
The literature shows differences between haemodialysis and peritoneal dialysis patient
populations in terms of psychological characteristics and sociodemographic factors.
Peritoneal dialysis patients tend to be younger, female and higher educated. However,
the influence of the locus of control on modality choice has not been fully examined.
One study found that haemodialysis patients have a stronger internal locus of control.

The aim of this study was to investigate these differences.

METHODS: In 2018, a nationwide postal survey was sent to dialysis patients of two
sickness funds in Germany. Both ILC and ELC were measured by a 3-item short scale.
On the 0–100 answer scale, high values indicate a strong ILC and a weak ELC.
Furthermore, patients were asked to provide sociodemographic information. The
sample was divided by whether they started with home-based peritoneal dialysis (PD)
or in-centre haemodialysis (HD). Population differences in terms of ILC and ELC, as
well as sociodemographic factors such as age, sex and school education, were
examined.

RESULTS: We included 651 dialysis patients in our analysis (HD=94%, PD=6%; 57%
male, 43% female). The median age was 71 (22–94).

The median ILC was higher with PD patients than with HD patients (HD=75, PD=83).
Median ELC was similar in both groups (58). Hence, tests showed significant ILC-
differences in terms of HD and PD populations, but no significant differences in terms
of ELC. With respect to sociodemographic factors, the patient populations varied only
in age. The PD patients were significantly younger than the HD patients. There were no
differences in school education or sex between modality groups. Testing the influence
of the sociodemographic factors on ILC, we found that the differences in sex and school
education were significant. Hence, they were controlled in a multifactorial logistic
regression. In this model, both ILC and age had a significant influence on modality
choice.

CONCLUSIONS: In contrast to what was found in previous studies, HD and PD
patients in our sample vary only in age, but not in sex and school education. This
difference may be attributed to the specific characteristics of the two sickness funds we
used in our sample. The results show that the effect of age and ILC remains significant
and cannot be attributed to sex or education. Hence, younger patients and patients
with a higher belief in internal control tend to choose PD. Younger patients often wish
to remain able to work or travel. Furthermore, patients with a strong belief in their own
control and skills are also confident in taking responsibility for their own treatment and
managing their disease, as is the case with a home-based dialysis modality. This result
contradicts the results of a previous study. In this study, the authors interpreted the
higher ILC of HD patients as an indication of a stronger will to regulate their health
condition being dependent on dialysis procedure.

The direction of this correlation should be further examined. Nevertheless, patients’
beliefs in internal control should be taken into account in choosing the right modality.
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INTRODUCTION: Parameters of arterial stiffness such as ankle- brachial pulse wave
velocity (abPWV) were recently proposed as independent risk factors of all-cause and
cardiovascular mortality in dialysis patients. Different abPWV cut-off values of abPWV
in dialysis patients were reported so far: from 12 m/s, which is the reference value for
the general population to up to 9 m/s. Our study aimed to analyze factors associated
with abPWV as well as relationship between abPWV and hemodialysis patients
mortality.

METHODS: The study involved 80 adults treated with hemodialysis (HD), selected
from the pool of patients treated in two departments of nephrology. Mean (6SD)
patients age was 57 6 13.6 years (52.5% of them were older than 60 years); 51.6% of
patients were men. They were on hemodialysis 43 months (median value 79 months,
range between 6 and 332 months) before the start of the study. Besides routine
laboratory analyzes, serum levels of fibroblast growth factor 23 (FGF 23), soluble
Klotho, inact parathormon (iPTH), 1,25-dihydroxyvitamin D3; abPWV; ankle-
brachial index (ABI) and vascular calcification score by Adragao method were
measured. The patients were followed for up 28 months.

RESULTS: AbPWV and cerebrovascular insult (CVI) were selected as independent
predictors for patient’s death. Patients were finally divided into abPWV tertile (TPWV:
T1�8.1 m/s, T2= 8.1-10.1, T3� 10.1 m/s), and these three groups were compared. No
difference in routine laboratory findings, promoters and inhibitor of vascular
calcifications (iPTH, FGF23, Klotho, magnesium, osteoprotegerin) as well as in ABI,
MAP, systolic blood pressure, heart rate and pulse pressure was found among TPWV,
while mean diastolic blood pressure was significantly higher in patients from T3PWV
in comparison with others. Vascular calcifications were found in 62.5% of studied
hemodialysis patients, while an Adragao score above 4 was present in 27 (33.75 %) of
them. Five patients had the highest Adragao score, i.e. 8, two in T2 PWV and three in

T3PWV. Predictors of lower baPWV are younger age (Beta 1.108, 95% CI 1.044 -
1.176), female gender (0.203, 95% CI 0.052- 0.797), and slower pulse rate (Beta 1.080,
95% CI 1.022- 1.143). In accordance to that, ten patients from T2PWV (abPWV higher
than 8.1 m/s), and seven patients from T3PWV (abPWV higher than 10.1 m/s) younger
than 60 years may have a particularly high risk of fatal outcome. During the follow-up
period 17 patients died. Mean survival (Kaplan-Meier analysis) was 294.50 6 13.08
months for T1PWV group, 226.27 6 29.13 months for T2PWV, 207.31 6 24.92 for
T3PWV group. At the end of follow-up period 84.8% of patients survived in the whole
group, with the following distribution to tertiles: 96.4% of patients from T1PWV,
78.3% from T2PWV, and 78.6% from T3PWV group.

CONCLUSIONS: Among prevalent patients treated with hemodialysis, we observed
that aortic stiffness, measured with abPWV and CVI independently predicted all-cause
mortality. AbPWV value over 8.1 m / s is associated with a greater risk of patients
mortality, especially in younger patients. Therefore, it is advised to measure abPWV
preferentially in younger dialysis patients in order to obtain not only prognostic
information, but also to plan intervention before developing irreversible changes in
blood vessels.
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INTRODUCTION: It is well known that people involved in the care of people with
chronic illnesses usually have more sleep disturbances than the general population. The
literature dealing with sleep problems of caregivers of patients with chronic kidney
disease is still quite limited. The aim of this study is to evaluate the self-reported quality
of sleep among caregivers of Hemodialysis (HD) and Peritoneal Dialysis (PD) patients.

METHODS: The sample of the study consists of 64 caregivers (mean age 56613 years)
of Hemodialysis and Peritoneal Dialysis patients. The patients were receiving HD and
PD in the two dialysis units of the University General Hospital of Evros (in
Alexandroupolis and Didymoticho) in Northeastern Greece. The following
instruments were administered: Pitsburgh Sleep Quality Index (PSQI), Zung
Depression Rating Scale (ZDRS), Self Anxiety Scale (SAS), Well – Being Index (WHO-
5).

RESULTS: According to their PSQI scores, 25 (39%) caregivers had poor sleep quality,
although only four of them had reported sleep disturbances, when asked, before the
completion of the test. The mean PSQI value of caregivers was 5,27 63,40, "Poor
sleepers" (PSQI scores>5) had significantly lower levels of quality of life (p=0,02),
elevated levels of anxiety (p=0,006) and higher scores in the depression scale (p=0,002)
compared to "good sleepers" (PSQI scores�5). Higher scores of depression are
significantly associated with higher PSQI scores. In the regression analysis (Backward
Elimination Method), depression was found to have the greatest contribution to the
variability of ’sleep quality’ (standardized beta = 0,62, p<0,001).

CONCLUSIONS: We conclude that a significant proportion of caregivers of HD and
PD patients experience poor sleep quality. Depression is the most significant factor
associated with caregivers’ sleep disturbances. Physicians should screen caregivers’
sleep quality and help them by providing support interventions and therapeutic
strategies on maintaining and improving their health while performing their caregiving
duties.
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INTRODUCTION: Recent evidence has demonstrated the strong link between fluid
overload (determined by the BCM-Body Composition Monitor) and morbidity /
mortality. Even though the use of BCM has become well established, an in-depth
analysis of its economic benefit considering latest evidence is not yet available.

METHODS: A Markov model (TreeAge Pro HealthcareTM Software, Williamstown,
MA, USA) was developed to assess the cost-effectiveness of BCM-based fluid status
monitoring in dialysis patients from a health care payer perspective.

The model is based on the economic model presented by Scotland et al in Jan 2018. It
was extended and parameterized using published sources and cost data. Costs are
expressed in monetary terms (UK pounds) and are based on the UK-costs. The model
horizon was 30 years, with 5% annual discounting.

The model allows for the incorporation of effects and benefits of BCM-guided fluid
management on mortality, CV-related and all-cause hospitalization rates and
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background medication [blood pressure & erythropoiesis-stimulating agents (ESAs)]
and it captures downstream cost-savings and quality-of-life benefits associated with
prolonged survival, reduced hospitalization rates and reduced medication.

RESULTS: The ICERs for all modelled scenarios reflecting the effects of the BCM-
guided fluid monitoring remain below the £20,000 which is below the UK cost-
effectiveness threshold. Our base scenario, including the direct effect on mortality, the
effect on hospitalization and the effect on costs of antihypertensive drugs results in an
ICER of £11.747.

CONCLUSIONS: The Body Composition Monitor (BCM) is a cost-effective system
for fluid monitoring in dialysis patients in the UK-cost perspective.
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INTRODUCTION: Pre-dialysis education clinic (PC) aims to elucidate and clarify
patients about the different options of treatment of advanced chronic kidney disease,
helping them make an informed choice of modality.

Despite improved pre-dialysis care, there is still a large number of patients who initiate
dialysis on inpatient regimen and with a central venous catheter (CVC).

METHODS: With the present work, we pretend to make a descriptive analysis of this
clinic, trying to identify aspects for the improvement of the conditions of dialysis
initiation.

RESULTS: We included patients who had PC between 1st January 2014 and 31th
December 2017 and who initiated dialysis. We obtained a total of 147 patients, 59%
men (n=86), median age 67.0 years, with a median follow-up time in nephrology clinic
(NC) of 27.3 months; 30% (n=45) were professionally active and 95% (n=139) were
autonomous. Median eGFR was 11.9mL/min. 46% (n=68) had type 2 diabetes
mellitus, 95% (n=140) arterial hypertension, 54% (n=80) dyslipidemia and 32%
(n=47) heart disease. At the pre-dialysis clinic, 54% (n=80) opted for hemodialysis
(HD) and 40% (n=58) for peritoneal dialysis (PD).

At start of dialysis, patients were followed in nephrology clinic for 30 months, had had
PC 8.6 months before and had median eTFG value of 7.4mL/min. 76% started HD
(n=111) and 77% started in an outpatient regimen (n=133). Patients who started PD
were significantly younger (p<0.001), had a lower prevalence of DM (p=0.011), had
more frequent outpatient start (p=0.002) and lower frequency of hypervolemia
(p<0.001). Among HD patients group, patients who started on an outpatient basis
(n=113, 77%) had a significantly higher follow-up time to PC (29.2 vs 11.2 months,
p=0.008) and follow-up time in NC (40 versus 28.5 months, p=0.008), lower
percentage of CVC (7.5% versus 46%, p<0.001) and lower frequency of hypervolemia
(20% versus 62.5%, p<0.001). Considering vascular access, we found that patients
who started with AVF (n=90, 81%) had significantly longer follow-up times in NC
until PC (26.9 versus 10.3 months, p = 0.046), follow-up time until dialysis start (38.5
versus 17.0 months, p = 0.007) and follow-time between PC and start of dialysis (11.2
and 5.1 months, p<0.001). Excluding patients with poor vascular patrimony and
considering the median time between PC-AVF construction in patients who started
HD by AVF (112 days), we found that it might be possible to construct AFV in a large
number of patients who started with CVC (n=10).

CONCLUSIONS: Late referral to NC and shorter available time to prepare to dialysis
beginning are non-nephrologist related causes of an unscheduled start of dialysis.
Other potentially modifiable factors, such as the delay in referral to PC or to
construction of vascular access, should be considered.

The difficulty in predicting which patients will start dialysis earlier leads us to suggest
that, after PC and patient choice, referral for vascular access construction should be as
early as possible.
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INTRODUCTION: Chronic kidney disease (CKD) is associated with multiple
comorbidities and disease related progressive complications. The management of these
places significant burden on patients and results in impairment of their health-related
quality of life (HR-QOL). Little is known about treatment-related burden in patients
with CKD whether receiving dialysis or not. This study aimed to investigate the
magnitude of treatment-related burden and its impact on HR-QOL among CKD
patients in Qatar.

METHODS: This was a mixed-method, sequential explanatory study conducted at
Fahad Bin Jassim Kidney Center in Qatar (largest dialysis and pre-dialysis center in

Qatar). Treatment-related burden and HR-QOL were assessed quantitatively using the
Treatment Burden Questionnaire (TBQ) and the Kidney Disease Quality of Life
(KDQOLTM) questionnaire, respectively. To gain a deeper insight, qualitative one-to-
one semi-structured interviews were conducted among the CKD patients. Quantitative
data were analyzed descriptively and inferentially using SPSS version 24. Thematic
content analysis was performed for the qualitative data. Study was approved by our
health organization IRB.

RESULTS: Two hundred-eighty CKD patients (hemodialysis = 223 and pre-dialysis
(GFR<20) = 57) were included in the study. 65% of the patients expressed low
treatment-related burden, while 35% reported moderate to high burden. Furthermore,
hemodialysis patients experienced significantly higher treatment burden compared to
pre-dialysis patients with median (IQR) of 45 (36) versus 25 (33), respectively
(p<0.001). Medication burden and lifestyle change burden were the highest perceived
treatment-related burden, followed by administrative burden, social burden, and
financial burden. There was a strong, negative correlation between TBQ score and
KDQOL-36TM score [rs (251) = -0.616, p<0.001]. Thematic content analysis
identified religion and faith in God as well as quality of the care provided as factors that
reduce perceived treatment burden and improve patients’ HR-QOL. Conversely,
medication burden, lifestyle changes, challenges with international travelling, financial
burden, and empathy were factors that worsen perceived treatment-related burden and
HR-RQOL.

CONCLUSIONS: This study suggests that treatment-related burden should be
considered in CKD management strategies. Factors that increase this burden should be
considered when designing healthcare interventions directed to CKD patients.
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INTRODUCTION: Secondary hyperparathyroidism (SHPT) affects a relevant part of
patients in dialysis causing mineral bone disease and vascular calcification. Aim of the
study was to determine medical resource use and cost of dialysis patients with SHPT vs
those without SHPT.

METHODS: We analysed the administrative datasets of Lombardy Region (Italy) for
hospitalizations, diagnostic procedures, outpatient and drug prescriptions starting
from patients in dialysis in year 2011 and already in dialysis in the first 6 months of
2009. Patients, divided between SHPT [identified through prescription of cinacalcet
and/or paricalcitol and/or hospitalizations (parathyroidectomy and/or SHPT
diagnosis)] and non-SHPT, were observed for 4 years (2009-2012). Perspective of the
analysis was that of Regional Healthcare Service (RHS).

RESULTS: Among a population of about 10 million inhabitants, 8316 patients were in
RRT in 2011; of them 4791 were already in dialysis in the first 6 months of 2009 and
1793 had SHPT (37.4%) vs 2998 non-SHPT. Mean age was 63.3 years for SHPT and
70.2 years for non-SHPT patients. In the non-SHPT population females accounted to
36.3% while in the SHPT populations were 42.9%.

The 77% of SHPT patients were treated with cinacalcet and 52% with paricalcitol.

Major co-morbidities [cancer, diabetes and cardiovascular (CV) pathologies] were
more frequent in non-SHPT population vs SHPT (15.0%, 26.3% and 68% vs 14.8%,
16.8% and 61.7%, respectively). Paricalcitol, cinacalcet and sevelamer were the most
widely prescribed drugs (distributed by NHS structures) in the SHPT population and
sevelamer, calcitriol and mycophenolic acid were the most prescribed in the non-SHPT
population. In addition to drugs related to CKD, considering drugs distributed
through territorial pharmacies, PPIs and drugs for CV diseases were the most
prescribed in both populations. Most frequent causes of hospitalizations both in SHPT
and in non-SHPT population were due to complications of renal dialysis device,
implant and graft, ESRD and CKD. Considering the first 20 most frequent diagnosis of
hospitalizations, CV ones accounted for 15,5% of them in the non-SHPT population
and 16,3% in the SHPT population. The total 2009-2012 cost per patient were
e147,151 in the non-SHPT population and e166,219 in the SHPT population. Major
cost drivers were dialysis followed by hospitalizations in both populations (70.7% and
14.4% in non-SHPT population and 68.7% and 12.3% in SHPT population). Last year
of life costs were e46,960 in non-SHPT and e52,368 in SHPT patients.

CONCLUSIONS: The analysis of this large database confirms that treatment of dialysis
patients with SHPT is associated with an increased use of healthcare resources and costs
(+12%).

RHS expenditure was evaluated at 2011 costs; the patent expiry of some drugs, with
consequent price reductions, have a minimal impact on total costs.
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