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Introduction
An increasing incidence of end-stage renal disease (ESRD) has caused a 
substantial increase in the number of patients requiring renal 
replacement therapy (RRT). 

Hemodialysis (HD) and peritoneal dialysis (PD) are two common forms of 
dialysis therapy for ESRD.

Whether there exists a survival advantage for either HD or PD has been 
an area of intense interest and controversy over the past few years.



Introduction
The choice between PD and HD has remained a subject of debate.

However, the balance is swinging in favor of PD because of several 
advantages associated with the utilization of PD in comparison to HD.



Contraindication of HD
Absolute contraindication: the inability to secure vascular access.

Relative contraindications:
Difficult vascular access
Needle phobia
Cardiac failure
Coagulopathy



Strong Indications for PD
Obligate situations such as vascular access failure and intolerance to 
hemodialysis (HD);

Medical preferences such as congestive heart failure, prosthetic valvular 
disease, and children aged 0-5 years; 

Social situations such as patient preference and living far from an in-
center dialysis unit.



The situations where PD is preferred
Bleeding diathesis, 

Multiple myeloma, 

Labile diabetes, 

Chronic infections, 

Possibility of transplantation in the near future, 

Age between 6 and 16 years, 

Needle anxiety, 

Active lifestyle.



Situations where PD is not preferred but 
possible with some special considerations

Obesity, 

Multiple hernias, 

Serve backache, 

Multiple abdominal surgeries, 

Impaired manual dexterity,

Blindness, 

Less-than-ideal home situation, 

Depression.



Relative contraindications for PD
Patients with severe malnutrition, 

Multiple abdominal adhesions, 

Ostomies, 

Proteinuria >10 g/day, 

Advanced COPD, 

Presence of a Le Veen or ventriculo-peritoneal shunt, 

Upper limb amputation with no help at home, 

Poor hygiene, 

Dementia, 

Those who are homeless.



Contraindication of PD
Documented Type II ultrafiltration failure, 

Severe inflammatory bowel disease, 

Active acute diverticulitis, 

Abdominal abscess, 

Active ischemic bowel disease, 

Severe active psychotic disorder, 

Marked intellectual disability, 

In women starting dialysis in the third trimester of pregnancy.



















Risks and Benefits of PD Versus HD
Integrated care models of chronic kidney disease (CKD) and end-stage 
renal disease (ESRD) emphasize transitions between treatment 
modalities (hemodialysis [HD], peritoneal dialysis [PD], and kidney 
transplantation) and the possibility that a specific patient will, in his or 
her lifetime with CKD/ESRD, experience more than one of these 
modalities.



Risks and Benefits of PD Versus HD
In general, when patient are required to be seen regularly before dialysis 
and educated about PD, up to 45% of patients choose PD.

Distance from an HD center is a primary factor in the choice of PD, 
accounting for 25% of the variability of dialysis modality choice in a 1996 
to 1997 study of 3793 incident dialysis patients. 



Risks and Benefits of PD Versus HD
Younger, white, employed, more educated patients in this study were 
likely to choose PD over in-center HD. 

Because patient survival and acceptable quality of life are the ultimate 
goals of renal replacement therapies, it is important to compare 
mortality and morbidity in patients on PD and HD.



Risks and Benefits of PD Versus HD
More recent studies have described improved survival in PD patients, 
especially in the first 1 to 2 years of ESRD.

After 1.5 to 2 years on dialysis, the risk of death in PD patients becomes 
equivalent to or greater than that in HD patients, depending on patient 
factors such as age, diabetes, and other comorbidities.

Two recent studies showed the negative effects of central venous 
catheter (CVC) on patient survival.



Risks and Benefits of PD Versus HD
Perl and colleagues demonstrated similar survival in PD and HD patients 
who began with an arteriovenous fistula (AVF) or arteriovenous graft 
(AVG) (90-day survival: 7.4% for PD and 6.1% for HDAVF/AVG), but 
significantly worse survival for HD patients beginning dialysis with a CVC 
(15.6% survival).





Patient Satisfaction in PD and HD
Although there are few studies examining dialysis patients’ satisfaction, 
PD patients usually report higher satisfaction than in-center HD patients.

Explanations for this may relate to the patients themselves and their 
perceived quality of life and independence (generally higher among PD 
patients) but may also reflect inherent qualities in patients that lead 
them to choose a home-based modality. 



Patient Satisfaction in PD and HD
Interestingly, PD patients are also more satisfied with their medical care 
providers (nurse and physician) despite less direct exposure to 
nephrologists than that experienced by in-center HD patients who are 
commonly seen weekly. 

The availability of the PD nurse and the close relationship that often 
develops between PD nurses and their patients may foster patient 
confidence and support in a way that leads to more satisfaction than that 
experienced by in-center HD patients.





































Background/Aims

Hemodialysis (HD) or peritoneal dialysis (PD) is an important renal 
replacement method in patients with delayed graft function (DGF) after 
kidney transplantation; however, it is not clear which dialysis modality is 
superior. 

This study determined the impact of different dialysis modalities on 
patients with DGF.



Methods
It was a single-center, retrospective and descriptive study. We performed 
673 kidney transplants from donors after cardiac death (DCD) between 
January 2010 and December 2016 at our center and 138 (20.5%) 
recipients developed DGF after transplantation. 

We classified the recipients into two groups according to post-transplant 
dialysis: DGF-HD (n=96) and DGF-PD (n=42). 

We analyzed the outcomes of the different dialysis modalities 30 days 
and 1 year post-transplantation.



Results
There were no differences in baseline factors between patients with 
post-transplant HD (n = 96) or PD (n =42). 

There were 10 patients with conversion from PD to HD during DGF. 

The DGF-PD patients had a higher rate of treatment failure than the DGF-
HD patients (23.8% vs. 0%, p <0.001), peritonitis (7.1% vs. 0%, p = 0.027), 
and longer duration of dialysis dependence (10.5 vs. 9 days, p = 0.003).

There was no statistically significant difference between both groups with 
respect to acute rejection, hemorrhage, and patient and graft survival at 
1 year.



Conclusion:
In renal transplant recipients with DGF, post-transplantation PD led to 
increased treatment failure. 

PD did not exhibit the advantage of rapid recovery of transplanted renal 
function, but PD had a high probability of peritonitis. 

DGF-PD patients should be converted to HD in a timely fashion when 
complication arises.



Final Word
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