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BMJ Open publishes all reviews undertaken for accepted manuscripts. Reviewers are asked to 

complete a checklist review form (http://bmjopen.bmj.com/site/about/resources/checklist.pdf) and 
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VERSION 1 – REVIEW 

 

REVIEWER Patrik Finne 
Helsinki University Hospital, Finland 

REVIEW RETURNED 13-Sep-2019 

 

GENERAL COMMENTS Zang et al present results from a retrospective cohort study on 542 
elderly urgent-start dialysis patients who entered either peritoneal 
dialysis (USPD) or hemodialysis (USHD). Although peritoneal 
dialysis is an available option in most nephrological units, in many 
places the only available option for urgent-start of dialysis is HD. 
According to this study from Shanghai, USPD is more common 
than USHD, which is unusual, but appears to be associated with 
somewhat better results. Maybe one conclusion could be that 
USPD is underused in many places. 
 
The paper is very clearly written, and concise. I have a few 
questions and comments: 
 
1) The USPD and USHD groups are surprisingly similar, and looks 
like a randomized study. I would like the authors to extend the text 
a bit on the selection of patients into the treatment modalities. 
Usually PD is selected by patients who have the capability to do 
dialysis at home, and they are younger (although over 65 in this 
study) and have less comorbidities. 
2) Mortality was higher among USPD than USHD. Was there any 
difference in the causes of death? Were the causes of death in 
any way related to dialysis modality? 
3) Some earlier studies have shown that outcome of PD 
(compared to HD) is worse among elderly diabetes patients. I 
suggest that the authors do a separate analysis for patients with 
diabetes and those without? Is there a difference in relative risks 
of complications and mortality? 
4) What was the typical PD prescription for the urgent-start 
patients? 
5) The need for PD-re-cahterization of 1.6 % within 30 days 
appears very low. How does that compare to earlier research? 
6) As the authors point out, the study is retrospective with potential 
sources of bias. The dialysis modality cannot be causally linked to 
the outcome. 
 
Minor comment: 
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1) In Table 4 it should be spelled out what unit of measure of 
serum potassium the relative risk refers to. 

 

REVIEWER Siribha Changsirikulchai 
Faculty of Medicine, Srinakharinwirot University, Thailand 

REVIEW RETURNED 22-Sep-2019 

 

GENERAL COMMENTS Thank you for giving me the opportunity to review the manuscipt 
title "Urgent-start peritoneal dialysis in elderly patients with ESRD". 
I have some comments as the following: 
1.The authors should perform literature review and choose the 
variables for analysis to compare with previous studies. 
2. The authors should explain what the reasons choosing those 
variables for analysis. 
3. Primary diseases and serum phosphate levels were different 
between USPD and USHD. 
4. The authors should exclude patients with CRRT because these 
group had high mortality rate. 
5. Table 4; the authors should report in adjusted multivariate 
analysis. 
6. The authors should have native English person to help in writing 
manuscript. 
7. The authors should discuss more and find reason why their 
outcomes were different from previous studies. 

 

 

 

VERSION 1 – AUTHOR RESPONSE 

 

Reviewer #1 

 

The paper is very clearly written, and concise. I have a few questions and comments: 

1) The USPD and USHD groups are surprisingly similar, and looks like a randomized study. I would 

like the authors to extend the text a bit on the selection of patients into the treatment modalities. 

Usually PD is selected by patients who have the capability to do dialysis at home, and they are 

younger (although over 65 in this study) and have less comorbidities. 

Response: We thank the Reviewer for the comment. Indeed, this was not a randomized trial, and 

some differences might be expected between the two groups. The population of Shanghai is now 

considered as aging. The elderly people of each community are offered physical examinations every 

year by the State. The community physicians provide treatments for patients in CKD stages 1-3 and 

even for some uncomplicated CKD stage 4 patients. So the patients in the general secondary or a 

tertiary hospital are both serious than the average level. This might be part of an explanation of why 

the baseline characteristics of the patients are similar. Otherwise, the strict application of the 

inclusion/exclusion criteria might also be a part of the explanation. And for the selection of USPD or 

USHD, it was carried out according to the willingness of the patients and the decision of the 

physicians at the Nephrology Department according to the condition of the patients (vital signs, 

cardiac functions, and biochemical indexes). This was clarified in methods. 

 

2) Mortality was higher among USPD than USHD. Was there any difference in the causes of death? 

Were the causes of death in any way related to dialysis modality? 

Response: We thank the Reviewer for the comment. Because of the retrospective nature of the study, 

and the regulations in China, the exact cause of death can be known only if written in the patient 

chart. Otherwise, such data might be available upon request to the central State database, but access 

to those data requires special authorization. As of now, the exact cause of death is missing for most 
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patients. Nevertheless, the difference between the two groups was not very large. This was noted as 

a limitation and added to the discussion. 

 

3) Some earlier studies have shown that outcome of PD (compared to HD) is worse among elderly 

diabetes patients. I suggest that the authors do a separate analysis for patients with diabetes and 

those without? Is there a difference in relative risks of complications and mortality? 

Response: We thank the Reviewer for the comment. We carried out the suggested analysis, and we 

found that USHD had a worse prognosis than USPD in elderly diabetic patients (HR=2.81, 95%CI: 

1.09-7.33, P=0.03). Please see the table below. More complications within 30 days after catheter 

implantation in HD than PD might be a part of explanation. Previous studies reported conflicting 

results concerning the mortality of HD vs. PD. Indeed, a study showed that mortality was lower for PD 

in than for HD in non-diabetics, men <55 years of age, and in diabetics <55 years of age, but higher in 

diabetic women >55 years of age [1]. Lukowsky et al. [2] reported that PD led to better survival than 

HD in diabetic patients, while a number of studies reported no significant survival difference between 

HD and PD [3-9]. On the other hand, a meta-analysis suggested that elderly diabetic patients might 

benefit more from HD than PD [10]. There is still controversy in this area. Additional studies are 

necessary to examine this issue, especially since the present study specifically examined USPD and 

USHD, while those previous studies examined all patients. We hope our results will provide a new 

basis for this question. 

 

Table. Multivariable Cox analysis of the independent factors for survival in elderly patients with 

diabetes. 

Factor HR 95%CI P 

Serum albumin (every 1 g/L increase) 0.926 0.861-1.00 0.049 

Serum potassium (every 1 mmol/L increase) 0.258 0.126-0.538 <0.001 

USHD (comparing with USPD) 2.813 1.092-7.330 0.033 

 

 

4) What was the typical PD prescription for the urgent-start patients? 

Response: We thank the Reviewer. For the patients in the USPD group, a PD catheter was used as 

access. All catheters were implanted by trained physicians after local anesthesia (5-10 ml of 1% 

lidocaine hydrochloride was applied layer by layer). After the catheter was implanted, the time of the 

dialysis initiation was decided by the physicians according to the clinical manifestations (vital signs, 

cardiac functions, and biochemical indexes). For all patients on PD, a swan-neck straight catheter 

was implanted, and glucose-based dialysate was used in all patients. 

For the patients in the HD group, CVC was used as access. All CVCs were implanted into the internal 

jugular vein or femoral vein by trained physicians. The patients in the USHD group received HD (4 

h/time, volume of blood flow was 250-300 ml/min) or continuous renal replacement treatment (CRRT; 

6-8 h/time, volume of blood flow was 180-300 ml/min). 

 

5) The need for PD-re-cahterization of 1.6 % within 30 days appears very low. How does that 

compare to earlier research? 

Response: We thank the Reviewer for the comment. The usual rate of catheter dysfunction depends 

upon the method of implantation and is usually around 5%-8% [11]. We agree that this rate is low, but 

not so far than that of a study that reported a rate of 5.9% before a continuous quality improvement 

program and 1.5% after the program [12]. In our hospitals, even there is no official continuous quality 

improvement program, a strict protocol is followed, which could explain the low rate. Nevertheless, 

this was noted as a limitation. 

 

6) As the authors point out, the study is retrospective with potential sources of bias. The dialysis 

modality cannot be causally linked to the outcome. 
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Response: We agree with the Reviewer. Indeed, no causality analysis is possible, and only 

associations can be observed. This was emphasized in the manuscript. 

 

Minor comment: 

1) In Table 4 it should be spelled out what unit of measure of serum potassium the relative risk refers 

to. 

Response: We thank the reviewer for the suggestion. The units were added. 

 

 

Reviewer #2 

 

1.The authors should perform literature review and choose the variables for analysis to compare with 

previous studies. 

Response: We thank the Reviewer for the comment. We performed a literature review and added 

some comparison with previous studies according to your suggestion. You can refer to the revised 

Discussion. 

 

2. The authors should explain what the reasons choosing those variables for analysis. 

Response: We thank the Reviewer for the comment. We performed a literature review prior to the 

study. We selected the variables that we thought were clinically relevant, as well as those that could 

be found in the patient charts. And for multivariable analysis, the factors that have been widely 

acknowledged to affect the survival of the patients, as well as the factors that were significantly 

different between the two groups at baseline were included. This was clarified in methods. 

 

3. Primary diseases and serum phosphate levels were different between USPD and USHD. 

Response: We agree with the Reviewer. The indications for USPD and USHD are not exactly the 

same, and the selection of USPD or USHD, was based on the physicians’ experience. In addition, this 

was a retrospective study. So some variables may be different. 

 

4. The authors should exclude patients with CRRT because these group had high mortality rate. 

Response: We thank the Reviewer for the comment. In fact, we prefer to include those patients 

because they still have received USPD or USHD. Nevertheless, this was noted in the limitations 

according to your suggestion. 

 

5. Table 4; the authors should report in adjusted multivariate analysis. 

Response: We fear that we do not understand the Reviewer’s comment. Table 4 already presents a 

multivariable analysis, in which all parameters are already adjusted according to the other parameters 

included in the model. And we only presented the parameters that were statistical significant (P<0.05). 

If we misunderstood your comment, please no hesitate to tell us. 

 

6. The authors should have native English person to help in writing manuscript. 

Response: We thank the Reviewer for the comment. The manuscript was proofread. 

 

7. The authors should discuss more and find reason why their outcomes were different from previous 

studies. 

Response: We thank the Reviewer for the comment. This could be due to the limitations highlighted 

by the above comments. Please see the revised Discussion. 

 

 

References 

 

 on S
eptem

ber 26, 2020 by guest. P
rotected by copyright.

http://bm
jopen.bm

j.com
/

B
M

J O
pen: first published as 10.1136/bm

jopen-2019-032849 on 23 M
arch 2020. D

ow
nloaded from

 

http://bmjopen.bmj.com/


5 
 

1. Collins AJ, Hao W, Xia H, et al. Mortality risks of peritoneal dialysis and hemodialysis. American 

journal of kidney diseases : the official journal of the National Kidney Foundation 1999;34(6):1065-74 

doi: 10.1016/S0272-6386(99)70012-0[published Online First: Epub Date]|. 

2. Lukowsky LR, Mehrotra R, Kheifets L, et al. Comparing mortality of peritoneal and hemodialysis 

patients in the first 2 years of dialysis therapy: a marginal structural model analysis. Clinical journal of 

the American Society of Nephrology : CJASN 2013;8(4):619-28 doi: 

10.2215/CJN.04810512[published Online First: Epub Date]|. 

3. Lee CC, Sun CY, Wu MS. Long-term modality-related mortality analysis in incident dialysis 

patients. Peritoneal dialysis international : journal of the International Society for Peritoneal Dialysis 

2009;29(2):182-90 

4. Couchoud C, Bolignano D, Nistor I, et al. Dialysis modality choice in diabetic patients with end-

stage kidney disease: a systematic review of the available evidence. Nephrology, dialysis, 

transplantation : official publication of the European Dialysis and Transplant Association - European 

Renal Association 2015;30(2):310-20 doi: 10.1093/ndt/gfu293[published Online First: Epub Date]|. 

5. Heaf JG, Wehberg S. Relative survival of peritoneal dialysis and haemodialysis patients: effect of 

cohort and mode of dialysis initiation. PloS one 2014;9(3):e90119 doi: 

10.1371/journal.pone.0090119[published Online First: Epub Date]|. 

6. Mircescu G, Stefan G, Garneata L, et al. Outcomes of dialytic modalities in a large incident registry 

cohort from Eastern Europe: the Romanian Renal Registry. International urology and nephrology 

2014;46(2):443-51 doi: 10.1007/s11255-013-0571-3[published Online First: Epub Date]|. 

7. Marshall MR, Walker RC, Polkinghorne KR, et al. Survival on home dialysis in New Zealand. PloS 

one 2014;9(5):e96847 doi: 10.1371/journal.pone.0096847[published Online First: Epub Date]|. 

8. Waldum-Grevbo B, Leivestad T, Reisaeter AV, et al. Impact of initial dialysis modality on mortality: 

a propensity-matched study. BMC nephrology 2015;16:179 doi: 10.1186/s12882-015-0175-

5[published Online First: Epub Date]|. 

9. van de Luijtgaarden MW, Noordzij M, Stel VS, et al. Effects of comorbid and demographic factors 

on dialysis modality choice and related patient survival in Europe. Nephrology, dialysis, 

transplantation : official publication of the European Dialysis and Transplant Association - European 

Renal Association 2011;26(9):2940-7 doi: 10.1093/ndt/gfq845[published Online First: Epub Date]|. 

10. Xue J, Li H, Zhou Q, et al. Comparison of peritoneal dialysis with hemodialysis on survival of 

diabetic patients with end-stage kidney disease: a meta-analysis of cohort studies. Renal failure 

2019;41(1):521-31 doi: 10.1080/0886022X.2019.1625788[published Online First: Epub Date]|. 

11. Haggerty S, Roth S, Walsh D, et al. Guidelines for laparoscopic peritoneal dialysis access 

surgery. Surgical endoscopy 2014;28(11):3016-45 doi: 10.1007/s00464-014-3851-9[published Online 

First: Epub Date]|. 

12. Hu J, Liu Z, Liu J, et al. Reducing the occurrence rate of catheter dysfunction in peritoneal 

dialysis: a single-center experience about CQI. Renal failure 2018;40(1):628-33 doi: 

10.1080/0886022X.2018.1515084[published Online First: Epub Date]|. 

 

 

 

VERSION 2 – REVIEW 

 

REVIEWER Patrik Finne 
Helsinki University Hospital, Finland 

REVIEW RETURNED 09-Jan-2020 

 

GENERAL COMMENTS I am satisfied with most of the response of the authors. In point 4) I 
asked for the PD prescription, and by this I would like to know the 
following: 
APD or CAPD? 
How many rounds/bag exchanges? 
What is the filling volume of PD fluid? 
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 VERSION 2 – AUTHOR RESPONSE 

 

Reviewer #1 

I am satisfied with most of the response of the authors. 

Response: We thank the Reviewer for taking the time to review our manuscript and for the 

constructive comments. 

 

In point 4) I asked for the PD prescription, and by this I would like to know the following: APD or 

CAPD? How many rounds/bag exchanges? What is the filling volume of PD fluid? 

Response: We thank the Reviewer. All patients in the USPD group received continuous ambulatory 

PD (CAPD), four bags/day, 2 L/bag. This was clarified in the manuscript. 
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