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DP es mucho mas simple que la HD

Simplificar una cosa es un tipo de sabiduria



Introduccion 1

» Interés por la dialisis en domicilio en los ultimos
anos impulsado por los beneficios que aporta y
por la necesidad de contener los costos en el

contexto de condiciones econdomicas mundiales
inestables.

» Se considera la primera opcidn de terapia

sustitutiva renal en pacientes con enfermedad
renal crénica.

» Desde el punto de vista socioeconémico la didlisis
domiciliaria reduce los costes de la dialisis.




Introduccion 2

» La DP es la modalidad de dialisis domiciliaria mds comun
(supervivencia similar a la “HD en centro” y posiblemente
superior en pacientes jovenes, no diabéticos, sin sobrepeso y
en los primeros 2-3 afios de TRS).

» Los estudios de cohortes publicados también indican una
mejor supervivencia de la HDD comparada con la “HD en
centro” independientemente del régimen utilizado.

» Pocos estudios comparan el curso clinico de la HDD y la DPy
hasta recientemente ninguno evaluaba especificamente a los
pacientes que iniciaban TRS con modalidad domiciliaria.

DP: didlisis peritoneal; HDD: hemodialisis domiciliaria; TRS: Terapia renal sustitutiva
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Abstract

In recent years, there has been a resurgence of home hemodialysis (HHD) therapies.
Given the small percentage of prevalent patients in the United States currently on home
dialysis, an appropriate question is: What is the role of peritoneal dialysis (PD) in this era?
Data suggest that in centers that are promoting the Erowth of HHD, their PD programs
also tend to be very active. Furthermore, our experience and other data suggest that one
should not worry about cannibalizing PD in order to grow HHD. Most HHD patients come
from in-center hemodialysis or those patients transitioning from PD to another therapy.
In fact, data suggest that in order to promote the growth of HHD, a certain minimal
infrastructure is needed in terms of staff. An active PD program not only supports a
robust infrastructure that allows for HHD growth but also fosters profitability of a home
program.
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Ya en el 2008 decia.....cccceeenenee.

» En los ultimos afios, aumento de la terapias de hemodidlisis en domicilio
(HDD).

» ¢Cudl es el papel de la DP en esta época®.

» Enlos centros que promueven el crecimiento de la HDD, sus programas de
DP también tienden a ser muy activos.

» No debe preocuparnos el que pudiera sacrificarse la dialisis peritoneal para
desarrollar HDD. La mayoria de los pacientes con HDD provienen de
hemodialisis en centros hospitalarios o concertados o en transicion de DP a otra
terapia.

> Se necesita una cierta infraestructura minima en términos de personal. Un
programa de DP activo no solo es compatible con una infraestructura sélida que
permite el crecimiento de HDD, sino que también fomenta la rentabilidad de un
programa domiciliario.

HDD: Hemodidlisis domiciliaria; DP: dialisis peritoneal
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Preguntas a debate

¢Cual es la mejor ¢ Pueden ayudarnos los

modalidad de dialisis estudios epidemiologicos
domiciliaria para existentes

pacientes incidentes? 3 responder esta cuestién?

HEMODIALISIS Conexion del

catéter peritoneal
y bolsa de didlisis

. Dialisis
Tipos de acceso vascular: Peritoneal

Fistulas arterio-venosas
Catéteres venosos centrales
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cavidad abdominal
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Reentrada de la sangre |\ de infusion del liquido
filtrada al cuerpo : de didlisis




Nephrol Dial Transplant (2010) 25: 2364-2367
doi: 10.1093/ndt/gfq192
Advance Access publication 31 March 2010
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Systematic differences among patients initiated on home haemodialysis
and peritoneal dialysis: the fallacy of potential competition

The systematic differences of home dialysis patients 23635
ags . . . . -
Jean—phlllpp Tahle 1. Baseline charactenistics of patients who initiated PD or HHID between 2004 and 2008

PO patients (# = 153) HHD patients (n = E3) P-walue
Division of Ne; 87 (57) 58 {710 005
62 + 16 46 = 13 <01 ﬁ
Correspondenc o 0.2
Caucasian T3 (4K) 48 (38])
Black 19 (12) 4 (3)
Azian 34 (22) 17 (20)
27 (1E) 14 (1T}
Actiology of ESRD, & (%) <01 @
Qugbetic nephropatipg 34 (35) 12 {14)
Glomemnilonephntis 24 (16) 26431}
Polycystic kuiney disease T4 Q1)
Hyperensive nephropathy 24 (16) 4 (5)
Drug toxicity Q6) 3i4)
Crtheer 15 (23) 29 (35)
Comorbidities, » (%)
Diahetes 69 [(45) 20 424) (w03
Hyperension 140 (92) TO(E4) 0.0
Angina 20 (22) B (10} .03
Myocardial infarction 29 (19) 11 {13) 03
CABG 22 (14) 11 {13) LLRIH
Cerebrovascular dlsc-am.‘ 26 (17) G (7) LR
Peripheral y 30 (209 5 (6} .05
IEnancy 22 (14) Bl i3
Paticnts followed up prior to RET®, » (%) 131 (B6) 54 (65) <01 @
Intended treatment of the pancnt"". n (%) <101 @
45 (29) 2(2)
HD 2{1) 21 {25)
Undecided 106 (69) G0 {72)

PD, pentoneal dialysis; HHD, home haemodialysis; ESRD, end-stage renal disease; CABG, coronary artery bypass graft; RRT, renal replacement
therapy. Continuous vanables were expressed as mean + standard deviation and compared IJEIFIN[‘II: Mann—Whitney test. Categorical vanables were

expressed as percentage or number and compared using the Pearson’s chi-square test. ep rol D|a| Transpla nt (2010) 25 2364—2367

IPatients with at least one ocutnatient visit with a nevhrolooist before the first dialvsis.



Systematic differences among patients initiated on home haemodialysis
and peritoneal dialysis: the fallacy of potential competition

Table 1. Process of care of patients inittating PD}¥ or HHD from 2004 to 2008

PD patients (n = 153) HHD patients (# = B3} W:

Omgin of pateent when RET was | =001
ARF from the cmergency roomn
AFRF in an hospitalzed patient
Mephrology climie (outpatient)
Unkmiovwn

Crher RET modality prior initiati

First permanent renal replacemen
P
In-centre HD
HHD
Eidney transplant
Self-care haemodialysis

Access at time of first dialysis, n
PD catheter
Fistula
Ciraft
Permanent jugular catheter
T .

=10.001
=10.001

nloncwm
RRT vintage prior intiation of home aarysis
Mean + 5D (yvears)

Median and interquartle mange (years)

034 + .69 48 + 6.8 0002
007 (0.03 — 0.3) .41 (0.0 — 9.4) =10.001

PD, pentoneal dialysis; HHD, home hacmodialvsis; ARF, acute renal fatlure; HD, hacmodialvsis; RET, renal replacement therapy; CAPD, conNau
ambulatory pentoneal dialysis; APD. automated pernitoneal dialysis. Continuows variables were expressed as mean + standard deviation or median and
range and compared using the Mann—Whrmey test. Categoncal vanables were expressed as percentage or number and compared using the Pearson’s
chi-square test.

“Circumstance of initiation of RET.

"Dielay between the first renal replacement modality and the initiation of home dialysis (PD or HHD).

Nephrol Dial Transplant (2010) 25: 2364-2367



Dialisis Peritoneal vs HD Domiciliaria

MORTALIDAD?
¢Que es lo que

. HOSPITALIZACION?
Nos Iinteresa

FALLO DE LA TECNICA?

comparar?

. v’ ‘ § CALIDAD DE VIDA?




Objetivo

Mayor supervivencia GLOBAL en cada paciente

I. Timely referral
. Slow rate of progression
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. Timely initiation
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La supervivencia de cada técnica individualmente es menos relevante



Health technology assessment of
the different dialysis modalities in
Norway

Health Technology Assessment of the Different Dialysis Modalities in Norway [Internet],

Pike E, Hamidi V. Ringerike T, Wisleff T, Desser A Harboe |, Klemp M.

Cslo, Morway: Knowledge Centre for the Health Services at The Norwegian Institute of Public Health (MIFH); 2013 Dec. Report from Morwegian kKnowledge Centre for the
Health Services (NOKC) No. 19-2013.
MIFH Systematic Reviews.

Excerpt

During the last ten years, the number of dialysis patients has doubled in Norway. After a request from The Norwegian Directorate of Health
we performed a Health Technology Assessment comparing efficacy, safety and cost-effectiveness of the different dialysis modalities 1)
Hemodialysis carried out in hospital, 2) self-care hemodialysis in hospital, 3) hemodialysis in satellite unit {nursing home, local medical
centre), 4) hemodialysis at home and 5) peritoneal dialysis at home for patients with end-stage renal failure requiring dialysis in Norway. Our
outcomes were mortality, complications that require special measures and quality of IifE.ICIinical ﬁndinE;}f 21 possible comparisons only
six had published data. For the comparisons with published data and low quality of the evidence, we fnund:rLsi{_;niﬁl:ant differences in
mortality, in quality of life or in infections; significantly fewer hospitalisation days per patients per year in the hemodialysis hospital group

versus the pentoneal dialysis at home group. E:nomi:: evaluatinﬂln our model analyses all dialysis modalities were almost equally
effective. Hemodialysis at home was the most effective and cost-effective alternative compared to all other hemaodialysis modalities from both
healthcare and societal perspectives. Peritoneal dialysis was the least costly_and hence the most cost-effective alternative compared to all
hemodialysis modalities. The results of our sensitivity analysis showed that cost data had the greatest impact on the results” uncertainty.




Australia & New Zéaland
NZ Dialysis & Transplant

DATA Registry
).
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AJKD

Original Investigation

Independent Community House Hemodialysis as a Novel
Dialysis Setting: An Observational Cohort Study

Mark R. Marshall, BHB, MBChB, FRACP, MPH (Hons),** Nora van der Schrieck,”
David Lilley, BEM,® Sharen K. Supershad, MBBCh, FRACP.®
Alvin Ng, MBChB, FRACP,® Rachael C. Walker, NP, RN, BN, MN.” and
Joanna L. Dunlop, MBBS, BSc, FRACP'=

1.00+

= New Zealand 2000-2010
= 4709 pacientes analizados
= Objetivo primario
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Marshall et al, AJKD 2013



Australia & New Zealand
Dialysis & Transplant
Reygistry

NZ

DATA

iy

An Incident Cohort Study Comparing Survival on Home
Hemodialysis and Peritoneal Dialysis (Australia and
New Zealand Dialysis and Transplantation Registry)

Australia and NZ, 2000-2012

Table 1. Baseline characleristics

HHD (706 patients) versus
PD patients (10,710 patients)

Home dialysis < 90 days after
RRT start

Primary outcome
— Overall mortality

- Peritoneal Dialysis Home Hemodialysis
Characteristic < (= 'Iﬂ,?'lll‘,l}l {H=D
Age (yr) S22 (B 7 S0 (12, 58)
Men 82 (57) 531 (75)
Ragce
White 7389 (69) 590 (84)
Asian 1236 (12) 47 (7}
Aboriginal / Torres Strait Islander &0 (6) 7l
Maori 599 (8) 33 (5)
Pacific Peoples 468 (4) 24(3)
Oither 117 (1) 501}
Primary kidney disease
G/ autoimmiung 2662 (25) 273 (39
Diabetes 3739 (35) 126 (18)
Hypertension / renovascular 1526 (14) 47 7}
Polyeystic kidney disease 593 (6) 132 (1%
Reflux 338 (3) 3 (6}
Other / unknown 1852 (17) 49 (13)
Cigarethe use (current) 1458 (14) 85(12)
Comorbidities at dialysis entry
Chronic lung disease 160 (15) 5 (8}
Coronary disease 4060 (38) 122 (17
Periphery vascular disease 2585 (24) 6l (9)
Cercbrovascular disease 1594 {15) 325
[Dhabetes 4645 (43) 159 (23)

Nadeau-Fredette et al. CJASN 2015



MORTALIDAD

Mortalidad global: incidentes en Hemodialisis
Domiciliaria/Dialisis Peritoneal

b=
1.00

0.75
1

Cumulative Survival
0.50

0.25

0.00

T
0
Mumber at risk

HHD 706
PO1O710

T
1

533
8093

log-rank P<0.001

T
2

T
3

T
4

Time (Years)

a7
M3

279
4239

202
2940

T
b

143
1870

<]

96
1285

HHD: Hemodialisis domiciliaria; PD: dialisis peritoneal

Table 2. Adjusted hazard ratios for mortality (primary
outcome) comparing home hemodialysis with peritoneal dialysis
Models HR 95% CI P Value
Main model
Multivariable 0.47 .38 to (.59 =(.001
adjustment®
Secondary models
PS quintile— (0.39 to 0.60 <0.001
stratified”
PS-matching 0.37 to 0.62 <(0.001
(robust)®
Sensitivity model
Competing risk® 0.42 0.34 to 0.52 <(.001

Nadeau-Fredette et al. CJASN 2015



Datos demograficos (DP vs HDD)

Peritoneal Dialysis Home Hemodialysis

Characteristic (n=10,710) (n=706) P Value

Age (yr) 62 (50, 71) ol (42, 58) =(.001
Men 6082 (57) 531 (75) <0.001
Race =0.001

White 7389 (aY) 590 (84)

Asian 1236 (12) 47 (7)

Aboriginal / Torres Strait Islander 601 (6) 7()

Maori 8949 (B) 33 (5)

Pacific Peoples 468 (4) 24 (3)

Other 117 (1) 5(1)
Primary kidney disease <(0.001
— CN/autoimmune 2642 (25) 273 (39)

Diabetes 3739 (35) 126 (18)

Hypertension/ renovascular 1526 (14) 47(7)

Polycystic kidney disease 593 (6) 132 (19)

Reflux 338 (3) 39 (6)

Other funknown 1852 (17) 89 (13)

i {current) 1458 (14) 85 (12) 0.23
Comorbidities at dialysis entry

Chronic lung disease 1606 (15) 54 (8) <2().001

Coronary disease 40610 (38) 122 (17) <2(.001

Periphery vascular disease 2585 (24) 61 (9) =<(.001

Cerebrovascular disease 1594 (15) 32 (5) <2(.001

Diabetes 4648 (43) 159 (23) =001
Body mass index (kg/m?) <0.001

<20 823 (7) 32 (5)

20249 3451 (32) 177 (25)

25-299 3712 (35) 248 (35)

=30 FHRED {'J‘ ';} 343 {3':»}
Late referral (<3 months) 2128 (20) 45 (6) =(.001
eLFR 7.5(5.6-9.9) 7.5(5.8-94) (.59

Nadeau-Fredette et al. CJASN 2015



MORTALIDAD

DP vs HDD: Mortalidad (incidentes)

» Limitaciones,

» No se analizaron ni cuantificaron las diferentes
modalidades de HDD (frecuencias/numero de
horas por sesion).

» Los pacientes tratados con HDD son mas jovenes
y “sanos” que los pacientes tratados con DP.

» Poblaciones de estudio muy diferentes!!!.

SUPERVIVENCIA A FAVOR DE HDD PODRIA ESTAR RELACIONADA
CON VARIABLES NO ANALIZADAS MAS QUE POR EL TRATAMIENTO
EN SI MISMO

HDD: hemodialisis domiciliaria; DP: dialisis peritoneal



MORTALIDAD

AJKD

Original Investigation

ospitalizatinn, and Technique Failure in Daily Home
e TTO

dialysis and Matched Peritoneal Dialysis Patients:
A Matched Cohort Study

Eric D. Weinhandl, PhD,’ Dawvid T. Gilbertson, PhD," and Allan J. Collins, MD ™=

Background: Use of home dialysis s growing in thae United States, but few direct comparsons of major
clinical outcomeas on daily homeae hemodialysis (HHD) versus peritonaal dialysis (PD) exist.
Study Design: Matched cohort study.

Setting & Participants: Wea matched 4,201 new HHD patients in 2007 to 2010 with 4,201 new PD patients
from thea US Renal Data System databasea.

Predictor: Daily HHD wersus PD.
Outeomes: Ralative morality, hospitalizaticon, and technigue failure.

A B
When all patients 9 _ Q _ When a subset of
analyzed, mortality " Do — Do patients with ESRD
was lower with e 8- s 3 - duration < 6 months
daily HHD vs. PD g g was analyzed, the
(HR 0.8) g °] ’ g ] survival difference
$ o g o disappeared
$ 3 S 3-
= :
g O g 3
- 3
E E
=] 3
L&) E - L& ] 5 -
8 A 8
| | | | | | | | | |
0 1 2 3 4 0 1 2 3 4
Follow-up time (years) Follow-up time (years) Weinhandl| et al,
AJKD 2016




AJKD

Original Investigation M O RTA LI DA D

ospitalizatiun, and Technique Failure in Daily Home

=smodialysis and Matched Peritoneal Dialysis Patients:
A Matched Cohort Study

Eric D. Weinhand!, PhD,’ Dawvid T. Gilbertson, PhD," and Alfan J. Collins, MD ™=

Background: Use of home dialysis is growing in the United States, but few direct comparisons of major
clinical outcomeas on daily home hemodialysis (HHD) versus peritonaal dialysis (PD) exist.

Study Design: Matched cohort study.

Setting & Participants: We matched 4,201 new HHD patiegnts in 2007 to 2010 with 4,201 new PD patients
from the US Renal Data System databasea.

Predictor: Daily HHD wversus PD.

Outcomes: Ralative mortality, hospitalization, and technigque failure.

» LIMITACIONES
» Factores no medidos que pueden influir como la FRR.

» Falta de datos con respecto a la frecuencia, duracién y dosis de didlisis
en pacientes con HHD diaria y frecuencia y tipo solucion en pacientes en DP

FRR: funcién renal residual; HDD: hemodidlisis domiciliaria; DP: dialisis peritoneal Weinhandl et al, AJKD 2016



MORTALIDAD

Canadian Soclaty of Mephnal gy’ CAMNADIAM JQURNAL OF
rq SociEe cansdienne de néphrologis ¥ IDMEY HEALTH AND DISEASE

Original Investigation

Canadian |ournal of Kidney Health

and Disease

nd Hospitalizations in Intensive Vohime 5. 1-18

B The Authar(s) 2018

ialysis: A Systematic Review and Meta- Reprines and permissions:

sagepub.co.ukfjournalsPermissionsnay
DO 101 I TTR0543581 1 7745531

A" aIYSis journalssagepub.com/homelcjk
$SAGE

Anna Mathew', Jody-Ann McLeggon?, Nirav Mehta’,
Samuel Leung’, Valerie Barta’, Thomas McGinn’,
and Gihad Nesrallah®*

Intensive HD Peritoneal Dialysis Hazard Ratio \ Hazard Ratio
Study or Subgroup log[Hazard Ratio] SE Total Total Weight AV, Random, 85% CI IV, Random, 95% CI
Marshall 2013 -0.7765 01111 714 2643 283% 0.46[0.37,057] -
Nesrallah 2018 -0.2877 0.05 2668 2688 357% 0.75[0.68, 0.83] o
Weinhandl 2016 -0.2231 0.0467 4201 4201 36.0% 080[0.73,088) L]
Total (95% CI) 7583 9538 100.0% 0.67 [0.53, 0.84] &
Heterogeneity. Tau®= 0.04, Chi*= 21.16, df= 2 (P < 0.0001), F=91% 0 01 0*, 110 1001
Test for overall effect Z= 3 46 (P = 0.0005) AFavours intensive HD Favours PD

Figure 5. Comparative risk of mortality in intensive HD versus PD.

Mathew et al, Can J Kidney Health Dis 2018



MORTALIDAD

Canadian Seclaty of Mephralogy' CaMNADIAM IOURNAL OF
rq Société cansdienne de néphrologie X IDMNEY HEALTH AND DISEASE

Ornginal Investigation

Canadian |ournal of Kidney Health

Mortality and Hospitalizations in Intensive Vokime 5 118
- . . - & The Author(s) 2018
Dialysis: A Systematic Review and Meta- Reprints and permissions:
smgepub.co.ukijournalsPermissions_nay

DOd: 1001 I 7F20543581 | 7749531

A" aIYS'Is journals sagenub com/homedcjk
$SAGE

Anna Mathew', Jody-Ann McLeggon?, Nirav Mehta’,
Samuel Leung’, Valerie Barta’, Thomas McGinn’,
and Gihad Nesrallah™*

Table 8. GRADE Evidence Profile Table: Effects of Intensive HD Compared With PD in Patients on Chronic HD.

Quality asw No. of patients Effect

No. of Risk of Other Intensive Relative Absolute

studi Study design bias Inconsistency \ Indirectness Imprecision considerations HD PD (95% CI) (95% Cl) [ Quality \lmportance

Mort}lity

3 Observational  Serious® Serious” Not serious Not serious None -/7583  —/9538 HR 0.67 - ®000 Critical
studies (0.53 wo 0.84) Very low

Note. HD = Msis; Cl = confidence interval; HR = hazard ratio. \/
*Concern for lack of matching on prognostic factors and adjustment in statistical analysis.

*1* = 91% for pooled effect estimate, with unexplained heterogeneity possibly due to study design and population.

‘Absolute event counts not provided, precluding estimation of absolute event rates.

Mathew et al, Can J Kidney Health Dis 2018
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Original Investigation | J
Mortali Hospitalization,Jand Technique Failure in Daily Home
Hemodia i atched Peritoneal Dialysis Patients:

A Matched Cohort Study
Eric D. Weinhand!, PhD,’ Dawvid T. Gilbertson, PhD," and Alfan J. Collins, MD ™=

Background: Use of home dialysis is growing in the United States, but few direct comparisons of major
clinical outcomeas on daily home hemodialysis (HHD) versus peritonaal dialysis (PD) exist.

Study Design: Matched cohort study.

Setting & Participants: We matched 4,201 new HHD patients in 2007 to 2010 with 4,201 new PD patients
from the US Renal Data System databasea.

Predictor: Daily HHD wversus PD.

Outcomes: Ralative mortality, hospitalization, and technigque failure.

» Riesgo de hospitalizacion 8% menor para todas las causas
con HDD frente a DP.

» Menos dias de ingreso con HHD vs. DP (RR 0,81).
» Menor indice de hospitalizacion por ECV con HDD (RR 0,85).

» Menor indice de hospitalizacidon por infeccion con HDD (RR
0,89), pero mas bacteriemia /sepsis con HDD (RR 1.18).

» Sin embargo, entre aquellos paciente con < 6 meses de TRS,
esta diferencia en la hospitalizacion entre las modalidades
desaparecio.

HDD: hemodialisis domiciliaria; DP: didlisis peritoneal; ECV: enfermedad cardiovascular
TRS: terapia renal sustitutiva. Weinhandl et al. AJKD 2016
4



HOSPITALIZACION

clinical investigation http:/fwww kidney-international.org

D 2015 Internaticnal Society of Mephrology

OPEN

The risk of hospitalization and modality failure with
home dialysis

Rita S. Suri'?, Lihua Li* and Gihad E. Nesrallah™*

'Department of Medicine, Section of Nephrology, Centre de Recherche, Centre Hospitalier de I'Université de Montréal (CHUM), Montréal,

Québec, Canada; *Division of Nephrology, Western University, London, Ontario, Canada; ;Depanmem‘ of Nephrology, Humber River

Regional Hospital, Toronto, Ontario, Canada and “The Li Ka Shing Knowledge Institute, Keenan Research Centre, 5t. Michael’s Hospital,
Toronto, Ontario, Canada

Mo of events Unadj hazard ratio
Home DHD FD (8s% chy Frvalue
(n=1116)  (n=2TB4)

All hospitalization 1414 BEAT 0.73 (0.67—0.79) - <0001
All inflection Ba1 2858 0.81 (0.73—0.00) - <0001
Cardiac 524 2807 0.66 (0.58—0.74) - <0.001
Access related 363 1858 0.60 (0.52—0.68) - <0.001
Access non infection 138 630 0.67 (0.54—0.84) — | <0.001
Access infection 224 1228 0.56 (0.48—066) —— : <0.001
Bleeding 87 288 0.88 (0.67—1.17) e 0.385

Menos ingresos y menos dias de ingreso 0 0.5 1 15

(5 Vs 9) HDD VS DP Fa':ar:hu-rml:lHD Fa.'faf:l;tl

Figure 2 | Relative hazard of hospitalization associated with home daily home hemodialysis (DHD) versus peritoneal dialysis (PD).
Cl, confidence interval; Mo, number.

Suri et al, KI 2015
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FALLO DE LA TECNICA

AJKD

Original Investigation

Mortality, Hospitalization, andﬁ echnique Failuan Daily Home
Hemodialysis and Matched ysis Patients: . .
A Matched Cohort Study v" Riesgo 37% mas bajo
Eric D. Weinhandi, PhD,” David T. Gilbertson, PhD," and Allan J. Collins, MD"= con HDD.

Background: Use of home dialysis is growing in the United Statas, but few direct comparisons of major (USRDS)
clinical outcomes on daily home hemodialysis (HHD) versus peritoneal dialysis (PD) exist.

Study Design: Matched cohort study.

Setting & Particlpants: Wea matched 4,201 new HHD patients in 2007 to 2010 with 4 201 new PD patients
from the US Renal Data Systemn databasea.

Predictor: Daily HHD versus PD.

Outecomes: Ralative mortality, hospitalization, and technigue failure.

An Incident Cohort Study Comparing Survival on Home
Hemodialysis and Peritoneal Dialysis (Australia and
New Zealand Dialysis and Transplantation Registry)

Annie-Claire Nadeau-Fredette,*™ Carmel M. Hawley,*™* Elaine M. Pascoe, Christopher T. Chan,™ Philip A. Clayton,™**
Kevan R. Polkinghorne, *""* 550 Neil Boudville, *" " Martine Leblanc,® and David W. Johnson*™®

v" Riesgo 66% mas bajo
con HDD.
(ANZDATA)

The risk of hospitalization and modality failure with
Probabilidad 3.4 mayor
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Dialisis Peritoneal vs HD Domiciliaria

MORTALIDAD?

éQue es lo que
nos interesa

comparar?
\ CALIDAD DE VIDA? |
|




CALIDAD DE VIDA

Cross-Sectional Comparison of Quality of Life and Illness
Intrusiveness in Patients Who Are Treated with Nocturnal
Home Hemodialysis versus Peritoneal Dialysis

Edwin Fong, Joanne M. Bargman, and Christopher T. Chan

Toromfo General Hospital-University Health Network, Toronto, Ontario, Canada

»Un Unico centro, estudio transversal

» Tendencia hacia una mejor funcion sexual en el grupo HDD
nocturno.

» Menor apoyo social en pacientes con HDD nocturna.

» No hay diferencia con respecto al indice de depresidon de Beck.

»No hay diferencia en relacion con la sensacién de enfermedad
percibida por el paciente.

Fong et al, CJASN 2007



CALIDAD DE VIDA

¢Queé limita la calidad de vida de
nuestros pacientes?

» Alta carga de sintomas.
» Problemas clinicos no resueltos.
» Necesidades no satisfechas.

éSupervivencia o calidad de vida?



Survival by Dialysis Modality—Who Cares?

Mardin B. Lee® and Joanme M. H.J.r:_;rn.lr.lr

“En la practica clinica, la eleccion de modalidad de dialisis debe
ser individualizada con el objetivo de maximizar la calidad de
vida, las expectativas esperadas por el paciente y lograr de
esta manera los objetivos centrados en el paciente. Los

pacientes se preocupan mas por como viviran en lugar de por
cuanto tiempo”.

“It is our responsibility to
alignh our research with
their needs”



TRANSITIONS FROM PD ARE EXPECTED.
WHY NOT CONTINUE AT HOME?
John Burkart

Pert Dial Int November-December 2007
27645646

» Continuar con terapia domiciliaria puede mejorar la
calidad de vida del paciente.

Combined therapy using peritoneal dialysis and
hemodialysis may increase the indications for peritoneal
dialysis in the United States

Manas Matsuo, Keitaro ‘T“Dkﬂ}famalj: Yudo Tanno, lzumi Yamamoto, Takashi Yokoo

Kidney Int. 2015 Jun;87(6):1259-60.



An Evaluation of an Integrative Care Approach for End-Stage

Renal Disease Patients

WIM VAN BIESEN, RAYMOND C. VANHOLDER, NIC VEYS,
ANNEMIEKE DHONDT, and NORBERT H. LAMEIRE

Renal Division, Department af Internal Medicine, University Hospital Geni, Belginm.
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Figure 3. Log-rank analysis of patient intention-to-treat survival. Solid line, patients started on HD (without transfer); dotted line, patients 0

started on PD and transferred afterward to HD. P = 0.01. N = event numbers.
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Figure 6. Log-rank survival analysis of matched pairs of integrative care patients and HD patients. Every integrative care patient was matched
with two HD patients surviving at least as long on HD as the integrative care patient on PD. Survival is calculated from the moment of transfer
of the integrative care patient from PD to HD. Dotted line, patients started on PD and transferred to HD; solid line, patients started and
maintained on HD; N = event numbers.

Los pacientes que inician DP y se transfieren a HD tienen mejor
supervivencia que los que inician y se mantienen en HD.

J Am Soc Nephrol 11: 116-125, 2000



Preguntas sin respuesta

1.- Todos estos estudios y resultados, éson extrapolables a nuestros
pacientes y en nuestro medio?.

2.- En la practica clinica, ¢ COmo podemos aplicar estos resultados a
un paciente candidato a dialisis peritoneal o a hemodialisis
domiciliaria®.

3.- ¢Qué es mejor dialisis peritoneal primero seguido de hemodialisis
domiciliaria o mejor hemodialisis domiciliaria como primera opcion?.

4.- ¢ Qué pasaria si consideramos ambas técnicas domiciliarias como
complementarias y no en competencia?.



Modelo Integrado de
Dialisis Domiciliaria

* |nicio de tratamiento sustitutivo de la funcion
renal con dialisis peritoneal seguido
hemodialisis domiciliaria ------- > “DIALISIS
OPTIMA”: se maghnifican las ventajas de
ambas modalidades.



MODELO INTEGRADO

DE DIALISIS EN CASA

CLINICAL OUTCOME OF HOME HEMODIALYSIS IN PATIENTS WITH PREVIOUS
PERITONEAL DIALYSIS EXPOSURE: EVALUATION OF THE
INTEGRATED HOME DIALYSIS MODEL

Annie-Claire Nadeau-Fredette, Joanne M. Bargman, and Christopher T. Chan

Toronto General Hospital - University Health Network, University of Toronto, Toronto, Ontario, Canada
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MODELO INTEGRADO
DE DIALISIS EN CASA

CLINICAL OUTCOME OF HOME HEMODIALYSIS IN PATIENTS WITH PREVIOUS
PERITONEAL DIALYSIS EXPOSURE: EVALUATION OF THE
INTEGRATED HOME DIALYSIS MODEL

* Allincident HHD patients — UHN Toronto, 1996-2011

* PD exposure before HHD (n=35) or none (n=172)

Patient and technique survival during HHD was similar for patients with and
without previous PD exposure
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v'Patients with prior PD exposure had longer dialysis vintage (12.3 vs.

0.9 years) and higher Charleston comorbidity index

Nadeau-Fredette et al. PDI 2015



Original Articles

nat

wephiclogy Dialysis Transplantation

Outcomes of integrated home dialysis care: a multi-centre,

multi-national registry study

¢ Debe el paciente iniciar DP y finalizada esta cambiar a HDD o
iniciar directamente en HDD?

I—— R
H n=93 ]

‘PO only®
n=10 617
Follow-up until
‘HHD only’ — home dialysis
n=685 technigue failure
or death™®

Start of RRT pay 90

| Facility |
! HD
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: : n=21 study
¥ H Tirme
< 90 days

Nadeau-Fredette et al. NDT 2015 Nov;30(11)



Original Articles

Outcomes of integrated home dialysis care: a multi-centre,
multi-national registry study

Mortalidad y fallo técnica
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HDD solo

DP + HDD

|

HDD, HR: 0.77, 95% CI: 0.34-1.72
DP, HR: 2.44, 95% CI: 1.19-4.98




Striving to Achieve an Integrated Home Dialysis System
A Report from the Ontario Renal Network Home Dialysis Attrition Task
Force

Brendan B. McCormick and Christopher T. Chan for the ORN Home Dialysis Research Group
Clin | Am Soc Nephrol 13: 468-470, 2018. doi: https://doilorg/10.2215/ CJN.06900617

v'Promover el uso de dialisis en domicilio siendo la mejor estrategia iniciar con
dialisis peritoneal y transferencia programada a HD domiciliaria sobre todo en
pacientes con dificultades para trasplante.

v'Concienciar sobre el modelo de transicion de dialisis en casa
(DP = HD domiiciliaria).

v'Establecer incentivos para favorecerla.
v'Modelos de financiacidon que garanticen una compensaciéon adecuada.

v'Realizar analisis cualitativos y estudios clinicos que evalten los resultados.



Conclusiones

v’ Mejor supervivencia del paciente y la técnica y menos hospitalizaciones con HDD
en comparacion con la DP (estudios observacionales).

v’ Sin embargo, las poblaciones estudiadas son intrinsecamente diferentes, lo que
da lugar a confusion y sesgos importantes.

v’ En el modelo integrado de didlisis domiciliaria los pacientes incidentes en dialisis
peritoneal y transferidos exitosamente a hemodialisis domiciliaria en el momento
de finalizar dialisis peritoneal tienen una mortalidad similar a la de los incidentes
en hemodialisis domiciliaria.

v’ Los motivos para la transicién de dialisis peritoneal a hemodialisis (en general)
son multiples y, con mayor frecuencia, estan relacionados con factores no
directamente relacionados con la técnica.

v'La Dialisis Peritoneal se plantea como la primera opcién de tratamiento en el
modelo integrado de dialisis domiciliaria.




Conclusiones

v A la vista de todo, la eleccion de la modalidad de didlisis se debe
basar en un proceso que incluye una educacion global de las
diferentes opciones teniendo en cuenta el modelo integral y
considerando los costes para una toma de decisiones compartidas
entre personal sanitario y pacientes.

v’ La preferencia del paciente y la calidad de vida deben estar a la
vanguardia en la toma de estas decisiones.

v' Concienciar sobre el modelo de transicion de dialisis domiciliaria y
orientar sobre su implementacion deberian ser los objetivos del
grupo de expertos a nivel mundial para favorecer el uso de esta
estrategia de dialisis infrautilizada hasta la fecha.




Revista clinica de la Sociedad
Americana de Nefrologia

Vol. 6 , Nimero 2
1 de febrero de 2011
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Peritoneal Dialysis First: Rationale

Indice por autor

Kunal Chaudhary, “* Harbaksh .‘:‘f.-fil,g_zha,1F and Ramesh Khanna®

Summary
The use of peritoneal dialysis (PD) has become wide spread since the introd /i
PD more than 25 years ago. Over this time, many advances have been made and PD is an alternative to he-
modialysis (HD), with excellent comparable survival, lower cost, and improved quality of life. The percentage
of prevalent PD patients in the United States is approximately 7%, which is significantly lower compared
with the 15% PD prevalence from the mid-1980s. Despite comparable survival of HD and PD and improved
PD technique survival over the last few years, the percentage of patients performing PD in the United States
has declined. The increased numbers of in-center HD units, physician comfort with the modality, perceived
superiority of HD, and reimbursement incentives have all contributed to the underutilization of PD. In addi-
tion to a higher transplantation rate among patients treated with PD in the United States, an important rea-
son for the low PD prevalence is the transfer to HD. There are various reasons for the transfer (e.g., episodes
of peritonitis, membrane failure, patient fatigue, etc.). This review discusses the various factors that contrib-
ute to PD underutilization and the rationale and strategies to implement “PD first” and how to maintain it.

The PD first concept implies that when feasible, PD should be offered as the first dialysis modality. This con-

cept of PD first and HD second must not be seen as a competition between therapies, but rather that they

: are complementary, keeping in mind the long-term goals for the patient.

Clin | Am Soc Nephrol 6: 447-456, 2011. doi: 10.2215/CJN.07920910

COMPLEMENTARIEDAD CON OBJETO DE OBTENER A LARGO PLAZO
LOS MEJORES RESULTADOS PARA EL PACIENTE
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Modelo integrado de Dialisis
Domiciliaria: DP con HDD




