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ABSTRACT

Objective: Variations in care at national or global level may have an impact on the prognosis of patients on chronic hemo-
dialysis. We aimed to describe regional differences in all-cause mortality or cardiovascular morbidity in chronic hemodi-
alysis patients in Turkey.
Methods: We enrolled 2461 patients who were initiated chronic hemodialysis in 93 centers in Turkey between January 27, 
2017, and February 09, 2018. We included 2-year follow-up data of 1877 patients in this prospective study. The primary 
outcome, the rate of composite endpoint of all-cause mortality or cardiovascular morbidity, was compared between geo-
graphical regions. Secondary outcomes were the rates of hospitalization and infections.
Results: In total, 552 patients (29.4%) developed the primary outcome. The highest and lowest rates of primary outcome 
occurred in the Mediterranean (34.5%) and Southeastern (26.5%) & Central Anatolian regions (26.5%), respectively, with no 
significant differences across regions (P = .82). Hospitalization events were detected in 377 patients (20.1%). The highest 
rate of hospitalization was detected in the Black Sea region (33.8%), and the lowest (7.6%) in the Southeastern region. The 
regions did not differ in hospitalization rates (P = .88). Infections occurred in 11.3% (n = 212) of the patients. The highest and 
lowest rates of infections occurred in the Aegean (18.2%) and the Southeastern (2.9%) regions, respectively. We detected 
significant difference between geographic regions (P = .02).
Conclusions: Our study showed that almost 3 in every 10 chronic hemodialysis patients reached the primary endpoint 
of all-cause mortality/cardiovascular morbidity during the 2 years of follow-up. The occurrence of this outcome does not 
seem to exhibit geographical variation across the country.
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INTRODUCTION
The incidence and prevalence of renal replacement 
therapy (RRT) for patients with end-stage renal disease 
(ESRD) is increasing worldwide.1 Turkey, with a popula-
tion of 83 million, has an RRT prevalence of 1008 pmp 
and incidence of 151 pmp as of 2019. By the end of 2019, 
61 341 chronic hemodialysis patients were being treated 
at 886 hemodialysis (HD) units in Turkey while 3292 
patients were receiving chronic peritoneal dialysis. The 
percentage of patients receiving HD treatment in private 
and chain centers in Turkey is 63.6.2

Despite the improvement in dialysis technology and 
knowledge, the annual mortality of individuals on 
HD remains high.3 Probably the best available com-
parative data come from the Dialysis Outcomes and 
Practice Patterns Study (DOPPS), which uses a prospec-
tive design and attempts to harmonize data collection 
across several countries and continents.4 The DOPPS 
reported that crude 1-year mortality rates from 1996 to 
2002 were 6.6% in Japan, 15.6% in Europe, and 21.7% in 
the United States.5 Dialysis patients have many comor-
bidities and a high symptom burden affecting their 
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quality of life.6-8 Moreover, many of these problems are associ-
ated with increased mortality.9-11

Since 1990, the Turkish Society of Nephrology has been coordi-
nating a national registry that collects data on patients receiv-
ing RRT. The reports are published annually and represent the 
unique source of information about demographic, epidemio-
logical, and clinical features of ESRD necessitating RRT in Turkey 
and the status of the therapy methods and the changes in those 
parameters in years. The National Renal Registry is one of major 
most referred sources of information in determining national 
strategy and approaches regarding the control and treatment 
of ESRD.2 Nevertheless, the data collected are not patient-
based and represent the mean values of the last 3 months of 
the year of all patients of the registry centers as an overview, 
not focusing on either the patient outcomes or region-specific 
differences in ESRD care. In fact, there are differences in the dis-
tribution of number of HD centers and patients at the regional 
level in Turkey.12 In addition, patient profiles and parameters 
were reported to differ between geographical regions.13

In Turkey, there are very limited data with regard to the 
regional differences in HD practice, treatment strategies, and 
clinical events over time. Besides, a nationwide study evaluat-
ing patient outcomes across regions is lacking. As part of the 
DİYAL-TR project, we previously reported clinical characteristics 
of HD patients in Turkey.14 In this study, we aimed to describe 
regional differences in all-cause mortality or cardiovascular 
(CV) morbidity in chronic HD patients in Turkey.

METHODS

Study Design
This study was a multicenter, observational, prospective study 
to collect clinical data from ESRD patients who were on chronic 
HD treatment. The study was performed after being approved by 
the Ethics Committee of Ankara University School of Medicine 
on December 26, 2016 (approval no: 20-1038-16). A written 
informed consent was signed and obtained from each subject. 
After 1-year active recruitment period, the study continued until 

the last enrolled patient was observed for 2 years. This was a 
non-interventional study with no change upon clinical manage-
ment of patients. The planned number of patients was 2500 
which reflects nearly 4% of the incident and prevalent patient 
population in Turkey. The dropout rate during the 2-year follow-
up was assumed to be 20% annually.

Relevant medical history, comorbidities, concomitant medica-
tions, and clinical and laboratory data were collected via com-
pleted electronic case report forms. No additional laboratory 
or diagnostic tests were requested other than those currently 
performed, as part of the patients’ routine care.

Setting
The study was performed between January 27, 2017, and 
February 09, 2020. The first day the data were started to be col-
lected was also the first recruitment day in the study. The last 
enrolled patient was allowed to be observed for 2 years to pro-
vide his/her data on February 9, 2020. The study was conducted 
in 93 centers of 7 geographical regions of Turkey.

Subjects
Adult patients (≥18 years old) who required chronic HD treat-
ment with newly emerged (incident: <3 months) or ongoing 
indication (prevalent: ≥3 months) were recruited to the study. 
Exclusion criteria were as follows: patients (i) who withdrew 
their consent, (ii) lost to follow-up, (iii) transferred into another 
dialysis center not defined in the study protocol, (iv) under ther-
apy in a study center withdrawn from the study, (v) in whom 
HD treatment was no longer required, (vi) who switched to peri-
toneal dialysis treatment, and (vii) who underwent renal trans-
plantation after participating in the study.

Variables and Outcome Measures
Apart from regular recording of data on medications, dialysis 
prescriptions, resting blood pressure, weight, comorbidities, 
and laboratory measurements, the following parameters of 
clinical outcomes were recorded on each visit: (i) mortality, (ii) 
hospitalization and its duration, (iii) CV outcomes (new-onset 
acute myocardial infarction, new-onset atrial fibrillation, heart 
failure, revascularization procedure, stroke, peripheral arterial 
disease), (iv) vascular access problems, (v) diabetic foot ampu-
tation, (vi) infections, and (vii) renal transplantation.

The primary outcome measure was the rate of patients’ all-cause 
mortality and CV morbidity in different regions of Turkey. The 
primary outcome was further compared in terms of incident/
prevalent status, anemia, and hyperparathyroidism strata of 
the patients. Secondary outcome measures include (i) the rate 
of hospitalizations and infections in different regions; (ii) the dif-
ference in hemoglobin (Hb) levels in incident and prevalent HD 
patients in different regions, (iii) the difference in the propor-
tion of patients with Hb levels at target, lower, and higher than 
target values over time in different regions, (iv) Hb concentra-
tions in relation with incident/prevalent status of HD, age, and 

MAIN POINTS

•	 Three in every 10 chronic hemodialysis (HD) patients faced a 
fatal or cardiovascular event during 2 years of follow-up.

•	 The rate of all-cause death or cardiovascular morbidity was 
similar in the regions and independent of the newly emerged 
or ongoing indication for HD treatment.

•	 One in every 5 patients were hospitalized for any reason, with 
no difference between the regions.

•	 While lower than expected, the rates of infection (11.3%) 
showed significant variations between geographical regions.

•	 Clinical care of anemia and hyperparathyroidism might have 
affected the occurrence of the primary outcome.
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gender, and (v) the differences in parathormone (PTH), phos-
phate, calcium, and calcium–phosphate product levels and the 
changes of these parameters over time in different regions.

Statistical Analysis
Collected electronic health records data from study sites 
were exported into Microsoft Excel sheets. Raw data cleaning 
was performed in this program. After data cleaning, relevant 
study variables were transferred into SPSS for Windows 25.0 
software (IBM Corp., Armonk, NY, USA), where all descriptive 
and further statistical analyses were performed. Analyzed 
data were expressed as mean ± standard deviation or median 
values and numbers and/or percentages, where appropriate. 
Categorical variables between the study groups were com-
pared via chi-square or Fisher’s exact test, whereas continuous 
variables were compared through t-test or analysis of variance. 
An overall 5% of type I error level was used to infer statistical 
significance.

RESULTS
Among 2570 patients enrolled in the study, 109 patients declined 
to give consent which yielded 2461 patients for baseline analy-
sis. During the study period, further 584 patients (23.7%) were 
excluded from the final analysis for a number of reasons, mostly 
being lost to follow-up or transferred to a non-study center (n 
= 319) and renal transplantation (n = 219) (Figure 1). We ana-
lyzed data of 1877 patients who were followed for up to 2 years 
in the study. The patients were mostly male (65.7%), had a 
mean age of 57.1 ± 13.1 years, and participated from Marmara 
region (30.2%). Baseline demographic and clinical characteris-
tics of the study population by the regions were summarized 
in Table 1. Medication use during the study is demonstrated in 
Supplementary Appendix 1.

In total, 552 patients (29.4%) developed the primary outcome of 
all-cause mortality or CV morbidity. The highest and lowest rates 
of primary outcome occurred in the Mediterranean (34.5%) and 
the Southeastern & Central Anatolian regions (26.5% for each), 
respectively. No significant differences were observed between 
geographic regions (P = .82) (Table 2). The primary outcome did 

not differ when stratified by the incident and prevalent condi-
tion across geographic regions. It was also similar in terms of 
incident or prevalent condition when analyzed within each par-
ticular region (Table 3).

A total of 530 hospitalization events were detected in 
377 patients (20.1%) in the study. The patients with multiple 
hospitalizations constituted 5.6% of the study population. The 
highest rate of hospitalization was detected in the Black Sea 
region (33.8%), while the lowest rate (7.6%) was observed in 
the Southeastern region. The regions did not differ in terms 
of hospitalization rates (P = .88). Infections occurred in 11.3% 
(n = 212) of the patients with a total of 266 events. The highest 
and lowest rates of infections occurred in the Aegean (18.2%) 
and the Southeastern (2.9%) regions, respectively. We detected 
significant difference across geographic regions (P = .02) as 
shown in Table 4.

The patients with significant baseline anemia (Hb <9 g/dL) had 
higher rate of (36.7%) the primary outcome event than those 
with Hb ≥ 9 g/dL (28.8%, p=0.029), which was more pronounced 
in prevalent patients (41.8% vs. 28.7%, P = .011) but not pre-
served in incident cases (30.9% vs. 29.4%, P = .461). On the other 
hand, patients with PTH ≥600 pg/mL at baseline had lower rate 
of the primary outcome both in all (23.0%) and prevalent cases 
(23.1) compared to the subgroup with PTH <600 pg/mL (31.0%, 
P = .001 and 31.1%, P = .003; respectively; Table 5).

Post hoc analyses on these PTH categories showed higher base-
line vitamin D (67.8%) and cinacalcet (37.0%) use in patients 
with PTH ≥ 600 pg/mL compared to those with PTH < 600 pg/mL 
(38.0% and 2.5%, respectively). On the other hand, the rate of 
hypoalbuminemia (<3.5 g/dL) at baseline was also higher in the 
latter (11.9%) than that in those with PTH ≥600 pg/mL (6.2%, 
P = .001).

While the mean baseline Hb level increased by 14.5% from 
10.2 g/dL to 11.6 g/dL at the end of the study among the 
incident cases, it was almost unchanged in the prevalent 
cases (11.6 g/dL) as compared to baseline (11.6 g/dL). While 

Figure 1.  Flowchart of the study population from recruitment till the study end. HD, hemodialysis.
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Table 1.  Regional Distribution of Baseline Demographic and Clinical Characteristics of the Study Population

Characteristic Overall Mediterr. R.
East An. 

R. Aegean R.
South E. 

An. R.
Central An. 

R.
Black Sea 

R. Marmara R.

Study population, n (%) 1877 (100) 197 (10.5) 115 (6.1) 313 (16.7) 170 (9.1) 279 (14.9) 237 (12.6) 566 (30.2)

Male, n (%) 65.7 69.0 65.2 68.4 77.1 63.1 60.3 63.3

Age, mean ± SD (yrs.) 57.1 ± 13.1 56.8 ± 12.2 59 ± 13.4 58.1 ± 13.7 53.9 ± 12.7 55.9 ± 13.4 60.4 ± 
11.5

57.3 ± 13.1

  <45 years, n (%) 18.0 16.8 15.7 16.3 25.3 21.9 10.1 18.9

  45-64 years, n (%) 51.8 59.9 42.6 51.4 57.1 50.2 50.6 50.9

  ≥65 years, n (%) 30.2 23.4 41.7 32.3 17.6 28.0 39.2 30.2

Body mass index (kg/m2) 25.7 ± 4.9 25.7 ± 4.6 26.3 ± 5.1 25.4 ± 5 25.9 ± 5.1 25.8 ± 4.8 26.1 ± 5 25.6 ± 4.9

Smoking level

  Never (%) 61.8 71.5 43.5 47.9 60.0 50.0 71.2 72.0

  Former (%) 18.6 10.8 20.9 23.8 21.8 26.7 11.0 16.4

  Current (%) 19.6 17.7 35.7 28.3 18.2 23.3 17.8 11.6

Incident hemodialysis (%) 15.9 23.9 11.3 9.9 25.9 17.6 16.5 13.3

Any comorbidity (%) 74.7 66.5 83.5 77.6 56.5 71.3 76.8 80.6

  Hypertension (%) 56.0 47.7 43.5 55.0 22.4 56.6 62.9 68.9

  Diabetes mellitus (%) 29.5 31.5 33.0 31.3 35.9 26.2 33.8 24.9

Hemoglobin level

  <9 g/dL (%) 7.8 10.7 3.5 6.7 6.5 9.0 8.9 7.8

  9 to <10 g/dL (%) 12.5 10.7 13.0 12.1 16.5 11.2 11.8 13.1

  10 to <11 g/dL (%) 21.9 20.3 18.3 22.4 25.9 21.3 24.5 20.8

  11 to <12 g/dL (%) 23.9 22.3 21.7 25.9 18.2 20.2 26.6 26.1

  ≥12 g/dL (%) 33.9 36.0 43.5 32.9 32.9 38.3 28.2 32.2

Transferrin level

  ≤30% (%) 58.1 46.6 73.7 60.1 53.7 63.7 60.3 55.6

  >30% (%) 41.9 53.4 26.3 39.9 46.3 36.3 39.7 44.4

Ferritin level

  ≤500 µg/L (%) 45.0 45.5 57.0 50.8 42.1 50.7 31.6 43.0

  >500 µg/L (%) 55.0 54.5 43.0 49.2 57.9 49.3 68.4 57.0

Phosphate level

  <3.5 mg/dL (%) 11.9 13.8 11.4 11.2 18.2 13.4 11.1 9.5

  3.5-5.0 mg/dL (%) 55.7 51.0 49.1 56.1 60.0 55.4 51.7 59.1

  >5.0 mg/dL (%) 32.3 35.2 39.5 32.7 21.8 31.2 37.2 31.4

Parathormone level

  <150 pg/mL (%) 21.6 34.6 27.2 20.1 15.3 18.7 22.8 19.7

  150 to <300 pg/mL (%) 28.5 30.9 36.8 27.8 33.1 25.7 29.1 26.0

  300 to <600 pg/mL (%) 29.8 27.2 23.7 32.0 29.4 30.2 28.7 31.0

  ≥600 pg/mL (%) 20.1 7.3 12.3 20.1 22.1 25.4 19.4 23.3

Medication use

  Antihypertensive (%) 49.0 45.9 31.3 46.3 12.4 56.8 63.7 56.1

(Continued)
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the patterns in these groups were preserved in geographic 
strata, the highest and lowest increments from baseline were 
observed in the Aegean (17.8%) and Eastern Anatolian (5.8%) 
regions, respectively. The mean Hb levels over time usually 
exhibited a consistent pattern when analyzed by gender, age 
group, and dialysis indication except a small increment in the 
incident patients till visit 4 compared to baseline. Male patients 
had significantly higher mean Hb levels compared to their 
female counterparts at all time points (Figure 2A), whereas the 
age group did not significantly affect Hb levels (Figure 2B). The 
significant difference between the patients with incident versus 
prevalent disease regarding Hb levels was lost by visit 4 and pre-
served till the end of the study (Figure 2C).

The percentage of patients who were under target Hb levels 
(<10 g/dL) constituted 20.4% of the population at baseline and 
this was decreased to 13.7% at visit 8 with a relative reduction 
of 32.8% overall. While all regions showed varying degrees of 
decrease, the highest and lowest reduction in the patients who 
were below the targeted Hb levels were recorded in the Eastern 

Characteristic Overall Mediterr. R.
East An. 

R. Aegean R.
South E. 

An. R.
Central An. 

R.
Black Sea 

R. Marmara R.

  Statin (%) 9.3 6.7 3.5 14.1 3.5 9.1 14.8 8.1

  ASA (%) 58.2 38.8 43.5 47.9 95.3 67.6 59.9 57.0

  ESA (%) 58.3 53.8 49.6 59.1 52.9 60.4 67.5 57.8

  Iron (%) 59.2 44.9 54.8 58.1 46.5 65.0 73.8 60.6

  Phosphate binder (%) 80.5 71.4 60.0 81.2 70.6 86.2 86.9 85.0

  Vitamin D (%) 43.4 35.7 34.8 43.1 54.7 47.6 41.4 43.4

  Cinacalcet (%) 9.3 2.0% 2.6% 10.9% 7.1% 13.5% 11.4% 10.1%

SD, standard deviation; ASA, acetylsalicylic acid; ESA, erythropoiesis-stimulating agent; Mediterr. R., ; Mediterr. R.; East An. R., Eastern Anatolian Region; Aegean R., Aegean 
Region; South E. An. R., Southeastern Anatolian Region; Central An. R., Central Anatolian Region; R., region.

Table 2.  The Rate of the Primary Outcome Across Different Regions

Geographic Region

Primary Outcome: All-Cause 
Death, CV Hospitalization or 

CV Event

N %

All 552 29.4

Marmara (n = 566) 166 29.3

Aegean (n = 313) 88 28.1

Central Anatolian (n = 279) 74 26.5

Black Sea (n = 237) 80 33.8

Mediterranean (n = 190) 68 34.5

Southeastern Anatolian (n = 179) 45 26.5

Eastern Anatolian (n = 115) 31 27.0

P value* .82

*Chi-square test to compare the outcomes in patients across different regions. CV, 
cardiovascular.

Table 3.  The Rate of the Primary Outcome Across Different Regions Stratified by Incident or Prevalent Condition

Geographic Region

Primary Outcome: All-Cause Death, CV Hospitalization or CV Event

Incident Prevalent

P value§n % n %

All 88 29.5 464 29.4 .95

Marmara (n = 566) 25 28.7 141 33.3 .41

Aegean (n = 313) 11 35.5 77 27.3 .40

Central Anatolian (n = 279) 11 26.5 63 26.5 1.00

Black Sea (n = 237) 10 25.6 70 35.4 .27

Mediterranean (n = 190) 16 34.0 52 34.7 1.00

Southeastern Anatolian (n = 179) 11 25.0 34 27.0 .84

Eastern Anatolian (n = 115) 2 15.5 29 28.4 .51

P value* 0.98 0.81

*Chi-square test to compare the outcomes in patients across different regions within incident, or prevalent, or total category.
§Chi-square test to compare the outcomes in patients with incident versus prevalent condition within the particular region. CV, Cardiovascular.

Table 1.  Regional Distribution of Baseline Demographic and Clinical Characteristics of the Study Population (Continued)
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Anatolian region by 72.7% (from 16.5% to 4.5%) and in the 
Marmara region by 22.6% (from 20.8% to 16.1%), respectively.

The trend of mineral bone disease parameters overall exhib-
ited a stable pattern over the course of the study with varying 
degrees of differences across the regions. Compared to base-
line, visit 8 showed increased levels of PTH (Figure 3A) and 
total calcium (Figure 3B) contrary to reduced levels of serum 
phosphate (Figure 3C) and total calcium–phosphate product 
(Figure 3D).

DISCUSSION
This multicenter prospective observational study aiming 
to uncover regional differences in patient outcomes receiv-
ing chronic HD treatment showed that 29.4% of the subjects 
developed the primary outcome of all-cause mortality or CV 
morbidity during the 2 years of follow-up, with no significant 
difference by geographic region. Among secondary objectives, 
hospitalization and infections occurred in 20.1% and 11.3% of 
the study population, where only the latter showed statistically 

significant variation across the regions. Indicators of anemia 
or mineral and bone disorders showed stable patterns, with 
slight improvements from baseline in newly indicated HD cases. 
Furthermore, routine clinical care on these parameters seems 
to be associated with varying effects on clinical outcomes, 
especially for short-term vs. long-term HD patients.

This observational study showed that almost 3 in every 
10 chronic HD patients reached the primary outcome of all-
cause mortality or CV morbidity in 2 years of follow-up. While 
exhibiting an overall decline compared to the past, the mortality 
rate in CKD was reported to be still high, with as high as 166 per 
1000 patient-years for patients receiving HD treatment.15 In fact, 
the mortality rate among incident HD patients after 2 years 
was reported as 33.2%,15 which seems higher than our figures 
(24.5%) irrespective of its incident or prevalent status. While 
this might be partly attributed to the aforementioned charac-
teristics of our population stated in the limitations, that is, less 
complicated cases, another contributing factor might be com-
parably younger mean age of our population than that reported 
in the literature.16-18 In terms of the primary outcome, we did not 
see any geographical variation across the country. While socio-
demographic indices were recently been shown to be associ-
ated with the disease burden of CKD at the global level,1 our 
stratification by national regions did not distinguish such pat-
tern or translated into varying patient outcomes. Further analy-
ses or research focusing on sociodemographic categorization of 
the territories, for example, with socio-economic development 
index, may better help to show the impact of such stratification 
on patient outcomes.

The percentage of anemic HD patients under target Hb levels 
(<10 g/dL; 20.3%) was very similar to that reported in the nation-
wide renal registry (20.8%).2 This seemed to slightly improve by 
a relative reduction of 32.8% at the end of 2 years. Compared 
to the prevalent cases who exhibited almost unchanged course 
of Hb levels (11.6 g/dL) throughout the study, this was espe-
cially evident in incident cases whose Hb levels reached the 
same level to that of prevalent cases after 12 months. The 

Table 4.  The Rate of the Hospitalizations and Infections Across 
Different Regions

Geographic Region

Hospitalization or Infection

Hospitalization Infection

n % n %

All 377 20.1 212 11.3

Marmara (n = 566) 98 17.3 49 8.7

Aegean (n = 313) 84 26.8 57 18.2

Central Anatolian (n = 279) 40 14.3 25 9.0

Black Sea (n = 237) 80 33.8 36 15.2

Mediterranean (n = 190) 28 14.2 22 11.2

Southeastern Anatolian (n = 179) 13 7.6 5 2.9

Eastern anatolian (n = 115) 34 29.6 18 15.7

P value .88 .02

Table 5.  The Rate of Primary Outcome in Incident and Prevalent Patients by Hemoglobin and Parathormone Status

Baseline Variables

All Patients Incident Cases Prevalent Cases

No Event (%) Event (%) No Event (%) Event (%) No Event (%) Event (%)

Hemoglobin level

  <9 g/dL (n = 147) 63.3 36.7 69.1 30.9 58.2 41.8

  ≥9 g/dL (n = 1728) 71.2 28.8 70.6 29.4 71.3 28.7

P .029 .461 .011

Parathormone level

  <600 pg/mL (n = 1470) 69.0 31.0 69.4 30.6 69.0 31.0

  ≥600 pg/mL (n = 370) 77.0 23.0 78.4 21.6 76.9 23.1

P .001 .181 .003
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dissimilarity between incident and prevalent cases appears to 
be associated with differences in the rate of the primary out-
come. In fact, a low Hb level is a well-recognized predictor of 
mortality and CV morbidity in HD patients.19,20 In our study, 

those with more profound baseline anemia (<9 g/dL) among 
prevalent cases had a higher rate of all-cause death or CV event 
(41.8% vs. 28.7%). This is consistent with the findings of Japan 
DOPPS cohort that reported increased mortality in nonelderly 

Figure 2.  Hemoglobin trend by (A) gender, (B) age group, and (C) incident/prevalent disease status.



Turk J Nephrol 2022; 31(2): 116-126� Kızılırmak et al. DIYAL-TR: Differences in Patient Outcomes in HD

123

Figure 3.  Regional differences in the mean serum levels of (A) parathormone, (B) total calcium, (C) phosphate, and (D) calcium × phosphate product. *Calcium 
level was corrected in patients with hypoalbuminemia (<3.5 g/dL).
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patient strata with Hb levels <9 g/dL.21 On the contrary, such 
baseline status of anemia did not affect the rate of this end-
point in incident cases. As there was no difference between 
incident and prevalent cases in terms of the primary outcome 
overall, it could be suggested that significant anemia might be 
associated with poorer prognosis in patients who are on long-
term HD treatment. In fact, routine clinical follow-up does not 
seem to translate into clinical benefits for this patient group. 
Furthermore, modestly diminished utilization of both ESA and 
iron therapies during the 2 years of the study indicate that there 
is room for improving anemia management especially for long-
term HD patients.

As a prominent feature of CKD, secondary hyperparathyroid-
ism constitutes a critical target that should be managed to 
prevent and improve symptoms of mineral and bone disease 
or reduce vascular calcifications and mortality.22,23 In our study, 
PTH and calcium levels showed mild increments compared to 
a slight increase in serum phosphate levels, revealing a steady 
pattern with minor differences across regions. Those with PTH 
≥600 pg/mL at baseline formed one-fifth of the cases, which 
was consistent with national reports in Turkey.2 In addition, 
these patients had lower rate of the primary outcome (23.0%) 
during 2 years of follow-up than those with PTH <600 pg/mL 
(31.0%). This might partly reflect better clinical care of min-
eral and bone disease in chronic HD patients, as supported by 
increased utilization of vitamin D (28% relative increment) and 
calcimimetic drug (63% relative increment) in our study. In fact, 
the figures of both vitamin D (55.5%) and calcimimetic (15.2%) 
were higher at the end of the study compared to those reported 
in Turkey (40.1% and 12.6%, respectively).2 On the other hand, 
the lower event rate in our patients with hyperparathyroidism 
might also be partly explained by baseline hypoalbuminemia, 
which was less frequent (6.2%) compared to those with PTH 
<600 pg/mL (11.9%).

We observed that 20% of the study population were hospi-
talized for any reason, further a quarter with multiple hos-
pital stays. We found no difference across regions in terms of 
hospitalization though the lowest rate was observed in the 
Southeastern Anatolian region with a rate of 7.6%. This region 
had also the lowest rate of infection with 2.9%. These findings 
might be partly attributed to comparably lower healthcare uti-
lization in eastern regions of Turkey.24 In addition, these regions 
were also reported to show the lowest antibiotic consumption 
in the country.25 On the other hand, the overall infection rate 
(11.3%) in our study could be regarded as lower than expected 
since infection rates could be reported as high as 55% in HD 
patients followed up a median of 18 months.26 Indeed, infection 
is a significant contributor to morbidity and mortality for HD 
patients.27 The HEMO study showed that 23% of deaths among 
HD patients were attributable to infections.28 In fact, this might 
explain the lower infection rates in our study as we could not 
identify the exact reason of death in a substantial proportion 
of deaths.

This study has several limitations. The study centers chosen 
were mostly private dialysis centers. This might introduce 
2 potential biases. First, those with more comorbidities or 
who need to be hospitalized frequently could be more likely 
to receive chronic HD therapy in public hospitals. This caused 
more complicated cases and hence with a higher possibility of 
study outcomes being underrepresented in our study popula-
tion. Second, the participants applying to these private centers 
could have different socioeconomical characteristics that may 
affect their access to health, thus, underestimating the observa-
tion of the rate of clinical outcomes during the 2 years of follow-
up. Finally, the changing patterns of the (i) types, duration, and 
doses of the medications both for dialysis-related therapies and 
for other conditions, for example., CV drugs and (ii) laboratory 
parameters, for example, at least but not limited to albumin, 
Hb, PTH, might have affected primary and other secondary 
clinical outcomes of the study. As consideration of such param-
eters with respect to each visit could introduce a survivor bias 
which cannot be handled with our observational study design, 
we deliberately predicted primary events based on baseline 
parameters.

CONCLUSION
This observational study showed that almost 3 in every 10 
chronic HD patients reached the primary outcome of all-cause 
mortality or CV morbidity in 2 years of follow-up. The occurrence 
of the primary outcome does not seem to exhibit geographi-
cal variation across the country. Furthermore, the association 
of the primary outcome with Hb and PTH levels may disclose 
areas for development in the clinical care of anemia as well as 
mineral and bone disease of chronic HD patients.

Ethics Committee Approval: Ethics committee approval was received 
for this study from the Ethics Committee of Ankara University School of 
Medicine (Approval Date: December 26, 2016; Approval Number:   
20-1038-16).

Informed Consent: Informed consent was obtained from the patients 
who participated in this study.

Peer-review: Externally peer-reviewed.

Author Contributions: Concept - P.K., T.E., K.A., M.A., S.S., H.K., T.A.; 
Design - P.K., T.E., K.A., M.A., S.S., H.K., T.A.; Supervision - P.K., T.E., K.A., 
M.A., S.S., H.K., T.A.; Resources - P.K., T.E., K.A., M.A., S.S., H.K., T.A.; 
Materials - P.K., T.E., K.A., M.A., S.S., H.K., T.A.; Data Collection and/or 
Processing - P.K., T.E., K.A., M.A., S.S., H.K., T.A.; Analysis and/or Inter-
pretation - P.K., T.E., K.A., M.A., S.S., H.K., T.A.; Literature Review - P.K., 
T.E., K.A., M.A., S.S., H.K., T.A.; Writing - P.K., T.E., K.A., M.A., S.S., H.K., 
T.A.; Critical Review - P.K., T.E., K.A., M.A., S.S., H.K., T.A.

Acknowledgments: We acknowledge following study site investiga-
tors for their contribution in collecting data (in alphabetical order): 
Kıymet Akkaş, Bünyamin Altundal, Sinan Arık, Oben Asan, Hüseyin Ata-
lay, Mehmet Aydemir, Burçin Aydemir, Salih Aydın, Faruk Aydın, Kemal 
Baghaki, Kenan Bahadırlı, Salih Balkan, Hasan Basay, Levent Biçen, 



Turk J Nephrol 2022; 31(2): 116-126� Kızılırmak et al. DIYAL-TR: Differences in Patient Outcomes in HD

125

Ömer Bilginer, Koray Bilkay, Muzaffer Burak, Fahrettin Caca, Yusuf 
Çalık, Halil Çay, Recep Çelik, Güldane Çetinkaya, Ramazan Tayfun Cura, 
Hüseyin Dağlı, Nazmi Daşdemir, Abdulkadir Demir, Fatma Demirci 
Kurt, Fatih Demirel, Murat Demirtay, Mustafa Dilbaz, Kanber Duman, 
Ömer Emre, Selçuk Erbilen, Sevim Eren, Özay Eren, Alper Ersoy, Sinan 
Erten, Ersoy Ertunç, Halil Fırat, Caner Geveci, Erdal Göçmez, Ertuğrul 
Gökhan, Serpil Göksu, Aysel Gözkonan, Davut Güner, Kıvanç Güneri, 
Servet Güngör, Ali İlaslan, Murat İnal, Mehmet İşcan, İsmet Önder Işık, 
Müzeyyen Işıtman, Yaşar Serhan Karaca, Gazi Karakurt, İbrahim 
Kazancı, Cengiz Keleş, Mehmet Keleşoğlu, Hasan Koç, İbrahim 
Konukoğlu, Cengiz Cem Kutlu, Aylin Oden, Sema Ongun, Talat Örnek, 
Ahmet Fevzi Özdemir, Burcu Özmalkoç, Evren Öztop, İbrahim Öztuna, 
Naci Özveren, Bekir Sıtkı Paksoy, Yeşim Peker, Uğur Şahin, Naime Seç-
gin Bayram, Barış Seloğlu, Hüseyin Seren, İsmail Sert, Hatice Sifil, Ner-
min Sönmez-Türksöz, Osman Tuğlu, Ufuk Üner, Fahri Vardar, Hikmet 
Yaka, Yurgor Yaylı, Ömer Yenidünya, Gülhan Yiğit, Sevil Yıldırım, Vejdi 
Yıldız, Basri Yılmaz, Yüksel Yücedağ, Nigar Yücetürk, Tuba Yüksel, and 
İlhan Yurttaş.

Declaration of Interests: PK: member of medical department in 
Amgen Turkey; T.E.: Abdi İbrahim Otsuka, Amgen, Ibrahim Etem 
Menarini, Boehringer-Ingelheim, Nobel, Shire; K.A.: None; M.A.: Abdi 
İbrahim Otsuka, Amgen, AstraZeneca, Boehringer-Ingelheim, Gen Ilac, 
İbrahim Etem Menarini, Nobel; S.S.: None; T.A.: None; H.K.: None.

Funding: This study was supported by Amgen Turkey.

REFERENCES
1.	 GBD Chronic Kidney Disease Collaboration. Global, regional, and 

national burden of chronic kidney disease, 1990-2017: a system-
atic analysis for the Global Burden of Disease Study 2017. Lancet. 
2020;395(10225):709-733. [CrossRef]

2.	 Suleymanlar G, Ateş K, Seyahi N. Registry of the Nephrology, Dialy-
sis and Transplantation in Turkey. Registry 2019. Ankara: The Turk-
ish Society of Nephrology; 2020.

3.	 Cockwell  P, Fisher  LA. The global burden of chronic kidney dis-
ease. Lancet. 2020;395(10225):662-664. [CrossRef]

4.	 Young  EW, Goodkin  DA, Mapes  DL, et al. The Dialysis Outcomes 
and Practice Patterns Study (DOPPS): an international hemodialy-
sis study. Kidney Int. 2000;57(Suppl):S74-S81. [CrossRef]

5.	 Goodkin DA, Young EW, Kurokawa K, Prütz KG, Levin NW. Mortality 
among hemodialysis patients in Europe, Japan, and the United 
States: case-mix effects. Am J Kidney Dis. 2004;44(5)(Suppl 2):16-
21. [CrossRef]

6.	 Goodkin  DA, Bragg-Gresham  JL, Koenig  KG, et al. Association of 
comorbid conditions and mortality in hemodialysis patients in 
Europe, Japan, and the United States: the Dialysis Outcomes and 
Practice Patterns Study (DOPPS). J Am Soc Nephrol. 
2003;14(12):3270-3277. [CrossRef]

7.	 Davison SN, Jhangri GS, Johnson JA. Cross-sectional validity of a 
modified Edmonton symptom assessment system in dialysis 
patients: a simple assessment of symptom burden. Kidney Int. 
2006;69(9):1621-1625. [CrossRef]

8.	 Evans RW, Manninen DL, Garrison LP, Jr, et al. The quality of life of 
patients with endstage renal disease. N Engl J Med. 1985;312(9):553-
559. [CrossRef]

9.	 Block  GA, Klassen  PS, Lazarus  JM, Ofsthun  N, Lowrie  EG, Cher-
tow  GM. Mineral metabolism, mortality, and morbidity in 

maintenance hemodialysis. J Am Soc Nephrol. 2004;15(8):2208-
2218. [CrossRef]

10.	 Mapes DL, Lopes AA, Satayathum S, et al. Health-related quality of 
life as a predictor of mortality and hospitalization: the Dialysis 
Outcomes and Practice Patterns Study (DOPPS). Kidney Int. 
2003;64(1):339-349. [CrossRef]

11.	 Lopes  AA, Bragg  J, Young  A, et al. Depression as a predictor of 
mortality and hospitalization among hemodialysis patients in the 
United States and in Europe in the Dialysis Outcomes and Practice 
Patterns Study (DOPPS). Kidney Int. 2002;61:199-207.

12.	 DİADER 2014 Diyaliz İstatistik Yıllığı; 2015. https://www.diader.org.
tr/index.php/istatislikler/item/1148-istatistik-yilligi-2015

13.	 Utaş  C, Arik  N, Ates  K, Ecder  T, Sifil  A. Türkiye’de farklı Coğrafi 
Bölgeler arasındaki Hemodiyaliz hasta profili ve Parametreleri 
Farklılıkları [Differences in hemodialysis patient profiles and 
parameters between geographic regions of Turkey]. Turk Neph Dial 
Transpl. 2015;283(3)(Suppl 1):24.

14.	 Kızılırmak P, Ecder T, Ateş K, et al. Diyal-TR registry: investigation 
of clinical characteristics of the patients under chronic hemodialy-
sis therapy in Turkey. Turk Klin J Intern Med. 2020;5(1):1-7.

15.	 United States Renal Data System. 2018 USRDS Annual Data Report: 
Epidemiology of Kidney Disease in the United States. Bethesda, MD: 
National Institutes of Health, National Institute of Diabetes and 
Digestive and Kidney Diseases.

16.	 Luxardo R, Kramer A, González-Bedat MC, et al. The epidemiology 
of renal replacement therapy in two different parts of the world: 
the Latin American Dialysis and Transplant Registry versus the 
European Renal Association-European Dialysis and Transplant 
Association Registry. Rev Panam Salud Publica. 2018;42:e87. 
[CrossRef]

17.	 Ecder T, Utas C, Ates K, et al. The Dialysis Outcomes and Practice 
Patterns Study (DOPPS) in Turkey. Hemodial Int. 2017;21(3):430-
439. [CrossRef]

18.	 TSN Renal Registry Committee. Turkish Society of Nephrology 
2017  Turkish Renal Registry Report; 2017. Ankara; 2018. ISBN 
978-605-62465-0-0.

19.	 Foley RN, Parfrey PS, Harnett JD, Kent GM, Murray DC, Barre PE. 
The impact of anemia on cardiomyopathy, morbidity, and and 
mortality in end-stage renal disease. Am J Kidney Dis. 1996;28(1):53-
61. [CrossRef]

20.	 Regidor  DL, Kopple  JD, Kovesdy  CP, et al. Associations between 
changes in hemoglobin and administered erythropoiesis-stimu-
lating agent and survival in hemodialysis patients. J Am Soc Neph-
rol. 2006;17(4):1181-1191. [CrossRef]

21.	 Hanafusa N, Nomura T, Hasegawa T, Nangaku M. Age and Anemia 
Management: relationship of hemoglobin levels with mortality 
might differ between elderly and nonelderly hemodialysis patients. 
Nephrol Dial Transplant. 2014;29(12):2316-2326. [CrossRef]

22.	 Levy AR, Xing S, Brunelli SM, et al. Symptoms of secondary hyper-
parathyroidism in patients receiving maintenance hemodialysis: a 
prospective cohort study. Am J Kidney Dis. 2020;75(3):373-383. 
[CrossRef]

23.	 Rodríguez-Ortiz ME, Rodríguez M. Recent advances in understand-
ing and managing secondary hyperparathyroidism in chronic kid-
ney disease. F1000Research. 2020;9:F1000 Faculty Rev-1077. 
[CrossRef]

24.	 General Directorate of Health Information Systems, Ministry of 
Health of Turkey. Health Statistics Yearbook 2019. Ankara; 2021. 
ISBN 978-975-590-793-2 Ministry of Health Publication No: 1186.

https://doi.org/10.1016/S0140-6736(20)30045-3
https://doi.org/10.1016/S0140-6736(19)32977-0
https://doi.org/10.1046/j.1523-1755.2000.07413.x
https://doi.org/10.1053/j.ajkd.2004.08.006
https://doi.org/10.1097/01.asn.0000100127.54107.57
https://doi.org/10.1038/sj.ki.5000184
https://doi.org/10.1056/NEJM198502283120905
https://doi.org/10.1097/01.ASN.0000133041.27682.A2
https://doi.org/10.1046/j.1523-1755.2003.00072.x
https://doi.org/10.26633/RPSP.2018.87
https://doi.org/10.1111/hdi.12504
https://doi.org/10.1016/s0272-6386(96)90130-4
https://doi.org/10.1681/ASN.2005090997
https://doi.org/10.1093/ndt/gfu272
https://doi.org/10.1053/j.ajkd.2019.07.013
https://doi.org/10.12688/f1000research.22636.1


Kızılırmak et al. DIYAL-TR: Differences in Patient Outcomes in HD� Turk J Nephrol 2022; 31(2): 116-126

126

25.	 Sahin  A, Akici  A, Aydin  V, Melik  B, Aksoy  M, Alkan  A. Variation of 
antibiotic consumption and its correlated factors in Turkey. Eur J 
Clin Pharmacol. 2017;73(7):867-873. [CrossRef]

26.	 Aslam  N, Bernardini  J, Fried  L, Burr  R, Piraino  B. Comparison of 
infectious complications between incident hemodialysis and peri-
toneal dialysis patients. Clin J Am Soc Nephrol. 2006;1(6):1226-
1233. [CrossRef]

27.	 Dalrymple  LS, Go  AS. Epidemiology of acute infections among 
patients with chronic kidney disease. Clin J Am Soc Nephrol. 
2008;3(5):1487-1493. [CrossRef]

28.	 Allon  M, Depner  TA, Radeva  M, et al. Impact of dialysis dose and 
membrane on infection-related hospitalization and death:  
results of the HEMO Study. J Am Soc Nephrol. 2003;14(7):1863-1870. 
[CrossRef]

https://doi.org/10.1007/s00228-017-2229-z
https://doi.org/10.2215/CJN.01230406
https://doi.org/10.2215/CJN.01290308
https://doi.org/10.1097/01.asn.0000074237.78764.d1


Supplementary Appendix 1.  Use of Medications During the 2-Year Follow-Up

Treatment Baseline (%) Visit 1 (%) Visit 2 (%) Visit 3 (%) Visit 4 (%) Visit 5 (%) Visit 6 (%) Visit 7 (%) Visit 8 (%)

ESA use 58.3 53.3 56.1 54.9 54.3 54.0 52.6 52.6 54.2

  Type

    Epoetin alpha 34.0 32.5 32.4 31.9 26.7 26.6 25.1 28.4 28.9

    Epoetin beta 0.5 0.2 0.5 0.3 0.1 0.2 0.0% 0.0% 0.0%

    Epoetin zeta 16.3 13.8 14.7 13.9 15.0 13.8 14.7 14.0 10.5

  �  Darbepoetin 
alpha

49.2 53.5 52.4 53.9 58.2 59.3 60.2 57.5 60.6

  Route

    Subcutaneous 75.4 76.8 78.4 70.7 73.7 75.1 76.4 71.4 77.9

    Intravenous 24.6 23.2 21.6 29.3 26.3 24.9 23.6 28.6 22.1

Iron use* 59.2 60.1 60.0 55.4 53.6 55.0 54.8 56.4 53.6

Vitamin D use 43.4 45.7 48.6 49.0 48.3 50.7 52.7 55.8 55.5

  Route

    Oral 8.5 5.6 5.8 4.3 3.8 3.1 4.2 4.3 5.0

    Intravenous 91.5 94.4 94.2 95.7 96.3 96.9 95.8 95.7 95.0

  Type

    Calcitriol 47.8 49.9 50.6 51.5 46.4 46.9 46.6 45.4 45.0

    Paricalcitol 52.2 50.1 49.4 48.5 53.6 53.1 53.4 54.6 55.0

Cinacalcet use 9.3 9.8 10.9 10.9 12.9 13.4 14.5 14.9 15.2

Phosphate binder 
use

  None 19.5 17.5 17.2 16.0 17.9 15.8 18.3 19.5 18.9

  With calcium 59.9 61.8 59.6 61.5 57.4 56.7 54.6 54.8 55.4

  Without calcium 20.6 20.7 23.2 22.5 24.6 27.5 27.0 25.8 25.7

l-carnitine use 26.7 25.7 25.2 26.4 21.1 18.7 17.5 17.5 15.5

Vitamin C use 13.4 11.7 11.6 14.1 11.2 10.0 9.5 10.5 7.1

Statin use 9.3 10.3 9.4 10.4 10.0 9.3 8.8 8.8 8.3

Antihypertensive 
use

49.0 49.1 46.9 47.5 49.7 47.5 48.1 47.4 48.9

ASA use 58.2 56.3 53.6 48.1 47.3 47.6 49.1 49.7 52.7

Type of 
anticoagulation

  Heparin 92.9 92.8 92.1 92.7 93.0 92.6 92.1 92.7 92.9

  LMWH 7.1 7.2 7.9 7.3 7.0 7.4 7.9 7.3 7.1

ESA, erythropoiesis-stimulating agent; ASA, acetylsalicylic acid; LMWH, low-molecular-weight heparin.
*Administered by intravenous route in 97.3%-99.3% of cases.


