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PERITONEAL DIALYSIS: THE IDEAL BRIDGE 
FROM CONSERVATIVE THERAPY TO KIDNEY 
TRANSPLANT?
Can improve patient survival – especially in the first 2-3 years

Can better retain residual kidney function

Lower cost

Better quality of life



Metaanalysis: 26 nonrandomized studies (1 case-control and 25 cohort), including
269 715 patients. Outcomes associated with pretransplant hemodialysis vs 
pretransplant PD were compared. 
 NS lower all-cause mortality (13 studies; n = 221 815; HR, 0.92 [95% CI, 0.84-1.01]; P = .09)  
 Lower risk for overall graft failure (10 studies; n = 209 287; HR, 0.96 [95% CI, 0.92-0.99]; P = .02).
 Less delayed graft function (6 studies; n = 47 118; odds ratio, 0.73 [95% CI, 0.70-0.76]; P < .001).













COMBINED LIVER AND KIDNEY FAILURE PATIENTS

Patients face multiple challenges, including complications related to fluid shifts, 
bleeding esophageal varices, and spontaneous infections. 

RRT in the form of hemodialysis is often poorly tolerated due to intravascular 
instability found in cirrhotic subjects.

The ideal treatment is simultaneous liver-kidney transplantation.

PD is an alternative strategy to hemodialysis in this context, as it provides both renal 
clearance and management of large-volume ascites.

PD has been rarely practiced in patients with liver failure due to concerns about 
increased peritonitis rates, protein loss, which could have a negative impact on the 
suitability of transplantation.



Small single-center series of 12 patients 
who were awaiting combined liver and 
kidney transplant and put on PD, there 
was no mortality and the need for 
large-volume paracentesis often seen in 
cirrhotics was obviated. A quarter of 
the subjects were subsequently 
successfully transplanted, suggesting 
that PD is a viable bridging therapy for 
patients with liver and kidney failure 
who await SLKT. 



Well -designed study comparing 285 PD to 1140 hemodialysis patients with cirrhosis 
has shown that PD is associated with a lower mortality independent of patients’ 
comorbidity, severity of liver cirrhosis, and serum albumin levels.



PD FOR DGF AFTER KTX: TO DO OR NOT TO DO?

DGF is commonly 20-25% and is more usual with DCD, uDCD, ECD and longer CIT.

In renal transplant recipients with DGF, post-transplant PD led to increased treatment 
failure (PD to HD). PD did not result in rapid recovery of transplanted renal function 
and had a high probability of peritonitis. (Yan et al 2018)

In carefully selected patients, PD can be continued safely for DGF without any effect 
on short-term or long-term transplant outcomes compared with patients converted 
from PD to HD or those continued on HD. (Gardezi et al 2021)



Issa et al. Kidney Int Rep (2021) 6, 1494–1496;

*High Kidney Donor Profile Index: deceased
donor, long cold ischemia time, recipients’ 
factors: obesity, diabetes mellitus, prior allo-
sensitization, longer dialysis vintage, and 
prolonged waiting time.
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