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♦ Background: There have been no reports on peritoneal 
dialysis (PD) solution utilization since this treatment was 
developed in the 1920s. The aim of the present investigation 
was to investigate if weather affects PD prescription.
♦	 Study Design and Methods: This 10-year observational 
study used the Taiwan National Health Insurance Research 
Database. Setting and Participants: Claims for different 
concentrate PD dialysate were analyzed monthly. 2.5% and 
4.25% PD solutes were defined as hypertonic solutions. 
Predictor: Monthly outdoor mean temperature. Outcome and 
Measurement: The relationship between monthly mean of PD 
dialysate utilization and monthly outdoor temperature was 
analyzed by linear regression. Monthly mean PD dialysate 
utilization amount in 4 quarters was analyzed by ANOVA.
♦ Results: During the 10-year study period, a clear seasonal 
variation in PD dialysate was observed. This seasonal 
variation was present regardless of age, gender, and the 
presence of hypertension, diabetes, and dyslipidemia. 
Monthly mean temperature was positively correlated to 
1.5% dialysate utilization amount (r = 0.559, p < 0.001) and 
negatively correlated to 2.5% (r = –0.533, p < 0.001) and 
4.25% (r = –0.410, p < 0.001) dialysate utilization amount. 
In longitudinal follow-up, hypertonic PD fluid utilization 
was higher in diabetic patients than in nondiabetic patients 
from the beginning of treatment. Thereafter, it increased 
rapidly and reached a plateau within 1 year. Limitations: 
Analysis of ultrafiltration amount, blood pressure, and body 
weight was unfeasible due to the nature of the database.
♦ Conclusion: The utilization of differential strengths 
of PD solutions has a seasonal cyclic pattern, with more 
hypertonic PD solution utilized in winter and more hypotonic 
PD solution in summer.
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Peritoneal dialysis (PD) is a widely used modality of 
renal replacement therapy for patients with end-

stage renal failure. More than 150 000 patients around 
the world are currently receiving PD. For this lifesaving 
treatment, ultrafiltration volume has been documented 
to be positively correlated to survival benefit (1,2). It has 
also been used as a primary end point in many studies 
(3–5). Because dextrose concentration of PD solution 
directly influences ultrafiltration volume, the utilization 
of different strength PD fluids should be a major issue in 
this modality of dialysis. For decades it has been believed 
it is nephrologists’ privilege to prescribed different 
concentration PD solutions to keep patients at their dry 
weight; however, there have been no large-scale reports 
of PD dialysate utilization patterns since this treatment 
was developed in the 1920s. Recently, seasonal varia-
tion in ultrafiltration volume, with higher values in the 
winter and lower values in the summer, has been found 
in hemodialysis (HD) (6–8). The same phenomenon was 
also documented in PD: daily ultrafiltration volume dif-
ference of 200 mL (9). The mechanism of this variation 
has not been well explained; however, our previous study 
speculated it is related to perspiration and different 
patterns of PD dialysate utilization for cold and warm 
seasons (9).

In Taiwan, the National Health Insurance (NHI) pro-
gram — a compulsory social insurance program with up 
to 99% of the whole nation population enrolled — was 
established and has been in operation since 1995. Using a 
10-year population-based dataset that comprises records 
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of catastrophic illness in patients from 1997 to 2006, the 
current study conducted a nationwide survey in order to 
establish a pattern of PD dialysate utilization.

MeTHODS

DaTa SOURCES

a universal health insurance program has been in 
place in Taiwan since 1995 (10) and covers 99% of the 
Taiwanese population of 23 million people. In 1999, the 
Bureau of NHI began to release all data in electronic form 
under the NHI Research Database project (11). Various 
extracted datasets are available to researchers. In this 
study, we excerpted data from patients in the registry 
of catastrophic illness, covering the period January 
1997 to December 2006. Peritoneal dialysis patients are 
defined as those with catastrophic illness registration 
cards for end-stage renal disease (ESRD) and claiming 
for PD dialysate. In Taiwan, patients with ESRD in need 
of long-term renal replacement therapy can apply for 
catastrophic illness registration cards from the Bureau of 
NHI. They then do not need to make co-payments when 
seeking health care for renal disease.

STUDY DESIgN

We obtained data of patients receiving PD treatment 
from the 59 hospitals participating in the NHI PD pro-
gram. The monthly utilization of different concentrate 
PD dialysates was analyzed. Both 2.5% and 4.25% PD 
solutions were defined as hypertonic solutions. Individu-
als were categorized by gender, geographic distribution, 
and presence of diabetes, hypertension, and dyslipidemia 
for subgroup analysis. Individuals were defined as dia-
betic if they claimed for insulin and/or oral hypoglycemic 
agent more than 3 months per year, hypertensive if they 
claimed for antihypertensive agents more than 3 months 
per year, and hyperlipidemic if they claimed for statins 
and/or fibrates more than 3 months per year.

The PD dialysates produced by Baxter Healthcare 
(Chicago,  IL, USa) and Fresenius Medical Care (Homburg, 
germany) were analyzed together according to the con-
centration of dextrose. Monthly mean temperatures over 
the study period were obtained from the Taiwan Central 
Weather Bureau.

DaTa PROCESSINg aND STaTISTICaL aNaLYSIS

Monthly mean PD dialysate utilization was calculated 
by dividing monthly total PD dialysate amount by monthly 
patient number. Monthly mean PD dialysate utilization 

amount in four quarters was analyzed by aNOVa. The 
relationship between monthly outdoor temperature 
and monthly mean PD dialysate utilization was analyzed  
by linear regression. The seasonality of the data was 
 evaluated with the autoregressive integrated moving 
average method (aRIMa), which describes a univari-
ate time series as a function of its past values and has  
been used in many studies to test for the presence of 
seasonality (12,13).

ReSuLTS

a total of 8748 adult patients with 265 542 out-
patient months of treatment with PD were recorded 
from 1  January 1997 to 31 December 2006. These visits 
were identified from the database with a diagnosis of  
uremia (The International Classification of Disease, Ninth 
 Revision, Clinical Modification ICD-9-CM codes, 585)  
and with claims for PD dialysate. after excluding patients 
with PD duration less than 1 year, 6033 patients with 
250 788 outpatient months were enrolled in this study 
cohort. The PD population is predominantly female  
in Taiwan. Mean age was 46.3 years in 1997 and this 
 population has become larger and older over the past 
10 years. With PD patient number increasing from 1234  
in 1997 to 3233 in 2006, the total dialysate utilization 
amount increased from 3 267 459 L to 9 307 444 L. The  
demo  graphic data are listed in Table 1. Utilization of  
PD dialysate has been  steadily  increasing with PD  
patient numbers but with a cyclic increasing trend,  
with more hypertonic PD solution consumption in  
winter and more hypotonic PD solution consumption  
in summer (Figure 1). In analysis of personal utiliza- 
tion of dif  fer ent strength PD  solution by season,  
the monthly mean of 1.5% concentrate PD solution  
utilization was 147.55 ± 4.65 L/month/patient  
in the f irst quar ter, 153.46 ± 3.93 L/month/ 
patient in the second quarter, 159.15 ± 3.94 L/ 
month/patient in the third quarter, and 155.54 ±  
5.14 L/month/patient in the fourth quarter (p < 0.0001).  
The monthly mean of 2.5% concentrate PD solution   
utilization was 104.86 ± 4.05 L/month/patient in the  
first quarter, 100.78 ± 3.06 L/month/patient in the  
second quarter, 97.48 ± 4.18 L/month/patient in  
the third quarter, and 100.40 ± 3.77 L/month/patient  
in the four th quar ter (p  = 0.0029). Patients 
with diabetes used more hypertonic PD solution 
than nondiabetics in all seasons (p  < 0.0001). 
although utilization of 2.5% and 4.25% dextrose  
PD fluid showed no significant seasonal difference 
in  diabetic patients when analyzed separately, the 
dif ferences became statistically signif icant when 
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they were put together and analyzed as hypertonic PD  
solution (p = 0.009). In the linear regression model, 
monthly outdoor mean temperature was positively 
correlated to 1.5% dialysate utilization amount  
(r = 0.559, p < 0.001) and negatively correlated to 
2.5% (r = –0.533, p < 0.001) and 4.25% (r = –0.410, 
p < 0.001) dialysate utilization amount. In the aRIMa 
analysis, both 1.5% (p = 0.0029) and 2.5% (p = 0.0002) 
dextrose PD fluid utilization demonstrated significant 
seasonality. Detailed data are listed in Table 2 and 
Figure 2. In subgroup analyses, this  seasonal  variation 
was exhibited regardless of age, gender,  hypertension, 
and dyslipidemia.

Longitudinal dialysate utilization in each patient  
was obtained from the beginning of his/her PD treatment. 
Because the patients started treatment in different cal-
endar months, the seasonal variation pattern disappeared 
in this longitudinal analysis. In nondiabetic patients, 
hypertonic PD solution consumption, especially 2.5% 
dextrose solution, increased with treatment duration, which 
fits the consensus that residual renal function declines 
and solute transfer increases with time on PD (14). This  
trend was more obvious in diabetic individuals. Utilization  
of 2.5% dextrose PD solution was higher in diabetic than 
in nondiabetic patients from the beginning of treatment. 
Thereafter, it increased rapidly, reaching a plateau within 
the first year [Figure 3(a)]. In the subgroup analysis for 
hypertension, hypertensive patients tended to utilize 
more 2.5% dextrose PD solution than non-hypertensive 
subjects. This trend persisted with treatment duration 
[Figure 3(b)]. There was no difference in PD fluid utiliza-
tion pattern between patients with and patients without 
dyslipidemia [Figure 3(c)].

DISCuSSION

Without normal kidney function to maintain homeo-homeo-
stasis, patients with ESRD treated with HD were reported 
to have seasonal variations in blood pressure (15) and 
laboratory values (7). Seasonal changes in ultrafiltration 
volume were also found in HD patients (7,8,16). The 
cause of this ultrafiltration variation is not clear. The 
most reasonable explanation is the difference in fluid 
intake and perspiration during hot and cold seasons. 
During winter, people usually eat more but perspire 
less and that is why HD patients have more interdialytic 
weight gain and subsequent ultrafiltration volume. 
Peritoneal dialysis is another widely used modality of 
renal replacement therapy; due to its continuous nature, 
less abrupt changes in serum composition are presumed 
by most nephrologists. However, our previous study of 
44 patients demonstrated that PD patients also have 
higher ultrafiltration volume in winter by means of more 
hypertonic PD solution utilization (9). The limited study 
subject number does not allow application of the result 
to all PD patients.

In the current nationwide study, patterns of PD 
dialysate utilization were analyzed for all PD patients 
during a 10-year period in Taiwan. a clear seasonal cycle, 
with more hypertonic PD dialysate utilized in winter, was 
demonstrated. This seasonal variation exhibits in sub-
group analyses for gender and the presence of diabetes 
mellitus (DM), hypertension, and dyslipidemia. In the 
present study, we illustrated that PD patients consume 
more hypertonic PD solution in winter. accordingly, 
hypertonic PD solution utilization in winter results in 
more ultrafiltration volume. This phenomenon exhibited 

TaBLE 1
Demographic Characteristics of Study Cohort

 Patients Mean age Male HTN DM 1.5% 2.5% 4.25% ICO
Year (n) (years) (%) (%) (%) (×104 L) (×104 L) (×104 L) (×104 L) 1.5% 2.5% 4.25% ICO

1997 1234 46.3 43.7 29.7  17.59 100.9 50.4 6.6  64% 32% 4% 0%
1998 1542 47.0 42.6 29.6  19.00 111.5 67.2 7.1  60% 36% 4% 0%
1999 1768 47.8 41.7 30.8  20.98 120.3 78.7 7.3  58% 38% 4% 0%
2000 2027 47.9 41.3 32.7  21.81 133.3 89.3 7.7  58% 39% 3% 0%
2001 2390 48.2 40.1 33.1  21.97 166.8 103.1 8.8  60% 37% 3% 0%
2002 2704 48.9 39.6 34.0  22.71 194.2 127.2 9.9  59% 38% 3% 0%
2003 3016 49.1 39.1 33.4  22.58 213.0 137.5 9.6  59% 38% 3% 0%
2004 3343 49.9 38.8 32.7  22.38 235.0 147.0 9.7 0.03 60% 38% 2% 0%
2005 3639 50.2 39.3 31.2  22.29 254.8 156.7 9.6 8.0 59% 37% 2% 2%
2006 3233 50.7 39.0 30.9  21.31 236.2 155.0 11.7 18.5 56% 37% 3% 4%

HTN = hypertension; DM = diabetes mellitus; ICO = icodextrin.
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in non-hypertensive subjects excludes the hypothesis 
that more hypertonic PD solution utilization in winter is 
for blood pressure control only. In addition, Cheng et al. 
also demonstrated apparent seasonal changes in blood 
pressure without extracellular fluid volume variability in 
stable PD patients (17). although annual intake/output 
records for such a large PD population would be almost 
impossible, we believe this seasonal difference in PD 
dialysate utilization is for fluid balance and dry weight 
control. Patients on PD use more hypertonic PD solution 
to compensate for less perspiration and to maintain dry 
weight during winter. We also believe this originated from 
patients’ self-awareness because most nephrologists do 
not have this perception.

another novel finding in our study is that diabetic 
patients tend to utilize more hypertonic solutions. One 
may speculate this is because diabetics lose residual 
renal function faster than nondiabetics, but our study 
demonstrated this trend starts from the beginning of 
PD treatments, the moment at which all patients should 
have similar residual renal function. a reasonable expla-expla-
nation is that diabetic PD patients tend to have faster 
solute transport than nondiabetics. Many studies have 
demonstrated that a high peritoneal membrane solute 
transport rate is associated with increased risk of mor-
tality (18–20). although the authors used mathematical 
approaches to diminish the effect of DM, the presence of 
more DM patients in high transporter groups could still 

Figure 1 — Prevalent peritoneal dialysis (PD) patient numbers and dialysate utilization amounts from 1997 to 2006 are shown. The 
PD population increased steadily during the study period (panel a). The utilization of different strength PD solutions is illustrated 
in panel B. a cyclic increasing pattern for 1.5% dextrose PD solution is shown.
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be a confounding factor (21,22). In small sized studies, 
some authors suggested there is an association between 
DM and high peritoneal membrane permeability (23,24). 
However, one national survey from australia and New 
zealand disclosed that their high transporter group did 
not have more DM patients (19). Without including DM 
as a covariate in multivariate model analysis, the author 
concluded high transporter status is an independent risk 
factor for death and technique failure. In the current 
study, we approached this issue by analyzing PD dialysate 
utilization, which provides indirect evidence that asian 
PD patients with DM are prone to be high transporters. In 
fact, some previous studies hinting that high transporter 
status has worse outcome also did not take diabetes as 
a covariate in their analysis (20,22,25). If DM is taken 
as a covariate in Cox proportional hazard modeling, 
high transporter status is no longer an independent 
risk factor (21). There was a major difference between 
our PD population and the other nationwide PD study: 
in our PD population, the prevalence of DM is 22%, 
compared to 38% in australia (19). The proportion of 
prevalent diabetic ESRD patients in Taiwan and australia 
are comparable. The low prevalence of DM in the Taiwan 
PD population is due to more ESRD patients in Taiwan 
choosing HD rather than PD as their renal replacement 
therapy. In Taiwan Nephrology Society annual reports, 
the proportion of diabetic patients is much higher in HD 
than in PD (26).

Icodextrin solution uses a novel osmotic agent, 
a polymer of glucose, to remove greater amounts of 
fluid over the long dwell period compared to standard 

1.5% and 2.5% dextrose solutions. The availability  
of an icodextrin-based dialysis solution has been a  
major advance in fluid management for PD patients.  
Many studies have compared the ef fectiveness of 
 icodextr in with 4.25% PD solution (27,28). Most 
nephrologists prescribe icodextrin to replace 4.25%  
dextrose solution in clinical practice for patients  
with DM or ultrafiltration failure. However, we have 
observed that 4.25% dextrose solution utilization  
amount decreased only 1% af ter icodextr in was 
introduced into Taiwan in 2003. On the contrary, 
while icodextrin utilization increased rapidly, the 
low concentrate PD solution utilization amount de-de-
clined. This observation points to an important issue. 
The introduction of  icodextrin has not decreased the 
utilization of high dextrose PD solution and subsequent 
total glucose exposure for PD patients in Taiwan as much 
as dialysate manufacturers and nephrologists expected. 
Icodextrin, with its high efficacy for ultrafiltration, 
offers PD patients a more flexible fluid intake restriction 
and better quality of life.

Most studies defined stable PD patients as those 
that received PD longer than 3 months. In the current 
study, to illustrate the seasonal change, we excluded 
those patients that had been on PD therapy less than  
1 year. Only data for PD fluid claimed for outpatient  
visits were analyzed because inpatient PD fluid utiliz-
a tion would be influenced by peritonitis and other  
acute  comor bidities.

There are some limitations in the current study 
due to the nature of the database. We do not have 

TaBLE 2
Monthly Mean of Different Strength Peritoneal Dialysis Solution (PDS) Utilization

 1st quarter 2nd quarter 3rd quarter 4th quarter Total
 (Jan–Mar) (apr–Jun) (Jul–Sep) (Oct–Dec) (Jan–Dec) p Value

Outdoor temperature (°C) 17.18±0.80 25.52±0.77 29.48±0.68 21.97±0.95 23.54±4.66 <0.0001a

1.5% PDS (L/month/patient) 147.55±4.65 153.46±3.93 159.15±3.94 155.54±5.14 153.92±6.02 <0.0001a

2.5% PDS (L/month/patient) 104.86±4.05 100.78±3.06  97.48±4.18 100.40±3.77 100.88±4.50 0.0029a

4.25% PDS (L/month/patient) 8.74±1.57 7.67±1.50 6.81±1.24 7.31±1.08 7.63±1.49 0.0345a

Icodextrin (L/month/patient) 1.14±2.87 1.53±3.40 1.81±3.87 2.12±4.41 1.65±3.54 0.9494
1.5% PDS in non-DM (L/month/patient) 154.31±3.56 160.12±3.34 165.72±3.75 162.53±4.66 160.67±5.62 <0.0001a

2.5% PDS in non-DM (L/month/patient) 99.43±3.44 95.57±2.78 92.52±3.78 95.27±3.27 95.70±4.05 0.0014a

4.25% PDS in non-DM (L/month/patient) 8.07±1.29 7.15±1.44 6.32±1.17 6.79±0.96 7.08±1.34 0.0335a

Icodextrin in non-DM (L/month/patient) 0.89±2.28 1.22±2.74 1.49±3.22 1.77±3.72 1.34±2.92 0.9362
1.5% PDS in DM (L/month/patient) 121.19±7.91 127.41±6.52 133.55±6.71 128.33±7.27 127.62±8.14 0.0091a

2.5% PDS in DM (L/month/patient) 126.31±7.69 121.48±6.56 117.10±7.64 120.54±6.94 121.63±7.67 0.0781
4.25% PDS in DM (L/month/patient) 11.46±3.09 9.72±2.07 8.77±1.73 9.35±1.78 9.83±2.37 0.0843
Icodextrin in DM (L/month/patient) 2.05±5.06 2.70±5.90 3.03±6.35 3.48±7.12 2.81±5.91 0.9669

DM = diabetes mellitus.
a Statistically significant.
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Figure 2 — Pattern of monthly mean utilization of different strength peritoneal dialysis (PD) solutions and mean temperatures are 
shown. The pattern of monthly mean of different PD solution utilization over 10 years is expressed in liters (panel a) and propor-
tions (panel B). a clear seasonal variation is illustrated in 1.5% and 2.5% dextrose concentration PD solutions. The monthly mean 
of outdoor temperatures is shown in panel C.

permeability of peritoneum, which is maintained at 
constant body temperature. another weak point is that 
we do not have records of water intake and urine amount, 
which are almost impossible to maintain in this large 
study population. It is possible that more hypertonic PD 
solution utilization in winter is due to more oral intake 

 peritoneal equilibration test (PET) results in this data-
base. Ultrafiltration volume is determined by PET and 
glucose concentration of PD solution. Theoretically, we 
should consider the PET in the interpretation of seasonal 
 var iations in PD fluid utilization but it is difficult to 
believe that outdoor temperature would influence the 
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Figure 3 — Longitudinal peritoneal dialysis (PD) fluid utilization pattern and comorbidities are shown. Monthly mean of dialysate 
amount is illustrated from the beginning of PD treatment. 2.5% dextrose utilization amount increased with treatment duration, which 
indicates peritoneal membrane transport increases with treatment duration. The subjects with diabetes mellitus (DM) consumed 
more hypertonic PD solution and rapidly became higher transporters than nondiabetics (N). The trend reached a plateau within 
1 year (panel a). Patients with hypertension (HTN) used more 2.5% dextrose dialysate than normotensive (N) subjects (panel B). 
The presence of dyslipidemia (D) did not influence the PD fluid utilization pattern (panel C); N = no dyslipidemia. Because patients 
start PD treatment in different calendar months, the seasonal variation is not apparent in this figure.
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and less perspiration in cold months, but we cannot 
answer that question in this study.

To the best of our knowledge, this is the first na-
tionwide study to investigate PD dialysate utilization.  
In addition to doctors’ 1-month prescriptions, PD  patients 
actually fine-tune their treatment to achieve well-being 
by themselves. To adapt to the greater physiologic in-
sensi ble losses in the hotter months and therefore the 
requirement of less dialysis-induced ultrafiltration, 
the utilization of different strength PD solutions has a 
seasonal cyclic pattern, with more hypertonic PD solu-
tion utilized in winter and more hypotonic PD solution 
in summer. This quantitative analysis provides useful 
information for investigators to avoid bias in interpreta-
tion of ultrafiltration volume in their clinical trials, for 
nephrologists to prescribe different strength PD solution 
seasonally, and for PD solution manufacturers to decide 
the amount of stock. although the clinical significance 
of the current study seems modest in Taiwan, an island 
with small temperature ranges, the same differences 
might be more marked in other countries with broader 
temperature variations.

DISCLOSuReS

No financial conflict of interest exists.

ACkNOwLeDgMeNTS

This study was based in part on data from the Taiwanese 
National Health Insurance Research Database provided by 
the Bureau of National Health Insurance, Department of 
Health, and managed by National Health Research Institutes. 
The interpretation and conclusions contained herein do not 
represent those of the Bureau of National Health Insurance, 
Department of Health, or National Health Research Institutes. 
We also thank Taiwan Baxter Corporation for their partial 
support (grant no. R2007/BTW/179). This study is also founded 
by grants from National Science Council (NSC 96-2416-H-004-
007-MY2 and NSC 96-2314-B-010-008).

RefeReNCeS

 1. ates K, Nergizoglu g, Keven K, Sen a, Kutlay S, Erturk S, et 
al. Effect of fluid and sodium removal on mortality in peri-
toneal dialysis patients. Kidney Int 2001; 60:767–76.

 2. Brown Ea, Davies SJ, Rutherford P, Meeus F, Borras M, 
Riegel W, et al. Survival of functionally anuric patients on 
automated peritoneal dialysis: the European aPD Outcome 
Study. J Am Soc Nephrol 2003; 14:2948–57.

 3. Tranaeus a. a long-term study of a bicarbonate/lactate-
based peritoneal dialysis solution—clinical benefits. The 
Bicarbonate/Lactate Study group. Perit Dial Int 2000; 20: 
516–23.

 4. Van Biesen W, Boer W, De greve B, Dequidt C, Vijt D, Faict 
D, et al. a randomized clinical trial with a 0.6% amino 
acid/1.4% glycerol peritoneal dialysis solution. Perit Dial 
Int 2004; 24:222–30.

 5. Davies SJ, Woodrow g, Donovan K, Plum J, Williams P, 
Johansson aC, et al. Icodextrin improves the fluid status 
of peritoneal dialysis patients: results of a double-blind 
randomized controlled trial. J Am Soc Nephrol 2003; 14: 
2338–44.

 6. Tozawa M, Iseki K, Iseki C, Morita O, Yoshi S, Fukiyama 
K. Seasonal blood pressure and body weight variation 
in patients on chronic hemodialysis. Am J Nephrol 1999; 
19:660–7.

 7. Cheung aK, Yan g, greene T, Daugirdas JT, Dwyer JT, Levin 
NW, et al. Seasonal variations in clinical and laboratory 
variables among chronic hemodialysis patients. J Am Soc 
Nephrol 2002; 13:2345–52.

 8. argiles a, Lorho R, Servel MF, Chong g, Kerr Pg, Mourad 
g. Seasonal modifications in blood pressure are mainly 
related to interdialytic body weight gain in dialysis pa-
tients. Kidney Int 2004; 65:1795–801.

 9. Li SY, Chen JY, Chuang CL, Chen TW. Seasonal variations 
in serum sodium levels and other biochemical parameters 
among peritoneal dialysis patients. Nephrol Dial Transplant 
2008; 23:687–92.

10. Cheng TM. Taiwan’s new national health insurance pro-
gram: genesis and experience so far. Health Aff (Millwood) 
2003; 22:61–76.

11. Database NHIR 2007. available at: http://www.nhri.org.
tw/nhird/

12. Reichert Ta, Simonsen L, Sharma a, Pardo Sa, Fedson DS, 
Miller Ma. Influenza and the winter increase in mortality 
in the United States, 1959-1999. Am J Epidemiol 2004; 
160:492–502.

13. Lanska DJ, Hoffmann Rg. Seasonal variation in stroke 
mortality rates. Neurology 1999; 52:984–90.

14. Davies SJ, Bryan J, Phillips L, Russell gI. Longitudinal changes  
in peritoneal kinetics: the effects of peritoneal dialysis and 
peritonitis. Nephrol Dial Transplant 1996; 11:498–506.

15. argiles a, Mourad g, Mion C. Seasonal changes in blood 
pressure in patients with end-stage renal disease treated 
with hemodialysis. N Engl J Med 1998; 339:1364–70.

16. Sposito M, Nieto FJ, Ventura JE. Seasonal variations of 
blood pressure and overhydration in patients on chronic 
hemodialysis. Am J Kidney Dis 2000; 35:812–18.

17. Cheng LT, Jiang HY, Tang LJ, Wang T. Seasonal variation 
in blood pressure of patients on continuous ambulatory 
peritoneal dialysis. Blood Purif 2006; 24:499–507.

18. Brimble KS, Walker M, Margetts PJ, Kundhal KK, Rabbat Cg. 
Meta-analysis: peritoneal membrane transport, mortal-
ity, and technique failure in peritoneal dialysis. J Am Soc 
Nephrol 2006; 17:2591–8.

19. Rumpsfeld M, McDonald SP, Johnson DW. Higher perito-
neal transport status is associated with higher mortality 
and technique failure in the australian and New zealand 
peritoneal dialysis patient populations. J Am Soc Nephrol 
2006; 17:271–8.

 by guest on A
ugust 26, 2013

http://w
w

w
.pdiconnect.com

/
D

ow
nloaded from

 

http://www.pdiconnect.com/


This single copy is for your personal, non-commercial use only.
For permission to reprint multiple copies or to order presentation-ready copies

for distribution, contact Multimed Inc. at marketing@multi-med.com

328

CHEN et al. MAY 2010 - Vol. 30, No. 3 PDI

20. Churchill DN, Thorpe KE, Nolph KD, Keshaviah PR, Oreo-
poulos Dg, Page D. Increased peritoneal membrane trans-
port is associated with decreased patient and technique 
survival for continuous peritoneal dialysis patients. The 
Canada-USa (CaNUSa) Peritoneal Dialysis Study group. 
J Am Soc Nephrol 1998; 9:1285–92.

21. Park HC, Kang SW, Choi KH, Ha SK, Han DS, Lee HY. Clini-
cal outcome in continuous ambulatory peritoneal dialysis 
patients is not influenced by high peritoneal transport 
status. Perit Dial Int 2001; 21(Suppl 3):S80–5.

22. Cueto-Manzano aM, Correa-Rotter R. Is high peritoneal 
transport rate an independent risk factor for CaPD mortal-
ity? Kidney Int 2000; 57:314–20.

23. Lin JJ, Wadhwa NK, Suh H, Cabralda T, Patlak CS. Increased 
peritoneal solute transport in diabetic peritoneal dialysis 
patients. Adv Perit Dial 1995; 11:63–6.

24. Lamb EJ, Worrall J, Buhler R, Harwood S, Cattell WR, 
Dawnay aB. Ef fect of diabetes and per itonitis on  

the peritoneal equilibration test. Kidney Int 1995; 
47:1760–7.

25. Chung SH, Chu WS, Lee Ha, Kim YH, Lee IS, Lindholm B,  
et al. Peritoneal transport characteristics, comorbid 
 diseases and survival in CaPD patients. Perit Dial Int 2000; 
20:541–7.

26. annual report of Taiwan Society of Nephrology. available 
at: http://www.tsn.org.tw

27. 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; 16:546–54.

28. Mistry CD, gokal R, Peers E. a randomized multicenter 
clinical tr ial comparing isosmolar icodextrin with  
hyperosmolar glucose solutions in CaPD. MIDaS  
Study group. Multicenter Investigation of Icodextrin 
in ambulatory Peritoneal Dialysis. Kidney Int 1994; 
46:496–503.

 by guest on A
ugust 26, 2013

http://w
w

w
.pdiconnect.com

/
D

ow
nloaded from

 

http://www.pdiconnect.com/

