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HAS 2007 (Accord fort)

1/  Facteurs psycho-sociaux ?

! mais pas toujours facile à évaluer !

2/  Néphropathie causale ?

DP possible quelquesoit la néphropathie (PKR, SNo…)

3/  Comorbidités associées ?

DP CI si éventration / hernie non opérable / délabrement de la paroi abdo

Diabète: pas de CI à la DP si greffe de pancréas envisagée

INDICATIONS / CONTRE INDICATIONS 



Antécédents chirurgicaux digestifs

Risque d’adhérences

non prévisible

Pose sous coelioscopie

peut être préconisée

INDICATIONS / CONTRE INDICATIONS 



HAS 2007 (Accord fort)

1/  Facteurs psycho-sociaux ?

! mais pas toujours facile à évaluer !

2/  Néphropathie causale ?

DP possible quelquesoit la néphropathie (PKR, SNo…)

3/  Comorbidités associées ?

DP CI si éventration / hernie non opérable / délabrement de la paroi abdo

Diabète: pas de CI à la DP si greffe de pancréas envisagée

4/  Corpulence du patient ? 

CI si IMC >45 Kg/m² (obésité morbide)

IMC > 30 Kg/m²    →   ! Adéquation plus difficile !

5/ Fonction rénale résiduelle ?

L’absence de FRR n’est pas une CI à la DP → ! Adéquation plus difficile !

INDICATIONS / CONTRE INDICATIONS 



HAS 2007 (Accord fort)

6/ Indication de la DP en 1ère intention versus HD

OUI si:

Difficulté à créer un abord vasculaire

Cirrhose décompensée avec ascite

Embols de cholestérol

NON si:

Dénutrition sévère

Insuffisance respiratoire chronique

Stomie digestive

ATCD de sigmoidite diverticulaire / MICI

Prothèse aorto-iliaque de moins de 3 mois

INDICATIONS / CONTRE INDICATIONS 



Mendelssohn DC et al. NDT 2009

La majorité des patients (78%) sont 

sur le plan psychologique et médical 

éligibles pour la DP

7 centres américains

N= 1303 IRC stade 3-4

Evaluation prospective

INDICATIONS / CONTRE INDICATIONS 



INDICATIONS / CONTRE INDICATIONS 



LES METHODES DE DP: DPCA / DPA

DPCA DPA

2003: 29%

2013: 42,9%



2003: 29%

2013: 42,9%

Avantages :

- ↓ Infection péritonéale

Double poche

DPCA DPA
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DPCA

2003: 29%

2013: 42,9%

Avantages :

- ↓ Infection péritonéale

- ↓ Complications mécaniques (hernies, fuites) 

 PIP plus basse

Mesure de la PIP

PIP = (PIP inspi + PIP expi)/2

12 ± 2 cmd’H2O pour un volume IP de 2L

Augmentation linéaire de 2cm d’H2O/L suppl IP

Ne pas dépasser 18cm d’H2O

DPA

LES METHODES DE DP: DPCA / DPA



DPCA

2003: 29%

2013: 42,9%

Avantages :

- ↓ Infection péritonéale

- ↓ Complications mécaniques (hernies, fuites) 

 PIP plus basse

- ↑ UF (gradient osmotique préservé)

DPA
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DPCA

2003: 29%

2013: 42,9%

Avantages :

- ↓ Infection péritonéale

- ↓ Complications mécaniques (hernies, fuites) 

 PIP plus basse

- ↑ UF (gradient osmotique préservé)

DPA

EN DPA: 

pas de corrélation entre 

UF et extraction sodée

UF via les aquaporines:

50% de l’UF totale

Passage d’eau libre

LES METHODES DE DP: DPCA / DPA



DPCA

2003: 29%

2013: 42,9%

Avantages :

- ↓ Infection péritonéale

- ↓ Complications mécaniques (hernies, fuites) 

 PIP plus basse

- ↑ UF / ↑ Clairances

DPA DPCA

DPA
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2003: 29%

2013: 42,9%

Avantages :
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- ↓ Complications mécaniques (hernies, fuites) 
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- ↑ UF / ↑ Clairances

DPA

LES METHODES DE DP: DPCA / DPA



DPCA

2003: 29%

2013: 42,9%

Avantages :

- ↓ Infection péritonéale

- ↓ Complications mécaniques (hernies, fuites) 

 PIP plus basse

- ↑ UF / Clairances

- Amélioration de la qualité de vie

VVJ: effet positif physique/psycho-social

- A privilégier chez le patient « hyperperméable »

Inconvénients :

- Déclin  plus rapide de la FRR

- ↓ extraction sodée 

- ↑ coût

DPA

LES METHODES DE DP: DPCA / DPA



2007

Age :42 à 54,2 ans

34 patients

97 patients

8 patients3
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Ref suppl: Bieber SD et al. AJKD 2014

BRAZPD. PLoS One 2015

DPCA / DPA: comparaison dans la littérature



DPCA DPA

Survie patient / technique

Adéquation / extraction sodée

FRR

Risque d’infection péritonéale

Qualité de vie / sommeil

NS

LES METHODES DE DP: DPCA / DPA



DPCA

- Volume d’infusion: 2L

- Temps de stase: 4 à 6h pour les échanges diurnes

Temps de stase

- Iso (1,36%-1,5%) → 4 à 6h

- Intermédiaire (2,27%-2,3%) → 4h

- Hyper (3,86%-4,25%)            → 2h

- IcoD → 12 à 16h

(min:8h)

PROGRAMME: DPCA

Selon objectif

d’UF



DPCA

- Volume d’infusion: 2L

- Temps de stase: 4 à 6h pour les échanges diurnes

- Nombre d’échanges

- ± Stase longue nocturne

- Nombre de jour de DP/semaine

Temps de stase

- Iso (1,36%-1,5%) → 4 à 6h

- Intermédiaire (2,27%-2,3%) → 4h

- Hyper (3,86%-4,25%)            → 2h

- IcoD → 12 à 16h

(min:8h)

- Horaires

(autonome / assisté)

- Tolérance des volumes

- Qualité de vie 

PROGRAMME: DPCA



DPCA DPA

- Possibilité d’augmenter les volumes infusés

- Possibilité de réaliser des cycles courts 

- Moins de connections

PROGRAMME: DPA



DPA

- Volume d’infusion: 2 à 2,5L

PROGRAMME: DPA



DPA

- Volume d’infusion: 2 à 2,5L

- Temps de stase

PET-Test: procédure

-T0

Drainer totalement + « Flush before fill »

Peser → infuser 2L de dialysat intermédiaire

(mouvement de bascule pour mixer)

1er échantillon de dialysat (Glucose)

-T1 (120mn)

2ème échantillon dialysat (Glucose, créatinine)

-T2 (240mn) drainer totalement (<20mn) + peser

3ème échantillon de dialysat (Glucose créatinine)  

Echantillon sang (créatinine, glucose, Pt, Urée)

PROGRAMME: DPA



DPA

- Volume d’infusion: 2 à 2,5L

- Temps de stase

PROGRAMME: DPA



DPA

- Volume d’infusion: 2 à 2,5L

- Temps de stase

- Nombre de cycles ± Stase longue diurne

- Nombre de jour de DP/semaine

DPA adaptée

PROGRAMME: DPA



DPA

- Volume d’infusion: 2 à 2,5L

- Temps de stase

- Nombre de cycles ± Stase longue diurne

- Nombre de jour de DP/semaine

L’échange hyper-perméable

PROGRAMME: DPA



DPA

- Volume d’infusion: 2 à 2,5L

- Temps de stase

- Nombre de cycles ± Stase longue diurne

- Nombre de jour de DP/semaine

Epuration + extraction sodée

PROGRAMME: DPA



GLUCOSE=

Agent osmotique de référence

-le plus utilisé

-efficace

-facilement métabolisable

-tolérance

-coût

Problématique

→ « Toxicité » locale 

→ « Toxicité » systémique / absorption

jusqu’à >100g de glucose/jour

Approche Qualitative

Approche Quantitative

PROGRAMME: Les solutions



Axelsson J. AJKD 2006

INFLAMMATION

Effets métaboliques:

Insulinorésistance

Dyslipidémie

Furuya R. NDT 2006

↑ Masse grasse: 2,6 Kg

(MG viscérale + 1,2 Kg)

Icodextrine +Icodextrine -

Morbidité

Mortalité

EXPOSITION CHRONIQUE

AU GLUCOSE

PROGRAMME: Les solutions



3X2L Dialysat Glc
2L IcoD (n=30)

2L Interm (n=29)

Paniagua R et al. PDI 2009

Randomisé

RCT, n=59 DPCA diabétique 

D/Pcreat H4 > 0,7 

Mexique

Suivi 1 an

Obj: TA<13/8

pas de S de surcharge

Groupe contrôle

66% des pts ont des échanges 

en [interM] ou en [Hyper]

Groupe ICO

9% des pts ont des échanges

en [interM] ou en [Hyper]

PROGRAMME: Les solutions



3X2L Dialysat Glc
2L IcoD (n=30)

2L Interm (n=29)

Paniagua R et al. PDI 2009

Randomisé

RCT, n=59 DPCA diabétique 

D/Pcreat H4 > 0,7 

Mexique

Suivi 1 an

Obj: TA<13/8

pas de S de surcharge

UF

Prise de poids

PROGRAMME: Les solutions



3X2L Dialysat Glc
2L IcoD (n=30)

2L Interm (n=29)

Paniagua R et al. PDI 2009

Randomisé

RCT, n=59 DPCA diabétique 

D/Pcreat H4 > 0,7 

Mexique

Suivi 1 an

Obj: TA<13/8

pas de S de surcharge

PROGRAMME: Les solutions



IMPENDIA (Canada, Austr, NZ, Europe, Asie)

+ EDEN (Colombie)

180 + 71 Diab en DPCA

Randomisés 1:1

→ Obj principal HbA1c à M6

PEN/DEN

100% Gluc (Dianeal)

Plus de Décès +

plus d’effet secondaires graves

(HTA, IC)

Li PKet al. JASN 2013

PROGRAMME: Les solutions



3X2L Dialysat Glc
2L IcoD (n=30)

2L Interm (n=29)

Paniagua R et al. PDI 2009

Randomisé

PEN/DEN

100% Gluc (Dianeal)

Li PKet al. JASN 2013

2L IcoD

2L Glc

PROGRAMME: Les solutions



EXTRANEAL

Osmolalité 282 mOsm/L

Polymère du D dextrose (ht PM)

UF efficace (osmose colloïde)

Tampon Lactate

PH 5,5

Réabsorption lymph 20%

Métabolisé en maltose

PROGRAMME: Les solutions



Osmolalité 365 mOsm/L

11g/L d’AA

Tampon Lactate

PH 6,7

NUTRINEAL

PROGRAMME: Les solutions
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A growing number of studies are investigating the local 

and systemic effects of newer PD solutions. In this brief 

Review, conventional and newer PD solutions are compared 

with regard to their documented impact on the perito-

neum and their systemic effects such as removal of sodium 

and fluid, metabolic alterations, risk of cardio vascular  

disease and infections, and patient survival.

Local effects on the peritoneal membrane 
Glucose has a dose-dependent inhibitory effect on meso-

thelial cell proliferation23–25 that is mediated by oxida-

tive stress.24 Mitochondrial DNA damage also occurs 

after exposure of human peritoneal meso thelial cells 

(HPMCs) to glucose.26 The local toxicity of glucose is, 

in part, related to a variety of GDPs that are formed in 

PD solutions and may cause mesothelial cell injury.8 

However, the different GDPs differ with regard to their 

toxicity; 3,4-di-deoxyglucosone-3-ene is especially cyto-

toxic.27 GDP-induced mesothelial cell injury and apop-

tosis lead to intracellular hydrogen peroxide production 

and free radical formation, which are inciting events 

for peritoneal membrane inflammation and injury.28 

Moreover, GDPs induce production of the profibrotic 

cytokine transforming growth factor (TGF)-β, and 

stimulate vascular endothelial growth factor (VEGF) 

synthesis in HPMCs.29–32 TGF-β and VEGF are thought 

to have key roles in the progressive peritoneal mem-

brane fibrosis and vascular proliferation that is seen 

with long-term PD.33 Glucose and GDPs promote the 

formation of AGEs,9 which increase vascular permeabil-

ity by disruption of the vascular basement membrane 

as a result of protein cross-linking to basement mem-

brane components or by the activation of the receptor for 

AGEs (RAGE) on endothelial cells.9 The changes in the 

peritoneal membrane, induced in part by high levels of 

glucose and GDPs, initiate a cascade of events that lead to  

progressive peritoneal membrane injury (Figure 1).11,34

A wealth of in vitro and animal data demonstrate 

that specific components in conventional PD solutions 

contribute to peritoneal toxicity; however, confirma-

tory data in humans are lacking, owing to the challenges 

of obtaining serial peritoneal membrane biopsies in 

patients undergoing PD therapy. Therefore, evaluation of 

peritoneal membrane status has to rely on the measure-

ment of effluent biomarkers such as cancer antigen-125 

(CA-125), VEGF, and interleukin (IL)-6 in the dialysate.9

CA-125, a glycoprotein produced by mesothelial cells, 

is used as a biomarker of mesothelial cell mass in patients 

on PD.35 The use of conventional PD solutions results 

in a decrease in dialysate CA-125 concentration with 

time on PD,9,36,37 and clinical studies have shown that 

the use of low GDP solutions leads to increased dialy-

sate CA-125 levels compared with use of conventional 

PD solutions.38–45 However, it is not clear whether the 

increase in CA-125 level reflects increased mesothelial 

cell mass or greater synthesis per remaining mesothelial 

cell. Furthermore, in a prospective 1-year observational 

study of incident patients using conventional or low 

GDP solutions published in 2010, increases in dialysate 

appearance rates of TGF-β, VEGF and IL-6 were seen 

but no significant changes in dialysate CA-125 levels 

occurred over time compared with baseline.46 In the 

absence of studies examining the relationship between 

effluent CA-125 levels and peritoneal membrane mor-

phology and function, the validity of dialysate CA-125 

as a marker of peritoneal membrane health and integrity 

can be disputed.

VEGF production by HPMCs seems to be stimulated 

by proinflammatory cytokines and by AGEs such as 

glycated albumin, and not only by glucose itself.47 High 

dialysate levels of VEGF have been associated with an 

increased peritoneal small solute transport rate and 

increased macromolecular permeability, likely a reflec-

tion of an increase in peritoneal vascular surface area.48,49 

In animal models, dialysate levels of VEGF, peritoneal 

VEGF staining, and signs of angiogenesis were reduced 

with intraperitoneal use of low GDP solutions compared 

with conventional PD solutions.12 Furthermore, animal 

studies suggest that low GDP solutions may reduce peri-

toneal angiogenesis.50 In humans, the impact of low GDP 

solutions on dialysate levels of VEGF has been investi-

gated in several studies.44,51,52 However, most of these 

studies did not demonstrate significant differences in 

dialysate VEGF levels with the different solutions. It is 

possible that dialysate VEGF level may not only reflect 

Newer PD solutions

Normal
peritoneal
membrane

Conventional glucose-
based PD solutions

Peritoneal membrane injur y

■ Mesothelial denudation
■ Interstitial f brosis and peritoneal
 thickening
■ Neoangiogenesis and vasculopath y
■ AGE accumulation and in f ammation
■ Increased solute transpor t rate
■ Loss of ultraf ltration capacity

Improved peritoneal membrane viability

■ Attenuation of peritoneal f brosis
■ Preservation of peritoneal cell viability 
 and function
■ Less AGE accumulation
■ Less inf ammation

Improved systemic effects

■ Improved metabolic control
■ Improved body composition
■ Improved UF capacity
■ Improved f uid status
■ Preservation of RRF?
■ Reduced peritonitis rate?
■ Reduced systemic in f ammation?

Progressive changes 
during long-term

PD therapy

1

2

3

4

Harmful systemic effects

■ Fluid and sodium retention
■ Left ventricular hypertrophy
■ Hyperglycemia
■ Hyperinsulinemia
■ Hyperlipidemia
■ Abdominal obesity 

Improved patient and technique su rvival? Suboptimal patient and technique sur vival

1

2

3
4

Figure 1 | A schematic presentation of the potential beneficial effects of newer 

peritoneal dialysis solutions. Abbreviations: AGE, advanced glycation end product; 

PD, peritoneal dialysis; RRF, residual renal function; UF, ultrafiltration. 
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PROGRAMME: Les solutions



Perte de la capacité d’UF

Hypervolémie

Prescriptions de

dialysats hypertoniques 

Survie technique

PROGRAMME: Les solutions



Infusion

Glucose

+ Eau / Electrolytes

(Ca, Mg, Na, Cl)

+ Lactate

[PDG*]

* Produit de dégradation du glucose 

stérilisation

/ la chaleur

PH acide

Osmolarité 

330 à 480 mosm/L

Dialysat « conventionnel »

PROGRAMME: Les solutions



Mixer < infusion

A

B

Glucose

PH bas (2,8-3,1)

Tampon:

- Lactate (Balance®)

- Bicarbonate (Bicavera®)

- Les 2 (Physioneal®)

PH élevé (7 à 7,4)

*Bio-compatible = PH neutre physiologique + [PDG*] basse

* Produit de dégradation du glucose 

+ Eau et Electrolytes

stérilisation

/ la chaleur

PROGRAMME: Les solutions



-D/P créatinine H4 (n=196)

-UF péritonéale /24h (n=451)

-Clairance péritonéale des petites molécules (n=400)

-Survie technique (n=968)

NS

18 études RCT – n=1351

PROGRAMME: Les solutions



-diurèse des 24h (7 RCT – 520 pts)  → Effet + S

-FRR à 1 an (6 RCT – 395 pts) → Effet +S (4 RCT / >20% de pdv)

-Prise de poids (n=252)

-Hospitalisations (2 RCT – 230 pts)

-Survie patient (n=858)

NS

18 études RCT – n=1351

PROGRAMME: Les solutions
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Cardiovascular disease contributes signif icant ly to the adverse 

clinical outcomes of peritoneal dialysis (PD)  patients. Numerous 

cardiovascular risk factors play important roles in the development 

of various cardiovascular complicat ions. Of these, loss of residual 

renal function is regarded as one of the key cardiovascular risk 

factors and is associated with an increased mortality and cardio-

vascular death. It  is also recognized that PD solut ions may incur 

signif icant adverse metabolic ef fects in PD patients. The Interna-

tional Society for Peritoneal Dialysis ( ISPD)  commissioned a global 

workgroup in 2012 to formulate a series of recommendat ions 

regarding lifestyle modif icat ion, assessment and management of 

various cardiovascular risk factors, as well as management of the 

various cardiovascular complicat ions including coronary artery 

disease, heart failure, arrhythmia (specif ically atrial f ibrillat ion) , 

cerebrovascular disease, peripheral arterial disease and sudden 

cardiac death, to be published in 2 guideline documents. This 

publicat ion forms the f irst part of the guideline documents and 

includes recommendat ions on assessment and management of 

various cardiovascular risk factors. The documents are intended to 

serve as a global clinical pract ice guideline for clinicians who look 

af ter PD patients. The ISPD workgroup also identif ies areas where 

evidence is lacking and further research is needed.

Perit  Dial Int  2015; 35(4) :379–387 www.PDIConnect.com

     doi: 10.3747/ pdi.2014.00279

KEY WORDS: Cardiovascular risk; residual renal function; 

volume; salt; glycosylated hemoglobin; hypertension; dyslip-

idemia; anemia; inflammation; obesity; hypokalemia; dialysate 

calcium; peritoneal dialysis.

Cardiovascular disease is a leading cause of death in perito-

neal dialysis (PD) patients, according to various national 

and regional registries (1,2). Proper assessment and treatment 

of various cardiovascular risk factors is an essential part of the 

management of PD patients. However, it is recognized that car-

diovascular risk profiles and their management in chronic PD 

patients may be different from those of chronic hemodialysis 

patients in several aspects. First, loss of residual renal function 
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ISPD GUIDELINES/ RECOMMENDATIONS

ISPD CARDIOVASCULAR AND METABOLIC GUIDELINES IN ADULT PERITONEAL DIALYSIS PATIENTS 

PART I – ASSESSMENT AND MANAGEMENT OF VARIOUS CARDIOVASCULAR RISK FACTORS
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RATIONALE: Overhydration is prevalent in both hemodialysis 

and PD patients and is an important determinant of mortality. 

Although no study showed a direct relation between clinically 

assessed fluid overload and outcome in PD patients, there 

is wide consensus in the medical community that clinical 

examination forms an important basis for the assessment of 

hydration status in dialysis patients. The workgroup consid-

ers assessment of hydration status a vital component in the 

management of PD patients, which should be, in its opinion, 

an integral part of follow-up visits of PD patients.

2.2.2  We recommend regular monitoring of peritoneal 

ultrafiltration by timed dialysate collections at least 

once every 6 months and more frequently if clinically  

indicated. (1C)

RATIONALE: Several prospective observational studies showed 

that peritoneal ultraf iltration is an important predictor of 

patient survival (14,28). The workgroup decided not to set 

a fixed ultrafiltration threshold as a basis for more intensive 

monitoring, because the relation between peritoneal ultrafil-

tration and hydration state is also dependent on other factors 

such as dietary salt and fluid intake. The recommendation for 

the frequency of monitoring is opinion-based and in line with 

previous guidelines. 

2.2.3  We recommend once-daily icodextrin be considered as 

an alternative to hypertonic glucose peritoneal dialysis 

solutions for long dwells in peritoneal dialysis patients 

experiencing difficulties maintaining euvolemia due to 

insufficient peritoneal ultrafiltration, taking into account 

the individual patient ’s peritoneal transport state. (1B)

RATIONALE: In 3 recent meta-analyses, an increase in perito-

neal ultrafiltration volume as well as a reduction in episodes 

of uncontrolled fluid overload were observed with the use of 

icodextrin compared with conventional glucose PD solutions 

(27–29,30). The effect of icodextrin was most pronounced 

in patients with high/ high-average transport state. No 

signif icant effects on technique failure or mortality were 

demonstrated (29). The effect of icodextrin on peritoneal 

ultrafiltration was significant in categories of patients rang-

ing from low-average to high transport state, but not in those 

patients with low transport state (29). No signif icant effect 

on residual urine volume was reported in the meta-analyses. 

Therefore, in view of the positive benefit-risk relation, the 

workgroup made a strong recommendation for the use of 

icodextrin in patients experiencing diff iculties maintaining 

euvolemia due to insuf f icient ultraf iltration, taking into 

account the membrane transport state of the patient. 

GUIDELINE 2.3. GLYCEMIC CONTROL IN DIABETIC PD PATIENTS

2.3.1  We recommend glycosylated hemoglobin be measured at 

least once every 3 months in diabetic peritoneal dialysis 

patients to assess glycemic control. (1C)

therefore seems reasonable to monitor at least every 6 months 

in patients with RRF, anticipating a change in RRF of about  

1 – 2 mL/ min/ 1.73m2 or renal Kt/ V of about 0.2 – 0.4. 

2.1.2  We suggest estimating residual renal function using 

the mean of the 24-hour urinary clearance of urea and 

creatinine. (2B)

RATIONALE: Measurement of the glomerular f iltration rate 

using an exogenous substance such as inulin is considered the 

gold-standard but is impractical. The mean of 24-hour urea and 

creatinine, which takes advantage of the offsetting effects of 

overestimation by creatinine clearance and underestimation by 

urea clearance, has been shown to be a reasonable estimate of 

glomerular f iltration rate as determined from inulin clearance 

(21). A simpler method to estimate RRF, such as serum cystatin 

C, has not been externally validated and is influenced by the 

intensity of dialysis (22).  

2.1.3  We suggest peritoneal dialysis patients with signif icant 

residual renal function be treated with an angiotensin-

converting enzyme inhibitor or angiotensin-receptor 

blocker as tolerated. (2C)

RATIONALE: There is a large body of evidence that angiotensin-

convert ing enzyme inhibitors and angiotensin receptor 

blockers retard the rate of loss of kidney function in individuals 

with and without diabetes mellitus (23). Two small randomized, 

open-label, controlled clinical trials have demonstrated that 

the benefit of these drug classes extends to levels of renal 

function seen in PD patients (24,25). 

2.1.4  We suggest neutral pH, low glucose degradation prod-

uct peritoneal dialysis solutions may be considered for 

better preservation of residual renal function if used for 

periods of 12 months or more. (2B)

RATIONALE: There are conflicting data on the impact of neutral 

pH, low glucose degradation product (GDP) PD solutions on 

RRF. The single largest randomized controlled trial did not find 

a positive effect of these solutions on RRF but demonstrated 

a significant delay in the time to anuria with neutral pH, low 

GDP PD solution (26). However, a systematic review of gener-

ally lower quality studies did suggest an improved preservation 

of RRF and greater 24-hour urine volume with the use of low 

GDP PD solutions when used for more than 12 months (27). 

Recognizing the limitations of the studies to date and the 

potential cost implications of using these more expensive solu-

tions, neutral pH, low GDP PD solutions may be considered to 

preserve RRF when used for more than 12 months.

GUIDELINE 2.2. VOLUME CONTROL

2.2.1  We recommend hydration status be assessed clinically 

on a regular basis during every follow-up visit and more 

often if clinically indicated. (1D)
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Johnson DW et al. JASN 2012

BALANZ study

185 DP < 3mois incidents

Randomisé, multiC

Impact sur FRR à 2 ans

Risque retardé / moindre

de devenir anurique

PROGRAMME: Les solutions



UF volume

Time
4 Hours

Natrémie = 140mmol/L
[Na+] dialysat = 132mmol/L

Mean sodium removal = 4g 

Mean sodium removal = 6-7g 

Mean sodium removal = 1g 

PROGRAMME: Les solutions





Etude CANUSA 1996
Prospectif – multicentrique (USA-Canada)

680 patients incidents – DPCA 1990-1992 

 Kt/V Urée hebdo total de 0,1

 Cl Creat hebdo totale de 5L/1.73m2

=

 6 à7% du risque de décès à 2 ans

Canusa PD study group et al. JASN 1996

DOSES: DPCA / DPA

POUR QUELS OBJECTIFS ?



Etude CANUSA 1996

Revisitée en 2001

Lien entre clairance des solutés de petit PM 

et survie 

Impact de la perte de FRR sur les résultats ?

Perte de FRR  

= 

seul facteur prédictif de mortalité

GFR hebdomadaire de 5L 

=

12% de la mortalité 

Pas de relation entre 

Cl Creat hebdo et Survie

Préservation de la FRR

Bargman JM et al. JASN 2001

DOSES: DPCA / DPA

POUR QUELS OBJECTIFS ?



Etude ADEMEX 2002
Randomisés 1:1 

Impact sur survie patients à 2 ans ?

A l’entrée Cl Cr hebdo moy ds 2 groupes  

44L/1,73m2  en perit

60L/1,73m2 en total

Après randomisation 

dans groupe « intensification »

59% à l’objectif >60L/1,73m2 en perit

78% à l’objectif >60L/1,73m2 en total

Aucune différence de survie

entre les 2 groupes 

Paniagua R et al. JASN 2002

 DPCA pour 

Cl Creat perit hebdo 

>60L/1,73m2

Pas de 

modification de

DPCA

DOSES: DPCA / DPA

POUR QUELS OBJECTIFS ?

965 patients prévalents (Mexico) 1998-1999

DPCA < 3 mois / 4 échanges /j (50% anuriques)

Cl Creat perit hebdo <60L/1,73m2



Lo et al 2003 320 patients incidents (Hong Kong) 1996-1999

DPCA 

Randomisés 

Impact sur survie patients à 2 ans ?

Aucune différence de survie

entre les 3 groupes 

Lo WK et al. KI 2003

Kt/V Urée hebdo 

1,5 – 1,7

(n=104)

Kt/V Urée hebdo 

>1,7 – 2

(n=104)

Kt/V Urée hebdo 

>2

(n=112)

DOSES: DPCA / DPA

POUR QUELS OBJECTIFS ?



1/ EPURATION

• Total Kt/V Urée > 1,7 / semaine

• En DPA: Clairance totale de la créatinine > 45 L/ semaine / 1,73 m²  

Transporteur Lent: Clairance péritonéale de la créatinine > 45L/semaine/1,73m²

L’ADEQUATION EN DP

Recommandations : ISPD 2006 / EBPG 2005



EAPOS 2003 177 patients prévalents anuriques en DPA (UE)

Prospective – 1999-2000

Objectif pour tous:

Cl creat hebdo totale > 60L/1,73m2

+

UF>750cc/j 

Impact sur survie patients à 2 ans ?

Fin d’étude

UF med : 950cc/j 

Cl Creat hebdo tot med: 68,6L/1,73m2

↓ UF associée à ↓ Survie à 2 ans (NS-31ev)

Faisabilité de la DP chez l’anurique

UF>750cc/j

UF<750cc/j

Brown EA et al. JASN 2003

DOSES: DPCA / DPA

POUR QUELS OBJECTIFS ?



Ates et al. 2001 125 patients incidents en DP (Turquie)

1992-1996 – suivi 3 ans

↑ 10mmol/j/1,73m2 extraction sodée

↑ 100mL d’UF/j/1,73m2

=

↓ 10% de la mortalité (22 ev)

Ates Ket al. KI 2001

DOSES: DPCA / DPA

POUR QUELS OBJECTIFS ?



1/ EPURATION

• Total Kt/V Urée > 1,7 / semaine

• En DPA: Clairance totale de la créatinine > 45 L/ semaine / 1,73 m²  

Transporteur Lent: Clairance péritonéale de la créatinine > 45L/semaine/1,73m²

2/ ULTRAFILTRATION

• UF > 750cc à 1L pour le patient anurique

L’ADEQUATION EN DP

Icodextrine / DPA optimisée

Recommandations : ISPD 2006 / EBPG 2005



L’ADEQUATION EN DP


