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Individuals People with kidney
failure

Providers Dialysis units, hospitals, public or
private healthcare providers

Countries Healthcare systems and
policy
Continents Global Healthcare

challenge
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Tim was a wonderful
example of how the
combination of strong
personal
determination, health
literacy and home
dialysis enabled him to
live life to the full

Evidence: OLh:dm
Helping people IRt

Improvement
help themselves

A review of the evidence considering whether it is
worthwhile to support self-management

The evidence that self-
management improves
outcomes, especially in
chronic conditions is
very strong

Peritoneal dialysis, at its
best provides this with
the opportunity for active
self-management and
determination — even if
assistance is required — it
is consistently associated
with better treatment
satisfaction and can be a
therapy delivered around
patients’ rather than
service delivery needs



So why doesn’t everyone want to do PD?

Health care system
(private or public funding)

Physician reimbursement
policy

Availability of local
fluid manufacture

Physician attitudes, prejudices
and views of patient eligibility

Dialysis facility organization
and expertise

Patient factors (physical,
coghitive and social)

pationt support and avallabiliy Davies, S. J. Nat. Rev. Nephrol.
of assisted peritoneal dialysis 9’ 399_408 (2013);

Confidence in the modality by the patient,
their carer(s) and the clinical team

* There is a paradox — are we giving a mixed message? By shifting the burden
of care to self-management are we engendering anxiety and fear (we call it
‘lack of confidence’) in our patients, their carers and their health
professionals?



Challenge #1

Can we enable self-management without engendering an
intolerable burden of responsibility?
e Tools and technology: potential in some areas

* Knowledge does not always change behaviors and improve
outcomes — needs to be oriented to the individuals needs and
provide continuous support

* Helping people manage the social, emotional and physical impacts
of their conditions

* Ensuring that this extends to all ethnic and social groups
* Giving clinical colleagues the right tools and skills to do this
* Role for lay support and lay trainers



Providers — meeting the challenge of
technique failure

\\\\\\\\\\\\\

Survival of people commencing renal replacement with PD has
improved significantly — but technique is lagging behind.

Hypothesis:

Patient level factors are the main determinant of variation in survival
on peritoneal dialysis, provider factors are the predominant cause of
technique failure — with some important examples of interplay
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PD@PPS

Country peritonitis rates*

Peritonitis rate (95% CI), events per patient year
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Canada United States Japan

Facilities: 20 23 25

Events: 723 718 566

Patients: 275 272 189

Pt yrs, sum: 830 794 499

Pt yrs, median: 1.0 1.0 0.8

* Restricted to facilities with at least 5 patient years of follow-up (n=79); US
large dialysis organization facilities not included
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Facility peritonitis rates*

Peritonitis rate (95% CI), events per patient year
1.6
© A/NZ @ Canada @ Japan © United States
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0.2
- * Restricted to facilities with at least 5 patient years of follow-up (n=79); US
PD &3 PPS large dialysis organization facilities not included
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A systematic review of the impact
of center volume in dialysis

Dawid Pieper'”, Tim Mathes' and Mark Roger Marshall** BMC Research Notes, 2015

e All 10 studies that analyzed peritoneal dialysis (PD)
technique survival by modeling switch to HD or any other
treatment as an outcome showed a statistical significant
effect.

* The relative effect measures ranged from 0.25 to 0.94
(median 0.73) in favor of high volume centers. All nine
studies indicated a lower mortality for PD in high volume
centers, but only one study was statistical significant

e Cut-off size? 15-25 prevalent patients

* Consistent message from USRDS, CORR, RENINE,
BRAZPD, RDPLF and more recently ANZDATA registry



Variation in hazard of death-censored (‘pure’)

technique failure in 51 Australian centres:
unadjusted, adjusted (patient level) adjusted (centre level).

14

Htay Htay, et al,
CJASN, 2017
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Variables HR(95%-CI) p-value

Center characteristics

Transplant center - 1.10(0.98-1.23) 0.11

Center size

<16 — 1.10(1.00-1.21) 0.06

>48 —_—l— 0.88(0.76-1.00) 0.07

APD proportion

<41 - 1.11(1.00-1.24) 0.04

>71 — 1.04(0.94-1.14) 0.51

Icodextrin use

<35 — 0.93(0.83-1.04) 0.23

>67 —— 1.00(0.90-1.10) 0.99

Phosphate in target

<40 i 1.15(1.03-1.29) 0.01

>46 —_—— 0.94(0.84-1.05) 0.25

Antifungal use

<38 —_— 1.01(0.90-1.11) 0.92

>86 = 1.07(0.95-1.20) 0.25
2 1 A i Htay Htay, et al,
: Hazard ratio i i
decreases techr;i\que failure increase;technique failure C'IASN’ 2017



Challenge #2

Elimination of provider variation in technique failure

* Understanding which practices are important

* Relegation of previous obsessions (e.g. Kt/V)
* Promotion of infection treatment and prevention, best catheter practice

* Implementation of best practice — audit and implementation research

e Better understanding of the size effect
* Sharing of expertise through networks

 Testing of interventions to make a difference (ISPD should support an
International PD Trials Network)



The role of PD in growing a national renal
replacement programme

* Well established role — e.g. UK in the 1980-90s, PD first policy in Hong
Kong — remains very successful

* More recent examples include Mexico and Thailand

* Benefits include cost-effectiveness, rapid expansion, rural provision,
non-reliance on reliable electricity and water supply



SURVIVAL ANALYSIS AND ASSOCIATED FACTORS IN THAI PATIENTS ON
PERITONEAL DIALYSIS UNDER THE PD FIRST POLICY

Siribha Changsirikulchai,! Suwannee Sriprach,? Nintita Sripaiboonkij Thokanit,? Jirayut Janma,?

Pivatida Chuengsaman,* and Dhavee Sirivongs®

11,477 people treated with PD registered with DPEX (35%)
Improved outcomes for 2013-16, versus 2008-2012

PD almost exclusively used by Universal Health Coverage
scheme (>90%)

Those insured by the civil servant scheme (+ family) use HD
and (unpublished) comparisons of HD v PD

Adjusted survival least good for IHC scheme (HR 1.13, CI
1.07-1.2 in-hospital death) BMC HSR 2016

Risk is that modality outcomes are conflated with
insurance scheme

A Kaplan-Meier survival estimates
1.004

0.754

0.254

Number at risk
Period: 2008-2012 5780 3447 2281 572
Period: 2013-2016 5656 2425 0 0

B. Kaplan-Meier survival estimates
1.004

0.75- \
0.50

0.254

0.00 Time (years)
r T T T

8

Number at risk

Period: 2008-2012 5780 3447 2281 572 52
0




Impact of introducing Private-Public Partnership

HD into Mexico’s Social Security RRT programme
2000 2016

mPD
mPD

WSS HD
WSS HD

= PPD HD

Mendez-Duran A et al. Rev Med Inst Mex Seguro Soc. 2016;54(5):588-93
USRDS 2017 (Slides courtesy Guillermo Garcia Garcia)



Dialysis Expenditure

Modality Annual Cost PP Total
(USD) millions USD

CAPD

APD
SS HD
PPP HD

Total

17 704 $2,591 S 45.867
14 668 S 3,880 S 56.983
9 593 $ 3,273.00 $ 31.395
13 136 $ 12,506.00 S 164.284
55101 $298.530

Mendez-Duran A et al. Rev Med Inst Mex Seguro Soc. 2016;54(5):588-93



Challenge #3

To promote PD as a tool for countries to expand dialysis
services as a modality option of equal standing to HD

* Build on challenge #2 — demonstrating (e.g. through benchmarking
studies such as PDOPPS) that high quality PD can be delivered in
these settings

* Ensure that this is underpinned by high quality publications
(includes reviewing, PDI publication strategy and integrated
working)



International PDOPPS

PD@PPS
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ISN Global Kidney Health Summit

March 18-20, 2018, Sharjah, UAE
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Where does PD fit in?

* Role in growing dialysis availability
e Can PD be seen as a ‘best buy’ for LMIC?

* Obvious benefits for rural settings, unreliable water and electricity
supplies — less infrastructure than transplantation

* Should it be a PD-first model? — or a mixed modality model?

* Global Kidney Health Atlas tells us HD is already ‘present’ in 100% of
regions, PD 80% - missing mostly in Middle East, South East Asia and
Oceana, Africa



Renal replacement treatment in Kenya:
Historical Background

1964 First ever haemodialysis in Kenya in a British soldier
1970 first regular HD in an ICU setting in KNH

1977 regular HD by Kenyan nephrologists

1978 first renal transplant in Kenya, one-off only

1979 Renal Center established at KNH

1982 regular CAPD program in Kenya (Prof Abdullah) —
locally produced PD fluid

1984 regular renal transplants done in PP setting

1988 and 2009 approximately 130 patients were
transplanted at KNH

Slides courtesy: Ahmed Twahir



Kenya: UPSCALING RENAL SERVICES

2010 - InterLife Transplant Program with Novartis to build capacity for Kenya Transplant
program

2011 — Set up a task force on Upscaling Renal Services in Kenya by Kenya Renal
Association

2012 — Strong patient lobby group pushing the government to improve the state of
renal services in Kenya, especially HD

2014 — Tender to supply Haemodialysis units to all the 47 counties inclusive of other
departments like ICU, Radiology, Laboratory, and Theatre equipment

2015 — Setting up of East African Kidney Institute — funded by African Development
Bank

2016 — Government backed insurance fund — NHIF
2017 - Starting Renal Registry/Joining with AFRAN registry
2017 — Solid Organ Transplant Law



Growth of Renal Services in Kenya

Year 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015
Nephrol

0gists 16 20 20 20 20 20 20 22 24 26
HD

Units 10 11 13 15 17 19 21 29 35 40
HD pts 300 400 450 1300 1500

X 15 26 42 36

March 2018: 49 county Haemodialysis units — 40 are operational




Why does PD not work in these regions?

* Production of PD fluid not cost-effective — if PD fluid is more
expensive than work-force, PD is not competitive. (Everest Group)

 Costs of importing (official and unofficial)

* PD requires one very large investment in a large market — with a long-
term return on investment; HD requires many ‘small’ investments
with a rapid returns — favoured by the private sector and PPP model

* Differential transfer of true costs to the consumer —in reality, HD is
often ‘subsidized” — e.g. water supply, dialysis facility — whereas the
PD patients pays for the fluid in full.



Challenge #4

To make PD a cost-competitive option in all regions of the
world

* Re-design the model: local production of PD fluid?

* Solve the issue of high quality water supply (not easy)

* Addressing this will also contribute the global resource
(water) and global injury (plastic) issues

* Advocate for regional strategic approaches to these challenges

* Construct guidelines that enable safe, preferred but flexible
approaches to dialysis delivery that support LMIC settings
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Vincent Garvey's winning design, comprised of a water purifier, care station and solar panel.

Affordable Dialysis Machine (generates sterile PD flu


http://ea.theisn.org/

To conclude

* For PD to thrive there are many challenges ahead
* These challenges are not insurmountable

* ISPD has a key leadership role — but collaborative approaches in

research, training, innovation, dissemination and advocacy will be
needed

* | have been — and still am inspired by how individuals meet the
challenges of kidney failure
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