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Sodium removal in peritoneal dialysis: is there room for a new parameter in dialysis adequacy?

Élimination du sodium en dialyse péritonéale : existe-t-il de la place pour un nouveau paramètre dans l’adéquation de la dialyse ?
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Résumé
En dialyse péritonéale (DP), ainsi qu’en hémodialyse 
(HD), une faible clairance du soluté mesurée par le Kt/ 
V urée a longtemps été utilisée comme représentant 
l’adéquation de la dialyse. On pensait initialement que 
l’amélioration de la clairance de l’urée augmentait la 
survie des patients dialysés (comme le montrait l’essai 
CANUSA) (1), mais la réanalyse des données a montré 
une contribution supérieure de la fonction rénale résiduelle 
en tant que facteur prédictif de la survie du patient. Deux 
essais contrôlés randomisés (ECR) (2, 3)ont confirmé cette 
observation, ne montrant aucun bénéfice en termes de survie 
chez les patients présentant un Kt/ V supérieur. Ensuite, les 
recommandations ont été révisées et un Kt/ V minimum de 
1,7 / semaine a été recommandé, mais peu d’attention a été 
accordée aux paramètres supplémentaires de l’adéquation 
de la dialyse. En tant que telles, la surcharge volumique 
et l’élimination du sodium ont retenu l’attention, leur 
optimisation étant associée à une diminution de la mortalité 
chez les patients en DP(4, 5). Une élimination inadéquate 
du sodium est associée à une surcharge liquidienne qui 
conduit à une hypertrophie ventriculaire et à une mortalité 
cardiovasculaire accrue(6). La prescription individualisée 
est essentielle pour une élimination optimale du sodium 
car il existe des différences entre les techniques de DP, 
dialyse péritonéale continue ambulatoire et dialyse 
péritonéale automatisée (DPCA et DPA), et de nouvelles 
stratégies d’élimination du sodium ont émergé (solutions à 
faible teneur en sodium et DP adaptée). En conclusion, les 
futures recommandations devraient traiter des paramètres 
associés à des résultats de survie améliorés (l’élimination 
du sodium jouant un rôle important) et abandonner le 
modèle actuel de prescription unique.

Le Bulletin de la Dialyse à Domicile

Mots clés : Dialyse péritonéale, dialyse adéquate, 
soustraction sodium  
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In peritoneal dialysis (PD) (as well as in hemodialysis) small 
solute clearance measured as Kt/v urea has long been used as 
a surrogate of dialysis adequacy. A better urea clearance was 
initially thought to increase survival in dialysis patients (as 
shown in the CANUSA trial)(1), but  reanalysis of the data 
showed a superior contribution of residual renal function as 
a predictor of patient survival. Two randomized controlled 
trials (RCT)(2, 3)  supported this observation, demonstrating 
no survival benefit in patients with higher achieved Kt/v. 
Then guidelines were revised and a minimum Kt/v of 1,7/
week was recommended but little emphasis was given to 
additional parameters of dialysis adequacy. As such, volume 
overload and sodium removal have gained major attention, 
since their optimization has been associated with decreased 
mortality in PD patients(4, 5). Inadequate sodium removal 
is associated with fluid overload which leads to ventricular 
hypertrophy and increased cardiovascular mortality(6). 
Individualized prescription is key for optimal sodium 
removal as there are differences between PD techniques 
(CAPD versus APD) and new strategies for sodium removal 
have emerged (low sodium solutions and adapted PD). In 
conclusion, future guidelines should address parameters 
associated with increased survival outcomes (sodium 
removal playing an important role) and abandon the current 
one fit all prescription model

Keywords : peritoneal dialysis,dialysis adequacy sodium 
removal
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Introduction

Chronic kidney disease (CKD) is an emerging global 
problem and the number of individuals requiring renal 
replacement therapy (RRT) is increasing worldwide. 
Since introduction of peritoneal dialysis as an option of 
RRT in patients with end stage kidney disease (ESKD) 
there have been many changes that allowed better 
treatment quality (lower glucose degradation products 
concentration, better connectivity systems) as well as 
clinical procedures aiming for reducing PD related in-
fection rates (technique training, antibiotic prophylaxis)
(7, 8). These factors, associated with rising life expec-
tancy, as well as increased evidence of PD as a tech-
nique associated with comparable clinical outcomes and 
quality of life as hemodialysis have led to an increase in 
its use.

Similarly to hemodialysis, the principles that original-
ly guided PD prescription were based on small solute 
clearance, with the major guidelines (ISPD and KDOQI 
in 2006(9, 10)) defending the use of Kt/v of urea as a 
surrogate marker of dialysis adequacy. In addition, in 
patients in automatic peritoneal dialysis (APD), atten-
tion should also be given to creatinine clearance (CrCl), 
as creatinine removal is more time dependent than urea 
removal because of its higher molecular weight. Conse-
quently, a dissociation between urea Kt/v and CrCl in 
APD patients is not unexpected and may explain clinical 
presence of inadequate dialysis despite “adequate” Kt/V. 
Initially, a better urea clearance was thought to increase 
survival in dialysis patients, as shown in the CANUSA 
trial,(1) whose data showed an increased relative risk 
of death with a decrease in Kt/v and creatinine clea-
rance(1). The results obtained in this study were inter-
preted in the idea that peritoneal and renal clearances are 
equivalent and therefore additive.  Posterior reanalysis 
of the CANUSA data concluded that residual renal func-
tion (RRF) showed a superior contribution as a predictor 
of patient survival(11). These data were supported by 
two randomized controlled trials (RCT)(2, 3)  which de-
monstrated that aiming at a higher Kt/V did not improve 
survival. The first was a study performed in Mexico with 
prevalent PD patients and assessed patient survival out-
comes comparing two groups: one that continued stan-
dard PD prescription (four 2L daily exchanges) versus 
a group in which prescription was modified to achieve 
a creatinine clearance (CrCl) target of 60L/week per 
1.37m2. Creatinine clearance values and Kt/v were hi-
gher in the latter group (with statistical significance) but 

this did not translate in a mortality difference between 
them(2). Similarly, a study performed in Hong Kong 
followed incident PD patients and divided them in three 
groups according to Kt/v target: <1.7, 1.7-2.0 and >2.0. 
The results of this study also failed to demonstrate the 
association of Kt/v and better survival outcomes. No-
netheless, patients in the Kt/v <1.7 group had signifi-
cantly more clinical problems and severe anemia. 
The latest guidelines from ISPD and KDOQI already 
date from 2006 and, although they adjusted the Kt/v tar-
get to a lower level after the studies mentioned above, 
they did not contemplate other potential goals for dia-
lysis adequacy(9, 10). Hemodialysis also struggles with 
the absence of better markers for dialysis adequacy other 
than Kt/v, that in the present date, is considered rather 
obsolete (12).

As a consequence of a too strict interpretation of this 
flawed marker of adequacy, many patients have tran-
sitioned to different PD modalities or to hemodialysis 
in consequence of failure to achieve the target. Nowa-
days, dialysis adequacy is perceived by the nephrology 
community as being not only dependent on an isolated 
numeric concept such as Kt/v but should be seen as a 
holistic perception of the patient in terms of well-being, 
control of symptoms and comorbidities associated with 
CKD (anemia, mineral bone disease) and a perspective 
to the future (for instance possibility of renal transplan-
tation). This perspective urges for revision of current 
guidelines and their adoption to include more suitable 
targets for dialysis adequacy that relate to patient outco-
mes and survival. 
 

Is sodium removal an important target to achieve?

Cardiovascular (CV) mortality is, next to infection, the 
major cause of death in CKD patients, and that remains 
truth for ESKD (hemodialysis and peritoneal dialysis)
(13-15). This association between CV mortality in CKD 
is influenced by many factors: presence of uremic toxins, 
chronic inflammation, atherosclerosis and fluid over-
load. Besides those factors, excessive sodium intake also 
plays a role as it has been associated with volume ex-
pansion, hypertension and left ventricular hypertrophy, 
the latter being a predictor of mortality in ESKD(16, 
17). A study published in 2001 evaluated the effect of 
sodium and fluid removal on mortality in PD patients 
and concluded that, as opposed to Kt/v and CrCl, sodium 
removal is a predictor of mortality in peritoneal dialysis 
patients(4). This was a major finding and strengthened 
the importance of considering sodium removal optimi-
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zation as a target for dialysis adequacy (4). Besides an 
effect in mortality and cardiovascular outcomes, sodium 
seems to play a role in morbidity related to other scopes 
of CKD (18): available data support the finding that ex-
cessive sodium can have deleterious effects in a variety 
of organs and systems such as blood vessels, heart, the 
brain and an association with auto-immune diseases has 
also been described(19-23). 

Many other substances have been proposed as markers 
of inflammation with possible association with morta-
lity. For instance, β2-microglobulin levels seems to be 
associated with clinical outcomes in PD patients as well 
as in HD (24, 25). Higher β2-microglobulin levels are 
associated with increased mortality and even as risk 
factor for transition from PD to HD(26). However, this 
is probably indicative of worsening RRF and, to date, 
despite some data that shows better β2-microglobulin 
clearance with convective techniques such as hemodia-
filtration or nocturnal HD(27, 28), RRF preservation and 
renal transplantation remain the only effective means to 
lower β2-microglobulin concentration with better clini-
cal outcomes(25). 

 Sodium removal in PD: back to basics 

Water and solute transport across the peritoneal 
membrane can be explained by the established and va-
lidated three-pore-model(29, 30). This model defines 
the existence of different sized pores, whose number 
also vary inversely with their size: ultra-small pores 
(aquaporin-1 (AQ1), mainly responsible for water trans-
port, small-pores (responsible for water and small solute 
transport) and large-pores (involved in macromolecule 
transport). When the dialysis solution gets in contact 
with the peritoneal membrane, because of the osmotic 
gradient present, free-water transport occurs across the 
membrane primarily across AQ1 channels. This free 
water transport is responsible for sodium dilution in the 
dialysate, the so-called sodium sieving, and this in turn 
is the drive for sodium transport across the membrane by 
the small-pore channels. Sodium transport in this case 
is made mainly by convection – solvent drag that oc-
curs in conjunction with ultrafiltration. Because sodium 
concentration in the dialysate is very similar to serum 
sodium concentration, the diffusive driving force for 
sodium transport is rather small. Another process to take 
into account is absorption of water and solutes (by either 
back filtration or absorption through the lymphatics). In 
summary sodium transport is a time-dependent process 
that is driven by diffusion and convection (solvent drag 

that occurs with ultrafiltration) across the peritoneal 
membrane(29, 30). 

The physiology of sodium transport in PD is very impor-
tant in the daily clinical practice. Because of the sodium 
sieving, depending on the dialysis schedule and rate of 
small solute transport, the ability to remove sodium may 
be compromised. As exposed above, sodium removal is 
optimized in the end of the cycle with sodium removal 
correlated with the UF, but, since it is shorter in automa-
tic peritoneal dialysis (APD), this exposes the patients 
to a higher risk of hypernatremia, with dissociation 
between water and sodium removal. Many studies have 
demonstrated superiority of CAPD in sodium and water 
removal, especially in patients with slower membrane 
transport(31-34). Indeed, sodium removal in APD is 
lower when compared with CAPD for any degree of 
ultrafiltration (UF). This is followed by a tendency for 
better hypertension control in CADP (33) although these 
differences seem to not have an effect in cardiovascular 
outcomes (31). 

What can we optimize?

Fortunately, there are many options to optimize sodium 
removal and homeostasis. First, general measures in-
clude dietary sodium and water restriction. Internatio-
nal guidelines (KDIGO and WHO (35, 36)) recommend 
lowering sodium daily intake to <90mmol (<2g) of 
sodium (corresponding to 5g of sodium chloride). Al-
though evident, this measure might be difficult to attain 
in daily practice, especially in countries that are known 
to traditionally have high sodium diets(37).
Preserving RRF also adds up to optimizing sodium 
removal. This is achieved by, for instance, eviction 
of nephrotoxic agents and renal hypoperfusion. An 
extensive review of this topic is beyond the scope of this 
article.

In the past focus was given to the use of lower sodium 
concentration dialysates in the belief that it could opti-
mize sodium removal by increasing the diffusion gra-
dient. In peritoneal dialysis, lowering sodium concen-
tration poses an important implication: lower solution 
osmolarity and consequently lower osmotic gradient 
for UF(38). To overcome this catch 22 a higher glucose 
concentration could be added to the solution, but this, as 
well, may have negative consequences due to membrane 
exposition to glucose degradation products and putative 
metabolic adverse effects and increased cardiovascular 
risk(39-43). 

jo
ur

na
l o

ffi
ci

el
 d

u 
Re

gi
st

re
 d

e 
D

ia
ly

se
 P

ér
ito

né
al

e 
de

 L
an

gu
e 

Fr
an

ça
is

e 
  R

D
PL

F 
  w

w
w.

rd
pl

f.o
rg

www.bdd.rdplf.org   Volume 2, n° 3, Septembre 2019
https://doi.org/10.25796/bdd.v2i3.21343

                                            ISSN 2607-9917



154

sis this would translate to an upgrade in the filter area). 
Nevertheless, potential increase in intraperitoneal pres-
sure and consequent backfiltration should be taken into 
account, so caution is advised. Increasing dwell time, 
adjusted to the small solute rate, also permits a greater 
solute dialysis (surpassing the initial sodium sieving ef-
fect)(47). Icodextrin use by exerting a colloid osmotic 
grading promotes UF via small pores and thus enhances 
sodium convective removal(48).

For patients in APD, who by definition have a lower 
sodium removal with short dwells, a prescription 
adaptation recently proposed by Fischbach and 
colleagues aids in promoting efficient sodium removal 
(49). It is called adapted APD (A-APD) and involves two 
mechanisms. First shorter and low volume initial dwells 
are performed – this promotes UF by AQP1 channels and 
thus free water transport. It is followed by incomplete 
drainage and subsequent larger volume and longer 
dwells. By incompletely draining the peritoneal cavity, 
the remaining solute will dilute the subsequent dialysis 
solution infused and decrease its sodium concentration. 
By this means, increased diffusion gradient is enhanced. 
Subsequently, longer and larger dwells stimulate water-
coupled sodium transport (membrane recruitment and 
longer convection time). A small multicentre RCT 
performed initially with 25 patients (6 withdrawals) 
demonstrated that sodium dialytic removal was higher 
with A-APD(50) but a recent computer simulation 
for A-APD showed conflicting results(51) - minor 
improvement of sodium dialytic removal by A-APD. 
Future investigations are needed to further clarify the 
role of A-APD in promoting better sodium removal in 
APD patients. 

As depicted above, sodium overload is associated with 
volume overload and its negative consequences. Besides 
applying the strategies depicted, a clinical tool aiding in 
volume overload assessment in daily practice is a ma-
jor coadjutant in PD patient management. For instance, 
many centers use bioelectrical impedance analysis (BIA) 
for estimation of overhydration. BIA, by the passage of 
an electric current through the body, estimates extra-
cellular water (ECW) and intracellular water (ICW). A 
recent systematic review concluded that bioimpedance 
defined overhydration is an independent predictor of 
mortality in end stage kidney disease(52). Nonetheless 
this analysis had some limitations - for instance metho-
dological heterogenicity between the data collection in 
the studies analysed. Also, BIA is not the Holy Grail 
of overhydration evaluation: the inability to categorize 
ECW in its components of intravascular and extravas-

Nonetheless, studies with low-sodium PD solutions were 
performed and presented interesting results (44). Davies 
and colleagues(38) compared compensated low-sodium 
solutions (with higher glucose concentration, sodium 
concentration 115mEq/L) versus non-compensated low-
sodium solutions (sodium concentration 102mEq/L) and 
demonstrated that the latter is accompanied by decreased 
UF despite increasing sodium removal. This was accom-
panied by inability to decrease blood pressure and ex-
tracellular fluid volume as opposed to the compensated 
low-sodium group. The authors thus concluded that, to 
observe clinical effects by using low-sodium solutions, 
osmolarity compensation had to be endorsed(38).

Another study used solutions with only mildly reduced 
sodium concentration (125mEq/L) not compensated by 
higher glucose concentration. Their results were very 
promising, demonstrating that even with a small reduc-
tion in sodium concentration it was possible to achieve 
increased sodium removal, UF, and better blood pres-
sure control(45). This difference in comparison with the 
previous study could be explained by the fact that in this, 
all the dwells were performed with a low-sodium solu-
tion (as opposed by only one daily low-sodium dwell in 
the first study). 

Another possible approach is to maintain the solution 
osmolarity by adding another osmotically active subs-
tance other than glucose, for instance icodextrin. A study 
performed by Freida and colleagues evaluated sodium 
removal, UF and blood pressure control variation using 
a bimodal dialysis solution (combining glucose and 
icodextrin) with encouraging results(46). They also de-
monstrated increased sodium removal and UF but no 
difference in blood pressure control.

All these experiments brought interesting results but 
unfortunately, there are still no options of low-sodium 
solutions in the market (commercially available solu-
tions have a sodium concentration ranging from 132 to 
134mmol/L). Probably bigger studies (RCT for instance) 
must confirm these results and demonstrate their safety 
in clinical practice. Nonetheless, this seems a promising 
upgrade in dialysis prescription and management.  
But, what can we do now?  Although low-sodium solu-
tions are not yet available on the market, there are other 
possibilities for optimizing sodium removal. Simple ap-
proaches include prescription skills. Individualized in-
creased infusion volume will increase recruitment of pe-
ritoneal surface area leading to greater contact between 
capillaries and dialysis solution which favours water and 
solute exchange(47) (in comparison with haemodialy-
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cular water, as well as the existence of wide ranges of 
normality in body composition pose some limitations in 
its use(53). Despite this, serial measurements of BIA in 
the particular patient setting seems to provide important 
information and aid in clinical assessment of changes in 
hydration or nutrition over time(53). Herein BIA use in 
PD patients may be a useful adjuvant in clinical assess-
ment of hyperhydration that often occurs in states of ex-
cessive sodium overload. 

Conclusion

Although current guidelines consider evaluation of dia-
lysis adequacy in terms of an isolate numeric concept 
(Kt/v urea), the nephrology community has long assi-
milated adequacy as a multi-targeted approach (patient 
well-being in all CKD dimensions). Nonetheless, the 
existence of a numeric target is not an aim to avoid. 
However, it is imperative to guide dialysis prescription 
and adequacy by variables that are related to mortality 
and morbidity. The data currently available have proved 
that sodium removal and water balance are key determi-
nants in better patient control and appear to be related 
with outcomes in dialysis patients.  Thus, determinants 
of sodium removal should be used alongside with va-
riables as residual renal function (and its preservation), 
volume status and optimized control of CKD complica-
tions (anemia and mineral bone disease).  In conclusion, 
an update on dialysis adequacy guidelines is long needed 
to translate into clinical practice what the nephrology 
community has already endorsed as better markers for 
life quality and factors that are likely to affect outcomes 
in CKD patients undergoing dialytic treatment.
 

REFERENCES 

1. Adequacy of dialysis and nutrition in continuous 
peritoneal dialysis: association with clinical outcomes. Cana-
da-USA (CANUSA) Peritoneal Dialysis Study Group. J Am 
Soc Nephrol. 1996;7(2):198-207.
2. Paniagua R, Amato D, Vonesh E, Correa-Rotter R, 
Ramos A, Moran J, et al. Effects of increased peritoneal clea-
rances on mortality rates in peritoneal dialysis: ADEMEX, a 
prospective, randomized, controlled trial. J Am Soc Nephrol. 
2002;13(5):1307-20.
3. Lo WK, Ho YW, Li CS, Wong KS, Chan TM, Yu 
AW, et al. Effect of Kt/V on survival and clinical outcome in 
CAPD patients in a randomized prospective study. Kidney Int. 
2003;64(2):649-56.
4. Ates K, Nergizoglu G, Keven K, Sen A, Kutlay S, 
Erturk S, et al. Effect of fluid and sodium removal on mortality 

in peritoneal dialysis patients. Kidney Int. 2001;60(2):767-76.
5. Van Biesen W, Williams JD, Covic AC, Fan S, 
Claes K, Lichodziejewska-Niemierko M, et al. Fluid sta-
tus in peritoneal dialysis patients: the European Body Com-
position Monitoring (EuroBCM) study cohort. PLoS One. 
2011;6(2):e17148.
6. Enia G, Mallamaci F, Benedetto FA, Panuccio V, 
Parlongo S, Cutrupi S, et al. Long-term CAPD patients are vo-
lume expanded and display more severe left ventricular hyper-
trophy than haemodialysis patients. Nephrol Dial Transplant. 
2001;16(7):1459-64.
7. Bieber S, Mehrotra R. Peritoneal Dialysis Access As-
sociated Infections. Adv Chronic Kidney Dis. 2019;26(1):23-
9.
8. Mehrotra R, Devuyst O, Davies SJ, Johnson DW. 
The Current State of Peritoneal Dialysis. J Am Soc Nephrol. 
2016;27(11):3238-52.
9. Lo WK, Bargman JM, Burkart J, Krediet RT, Pol-
lock C, Kawanishi H, et al. Guideline on targets for solute and 
fluid removal in adult patients on chronic peritoneal dialysis. 
Perit Dial Int. 2006;26(5):520-2.
10. Donna F, Margaret F, Richard M, Anthony G, Kerry 
W. National Kidney Foundation: 2006 Updates Clinical prac-
tice guideines and recommendations. 2006.
11. Bargman JM, Thorpe KE, Churchill DN. Relative 
contribution of residual renal function and peritoneal clearance 
to adequacy of dialysis: a reanalysis of the CANUSA study. J 
Am Soc Nephrol. 2001;12(10):2158-62.
12. Vanholder R, Van Biesen W, Lameire N. A swan 
song for Kt/Vurea. Semin Dial. 2019.
13. Jha V, Garcia-Garcia G, Iseki K, Li Z, Naicker S, 
Plattner B, et al. Chronic kidney disease: global dimension and 
perspectives. Lancet. 2013;382(9888):260-72.
14. Herzog CA, Asinger RW, Berger AK, Charytan 
DM, Diez J, Hart RG, et al. Cardiovascular disease in chronic 
kidney disease. A clinical update from Kidney Disease: Im-
proving Global Outcomes (KDIGO).  Kidney Int. 80. United 
States2011. p. 572-86.
15. Go AS, Chertow GM, Fan D, McCulloch CE, 
Hsu CY. Chronic kidney disease and the risks of death, car-
diovascular events, and hospitalization. N Engl J Med. 
2004;351(13):1296-305.
16. de Roij van Zuijdewijn CL, Hansildaar R, Bots 
ML, Blankestijn PJ, van den Dorpel MA, Grooteman MP, et 
al. Eccentric Left Ventricular Hypertrophy and Sudden Death 
in Patients with End-Stage Kidney Disease. Am J Nephrol. 
2015;42(2):126-33.
17. Himmelfarb J, Stenvinkel P, Ikizler TA, Hakim RM. 
The elephant in uremia: oxidant stress as a unifying concept of 
cardiovascular disease in uremia. Kidney Int. 2002;62(5):1524-
38.
18. Canaud B, Kooman J, Selby NM, Taal M, Francis 
S, Kopperschmidt P, et al. Sodium and water handling during 
hemodialysis: new pathophysiologic insights and management 
approaches for improving outcomes in end-stage kidney di-
sease. Kidney Int. 2019;95(2):296-309.
19. Edwards DG, Farquhar WB. Vascular effects of die-
tary salt. Curr Opin Nephrol Hypertens. 2015;24(1):8-13.

jo
ur

na
l o

ffi
ci

el
 d

u 
Re

gi
st

re
 d

e 
D

ia
ly

se
 P

ér
ito

né
al

e 
de

 L
an

gu
e 

Fr
an

ça
is

e 
  R

D
PL

F 
  w

w
w.

rd
pl

f.o
rg

www.bdd.rdplf.org   Volume 2, n° 3, Septembre 2019
https://doi.org/10.25796/bdd.v2i3.21343

                                            ISSN 2607-9917



156

20. DuPont JJ, Greaney JL, Wenner MM, Lennon-Ed-
wards SL, Sanders PW, Farquhar WB, et al. High dietary 
sodium intake impairs endothelium-dependent dilation in 
healthy salt-resistant humans. J Hypertens. 2013;31(3):530-6.
21. Makin SDJ, Mubki GF, Doubal FN, Shuler K, Staals 
J, Dennis MS, et al. Small Vessel Disease and Dietary Salt In-
take: Cross-Sectional Study and Systematic Review. J Stroke 
Cerebrovasc Dis. 2017;26(12):3020-8.
22. Jorg S, Kissel J, Manzel A, Kleinewietfeld M, Ha-
ghikia A, Gold R, et al. High salt drives Th17 responses in ex-
perimental autoimmune encephalomyelitis without impacting 
myeloid dendritic cells. Exp Neurol. 2016;279:212-22.
23. Sharif K, Amital H, Shoenfeld Y. The role of dietary 
sodium in autoimmune diseases: The salty truth. Autoimmun 
Rev. 2018;17(11):1069-73.
24. Wong J, Sridharan S, Berdeprado J, Vilar E, Viljoen 
A, Wellsted D, et al. Predicting residual kidney function in 
hemodialysis patients using serum beta-trace protein and be-
ta2-microglobulin. Kidney Int. 2016;89(5):1090-8.
25. Koh ES, Lee K, Kim SH, Kim YO, Jin DC, Song 
HC, et al. Serum beta2-Microglobulin Predicts Mortality in 
Peritoneal Dialysis Patients: A Prospective Cohort Study. Am J 
Nephrol. 2015;42(2):91-8.
26. Taki Y, Sakurada T, Koitabashi K, Imai N, Shibagaki 
Y. Predictive Factors for Withdrawal from Peritoneal Dialysis: 
A Retrospective Cohort Study at Two Centers in Japan. Adv 
Perit Dial. 2017;33(2017):68-73.
27. Raj DS, Ouwendyk M, Francoeur R, Pierratos A. 
beta(2)-microglobulin kinetics in nocturnal haemodialysis. 
Nephrol Dial Transplant. 2000;15(1):58-64.
28. Lornoy W, Becaus I, Billiouw JM, Sierens L, Van 
Malderen P, D’Haenens P. On-line haemodiafiltration. Re-
markable removal of beta2-microglobulin. Long-term clinical 
observations. Nephrol Dial Transplant. 2000;15 Suppl 1:49-
54.
29. Rippe B, Venturoli D, Simonsen O, de Arteaga J. 
Fluid and electrolyte transport across the peritoneal membrane 
during CAPD according to the three-pore model. Perit Dial Int. 
2004;24(1):10-27.
30. Waniewski J, Debowska M, Lindholm B. How ac-
curate is the description of transport kinetics in peritoneal dia-
lysis according to different versions of the three-pore model? 
Perit Dial Int. 2008;28(1):53-60.
31. Rodriguez-Carmona A, Perez-Fontan M, Garca-Na-
veiro R, Villaverde P, Peteiro J. Compared time profiles of 
ultrafiltration, sodium removal, and renal function in incident 
CAPD and automated peritoneal dialysis patients. Am J Kid-
ney Dis. 2004;44(1):132-45.
32. Rodriguez-Carmona A, Fontan MP. Sodium removal 
in patients undergoing CAPD and automated peritoneal dialy-
sis. Perit Dial Int. 2002;22(6):705-13.
33. Ortega O, Gallar P, Carreno A, Gutierrez M, Rodri-
guez I, Oliet A, et al. Peritoneal sodium mass removal in conti-
nuous ambulatory peritoneal dialysis and automated peritoneal 
dialysis: influence on blood pressure control. Am J Nephrol. 
2001;21(3):189-93.
34. Borrelli S, La Milia V, De Nicola L, Cabiddu G, 
Russo R, Provenzano M, et al. Sodium removal by peritoneal 

dialysis: a systematic review and meta-analysis. J Nephrol. 
2019;32(2):231-9.
35. Kidney Disease: Improving Global Outcomes
 (KDIGO) Blood Pressure Work Group. KDIGO Clinical Prac-
tice Guideline 
for the Management of Blood Pressure in Chronic Kidney Di-
sease. Kidney Int Suppl; 2012. p. 337–414.
36. Organization WH. Guidelines: Sodium intake for 
adults and children. 2012.
37. Polonia J, Martins L, Pinto F, Nazare J. Prevalence, 
awareness, treatment and control of hypertension and salt in-
take in Portugal: changes over a decade. The PHYSA study. J 
Hypertens. 2014;32(6):1211-21.
38. Davies S, Carlsson O, Simonsen O, Johansson AC, 
Venturoli D, Ledebo I, et al. The effects of low-sodium peri-
toneal dialysis fluids on blood pressure, thirst and volume sta-
tus. Nephrol Dial Transplant. 2009;24(5):1609-17.
39. Holmes C, Mujais S. Glucose sparing in peri-
toneal dialysis: implications and metrics. Kidney Int Suppl. 
2006(103):S104-9.
40. Szeto CC, Chow KM, Kwan BC, Chung KY, Leung 
CB, Li PK. New-onset hyperglycemia in nondiabetic chinese 
patients started on peritoneal dialysis. Am J Kidney Dis. 
2007;49(4):524-32.
41. Li PK, Culleton BF, Ariza A, Do JY, Johnson DW, 
Sanabria M, et al. Randomized, controlled trial of glucose-spa-
ring peritoneal dialysis in diabetic patients. J Am Soc Nephrol. 
2013;24(11):1889-900.
42. Szeto CC, Johnson DW. Low GDP Solution and 
Glucose-Sparing Strategies for Peritoneal Dialysis. Semin 
Nephrol. 2017;37(1):30-42.
43. Mehrotra R, de Boer IH, Himmelfarb J. Adverse 
effects of systemic glucose absorption with peritoneal dialy-
sis: how good is the evidence? Curr Opin Nephrol Hypertens. 
2013;22(6):663-8.
44. Blake PG. Sodium Levels in Peritoneal Dialy-
sis Solution: How Low Should We Go? Am J Kidney Dis. 
2016;67(5):719-21.
45. Rutkowski B, Tam P, van der Sande FM, Vychytil 
A, Schwenger V, Himmele R, et al. Low-Sodium Versus Stan-
dard-Sodium Peritoneal Dialysis Solution in Hypertensive 
Patients: A Randomized Controlled Trial. Am J Kidney Dis. 
2016;67(5):753-61.
46. Freida P, Issad B, Dratwa M, Lobbedez T, Wu L, 
Leypoldt JK, et al. A combined crystalloid and colloid pd 
solution as a glucose-sparing strategy for volume control in 
high-transport apd patients: a prospective multicenter study. 
Perit Dial Int. 2009;29(4):433-42.
47. Fischbach M, Zaloszyc A, Schaefer B, Schmitt CP. 
Optimizing peritoneal dialysis prescription for volume control: 
the importance of varying dwell time and dwell volume. Pedia-
tr Nephrol. 2014;29(8):1321-7.
48. Finkelstein F, Healy H, Abu-Alfa A, Ahmad S, 
Brown F, Gehr T, et al. Superiority of icodextrin compared 
with 4.25% dextrose for peritoneal ultrafiltration. J Am Soc 
Nephrol. 2005;16(2):546-54.
49. Fischbach M, Schmitt CP, Shroff R, Zaloszyc A, Wa-
rady BA. Increasing sodium removal on peritoneal dialysis: 

jo
ur

na
l o

ffi
ci

el
 d

u 
Re

gi
st

re
 d

e 
D

ia
ly

se
 P

ér
ito

né
al

e 
de

 L
an

gu
e 

Fr
an

ça
is

e 
  R

D
PL

F 
  w

w
w.

rd
pl

f.o
rg

www.bdd.rdplf.org   Volume 2, n° 3, Septembre 2019
https://doi.org/10.25796/bdd.v2i3.21343

                                            ISSN 2607-9917



157

applying dialysis mechanics to the peritoneal dialysis prescrip-
tion. Kidney Int. 2016;89(4):761-6.
50. Fischbach M, Issad B, Dubois V, Taamma R. The 
beneficial influence on the effectiveness of automated peri-
toneal dialysis of varying the dwell time (short/long) and fill 
volume (small/large): a randomized controlled trial. Perit Dial 
Int. 2011;31(4):450-8.
51. Oberg CM, Rippe B. Is Adapted APD Theoreti-
cally More Efficient than Conventional APD? Perit Dial Int. 
2017;37(2):212-7.
52. Tabinor M, Elphick E, Dudson M, Kwok CS, Lam-

bie M, Davies SJ. Bioimpedance-defined overhydration pre-
dicts survival in end stage kidney failure (ESKF): systematic 
review and subgroup meta-analysis. Sci Rep. 2018;8(1):4441.
53. Woodrow G, Devine Y, Cullen M, Lindley E. Ap-
plication of bioelectrical impedance to clinical assessment 
of body composition in peritoneal dialysis. Perit Dial Int. 
2007;27(5):496-502.

Reçu le 2019/08/10, accepté arpès révision le 2019/08/30, publié le 
2019/09/1

jo
ur

na
l o

ffi
ci

el
 d

u 
Re

gi
st

re
 d

e 
D

ia
ly

se
 P

ér
ito

né
al

e 
de

 L
an

gu
e 

Fr
an

ça
is

e 
  R

D
PL

F 
  w

w
w.

rd
pl

f.o
rg

www.bdd.rdplf.org   Volume 2, n° 3, Septembre 2019
https://doi.org/10.25796/bdd.v2i3.21343

                                            ISSN 2607-9917

Open Access This article is licensed under a Creative Commons Attribution 4.0 International
License, which permits use, sharing, adaptation, distribution and reproduction in any medium or
format, as long as you give appropriate credit to the original author(s) and the source, provide a link to the Creative
Commons license, and indicate if changes were made. The images or other third party material in this
article are included in the article’s Creative Commons license, unless indicated otherwise in a credit line to the
material. If material is not included in the article’s Creative Commons license and your intended use is not permitted
by statutory regulation or exceeds the permitted use, you will need to obtain permission directly from the
copyright holder. To view a copy of this license, visit http://creativecommons.org/licenses/by/4.0/.


