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Results continued

Methods continued

Statistical Analysis

« Patient characteristics were described as means, SDs, medians, p25s, p75s, counts and proportions
as dictated by data type.

Introduction

» Peritoneal dialysis (PD) is an attractive but underutilized option for renal
replacement therapy among end-stage renal disease patients in the United
States. A major barrier is the perceived need for advanced planning before

Table 2. Comparative Incident Rate Ratios Between Urgent-Start PD
Patients and Matched Controls

Figure 1. Comparative Rates For Death and Hospitalization in the Urgent-
Start PD Group versus the HD Controls
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demonstrated that as part of a structured program, PD could be successful in
patients needing urgent dialysis initiation.’
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Bloodstream infections . . . . rate of technique failure.
« Objective 2 — To compare rates of mortality, hospitalization, infection, peritonitis, Table 1. Patient Characteristics Among Propensity Score Matched Urgent- e 3.06 a5 46 229 0.39

Start PD Patients and Controls * Urgent-Start PD could be more broadly implemented, allowing more

Abbreviations: ClI, confidence interval; IRR, incidence rate ratio; ref, referent; pt-yrs, patient-years.

bloodstream infection, and modality failure between Urgent-Start PD and
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