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The Good
Catheter

Peritoneal catheter use should be considered first for dialysis access.

BY JACK WORK, MD

“To PD or not to PD, that is the question:
Whether ‘tis nobler in the mind to suffer
The first 90 days with an HD catheter,

Or to take arms against a sea of convention
And by opposing them choose PD ... ”

ohn Burkart, MD, posited this question (“To PD or

not to PD, that is the question”) in an editorial in

Seminars in Dialysis." He noted that, unfortunately, in

the United States, with < 10% of prevalent patients
on peritoneal dialysis (PD), the answer has been “not to
PD.” Dr. Burkart went on to point out that a randomized
trial comparing similar patients on either PD or
hemodialysis (HD) would best address the question of
whether or not the low prevalence of PD in the United
States is justified based on medical outcomes.

EVALUATING OUTCOMES

Most observational studies support PD as having an
initial survival advantage over HD.>“ In a Netherlands
observational study, all patients with end-stage renal dis-
ease were included starting from the first day of treat-
ment, unlike United States Renal Data System data,
which starts on day 91. This study found that although
the survival advantage of PD changes over time, similar
to United States Renal Data System data, the survival
advantage of PD over HD persists for 1.5 years.*

Several factors may contribute to the initial survival
advantage of PD over HD. One factor in the early higher
mortality on HD is the frequent initial use of central
venous catheters for HD access. A study that examined
mortality during the first 90 days of dialysis replace-
ment therapy found that 21.9% of the patients with a
HD catheter died versus 6.4% of patients with a PD
catheter.> Another factor is the better preservation of

58 | ENDOVASCULAR TODAY | JUNE 2011

“Patients who receive a renal transplant
while on PD have better short-
and long-term outcomes compared
to patients who areon HD ...”

residual kidney function with PD. Residual kidney func-
tion has been strongly correlated with survival in dialy-
sis patients.%”

There are multiple other factors favoring a PD-first
approach for patients reaching end-stage renal failure.
Patients who receive a renal transplant while on PD
have better short- and long-term outcomes compared
to patients who are on HD before the transplant.2® PD
is associated with better quality of life or patient satis-
faction,'® and patients are more easily able to continue
to work while on PD compared to in-center HD. The
cost of PD is substantially less compared to in-center
HD. The PD catheter—the “good” catheter—cost per
person per year is significantly less compared to
patients with other access types including working fis-
tulas. In addition, per-person, per-year access-event
costs by access type are significantly less for the good
catheter."

Although a randomized controlled trial would be
optimal in resolving the questions regarding a compari-
son of PD with HD, it is unlikely such a study will be
completed. Korevaar and associates attempted to per-
form a randomized study comparing PD with HD. The
study was discontinued because after receiving fully
informed consent, only 38 patients agreed to be ran-
domized. Importantly, of the 735 patients eligible for
the study, 95% did not want to be randomized but
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wanted to make an informed choice of modality. Fifty-
two percent chose HD, and 48% chose PD."? In a
prospective evaluation of renal replacement modality
eligibility, Mendelssohn and colleagues found that 78%
of a cohort of more than 1,300 chronic kidney disease
patients was eligible for PD based on both medical and
psychosocial contraindications.’

PD CATHETER PATENCY

Unfortunately, in the United States, even with the
success of the Fistula First Breakthrough Initiative, 82%
of patients still initiate HD using a central venous
catheter—the “bad” catheter." Long-term dialysis access
patency is a factor frequently considered when evaluating
a dialysis modality. During the Fistula First era in the
United States, the focus has been on comparing the fistu-
la with either the graft or the central venous catheter in
terms of access survival while neglecting both PD and the
good catheter.

A recent study by Singh and coworkers examined PD
catheter patency. These authors found that PD catheter
survival rates at 12, 24, and 36 months were 92.9%,
91.9%, and 91.1%, respectively, in 315 patients during
the study period of January 2001 to September 2009.
PD catheter-related noninfectious problems were the
only variable that was significantly associated with
catheter survival.'¥ Vascular access survival rates, with
the best results being < 60% at 24 months, do not
approach the excellent results of PD catheter survival
reported by Singh. The PD catheter rarely has a primary
failure rate (failure to mature), unlike the fistula with a
60% failure rate reported recently by Dember and col-
leagues.’

COST

The recent implementation of bundled payments pro-
vides one basic payment rate under the end-stage renal
disease prospective payment system for both peritoneal
and HD." This change may incentivize dialysis providers
to offer PD among eligible patients. In-center dialysis has
a greater overhead cost compared to home dialysis.
Historically, the in-center profit margin has been derived
from the ancillaries such as injectable medications. With
the change in facility reimbursement to a fixed payment
(the bundle), facilities can improve their profit margin
through lower fixed and variable costs. Therefore, the
new payment environment established by the bundle
along with the educational requirement in the conditions
of coverage may stimulate growth of home therapies,
given the inherent lower building infrastructure, staffing
costs, capital equipment costs, and, frequently, medica-
tion costs of home dialysis.’
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CONCLUSION

Although Fistula First has been very successful in
achieving an increased prevalence of fistulas in the
United States, this restricted focus has led to the per-
ception that one modality fits all patients. Patient out-
comes support the conclusion that peritoneal dialysis
should be viewed as complementary to hemodialysis
and not competitive. Developing an “end-stage renal
disease life plan” for each patient that optimizes the
individual patient’s long-term outcome should be the
goal.” Perhaps a PD-first approach would have the
same success as the Fistula First program if all patients
were given a fully informed choice, as is now required
under the Conditions of Coverage, and level the playing
field created by the bundle. Time will tell. m
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