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NICE Peritoneal dialysis
Draft short clinical guideline
(Comments due Monday, 14 February, 12 noon)
	Please address the following areas:

· Points or areas that are not covered, but which appear to fall within the scope of the guideline

· Potential inconsistencies or any disagreement with the Guideline Development Group’s interpretation of the evidence

· Does the guideline reflect the current evidence for this topic? If not, please highlight any important studies in relation to the question, which should have been included.

· Are there any aspects of the guideline that are a major departure from current practice, or that will have an impact on current practice?

In order to provide an evidence-based response, please include citations where possible to support your comments. You do not need to re-review the primary evidence or comment on whether it is feasible to follow the guideline.


	Name
	Dr David V Milford

	Position
	Consultant Nephrologist, Chair Clinical Standards and Guidelines Subcommittee

	Specialty group, special interest group or CSAC 
Please specify if you are responding on behalf of a group/committee
	On behalf of the British Association for Paediatric Nephrology

	Document
Indicate if you are referring to the 

full guideline

or the appendices
	Page number
Or general if comment refers to whole document
	Line number

Or general if comment refers to whole document
	Comments

If possible, please provide evidence (citations)
to support your statements

	Full guideline
	General comment
	General comment
	It is encouraging that the needs of children are included within the remit of this document. The guidance acknowledges there is little evidence base concerning children; however data from NAPRTCS has been used in some sections.  It is hoped that in future data will be available from the UK Renal Registry as the completeness and volume of paediatric data has much improved.  This document is unnecessarily prescriptive with regard to the management of children, and in particular very young children.  A large number of children coming to dialysis have significant co-morbidities that necessarily impact on the choice of initial dialysis modality.  Paediatric practice is in advance of adult practice with regard to the provision of information to patients and families and in the promotion of home based therapies (UK Renal Registry data in the 2009 report shows of 235 children on dialysis 56% were on peritoneal dialysis in comparison to only 20% of adults).  We are concerned that this document, in seeking to promote peritoneal dialysis in adult units, may limit the choice of haemodialysis in paediatric units.

	Full guideline
	Page 8 1.1.5
	18
	While it is admirable to suggest play therapy should be provided to help children with decisions relating to choice of dialysis modality, experience shows departments have limited leverage in persuading Trusts to provide this resource where it is deficient.  However, it is useful to make reference to this requirement as it acknowledges the psychosocial dimension we know to be important.  The recommendation should be extended to include psychology and social work support as these are additional key resources in the successful implementation of dialysis. 

	Full guideline
	Page 8 1.1.7
	23
	It should be recognised that it is not always appropriate to change dialysis modality in a child that presents late. For example, peritoneal dialysis is usually the choice of treatment for a child presenting with renal failure requiring dialysis – it is not in a young child’s best long term interest to discontinue successful peritoneal dialysis and switch to line-based haemodialysis simply because of parental choice rather than for technical reasons.

	Full guideline
	Page 9 1.1.9
	2
	The guidance should make it clear that peritoneal dialysis is not the only option that should be offered for children under 2 years of age.  Haemodialysis is a viable treatment modality for this group of children and indeed may be the only viable option if there has been prior abdominal surgery. The UK Renal Registry data in 2009 shows of those children <3.9 years old, one third are on haemodialysis.  It would be helpful, for clarity, if this recommendation is removed as there is no cited evidence to support the statement.

	Full guideline
	Page 9 1.1.11
	9
	This statement (following on from 1.1.10) suggests that only adults >60 years old should be given a choice between haemodialysis and peritoneal dialysis.  This is unacceptable to us. Page 26 2.2.5 line 18 states ‘The evidence suggests that in most cases, the dialysis choice depends more on how the dialysis treatment will fit into the patient’s life rather than on clinical indicators. However, there are some patient groups for whom clinical considerations do have an impact on the choice of modality’ This important statement suggests that where there is good clinical evidence one modality is superior to another for an individual patient then this should over-ride patient choice – this reflects current paediatric practice.  There is no convincing evidence cited to support the premise that haemodialysis is never a first choice for children requiring dialysis.  Our concern is these guidelines may mislead commissioners and consequently reduce clinical freedom to choose the most appropriate dialysis modality for the child.  Our concerns would be adequately addressed if recommendation 1.1.10 is worded as ‘After taking into account clinical considerations, peritoneal dialysis may be the first choice of dialysis modality for….’


	Full guideline
	Page 9 

1.1.14
	14
	This recommendation is misleading.  It is apparent from Page 119 section 2.4.5 that the recommendation is concerned with the choice between CAPD and APD for children on a liquid diet, presumably because APD allows higher ultrafiltration rates.  It is, however, possible to haemodialyse infants and young children on a liquid diet by increasing the frequency of sessions.  This recommendation should be modified to ‘Infants and children for whom peritoneal dialysis is appropriate should be commenced on APD in preference to CAPD if they are on a liquid diet, especially if they have low residual renal function’.

	Full guideline
	Page 9 

1.1.15
	18
	It is entirely appropriate to switch from haemodialysis to peritoneal dialysis if there has been loss of vascular access, especially if this is in an infant or young child.  Preservation of long term vascular access is critically important because CRI is a lifelong condition.  Loss of access is a significant and tragic cause of mortality; steps to minimise this risk in patients who develop renal failure in early childhood are justified.    

	
	
	
	

	
	
	
	

	
	
	
	


You may add extra pages as needed.

Please email this form to clinical.standards@rcpch.ac.uk by Monday, 14 February, 12 noon. Our deadline is set before that of NICE to allow time to consider all comments received and to draft an official response with review from the RCPCH Clinical Standards Committee. Responses received after this deadline will not be included in the RCPCH response to this consultation. We reserve the right to summarise and edit comments received, or not to include them at all.
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