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Furthermore, different populations of cultured bone cells
seemed to be specifically stimulated by certain intensities of
electrical fields. Such electrical stimuli might circumvent the
prostaglandin E2 system, triggering adenyl cyclase directly
and inducing DNA synthesis.
How prostaglandins might convert a mechanical stimulus

into an osteogenic one is uncertain. Prostaglandin E2 is a
powerful bone resorber, but its effect depends on its amount,
and it may also enhance osteogenesis. The study of the
behaviour of bone cells in culture-and in other experi-
mental systems-may be said to have little present relevance
to man; but it does suggest how mechanical forces might act
on the osteoblast and provides a way forward for future
investigation.

If this extraordinary cell, the osteoblast-which synthesises
bone matrix, mineralises it, and controls the activity of other
cells9-is in fact sensitive to mechanical (and electrical)
stimuli, why is exercise not universally successful in increasing
bone mass? Some reasons are obvious. One is the coupling of
bone formation to resorption; another, as in the athletes with
amenorrhoea, is oestrogen deficiency. Doubtless there are
many unrecognised limitations to the osteogenic effect of
exercise on bone. Clues may come from the striking effect of
immobilisation or satellite travel on the skeleton, where there
appears to be an uncoupled decrease in osteoblastic and
increase in osteoclastic activities, and where in neither case is
the loss of bone alleviated by exercise. '0

Should we therefore recommend exercise as a treatment
for osteoporosis? Certainly some are not impressed by its
efficacy." But in the elderly, where osteoporosis may be
partly due to sleepy osteoblasts, the answer is probably yes. 2
In the young the answer is not so clear, and where exercise is

so excessive that it produces amenorrhoea loss of bone from
the spine will be aggravated rather than prevented. In this
regard we must remember the differences in the behaviour of
weight bearing, predominantly cortical bones and that of
predominantly trabecular bones. 3
We still have a lot to learn about the effects of mechanical

forces on the skeleton. As jogging and space travel become
more popular and the population ages, the answers will be
sought more avidly. The search will not only be advancing
our knowledge of bone disease but also throwing light on an
important problem in cell biology.
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Regular Review

Is peritoneal dialysis a good long term treatment?

G A COLES

Long term treatment for terminal renal failure with
peritoneal dialysis was first achieved successfully by Boen
and colleagues.' The technique did not become suitable for
general use, however, until a satisfactory permanent
peritoneal catheter was developed.2 Since then very many
patients have received intermittent peritoneal dialysis.
Continuous ambulatory peritoneal dialysis was first
developed in 1975.3 This technique is now used widely,
particularly in Britain, where 1104 patients were under-
going treatment at the end of 1982.4 In 1983 nearly half of
all children in Britain having dialysis were receiving
continuous ambulatory peritoneal dialysis5; in Canada, too,
nearly half of all new patients are being offered this
treatment.6 Continuous ambulatory peritoneal dialysis has

helped individual units in Britain to increase the numbers of
new patients they can take on.7

Despite the phenomenal growth in the use of this form of
treatment, the long term prognosis for patients receiving
peritoneal dialysis remains uncertain. In the June 1984 issue
of the Peritoneal Dialysis Bulletin Oreopoulos described a
patient maintained in reasonable health for over 10 years
with intermittent peritoneal dialysis alone and then con-
tinuous ambulatory peritoneal dialysis.8 This woman may
well be the longest survivor on peritoneal dialysis in the
world to date.
More patients have received intermittent peritoneal

dialysis than continuous ambulatory peritoneal dialysis,
since the treatment is often used as a temporary measure
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before haemodialysis or transplantation. It may also be used
as a last resort.9 Little is known about the long term results
of intermittent peritoneal dialysis, though individual
patients have survived over six years. Much more data are
available for continuous ambulatory peritoneal dialysis.
One of the major benefits of continuous ambulatory

peritoneal dialysis is that most patients have a rise in
haemoglobin concentration owing to an increase in red cell
mass.'1" This haematological response may be of particular
value in children and contrasts with the need for repeated
transfusion during haemodialysis. A postal survey of
patients having continuous ambulatory peritoneal dialysis in
the United States suggested that they were capable of more
physical activity than recipients of haemodialysis.'2 The
data for the latter group were taken from a separate study,
however, and thus did not form a comparable population."3

Haemodialysis is well known to be associated with stress
in both patients and families. A comparison of patients
receiving continuous ambulatory peritoneal dialysis and
haemodialysis, matched for demographic variables and time
on dialysis, suggested that the former were more satisfied
with relations at home than patients receiving haemo-
dialysis.'4 Certainly in the short term most patients who
transfer from haemodialysis to continuous ambulatory
peritoneal dialysis prefer the latter. Children are said to
prefer peritoneal dialysis, not least because of the absence of
needles.'5 Teenagers and young adults may choose haemo-
dialysis, however, simply because it allows them freedom
between treatment sessions.
One problem with any form of peritoneal dialysis is loss

of protein through the peritoneum. This may be serious
during peritonitis, when hypoalbuminaemia may develop
rapidly. Patients having haemodialysis need 1 g protein/
kg/day but adults having continuous ambulatory peritoneal
dialysis need at least 1-3 g/kg/day.'6 In practice many
patients do not take sufficient protein and have a fall in total
body nitrogen.' A survey of children receiving continuous
ambulatory peritoneal dialysis has shown that their intake of
protein and energy is often less than prescribed and that
they show evidence of poor nutrition.'8 Children with
chronic renal failure grow poorly, and treatment with a
transplant gives better results than haemodialysis. The
response to continuous ambulatory peritoneal dialysis is still
uncertain, owing partly to the small numbers so far treated.
Their growth velocity was reduced in one study,'9 but in
another the increase in height was said to be as fast with
continuous ambulatory peritoneal dialysis as with a graft.20
Some patients with chronic uraemia have raised tri-

glyceride concentrations. Treatment with continuous
ambulatory dialysis is associated with a rise in the serum
concentrations of both total cholesterol and very low density
lipoprotein cholesterol,2' whereas in haemodialysis these
values remain normal. Whether this increase in cholesterol
will be associated with an increased risk of cardiovascular
disease remains uncertain.
The main complication of any form of peritoneal dialysis

is peritonitis due to micro-organisms. If the infection is not
adequately treated sufficient adhesions may occur to
obliterate the peritoneal cavity. This is particularly likely if
the organism is a fungus or yeast. Removal of the catheter
and temporary transfer to haemodialysis may be necessary.
Repeated bacterial peritonitis may lead to loss of the cavity
from sclerosing peritonitis.22

Renal physicians have worried that the peritoneal mem-
brane had not evolved to be "insulted" by man made fluids
for years on end so that long term treatment would be a rare
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occurrence or impossible. Clearly the experience of
Oreopoulos's patient shows that 10 years is feasible, but she
had spent half that time having intermittent peritoneal
dialysis before switching to continuous ambulatory
peritoneal dialysis. Apparently in the absence of severe
peritonitis the clearance or removal rate of metabolites
shows no sign of reduction in the first few years of
continuous ambulatory peritoneal dialysis. The possible loss
of ultrafiltration capacity is another matter. Slingmeyer and
colleagues suggested that by two years a third of patients
receiving continuous ambulatory peritoneal dialysis had lost
a substantial proportion of that filtration capacity and that
eventually they needed to change their treatment.23 An
international study has shown that the use of acetate is far
more likely to lead to this problem than lactate.24 Part of the
phenomenon may be artefactual because of a falling urine
output and excess fluid intake.25 Even with lactate solutions,
however, a few patients develop fluid retention within two
to three years of starting treatment. Sometimes "resting"
the membrane by switching to haemodialysis for a period
allows recovery.
Any programme of continuous ambulatory peritoneal

dialysis requires support by haemodialysis facilities.
Perhaps as many as 80% of patients having had more than
two years' treatment will have needed haemodialysis at
some time.26 Even if that estimate is too high the need is
sufficient to prevent continuous ambulatory peritoneal
dialysis being developed on a large scale by district general
hospitals with no haemodialysis facilities. The under-
provision of dialysis facilities in Britain cannot, therefore,
easily be solved by encouraging further growth of con-
tinuous ambulatory peritoneal dialysis.

Survival is clearly what concerns patients most. A study
from Canada suggested that at two years the survival of non-
diabetics having continuous ambulatory peritoneal dialysis
was the same as those receiving haemodialysis.6 A report
from seven renal units in Britain found no gross differences
between the two treatments over the first two years.27 The
registry of the European Dialysis and Transplant Associa-
tion, however, has recently analysed the interval mortality
for over 1000 patients receiving continuous ambulatory
peritoneal dialysis. They were matched with patients
receiving haemodialysis of the same age, sex, primary
diagnosis, country, body weight, and starting date of
treatment. During the first year there was no difference but
thereafter there was increasing interval mortality in those
having continuous ambulatory peritoneal dialysis.9 Since
the patients were not randomly selected for the various
treatments, however, the difference may possibly have been
determined by other prognostic factors rather than the
treatment itself.28 Most studies have found a higher pro-
portion of patients having continuous ambulatory peritoneal
dialysis with pre-existing cardiovascular disease or diabetes
than those having haemodialysis.
A further concern is the relatively high drop out rate

owing to technical failure. The United States continuous
ambulatory peritoneal dialysis registry reported that two
thirds of patients were still using this treatment after one
year," and the European Dialysis and Transplant Associa-
tion noted that by two years only 40% were continuing with
continuous ambulatory peritoneal dialysis. After exclusion
of transplants, loss to follow up, and recovery of function
there remained a technical failure rate of 38%.' Most
patients had transferred to haemodialysis.
These seemingly poor results have directed attention to

the selection of patients. A report from Manchester
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concluded that those who would otherwise have been
suitable for home haemodialysis had fewer problems with
continuous ambulatory peritoneal dialysis.30 An American
study found that patients whose training took a long time
had an increased risk of peritonitis.'2 Younger patients did
less well, possibly because they were in too much of a
hurry-a phenomenon not confined to those having
dialysis. A further consideration has been whether certain
people are more or less susceptible to infection. Recent
work suggests that patients having high opsonic activity
against Staphylococcus epidermidis in their peritoneal effluent
have a lower chance of peritonitis.3' If confirmed this may
prove a valuable way of predicting a high risk group.

Clearly the best way of comparing the results of treatment
would be a prospective randomised trial, but none has been
reported. Furthermore, it is doubtful if any such study
could be performed since it would deny patients the right to
choose. How, then, should the nephrologist advise a
patient? There seems little doubt that in the short term (two
to three years) certain patients do better with continuous
ambulatory dialysis-for example, those with serious
cardiovascular disease, diabetes,32 33 very small children, and
those who fear machines. Patients having problems with

training for continuous ambulatory peritoneal dialysis or
who have repeated peritonitis should be transferred to
haemodialysis.
The question that needs to be answered is whether

younger patients should be offered peritoneal dialysis as a
first treatment. Quite possibly continuous ambulatory
peritoneal dialysis might give as good results as haemo-
dialysis in selected groups, but clinicians will remember
that haemodialysis has kept patients alive for 20 years4 with
57% of those aged 15 to 34 surviving 10 years,34 whereas no
such data are available on the results of peritoneal dialysis.
Rubin and colleagues have commented that so far there is
no evidence that peritoneal dialysis offers any lower
morbidity or mortality than haemodialysis.35 One must,
therefore, conclude that for the younger patient with good
family support and no other serious medical problems home
haemodialysis gives the best chance of longevity and
least chance of serious morbidity (short of a successful
transplant).

G A COLES
Consultant Physician,
Cardiff Royal Infirmary,
Cardiff CF2 1SZ

1 Boen ST, Mulinari AS, Dillard DH, Scribner BH. Periodic peritoneal dialysis in the
management of chronic uremia. Trans Am Soc Artif Intern Organs 1%2;8:256-65.

2 Tenckhoff H, Schechter H. A bacteriologically safe peritoneal access device. Trans Am Soc Artif
Intern Organs 1%8;14:181-7.

3 Popovitch RP, Moncrief JW, Decherd JB, Bornar JB, Pyle WK. The definition of a novel
portableJwearable equilibrium peritoneal dialysis technique. Abstracts of the American Society
for Artlct'al Internal Organs 1976;5:64.

4 Wing AJ, Broyer M, Brunner FP, et al. Combined report on regular dialysis and transplantation
in Europe XIII, 1982. Proc Eur Dial Transplant Assoc 1983;20:5-71.

5 Broyer M, Rizzoni G, Brunner FP, et al. Combined report on regular dialysis and
transplantation of children in Europe, 1983. Proc Eur Dial Transplant Assoc (in press).

6 Posen G, Lam E, Rappaport A. CAPD in Canada in 1982. Peritoneal Dialysis Bulletin 1984;4:
72-4.

7 Nicholls AJ, Waldek S, Platts MM, Moorhead PJ, Brown CB. Impact of continuous ambulatory
dialysis on treatment of renal failure in patients aged over 60. Br Med 7 1984;288:18-9.

8 Oreopoulos DG. Duration of peritoneal dialysis-ten years and more. Peritoneal Dialysis
Bulletin 1984;4:61-2.

9 Kramer P, Broyer M, Brunner FP, et al. Combined report on regular dialysis and
transplantation in Europe, XIV, 1983. Proc Eur Dial Transplant Assoc (in press).

10 De Paepe M, Schelstraete K, Ringoir S, Lameire N. Influence of continuous ambulatory
peritoneal dialysis on the anaemia of endstage renal disease. Kidney Int 1983;23:744-8.

11 Saltissi D, Coles GA, Napier JAF, Bentley P. The haematological response to continuous
ambulatory peritoneal dialysis. Clin Nephrol 1984;22:21-7.

12 Fragola JA, Grube S, Von Bloch L, Bourke E. Multicentre study of physical activity and
employment status of continuous ambulatory peritoneal dialysis (CAPD) patients in the
United States. Proc Eur Dial Transplant Assoc 1983;20:243-9.

13 Gutman RA, Steed WW, Robinson RR. Physical activity and employment status of patients on
maintenance dialysis. N Engl7Med 1981;304:309-13.

14 Burton Hj, De-Nour AK, Conley JA, Wells GA, Wai L. Comparison of psychological
adjustment to continuous ambulatory peritoneal dialysis and home haemodialysis. Peritoneal
Dialysis Bulletin 1982;2:76-8.

15 Baum M, Powell D, Calvin S, et al. Continuous ambulatory peritoneal dialysis in children.
Comparison with hemodialysis. N EnglJ Med 1982;307: 1537-42.

16 Blumenkrantz Ml, Kopple JD, Moran JK, Coburn JW. Metabolic balance studies and dietary
protein requirements in patients undergoing continuous ambulatory peritoneal dialysis.
Kidney Ins 1982-;21:849-61.

17 Williams P, Kay R, Harrison J, et al. Nutritional and anthropometric assessment of patients on
CAPD over one year: contrasting changes in total body nitrogen and potassium. Peritoneal
Dialysis Bulletin 1981;1:82-7.

18 Salusky IB, Fine RN, Nelson P, Blumenkrantz MJ, Kopple JD. Nutritional status of children
undergoing continuous ambulatory peritoneal dialysis. Am J Clin Nutr 1983;38:599-61 1.

19 Salusky IB, Kopple JD, Fine RN. Continuous ambulatory peritoneal dialysis in pediatric
patients: a 20 month experience. Kidnev Int 1983;24:S101-5.

20 Fennell RS, Orak JK, Hudson T, et al. Growth in children with various therapies for end stage
renal disease. AmJ Dis Child 1984;138:28-31.

21 Ramos JM, Heaton A, McGurk JG, Ward MK, Kerr DNS. Sequential changes in serum lipids
and their subfractions in patients receiving continuous ambulatory peritoneal dialysis.
Nephron 1983;35:20-3.

22 Gandi VC, Humayun HM, Ing TS, et al. Sclerotic thickening of the peritoneal membrane im
maintenance peritoneal dialysis patients. Arch Intern Med 1980;140:1201-3.

23 Slingmeyer A, Canaud B, Mion C. Permanent loss of ultrafiltration capacity of the peritoneum in
long term peritoneal dialysis: an epidemiological study. Nephron 1983;33:133-8.

24 Nolph KD, Ryan L, Moore H, Legrain M, Mion C, Oreopoulos DG. Factors affecting
ultrafiltration in continuous ambulatory peritoneal dialysis. Peritoneal Dialysis Bulletin
1984;4: 14-9.

25 Cole CH, Prichard S. Waddell RW. Increased use of hypertonic dialysate by CAPD patients
following repeated episodes of peritonitis. Peritoneal Dialysis Bulletin 1984;4:6-9.

26 Provant B. Haemodialysis (HD) requirements of CAPD patients. Peritoneal Dialysis Bulletin
1984;4:S5 1.

27 Lloyd C, Baillod R, Gokal R, et al. Multicentre study on outcome of patients on CAPD and
haemodialysis (HD). Periuoneal Dialysis Bulletin 1984;4:S37.

28 Hutchinson TA, Thomas DC, Lemieux JC, Harvey CE. Prognostically controlled comparison of
dialysis and renal transplantation. Kidney Int 1984;26:44-5 1.

29 Khanna R, Nolph KD. Advances in peritoneal dialysis. Fourth national conference on CAPD.
Dialysis and Transplantation 1984;13:526-31.

30 Coward RA, Uttley L, Murray Y, Greenwood E, Mallick NP. The importance of patient sclection
for CAPD. Peritoneal Dialysis Bulletin 1982 ;2:8-10.

31 Keane WF, Comty CM, Verbrugh HA, Peterson PK. Opsonic deficiency of peritoneal dialysis
effluent in continuous ambulatory peritoneal dialysis. Kidney Int 1984;25:539-43.

32 Rottembourg J, de Groc F, Poignet JL, Legrain M. Is continuous ambulatory peritoneal dialysis
the best dialysis choice for insulin dependent diabetics? Proc Eur Dial Transplant Assoc
1982;19:21 5-26.

33 Flynn CT. Long-term continuous ambulatory peritoneal dialysis. Proc Eur Dial Transplant Assoc
1983;20:700-4.

34 Wing AJ, Brunner FP, Brynger H, et al. Combined report on regular dialysis and
transplantation in Europe, VIII, 1977. Proc Eur Dial Transplant Assoc 1978;15:2-76.

35 Rubin J, Barnes T, Burns P. Comparison of home hemodialysis to continuous ambulatory
peritoneal dialysis. Kidney Int 1983;23:51-6.

 on 13 M
arch 2024 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J (C

lin R
es E

d): first published as 10.1136/bm
j.290.6476.1164 on 20 A

pril 1985. D
ow

nloaded from
 

http://www.bmj.com/

