Time on PD (months) 24.2+18 22.7+16 ns
Automated PD 21 (91%) 10 (43.5%) 0.001
Accumulated glucose load (kg) 139.2+151 101.08+110 ns
Diabetes 2 (8.7%) 3 (13%) ns
Peritonitis antecedent 5(21.7%) 11 (48%) ns
Mean number of peritonitis episodes 1.6£1.3 2.09+1.44 ns
Accumulated days of peritonitis 2.8+2 5.214 ns

PD = peritoneal dialysis; ns = not significant.

DEL PESO et al.
Perit Dial Int 2016; 36(2):129-134

.  17th Congress of the
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Peritoneal biopsies from patients receiving
biocompatible solutions (a,c,e) showed better
mesothelial cell preservation, less submesothelial
thickness and hyalinizing vasculopathy when
compared with patients treated with conventional
fluids (b,d,f).

Grade 1 hyalinizing vasculopathy lesions are seen
on image b (arrow). A clear contrast among
mesothelial cell preservation is evident on all
images (a,b,c,d: hematoxylin and eosin, x200).

Immunohistochemistry for cytokeratins reveals a
modified, superficial mesothelial cell (arrow) that
contrasts with the well preserved layer seen on a
biocompatible patient (e,f: immunoperoxidase,
x400).

International Society for Peritoneal Dialysis
VANCOUVER, CANADA MAY S5-8, 2018



p=0.033| 26.1%

IS
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Percentage
— N
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| | | |

0 | { | 1
Mesoth. Integrity 0 1 2 3 0 1 2 3

Control Group Study Group

Frequency of patients with different mesothelial preservation score in the 2 groups. Patients
using biocompatible solutions presented high scores of mesothelial layer preservation
much more frequently.
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A NEW METHOD TO INCREASE ULTRAFILTRATION IN PERITONEAL DIALYSIS:
STEADY CONCENTRATION PERITONEAL DIALYSIS

Bl Usual (PD) For each SCPD exchange:
1600 - EEPET n= Filling the peritoneal cavity
—1400 - L |New method (SCPD) with 2 L of 1.36% glucose
X 1200 - =6 n=g 1 n=8 dialysis solution (Physioneal
E1000 " } 1.36
-
2 800 1 Infusion of standard
E 600 - ] n=1 parenteral 50% glucose
© 400 1 solution (Braun perfusion
5 200 1 .I -IH l. I solution) at a constant rate
0 gy | of 40 mL/h during the whole
2200 . | . . | | dwell time.
1 2 3 4 S 6 Average

Patient

PEREZ-DIAZ et al.
Perit Dial Int 2016; 36(5):555-561

I7th Congress of the
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INFLUENCE OF DIFFERENT PAYMENT SCHEMES ON THE CLINICAL OUTCOME
IN PERITONEAL DIALYSIS PATIENTS

Dialysis Adequacy, Dietary Intake, Nutrition Status, and Volume Status at Baseline

GLP (n=45)" GHP (n=130) t/Z/y? p
Dialysis adequacy and nutritional status
EDV (mL/d)* 4,516.91+1,768.20 6,058.17+£2,013.43 4.278 <0.001
UF (mL/d)* 220.89+299.81 433.08+395.08 2.970 0.003
UV (mL/d)* 749.44+487.53 717.90+527.35 0.588 0.557
TFR (mL/d)* 970.33+545.97 1,146.66+£460.93 2.070 0.038
TNaR (g/d)* 2.23+£1.29 2.77+1.29 2.206 0.027
NEDV (height, mL/d/m)* 2,890.61+£1,084.44 3,761.34%1,237.10 3.965 <0.001
NUF (height, mL/d/m)# 141.53+£189.52 269.95+245.41 2.892 0.004
NUV (height, mL/d/m)# 481.84+308.59 437.24+326.17 1.044 0.297
NTFR (height, mL/d/m) 623.37+£344.54 706.13+291.71 1.564 0.120
NTNaR (height, g/d/m)* 1.43+0.81 1.72+0.80 1.764 0.078
Serum urea (mmol/L) 23.43+6.88 19.84+5.92 3.330 0.001
Serum Creatinine 732.86+221.01 701.12+256.83 0.733 0.465
Kt/v# 1.86+0.45 2.06+0.68 1.746 0.083
rkt/v# 0.79+0.53 0.80+0.76 0.668 0.504
Ccr? 51.64+24.23 70.54£30.27 3.869 <0.001

SU et al.
Perit Dial Int 2016; 36(2):205-212
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Summary of Clinical Outcomes Until the End of 2013

GLP (n=45) GHP (n=130) ¥?/z p

Dialysis duration, median (range), months 54.15 (11.03-96.29) 58.88 (10.57-94.25) 0.381 0.703
Outcome

Death 17 61 1.132 0.287

Transferred to hemodialysis 9 13 3.041 0.081

Transplanted 1 3 0.001 0.974

Lost follow-up 4 5 1.743 0.187

Alive on CAPD 14 48 0.494 0.482

GLP = lower payment group; GHP = higher payment group; CAPD = continuous ambulatory peritoneal dialysis.
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Significant Decreasing Incidence of Encapsulating Peritoneal Sclerosis in the Dutch
Population of PD Patients
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