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Abstract
Background: Controversy surrounds which factors are important for predicting early mortality after
dialysis initiation (DI). We investigated associations of predialysis course and circumstances affecting
planning and execution of DI with mortality following DI.

Methods: Among 1580 patients participating in the Peridialysis study, a prospective study of causes and
timing of DI, features of predialysis course, clinical and biochemical data at DI, incidence of unplanned
suboptimal DI, contraindications to peritoneal dialysis (PD) or hemodialysis (HD), and modality
preference, actual choice, and cause of modality choice were registered. Patients were followed for 12
months or until transplantation.

Results: First-year mortality was 20.2%. In addition to age and comorbid factors, independent factors
predicting death were: clinical contraindications to PD or HD, a rapidly falling eGFR before DI, suboptimal
DI, acidosis, high C-reactive protein, signs of overhydration (pulmonary stasis) and cerebral symptoms at
DI while eGFR at DI was not. Among 1061 (67.2%) patients who could select dialysis modality based on
personal choice, 654 (61.6%) chose PD, 368 (34.7%) center HD and 39 (3.7%) home HD. The 12-months
survival did not differ signi�cantly between patients receiving PD and in-center HD.

Conclusions: First-year mortality in incident dialysis patients was associated with high age, comorbidity,
worsening of kidney failure and clinical symptoms, acidosis, in�ammation, and suboptimal DI while
eGFR at DI and dialysis modality did not appear as predictors. These �ndings support the view that
choice of dialysis modality among patients who are able to make an informed decision can be based on
patient preference.

Introduction
The survival in patients with end stage renal disease (ESRD) starting on dialysis therapy has improved
during recent years but the mortality still remains high, especially during the initial months on dialysis
therapy [1-4] . There are many potential biological factors contributing to the poor initial outcomes [5,6] .
In incident hemodialysis (HD) patients, use of central venous catheter and hypoalbuminemia are
associated with the highest early mortality risk [7]. In addition to biological factors, predialysis care and
circumstances of dialysis initiation (DI), in particular suboptimal dialysis initiation are likely to play a role.

Most studies have showed initial lower mortality for patients treated with peritoneal dialysis (PD)
compared to in-center HD [8-12]. There are plausible reasons why this difference may be causal. PD is
associated with less hemodynamic stress, and a slower loss of residual renal function, a factor which is
generally recognised to improve health and prognosis [13,14]. Hemodialysis is associated with a marked
initial acceleration of mortality, particularly cardiovascular [15-17], that may be due to the unphysiological
�uctuations in solutes and �uid and the cardiac strain of hemodialysis that increase the risk for sudden
cardiac death, a common cause of death in dialysis patients [5,18,19]. On the other hand, studies
comparing the mortality of patients on peritoneal dialysis (PD) versus hemodialysis (HD) are complicated
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by the fact that patients are more likely to be treated with HD if they have multiple comorbidity and
suboptimal DI, usually de�ned as unplanned DI in an in-patient setting using a temporary central venous
catheter [20], and therefore statistical adjustments need to be performed. The fact that several studies
failed to show a difference between PD and HD on initial mortality may suggest that insu�cient
corrections have been made in earlier studies for factors potentially in�uencing mortality [21-23].

Predialysis care is likely to be important and the existence of a multidisciplinary predialysis clinic is
associated with reduced mortality [24-27]. Possible causality is speculative, putative factors being better
patient attention to symptoms, improved dietary and therapeutic treatment [27] and reduced frequency of
suboptimal DI.

Suboptimal DI is associated with increased mortality [7,28-32]. This may be causal, e.g. due to increased
incidence of bacteremia compared to use of arteriovenous �stula (AVF) [33], but may just be a marker of
the acute morbidity that often requires suboptimal DI.

Early referral to specialist nephrological care is associated with reduced mortality after DI.  [34-39]. It is
possible that this permits early dialysis planning with identi�cation of patients who wish to have
peritoneal dialysis, timely AVF placement for those who wish to have hemodialysis, and early
identi�cation of patients with rapid uremia progression. Rapid loss of renal function prior to DI is higher
in HD patients than PD [40] and is related to increased mortality [41].

The “Peridialysis” study is a prospective, multi-center, international prospective observational study of the
relevance of pre-dialysis renal care on causes and timing of dialysis initiation, modality choice and
clinical outcomes [42-44] . The present study focuses on the relationships of the predialysis course,
circumstances of DI, and choice of modality on short-term (1-year) mortality after DI.

Materials And Methods
This observational multinational multi-centre prospective study comprised 1619 ESRD patients who
started dialysis over a 3-year period at 15 nephrology departments from seven Nordic and Baltic
countries. The methodology of the “Peridialysis” project has been previously described [42-44]. All centers
delivered both PD and in-centre HD; some also home-HD; all had a developed and working
multidisciplinary pre-dialysis care team structure with nephrologists and experienced nurses; 13/15
centers also had access to a dietician, and 5/15 had access to social worker.

The commonest method of assessing residual renal function and guiding clinical treatment was
estimated glomerular �ltration rate (eGFR) as measured by the Chronic Kidney Disease Epidemiology
Collaboration (CKD-EPI) formula [45].

Patients

Patients included in this study were consecutive patients starting chronic dialysis therapy for end stage
renal disease (ESRD) at the participating centers between January 1, 2015 and December 31, 2017. Five
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centers had a shorter recruiting period.

   A patient was considered as having ESRD at �rst dialysis if:

1. The patient was diagnosed as having ESRD according to the treating physician; this was the most
used de�nition of ESRD.

2. The patient received dialysis treatment for >90 days.

3. If the doctor was in doubt whether the patient had acute or chronic renal failure, the patient was
included retrospectively as soon as there was no doubt that the patient had chronic renal failure and
ESRD.

The study protocol was approved by the ethical review boards in centers located in countries where
according to the country´s regulations this was required. The study was approved by the Swedish Ethical
Review Authority (Ref 2017/7), while in Denmark, due to the observational non-interventional design of
the study using anonymized patient data, the study protocol was not considered to be eligible for ethical
review. Informed consent - either written or verbal depending on the regulations in the different countries -
was obtained from participants in all centers including those in Denmark, with the exception of Lithuania,
where patient permission was waived by the ethics board (P2-BE-2-9/2014). The study is registered with
Clinical Trials.gov, identi�er NCT02488200. The Swedish approval was valid for all EU countries.

Methods
Patient clinical data

The following data were registered at DI: patient characteristics (age, sex, height, body weight, body mass
index (BMI) and underlying renal diagnosis),  selected comorbidities (previous myocardial infarction,
heart failure, cardiac atherosclerosis, cerebrovascular disease, diabetes, peripheral atherosclerosis,
previous cancer (except basocellular), chronic pulmonary disease, chronic liver disease, psychiatric
disease, and “other chronic conditions”), previous renal transplantation, and dialysis access. Data on
dialysis access was used to classify if the start of dialysis as optimal DI or suboptimal DI.

DI was classi�ed as optimal if:

1. The access was an AVF or graft (AVG);

2. The access was a tunnelled vascular catheter as the patient’s permanent access due to a medical
decision;

3. The access was a PD catheter, and PD was started >6 days after placement.

DI was classi�ed as suboptimal if:

1. The access was a temporary vascular catheter;
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2. The access was a tunnelled catheter, but a later AVF/AVG was planned;

3. The access was a PD catheter, and PD was started <6 days after placement.

Late referral was de�ned as referral to the specialist clinic <3 months before DI.

As pre-emptive transplants were often assessed and treated at other departments, patients receiving pre-
emptive transplants were excluded from the study.

Modality choice was planned by shared decision making before DI or shortly thereafter. Primary causes
of choice of dialysis modality choice included preference for PD (HD not possible); preference for HD
(physical contraindication to PD); preference for HD (mental contraindication to PD); preference for HD
(abdominal contraindication to PD); preference for HD (home dialysis modality not discussed); and other.
The remaining patients could choose between PD, in-centre HD and home HD depending on their personal
preferences. Changes in modality during the �rst year after DI were registered.

Patient biochemical data

The following biochemical data prior to or in conjunction with �rst dialysis were registered: blood
hemoglobin, plasma concentrations of urea, creatinine, potassium, hydrogen carbonate (bicarbonate),
albumin, C-reactive protein (CRP), total or ionized calcium, and phosphate. Most centers measured
ionized calcium; for other centers, ionized calcium was assumed to be 50% of total calcium. Whenever
available, plasma creatinine concentration and date of measurement were registered about three and six
months before DI.

Rapid rate of loss of eGFR was de�ned as a fall of eGFR >1 ml/min/1.73m2/month.

Reasons for dialysis initiation stated in questionnaire to physicians

Physicians gave details in an English language questionnaire of their reasons for prescribing chronic
dialysis at DI. They could choose between several pre-stated clinical and/or biochemical reasons. Details
of these have already been published. [42-44]. For the purposes of the present study, clinical symptoms
were registered if they were the primary cause of DI. Life-threatening conditions were de�ned as presence
of pulmonary stasis, dyspnea, cardiac symptoms, pericarditis, acidosis or hyperkalemia. Clinical reasons
(rather than biochemical) were stated to be the primary cause of DI in 63% % of patients [42].

Statistics
Data are presented as mean ± standard deviation (SD) for normally distributed variables, median
(interquartile range, IQR) for non-normally distributed variables, or as numbers and percentage.
Parametric variables were compared using the Students t-test and MANOVA, and non-parametric
variables using the Chi square, Mann-Whitney and Kruskal-Wallis tests.
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Kaplan Meier and forward stepwise Cox proportional hazards analysis were performed to identify
independent factors associated with mortality during the �rst year of dialysis. Patients were censored for
lost-to-follow-up or transplantation.

Forward stepwise regression analysis was performed to identify independent associations with modality
choice. Four models were analysed; all models included age, sex, comorbidity, plasma albumin and renal
diagnoses, and in addition selected variables as follows: “Predialysis” model included predialysis
variables: rate of eGFR change per month prior to DI, late referral and suboptimal DI. “Biochemical” model
included selected biochemical variables at DI. “Clinical” model included those clinical problems that were
stated as the primary cause of DI. “Combined model”, a �nal model that included all factors that were
statistically signi�cant in the previous three models.

A probability level of <0.05 was considered signi�cant. Signi�cance values were expressed as p<0.05,
p<0.01, p<0.001.  

Results
Altogether 1619 patients were recruited to the study; 39 patients were excluded due to insu�cient basic
data (n=10), lack of follow-up (n=12) or pre-emptive transplantation (n=17). The remaining 1580 patients
(age 63.7 ±15.4 years; women 35.9%) were included in the present study. Clinical details at DI were
available for 1544 (97.7%) patients and biochemical data in 1533 (97.0%) patients. The patient details
are shown in Table 1. The eGFR at DI was on average 7.3 ±3.6, median 6.7 (IQR 5.0-8.5) ml/min/1.73m2.

The mortality rate at 3- and 12- months was 7.0% and 20.2% respectively. There was no signi�cant
difference in mortality between the countries and regions involved in the study.

Age (but not sex), plasma albumin, most comorbidity conditions were highly correlated to mortality (see
Supplementary Table 1). The most important comorbid conditions were heart failure and peripheral
atherosclerosis (12-months mortality rate, 36.7% and 35.3%, respectively).

We analysed factors associated with mortality in four models. High age, comorbidity (with some
exceptions; vide supra) and low plasma albumin were associated with increased mortality in most
models. Other factors with signi�cant associations with mortality in crude models are shown in Table 2.
In the adjusted multivariate Predialysis model, glomerulonephritis and polycystic kidney disease were
associated with lower mortality while suboptimal DI, rapid eGFR loss 3 to 0 months before DI, physical
contraindication to PD, and contraindication to HD were associated with increased mortality risk. Patients
with suboptimal DI and rapid eGFR had the highest mortality (Fig. 1). In the adjusted Biochemical model,
acidosis, and CRP were associated with increased mortality while there was no relation to eGFR,
hypokalemia or hyperkalemia at DI.  In the adjusted Clinical model, focusing on clinical problems linked
to the primary cause of DI, pulmonary stasis and cerebral symptoms were the only independent risk
factors for death while polycystic kidney disease associated with lower mortality. Finally, in the Combined
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model, only physical PD contraindication, unplanned DI and a raised CRP predicted death independently
of age, albumin, and registered comorbidity (Fig. 2).

Among all 1580 patients, 1061 (67.2%) patients could select dialysis modality based on their personal
choice and were differentiated prospectively from patients with contraindications to one or the other
dialysis modality. Of these 1061 patients, 654 (61.6%) chose PD, 368 (34.7%) in-center HD and 39 (3.7%)
home HD. Mortality for home HD patients was similar to the other two groups, but the number was too
small for statistical analysis. 47 PD choice patients (7.6%) did not receive PD and 4 (0.1%) HD choice
patients did not receive HD. The details of the remaining 971 patients starting on PD (n=607) or HD
(n=364) are shown in Table 3. They were clinically similar, but PD patients had a lower incidence of late
referral, unplanned DI and eGFR loss rate, and a higher eGFR at DI. There was no overall signi�cant
difference in mortality (Fig. 3). A subgroup analyses including patients who had a planned optimal DI
gave similar results. The number of patients was too small to analyze the effects of age and DM.

Discussion
In our study, factors associated with one-year mortality after DI among 1580 incident dialysis patients
participating in the Peridialysis study [42-44] were investigated in three models that - in addition to age,
sex, comorbidity, plasma albumin and renal diagnoses - included data on predialysis course (“predialysis”
model), biochemical parameters (“biochemical” model), and primary clinical cause of DI (“clinical”
model). A fourth “combined model” that included all statistically signi�cant factors in the three separate
models (Table 2), showed that only high CRP, physical contraindications to PD, and suboptimal DI, were
associated with increased risk of death within one year after DI, independent of high age, low serum
albumin and comorbidity, whereas eGFR at DI was not related to mortality. These �ndings highlight the
importance of suboptimal DI, a potentially modi�able factor, as a contributor to early mortality in patients
starting on dialysis. In patients with a “free” choice of dialysis modality based on their personal
preferences, PD and in-center HD led to broadly similar short-term outcomes. Our results thus support
current recommendations that modality choice should be made according to patient preference rather
than for medical reasons [46,47].

In a previous study of factors associated with suboptimal DI in the same population, we found that late
referral and rapid eGFR loss were independent predictors of suboptimal DI and that patients with
suboptimal DI were more uremic at DI as judged by eGFR, had more electrolyte disturbances over and
above what would be expected from the level of eGFR, and had a higher CRP [43] (ref. CKJ suboptimal DI
article 2020). In the present study, these factors, except for eGFR at DI and late referral, were independent
predictors of increased mortality in one or more of the separate abovementioned multivariate models:
physical PD contraindication, rapid eGFR loss, suboptimal dialysis, acidosis, raised CRP, cerebral
problems, and pulmonary stasis. Thus, in the model focusing on factors involved in the predialysis
course (“predialysis” model), physical contraindication to PD or HD and suboptimal DI associated with
higher risk, while a renal diagnosis of polycystic kidney disease and glomerulonephritis were associated
with lower risk. In the multivariate analysis focusing on biochemical parameters (“biochemical” model),



Page 9/24

only elevated CRP and severe acidosis, associated with mortality, and in the model focusing on clinical
causes of DI (“clinical” model), pulmonary problems, i.e., pulmonary stasis and cerebral problems
(primarily coma) associated with increased risk while polycystic kidney disease associated with lower
risk.

Some of these �ndings have previously been reported. Causal explanations of these associations are
purely speculative. Physical PD contraindication can be regarded as a surrogate marker of comorbidity.
One can imagine that an acute infection, e.g. pneumonia, could result in accelerated eGFR loss and
suboptimal DI, the pneumonia being the primary cause of death. Rapid loss of renal function prior to DI
has previously been associated with mortality [41,48] and could be expected to continue after DI.
Residual renal function is associated with reduced mortality after DI, independently of total (renal and
dialysis) Kt/V or creatinine clearance [49,50]. An alternative scenario emphasizes the pre-dialytic course,
where rapid eGFR loss leads to delayed dialysis planning, with subsequent requirement for suboptimal DI
in a clinical situation of severe uremia, pulmonary stasis and acute infection. Subsequent mortality would
then be a consequence of poor clinical condition at DI and subsequent catheter-related complications.

Many studies have been published concerning the relative survival of PD and center HD patients
including recent comprehensive reviews [47,51,52].  Most studies show a reduced mortality relative to HD
during the early period after DI [8-10,53-56], but others an increased mortality [38,52,57,58]. Other studies
have not found any difference [21,23,59].  PD seems to be advantageous for younger patients and non-
diabetics. It has been suggested that the apparent early PD survival advantage is due to previous
statistical analyses not correcting su�ciently for differences in patient clinical status, and that there are
no major differences in mortality [21,22].  One major advantage of this study, compared to previous
papers, is that patients were assessed before or at DI for suitability for HD and PD. Excluding unsuited
patients will result in a more accurate assessment of the consequences of choosing in-center HD or PD. 
As previously described [40],  PD patents had a slower rate of eGFR prior to DI and also had a higher
eGFR at DI, but this did not affect the �nding regarding mortality. Our results support the hypothesis that
there are no major differences in short term prognosis for incident patients who were able to make a free
choice based on their personal preference (Fig. 3).

This study has some weaknesses. Being an observational study, causal conclusions cannot be made.
The number of patients is insu�cient to demonstrate minor differences in mortality between HD and PD
patients. The data were reported by physicians, who may have differed in their assessment of patient
modality suitability.

In conclusion, �rst-year mortality in incident dialysis patients associated with high age, comorbidity,
worsening of kidney failure, clinical symptoms, acidosis, in�ammation, and suboptimal DI while eGFR at
DI and dialysis modality did not appear as independent predictors. These �ndings highlight that
suboptimal DI, a potentially modi�able factor, is a signi�cant contributor to early mortality in patients
starting on dialysis, indicating that predialysis care, early education and planning are warranted as it is
possible that an intensive pre-dialytic program, with early access planning, and particular attention paid
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to rapid eGFR loss, infectious complications and overhydration prophylaxis could reduce early mortality
after DI.  Our results that PD and in-center HD lead to broadly similar short-term outcomes, support
current recommendations that modality choice should be based on patient preference rather than
medical reasons only [46,47].
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Table 1. Patient details
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  All %

Total 1580  

Age (years) 63.7 ±15.4  

Female sex 568 35.9

Renal diagnosis    

Glomerulonephritis 283 17.9

Chronic interstitial nephritis 186 11.8

Polycystic kidney disease 105 6.6

Diabetic nephropathy 386 24.4

Hypertensive 301 19.1

Other 178 11.3

Unknown 141 8.9

Comorbidity    

None 426 27.0

Previous myocardial infarct 170 10.8

Heart failure 262 16.6

Cerebrovascular disease 188 11.9

Peripheral vascular disease 193 12.2

Diabetes mellitus 548 34.7

Cancer 261 16.5

Pulmonary disease 150 9.5

Hepatic disease 60 3.8

Previous kidney transplant 81 5.1

Psychiatric illness 67 4.2

Table 2. Factors showing signi�cant associations with �rst-year all-cause mortality risk among 1580
patients starting dialysis in three separate models and a combined model including all factors with
signi�cant associations to mortality in the three separate models. All models were adjusted for age,
serum albumin and comorbidity.   
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      Odds ratio (95% CI)

  Number Percent Crude
model

Multivariate models¤

        Separate
model

Combined
model

Renal diagnosis       Predialysis
model

 

Polycystic disease 105 6.6 0.21
(0.09-
0.50)c

0.39 (0.17-
0.88)a

 

Glomerulonephritis 283 17.9 0.38
(0.23-
0.63)c

0.60 (0.40-
0.89)a

 

Predialysis course          

DGFR 6-3 months before DI >1
ml/min/1.73m2/month

349 22.1 1.32
(1.00-
1.74)a

   

DGFR 3-0 months before DI >1
ml/min/1.73m2/month

527 43.4 1.72
(1.33-
2.22)c

1.41 (1.07-
1.87)a

 

Suboptimal DI 667 42.2 2.00
(1.60-
2.51)c

1.53 (1.19-
1.95)c

1.44
(1.12-
1.85)b

Late referral (>3 months before DI) 310 21.1 1.49
(1.14-
1.93)b

   

           

Access (vs. AVF)          

Temporary CVC Access 448 28.4 2.66
(1.89-
3.74)c

   

Acute PD 70 4.4 2.17
(1.25-
3.75)b

   

           

Modality Choice (vs. HD as free
choice)

         

HD contraindicated 46 2.9 3.52
(2.05-

1.99 (1.22-
3.25)b
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6.05)c

Physical PD contraindication 142 9.0 3.64
(2.47-
5.35)c

2.20 (1.64-
2.96)c

2.04
(1.51-
2.74)c

PD not offered 106 6.7 1.73
(1.10-
2.72)a

   

           

Biochemical variables at dialysis
initiation

      Biochemical
model

 

eGFR (ml/min/1.73m2)     0.91
(0.73-
1.14)NS

   

Hemoglobin ≥7 mmol/L 987 63.2 0.77
(0.62-
0.97)a

   

Urea ≥30 mmol/L 876 57.1 1.64
(1.29-
2.10)c

   

Bicarbonate ≥15 mmol/L 1018 86.8 0.56
(0.41-
0.77)c

0.67 (0.48-
0.94)a

 

C-reactive protein 10-49 mg/L* 419 29.1 2.86
(2.13-
3.86)c

2.28 (1.62-
3.19)c

2.36
(1.74-
3.18)c

C-reactive protein ≥50 mg/L* 315 21.9 4.22
(3.13-
5.68)c

2.60 (1.81-
3.73)c

2.63
(1.91-
3.63)c

Ionized calcium ≥1.15 mmol/L 1222 81.4 0.62
(0.48-
0.81)c

   

Phosphate ≥2.0 mmol/L 654 1479 1.60
(1.27-
2.03)c

   

           

Primary clinical causes of dialysis
initiation

      Clinical
model

 

Polycystic disease Ut
supra

Ut
supra

Ut supra 0.38 (0.16-
0.92)a
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Life-threatening 300 19.4 1.94
(1.52-
2.48)c

   

Pulmonary stasis 126 8.2 2.10
(1.52-
2.89)c

1.72 (1.23-
2.41)b

 

Dyspnea 70 4.5 1.89
(1.24-
2.90)b

   

Edema 36 2.3 1.68
(1.18-
2.40)b

   

Cardiac symptoms 36 2.3 1.15
(0.57-
2.32)NS

   

Cerebral symptoms     2.88
(1.36-
6.09)b

4.02 (2.16-
9.87)c

 

Fatigue 293 19.0 0.63
(0.45-
0.88)b

   

Anorexia 388 25.1 0.34
(0.13-
0.91)a

   

a:p<0.05; b:p<0.01; c:p<0.001. #with some exceptions.  ¤: age, comorbidity and albumin factors not
shown. *vs. <10 mg/L. GFR: glomerular �ltration rate; AVF: arteriovenous �stula; CVC: central venous
catheter; PD peritoneal dialysis; HD: hemodialysis; NS: not signi�cant

Table 3. Patient details and all-cause mortality risk of PD vs. HD among patients who could choose freely
between in-center HD and PD based on their personal preferences and among patients with optimal
dialysis initiation (DI)
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  All Optimal DI

  PD

n=607

HD

n=364

PD

n=469

HD

n=211

Patient characteristics        

Age (years) 62.9
±15.7

62.4 ±15.6 63.3
±15.1

64.1 ±15.4

Female sex, n(%) 212
(34.9%)

120
(33.0%)

166
(35.1%)

74 (35.1%)

Unplanned DI, n(%) 131
(21.5%)

153 (42%)c 0 0

Late referral, n(%) 60
(10.6%)

69 (20.4%)c 23 (5.2%) 11 (5.7%)

Plasma albumin (g/L) 34.2 ±6.1 33.7 ±6.8 35.0 ±5.6 35.2 ±5.8

Comorbidity number (mean) 0.90 0.95 0.83 0.98

Comorbidity number (median (IQR)) 1 (0-1) 1 (0-2) 0 (0-1) 0 (0-2)

GFR fall 3 to 0 months before DI
(ml/min/1.73m2/month)

6.9 (2.4-
14.0)

10.2 (4.9-
19.7)c

6.1 (2.1-
12.3)

7.6 (3.3-
13.4)a

eGFR at DI (ml/min/1.73m2) 7.6 ±3.4 6.7 ±2.8c 7.9 ±3.4 7.2 ±2.9b

Mortality (%)        

3-months (%) 3.0 3.9 3.0 2.4

12-months (%) 15.5 14.8 15.2 14.0

Mortality risk PD vs.HD

(Odds ratio (95% CI)

       

Crude model 1.13 (0.80-1.61) 0.92 (0.59-1.43)

Adjusted Model*    

All patients 1.14 (0.78-1.61) 1.13 (0.73-1.76)

Adjusted models for subgroups*    

No DM 1.39 (0.83-2.32) 0.82 (0.43-1.54)

DM 0.90 (0.54-1.48) 0.98 (0.52-1.84)

Age <65 years 0.60 (0.30-1.25) 1.64 (0.71-3.64)

Age >65 years 1.37 (0.90-2.08) 0.67 (0.39-1.14)
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a:p<0.05; b:p<0.01; c:p<0.001. *Adjusted for signi�cant comorbidity

Supplementary Table 1. Unadjusted odds ratios (95% con�dence limits) for mortality for clinical variables

  Odds ratio

Age (decade) 1.46 (1.33-1.60)c

Female sex 1.01 (0.80-1.28)

Renal diagnosis  

Glomerulonephritis 0.46 (0.31-0.66)b

Chronic interstitial nephritis 1.29 (0.94-1.77)

Polycystic kidney disease 0.27 (0.12-0.60)b

Diabetic nephropathy 1.03 (0.79-1.33)

Hypertensive 1.01 (0.75-1.33)

Comorbidity  

Previous myocardial infarct 1.84 (1.37-2.47)c

Heart failure 2.52 (1.97-3.20)c

Other heart disease 1.34 (0.98-1.83)

All heart disease 2.27 (1.81-2.84)c

Cerebrovascular disease 1.68 (1.26-2.25)c

Peripheral vascular disease 2.15 (1.64-2.82)c

Diabetes mellitus 1.34 (1.07-1.69)b

Cancer 1.75 (1.35-2.27)c

Pulmonary disease 1.71 (1.24-2.36)c

Hepatic disease 1.61 (1.00-2.60)a

Previous kidney transplant 0.88 (0.51-1.50)

Psychiatric illness 1.47 (0.93-2.34

a:p<0.05; b:p<0.01; c:p<0.001.

Figures
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Figure 1

Relationship of mortality to optimal and suboptimal dialysis initiation with and without rapid loss of
eGFR during three months prior to dialysis initiation.
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Figure 2

Relationship of mortality to selected reasons for modality choice: HD free choice; PD free choice; Physical
PD contraindication; Mental PD contraindication. Intention-to-treat analysis
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Figure 3

Relationship of mortality to free choice of modality. As-treated analysis.


