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modality (HD versus PD), there is no
conclusive evidence that either
modality is superior, and unless there
are obvious reasons why one therapy
is unsuitable, patient preference is
usually the deciding factor. 

Peritoneal dialysis
The European Renal Best Practice
Advisory Board suggests, but does
not mandate, that PD should be
presented as the logical first step.1 PD
offers several advantages, and can be
particularly effective when the patient
still has some residual urine output.

and infection are the other major
causes of mortality. Table 2, below,
summarises key points in the
management of renal transplant
recipients. 

An increasing number of GPs will
now be looking after live kidney
donors and important issues to
consider are listed in table 3, below.

DIALYSIS
For most patients who are unsuitable
for transplantation or do not receive 
a transplant pre-emptively, dialysis 
is a viable option. In terms of dialysis

»

Patients with ESRD require lifelong
RRT, so initial use of a PD catheter will
preserve veins for future HD.

However, PD does have limitations.
First, it does not provide the same
level of fluid and toxin removal as HD,
so larger patients and those with no
urine output may be under-dialysed.
Additionally, PD can only be used for a
limited period (the peritoneum cannot
withstand continuous exposure to the
contents of dialysate fluid long term),
and many patients will be forced to
transfer to HD within two to three years
as PD gradually loses effectiveness.10 

Haemodialysis
The majority of those on maintenance
dialysis in the UK are on hospital-based
haemodialysis. A major limitation, over
and above the consequences of ESRD,
is the dependency on thrice weekly
hospital attendance, the time this
takes, and the interruption to work,
family and social life. 

Home-based dialysis
There are obvious benefits associated
with home-based therapy, both for the
patient and the healthcare system in
terms of reduced costs. Clearly it
requires substantial engagement by
the patient in terms of taking responsibility
for their own care; some individuals
are not able to take on this role and
others resent the intrusion of dialysis
equipment into their home.

An assisted PD programme is now
widely available, in which healthcare
workers visit the patient’s home and
help, for example in lifting weighty
dialysate bags when the patient is
unable to do so alone, thus allowing
many more (particularly elderly
patients) to manage home dialysis. 

Home HD allows increased
frequency of dialysis which is
associated with improved outcomes11

and should be considered particularly

‘Haemodialysis
at home allows
increased
frequency of
dialysis which 
is associated
with improved
outcomes’

Table 2

Managing renal transplant recipients in general practice

Cardiovascular disease risk
•Cardiovascular disease is the most common cause of death, 
hence management of cardiovascular risk factors is vital

Cancer risk
•Malignancy is more frequent than in the general population
•Skin cancer recurs more frequently, is more aggressive and can be invasive
•Those on long-term immunosuppression should be investigated early if there
are symptoms that may be causing concern

Infection
• Infection can quickly become life threatening
•Antibiotic therapy should be initiated earlier and for longer in patients on
immunosuppression (even if they appear quite well)

Immunosuppressive medications
•Some of these have a narrow therapeutic window – too little risks rejection, too
much risks toxicity and infection

Calcineurin inhibitors 
•Calcineurin inhibitors (CNI: ciclosporin and tacrolimus) in particular can interact
with other medication. A common culprit is clarithromycin. If no alternative
antibiotic is available the dose of CNI must be reduced. This should be discussed
with the local renal unit

Table 3

Follow-up of live kidney donors

Reduced eGFR 
•Represents reduced nephron mass and not chronic kidney disease
• Is anticipated and accepted

Serum creatinine
•Will be above the upper limit of normal in most male and some female donors 

Recommended follow-up
•Annual blood pressure, urine protein estimation (ACR or PCR), renal function.
(This will usually be organised by the transplant unit but for logistical reasons some
patients will prefer to attend their GP)
•The goal is a healthy lifestyle with avoidance of obesity and hypertension 
• If hypertension does develop there should be a low threshold for initiation of
antihypertensive therapy with the aim of very good blood pressure control


