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Increased availability of telehealth, along 
with patient satisfaction with the modality and 
financial incentives, makes peritoneal dialysis 
(PD) an excellent option for qualifying patients 
living in rural communities. Telemedicine has 
the potential to radically change the delivery 
of dialysis care by facilitating the ability of 
these patients to interact with their PD team 
via telehealth using a computer with reliable 
broadband Internet, which many rural clinics 
and hospitals now possess. Recent legal 
precedents make this a possibility. Therefore, 
it is recommended that renal providers take 
advantage of these favorable conditions to 
expand the diversity and quality of their practice.

The main aim for the bundling policies 
implemented by the Centers for Medicare 
and Medicaid Services (CMS) in recent 

years was to lower utilization of separately 
billable medications, enhance quality of care, 

and promote access to dialysis services.1 It also 
seemed plausible that these changes would 
promote increased use of PD, which costs less 
than hemodialysis (HD) for a dialysis center.2 
Briefly, PD is a type of dialysis where blood 
filtration occurs at the peritoneal membrane 
in the abdomen, whereas in HD filtration 
occurs through an artificial filter in a machine. 
Despite mounting evidence that PD and HD 
are equivalent in terms of patient survival and 
quality of life, with higher treatment satisfaction 
in patients with PD, the prevalent rates of PD 
remain stagnant nationally.3,4 The latest data 
trends available suggest that among people 
starting renal replacement therapy in the United 
States, 87.3% received HD, while 9.7% received 
PD, with the rest receiving a preemptive kidney 
transplant.5 The use of PD has especially 
increased in urban markets, where access to PD 
is already abundant.6 This trend is most likely 
due to a combination of high concentration of 
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dialysis facilities and patients in urban areas 
associated with utilization of PD based largely 
on whether a specific healthcare system is 
comfortable delivering this modality.7,8 As a 
result, the main increase in PD in recent years 
is found in urban areas adjacent to larger, often 
academic, medical centers. This is noteworthy 
because unlike HD, PD is a dialysis modality 
that is done in the patient’s home and therefore 
prevents frequent travel to a HD clinic. 

Many of the patients who would benefit directly 
from improved access to PD are located in rural 
areas where issues of transportation and access 
to care are fundamental. We argue that patients 
from rural areas are the most likely to benefit 
from expansion of PD, and recent developments 
in healthcare delivery, such as telehealth, can 
bolster these efforts. 

RURAL POPULATIONS AND 
DIALYSIS ACCESS IN WISCONSIN
Patients on dialysis who live in isolated areas 
(>18 miles from treatment facility) have an 
increased mortality rate compared with those 
living closer.9 The issue of access to healthcare 
is recognized and the CMS published last year a 

“Rural Health Strategy” in an attempt to generate 
renewed attention to the unique needs of these 
communities.10 

To understand the disparities in access to PD and 
HD, we mapped the location of every dialysis 
center in Wisconsin. We then cross-referenced 
data from the “Dialysis Facility Compare” tool 
from the Medicare.gov website, the “Dialysis 
Finder” tool developed by DaVita and the 
websites of individual dialysis facilities. An 
interactive map with comprehensive information 
regarding every dialysis facility charted can be 
found at https://maphub.net/abrauer2/Dialysis. 

Wisconsin is an excellent case study because 
of its geographical diversity: extremely large 
metropolitan areas in the southeast contrast 
the remote rural regions in the Southwest and 
Northern part of the state. Centers offering 
PD are almost nonexistent in rural areas of 
Wisconsin compared to HD centers (Figure 1). 
The trend mentioned earlier that PD expanded 
mostly in urban areas in the last decade seems 
to be validated by this mapping effort. There is 
no reason to believe similar trends would not be 
found across the United States. 

Figure 1—(A) Map of Wisconsin with dots representing a center offering hemodialysis services. (B) Map 
of Wisconsin with dots representing a center offering peritoneal dialysis services. (C) Map of Wisconsin 
depicting population density, with higher densities represented in dark blue.
Source: MapHub, Caitlin McKown/UW Applied Population Laboratory. https://www.wiscontext.org/
putting-rural-wisconsin-map
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Even considering that patients on PD only have 
to visit their clinic once per month, distance can 
still be a major factor. For example, a patient 
on dialysis living in Richland Center, a city 
located in the middle of the rural Southwestern 
area, would have to travel 2 hours or more to 
have an appointment at a dialysis center that 
has staff trained in PD administration. It might 
be more convenient for that patient to drive 
to the outskirts of the town for HD 3 times a 
week. Perception of convenience and provider 
comfort with HD for patients located in rural 
communities directly or indirectly shapes their 
modality choice. 

This is not to say that PD is suited for everyone 
living in rural areas—it definitely is not. Many 
patients have clinical profiles that make them 
much more suited for HD and having centers 
that offer this modality in rural areas is a strength 
that should be recognized. At the same time, 
not offering PD to rural patients that might 
clearly benefit from it is a shortcoming that can 
(and should) be addressed by renal healthcare 
providers.

TELEMEDICINE AS A TOOL TO 
INCREASE PD AVAILABILITY IN 
RURAL AREAS
Telemedicine has the potential to radically 
change the delivery of dialysis care. Currently, a 
factor preventing many patients from choosing 
PD (assuming they are eligible) is the long 
driving distances to a center that is comfortable 
with this modality. If a patient was able to 
interact with their PD team via telehealth, they 
could potentially live hours away as long as 
they have reliable access to a computer with 
broadband Internet, which many rural clinics 
and hospitals now possess. Recent legal changes 
have made this a possibility. The Bipartisan 
Budget Act of 2018 explicitly states that patients 
receiving dialysis at home (such as PD) “may 

choose to receive monthly end-stage renal 
disease-related clinical assessments furnished on 
or after January 1, 2019 via telehealth.”11 Under 
the law, patients would still be required to have 
face-to-face appointments monthly for the first 3 
months and every 3 months thereafter. In other 
words, the number of in-person visits after the 
first 3 months on PD would be cut down from 
12 to 3 and replaced with nine telehealth visits. 
There would be no change in the payment to the 
physician or the dialysis facility if a patient was 
to switch to telehealth. 

It quickly becomes apparent that for eligible 
patients, the use of telehealth can transform 
PD into a desirable option for those living in 
isolated areas. Furthermore, it does not require 
opening new PD centers but rather using remote 
technology available at many rural hospitals 
and clinics. Rather than spending money on 
creating new centers or programs, this approach 
encourages a shift in our current dialysis care 
model. The emphasis is transferred from the 
dialysis center and to communication between 
patients and providers.

CONCLUSION
Increased availability of telehealth, financial 
incentives, and, most importantly, patient 
satisfaction with the modality make PD an 
excellent option for patients living in rural 
communities. Renal providers should take 
advantage of these favorable conditions to 
expand the diversity and quality of their practice.
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