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Clinical Value of Peritoneal Equilibration Test

Park Chan Hyun, M.D.

Department of Internal Medicine, College of Medicine Hanyang University, Seoul, Korea
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Table 1. Basic Criteria of Dialysis Adequacy

Clinical
The patient feels well and has well-controlled blood
pressure and stable lean body mass.
Abhsence of even subtle uremic symptoms: anorexia,
astheny, nausea, emesis, dysgeusia, insomnia.

Laboratory
Hematocrit >25% (without erythropoietin and/or
anabolic steroids).
Stable nerve conduction velocity.

Chemistries
Normal electrolytes.
Serum creatinine< 20 mg/dl (in muscular persons).
Serum creatinine< 15 mg/dl (in nonmuscular persons).
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Fig. 1. Ultrafiltration and crealinine clearance pal-
terns in relation lo solute transprot.
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Peritoneal Equilibration Test (PET)
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Standardized Peritoneal Equilibration Test (PET)
= Dr. Zbylut Twardowskiol] o] sgt¥ ZHez
creatinine?} glucose®| F4<4at 4719 v & (D/P
ratio)-& Ao 24 Butel Y4 &3 oo eS
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Fig. 2. The results of 103 equilibration tests.
Avreas shaded diffevently represent high,
high average, low average, and Ilow
peritoneal transport rates. A. The D/P
creatinine ratio curves show that the
higher the dialysate to plasma ratio, the
higher is the transfer rate. B. On the
other hand, the D/D, glucose curves
show a converse relationship because of
the opposite direction of glucose transfer
compared to creatinine during the per-
itoneal exchange; the higher the D/D,
glucose ratio, the lower is the transfer
rate. C. The bar graph shows drain
volumes for various peritoneal transport
rates. Patients with a high solute trans-
port rate have low drain volumes and
vice versa. (Redrawn from Twardowski
et al.)
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2. Modified PET(Fast PET)
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Table 2. Use of Dialysate Glucose Value from Fast

3) vk EA43txn, FAHAHA HYe sampleE
Glucose, Cr &4

4) D/P Cr ratio, D/Do Glucose ratio

5) Table 29} v]a

3. Baseline PET2] Prognostic Value

Peritoneal transport rate® &5l i =}
o] ookt Wb AAFE F8 40|t} Table 32

-PET to Classify Patient’s Peritoneal Equilibration Rate

Type Dialysate glucose

Dialysate-plasma Ultrafiltration

(mg/dl) creatinine ratio* volume (ml)

Low 945~1214 0.34~0.49 2,615~3,326

Low average 724~944 0.50~0.64 2,369~2,650
Mean 723 0.65 2,368

High average 502~722 0.66~0.81 2,085~2,367

High 203~501 0.82~1.03 1,580~2,084

* Dialysate to plasma creatinine ratios are based on standard peritoneal equilibration tests.
Source: Adapted from Z.]. Twardowski, The Fast peritoneal equilibration test. Semin. Dial. 3:141, 1990.

Table 3. Prognostic Value of the Baseline Peritoneal Equilibration Test Results in Patients with Well-

Functioning Catheter after Break-in

Predicted Long-Term
Response to Standard-Dose
CAPD or CCPD After Loss of

Preferred Dialysis

Peritoneal Residual Renal Functions Prescription After Loss
Solute Drain of Residual
Transport Volume Ultrafiltration Dialysis Renal Functions
High Low Poor Adequate NIPD, DAPD, NTPD®
High- Low- Adequate Adequate Standard-dose CAPD
average average CCPD, or NIPD®
Low- High- Good Adequate or Standard-dose CAPD,
average average inadequate® CCPD, or NIPD?
High-dose CAPD,
CCPD, or NIPD®
Low High Excellent Inadequate High-dose CAPD

CCPD, or NIPD® or
hemodialysis’
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Table 4. Diagnostic Value of Repeated Peritoneal Equilibration Test Compared with Baseline in Patients

Presenting with Inadequate Dialysis

Peritoneal Solute

Transport Most Other
Drain Likely Diagnostic Recommended
Baseline Repeated Volume Diagnosis est Therapy
High or High or Low or Dialysis Counseling
high- high- low- noncomplicance
average average average
Low or Low or High or Loss of residual 24° Urine High-dose
low- low- high- renal function collection APD,
average average average CCPD, or
NIPD®
High or Low or High or Unknown reason Peritoneography High-dose
high- low- high- of decreased CAPD,
average average average transport® CCPD, or
NIPD®
High or Low or Low or Massive Laparotomy* permanent
high- low- low- adhesions® or hemodialysis
average average average sclerosing
peritonitis
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Table 5. Diagnostic Value of Repeated Peritoneal Equilibration Test Compared with Baseline in Patients

Presenting with Apparent or Actual Loss of Ultrafiltration

Loss of Peritoneal Most Other
Ultra- Solute Drain Likely Diagnostic Recommended
filtration __Transport Volume Diagnosis Test Therpapy
Apparent Stable, Stable, Loss of 24° Urine NIPD, DAPDr,
high low residual collection NTPD
renal,
function
Apparent Stable Stable, High fluid Dietary history Counseling
< high® >low® intake
Gradual Stable Lower Excessive Intraperitoneal NIPD, DAPD",
lymphatic albumin perimanent
absorption removal hemodialysis
Gradual Increased Lower Mesothelial Peritoneography Temporary
alterations® hemodialysis;
NIPD, DAPD*®
Gradual Decreased Lower Massive X-ray, Permanent
adhesions laparotomy hemodialysis
sclerosing
peritonitis®
Sudden Stable Lower Dialysate Peritoneography Temporary
leak hemodialysis
or supine
peritoneal
dialysis'
Sudden Stable Lower Catheter Plain abdominal Catheter
malposition X-ray repositioning

® < high, High-average, low-average, or low.

® > low, low-average, high-average, or high.
¢ DAPD may be inadequate in patients with < high peritoneal transport rates.
d Type I uitrafiltration failure.
e Type II ultrafiltration failure.
! Peritoneal dialysis regimen in which the patient is supine during dialysis.
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