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Editor’s Note

Dear All,

In this issue, we are delighted to have Professor Zhaohui Ni from
China to discuss the issue of urgent start peritoneal dialysis. In
addition, Dr. John Li from Hong Kong will share his experience of
home dialysis.

You are most welcome to distribute this newsletter electronically
or in printed form to your colleagues or other people interested. If
you or your colleagues want to receive this newsletter directly from
our editorial office, please send your e-mail address to:
ccszeto@cuhk.edu.hk

Sincerely,

Dr. Cheuk-Chun SZETO

Editor, Asia-Pacific Chapter Newsletter
International Society for Peritoneal Dialysis
clo Department of Medicine & Therapeutics
The Chinese University of Hong Kong
Prince of Wales Hospital

Shatin, Hong Kong

E-mail: ccszeto@cuhk.edu.hk

Urgent-Start Peritoneal Dialysis: A Promising
Option for Initiation Of Unplanned Dialysis in ESRD
Patients

Zhaohui Ni*, Haijiao Jin

Department of Nephrology, Renji
Hospital, Shanghai Jiaotong University
School of Medicine, Shanghai ,China.
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Correspondence to:
Dr. Zhaohui Ni (E-mail: profnizh@126.com)

Urgent-start dialysis is frequently carried out worldwide, and 30%—
50% of patients undergoing dialysis start the procedure urgently
due to late referral to a nephrologist or unexpected worsening of
residual renal function. Hemodialysis (HD) via a temporary central
venous catheter (CVC) is the most frequently used dialysis
modality in this situation, but is associated with complications,
poor prognosis and high cost. In developing countries such as
China, the number of patients who require urgent initiation of
dialysis is increasing with the rapid growth of the end stage renal
disease (ESRD) population. The growing need, coupled with
limited medical and economic resources, provides a rationale for
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maximizing the use of peritoneal dialysis (PD), and especially
urgent-start PD.

Urgent-start PD is the initiation of PD in patients with ESRD who
were not already receiving dialysis, and who required dialysis
initiation <2 weeks after catheter placement, but who did not
require emergent dialysis. Available evidence supports PD as a
feasible and safe urgent-start dialysis alternative HD. Povisen and
Ivarsen described how to use a standard prescription to initiate
acute automated PD (APD) immediately after PD catheter
insertion [1]. They found that the total number of mechanical
complications was significantly higher in the acute APD group
compared with the chronic PD group, while the number and types
of infections that occurred in the 3 months after beginning dialysis
and the PD technique survival rate were similar in both groups [1].
Alkatheeri et al. reported their experience of urgent-start PD in a
Canadian academic center [2]. Among 30 urgent-start PD patients,
three (10%) developed minor leakages during the first week, and
six (20%) developed catheter dysfunction. No patients needed
catheter replacement or modality switching, and there were no
short-term infectious dialysis-related complications during the first
4 weeks [2]. Dias et al. reported on the use of urgent-start PD in
Brazil, and found that among 35 urgent-start PD patients,
peritonitis and mechanical complications occurred in 14.2% and
25.7%, respectively, and the mortality and technique survival rates
were 20% and 85.7%, respectively [3]. Wong et al. carried out a
multicenter study in the United States [4]. A total of 81 patients
with ESRD who urgent initiation of PD were included. During the
1-year follow-up, 53% of patients were never hospitalized and
84% remained peritonitis free. Among the 21 (26%) patients who
stopped PD therapy, one (5%) had a hemia, two (10%) had
peritonitis, and one (5%) had persistent catheter dysfunction. No
patients died during the follow-up period [4]. Xu, et al. reported
their experience in a Chinese center and found that the prevalence
of abdominal wall and catheter complications were 4.8% and 9.5%,
respectively, with a median of 31.3 month follow-up [5]. Overall,
these results suggest that urgent-start PD could be a feasible and
safe procedure.

A series of our previous studies showed that the risk of dialysis-
related complications associated with urgent-start PD is no
significantly higher than with non-urgent-start PD, and lower than
that with urgent-start HD. A large retrospective study at our center
including 657 ESRD patients, found that a PD break-in period of
<1 week was related to a minor increase in the risk of mechanical
complications, but had no significant effect on technique-related
patient survival [6]. Another previous retrospective study of 178
patients at our center reported that urgent-start PD was associated
with fewer short-term dialysis-related complications, fewer
dialysis-related complications requiring catheter reinsertion, and
less bacteremia compared with urgent-start HD. No significant
difference in patient survival was observed [7]. A retrospective
study in older ESRD patients at our center also found that urgent-
start PD reduced the incidence of short-term dialysis-related
complications without affecting survival, compared with urgent-
start HD in older patients with ESRD [8]. Our more recent study
found that urgent-start PD had lower incidence of dialysis-related
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complications and higher patient survival rate compared with
urgent-start HD in patients with ESRD and diabetes [9].In our
experience, urgent-start PD may thus be a feasible dialysis
modality for ESRD patients, older ESRD patients and patients with
ESRD and diabetes.

Several problems of urgent-start PD remain. First, is not clear that
PD is indicated in patients who require emergent dialysis (e.g., for
severe hyperkalemia, severe volume overload, or marked uremia).
The evidence suggests that those patients are not good
candidates for initial urgent-start PD, as they generally do not
tolerate PD catheter insertion or cannot wait 48 h for the PD
procedure. A large-scale urgent-start PD pilot study conducted in
the United States enrolled patients who initiated emergent dialysis
therapy within 48 h of catheter placement, but the full results have
not yet been published yet [4]. Second, there is no standard,
widely accepted method of insertion of urgent-start PD catheters
nor is there a standard urgent-start PD prescription. Percutaneous,
open surgery, and laparoscopy have been reported but none was
found superior to the others. Povisen et al. described a standard
prescription for acute, APD [1], and another standard prescription
for older patients with ESRD [8]. But standard prescriptions for
other PD modalities, especially in developing countries where
APD has not been widely used, have not been reported.
Furthermore, large prospective randomized controlled trials of the
feasibility of urgent-start PD are still lacking.

In conclusion, urgent-start PD is a feasible, cost-effective and
promising dialysis alternative to HD via a CVC for unplanned
initiation of dialysis in ESRD patients.
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Upcoming Meetings

17th Congress of International Society for Peritoneal Dialysis
5-9 May 2018

Vancouver, Canada

Website: http://ispdvancouver2018.org/

9th Asia Pacific Chapter Meeting of International Society for
Peritoneal Dialysis

5-7 September 2019

Nagoya, Japan

Evolution of Catheter Related Infections in
Peritoneal Dialysis Over Three Decades -
What We Learned in India

The Professor JCM Shastry oration delivered by Dr. Georgi
Abraham at the annual congress of the Indian society of
nephrology in New Delhi December 2017.

The ideal PD delivery system should be reliable, cost effective and
easy to use. The material should be durable, compatible and
easily disposable. The currently available peritoneal catheters are
a combination of intra and extra peritoneal segments and they are
available in various shapes and designs. Popular among them are
the swan-neck catheters with two cuffs and bent intramural
segment. Current practice also involves peel off away sheath for
catheter implantation. The routes of infection can be subdivided
as transluminal , periluminal , transmural and hematogenous. The
primary prevention of peritonitis involves skilled training and early
detection of patients who are at risk of developing peritonitis such
as immunocompromised, frail, and hypoalbuminemic patients.
Access related complications differ considerably between acute
and chronic PD as a result of differences in catheter design,
catheter material, number of cuffs, breaks in period and the
duration of peritoneal dialysis. Pain is the most common
complication of acute peritoneal dialysis while exit site infections
are commonly seen in chronic PD. In 2002 we reported the
incidence as 1 episode in 27.3- 41.9 patient months in India(1) but
however as majority of the catheters are swan neck configuration
now the incidence of exit site infections have become much less.
A prospective study on coconut oil application at the exit site to
prevent infection with every other patient using mupirocin is being
conducted at our center . Acute catheter exit site infection involves
purulent and/or bloody drainage from the exit-site, spontaneous or
after pressure on the sinus, and/or swelling; and/or erythema with
diameter 13mm or more from border. Chronic catheter exit site
infection is characterized by purulent and/or bloody drainage from
the exit-site, spontaneous or after pressure on the sinus; and/or
exuberant granulation tissue around the exit and/or in the sinus
and lasting more than 4 weeks. In India, with diverse culture and
socio economic status the swan neck catheter is superior in
preventing exit-site infection as per the current data.

Figure 1. Professor Georgi Abraham giving the lecture.
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17th Congress of the
Intemnational Society for Peritoneal Dialysis

A different kind of meeting

Connect with leading PD healthcare professionals from around the
world and experience:
+  Engaging sessions

Practical workshops such as Bedside PD Catheter Insertion

Inspiring keynote speakers
Meet-ups with like-minded colleagues

Visit ISPDVancouver2018.org for registration information,
pricing and all of the latest conference updates!

. Connect with us!
Hosted by: * rpen b=~ @l W @ispovancouver
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Effect of Incident Nocturnal Home Haemodialysis
Versus Continuous Ambulatory Peritoneal Dialysis
on Employment Rate, Clinical and Laboratory
Outcomes

John LI, Joseph HS Wong, WL Chak
Renal Unit, Queen Elizabeth Hospital,
Hong Kong, China

Correspondence to:
Dr. John Wing LI
E-mail: lijohnwing@gmail.com

In Hong Kong, patients with end stage renal disease (ESRD)
would be put on peritoneal dialysis (PD) as their initial mode of
dialysis in government hospital under the “PD first policy”. To date,
86% of dialysis patients received continuous ambulatory
peritoneal dialysis (CAPD) [1], and a reasonable proportion of
them could resume employment [2]. Nocturnal home
haemodialysis (NHHD) programme was started in Hong Kong
since 2006. It could be offered to ESRD patients with reasonable
level of dexterity and independence and had relative
contraindications for PD.

Previous literature had compared various clinical outcomes of
patients on NHHD and center haemodialysis (CHD) [3,4], yet data
comparing outcomes of NHHD and CAPD patients was scarce.
We conducted a 1-year retrospective observation study to
investigate the hypothesis that both NHHD and CAPD could
produce similar employment rate, clinical and laboratory outcomes
in Chinese ESRD patients [5]. Twenty incident NHHD and 81
incident CAPD adult patients of Chinese ethnicity, who were
matched for sex, diabetic status and Charlson comorbidity index
were included in the study. All NHHD patients performed alternate
night haemodialysis with conventional dialyzers. CAPD patients
performed 3 to 4 bags daily exchange of conventional glucose-
based dialysate in the double bag system. The primary outcome
was the difference in employment rate of the two groups after 1
year of dialysis. Secondary outcomes included disparities in
clinical and laboratory parameters within and between the two
groups after dialysis. Clinical parameters included body weight,
blood pressure and number of anti-hypertensive medications,
dosage of phosphate binders and erythropoietin stimulating agent
(ESA). Laboratory parameters consisted of residual renal function
(RRF), mineral metabolic markers (phosphate and calcium
phosphate product) and haemoglobin level.

The median age of NHHD patients was 5 years younger than their
CAPD counterparts (47 vs. 52 years-old, p = 0.01), while other
demographic data were similar. The pre-dialysis employment
rates of NHHD and CAPD groups were similar (75% vs. 60.5% p
= 0.3). 80% of NHHD patients were working at 1 year, majority as
computer technician, police and nurses, while drivers and manual
labors comprised 10%. 60.5% of CAPD patients were working as
manual labors and clerks. At 1 year, 27 CAPD patients (33.3%)
remained employed (pre-dialysis vs. 1 year, p < 0.01), which was
significantly less than the NHHD group (p < 0.01). Logistic
regression revealed the crude odds ratio for NHHD patients to be
employed at 1 year was 8.00 (95% confidence interval (Cl) 2.44-
26.27, p = 0.01) and remained significant at 6.10 when adjusted
for age (95% CI 1.77- 20.99, p = 0.04). NHHD patients consumed
less aluminum-based phosphate binder (Omg vs. 1800mg, p<0.01)
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and 70% stopped their binder at 1 year. However, there were no
significant disparities in other clinical parameters. Residual renal
function in both groups declined comparably, nonetheless NHHD
group had lower serum phosphate and calcium phosphate product.
Haemoglobin levels were similar with similar ESA dosages
between groups (p = 0.35)

The primary focus of our discussion is on employment of our
dialysis patients. One third of our CAPD subjects continued
employment at 12 months, which was comparable to the findings
in Spain [6]. In contrast, 80% of their NHHD counterparts were
working and the association of NHHD with employment remained
substantial at odds ratio of 6.1 after adjusting for age. We believed
age was one of the major determinants of employment and
acknowledged that our NHHD patients were 5 years younger.
However, the average age of all of our subjects was lower than
the recommended age of retirement and therefore the patients
were less likely to retire due to age alone. The job nature
distribution was a possible reason to account for the employment
difference. Although the initial proportion of manual labor in each
group were statistically similar, the largest number of CAPD
patients subsequently became unemployed were drivers, manual
workers, gardeners and clerks, whereas a significant proportion of
NHHD patients worked indoor and required relatively less physical
strength. The vitality level in PD patients had been shown to be
lower than HD patients [7]. In our study, uraemia and anaemia
were notably worse in CAPD patients in the initial phase, which
also set a barrier to their functional capacity. Particularly in Hong
Kong, there is a lack of CAPD-friendly working environment as
offices are typically petite and overcrowded. Home office is not a
popular modality. Vocation retraining by the nephrology-
occupational therapist team is deficient. The complicated
interactions of these factors were speculated to result in high rate
of unemployment in CAPD patients.

We acknowledged the small sample size is a limitation of this study.
Moreover, the employment status might involve reporting bias as
it was solely based on a patient-reporting system, without
evidence of appointment to verify the exact nature of their work.
To conclude, NHHD appeared to offer higher employment rate,
lower dosage of aluminum-based phosphate binder and mineral
metabolic markers at 1 year compared with CAPD in Hong Kong.
Such knowledge might be appealing to policy stakeholders, and
help nephrologist to bespoke the choice of dialysis modality for
incident dialysis population. Nevertheless, the employment rates
in both modalities are suboptimal. Vocation retraining by multi-
disciplinary team is a potential strategy to motivate and empower
patients to resume employment.
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17th Congress of the International Society of Peritoneal Dialysis
will be held May 5-8, 2018 in beautiful Vancouver, Canada. With
a focus on Patient-Centered Care, the event promises to be a
different kind of meeting.

Dates: May 5-8, 2018

Location: Vancouver Convention Centre

Learn more: ispdvancouver2018.org

Register today: register.eventmobi.com/ISPD2018

Outstanding PD Education

With an all-star speaker list and fantastic educational sessions,
ISPD 2018 has something for everyone.

Our scientific co-chairs, Dr Peter Blake and Martin Wilkie have put
together a phenomenal program with streams and sessions for
nurses, physicians, dietitians, social workers and more. For the
scientific community, we have a dedicated pre-congress meeting
as well as outstanding lectures and research presentations.

If we do say so ourselves, it's set to be a fantastic meeting for
anyone interested in growing PD, increasing clinical excellence
and supporting patients.

The pre-courses look amazing - a PD Clinical Review course
(From The Basics and Beyond), Patient & Family
Support/Education Day, and Basic and Translational Science
Workshop.
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International Saciety for Peritoneal Dialysis

VANCOUVER, CANADA

MAY 5-8, 2018

News from the ISPD

Join the ISPD !

Membership benefits of the International Society for Peritoneal Dialysis:

=  Print and online subscription to Peritoneal Dialysis International

= Online access to ISPD Guidelines

=  Special registration fees at ISPD Congress, Chapter Meetings and
the Annual Dialysis Conference

= Application for ISPD Scholarships and Grants

Please join the ISPD membership at www.ispd.org. There is a category
of membership for developing countries (institutional membership)
allowing 10 member from same institute to pay at one member cost.
Contact admin@ispd.org for more information.

Asia-Pacific Chapter Scholarship

This is a scholarship to support up to 3 months training in clinical PD for
doctors and nurses from Asia-Pacific region. Deadline for application for
each round: twice a year at 30 June or 31 December. The next deadline
is 30 June 2018. Details and application procedures can be found under
the Regional Chapters — Asia-Pacific Chapter, at the ISPD website.

Highlights from the main conference

Practical, patient-centered sessions
Peritoneal dialysis catheters
Peritonitis

Volume Status in PD

Clinical Complications of PD
Controversies around low GDP normal pH solutions
Acute PD

Assisted PD

Patient Outcomes That Matter
Initiatives to grow PD

PD in First Nations

Symptom Management

Pain Management

Helping the Dying PD Patient
Technique Failure

Modality Selection

Less is More in PD

Making the PD Clinic Better
PD Clinical Trial Design

CQl at a PD Program Level
Patient Education

Featured sessions
Highlighting Young Talent in PD Research

Debate

For and against the motion “Urgent Start PD should be more
widely used”

PD has a major role to play in non-uremic refractory CHF

Novel Technologies to Support PD Patients

Clinical Controversies

Is Home HD better than PD?

Are outcomes on APD superior to those on CAPD?
Why do we see hyponatremia in PD?

Translational Research in PD

International PD Stories

PD in HIV positive patients — South Africa
PD in displaced populations in Middle East
PD in Guangzhou

Surgery for EPS

Kidney-Friendly Cooking Competition - Iron Chef Style
Friendly competition to make the best renal-friendly food
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International Society for Peritoneal Dialysis

Date: September 5(thu) - 7(sat), 2019
Venue: Nagoya Congress Center (Nagoya, Japan)
Congress President: Yasuhiko Ito (aichi Medical University)

Supported: Japanese Society for Peritoneal Dialysis
The Japanese Society for Dialysis Therapy
Japanese Society of Nephrology
Japan Academy of Nephrology Nursing

Secretanat  Masashi Mizuno (Nagoya University Department of Renal Replacement Therapy)




