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Per a newly released global report called The Global Kidney Health Atlas, near-
ly one-in-ten people worldwide have chronic kidney disease [1]. As chronic 
kidney disease progresses into end-state kidney disease, patients need a kid-

ney transplant or some form of dialysis to survive. The number of patients requir-
ing these treatments is estimated to be about 1.4 million worldwide and is growing 
at 8% annually [2]. Continuous Ambulatory Peritoneal Dialysis (CAPD) is the main 

type of peritoneal dialysis (PD) used in developing countries by >80%, while in developed countries it is 
slightly more than half of the population [3].

Benefits of using PD as a bridge therapy until a transplant can be performed include: can be done in home, 
no need to drive to a hemodialysis center, more cost-effective, reduced dietary restrictions, increased free-
dom perception and patient satisfaction, less hemodynamically instability during hemodialysis and pos-
sibly improved quality of life. It was found to be preferred among long-term dialysis patients [2]. Perito-
neal dialysis as a method of renal replacement therapy in developing countries may be advantageous in 
its simplicity of therapy, reduced need for trained medical staff, and minimal requirement for technical 
support and electricity [2,3]. Further benefits of PD are associated with preservation of residual renal 
function, lower hospitalization and access intervention rates, and perhaps better short-term outcome af-
ter transplantation [4]. Survival rates at 6, 12, 24, 36, 48, and 60 months were not statistically significant 
among patients who have had PD and hemodialysis as noted in the United States Renal Data System 2012 
Annual Report [5]. As clinical outcomes of both PD and hemodialysis have been similar, PD should be 
the method of choice for renal replacement therapy in patients with end stage renal disease.

Unfortunately, the global trends in rates of PD have been decreasing. While the prevalence and total num-
ber of people using PD have increased, presumptively due to the increased number of patients with chron-
ic kidney disease needing dialysis, the trend in PD as a proportion of total dialysis has decreased from 
1997 to 2008 in both developed and developing countries [3]. Some suggestions for the decline in utili-
zation include: proliferation of hemodialysis units, private dialysis provider penetration, reimbursement 
rates, insufficient patient education, physician bias, resource availability, lack of local manufacturing plants, 
and import tax on materials. Overall, results in trends in each country were varied. There are a select few 
countries who are promoting peritoneal dialysis and their rates of peritoneal dialysis are increasing. This 
could be a promising start to a new trend of utilization of peritoneal dialysis.

A major factor to be aware of is that in general among most countries, PD is more cost-effective than he-
modialysis. Per the United States Renal Data System 2012 Annual Report, the annual per patient cost of 
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hemodialysis is around US $87 500 per year, while that of PD is around 
US $66 750 [5]. Increasing the use of PD in the United States from eight 
to 15 percent would potentially produce a savings of more than 1.1 bil-
lion to the health care system over five years [6]. The cost-effectiveness 
of utilizing PD to hemodialysis varied globally and also throughout the 
last 20 years. After taking into account all possible economic implications 
of therapy and controlling for patient characteristics it was found that 
hemodialysis was between 1.25 and 2.35 times the cost of PD in 22 coun-
tries (17 developed and 5 developing), between 0.9 and 1.25 times the 
cost in 15 countries (2 developed and 13 developing), and between 0.22 
and 0.9 times the cost in 9 countries (1 developed and 8 developing) [5]. 
As the research did not include loss of patient and family member pro-
ductivity and cost of transportation, these results underestimate the cost 
savings of PD.

The variety of cost comparisons more than likely influence utilization 
rates. Countries’ reimbursement structures affect utilization. In the Unit-
ed States, a new bundling payment system has led to an increase in PD 
utilization [7]. Countries that have local manufacturing plants have more 
cost savings using PD as materials are supplied locally and also have high-
er utilization rates. Countries without local manufacturers also have im-
port taxes to pay for which negatively affects utilization. I suggest that 
instead of building hemodialysis centers countries should focus their di-
alysis program implementations on building local manufacturing centers.

A number of Asian countries have strong PD utilization rates, as they have 
saved 10%-30% by choosing this method [8]. Hong Kong leads the way 
in PD utilization rates as greater than 70% of patients use this [8,9]. Hong 
Kong has practiced PD ‘First Policy’ since 1985, and over 30 years has built 

up a model of how PD can be utilized [8]. While there should be access to hemodialysis if needed, countries 
around the world should strive to follow Hong Kong’s ratio as it has been shown to be sustainable.

Peritoneal dialysis should be considered the preferred method when developing renal replacement therapy 
programs in developing countries, as it has several benefits and is an excellent option for renal replacement 
therapy in patients suffering from end stage renal disease. Unfortunately, there are current clinical and eco-
nomical practices globally that prevent this from being optimally utilized. Since sustainable programs have 
been produced and are being implemented in countries primarily in Asia, it is proven that PD can be suc-
cessfully implemented in developed countries. As chronic kidney disease and end stage renal disease are 
going to be more prevalent globally – increasing utilization of PD is an important option to consider.

Photo: Continuous ambulatory peritoneal dialysis (CAPD). 
This image was donated by Blausen Medical (via WikiMedia 
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