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PERITONEAL DIALYSIS AND THE PROCESS OF MODALITY SELECTION
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The process of modality selection and how it works is a criti-
cal determinant of peritoneal dialysis (PD) utilization. This 
very complex process has not been well analyzed. Here, we 
break it down into 6 steps and point out how problems at 
each step can significantly reduce the proportion of end-
stage renal disease patients initiating PD. It is important 
that any program wising it to grow its use of PD understand 
the steps and the points at which problems may be arising. 
Examples are presented.
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The percentage of end-stage renal disease (ESRD) 
patients treated with peritoneal dialysis (PD) has 

declined in many developed countries since the mid-1990s 
(1,2). This decline has occurred despite the apparent 
cost advantages of PD and despite initiatives to grow 
the modality (3,4). Marked differences in PD utilization 
are evident both between and within countries, and it is 
widely believed that non-medical issues contribute to 
those disparities (5,6). Centers or individual physicians 
may claim that they give their patients a free choice 
between the PD and hemodialysis (HD) modalities and yet 

achieve markedly different degrees of PD utilization. These 
factors suggest a need for greater attention to be given 
to the actual process of modality selection as conducted 
at the level of individual centers. We have attempted to 
dissect the process, breaking it down into key steps, using 
standard definitions that centers can use to compare their 
results with regard to modality selection (7,8).

We propose that there are 6 key steps that have to 
be taken if a center is to successfully initiate a patient 
on PD (Figure  1). The purpose of this approach is to 
ensure that each patient is given the opportunity to 
advance as far as possible through the process. The 
underlying philosophy is that the nephrology team 
has to determine if a patient is suitable to do PD, but 
that the final modality choice should rest with the 
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Figure 1 — Pathway to peritoneal dialysis (PD) for the patient.
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patient. We realize that this approach does not always 
hold and that, for a variety of reasons, the modality 
choice is sometimes made by the team rather than by 
the patient. To ensure that the process is followed in all 
cases, we recommend a systematic approach in which a  
multidisciplinary team meeting discusses each individual 
case as the patient moves through the successive steps. 
To facilitate this approach, we have used a web-based 
computer software program—Dialysis Measurement, 
Analysis and Reporting (DMAR: Oliver Medical Manage-
ment, Toronto, ON, Canada)—into which data are entered 
on a common platform by trained staff using standard-
ized definitions.

STEP 1: IDENTIFICATION OF ALL POTENTIAL CANDIDATES FOR PD

The first step may seem self-evident, but it is vital 
that centers identify all possible candidates for PD so 
that valid measurements of PD use can be calculated 
and so that meaningful comparisons with other centers 
can be made.

Candidates include, of course, all new ESRD patients, 
but also those with failing grafts and those transferring 
from elsewhere into the center concerned. New ESRD 
patients include those with advanced chronic kidney 
disease (CKD) identified in the pre-dialysis clinic, but 
also those presenting late and needing to start dialysis 
urgently. The latter group will typically not have received 
modality education before dialysis initiation.

A problematic group is the patients who initially pres-
ent with apparently acute or acute on chronic kidney 
injury. Many of these patients will recover sufficient 
renal function to stop dialysis, but others will not. 
Traditionally, registries do not identify these patients 
as ESRD until 90 days of dialysis have been completed. 
Clinicians also tend to think this way and so may not 
consider offering modality selection until many weeks 
or months have passed.

Patients starting dialysis urgently are considered less 
likely ever to do PD, which may become a self-fulfilling 
prophecy if they continue to be thought of as “non-ESRD” 
for weeks or months on end and are not encouraged to 
enter a modality education process (9). We would argue 
that those patients should be considered candidates for 
modality selection at a much earlier stage. Otherwise, 
a vital opportunity may be lost because of permanent 
decisions made by the patients during the “non-ESRD” 
period. With those situations in mind, we propose that 
a patient be defined as a candidate for PD after 30 days 
of dialysis dependence or once outpatient dialysis has 
occurred. They should then be initiated into the modality 
selection process. We realize that some of these patients 

will recover independent kidney function, but we would 
argue that it is better to provide modality choice for too 
many rather than to too few patients. The use of these 
definitions will ensure that all possible candidates are 
evaluated for PD.

Patients with failed grafts also deserve special 
attention. Transplant programs may be late in referring 
these patients to CKD clinics, and there may be less time 
to prepare them for dialysis or to put them through an 
elective modality selection process. These patients may 
then end up using HD by default.

To summarize, we define the PD candidate population 
as comprising

•		 all patients initiated on dialysis with a diagnosis of 
ESRD (this is typically based on the opinion of the 
nephrology team and on knowledge of the patient’s 
prior renal function).

•		 all patients receiving outpatient dialysis.
•		 all patients with more than 30 consecutive days of 

dialysis dependence, even if they have a presumed 
diagnosis of acute kidney injury.

•		 all patients with a failed graft requiring dialysis.
•		 all ESRD patients transferred from other centers.

The 30-day definition is important here, because 
it ensures relatively early consideration of modality 
education and selection for patients who start dialysis 
urgently. Some of these patients will recover renal func-
tion, temporarily or permanently; but an objective defi-
nition promotes an early focus on patients who typically 
have a low rate of PD use. The multidisciplinary team 
meeting should play a central role in defining this PD 
candidate population.

STEP 2: ASSESSMENT FOR PD ELIGIBILITY

Once a patient is defined as a potential PD candidate, 
the medical team has to assess that patient’s eligibility 
to do PD. Ideally, this assessment will have been made 
in the CKD clinic, long before initiation of dialysis. 
However, early assessment will not have occurred in the 
large proportion of patients who start dialysis urgently 
(9–11). In that group, the assessment will typically have 
to start after dialysis initiation. A systematic approach to 
assessment for PD eligibility in a multidisciplinary team 
meeting with discussion of all possible PD candidates is, 
in our opinion, very helpful and highly recommended.

It should be noted that this assessment is not an issue 
of the patient choosing or not choosing to do PD, but 
rather of whether the team has considered the patient to 
be eligible for, or capable of, doing PD. This step requires 
an assessment of any contraindications or barriers to the 
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patient doing PD and of the supports potentially available 
to the patient.

A contraindication is a factor that absolutely disquali-
fies the patient from doing PD regardless of physician 
or patient choice (7,8). Examples include massive obe-
sity, large abdominal hernias that cannot be repaired, 
previous extensive abdominal surgery, and a place of 
residence that does not permit the patient to do PD and 
that cannot easily be changed (Table 1). Barriers to PD 
are factors that make the modality a challenge, but that 
do not, on their own, contraindicate it (7,8). Examples 
are psychiatric disease, poor hygiene, general frailty, 
and impaired vision (Table  2). Barriers, by definition, 
can be overcome if sufficient supports are available to 
the patient. In other words, barriers are really obstacles 
to self-care rather than to PD per se.

A patient can be deemed ineligible for PD by the team 
based on just one contraindication or on one or more bar-
riers that, in the judgment of the team, simply cannot be 
overcome even if the patient is willing to try. Ability to 
overcome barriers is of course influenced by the degree 
of help that is available to the patient, whether that help 
is in the form of support from family or friends, from 
paid helpers or visiting nurses, or from other health care 
professionals (7,8). By definition, contraindications are 
not affected by support.

One method to distinguish barriers from contraindica-
tions is to ask the question “If PD were to be performed 
for the patient by a nurse, could this patient receive 
PD?” If the answer is no, then the condition is a con-
traindication; if the answer is yes, then the condition 
is usually a barrier. The assessment may be very brief 
if the patient has a blatant contraindication or if the 
patient is relatively healthy and obviously eligible. In 
contrast, the assessment of eligibility may be quite com-
plex and drawn out, requiring major input from a social  
worker or PD nurse.

All candidates for PD as defined in step 1 should be 
assessed for PD eligibility either before or after dialysis 
initiation. The only justifiable exceptions are those who 
are expecting pre-emptive transplantation; those who 
transfer elsewhere for care; or those who die, become 
palliative, or recover renal function before such an 
assessment can be made. In practice, many candidate 
patients are never assessed for PD eligibility, typically 
because they “slip through the cracks” or because no 
defined process is in place. Lack of assessment is particu-
larly likely to happen in patients who start HD urgently 
because of acute or acute on chronic kidney disease and 
who do not recover renal function. Such patients may 
initially be too ill to be assessed. The issue may then be 
forgotten, or the patient may be perceived to be “doing 

well” on HD. Again, the multidisciplinary team meeting 
is helpful in ensuring that the full modality selection 
process occurs in these situations.

Of patients assessed, the proportion that are declared 
eligible for PD will vary widely (7,8,12–14). Key factors 
will include the age and overall comorbidity burden of 
the population being accepted for dialysis. However, 
notable differences will typically occur between programs 
in the same country and even between patients attending 
individual nephrologists within the same program. Some 
of the explanations for the differences will be related 
to varying perceptions and biases on the part of the 
nephrology team. Others will reflect the services avail-
able to patients in their homes. For example, variations 
are often seen in the degree of obesity or in the number 
and nature of previous abdominal surgeries that physi-
cians consider contraindications to PD. Differences in 
eligibility may also be related to the degree of home care 
support available to given patients. For example, for frail 
elderly patients who reside in an area in which a visiting 
homecare worker or nurse can set up the PD cycler each 
day, the rate of PD eligibility may run higher than it would 

TABLE 1 
Most Frequent Contraindications to  

Peritoneal Dialysis (PD)

Place of residence does not permit PD
Previous major abdominal surgeries
Morbid obesity
Large abdominal wall hernias
Active diverticulitis
Abdominal wall ostomies and conduits
Large abdominal aortic aneurysm

TABLE 2 
Most Frequent Barriers to Peritoneal Dialysis

Physical barriers
	 Insufficient strength
	 Insufficient dexterity
	 Impaired vision
	 Impaired hearing
	 Immobility
	 Poor health and frailty
	 Poor hygiene
	
Cognitive barriers
	 History of non-adherence
	 Language barriers
	 Psychiatric illness
	 Dementia or poor memory
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in an area in which such support is not available. The ele-
ment of experience and confidence may also be such that, 
compared with newer PD programs, more established PD 
programs might be more “aggressive” about offering PD 
to “marginal” patients.

When centers are compared, the estimated proportion 
of patients eligible to do PD is highly variable, typically 
running between 40% and 80%—thus being a major de-
terminant of a program’s ultimate PD utilization percent-
age (7,8,12–14). The whole topic of perceived eligibility 
and ineligibility to do PD is an area that needs extensive 
research, and we think that application of the process 
we are suggesting would be helpful in highlighting inap-
propriate differences between PD programs.

STEP 3: OFFER OF MODALITY CHOICE TO THE PD-ELIGIBLE PATIENT

In step 3, each eligible patient should be offered the 
opportunity to do PD. Ideally, this “choice” is offered as 
part of a modality education process that might include 
group lectures, one-to-one sessions, peer education, 
and exposure to written material, videos, and web 
sites. Again, ideally, the choice and associated modality 
education should have been presented before dialysis 
initiation, but as with determination of PD eligibility, 
the offer may not have occurred—whether because of 
omission, procrastination by the patient or the medical 
team, or acute dialysis initiation. If the patient is already 
on HD, a choice might not be offered because of lack of a 
defined process, because the patient was too ill initially 
and the issue was then forgotten, or because the patient 
is perceived to be “doing well” on HD.

As was the case with the first two steps, ensuring that 
modality choice has been offered to every eligible patient 
must be facilitated by a clearly defined process involving 
a multidisciplinary team meeting and recordkeeping for 
every patient. It would be helpful if information about 
the decision made is also shared with the patient to avoid 
any confusion.

STEP 4: PATIENT CHOICE

Once eligible patients are offered a modality choice, 
most studies suggest that approximately half will select 
PD (15–18), and the question of how to define the 
modality chosen arises.

The simplest method is to record the patient’s stated 
decision after modality education has been completed. 
The objection to that approach is that some patients 
change their mind between the time of the initial decision 
and the time at which they actually have to start dialysis. 
A revised choice may reflect a change in functional status 

during the interval or a realization by the patient or the 
family that home dialysis may be more challenging or less 
desirable than was initially thought. In other cases, the 
patient chooses PD, but unexpectedly requires HD before 
arrangements for PD catheter placement can be made. 
A more demanding definition of “choosing PD” is the 
patient undergoing an attempt at PD catheter insertion, 
indicating that the patient is committed to PD as therapy. 
Although this definition has the advantage of being 
very clear, it does not take account the difficulties that 
some programs encounter in arranging for PD catheter 
insertion in a timely fashion. We have therefore chosen 
to use the patient’s modality decision, recorded after a 
modality education process, as the definition of patient 
choice having occurred.

Some patients in the CKD clinic may persistently refuse 
to attend modality education classes or to make (or even 
consider) a modality choice. Some may wish to defer 
that decision to the nephrology team. Others may be in 
a state of denial and may feel too overwhelmed to make 
any decision. In these situations, it might be best for 
the team to make the decision for the patient, perhaps 
in consultation with family members. This approach 
might sometimes provoke the patient into making a more 
active decision. Similarly, some patients already on HD 
consistently ask to defer the issue of modality selection, 
perhaps because they feel overwhelmed, because they 
believe that they will recover kidney function, or because 
they do not wish to switch away from HD. If they persist 
in this approach, they are realistically best defined as 
choosing not to do PD.

If fewer than a third of patients considered eligible for 
PD eventually choose the modality, it suggests that insuf-
ficient opportunity and encouragement to do PD is being 
provided. Conversely, if more than two thirds choose PD, 
it suggests that patients are being aggressively pushed to 
choose the modality, which may be similarly undesirable. 
There is a theoretical concern that mandating patients to 
receive PD may lead to higher rates of technique failure, 
although that concern is currently unproven. As mentioned 
earlier, a 50% choice for PD among eligible candidates is 
typical of a center providing a balanced approach.

STEP 5: PD CATHETER PLACEMENT

The next step in the path to PD is insertion of the peri-
toneal catheter. A significant proportion of patients who 
choose to do PD after being offered an informed choice 
never undergo catheter insertion and eventually start 
on HD (19). These HD starts may occur because of long 
wait lists to see the surgeon who places PD catheters, a 
procedure that is not always considered high priority in 
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centers in which access to the operating room is limited. 
More often, the problem is that renal function deterio-
rates more rapidly than expected, and dialysis must be ini-
tiated relatively urgently. In most renal programs, urgent 
start on PD is not routinely practiced because of lack of an 
individual to place catheters at short notice and because 
of concerns about the feasibility of training a patient to 
do PD shortly after urgent catheter placement (10).

Programs that have inadequate surgical support may 
depend on nephrologists to place catheters. Reliance 
on nephrologists may result in a lack of access to PD 
for patients with previous abdominal surgeries or obe-
sity, because many nephrologists will not wish to place 
catheters in such patients outside an operating room 
setting. In some centers, nephrologists are less selective 
and do almost all catheter placements (20). Recently, 
more centers have been using interventional radiologists 
to place catheters (21).

STEP 6: SUCCESSFUL INITIATION OF PD

Successful initiation of PD is best defined as the point 
at which a patient has completed training and is actually 
carrying out or receiving PD in the patient’s own place 
of residence.

A significant proportion of patients who undergo a PD 
catheter placement attempt do not succeed in becoming 
successful home PD patients. Here, the major possibilities 
are either that catheter insertion is unsuccessful or that 
the catheter itself does not function adequately to allow 
home PD. Catheter nonfunction rates of 10% – 15% are 
not unusual, though good centers will report rates of 
less than 5% (22,23). About half the cases of inadequate 
function will respond to corrective measures, but the 
others will be lost permanently to PD, either because 
the problem persists or because the patient refuses the 
required interventions. A second possibility is that the 
training itself fails because the patient or family member 
is found to be unable or unwilling to learn to carry out 
the required procedures in a safe manner. Less often, 
patients change their mind or experience an unexpected 
change in health status between catheter insertion and 
PD training. In general, more than 85% of patients who 
have an attempted PD catheter placement should even-
tually do home PD successfully. Anything less reflects a 
problem with either catheter placement or the original 
assessment of patient eligibility.

PROCESS SUMMARY

Ideally, the 6 steps we have described should occur 
in order, leading to elective initiation of the preferred 

modality of dialysis. However, in patients starting dialysis 
urgently, the sequence of steps may change. Identifica-
tion as a candidate, assessment for eligibility, and patient 
choice might follow rather than precede initiation of 
dialysis. The initial modality will typically be HD because 
only rarely do programs use PD in urgent dialysis starts 
(10). The “urgent start” group is a large proportion of 
all ESRD cases—at least 20% – 40% and more than 60% 
if the definition is expanded to include all inpatient 
starts (24). In this group, PD utilization is often very 
low, and therefore the process is most important and, 
potentially, most fruitful in programs aiming to increase 
overall PD use.

In practice, and for the purposes of the present 
analysis, we consider this group of patients to have 
successfully initiated PD if they do so any time within 
6 months of HD initiation. In other words, actual PD 
starts and switches to PD within the first 6 months are 
both included. The 6-month cut-off is arbitrary because 
some patients will still switch after 6 months on HD; 
however, to allow for comparisons a “line” has to be  
drawn somewhere.

Notwithstanding the foregoing complexities, the 6 
steps to PD are represented as one pathway in Figure 1.

The approach described by the 6 steps depends on 
a standardized process and associated definitions. The 
multidisciplinary team meeting plays a critical role in 
ensuring that no patient is missed. Central to the success 
of this approach has been our use of the DMAR system. All 
data elements are reviewed by experts to ensure accuracy 
and consistency in coding. Metrics reflecting the move-
ment of patients through each step in the process of 
care are reported back to renal replacement therapy pro-
grams, benchmarked against their peers. The programs 
can then identify their strengths and weakness and can 
target resources to key steps that require attention (7,8). 
The “apples to apples” comparisons thus facilitated give 
programs confidence that their local practice is being 
compared in a valid manner.

Examples:  To demonstrate the utility of the process, 
we created some hypothetical centers that are based on 
actual observations from our network of renal replace-
ment therapy programs.

Center A has a high rate of PD utilization. Figure 2(A) 
shows that 80% of patients are being declared eligible 
for PD, 50% of eligible patients are choosing PD, and in 
turn, 90% of them end up at home on PD, yielding an 
incident PD rate of 33%. Comparing data from center B, 
it would be helpful to understand why that center has a 
notably lower incident PD rate despite an apparent com-
mon commitment to maximize the use of PD.
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Figure 2 — (A–G) Comparison of pathways to peritoneal dialysis (PD) in 7 theoretical centers. For each center, the column to the 
right shows how 100 patients in the particular program might progress through the 6 steps.
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As can be seen from Figure  2(B), both centers are 
equally successful in defining their ESRD populations, 
and both are equally likely to declare patients eligible 
to do PD. The centers show very little difference in the 
proportions of patients offered PD who choose it and of 
those who had catheters inserted and who successfully 
completed training. The difference can be found in the 
proportions of patients assessed for PD eligibility; only 
50% were assessed in center B compared with 95% in 
center A. The effect is large, with only 15% of incident 
ESRD patients initiating PD in center B. Center B lacks 
a comprehensive and systematic modality assessment 
process, which is making a huge difference.

Another common scenario is seen in comparing 
hypothetical center C with center A. As can be seen from 
Figure 2(C), both centers are successful in defining their 
ESRD populations and in assessing almost all patients for 
PD eligibility. The centers also show very little difference 
in terms both of the proportion of patients offered PD 
who actually choose it and of the proportion choosing 
PD who were successfully initiated on that modality. 
However, the proportions of patients deemed eligible 
for PD are notably different, being 80% at center  A, 
but only 50% at center  C. The result, as can be seen 
from Figure  2, is that center  A successfully initiated 
PD in 33% of incident ESRD patients, but that center C 
initiated only 19%—a relative difference of about 40%. 
Center C is being more selective in offering PD. Further 
investigation might suggest that physicians at center C 
have been unduly conservative with respect to conditions 
such as obesity, previous surgery, and hernias during the 
consideration of contraindications to PD, or with respect 
to the degree to which barriers are being considered 
impossible to overcome.

In a third example, center A is compared with cen-
ter D [Figure 2(D)]. Center D also has a lower PD start 
rate than center  A despite a similar percentage of its 
patients being declared eligible for PD and being offered 
the choice to do it, and despite a similarly high success 
rate in converting PD choice to eventual PD utilization. 
Here, the difference is found in the percentage of pa-
tients choosing PD: only 36% are making that choice at 
center D, compared with 50% at center A. As a result, 22% 
started PD at center D compared with 33% at center A, a 
relative difference of 25%. Center D might have an issue 
with its modality education process, possibly presenting 
home PD in a less favorable light. Perhaps cyclers are not 
being made available, or perhaps there is an issue with 
the degree of support that is being offered in the home 
after PD initiation.

In the fourth example, shown in Figure 2(E), the rate 
of PD utilization is lower in center  E than in center  A 

despite similar rates of PD eligibility and choice. Here, 
the difference is in the rate at which patients choosing PD 
eventually come to have a catheter inserted. The catheter 
insertion rate is 65% in center E and 95% in center A. 
The end result is 22% rather than 33% of incident ESRD 
patients starting PD. The problem is probably access 
to a surgeon or physician who will place catheters in a 
timely manner. This problem is common in centers that 
depend on a surgeon. Often, long delays result in the 
patient acutely starting HD and then abandoning the 
idea of doing PD.

In the fifth example, shown in Figure 2(F), center F 
has a lower rate of PD utilization than center A despite 
similar rates of PD eligibility and choice. Here, the differ-
ence is in the rate of conversion of PD catheter placement 
to successful PD use at home, which is 75% instead of 
90%, with the result that incident PD use is 26% rather 
than 33%. This observation raises the possibility of a 
technical problem with catheter placement or function. 
Alternatively, the problem may be with the approach to 
teaching PD to patients. Perhaps center F is quicker to 
give up on patient training and to declare individuals 
unsafe to carry out PD at home. That situation might, in 
turn, reflect less availability of home support in some 
centers compared with others.

Finally, Figure 2(G) shows a hypothetical center G with 
a mandatory “PD First” policy, which therefore does not 
give free choice to patients. Here, 70% of incident ESRD 
patients start with PD; only those who are truly unable 
are excluded.

Note that dif ferences in the earlier steps—for 
example, the rate of modality assessment or of defined 
PD eligibility—tend to have the greatest detrimental 
effect on incident PD use.

Using the DMAR approach, centers can assess how they 
are performing at each of the 6 steps in the process of 
care. They can then target resources to the specific steps 
that need attention to optimize incident PD use.

OTHER ASPECTS

To apply the described methodology in a useful and 
valid manner, it is necessary to track a substantial 
number of patients through the modality selection pro-
cess. The ideal number is about 100. In large centers, 
reaching that goal should not take much longer than 
1 – 2 years. Data collected over longer periods of time 
may increase patient numbers, but carries the risk that 
older data no longer reflects current practice, which is  
always changing.

It should also be noted that programs might vary in 
the percentage of patients choosing to start PD. Such 
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variations are typically a result of differences in the 
characteristics of the candidate patients, rather than 
differences in the criteria for eligibility, in the presenta-
tion of choice, or in the ability to initiate willing patients 
successfully. Some programs deal with populations that 
are older, or more urban, or more rural, or more affluent, 
or that include higher proportions of particular ethnic 
groups. Some centers have a larger proportion of urgent 
starts or of unresolved acute kidney injury patients that 
might influence eligibility for, or choice of, PD. As men-
tioned earlier, centers with high pre-emptive transplant 
rates may have proportionately fewer healthy younger 
patients and thus more patients who are perhaps less 
willing and able to do PD. In centers having more patients 
with failed grafts, proportionately more patients might 
be willing to take on home dialysis. Accordingly, com-
parisons have to be interpreted against the background 
of these baseline factors, which are therefore recorded 
as part of the process.

PERCENTAGE PD PREVALENCE

The process set out here deals only with incident ESRD 
patients and the proportion of them who do PD. The rate 
of PD utilization in a program is, of course, a measure 
of prevalence and so will be influenced not only by the 
percentage of patients who successfully start PD, but 
also by the program’s ability to retain those patients on 
the modality. Retention, however, is another complex 
measure; it will be discussed in a future paper.

CONCLUSIONS

We present an approach to the “black box” that is the 
process of selecting a renal replacement therapy modality 
for patients with ESRD. We apply this approach using a 
customized software program and regular interdisciplin-
ary team meetings at our respective centers. As a result, 
we have been able to dissect out the key steps involved 
in modality selection. Moreover, the use of the same 
approach by multiple centers has made it possible to 
compare results and draw valid conclusions concerning 
why higher rates of PD use in incident ESRD patients are 
seen in some centers compared with others.

Adherence by the nephrology team to the process 
ensures that each patient is adequately assessed for 
modality and, if deemed eligible, given the opportunity 
to do PD. We believe that every patient has the right to be 
at least considered for PD. A similar process can be used 
to ensure that every patient is also assessed for kidney 
transplantation or even home HD in programs in which 
that option is available.
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