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Background:  There are few studies reporting the characteristics and outcomes of a national home haemodialysis (HD) population in the current era. UK national policy encourages home HD.
Methods: We examined baseline characteristics and outcomes in a large, incident population of home HD patients in the UK (n=225, 1997-2005), and compared them to age and sex frequency matched incident peritoneal dialysis (PD), hospital HD and satellite HD patients. Follow-up continued until 31.12.2006. Data were analysed with Cox regression analyses with adjustment for age, sex, primary renal disease, social deprivation, ethnicity, dialysis era. 

Results:  Compared to the control groups, home HD patients were more likely to be white, less likely to be socially deprived, more likely to have glomerulonephritis or polycystic kidney disease and less likely to have diabetic nephropathy or hypertensive nephropathy. There was a median delay of 12 months (inter-quartile range 6-21) between renal replacement therapy (RRT) start and commencement of home HD. The rate of stopping home HD was 28.3 per 100 person-years (95% confidence interval (CI) 23.8-33.6), the most common reason was transplantation (59%, 77 of 130 who stopped home HD). More than 50% of home HD patients were listed for kidney transplantation within a year after starting RRT (this was similar to PD); hospital HD patients had in comparison a 50 % lower rate of wait-listing over time (hazard ratio (HR) 0.56, 95% CI: 0.44-0.70; p<0.001).If this was taken into account using a time-dependent variable for wait-listing, there was no evidence for a difference in transplantation rates between patients on different forms of HD, but patients on PD were more likely to receive an earlier transplant (fully adjusted HR 1.41, 95%CI 1.12-1.75, p=0.002). In crude analyses there was evidence for a marked survival advantage of patients assigned to home HD compared to other modalities (log-rank p-value <0.001). The one-year survival for patients assigned to home HD was 97%(95%CI: 94%-99%), in comparison the one year survival for patients on hospital HD was 90% (95%CI: 87%-91%),  for those on PD it was 95% (95%CI: 93%-96%) and for those on satellite HD it was 95% (95%CI: 92%-96%). This very different early mortality and different wait-listing for transplantation over time made it impossible to use a Cox model to formally compare patients on home HD and hospital HD because the association between risk factors and outcome changed differently over time since start in these two groups, violating the proportionality assumption of the model. In fully adjusted analyses including time of wait-listing and time of transplantation (but excluding hospital HD patients) there was only borderline evidence that patients on satellite HD had poorer survival (HR 1.52, 95%CI: 0.94-2.45; p=0.085), but patients on PD were at significantly higher risk of death (HR 1.57, 95%CI: 1.09-2.27; p=0.016) than those on home HD.

Conclusion:  We have shown improved crude survival in a large cohort of incident patients treated with home HD, compared to matched controls and in adjusted analyses evidence for survival advantage of home HD when compared to PD patients. At least some of the survival advantage is due to selection of a healthier patient cohort. 
