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Abstract
Comparative Study of Renal Replacement Therapy
in Diabetic End Stage Renal Disease Patients

Sang Cheol Lee

Department of Medicine
The Graduate School, Yonsei University

(Directed by Professor Ho Yung Lee)

Diabetic nephropathy is the leading cause of end—stage renal
disease world wide and develops in 30—40% of type | DM patients
and in 20—30% of type Il DM. The number of diabetic end stage
renal disease(ESRD) patients has been increasing and death rates
of diabetic patients on hemodialysis(HD), continuous ambulatory
peritoneal dialysis (CAPD) and kidney transplantation have been
remained still higher than death rate of nondiabetic ESRD patients on
these renal replacement therapy. However, the outcome in elderly
diabetic patients has not been specifically addressed and the optimal
modality of treatment in this group is still disputed. Thus we tried to
compare retrospectively the clinical characteristics, patients
cumulative survival, and technique survival among three groups
according to the mode of renal replacement therapy, and analyze the
risk factors of mortality.

A total of 229 diabetic patients with end stage renal disease
diagnosed between January 1986 and December 1995 at Severance
Hospital who started dialysis or underwent kidney transplantation
were included. The clinical characteristics such as age, sex, duration
of diabetes mellitus, serum albumin, blood urea nitrogen, hemoglobin,
glycated hemoglobin, creatinine clearance, and morbidity were
retrieved from medical charts.
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1.

The mean age at the initiation of renal replacement therapy was
59.3+ 8.9 years in the HD group and 57.0+9.5 years in the CAPD
group. In the kidney transplantation group, the mean age was 47.9
+7.9 years. It was lower than two other groups because kidney
transplantation was not actively recommended to patients older
than 60 years. There were no differences with respect to other
clinical characteristics among groups.

Hypertension affected 70.3% in the HD patient group, 77.4% in
the CAPD patient group, and 68.0% in the renal transplantation
patient group at the initiation of renal replacement therapy. There
was marked difference among three groups in the presence of
cardiovascular disease and its frequency was the highest in
CAPD group(24.4%) and lowest in kidney transplantation
group(8%). There were no significant differences concerning
cerebrovascular disease, hepatitis, liver cirrhosis, tuberculosis,
and malignancy among three groups.

In the analysis of patient cumulative survival rate, the kidney
transplantation patient group had a lowest mortality rate and it
was not different between the CAPD patient group and the HD
patient group. The 5—year patient cumulative survival rate was
28.8% in the HD patient group, 19.8% in the CAPD patient group,
and 72.0% in the kidney transplantation patient group. No
differences were observed in the patient cumulative survival rate
between the HD patients group and the CAPD patients group
when adjusted with age.

When the history of cardiovascular disease, serum albumin,
blood urea nitrogen, sex and age were adjusted using a two level
categorical variable in which patients were defined as younger
than 60 years of age or age 60 years and older, the patient
survival rate was not different between the HD patient group and
the CAPD patient group. Although the result did not reach the
statistical significance, the CAPD patient group showed slightly
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better odds ratio, except male patients younger than 60 years of
age.

4. The analysis of the technique survival rate revealed better
result in the HD group, but the limitation to investigate
arteriovenous fistula function disturbed the accurate analysis of
technique survival.

5. The multiple Cox regression analysis of patient survival showed
that age (<60 years of age or 360 years of age), serum albumin,
blood urea nitrogen, mean hospital days of year, the history of
cardiovascular disease at the initiation of renal replacement
therapy were associated with mortality and its odds ratios were
0.381, 1.017, 1.020, 2.376, 3.788 respectively.

6. The most common cause of hospitalization was infection in the
three groups. The CAPD patient group was hospitalized for 21.9
+36.2 days, the kidney transplantation patient groups for
18.0+21.9 days and the HD patients groups for 13.3+33.2 days.
There were no statistical significant differences in hospitalization
days among the three groups.

In conclusion, kidney transplantation group had the best patient
cumulative survival rate. Survival between the CAPD patient group
and the HD patient group was not different. Therefore, kidney
transplantation in diabetic ESRD patients should not be avoided if
possible. The modality of dialysis should be determined according to
the individual clinical characteristic, comorbidities, environmental
factors, and performance.

Key words : Diabetic ESRD, Hemodialysis, Continuous ambulatory
peritoneal dialysis, Kidney transplantation, Patient cumulative

survival, Technique survival
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