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	Aragon, M., El Shamy, O., Zheng, S., Chertow, G. M., Glickman, J., Weinhandl, E., Komenda, P., Dunning, S., Liu, F., & Lok, C. (2024). Vascular access for home hemodialysis: A perspective on tunneled central venous catheters at home. Kidney Medicine, 7(1), 100916. 

	Can tunneled central venous catheters (CVCs) be a safe and appropriate vascular access option for patients performing home hemodialysis (HHD)?

What barriers related to vascular access limit the expansion of home hemodialysis?

	Narrative literature review
	Narrative literature review with expert consensus panel
	The sample consisted of previously published research studies, registry data, and clinical guidelines reviewed by an expert panel; no direct patient sample or defined sample size because the article is a narrative literature review.
	Information was gathered through a comprehensive review of existing scientific literature, registry data such as reports from the United States Renal Data System, and the clinical expertise of a multidisciplinary panel of nephrology specialists. The primary sources of evidence included published observational studies, clinical guidelines, and epidemiologic data related to vascular access and home hemodialysis. No direct measurement instruments were used because the paper is a narrative review and consensus statement rather than an empirical study. Reliability and validity of the findings are supported by the use of established national databases, peer-reviewed research studies, and current clinical practice guidelines, including those from the National Kidney Foundation, which provide evidence-based recommendations for dialysis access and management.
	No statistical analysis is found in this article as it is a secondary source. However, this article shows that tunneled central venous catheters (CVCs) can be an appropriate vascular access option for some patients undergoing home hemodialysis when individualized care plans are used. The conclusions are consistent with existing literature, which shows that while arteriovenous fistulas remain the preferred access for many patients, CVCs may be appropriate in certain situations based on patient needs, clinical circumstances, and shared decision-making.
	There is no primary patient data collected. The conclusions rely on previously published studies and registry data, which may have their own biases or confounding factors. Additionally, recommendations are influenced by expert opinion, introducing possible subjectivity. The article does not include formal statistical analysis or systematic review methodology.


	Bdair, A., Tamimi, R., Shratih, A., Abuhalima, D., Abdalla, M., Sarsour, A., Jebreen, K., Hamdan, Z., & Nazzal, Z. (2025). Assessing pain levels and quality of life in peritoneal dialysis patients: A cross-sectional study. BMC Nephrology, 26(1), 155.
	What are the levels of pain and quality of life among patients undergoing peritoneal dialysis, and what factors influence these outcomes?
	Quantitative research study

	Cross-sectional observational study
	The study included 76 adult patients with end-stage renal disease receiving peritoneal dialysis at a tertiary dialysis center in Palestine. Participants were 18 years or older and receiving regular peritoneal dialysis, while severely ill or bedridden patients were excluded.
	Data were collected using:
 
KDQOL-SF36 (Kidney Disease Quality of Life Short Form-36) to assess 
quality of life.

Brief Pain Inventory (BPI) to measure pain severity and interference with daily activities.

Patient demographic and clinical data from medical records.

Laboratory measurements such as albumin, calcium, and phosphate levels. 


	Approximately 34% of patients reported mild to severe pain, and pain severity was negatively associated with quality of life. Older age, hypertension, and pain interference were significantly associated with poorer physical and mental quality-of-life scores. The study concluded that effective pain management and holistic care are important for improving outcomes among peritoneal dialysis patients.
	Observational design; limited generalizability.

	Bello, A.K., Okpechi, I.G., Osman, M.A., Cho, Y., et al. (2022). Epidemiology of peritoneal dialysis outcomes. Nature Reviews Nephrology, 18(12), 779–793. 
	What is the contemporary worldwide epidemiology of peritoneal dialysis (PD) outcomes — including clinical, patient-reported, and surrogate outcomes — and what strategies can improve these outcomes?
	Qualitative
	This study employs a narrative and systematic review of global literature, international registry data, and multi-country cohort studies. It also synthesizes findings from the SONG-PD initiative outcomes framework and PDOPPS data.
	No primary sample was collected. This review synthesizes data from international registries, cohort studies, randomized controlled trials, and observational studies conducted across various countries and income groups. Key sources include USRDS, ANZDATA, PDOPPS (7,051 patients, 209 centers, 7 countries), the SONG-PD initiative, the ISN Global Kidney Health Atlas, and multiple systematic reviews.

	No primary instruments were utilized. Data were obtained from international renal registries, published randomized controlled trials (RCTs), cohort studies, systematic reviews, and expert consensus frameworks such as the SONG-PD Delphi process. The validity and reliability of findings are contingent upon the methodologies of the individual source studies. Outcome heterogeneity is identified as a significant limitation.
	Peritoneal dialysis (PD) accounts for 11% of all dialysis treatments worldwide, but is used much less often in low-income countries than in high-income countries. The number of peritonitis cases per patient each year dropped from 0.6 to 0.3 between 1992 and 2019. The five-year survival rate is 52% for PD and 42% for hemodialysis (HD). Heart disease is still the main cause of death for people on PD, making up 52.7% of deaths. PD is better than HD at preserving kidney function, controlling blood pressure, treating anemia, improving quality of life, and reducing the risk of infections from COVID-19, hepatitis B, and hepatitis C. The chance of continuing PD for three years varies worldwide from 29% to 91%. Problems reported by patients, such as tiredness (42–89%), depression (28–40%), anxiety (24–43%), and itching (52–62%), are often not reported enough. Factors specific to each treatment center play a big role in these results.
	There is a lack of standardized peritoneal dialysis (PD) outcome definitions across studies, leading to heterogeneity in outcomes and inconsistent monitoring and reporting across registries. Significant data gaps persist in low- and middle-income countries (LMICs), particularly in Africa and South Asia. Patient-reported outcome data are limited in routine care, and observational studies are affected by selection bias and residual confounding. Fewer than 50% of dialysis registries capture cardiovascular disease (CVD) data, and only 33 countries monitor peritonitis rates.

	Burnier, M., & Damianaki, A. (2023). Hypertension as a cardiovascular risk factor in chronic kidney disease. Circulation Research, 132(8), 1050–1063. 

	How does hypertension contribute to cardiovascular risk in patients with chronic kidney disease?
	Narrative literature review 
	The authors reviewed epidemiological studies, cohort studies, and clinical trials examining the relationship between hypertension, chronic kidney disease (CKD), and cardiovascular disease.
	No primary patient sample was used because this article is a literature review. Included are findings from multiple epidemiological and clinical studies involving CKD and dialysis patients.
	Data were collected from previously published studies measuring blood pressure, cardiovascular events, and kidney function indicators such as estimated glomerular filtration rate (eGFR). Blood pressure measurements included office measurements, home blood pressure monitoring, and ambulatory blood pressure monitoring.
	Epidemiological studies showed that the risk of death from cerebro-cardiovascular disease increases significantly when blood pressure exceeds 120/80 mmHg, and meeting the hypertension criteria of 140/90 mmHg triples the risk of cardiovascular mortality. Approximately 85.6% of dialysis patients were reported to have hypertension. Studies in dialysis patients showed a U-shaped relationship between blood pressure and mortality, meaning both extremely high and low blood pressure increase mortality risk. Research also shows that each increase in systolic blood pressure is associated with higher cardiovascular event risk, while proper antihypertensive treatment significantly reduces that risk. Additionally, intradialytic hypotension with systolic BP <90 mmHg (Nadir90) was associated with poorer survival outcomes. The findings are consistent with other nephrology and cardiovascular studies showing that hypertension is a major modifiable risk factor for cardiovascular disease and progression of CKD. Previous studies also demonstrate that blood pressure variability and control significantly affect dialysis patient outcomes.
	Limitations include the narrative review design and reliance on previously published studies. Variability in blood pressure measurement methods, patient populations, and dialysis conditions across studies may affect comparisons. More prospective studies are needed to establish clear blood pressure targets for dialysis patients.

	Chander, S., Luhana, S., Sadarat, F., Parkash, O., Rahaman, Z., Wang, H. Y., Kiran, F., Lohana, A. C., Sapna, F., & Kumari, R. (2024). Mortality and mode of dialysis: Meta-analysis and systematic review. BMC Nephrology, 25(1). 
	What are the differences in mortality outcomes among patients with kidney disease who are treated with peritoneal dialysis (PD), hemodialysis (HD), or continuous renal replacement therapy (CRRT)?
	Quantitative

	Systematic review and meta-analysis
 
Cochrane guidelines and Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA)

	The researchers identified 15 eligible studies that met their inclusion criteria. The total number of patients analyzed varied depending on the specific modality comparison:
CRRT vs. PD: 4 studies with a pooled size of 285 patients (143 CRRT; 142 PD).
PD vs. HD: 5 studies with a pooled size of 12,651 patients (3,771 PD; 8,880 HD).
HD vs. CRRT: 5 studies with a pooled size of 2,461 patients (1,416 HD; 1,045 CRRT).

The participants spanned various ages, including pediatric patients (as young as one month) and adults.
	The investigation was conducted according to Preferred Reporting Items for Systematic Reviews and Meta Analyses (PRISMA). PubMed (MEDLINE), Cochrane Library, and Embase databases were screened for randomized trials and observational studies comparing mortality rates with different KRT modalities in patients with acute or chronic kidney failure. A random-effects model was applied to compute the risk ratio (RR) and 95% confidence intervals (95%CI) with CRRT vs. HD, CRRT vs. PD, and HD vs. PD. Heterogeneity was assessed using I2 statistics, and sensitivity using leave-one-out analysis.

	Researchers detected significant differences in mortality rates between patients receiving PD and HD favoring PD. This significance was lost in the leave-one-out sensitivity analysis with the exclusion of four studies, but the significance was maintained after the exclusion of Gabriel et al.
Gabriel et al. reported the highest mortality rates (58% vs. 53%) with both PD and HD modalities among the included studies. However, it only provided 1.6% of the participants in the pooled study population receiving PD and 0.7% of the participants in the pooled study population
receiving HD.
Like Gabriel et al. [33], Fenton et al. [32] also reported a non-significant difference in mortality rates in patients receiving PD or HD dialytic modalities (26.2% vs. 30.9%). Nonetheless, Murphy et al. reported higher mortality rates among patients receiving HD than those receiving PD therapy, albeit with a declining trend over six months of follow-up; mortality rates with HD were 45.9% at baseline, 41.3% at three months, and 39.8% at six months versus 33.3%, 35.6% and 33.8% with PD. Therefore, it is very likely that the differences in mortality trends diminish with duration of treatment modality. In contrast to our findings, a meta-analysis by Xue et al. demonstrated higher mortality risk with PD than HD in patients with ESRD. However, the study selectively included patients in whom diabetes was a cause of ESRD or significant comorbidity and from trials that reported intention-to-treat analysis and excluded as-treated analysis. Patients with diabetes have a higher risk of cardiovascular mortality across the range of eGFR and ACR than those without diabetes.
	The high heterogeneity among the included studies severely limits the generalizability of our findings. Therefore, underlying conditions such as worsening cardiovascular symptoms, diabetes, and age must be considered per patient before deciding on the dialytic modality [32, 34]. Researchers did not have access to patient-level data to account for these variables. Furthermore, in addition to publication bias, the included studies may have residual bias, especially selection bias for the dialytic modality. Also, it is common for patients to change between dialytic modalities, which was not considered in most of the included studies.

	Chen, Y., Chen, Y., Fang, Y., Liou, H., Wang, J., & Tsai, M. (2025). Long‐term outcome analysis of peritoneal dialysis and hemodialysis in patients with end‐stage kidney disease: A real‐world data analysis. Hemodialysis International, 29(4), 599–608. 

	What are the long-term clinical outcomes of patients with end-stage kidney disease (ESKD) receiving peritoneal dialysis (PD) compared with those receiving hemodialysis (HD)? 

Do differences exist in mortality, cardiovascular outcomes, and other complications between the two dialysis modalities?
	Quantitative
	Retrospective cohort study using real-world clinical data to compare outcomes between patients receiving hemodialysis and peritoneal dialysis. 
	The sample consisted of patients with end-stage kidney disease (ESKD) in Taiwan who received either peritoneal dialysis or hemodialysis, identified through the National Health Insurance Research Database. The initial sample included 59,751 hemodialysis-only patients, 3,969 peritoneal dialysis-only patients, and 3,196 patients who transitioned from peritoneal dialysis to hemodialysis. Participants were selected using a retrospective cohort design with inclusion and exclusion criteria, and propensity score matching was used to create comparable groups for analysis.

	Data were collected from electronic health records and clinical databases.

Variables included: blood pressure measurements, laboratory values, dialysis treatment information, patient demographic characteristics, and cardiovascular outcomes and mortality data. 

Statistical analyses were used to evaluate differences between groups, including survival analysis and multivariate regression models. 
	The study found that patients receiving hemodialysis (HD) had significantly better long-term outcomes than those receiving peritoneal dialysis (PD), including lower all-cause mortality and fewer infection-related hospitalizations (HR = 0.77, 95% CI: 0.72–0.83). Statistical analysis included propensity score matching and multivariable regression to control for age, sex, and comorbidities when comparing the dialysis groups. These findings are generally consistent with other studies that report higher mortality risk in PD patients compared with HD patients, particularly in long-term treatment populations. 

	Limitations include the retrospective study design and reliance on observational real-world data, which may introduce cofounding factors and selection bias. Additionally, results from a single healthcare database may limit generalizability to broader dialysis populations. 


	Doulton, T., Adam, M., Durman, K., Fan, S.L.S., Forbes, A., et al. (2025). Management of blood pressure in adults, children and young people on dialysis: UK Kidney Association clinical practice guideline. BMC Nephrology, 26(1), 532.
	What evidence-based recommendations exist for the management of blood pressure in adults, children, and young people undergoing dialysis, including both hemodialysis and peritoneal dialysis? 
	Qualitative
	This study was developed through a systematic review of published literature using PRISMA methodology. Evidence was graded according to the UK Kidney Association two-tier system, with Grade 1/2 indicating the strength of the recommendation and Grades A–D reflecting the quality of the evidence. The multidisciplinary guideline development committee included nephrology professionals, dietitians, pharmacists, and a patient representative.
	No primary patient samples were included. A literature search was conducted across PubMed, EMBASE, Ovid MEDLINE, Cochrane, and CINAHL. Only English-language articles published from January 2000 to December 2022 were included. Seven topic groups were evaluated: blood pressure (BP) measurement, BP targets, lifestyle modifications, dialysis and dialysate, dry weight, medication, and children and young people (CYP). Studies focusing on acute dialysis modalities and non-systemic hypertension were excluded.
	Evidence was appraised and graded according to the UK Kidney Association Clinical Practice Guideline Development Manual. Data were independently extracted by at least 2 authors within each topic group, and discrepancies were resolved by consensus. The primary outcomes included blood pressure control, cardiovascular mortality, all-cause mortality, intradialytic hypotension (IDH), left ventricular mass, residual kidney function, and patient-reported outcomes. No formal measure of inter-rater reliability was reported.
	A total of 43 recommendations were issued across 7 domains. Notably, interdialytic ambulatory blood pressure monitoring (ABPM) is identified as the gold standard for diagnosing hemodialysis (HD) hypertension (1C), while home blood pressure monitoring (HBPM) or standardized clinic blood pressure (BP) is preferred for monitoring (2C). For blood pressure (BP) targets, HD patients should have a pre-dialysis systolic blood pressure (SBP) of 140–165 mmHg (2B), and for peritoneal dialysis (PD) patients, clinic BP should remain below 140/90 mmHg (2C). Further, salt reduction to less than 5 g/day is recommended (1B), and extending HD hours may improve BP control (2A). Additionally, lowering dialysate temperature helps reduce intradialytic hypotension (IDH) (2A). BP-lowering medication is associated with reduced cardiovascular (CV) and all-cause mortality (1B); specifically, beta-blockers are recommended first line in HD, and angiotensin-converting enzyme inhibitors/angiotensin receptor blockers (ACE inhibitors/ARBs) are advised first line in PD to preserve residual kidney function (2B). Finally, optimizing dry weight is warranted (2A). These recommendations are consistent with Hu et al. (2025), who support ABPM use and blood pressure variability (BPV) monitoring, and with Ethier et al. (2024), who highlight BP management as an area of ongoing evidence uncertainty.
	The evidence supporting most recommendations is of moderate to low quality, with only a limited number of randomized controlled trials (RCTs) available in dialysis blood pressure management. Recommendations for peritoneal dialysis (PD) patients are particularly constrained by insufficient evidence. Many recommendations are based on observational studies or expert opinion (Grade C/D). There are no RCT data comparing blood pressure monitoring techniques with respect to long-term outcomes. Recommendations for children and young people (CYP) also lack RCT-level support. The guideline scope is restricted to literature published between 2000 and 2022 and to English-language articles. Applicability outside the United Kingdom may require local adaptation.

	Ethier, I., Hayat, A., Pei, J., Hawley, C. M., Johnson, D. W., Francis, R. S., Wong, G., Craig, J. C., Viecelli, A. K., Cho, Y., Htay, H., Ng, S., & Leibowitz, S. (2024). Peritoneal dialysis versus haemodialysis for people commencing dialysis. Cochrane Library, 2024(6). 

	What are the pros and cons of peritoneal dialysis compared to hemodialysis for people starting dialysis for kidney failure, looking at things like how well the kidneys keep working, risk of death, infections, heart problems, hospital stays, how long the treatment works, ability to take part in daily life, and tiredness?

	Quantitative
	A systematic review and meta-analysis were conducted, including randomized controlled trials (RCTs) and non-randomized intervention studies (NRSIs). Risk of bias was assessed using standard Cochrane methods and the Newcastle-Ottawa Scale. The certainty of evidence was rated using the GRADE approach. A random-effects model was applied for data pooling.
	84 studies (153 reports) included: 2 RCTs and 82 NRSIs. Total participants across all studies exceeded 700,000 (e.g., all-cause death analysis: 700,093 participants across 42 studies). Studies searched from Cochrane Kidney and Transplant Register, CENTRAL, MEDLINE, EMBASE, ICTRP, and ClinicalTrials.gov (2000 to June 2024 for RCTs; to March 2023 for NRSIs). Studies ranged from small single-center cohorts to international registry analyses. Adult and pediatric populations included.

	A systematic literature search was conducted across MEDLINE, EMBASE, CENTRAL, and clinical trial registries. A total of 7,542 records were identified, and 84 studies were included following full-text review. Eligibility assessment and data extraction were performed independently by two investigators. Sub-group analyses were conducted based on age (children versus adults), diabetic versus non-diabetic disease, study design (randomized controlled trials versus non-randomized intervention studies), single versus multicenter studies, and hemodialysis access type. Sensitivity analyses were performed to assess the robustness of the findings.
	In adults, peritoneal dialysis (PD) demonstrated uncertain effects on residual kidney function (RKF) at 6, 12, and 24 months (very low certainty; I²=72–82%). PD may reduce RKF loss (risk ratio [RR] 0.55, 95% confidence interval [CI] 0.44–0.68; low certainty). The effect of PD on all-cause mortality was uncertain in non-randomized studies of interventions (NRSIs) (RR 0.87; very low certainty), while randomized controlled trials (RCTs) indicated that PD may reduce all-cause mortality (RR 0.53, 95% CI 0.32–0.86; moderate certainty). The impact of PD on cardiovascular and infection-related mortality remains uncertain (very low certainty). PD may reduce episodes of bloodstream infection (RR 0.44; low certainty). Cardiovascular disease (CVD) outcomes, including myocardial infarction, stroke, and congestive heart failure, were uncertain (low to extremely low certainty). The effect of PD on hospitalization was also uncertain. No studies directly reported outcomes related to life participation or fatigue, and the impact on employment remains uncertain (very low certainty). In children, there was little or no difference in all-cause or cardiovascular mortality (low certainty). These findings are partially consistent with those of Bello et al. (2022) and Zhao (2023), which suggest advantages of PD, although the certainty of evidence is substantially lower than previously indicated by observational data.

	Only two randomized controlled trials were found, while most evidence came from observational studies that may be affected by bias and confounding. There was high variability across outcomes, making the results harder to interpret. Differences in how PD and HD were defined. Frequent switching between modalities also influenced the findings. No studies reported life participation or fatigue, and the evidence was only current through March 2023. As a result, these findings may not apply to all patient populations or clinical settings worldwide.


	Georgianos, P. I., Vasilios Vaios, Sgouropoulou, V., Theodoros Eleftheriadis, Tsalikakis, D. G., & Vassilios Liakopoulos. (2022). Hypertension in Dialysis Patients: Diagnostic Approaches and Evaluation of Epidemiology. Diagnostics, 12(12), 2961–2961. 
	How accurately can hypertension be diagnosed in dialysis patients using different blood pressure measurement methods? 

How does the epidemiology of hypertension differ when blood pressure is measured using dialysis-unit recordings versus home or ambulatory monitoring? 
	Qualitative
	Narrative alliteration review examining diagnostic approaches and epidemiology of hypertension in dialysis patients, including both hemodialysis and peritoneal dialysis populations. 
	No primary sample was used. The authors conducted a literature search of the MedLine/PubMed databases to identify studies evaluating blood pressure monitoring methods in patients with end-stage kidney disease receiving dialysis. 

	The article reviewed studies that used several blood pressure monitoring methods, including peri-dialytic blood pressure measurements (pre- and post-dialysis readings), intradialytic blood pressure measurements, home blood pressure monitoring, and ambulatory blood pressure monitoring. Ambulatory blood pressure monitoring is considered the gold standard for diagnosing hypertension in dialysis patients, owing to its greater diagnostic accuracy and prognostic value. 

	HTN is highly prevalent among patients receiving dialysis and contributes significantly to cardiovascular morbidity and mortality. Traditional dialysis-unit blood pressure measurements may be inaccurate and show weak correlations with cardiovascular outcomes. Home and ambulatory blood pressure monitoring provide more accurate assessments of blood pressure control and better predict target-organ damage and mortality risk in dialysis patients.
	This article is a narrative review rather than a primary research study; therefore, the conclusions depend on the quality and heterogeneity of previously published articles. 

	He, X., & Liu, Y. (2023). Effects of arteriovenous fistulas and central venous catheters on the cardiac function and prognosis of patients on maintenance hemodialysis. Pakistan Journal of Medical Sciences, 39(3), 780–784. 
	Do AVFs and CVCs differ in their effects on left ventricular function and clinical outcomes in maintenance hemodialysis patients?
	Retrospective cohort study
	Researchers reviewed existing patient data and compared outcomes between patients with arteriovenous fistulas (AVF) and those with central venous catheters (CVC). This allowed them to  evaluate associations between vascular access type and cardiac outcomes over time. 
	270 patients receiving maintenance hemodialysis: 139 with AVF and 131 with CVC. These patients were selected from the blood purification center of Nanhua Hospital, University of South China, from January 2019-April 2021).
Excluded were patients with severe organ dysfunction, malignant tumors, surgery or trauma within a year, and mental illness. 
	Cardiac function was evaluated using echocardiography, which measured indicators such as left ventricular end-diastolic diameter (LVEDd), interventricular septal thickness (IVSTd), left ventricular posterior wall thickness (LVPWT), ejection fraction (EF), and the E/A ratio to assess systolic and diastolic heart function. Dialysis adequacy was measured using laboratory indicators, including Kt/V and the urea reduction ratio (URR). These instruments are widely used in nephrology and cardiology practice, supporting their reliability and validity for assessing cardiac structure, function, and dialysis effectiveness. Data was collected by reviewing medical records from patients receiving maintenance hemodialysis between January 2019 and April 2021. Researchers collected demographic information, clinical characteristics, dialysis indicators, echocardiographic results, and hospitalization data before vascular access placement and during follow-up periods at 6 and 12 months.
	This study shows significant differences between patients using arteriovenous fistulas (AVF) and those using central venous catheters (CVC) in terms of cardiac function and clinical outcomes. After one year of follow-up, patients in the AVF group demonstrated significant increases in cardiac structural measurements, including left ventricular end-diastolic diameter (LVEDd), interventricular septal thickness (IVSTd), and left ventricular posterior wall thickness (LVPWT) compared with the CVC group (p < 0.05). Additionally, the AVF group showed a decrease in ejection fraction (EF) and E/A ratio, indicating reduced cardiac function (p < 0.05). However, there were no statistically significant differences between the two groups in dialysis adequacy indicators such as Kt/V and urea reduction ratio (URR) (p > 0.05). In terms of prognosis, the hospitalization rate was significantly higher in the CVC group (49.61%) compared to the AVF group (23.02%), mainly due to infection and catheter-related complications (p < 0.05). These findings suggest that while AVF may place greater strain on cardiac function, CVC use is associated with a higher risk of infection and hospitalization.

	This is a single-center study, limiting generalizability. There should be more diverse populations used. Strong casual relationships cannot be established due to the retrospective design. There is a short follow-up period. Potential confounding factors, such as diabetes or hypertension could influence cardiac function.

	Hu, T., Yu, T., Xu, X., Huang, Z., Cao, Z., & Yu, G. (2025). Blood pressure variability and cerebrovascular risk in maintenance hemodialysis versus peritoneal dialysis: a comparative study. Renal Failure, 47(1), 2590798–2590798. 

	How does blood pressure variability (BPV) differ between maintenance hemodialysis (HD) and peritoneal dialysis (PD) patients, and what is the association between BPV and cerebrovascular event risk in each group?
	Quantitative
	This study employed a prospective cohort design with two groups (HD versus PD) and a 48-month follow-up period for cerebrovascular events. Risk factors were analyzed using Cox proportional hazards regression, and survival was assessed with Kaplan-Meier analysis. The study was conducted at a single center without randomization.

	A total of 374 patients with end-stage renal disease (ESRD) were enrolled at the Tonglu Branch of Hangzhou First People's Hospital between January 2020 and July 2024, comprising 218 patients undergoing hemodialysis (HD) and 156 receiving peritoneal dialysis (PD). Eligible participants were adults aged 18 to 75 years who had been on stable dialysis for more than three months. All participants were Han Chinese. Exclusion criteria included age under 18 years, malignancy or hematologic disorders within the past three years, pregnancy, life expectancy less than one year, dialysis modality transitions, or return to dialysis following failed transplantation. There were no significant baseline differences in age, gender, body mass index (BMI), diabetes, or hypertension between the HD and PD groups.

	Data were collected prospectively over a 48-month period. Statistical analyses were performed using SPSS version 26.0. Between-group comparisons for continuous variables were conducted using the independent t-test or Mann-Whitney U test, while categorical variables were compared using the chi-square test or Fisher's exact test. Univariate analyses were performed to identify candidate variables (P<0.05), which were subsequently entered into a multivariate Cox regression model using a stepwise forward method. Collinearity was assessed using variance inflation factors (VIFs), and variables with VIFs greater than 5 were excluded. Survival analyses were conducted using Kaplan-Meier curves and the log-rank test. All statistical tests were two-tailed, with P<0.05 considered statistically significant.
	PD patients had significantly lower 24-h SBP (128.4 vs. 135.9 mmHg, P<0.001) and lower SBP variability across SD, ARV, and range (all P<0.01). DBP variability showed no significant difference. Cerebrovascular event incidence: 7.69% (PD) vs. 14.68% (HD) (P=0.039). Kaplan-Meier analysis showed better cerebrovascular event-free survival in PD (P=0.043). HR for HD vs. PD: 1.955 (95% CI: 1.075-3.556). In both groups, elevated SBP-ARV was an independent predictor of cerebrovascular events (HD: HR=1.087, P=0.046; PD: HR=1.264, P=0.007). Additional independent risk factors in HD: diabetes (HR=2.249), hypertension (HR=3.914), creatinine (HR=1.026/µmol/L), and HbA1c (HR=1.456). Consistent with Zhan et al. (2019), Boonpheng et al. (2018), and Zhao (2023), showing PD associated with lower BP and cerebrovascular risk.
	The single-center design, small sample size, and low number of cerebrovascular events limited generalizability and prevented subtype-specific stroke analysis. Blood pressure variability was measured only during dialysis sessions, not between sessions. Including only Han Chinese participants and using non-standardized antihypertensive regimens further limited applicability. Residual confounding and unmeasured pathways may have affected the results, so larger multicenter studies are needed.

	Jonny, J., Pranidya, N. P., & Sugiharta, A. J. (2025). Blood pressure management in dialysis: A comparative review of hemodialysis and peritoneal dialysis. Current Hypertension Reviews, 21. 

	How do blood pressure control and volume status differ between patients receiving hemodialysis and peritoneal dialysis, and how do these differences affect cardiovascular outcomes?

What mechanisms contribute to hypertension in dialysis patients, and what pharmacologic and non-pharmacologic strategies are most effective for managing blood pressure in each dialysis modality?

	Narrative comparative review
	Literature review and synthesis of existing studies; comparative analysis of HD and PD populations; and 
discussion of pathophysiology and management strategies

	Since this is not an original research study, it summarizes findings from prior clinical trials,
observational studies, registry analyses, and hypertension guidelines.
	Ambulatory blood pressure monitoring (ABPM) data, 
pre- and post-dialysis BP measurements, cardiovascular outcome studies, and pharmacologic intervention trials. Data collection methods include literature identification and synthesis, 
comparative evaluation of HD and PD evidence.

	Hypertension affects approximately 80–90% of patients undergoing peritoneal dialysis (PD) and hemodialysis(HD). In dialysis patients, it is primarily volume-mediated, with hemodialysis (HD) associated with significant blood pressure variability due to large interdialytic weight gains and rapid ultrafiltration. This contributes to increased sympathetic activation and cardiovascular risk. In contrast, peritoneal dialysis (PD) provides continuous fluid removal and has been associated in several studies with improved long-term blood pressure stability, though effectiveness varies depending on peritoneal transport status and residual kidney function (RKF). Preservation of RKF is consistently linked to better blood pressure control in both modalities, as ongoing sodium and fluid excretion improve volume management. 
	This review is limited by the heterogeneity of the included studies and variations in blood pressure measurement techniques (office vs. ABPM). There is a lack of randomized controlled trials directly comparing HD and PD for blood pressure outcomes. Additionally, most cited articles are observational and cross-sectional studies, which may introduce confounding and bias.

	Kawanishi, H. (2022). Historical overview and current practice of peritoneal dialysis in Japan. Renal Replacement Therapy, 8(1). 

	Individualized hemodialysis: Is it possible to achieve similar hemodialysis adequacy using less water?

	Quantitative
	Experimental, Pre-Post evaluation, non-randomization and there was no control condition. 
	A total of 81 chronic hemodialysis (HD) patients were studied, consisting of 41 women and 40 men. The selection criteria for participants included individuals over 18 years old who were receiving emergency dialysis, those who were actively pregnant, and individuals with a history of inadequate dialysis (defined as a Kt/V value below 1.2). Additionally, participants had to be experiencing severe heart failure, lung disease, or liver disease.

	Dialysis machines, online clearance monitoring (OCM), dialyzers and SPSS software were instruments used. The dialysis machines were used for HD and equipped with technology to measure dialysis adequacy in real time, while the OCM feature was used to collect the data, which was then analyzed by the SPSS software. All instruments used were valid and reliable as they are industry standard, medical devices used globally, and built to perform consistently with rigorous quality controls implemented.
	The study lasted only 2 weeks for each of the 81 patients involved. At the end it was found that Kt increased by 4% from 400 to 500 mL/min and Kt increased by 3% from 500 to 700 mL/min. In week one, the patients received 3 HD sessions at a low flow rate (300mL/min). Week two saw patients receiving 3 HD sessions at a standard flow rate.
	The study only used online Kt/V to measure how effective the dialysis was. Due to this the results may not reflect the true adequacy of HD Tx. 
Each patient was only observed for two weeks (one week at each flow rate). That timeframe was not sufficient to determine if a reduced flow rate has negative long-term consequences for overall patients’ health. Though there was a total of 486 sessions, the small control group decreases the accuracy of applying results to a global patient population.

	Kim, C. S., Kim, B., Choi, H. S., Bae, E. H., Ma, S. K., Han, K.-D., & Kim, S. W. (2021). Cumulative hypertension burden and risk of end-stage renal disease. Hypertension Research, 44(12), 1652–1661. 

	Does cumulative exposure to hypertension increase the risk of developing end-stage renal disease (ESRD)?
	observational/ retrospective cohort study
	Nationwide population-based cohort study. Blood pressure values were collected from annual health check-ups between 2006 and 2010.
Researchers calculated a cumulative hypertension burden score based on repeated BP measurements.
Participants were followed longitudinally to determine who developed ESRD.

	2,144,801 participants from the Korean National Health Insurance Service database who had documented BP assessment data in their annual health check-up data from between 2006 and 2010.
	Blood pressure measurements, administrative health records to identify ERSD diagnoses, cumulative hypertension burden index calculated from BP category at each exam, number of exams, and duration of exposure to elevated BP.
	Among the 2,144,801 individuals identified from the National Health Insurance Service database, 1,758 participants (0.08%) developed ERSD during a median follow-up at 7.2 years. Hypertension burden (defined as systolic BP ≥140 mmHg or diastolic BP ≥90 mmHg across four consecutive health examinations) was distributed as follows: 
Burden 0: 1,164,488 (77.6%)
Burden 1: 292,377 (13.6%)
Burden 2: 114,397 (5.3%)
Burden 3: 52,671 (2.5%)
Burden 4: 20,886 (1.0%). Compared with burden 0, adjusted hazard ratios (HRs) for ESRD were: Burden 1: HR 1.35
Burden 2: HR 1.54
Burden 3: HR 1.51
Burden 4: HR 2.28. A significant positive dose–response relationship was observed (P for trend < 0.001). Participants with persistent hypertension (burden 4) had more than double the risk of ESRD compared with those with no hypertension exposure. The association remained significant for both cumulative systolic and diastolic hypertension exposure.
	Since this is an observational study, we cannot establish causality. Blood pressure was measured only at exam times, not continuous monitoring. We do not fully know all the lifestyle factors (diet, physical activity, medication adherence) that could factor into the results, and possible misclassification from administrative coding. 

	Kiran, V. T., Lakshmi Narayana, G. R., Mishra, B., Daniel, V., Neeraja, P., & Kaushal, J. (2024). Hypertension and dialysis: A comprehensive systematic review, meta‑analysis, and meta‑regression on cardiovascular and mortality outcomes. Bioscene, 22(2).

	What is the impact of dialysis on patient outcomes, and what are the roles of different dialysis modalities? 

What is the relationship between hypertension and dialysis outcomes? 

What are the influences of dialysis modalities, durations, and comorbid conditions? 
	Comprehensive systemic review, meta-analysis, and meta regression. Preferred Reporting Items for Systemic reviews and Meta-Analyses (PRISMA) guidelines.
	Mixed-Methods Research (MMR) Design – Quantitative and Qualitative Data
	It includes adult population patients (≥18 years) undergoing either HD or peritoneal
dialysis (PD).
Reported outcomes include BP control, stroke, myocardial infarction, and all
cause mortality.
The study design includes randomized controlled trials (RCTs), cohort studies, and
case-control.
 
The researchers included 70 papers in the qualitative synthesis and 50 papers in the quantitative synthesis (meta-analysis).
 
Exclusion criteria include the pediatric population, addressing any blood pressure control without a report, cardiovascular morbidity-related outcomes, and review articles, editorials, or commentaries without original data.

	Randomized controlled trials and observational studies. A comprehensive search of PubMed, Embase, Scopus, and the Cochrane Library identified articles on blood pressure (BP) management, cardiovascular morbidity (CVM), and all-cause mortality in adult dialysis patients.  
A random effects model was employed to calculate pooled effect estimates.
Meta-regression analysis was conducted to assess the influence of dialysis modality, duration, and comorbid conditions. Calculation of statistical measures, including
‘Odds ratio’ (OR), ‘risk ratio’ (RR), and ‘Hazard ratio (HR), with corresponding 95%
confidence interval (CI). 

	Poorly controlled hypertension (systolic BP> 140 mmHg) was associated with an increased risk of CVM (OR = 2. 45, 95% CI: 1. 90- 3. 16, p < 0. 001) and all- cause mortality (HR = 1. 78, 95% CI: 1. 50- 2. 13, p < 0. 001). No significant differences in hypertension-related outcomes were observed between hemodialysis (HD) and peritoneal dialysis (PD) according to meta-regression.
	There are challenges in interpreting the results of research based on BP among HD patients; some of them are variations in study designs, patient populations and BP measurement techniques. The challenge in interpreting the findings is emphasizing the importance of a meta-analytic methodology to synthesize currently available data.
 
The Publication Bias has been determined using Funnel plots and by Egger’s test. The Funnel plot for all-cause mortality was asymmetrical, implying publication bias (Egger’s test p=0.04). However, the overall effect of the bias on the pooled estimates was determined to be low. 
The five studies (See Table 2) were likely chosen because they meet the strict requirements for inclusion in a meta-regression, focusing on comparable interventions, outcomes, and quality, whereas the larger set of 50 studies might include more diverse studies that are less suitable for this kind of detailed quantitative analysis.


	Lambie, M., Zhao, J., McCullough, K., Davies, S. J., Kawanishi, H., Johnson, D. W., Sloand, J. A., Sanabria, M., Kanjanabuch, T., Kim, Y.-L., Shen, J. I., Pisoni, R. L., Robinson, B. M., Perl, J., & Committee, the P. S. (2022). Variation in peritoneal dialysis time on therapy by country: Results from the peritoneal dialysis outcomes and practice patterns study. Clinical Journal of the American Society of Nephrology, 17(6), 861–871. 

	How does the peritoneal dialysis modality (CAPD vs. APD), patient adherence, and PD-related complications (such as peritonitis or catheter malfunction) affect the duration of PD therapy?

What are the rates of technique failure or transition to hemodialysis, and what strategies are most effective in extending PD therapy and preventing early transition to HD?

	Observational/ International registry analysis 
	Retrospective cohort study using data from the Peritoneal Dialysis Outcomes and Practice Patterns Study (PDOPPS)
	7,121 patients from 218 randomly selected peritoneal dialysis facilities
	PDOPPS registry database, electronic health records (EHRs) from U.S. large dialysis organizations, medical chart abstraction, and a standardized web-based data collection tool.
	Outcomes differed significantly by country: Thailand had the highest 3-year mortality (36%), while Japan and Australia/New Zealand had lower adjusted mortality risks than the US.
HD transfer was common (19%), mainly due to infection; solute clearance and fluid removal problems increased with longer PD duration.
Higher risk of death or HD transfer was associated with male sex, diabetes, psychiatric disorders, low BMI, and caregiver dependence; transplant waitlisting was protective.
Facility factors had limited impact, though smaller facilities showed lower mortality and high hypertonic solution use was linked to increased mortality.

	Retrospective, observational design → cannot establish causality. Registry data may have missing or inconsistent information- limited data on patient adherence, socioeconomic factors, and local policy.
PD-related complications may not be fully identified.


	Lyu, B., Chan, M. R., Yevzlin, A. S., Gardezi, A., & Astor, B. C. (2022). Arteriovenous access type and risk of mortality, hospitalization, and sepsis among elderly hemodialysis patients: A target trial emulation approach. American Journal of Kidney Diseases, 79(1), 69–78. 

	Among elderly hemodialysis patients who initiate treatment with a catheter, does the choice of creating an arteriovenous fistula (AVF) versus an arteriovenous graft (AVG) as their first permanent access affect their risk of mortality, hospitalization, or sepsis?
	Observational study
	A retrospective cohort study that implemented a target trial emulation framework.
	A total of 19,867 patients. The sample was selected by applying a strict set of inclusion criteria to the US Renal Data System (USRDS), which is a national registry of nearly all dialysis patients in the United States.

	The US Renal Data System (USRDS) was the primary source for identifying the patient cohort and tracking outcomes like mortality. Medicare Claims Data and Center for Medicare & Medicaid Services (CMS) forms were used to attain patient details (demographics, comorbidities, and lab values) prior to dialysis.  All methods used were reliable and valid as they are standardized and depend on mandated reporting protocols. 
	After applying this rigorous analysis, the benefits of an AVF for major outcomes completely disappeared. There was no statistically significant difference between getting an AVF and an AVG for:
1. Mortality: (HR: 0.98)
1. All-Cause Hospitalization: (HR: 0.93)
1. Cardiovascular-Related Hospitalization: (HR: 0.99)
1. Infection-Related Hospitalization: (HR: 1.09)
1. Sepsis: (HR: 0.96)
	Potential for unmeasured confounding, analyses limited to elderly patients, and absence of data on actual access use during follow-up.

	Najafimehr, H., Rahimi Foroushani, A., Yekaninejad, M. S., Yousefifard, M., & Hosseini, M. (2024). The Importance of Blood Pressure Control in the Survival of Peritoneal Dialysis Patients Using a Multistate Model. Kesmas: Jurnal Kesehatan Masyarakat Nasional, 19(1), 27. 

	Does BP control affect survival in PD patients?
	Survival analysis
	Survival analysis/
Multistate modeling cohort study
	The study included 700 patients receiving peritoneal dialysis. Participants were selected from dialysis patient records, including adults aged 20–87 years, with demographic and clinical data collected from medical records. Among the patients, 60.4% were female, and 83.3% had at least one comorbidity, and more than half had hypertension.
	Data were obtained from clinical records and dialysis databases, including blood pressure measurements, demographic variables, BMI, and comorbidities. Blood pressure was categorized into normal/elevated BP and hypertensive states, which were used to construct a three-state survival model (normal BP → hypertension → death). Statistical analysis was conducted in R using the mstate package, and significance was set at p < 0.05. 

	The results showed that 400 patients (57.14%) had hypertension, and 278 patients (39.71%) died during follow-up. The multistate survival analysis indicated that the risk of death was higher when patients transitioned from a normotensive state to death compared with transitioning from normotensive to hypertensive states. Patients remained in a normotensive state for an average of 57.56 months, whereas those with hypertension remained in that state for 49.92 months, indicating that blood pressure control significantly influenced survival. The findings align with other research showing that poor blood pressure control increases mortality risk in dialysis patients and that hypertension is a key predictor of cardiovascular events and death in peritoneal dialysis populations.
	The study had several limitations, including its retrospective design, reliance on existing medical record data, and possible unmeasured confounding variables. Additionally, the data were obtained from a specific population, which may limit generalizability to other dialysis populations or healthcare systems.

	Maguire, I. C., Browne, L. D., Dawood, M., Leahy, F., Ryan, M. C., White, E., O’Sullivan, A., O’Sullivan, L., & Stack, A. G. (2022). Differential impact of central venous catheters versus arteriovenous fistulae on quality of life among Irish haemodialysis patients. Kidney360, 3(6), 1065–1072. 
	How does an arteriovenous fistula versus a central venous catheter affect the quality of life in hemodialysis patients?
	Cross-sectional study
	In this cross-sectional study, data were collected from a group of hemodialysis patients to compare quality-of-life outcomes between those using arteriovenous fistulas (AVF) and those using central venous catheters (CVC). Participants completed quality-of-life questionnaires during their dialysis treatment, and the researchers analyzed the responses along with clinical data from medical records.
	119 adult patients receiving maintenance hemodialysis in a regional dialysis program in Ireland. The participants were selected from several dialysis centers within the Irish health system and included patients who were currently using either an arteriovenous fistula (AVF) or a central venous catheter (CVC) for vascular access. Of the total participants, approximately 52% used AVF and 48% used CVC. The researchers used a convenience sampling method, meaning that patients who met the inclusion criteria and were available during the study period were invited to participate. Eligible patients were adults receiving chronic hemodialysis who were able to complete the quality-of-life questionnaires. Patients who were unable to provide informed responses or who did not have one of the two vascular access types were excluded. 
	The Short Form 36 (SF-36) and a validated Vascular Access Questionnaire (SF-VAQ) were utilized to compare the quality of life (QoL) between arteriovenous fistulas (AVF) and central venous catheters (CVC) across several domains, including physical functioning, social functioning, and complications related to dialysis. responses were measured using a seven-point Likert scale, with higher scores indicating greater problems or dissatisfaction. These are reliable tools; the vascular access questionnaire has been previously validated in multiple dialysis populations. Data were collected through a cross-sectional survey of 119 hemodialysis patients receiving treatment in a regional dialysis program in Ireland. Participants completed the questionnaires during their dialysis care, and demographic and clinical data were also collected from patient records to support the analysis.
	The results showed several significant differences in quality of life between patients using arteriovenous fistulas (AVF) and those using central venous catheters (CVC). The mean age of participants was 66.6 years, with 52% using AVF and 48% using CVC. Patients with AVF reported higher overall satisfaction with their vascular access compared with CVC users (6.2 vs. 5.0, p < 0.01). However, AVF users reported significantly more physical problems such as bleeding (p = 0.001), swelling (p = 0.001), and bruising (p < 0.001). In contrast, patients with CVC reported greater difficulty with activities such as bathing and showering (4.4 vs. 2.0, p < 0.001). Logistic regression analysis showed that CVC users were less likely to report difficulties in physical functioning compared with AVF users (OR = 0.35, 95% CI: 0.12–0.94, p = 0.04), although they were more likely to report dialysis-related complications (OR = 1.94, 95% CI: 0.69–5.87). These findings indicate that the type of vascular access significantly influences different aspects of quality of life in hemodialysis patients. 
	There was a relatively small sample size. Participants were recruited from one regional dialysis program in Ireland, which may limit the generalizability of the results to other countries or healthcare systems. The study used a cross-sectional design, meaning data were collected at a single point in time; therefore, the researchers could identify associations between vascular access type and quality of life but could not determine cause-and-effect relationships. 

	Obi, Y., Zhang, Y., Tio, M. C., Yen, T. E., Wells, C. C., Hall, M. E., Dossabhoy, N. R., Chandra, S., & Shafi, T. (2026). Operationalizing home blood pressure monitoring for dialysis patients: An effectiveness-implementation hybrid study. Kidney Medicine, 8(1), Article 101192. 
	Does implementing a remote blood pressure monitoring (RBPM) program increase patient use of home blood pressure monitoring among in-center hemodialysis patients?

Does RBPM affect blood pressure levels in dialysis patients?

Does RBPM influence clinical management, such as the number of antihypertensive medications or target weight adjustments?

How well do patients adhere to home blood pressure monitoring over time?

	Effectiveness/implementation hybrid study
	An effectiveness-implementation hybrid study was conducted as a quality improvement program.
	79 patients with kidney failure received thrice-weekly in-center HD at a US academic medical center between February and September 2022. It compared 30-day average pre-HD BP, home BP measured 1 day after midweek HD, number of BP medications, and target weight before and after RBPM initiation using paired t test or Wilcoxon rank sum test. In addition, mixed-effects models were used to assess changes over time.
	Data were collected from hemodialysis patients participating in a remote blood pressure monitoring (RBPM) program integrated into the electronic medical record (EMR). Patients used home blood pressure monitoring devices to measure and transmit their blood pressure readings, particularly one day after the midweek hemodialysis session, while pre-dialysis blood pressure measurements were also obtained during routine dialysis clinic visits. Additional clinical information, including the number of antihypertensive medications and target weight adjustments, was extracted from the EMR over a three-month follow-up period. The primary instrument used was the home blood pressure monitor connected to the RBPM system, along with standard dialysis unit blood pressure measurements. Reliability and validity were supported by existing evidence showing that home blood pressure monitoring correlates closely with ambulatory blood pressure monitoring (ABPM), which is considered the gold standard for blood pressure assessment, and has been shown to provide more accurate predictions of cardiovascular and all-cause mortality than pre-dialysis blood pressure measurements in dialysis patients.

	Among the 79 patients screened, 48 referred to RBPM, 30 started monitoring, and 27 completed the 3-month follow-up. The mean pre-dialysis systolic BP before RBPM initiation was 145 (standard deviation, 20) mm Hg. During month 1, home systolic BP post midweek HD was lower than pre-HD measurement by 14 mm Hg (P = 0.005). The median number of BP medication decreased from 2.5-2.0 in month 3 (P = 0.005). Median monthly home BP measurements decreased from 17 during month 1 to 6 during month 3 (P < 0.001). In month 3, 67% (18/27) of participants were actively monitoring their BP, with only 13 (48%) measuring BP post midweek HD.
	A single-center, observational study without a standardized protocol for medication management.

	Osama El Shamy, & Teakell, J. (2023). In-Center dialysis versus extended home hemodialysis: More evidence to support extended dialysis. Kidney International Reports, 8(12), 2501–2503. 
	Does extended home dialysis treatment improve survival rates, hospitalization rates, and overall clinical outcomes in patients with end-stage kidney disease compared with standard in-center dialysis?
	Observational cohort study
	A commentary/ editorial review/propensity-score matched cohort design comparing extended home hemodialysis with in-center hemodialysis.
	The study included 1,396 adult hemodialysis patients treated across several dialysis clinics in Turkey between June 2010 and December 2014. The sample consisted of 349 patients receiving home hemodialysis (HHD) and 1,047 patients receiving in-center hemodialysis (ICHD). Eligible participants were 18 years or older and had been receiving hemodialysis for more than three months. Patients starting HHD were matched to ICHD patients using propensity score matching based on age, sex, diabetes status, body mass index, end-stage kidney disease duration, serum albumin levels, systolic blood pressure, and vascular access type.
	The study used clinical dialysis records and a large dialysis organization database to collect patient data. Variables included dialysis session duration, hospitalization rates, mortality outcomes, cardiovascular disease history, dialysis prescriptions, and laboratory values such as serum albumin and blood pressure. These indicators are standard measures in nephrology research and clinical practice, supporting their reliability and validity in evaluating dialysis effectiveness and patient health outcomes. Data were collected retrospectively from multiple dialysis clinics, and patients were followed for outcomes such as survival and hospitalization. The median follow-up period was approximately 55 months, allowing researchers to evaluate long-term differences between home and in-center dialysis treatments.
	The results showed significant differences between the two dialysis groups. The average dialysis session duration was longer for home hemodialysis (418 ± 54 minutes) compared with in-center dialysis (242 ± 10 minutes), which was statistically significant (P < 0.001). During a median follow-up period of approximately 55 months, patients receiving home hemodialysis experienced lower all-cause mortality (3.76 deaths per 100 patient-years) compared with in-center hemodialysis patients (6.27 deaths per 100 patient-years). Overall survival was 79.3% in the home dialysis group and 59.1% in the in-center dialysis group (P < 0.001). Statistical analysis showed that home hemodialysis was associated with a 40% lower risk of death (hazard ratio 0.60, 95% confidence interval 0.45–0.80, P < 0.001). Hospitalization rates were significantly lower in the home dialysis group, with 2.2 hospital days per year compared with 4.6 days per year for in-center dialysis patients (P < 0.001). These findings are consistent with previous research showing that extended or nocturnal home hemodialysis improves blood pressure control, hemoglobin levels, and phosphate levels, as well as other benefits such as reduced medication burden and improved patient outcomes.
	Since this is an observational retrospective design, causal relationships cannot be definitively established. There are no randomized controlled trials comparing dialysis modalities. Definitions of conventional versus intensive dialysis vary across studies and countries, making comparisons difficult. Dialysis prescriptions and treatment settings differ widely between home and in-center dialysis, which can influence results. Additional confounding factors, such as employment status, education level, income, mobility, and social support, may also affect patient outcomes but were not fully measured. The study also did not include information about residual kidney function, which could influence survival results. 

	Otoya, D., Simmonds, A., Lavingia, K., & Amendola, M. F. (2022). Central line access for hemodialysis adversely affects ipsilateral arteriovenous graft outcomes. Annals of Vascular Surgery, 86, 236–241. 

	Do the placement of arteriovenous grafts (AVGs) ipsilateral to existing central venous catheters (CVCs) affect graft outcomes and functional patency in hemodialysis patients?
	Retrospective observational cohort study
	This retrospective single-center design used the Veterans Health Administration (VHA) dialysis access database to evaluate associations between central line use and AVG outcomes.
	71 arteriovenous grafts (70 males, 1 female) placed in patients undergoing hemodialysis at the Veterans Health Administration between May 2014 and April 2018. Patients were selected retrospectively from the VHA dialysis access database if they had an existing central venous catheter at the time of AVG placement. Of these, 55 grafts were placed contralateral and 16 ipsilateral to the catheter. Inclusion criteria were adult patients undergoing hemodialysis with a newly placed AVG. Patients with previous limb surgery or severe comorbidities affecting graft outcomes were excluded.
	Data were obtained from hospital electronic medical records and operative reports. The main outcomes included graft patency, time to graft failure, and complication events such as thrombosis or infection. These clinical measures are standard in vascular surgery and nephrology research, supporting their reliability and validity. Data collection involved reviewing operative details, catheter history, and follow-up clinic notes to ensure accurate identification of ipsilateral catheter placement and AVG outcomes.
	Functional patency of AVGs was significantly lower when placed ipsilateral to a CVC (350.94 ± 431.23 days) compared with contralateral placement (724.78 ± 593.98 days, P = 0.001). A history of previous central venous catheterization and ipsilateral graft placement was independently associated with decreased functional duration of the graft (odds ratio 0.25, P = 0.03). No differences were observed in cannulation rates, thrombosis events, or overall endovascular interventions. These findings align with prior literature showing that central venous catheters contribute to central venous stenosis, compromise venous outflow, and reduce vascular access survival, supporting the recommendation to place new AVGs contralateral to existing catheters.
	The retrospective single-center design, small sample size, and predominantly male population (98%), limits generalizability. Confounding factors such as prior vascular interventions and number of precursor AVFs/AVGs could influence results despite multivariable adjustments. Additionally, follow-up duration varied between patients, and surgical technique or post-operative care differences were not controlled.

	Sanchez, J. E., Ulloa, C., Escudero Bueno, C., Astudillo, E., & Rodríguez‑Suárez, C. (2023). Impact of peritoneal dialysis strategy on technique and patient survival. Clinical Kidney Journal, 16(12), 2523–2529. 

	What is the impact of peritoneal dialysis (PD) on technique and patient survival? 

What is the impact of the PD solution (icodextrin vs. glucose) on survival outcomes?
	Quantitative

	Retrospective
 
Observational
 
Single-center study

	653 patients were
included in the study.
 n= 531 
Continuous Ambulatory Peritoneal Dialysis (CAPD) or Automated Peritoneal Dialysis (APD) PD Patients followed over a 10-year period.

CAPD/No-Icodextrin: 185 patients (34.8%)
 
CAPD/Icodextrin: 96 patients (18.1%)
 
APD/No-Icodextrin: 99 patients (18.7%)
 
APD/Icodextrin: 151 patients (28.4%)

Consecutive Selection: The researchers included all consecutive incident patients who began PD between January 1, 2009, and December 31, 2018 (with some analysis extending through 2019). 

Inclusion Criteria: Subjects were eligible if they were CKD patients undergoing CAPD or APD during the specified study period.

Exclusion Criteria: To minimize the influence of previous therapies and ensure data consistency, the researchers excluded 122 patients based on the following:

Technique Survival: Patients who remained on PD for less than 90 days (46 patients) were excluded to avoid the influence of previous renal replacement modalities.

Dialysis Schedule Consistency: Patients who modified their dialysis schedule or PD strategy during the follow-up period (76 patients) were excluded from the analysis.

	Data Collection Methods:
A retrospective chart review of the medical records of PD patients at a single center in Spain between January 2009 and December 2018.

Instruments Used:
Charlson Index (without age): This was the primary instrument used to measure the baseline comorbidity level of the patients.

Peritoneal Equilibration Test (PET): This clinical test was used to determine the "transport status" of the patient’s peritoneal membrane, identifying whether they were "high transporters.”

SPSS 20® Software: This was the statistical software used for all data analysis, including Kaplan–Meier survival analysis and Cox hazard models.

The study complied with the Declaration of Helsinki and was approved by the Ethics Committee of the Hospital Universitario Central de Asturias.


A time-dependent covariate model was utilized to account for the influence of treatment changes over the long-term, 10-year follow-up period.
	The median patient survival time was 44 months, with a total of 151 deaths (28.4%) recorded during the study.
The APD/Icodextrin group had the lowest proportion of deaths (12%) compared to the CAPD/No-Icodextrin (51%) and APD/No-Icodextrin (52%) groups.
Onset of peritoneal infection within the first three months of PD was a strong predictor of technique failure.
Neither the dialysis technique (APD vs. CAPD) nor the use of icodextrin alone significantly impacted how long a patient could remain on PD.
This study found no significant survival advantage of APD over CAPD, consistent with the findings of Balasubramanian et al. and Badve et al. It contrasts with other studies (e.g., Li et al. and Beduschi et al.) that suggested APD might offer superior survival, particularly in the first few years of treatment.
APD/Icodextrin Combination: The specific benefit of the APD/Icodextrin combination is consistent with findings from the Taiwan Health Insurance Database, which also observed lower mortality and technique failure with this strategy.
The authors conclude that because of its association with better survival, the APD/Icodextrin strategy (started before day 90) should be recommended to improve clinical outcomes for patients.
	As an observational study rather than a randomized trial, it is subject to inherent biases and confounders. The authors note that in this type of design, correlations do not necessarily prove causality.
Single-Center Study: Because the research was conducted at only one institution (Hospital Universitario Central de Asturias), the researchers could not assess the "center effect" on the results.
Exclusion of Dialysis Adequacy: The study did not consider other factors that might influence survival, such as the adequacy of dialysis itself.
A rare possibility of selection bias. For example, "rapid transporters" (patients whose peritoneal membranes process waste very quickly) might have been specifically recommended to use APD, though the authors describe this as "improbable".
It is generally difficult to reach strong conclusions about PD strategies because of the disparity in outcomes, definitions, and study protocols used across different research papers in this field.
Despite these limitations, the authors emphasize that their strict inclusion and exclusion criteria helped minimize some of these issues. 

	Sihombing, N. M. I., Nasution, B. R., & Siahaan, S. R. U. (2026). Arteriovenous fistula versus central venous catheter: A systematic review of impact on quality of life in hemodialysis patients. Indian Journal of Nephrology, 0, 1–8. 

	How does arteriovenous fistula (AVF) versus central venous catheter (CVC) vascular access affect health-related quality of life (HRQoL) in adult patients undergoing hemodialysis, and how do these factors influence these outcomes across populations?
	Systemic review
	Systematic review registered in PROSPERO (CRD420251068752) following PRISMA guidelines. Synthesized data from 15 observational studies (13 cross-sectional and 2 prospective cohort studies) conducted worldwide.
	The review included a total of 9,889 participants: 5,871 with AVF and 4,018 with CVC, ages ranging from 47.4–69.5 years, with 57.98% males. Studies were selected based on inclusion criteria of adult hemodialysis patients (>18 years), English language, full-text availability, use of validated HRQoL instruments (e.g., KDQOL, SF-36, SF-12, VAQ), and observational study design.
	HRQoL was assessed using validated instruments: KDQOL, SF-36/SF-12, and VAQ, all recognized for reliability and validity in dialysis populations. Data were systematically extracted using a predefined form that included demographics, dialysis vintage, comorbidities, laboratory results, and HRQoL domain scores. Two independent reviewers conducted screening and data extraction, with disagreements resolved by a third reviewer. Risk of bias was evaluated using the Newcastle–Ottawa Scale.
	AVF was consistently associated with better HRQoL in kidney disease-specific, physical, mental, and vascular access-related domains. Mean HRQoL score differences favored AVF by +4.32 (KDQOL), +4.71 (Physical Component Score), and +4.57 (Mental Component Score), while VAQ scores slightly favored CVC (–0.27). Twelve studies reported statistically significant benefits of AVF (p<0.05), whereas CVC showed superiority only in select subdomains such as pain, general health perception, and appearance in some older or highly comorbid populations. Heterogeneity in outcomes was influenced by age, comorbidity burden, dialysis vintage, and regional differences, with younger and Asian populations benefiting most from AVF. Findings were consistent with prior literature demonstrating AVF’s advantages for dialysis adequacy, lower complications, and improved quality of life.
	This is a cross-sectional design indicating causal inference restrictions; heterogeneity in HRQoL tools, populations, and outcome reporting; restriction to a few databases (PubMed, DOAJ, EBSCO); and potential influence of one large study (Lopes et al.) on overall findings. Baseline variables were sometimes incompletely reported, limiting subgroup analyses.

	Slabbert, A., & Chothia, M. Y. (2022). The association between office blood pressure and fluid status using bioimpedance spectroscopy in stable continuous ambulatory peritoneal dialysis patients. Clinical Hypertension, 28(1). 

	Is fluid overload associated with poor BP control in PD patients?
	Cross-sectional study

	Cross-sectional/observational analysis
	The study included 48 stable adult patients receiving CAPD at a dialysis unit in South Africa. Participants were consecutively recruited from the clinic and included if they were clinically stable and receiving ongoing CAPD treatment.
	Fluid status was measured using Body Composition Monitor (BCM), which uses bioimpedance spectroscopy to assess hydration status and fluid overload. Blood pressure was measured using standard office blood pressure measurements, and clinical and demographic data were collected during routine clinic visits. The BCM is a validated and widely used tool in nephrology for assessing fluid balance in dialysis patients.
	The study found that fluid overload measured by bioimpedance spectroscopy was significantly associated with higher systolic blood pressure in CAPD patients. Statistical analysis showed a moderate positive correlation between overhydration and systolic BP, indicating that excess fluid volume contributes to hypertension in PD patients. These findings are consistent with previous research showing that volume overload is a major contributor to hypertension in dialysis patients. Other studies have similarly demonstrated that improved fluid management can significantly improve blood pressure control in peritoneal dialysis populations.
	The study had several limitations, including a small sample size, a single-center design, and the cross-sectional methodology, which prevents determination of causality. These factors may limit the generalizability of the findings to broader dialysis populations.

	Tennankore, K. K., Nadeau-Fredette, A.-C., Matheson, K., Chan, C. T., Trinh, E., & Perl, J. (2021). Home versus in-center dialysis and day of the week hospitalization: A cohort study. Kidney360, 3(1), 10.34067/KID.0003552021. 

	Do home hemodialysis (HHD) and peritoneal dialysis (PD) differ from in‑center hemodialysis (ICHD) in terms of the risk of hospitalization on specific days of the week, particularly on Monday and Tuesday, which follow the long 2‑day interdialytic interval associated with higher adverse event rates in ICHD patients?
	National cohort study
	Retrospective cohort design, utilizing existing registry data (the Canadian Organ Replacement Register) over a defined period (2005–2014) to analyze hospitalization patterns.
	36,919 patients from the Canadian Organ Replacement Register from 2005 to 2014. Patients were classified into five treatment categories: conventional ICHD, home hemodialysis (HHD), frequent ICHD, frequent HHD, and peritoneal dialysis (PD). Hospitalizations were attributed to a modality if they occurred within 30 days of treatment unless a modality change had occurred.
	The main data source was the Canadian Organ Replacement Register, a nationally representative clinical registry with detailed longitudinal dialysis and hospitalization records. Standardized definitions and ICD coding were used to classify hospitalizations and their timing. Data collection spanned nearly a decade, enabling a comprehensive analysis of hospitalization patterns across different dialysis modalities.
	A total of 111,748 hospitalization episodes in 27,430 individuals were found and analyzed. Hospitalization rates per 1000 patient‑days were lowest for frequent HHD (2.13) and HHD (2.16), intermediate for PD (2.71) and conventional ICHD (2.98), and highest for frequent ICHD (3.76). Compared with conventional ICHD, frequent HHD was associated with lower odds of hospitalization on Monday/Tuesday (adjusted OR 0.89; 95% CI 0.81–0.97; P=0.007), and PD also had lower odds (OR 0.95; 95% CI 0.93–0.97). For cardiovascular‑related admissions, frequent HHD had even lower odds compared with ICHD (OR 0.68; 95% CI 0.48–0.96). These observations align with literature showing that the long interdialytic interval in conventional ICHD is linked to adverse cardiovascular and hospitalization events, whereas more frequent or home‑based schedules tend to smooth fluid and solute shifts and reduce risks.
	There might be other confounding factors such as socioeconomic factors, residual kidney function, and differences in patient support systems that could have influenced outcomes. It excluded patients from Quebec and Manitoba, lacked detailed dialysis schedules and treatment frequency for both in-center and home hemodialysis, and did not include missed or shortened sessions, which are risk factors for hospitalization.

	Trinh, E., Manera, K., Scholes-Robertson, N., & Shen, J. I. (2024). The burden of home dialysis: An overlooked challenge. Clinical Journal of the American Society of Nephrology.
	What aspects of home dialysis cause burden for both caregivers and patients?
	Qualitative
	Narrative review
	This study does not have specific sample size as inherently narrative reviews do not have specific control groups. 







	
	For this research, the authors used peer-reviewed medical journals, validated questionnaires from other studies, qualitative studies, patient surveys, and polls. Reliable tools like the Kidney Disease Quality of Life Survey-36, the Patient Health Questionnaire-9, the Beck Depression Inventory, and the Zarit Caregiver Burden Scale were referenced from earlier studies.

	The findings show that home dialysis can place significant burdens on patients and caregivers. These burdens include concerns about safely performing dialysis at home, physical symptoms such as fatigue and sleep disturbances, psychosocial challenges such as anxiety and depression, reduced ability to participate in daily life activities, space constraints for medical supplies, and caregiver burnout. Research cited in the article indicates that depression may affect up to one-third of home dialysis patients and psychosocial stress may lead to treatment discontinuation in up to one-third of patients.
	There was a lack of specific measurement tools as the author stated there is a need for the development of validated tools addressing quality of life for home dialysis patients. There was insufficient depth of qualitative data to help readers get a better understanding of the experiences, motivation and needs of the patients/ caregivers. 

	United States Renal Data System. (2025). 2025 Annual Data Report: Epidemiology of kidney disease in the United States. National Institutes of Health, National Institute of Diabetes and Digestive and Kidney Diseases. 

	What is the incidence and prevalence of ESKD in the U.S. over the last two decades, through the end of 2023? 

What are the trends in kidney replacement therapy (KRT) modalities among individuals with incident and prevalent end-stage kidney disease (ESKD) over time, and how do these trends vary by geographic region and demographic characteristics? 

What are the trends over time in the determination of optimal start times for end-stage kidney disease (ESKD) treatment?
	Quantitative (Non-experimental, Descriptive


	Observational
Population-based epidemiological study

	The researchers had to exclude certain populations and data points to maintain the integrity of their statistical models:
1. Age and Demographic Exclusions: For incidence and prevalence rate calculations, the study excluded individuals over 105 years old, those with unknown sex, and those identified with other, unknown, or multiple race/ethnicity (representing approximately 1.9% to 3.4% of the population depending on the specific analysis).
 
2. Uncertain Modalities: Analyses regarding treatment types excluded patients with an "Uncertain Dialysis" modality.

	United States Renal Data System (USRDS) ESKD database, which is based on the End Stage Renal Disease Quality Reporting System (EQRS) database, Medicare claims, United Network for Organ Sharing (UNOS) database, and the U.S. Census Bureau population data.

	Opposing Trends in Incidence: Between 2003 and 2023, the total number of people starting treatment for kidney failure rose 28% to 131,564. However, after adjusting for the aging and diversifying U.S. population, the incidence rate actually decreased by 21% (falling from 456 to 362 per million persons).
Record Prevalence: By the end of 2023, the total number of Americans living with ESKD reached an all-time high of 831,192, a 2% increase from 2022. This represents a resumption of growth after three years of relative stability during the COVID-19 pandemic.
High Mortality Rates: Survival remains a significant challenge; more than 50% of patients die within five years of starting treatment, and over 75% die within ten years.
 
Shift in Treatment Modalities: While in-center hemodialysis (HD) remains the most common treatment (81.7% of new cases), there is a significant shift toward peritoneal dialysis (PD), which reached a record high of 14.1% in 2023. Preemptive kidney transplants also reached a new high of 3.8%.
 
Optimal Starts: In 2023, 31.3% of patients experienced an "optimal start" (defined as a preemptive transplant, home dialysis, or in-center HD with permanent vascular access), a slight increase from 29.4% in 2020.

	Missing data regarding the primary cause of ESKD in certain groups. For example, 26.3% of transplant recipients and 84.0% of those with unknown modalities had missing data for the cause of their kidney failure.

	Wei, Z., Jin, Y., Cheng, J., Han, X., Liu, J., & Liu, S. (2023). Chinese experience on comparison of clinical efficacy and safety of hemodialysis and peritoneal dialysis in the treatment of diabetic kidney failure: a systematic review and meta-analysis. Frontiers in Medicine, 10(1116103). 

	How do peritoneal dialysis (PD) and hemodialysis (HD) compare in terms of efficacy and safety, including their effects on systolic blood pressure control, preservation of residual kidney function, and the risk of major adverse events such as cardiovascular events, bleeding, and infections?

	Systematic review and meta-analysis of observational studies.

	Systematic literature search with pooled statistical analysis of results from previously published studies.

	n= 1,354 patients.
(Peritoneal Dialysis (PD) group: 635 patients.
Hemodialysis (HD) group: 719 patients).
This combined sample was synthesized from 16 randomized controlled trials (RCTs) that met the study's inclusion criteria.

	Five electronic databases, including PubMed, Web of Science, Cochrane Library, China National Knowledge Infrastructure, and WANFANG DATA, were systematically searched for randomized controlled trials (RCTs). The selection process was conducted by two independent researchers (JYJ and CJX). Title, abstract, and full text of retrieved studies were evaluated strictly in accordance with the inclusion and exclusion criteria. A third researcher (W ZF) was consulted in disputed studies between the two researchers to make a final decision on the inclusion or exclusion of the study in quantitative synthesis. The inclusion criteria were presented as participants, interventions, comparisons, outcomes, and study design (PICOS) protocol.
 
Registered at the International Prospective Register of Systematic Reviews (Number CRD4202234
9799).
 
Egger’s test also concluded that both indicators had no significant publication bias in the meta-analysis results. The Duval and Tweedie’s trim and fill test for both indicators did not generate trim and fill, indicating that the effect sizes for both indicators were stable.
	 PD presents a better role in lowering SBP (SMD = -0.35, 95% CI: -0.64, -0.06) and protecting residual kidney function reflected by maintaining urine volume in diabetic kidney failure patients when compared with HD.
PD patients had a significantly lower risk of cardiovascular events (OR = 0.42, 95% CI: 0.28, 0.62) and bleeding events (OR = 0.41, 95% CI: 0.27, 0.62) compared to HD patients. While the risk of infection was higher in the PD group, this difference was not statistically significant (OR = 1.28, 95% CI: 0.92, 1.78). Furthermore, the meta-analysis results for the four indicators were stable and without significant publication bias. It is mainly related to the fact that PD uses the peritoneum as a dialysis membrane to remove medium and macromolecular toxins (e.g., vasopressor substances) from the body by diffusion and ultrafiltration. In addition, PD has less impact on human hemodynamics and kidney blood flow, which can ensure kidney perfusion to protect residual kidney function better.
 

	Regional Focus: the studies included in this meta-analysis were mainly focused on the Chinese region. Therefore, whether the findings of this study can be extrapolated to other countries needs to be confirmed by more studies in the future. Additionally, the follow-up time of some of the RCTs was too short to assess the long-term effects of both dialysis methods on diabetic kidney failure patients. 

	Yu, X., Jha, V., & Nakamoto, H. (2022). Should more patients with kidney failure bring treatment home? What we have learned from COVID-19. Kidney Diseases, 1–11. 
	Should more patients with kidney failure bring treatment home? 
	Qualitative
	Narrative Review and Perspective/ Commentary
	There is no specific sample size, as this type of study uses various other research findings to carry out the research.
	Peer-reviewed medical journals, national registries and reports, medical society guidelines and statements, and patient surveys and health technology assessments were used to collect and analyze data.
	The findings indicate that home dialysis offers significant advantages during public health emergencies such as the COVID-19 pandemic, including reduced exposure to infectious diseases and enhanced patient autonomy through flexible scheduling. However, barriers such as limited training, resource availability, and healthcare infrastructure may hinder broader adoption in some areas. This article cites international data showing that in-center dialysis patients faced higher COVID-19 exposure risks than those on home dialysis, aligning with existing nephrology literature on the safety and benefits of home dialysis modalities.
	There was no inclusion of home-based HD as it is inaccessible to many patients in the study group. In addition, COVID-19 testing plays a role in reporting the rates between HD and PD patients. As patients who are unable to get tested or fear contracting the virus have decreased visits to the clinic. 

	Zhang, Z., & Wang, Y. (2024). Management of cardiovascular diseases in chronic hemodialysis patients. Journal of Clinical Medicine. 

	What cardiovascular complications occur most frequently in patients receiving chronic hemodialysis, and what management strategies can improve cardiovascular outcomes in this population?
	Narrative literature review
	Narrative review of existing clinical studies examining cardiovascular disease risk, pathophysiology, and management strategies in patients undergoing chronic hemodialysis. 
	No primary sample was used. The authors synthesized findings from previously published clinical cohort studies and clinical guidelines related to cardiovascular diseases in hemodialysis patients. 
	Data were collected through a review of existing literature evaluating cardiovascular outcomes in dialysis populations. Studies included used various clinical measurements such as blood pressure monitoring, echocardiography, laboratory biomarkers, and cardiovascular event data. 
	Cardiovascular diseases are the leading cause of morbidity and mortality in patients undergoing chronic hemodialysis. Hypertension, volume overload, vascular calcification, and cardiac structural changes significantly increase cardiovascular risk. Effective management strategies include blood pressure control, volume management, dialysis adequacy, and pharmacologic therapies aimed at reducing cardiovascular complications. 
	Because the article is a narrative review, conclusions are dependent on the quality and variability of the studies included. Differences in study populations, treatment protocols, and measurement methods across the literature may limit the generalizability of the findings. 

	Zhao, Y. (2023). Comparison of the effect of hemodialysis and peritoneal dialysis in the treatment of end-stage renal disease. Pakistan Journal of Medical Sciences, 39(6), 1562–1567. 

	How do hemodialysis (HD) and peritoneal dialysis (PD) differ in treating end-stage renal disease (ESRD) patients, especially in terms of renal function, blood pressure, and complication rates?
	Comparative observational study / retrospective cohort study.
	Retrospective comparative study; pre-post evaluation with two groups (HD vs. PD); no randomization or control group.
	Patients (74 HD, 77 PD) who received dialysis for >12 months at the First People's Hospital of Tonglu County, China (Oct. 2020 – Nov. 2021). Average age 57.28 ± 8.47 years. Patients were grouped by dialysis mode. Excluded: malignant tumors, severe infection, cerebral hemorrhage, myocardial infarction, serious organ dysfunction, cognitive/mental disorders, and recent surgery.
	Data were collected from hospital clinical records. Blood urea nitrogen (BUN) and albumin (ALB) levels were measured using a fully automated biochemical analyzer (Hitachi, Japan). Intact parathyroid hormone (iPTH) was assessed using the chemiluminescence method (Beckman, USA). Kt/V was calculated according to the standard formula. Blood pressure was monitored continuously. No formal reliability or validity assessments were reported for the instruments.
	In dialysis, blood urea nitrogen (BUN) levels decreased in both groups, with a significantly lower value observed in the peritoneal dialysis (PD) group. Kt/V increased in both groups, but the increase was significantly greater in the PD group (P<0.05). Albumin (ALB) levels increased in both groups, with a significantly higher increase in the hemodialysis (HD) group, while ejection fraction (EF) was significantly higher in the PD group (P<0.05). Intact parathyroid hormone (iPTH), systolic blood pressure (SBP), and diastolic blood pressure (DBP) decreased in both groups, with significantly lower values in the PD group (P<0.05). The total complication rates were 44.59% for HD and 35.06% for PD, with no statistically significant difference between the groups (P=0.232). These findings are consistent with Xu XD et al. (2020), who reported that PD better preserves residual renal function and controls blood pressure. The results are partially consistent with the meta-analysis by Zou M et al. (2022), which found lower rates of cardiovascular and bleeding complications with PD.
	This study was conducted at a single center using a retrospective design. The small sample size and the short 12-month observation period may introduce bias. The absence of randomization and a control group increases the risk of selection bias. Consequently, the findings may not be generalizable beyond the study site. The lack of a significant difference in complications may be due to the limited sample size. Additionally, long-term survival data were not assessed.
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