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Abstract
Purpose  Few studies have evaluated patients’ characteristics and survival by dialysis modality in Brazil. We evaluated 
changes in dialysis modality and its survival in the country.
Methods  This is a retrospective database of a cohort with incident chronic dialysis patients from Brazil. Patients’ charac-
teristics and one-year multivariate survival risk were assessed considering dialysis modality from 2011 to 2016 and 2017 to 
2021. Survival analysis was also performed on a reduced sample after adjustment using propensity score matching.
Results  Of the 8295 dialysis patients, 5.3% were on peritoneal dialysis (PD) and 94.7% on hemodialysis (HD). PD patients 
had higher BMI, schooling and the prevalence of elective dialysis starting in the first period than those on HD. In the second 
period, PD patients were predominantly women, non-white, from the Southeast region, and funded by the public health 
system, having more frequent elective dialysis starting and predialysis nephrologist follow-ups than those on HD. There 
was no difference in mortality comparing PD and HD (HR 0.67, 95% CI 0.39–2.42; and HR 1.17, 95% CI 0.63–2.16; first 
and second period, respectively). This non-significantly different survival between both dialysis methods was also found in 
the reduced matched sample. Higher age and non-elective dialysis initiation were associated with higher mortality. In the 
second period, the lack of predialysis nephrologist follow-up and living in the Southeast region increased the mortality risk.
Conclusion  Some sociodemographic factors have changed according to dialysis modality over the last decade in Brazil. The 
one-year survival of the two dialysis methods was comparable.
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Introduction

Although the all-cause mortality of patients on dialysis has 
decreased in the last decades [1], it is estimated that about 
50% of patients who start some dialysis method will die 
within five years [2, 3]. Brazil has the third-largest abso-
lute number of patients on dialysis worldwide [4]. However, 
studies have not directly evaluated differences in patients’ 
characteristics and survival by dialysis modality in the Bra-
zilian population [5, 6].

Whilst optimal randomised control trials to compare peri-
toneal dialysis (PD) or hemodialysis (HD) are limited [7, 8], 
the data from observational cohort studies have not consist-
ently demonstrated a difference in the survival by dialysis 
modality [7, 9, 10]. It is conceivable that non-diabetic and 
younger patients on PD have higher survival in the first two 
years of treatment compared with HD [11–14].
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About 7% of the patients with kidney failure in dialy-
sis treatment worldwide are in Brazil. Also, the Brazilian 
estimated prevalence of patients on chronic dialysis has 
increased from 405 per million population (pmp) in 2009 
to 640 pmp in 2018, corresponding to an average annual 
increase of 6.4% [15]. Although the number of patients on 
PD is increasing in some countries [16], the prevalence in 
Brazil is decreasing, and the method continues to be more 
utilised in experienced centres from some country regions 
[6, 15]. One of the main reasons is the lower reimbursement 
to the staff working with PD than HD [17, 18]. Also, the lack 
of local data on survival differences by modality may be a 
contributing factor.

The objectives of the present study were to draw the 
profile of a large chronic dialysis population in Brazil and 
compare the 1-year survival in incident PD and HD patients 
across two time periods, considering several independent 
risk factors.

Methods

Study design

This is a retrospective analysis of the Brazilian Dialysis Reg-
istry (BDR), an electronic database to collect clinical and 
epidemiological information from patients undergoing dialy-
sis therapy in the country. The BDR was created in 2010 
and is coordinated by the Brazilian Society of Nephrology 
(BSN). The methods for the BDR data collection have been 
published in detail elsewhere [19]. The ethics committee 
of the Federal University of São Paulo approved this study.

Sampling

This study evaluated data from all adult (> 18 years old) 
incident dialysis patients included in the BDR from January 
2011 to September 2021, with the first chronic dialysis data 
available. We excluded participants without age informa-
tion and those with a follow-up shorter than 90 days. We 
compared HD and PD participants' characteristics across the 
population by dividing the study sample into two groups 
according to the year of dialysis start: 2011–2016 (first 
period) and 2017–2021 (second period). The studied vari-
ables were: gender, age, ethnicity, education, body mass 
index, CKD aetiology, dialysis funding, diabetes history, 
elective dialysis start, predialysis nephrologist follow-up, 
and geographical region. In addition, we combined the data 
of the geographical regions North, Northeast, and Middle 
West due to the small number of participants in each of these 
regions and compared them with Southeast and South. One-
year survival after initiation of dialysis was considered as 
the endpoint.

Statistical analysis

Qualitative variables were described by frequency and 
percentage; mean and standard deviation were used for 
quantitative variables. The Kolmogorov–Smirnov test 
assessed the normality of data distribution. We used a 
chi-square test and Student’s t test to compare frequencies 
or means of the secondary variables about the primary 
exposure (dialysis modality) for the whole sample and by 
period. The crude mortality ratio (RR) to death within the 
first year after starting HD versus PD was calculated per 
1000 person-days per period. The Kaplan–Meier method 
performed a survival analysis concerning the dialysis 
modality to the outcome, and the log-rank test verified 
differences per period of BDR. Univariate analysis and 
multivariate Cox regression models were proposed to 
verify the association between the dialysis modality and 
mortality within the first year after starting dialysis per 
period (2011–2016 and 2017–2021). The multivariate Cox 
regression analysis included all variables with a p value 
lower than 0.20 to the outcome in the univariate method. 
A final multivariate model was proposed after using a 
manual backward elimination to adjust all more significant 
variables in the model, keeping fixed gender and age, con-
sidering their known confounder effect in the exposure and 
outcome studied. The likelihood test was used to evaluate 
any interaction factor for the principal exposure variable 
with the other variables. Important effect modification 
was considered when a significant effect by subgroups 
was found. For multivariate analysis, the linear effects for 
categorical variables BMI by tercile, schooling, and region 
were verified through a test of departure from linear trend. 
The proportional hazard assumption in the Cox regression 
analysis was verified by Nelson−Aalen plots and by a for-
mal test of proportionality.

Sensitive analysis

Propensity score matching was performed to estimate the 
effect of the dialysis method on mortality risk accounting 
for confounder variables. Considering many cases with 
missing values for BMI, aetiology, schooling, predialy-
sis nephrological care, and elective dialysis start, these 
variables were not included in the matching method. We 
used 1:1 nearest neighbour propensity score matching 
without replacement with a calliper of 0.1. Observations 
were discarded in both groups, and patients who could not 
be matched were deleted from the analyses. The propen-
sity score was estimated using a logistic regression of the 
group (peritoneal dialysis/hemodialysis) on the covariates 
(age, sex, ethnicity, geographical region, diabetes, period 
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of dialysis start, and health insurance type). Similarly, the 
Kaplan–Meier method performed a survival analysis of 
the dialysis modality in the whole period and univariate 
and multivariate Cox regression analysis testing the other 
covariates not included in the matching. All data were ana-
lysed using STATA/IC 15.1 software.

Results

A total of 20,597 incident dialysis patients were identi-
fied from January 2011 to September 2021. Patients with-
out dialysis modality data (n = 6371), with age lower than 
18 years or no age data (n = 135), or without dialysis vintage 
of more than 90 days (n = 5796) were excluded. After apply-
ing the exclusion criteria, 8295 were selected for analysis. 
HD patients represented 94.7% (n = 7856) and PD patients 
5.3% (n = 439) of the sample. When compared with patients 
excluded due to 90 days follow-up missing data, included 
participants had similar gender distribution, were younger, 
more educated, had a higher prevalence of white ethnicity, 
diabetes, and living in the Southeast region.

HD and PD patients’ characteristics are shown in Tables 1 
(whole sample) and 2 (by periods of dialysis initiation). In 
the entire sample, except for age and gender, the distribution 
of all other studied variables differed between groups for the 
non-matched sample. Patients on PD had higher mean BMI 
values, were predominantly non-white, had a higher level 
of education, were more often funded by the public health 
system, had planned dialysis initiation, and were seen by 
a nephrologist in the predialysis phase of CKD. Besides, 
patients on PD were more often from the Southeast region 
and had a lower prevalence of diabetes. In the matched 
sample, there was no significant difference between the dis-
tribution of matched variables (age, sex, period, ethnicity, 
dialysis funding, geographical region, and diabetes history) 
according to the type of dialysis. The other characteristics 
remained similar to the non-matched sample. In the overall 
sample, the crude mortality ratio between PD and HD was 
1.03 per 1000 person-years (95% CI 0.57–1.84, p = 0.922) 
in the first period (2011 to 2016) and 0.72 per 1000 person-
years (95% CI 0.47–1.11, p = 0.135) in the second period 
(2017–2021). There was no difference in the cumulative 
mortality rate by modality within the first year after starting 
dialysis, both in the non-matched (Fig. 1) and the matched 
sample (Fig. 2, supplementary).

When comparing the characteristics of all patients 
by dialysis modality by period (Table 2), patients on PD 
in the first period had higher BMI, schooling, and preva-
lence of elective dialysis starts, and more often from the 
Southeast region compared to those on HD. In the second 
period, patients on PD had a higher proportion of women, 
non-white skin colour, public dialysis funding, elective 

starting of dialysis, and predialysis nephrology care, and, 
more often, derived from the Southeast region. In this period 
(2017–2021), patients starting on PD had a lower prevalence 
of diabetes than those starting on HD.

Associations and predictors of death within the first year 
after dialysis initiation by period are shown in Table 3. In 
the overall sample, the independent predictors of mortality 
in both periods were higher age and non-elective dialysis 
initiation. In the first period, men had a lower mortality risk. 
In the second period, the lack of predialysis nephrologist 
follow-up and living in the Southeast region also increased 
the mortality risk. For both periods, the dialysis modality 
was not associated with higher mortality risk after adjusting 
for other variables (HR 0.67, 95% CI 0.39–2.42, p = 0.963; 
and HR 1.17, 95% CI 0.63–2.16, p = 0.626; first and second 
periods, respectively).

In the matched sample, there was a trend towards lower 
mortality for patients on PD compared to those on HD 
(HR = 0.63; 95% CI 0.38–1.05; p = 0.075) in the univari-
ate analysis. However, this association lost strength after 
adjustment for other confounding variables not included in 
the matching.

Discussion

In this large observational study, PD was not associated with 
higher mortality risk in the first year after starting dialy-
sis compared with those on HD. Whilst increasing age and 
non-elective dialysis initiation were associated with a higher 
chance of mortality in both periods, differences in the region 
of origin and the frequency of predialysis follow-up by a 
nephrologist were found in the second period. To the best 
of our knowledge, this is the first study to assess the impact 
of the type of dialysis modality on short-term mortality con-
sidering a large Brazilian dataset.

The distribution of incident HD and PD patients in the 
whole sample was the same in both periods. However, com-
pared to the national data of prevalent dialysis patients, in 
which the PD prevalence ranged from around 10% in the 
earliest 2010 years and close to 7.5% in the latest decade 
years [15], our population comprised a lower percentage of 
PD patients. When compared with a large Brazilian cohort 
of incident PD patients (BRAZPD) that started dialysis 
in 2004–2011 (n = 5707) [6], our participants had similar 
ages, a slightly higher prevalence of men (54% vs 48%), 
and a lower prevalence of diabetic kidney disease (18 vs 
37%). However, that cohort represented 65–70% of all PD 
patients in the country and was limited to patients using 
supplies from only one company [6]. Regarding incident HD 
patients, comparing our data with another large Brazilian 
study that included 3,082 patients from 2000 to 2004 [5], 
our participants were older (58 vs 52 years) and had a similar 
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Table 1   General characteristics 
of incident dialysis patients by 
dialysis modality

Variable Before matching After matching

Peritoneal 
dialysis n = 439 
(5.3%)

Hemodialysis 
n = 7856 (94.7%)

p value Peritoneal dialy-
sis n = 357(50%)

Hemodialysis 
n = 357 (50%)

p value

Age, years 59.4 16.5 58.3 15.8 0.157 59.5 14.9 59.5 14.9 1.000
 Sex 0.060 1.000
 Male 238 54.2 4616 58.8 197 55.2 197 55.2
 Female 201 45.8 3240 41.2 160 44.8 160 44.8
 Total 439 100.0 7856 100.0 357 100.0 357 100.0

BMI, kg/m2 27.9 6.0 26.3 6.1 < 0.001 27.9 5.7 26.0 5.9 < 0.001
 Total 201 100.0 6200 100.0 159 100.0 290 100.0

Period, years 0.985 1.000
 2011–2016 138 31,4 2473 31,5 97 27.2 97 27.2
 2017–2021 301 68.6 5383 68.5 260 72.8 260 72.8
 Total 357 100.0 357 100.0

Skin colour 0.015 1.000
 White 211 48.1 4218 54.0 163 45.7 163 45.7
 Non-white 228 51.9 3588 46.0 194 54.3 194 54.3
 Total 439 100.0 7806 100.0 357 100.0 357 100.0

Schooling 0.008 0.037
 None 20 7.6 488 9.1 17 8.1 25 9.8
 ≤ 8 years 73 27.9 1936 36.1 60 28.4 98 38.4
 > 8 years 169 64.5 2935 54.8 134 63.5 132 51.8
 Total 269 100.0 5359 100.0 211 100.0 255 100.0

Dialysis funding 0.003 1.000
 Public 321 74.1 5248 67.2 271 75.9 271 75.9
 Non-public 112 25.9 2561 32.8 86 24.1 86 24.1
 Total 433 100.0 7809 100.0 357 100.0 357 100.0

Aetiology < 0.001 < 0.001
 Diabetes 76 17.3 1767 22.5 51 14.3 51 14.3
 Hypertension 73 16.6 2423 30.8 62 17.4 12 3.4
 CGN 16 3.6 244 3.1 12 3.4 132 37.0
 PKD 10 2.3 142 1.8 9 2.5 7 2.0
 Other 8 1.8 461 5.9 7 2.0 26 7.3
 Unknown 256 58.3 2819 35.9 216 60.5 129 36.1
 Total 439 100.0 7856 100.0 357 100.0 357 100.0

Region < 0.001 1.000
 Southeast 326 74.3 3996 50.9 262 73.4 262 73.4
 South 81 18.4 2760 35.1 70 19.6 70 19.6
 Other regions 32 7.3 1100 14.0 25 25.0 25 25.0
 Total 439 100.0 7856 100.0 357 100.0 357 100.0

First dialysis < 0.001 < 0.001
 Elective 212 85.1 2416 40.0 169 83.4 116 44.4
 Non-elective 37 14.9 3624 60.0 29 14.6 145 55.6
 Total 249 100.0 6040 100.0 198 100.0 261 100.0

Diabetes 0.005 1.000
 Yes 78 17.8 1850 23.5 53 14.8 53 14.8
 No/unknow 361 82.2 6006 76.5 304 85.2 304 85.2
 Total 439 100.0 7856 100.0 257 100.0 257 100.0

PDN care < 0.001 < 0.001
 Yes 251 94.0 4285 66.7 200 93.9 181 67.3
 No 16 6.0 2142 33.3 13 6.1 88 32.7
 Total 267 100.0 6428 100.0 213 100.0 268 100.0

Death, yes 34 7.7 711 9.0 0.352 25 7.0 39 10.9 0.067
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prevalence of men (59% vs 58%) and diabetic nephropa-
thy (22 vs 20%). However, that large study was limited to 
patients from 7 of the 26 states in Brazil, with all centres run 
by the same dialysis franchise company.

When considering the whole sample, except for age and 
gender, all other parameters evaluated in the present study 
differed significantly between PD and HD patients. Patients 
on PD had higher BMI, lower prevalence of diabetes, were 
more often non-white, from the Southeast region, funded by 
the public health system, and with a more common planned 
dialysis start than those on HD. These characteristics have 
been found in other Brazilian studies about PD patients 
[20, 21]. People starting PD in the second period tended 
to be older. We also found a higher prevalence of illiteracy 
amongst PD patients and more frequent funding by the pub-
lic health system in the second period compared with the 

first one. Low schooling has been accounted for as one of 
the reasons for the lower prevalence of PD in Brazil. How-
ever, the proportion of illiterates has not been lower in PD 
patients compared with the general population [20]. These 
differences in public dialysis funding and illiteracy amongst 
PD patients in the analysed periods may reflect the better 
socioeconomic characteristics of the Southeastern region, 
where the largest number of PD patients are concentrated. 
When compared with the public system, the lower propor-
tion of patients on PD than HD with non-public funding 
may reflect the higher reimbursement paid for HD by private 
health insurance companies.

Brazil has a large territory extension, with many dialysis 
patients living more than 50 km from the dialysis centre 
[22]. Although regions with lower public health investment 
per capita are associated with higher mortality of patients 
on PD [21], such dialysis modality has a lower overall cost 
[18] and could be a feasible alternative to reduce the patient 
dislocation. However, our findings indicate that the PD 
method is still centralised in the country’s most developed 
region (Southeastern), and that pattern has not changed over 
time. Besides, although urgent-start peritoneal dialysis has 
increased in the latest years in our country [23, 24], HD is 
still the most prevalent modality to start non-elective dialy-
sis. Notably, there was a higher proportion of PD patients 
with elective dialysis start and predialysis nephrology care 
than HD patients. Late diagnosis of CKD and lack of early 
nephrology care are still rife in Brazil. Conceivably, the 
improvement in predialysis assistance could contribute to 
the expansion of PD modality.

Adjusted mortality at one year did not differ between 
incident patients on PD and HD, regardless of the period 
analysed, even after balancing the sample by propensity 
score matching. The lack of short-term survival advan-
tage between both modalities has been shown in some 
populations worldwide [25–28]. In contrast, in others, 
survival favoured PD in the first years of dialysis [29, 
30]. The increase in age and the non-elective indication 
to start dialysis were associated with higher mortality in 
multivariate models of both periods. Ageing has been a 
known factor associated with higher mortality in dialysis 
patients [11, 31]. Regarding non-elective dialysis, patients 
starting dialysis in an unplanned way have shown higher 
mortality risk [32–34], especially the elderly ones [35]. 
In the second period, patients from other regions of Bra-
zil presented a lower risk of mortality when compared 
to the region with the largest contingent of patients on 
dialysis, the Southeastern. The population residing in the 

Table 1   (continued) Values are mean ± standard deviation or total number and percentage
CGN chronic glomerulonephritis, PKD polycystic kidney disease, BMI body mass index, PDN care predi-
alysis nephrological care

Fig. 1   Cumulative survival by dialysis modality and period (Kaplan–
Meier). Panel A (2011–2016), Panel B (2017–2021)
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Table 2   General characteristics 
of overall incident dialysis 
patients by dialysis modality 
and year of dialysis beginning

Values are mean ± standard deviation or total number and percentage
CGN chronic glomerulonephritis, PKD polycystic kidney disease, PDN care predialysis nephrological care

Variable 2011–2016 2017–2021

Peritoneal 
dialysis 
n = 138 (5.3%)

Hemodi-
alysis n = 2473 
(94.7%)

p value Peritoneal 
dialysis 
n = 301 (5.3%)

Hemodi-
alysis n = 5383 
(94.7%)

p value

Age, years 57.7 16.9 57.9 15.7 0.970 60.2 16.3 58.5 15.9 0.085
 Gender 0.826 0.016
 Male 82 59.4 1446 58.5 156 51.8 3170 58.9
 Female 56 40.6 1027 41.5 145 48.2 2213 41.1
 Total 138 100.0 2473 100.0 301 100.0 5483 100.0

BMI, kg/m2 31.7 6,6 28.9 7.2 0.003 25,6 4.3 25.2 5.1 0.084
 Total 75 100.0 1911 100.0 126 100.0 4286 100.0

Ethnicity 0.857 0.005
 White 84 60.9 1523 61.6 127 42.2 2695 50.5
 Non-white 54 29.1 948 38.4 174 57.8 2640 49.5
 Total 138 100.0 2471 100.0 301 100.0 5335 100.0

Schooling 0.001 0.089
 None 3 3.7 245 13.8 17 9.4 243 6.8
 ≤ 8 years 24 29.6 674 38.0 49 27.1 1262 35.2
 > 8 years 54 66.7 854 48.2 115 63.5 2081 58.0
 Total 81 100.0 1773 100.0 181 100.0 3586 100.0

Dialysis funding 0.883 < 0.001
 Public 96 71.1 1753 71.7 225 75.5 3495 65.2
 Non-public 39 28.9 692 28.3 73 24.5 1869 34.8
 Total 135 100.0 2445 100.0 298 100.0 5364 100.0

Aetiology < 0.001 < 0.001
 Diabetes 20 14.5 482 19.5 56 18.6 1285 23.9
 Hypertension 14 10.1 625 25.3 59 19.6 1798 33.4
 CGN 6 4.3 84 3.4 10 3.3 160 3.0
 PKD 1 0.7 40 1.6 9 3.0 102 1.9
 Other 2 1.4 130 5.3 6 2.0 331 6.1
 Unknown 95 68.8 1112 45.0 161 53.5 1707 31.7
 Total 138 100.0 2473 100.0 301 100.0 5383 100.0

Region < 0.001 < 0.001
 Southeast 103 74.6 1043 42.2 223 74.1 2953 54.9
 South 25 18.1 1123 45.4 56 18.6 1637 30.4
 Other regions 10 7.2 307 12.4 22 7.3 793 14.7

138 100.0 2473 100.0 301 100.0 5383 100.0
First dialysis < 0.001 < 0.001
 Elective 73 86.9 960 47.8 139 84.2 1456 36.1
 Non-elective 11 13.1 1048 52.2 26 15.8 2576 63.9
 Total 84 100.0 2008 100.0 165 100.0 4032 100.0

Diabetes 0.091 0.025
 Yes 20 14.5 505 20.4 58 19.3 1345 25.0
 No/unknown 118 85.5 1968 79.6 243 80.7 4038 75.0
 Total 138 100.0 2473 100.0 301 100.0 5383 100.0

PDN care < 0.001 < 0.001
 Yes 85 91.4 1327 64.6 166 95.4 2722 66.3
 No 8 8.6 727 35.4 8 4.6 1385 33.7
 Total 93 100.0 2054 100.0 174 100.0 4107 100.0

Death, yes 12 8,.7 199 8.5 0.786 22 7.3 512 9.5 0.202
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Southeastern is older than in the other regions grouped 
in the analysis [15]. This may be a factor accounting for 
the higher mortality. However, considering the smaller 
number of patients from the North and Northeast regions 
in the present study, this protective effect needs further 
investigation. Despite the impossibility of evaluating the 
role of other comorbidities due to the lack of information, 

diabetes had a marginally protective effect on mortality 
in the univariate analysis in the second period, and it was 
not significant in the multivariate analysis. Diabetes and 
poor glycemic control have been considered risk factors 
for mortality amongst dialysis patients [36, 37]. The short-
term follow-up and the lack of precision in the diabetes 
classification may have influenced our findings.

Table 3   Predictors of death 
within the first year after 
starting dialysis, by period, 
in the overall sample, and the 
matched sample

BMI body mass index, PDN care predialysis nephrological care, PD peritoneal dialysis, HD hemodialysis
a Final model in the non-matched sample after adjusting by age, gender, BMI, skin colour, region, first dial-
ysis elective or not, predialysis nephrology care, and dialysis modality
b Variables matched: age, sex, skin colour, dialysis funding, region, diabetes mellitus, period of dialysis ini-
tiation

Univariate analysis Multivariate analysisa

HR 95% CI p value HR 95% CI p value

Overall sample
Period: 2011–2016
 Age, years 1.05 1.04–1.06 < 0.001 1.05 1.04–1.06 < 0.001
 Gender, male vs. female 0.75 0.58–0.99 0.042 0.67 0.48–0.92 0.015
 BMI, kg/m2 0.98 0.95–1.00 0.031
 Skin colour, white vs not white 1.22 0.91–1.62 0.178
 Schooling 1.16 0.89–1.51 0.282
 Dialysis funding, public vs. non-public 0.92 0.69–1.24 0.599

Region
 Southeast 1.00 Reference
 South 0.86 0.64–1.15 0.308
 Other regions 1.16 0.77–1.76 0.474
 1st dialysis, non-elective vs. elective 1.57 1.13–2.20 0.008 1.52 1.08–2.14 0.016
 Diabetes 0.90 0.64–1.27 0.558
 PDN care 0.62 0.44–0.88 0.006
 Dialysis modality, PD vs. HD 1.03 0.58–1.85 0.914 0.98 0.39–2.42 0.963

Period: 2017–2021
 Age, years 1.04 1.03–1.04 < 0.001 1.04 1.03–1.05 < 0.001
 Gender, male vs. female 0.90 0.76–1.07 0.227 0.83 0.67–1.04 0.111
 BMI, kg/m2 0.82 0.72–0.93 0.002
 Skin colour, white vs not white 1.17 0.98–1.38 0.079
 Schooling 0.97 0.80–1.17 0.752
 Dialysis funding, public vs. non-public 1.07 0.89–1.28 0.463

Region
 Southeast 1.00 Reference 1.00 Reference
 South 0.74 0.61–0.91 0.004 0.80 0.62–1.02 0.074
 Other regions 0.91 0.71–1.17 0.479 0.64 0.46–0.90 0.009
 1st Dialysis, non-elective vs. elective 2.05 1.57–2.67 < 0.001 1.83 1.35–2.48 < 0.001
 Diabetes 1.20 0.99–1.45 0.056
 PDN care 0.62 0.50–0.77 < 0.001 0.65 0.50–0.84 0.001
 Dialysis modality, PD vs. HD 0.71 0.46–1.09 0.119 1.17 0.63–2.16 0.626

Whole period, after matchingb

 BMI, kg/m2 0.95 0.90–1.01 0.087 0.95 0.88–1.02 0.162
 Schooling 1.17 0.73–1.86 0.510
 1st dialysis, non-elective vs. elective 1.85 0.90–3.80 0.092 1.87 0.74–4.70 0.182
 PDN care 0.76 0.36–1.64 0.487
 Dialysis modality, PD vs. HD 0.63 0.38–1.05 0.075 1.15 0.44–3.01 0.778
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There are some limitations in the present study. First, 
despite our efforts, several missing data limited the final 
sample size. Although this is a large national study and some 
major sample characteristics have been similar to some pre-
vious Brazilian reports, it is impossible to rule out a selec-
tion bias. Besides, other comorbidities, medications used, 
and laboratory parameters were not possible to include in the 
analysis, limiting the adjustments for confounders.

The strengths of our study include the assessment of a 
large population of incident dialysis patients in a country 
that is the third-largest in kidney replacement therapy world-
wide, something that has increased the interest of interna-
tional dialysis corporations in the Brazilian dialysis market.

Our study provides information about kidney failure patients 
starting KRT on PD or HD, including their sociodemographic 
profile, some features of their predialysis assistance, dialysis 
funding, and one-year adjusted mortality risk. These data pro-
vide valuable information to help choose the modality to start 
dialysis and bring to light the need for changes in the dialysis 
reimbursement policy to boost PD in the country.

Supplementary Information  The online version contains supplemen-
tary material available at https://​doi.​org/​10.​1007/​s11255-​023-​03489-1.
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