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Dialysis Options for End-Stage Renal
Disease in Older People

Eclwina A. Brown® Lina Johansson®

=65 years in the US in 2008 [1]. Twenty-five years ago,
45.1% of UK nephrologists responding to a survey would
not offer renal replacement therapy to a 50-year-old man
with ischaemic heart disease [2]. In contrast, 15 years lat-
er, dialysis was available in the UK for high-risk patients
(higher age, severe comorbidities and dependent in rela-
tion to functional status) despite a low 1-year survival of
19.2% [3]. Patient’s advancing age and comorbid status no
longer influences nephrologists’ decision to initiate dialy-
sis [4].
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o Over time the dialysis population shifted
from.

A Younger, healthier cohort to aw older, wore
medically complex group of patients,

0 Between 1980 and 2012

patients aged 6574 initiating dialysis
increased by 47%

while those aged 2 #5 (older adults) increased
by 300%

Vandecasteele SJ, Kurella-Tamura MA. Patient-centered vision of
care for ESRD: dialysis as a bridging treatment or as a final
destination? J Am Soc Nephrol. 2014;25:1647-51.

Berger JR, Hedayati S. Renal replacement therapy in the elderly
population. Clin ] Am Soc Nephrol. 2012;7:1039-46.




& Qu,alj,tg of Lf,-fe © Plabetic kz’wlweg disense is the single

o most common cause of renal failure and
-~ accounts for 24% of patients with
chronic Ridney disease (CKD) in the UK

& CKP is often asseciated with other
wmedical conditions, such as heart
disease andl dinbetes,

There is an increased risk of wortality
bn patients who have advanced CKD,

healthcare
Ra

Sjmptnm Management in Patients with Stage 3 CKD
Opting for Conservative Management

Sheila Johmnston

J  The lack of specific symptoms can result in people

with CKP wot belng diagnosed or diagnosed when
they have advanced stages of CKD,
Approximately) one thivd of patients who have the
advanced stages of kidney disease have a late
veferval to kidney services which is associated with
aw tnerease bn wortality and morbidity



Wiggins J. Why Do We Need a Geriatric Nephrology Curriculum?
Geriatric Nephrology Curriculum [periddico na Internet]. 2009
[acesso em 13 mai 2012]; Disponivel em: htpp: http://www.
asn-online_orgleducation/distancelearning/curricula/geriatrics

TaeLE 1 GERIATRIC CONDITIONS THAT AFFECT NEPHROLOGY CARE (ADAPTED FRoM WiGaINs, 2009)™
Visual impairment Polypharmacy Functional limitations
Auditory impairment Emaotional problems Lack of social support
Malnutrition / weight loss Urinary incontinence Financial difficulties
Cognitive involvement Balance and gait impairment/falls Home environment/safety
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CHaRACTERISTICE OF ELDERLY SUBJIECTS BEFORE CERTAIM DISEASES (ADAPTED FROM HMEH_ Am—ﬁm,

Disaaso

Eldearly subjact charactaristics

Raocommeandations

Diabates

a) Gluoco=sa laveal
mMmanagement

Little benafit from inten=sive glucosea lewal
managemant; more prone to hypoglycemia;
imncreassed risk of drugassociatad hypoglycemia . ==

Control glucosa lavels and a=ssess riskl’
banaefit of reaching Hgb A2 < 7O,

bl Antihypartensives

Imcraasad rizk of significant BP decrease; 24 look at
feww advantsgos and side affects of ACEVMRABE=. &=

Aowvoid significantly low BEF; ba caraful whean
prescribing ACEFARBES.

Hypartension

a) Goal

ChW ewvants, cognitive impaimeant, incapacity, and
death may b= greater risk factor for eldarly patients
tham progression to kidmney dizcass 55

Considar other outcaomes as goal ta
managse BF in addition to delaying renal
function progression.

b Spacific drug

ACEVAREB=s may cause AKIl and hypercalcaemia,
weithy highar incidenca im eldarly subject= =7

Meaed to perform more ab tests after

start of ACEVARESs; diet changes; chronic
administration of ion exchangs resins may
e neaded; limit use of drug=s that increase
potassium lawvels.

Slomerulonephritis

Alourminuria increases with ago:*F aldarly with
protainuria ara at significant risk of function loss
im & yaars 29 albuminuria is associatad wwith
imncressed risk of demantia, HTH, and CWD;**
clinical manifestations of glomarular diseases ara
scarce in aldarky patieants.

I= thie maaning of albuminura diffarantin
sldarky pationts than in young subject=?
Considar maora biopsies in this

group and risks'bamnafits of using
immMmuneoesuppraszants aggressivaly.

Haoart dizoaza

Dimgnosa acuts corornary syndrome in aldary CED
patents may bo challarging, as nondnvasiva tests
Fave wvarying sonsitivities and zpacificitias, * climical
prasentation is uncommon® and intarpretation of
standard lab markars is difficut =2

Ba careful whan doing the workup for
acute coronary syndrome in alderly
indwiduals.

“Wascular diseasa

Imncreasead incidencs of reanal artary stanosis. ™=
Responsea to carotid baroreflex is usually
attanustad and vazodilatimg antinypaertansivas may
imtroduca dizziness and postural hypotansion.

Farkers reaquirad to predict benafit froam
imMmarvantionsa for renal vascular diseasa;
caution when using ACEi and ARE=

Anaemia

High prevaleance of anamia.®*

Considar targat for Hab lavels, specialhby if
the patient has history of vascular disease,
pro-thrombotic conditions such a=s turmaors,
or poaorly contrellad BRP

Mutriticonal status

Tha body mass indax is not adeguate to assess
mutritioral status because of chamngas in body
composition =

Addrass malnutrition aarly on, as it is a
markar for death ==
The impact of obesity is controwvaersial 28

Pdimeral and bone
disardear

Dsteoporosi= and osteocporotic fracturas are
prevalent. ¥
Age i=s a risk factor for adynamic bona disease 3%

D bsarwve calcium in dialysata and assass
bone mineral densiy 28
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GFR-Proteinuria

alb /cr r>300 mg/gm.o
sustained decline in
renal function of >5
I/min/1.73 m2/year

eGFR <30ml/min/1.73 m2,




Between 1996 and 2009 the percent

of “early’, at eGFR >10 ml/min/1,73 m2,
us dialysis

starts in older adults tncreased from 25% to
e2%

Failed to demonstrate a survival benefit for
“early stavt” dialysis

Recent  guidelines,  which  recommenal
deferving dialysis until patlents have low
levels of

eGFR (S6 ml/wmin/1.#3 m2)

unless a patient ts symptomatic at a higher
e GFR level
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Treatment decisions for older adults with ™
advanced chronic kidney disease

Stewven 1. Rosansky™, Jane Schell®, loseph Shega”, lennifer Scherer®, Laurie Jacobs®, Cedle Couchoud®,
Deidra Crews” and hMartthew McMNabney®

Clinical consjderations; rate of
renal function changs, st
dedines in renal functon,
comorblditie =nal failure

Situstions whers Projected prognosis
Sharsd Decigion=- vith dialysis versus
dialysis decision is Making
unlikealy

they relate dialysis versus non
dial nt

Fig. 1 Fmmework for management of advanced CKD in older adults. The competing risk of death from non enal causes due to comorbidities
and slow loss of renal function, < 3 mi/mind1.73 m”Avear of eGFR [25, 28-30), makes the likelihood of the need for a dialysis decision low. Patient's
comorbidities and other parameters are used in tools for survival projections ([34, 35, 38-45] htpedSwwwgemd comycalculate/calcul ator3-month-
mortality-in-incident-eldery-esrd-patients). High comorbidity and poor functional status may eliminate any dialysis sunival advantage [2, 6, 14, 18, 44,

| 455 A patient’s priorties and goals should be considered in conjunction with advantages and disadvantages of dialysis (listed in Table 2}, in the shared
decision process




Rate of loss of renal function and the potential need for
dialysis

methodologies) [23-25]. As slope based methodologies
to determine rates of renal decline are not readily avail-
able to clinicians, a simpler calculation uses a patient’s
initial and final or the average of first and last year's
eGFRs to calculate their change in eGFR per year
[Table 1] [25-27]. This estimate makes several assump-
tions: a) that eGFR declines (increases and stable e GFRs
are not uncommon; b) that eGFR approximates true
GFR (this assumes stable muscle mass and the lack of an
unusual dietary pattern or body habitus), ¢) that the
eGFR dedines linearly (non linear patterns may occur in
40% of patients [24]); and c) that patients do not have
episodes of AKI, during the measurement interval. Using
- N SR N i
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Use of a patient’s rate of renal function decline and
intensity of comorbidity, to help predict need for dialysis
and post dialysis initiation survival

N S ——
. \:h“.ﬁ-‘-“ x 1
N ) \ -l-.-u-lh-q--q.,._l- e Slow RED
e .""l-!-..-
ol i L7 2 mlfmin/1.73m3 fyr
10
5
\\ Fast RFD
. o 5 mlfmin/ 1.7 3m3 fyr
’ 1 ) 3 4 5 4
¢ . - Years
< .. Vo , . Fig. 2 Use of esimated mte of renal function dedline (RFD) and sunvival to help plan for future dilysis needs. Suggested method of calculation of RFD,
S ¢ ‘ . | se=Table 1. Hypothetical 75 vear olds with basaline eGFR of 25 ml/min/1.73 m*, ane with siow RFD, dorted line, and one with fast BT, solid e In contrast
< - YRt yed
“ o , ®. o | tofast RAD patiert, slow RFD patient unlikely o face dialysis decision (25, 28-301. Verficd amow indicates a projected sunvival of 3.5 years [37]
a 'Y L a ' . P "




Table 1 Clinical comnssderations for discussons about dialysis versus conservative management”
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RGE T per year™
Soree <3 mAmEnd1.73 m° Aveal
Lo Conorbacny™ a” FPasens are wniSely 10 e Beed with & dialys decishon, Do
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Higihy Comoaiiciin (=T D iy thes rélathons g Devwessn Snter D and wiorses
mprvival 123, 36] these pathents ae Bty 10 dfe bedfnre diadesss
5 gl Ena] therefnes e SEn OGN & COnESIvETwe Tracks
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DETEENTS Traatiment Qoaks i oitical Fig. 7, TablE 2] St
smrvineal on olialysis oy
Aarnple Fadineny brapuny (AR Definedd a5 patent wing have a swden sustaned senwm
creatingne ncreass e [3] and most often wwes a seaem
orfaatingne of = 3w Dasaline cragtinges [51] Daabesis mhay i
mary cases be nigated “earky® (aLFH = 10 mF e T 73 m7L
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Loown T or Dackiny [ o | i pateants N renal Seloss Spmdtorms. dRalys may e

High Comnosipiciny

(=t}
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Soerecisini manspemant shoulol ba oorsdensd during joeant
et GSouNsoens el 1o a preriored shoe T sendival Afier
Ayt DETE BOr SursOaTe e CE R N Skes MMy CocES
aliahyesks F patfents hunee ool eapeased 5 desie e ooyl
manage et (19
e SN Y : -
. 9 4 .,
L'} N s ¢



Meadical Calculator

3-Month Mortality in Incident El derly ESRD Patients
Estimate the risk of early death (at 3 months) in elderly

patients starting dia |y5i5

Gender Congestive Heart Failure?
Age Dysrhythmia
Model has not been validated Active Cancer?
for patients < 75 years of age Severe Behavioral
Z;g:gg Disorder?, .
>90 Serum Albumin?
Mobility? <25g/L
Walks without help 25-29.9 g/L
Needs assistance with walking 30-34.9 g/L
>35 g/L

Totally dependent

https://qxmd.com/calculate/calculator_286/3-month-

mortality-in-incident-elderly-esrd-patients

Peripheral Vascular Disease?
Use the Leriche classification

Grade | - Asymptomatic

Grade Il - Intermittent Claudication
Grade Ill - Pain/Paresthesia at rest
Grade IV - Trophic disorder or necrosis
with ulcer or gangrene

Calculate by
QxMD 17+
Medical Calculator

QxMD Medical

Software



https://itunes.apple.com/ca/developer/qxmd-medical-software/id299841206?mt=8

CJASN

Renal Replacement Therapy in the Elderly Population

f{}ﬁ{'_l][_:h R Bf;'r@_,‘f_"r* and 5. Susan HE{}IH}.J:]“'” Clin fﬂf” Soc NE‘PIH‘GF 7 1[]3{;}—1{]-1{:!, 2012. doi: 1{].2215,‘JCJN.1{]—1:1]U.11

| Riskhactors _____pomnts

—

Total dependence for transfers 3 Total | 6-Month
BMI<18.5 kg/m? 2 Score | Mortality Rate
Peripheral vasculardisease stage 3 or 4 2 0 8%
Congestive heart failure stage 3 or 4 2 1 8-10%
Severe behavioral disorder 2 - E{]J 2 14-17%
Unplanned dialysisinitiation 2 3-4 21-26%
Active malignancy 1 5-6 33-35%
Diabetes mellitus 1 7-8 50-51%
Dysrhythmia E8 | 29 62-70%

Figure 1. | Six-month prognostic risk score in patients 275 years who initiate dialysis. Adapted from a prognostic model developed and
validated by Couchoud et al. (30) using the French Renal Epidemiology and Information Network registry to predict 6-month mortality in ESRD
N patients =75 years who initiated dialysis. BMI, body mass index.
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Thamer M, Kaufman J5, Zhang Y, Zhang Q, Cotter DJ, Bang H. Predicting
early death among elderly dialysis patients: development and validation of
a risk score to assist shared dedision making for dialysis initation. Am J

Kidney Dis. 2015;66(6x1024-32.
L J

u[|l]

- dialysis conservative management. A study of US older
)" ~  adult incident dialysis patients, 2009-2010, demonstrated a
+ mean starting eGFR of 12.6 ml/min/1.73 m?, and a three &
and six months mortality of 12.4% and 20.4%, respectively

Q

Offcial Journal of the
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Thamer M, Kaufman J5, Zhang Y, Zhang Q, Cotter DJ, Bang H. Predicting
early death among elderly dialysis patients: development and validation of
a risk score to assist shared dedision making for dialysis initation. Am J
Kidney Dis. 201566(6)1024-32.

L

[44]. Data from this study and a recent report from France
- show that one third of older adults initiating dialysis with
* poor functional status, as defined by strong dependency in
| activities of daily living, inability to ambulate or presence

of an amputation, died within three months of dialysis ini-
tiation [44, 45]. Other factors associated with poor short-
term survival include a high comorbidity index score [41-
46/, nursing home residence [44], low serum albumin [40,
41, 44, 45, low body mass index [42], significant heart fail-
ure [39, 44|, and a negative response to the “surprise” ques-
tion asked of the nephrologist (would 1 be surprised if this
patient died in the next twelve months?) [43, 57]. ldentifi-

4
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AKI and the dialysis decision



Although the majority

of older adults with
advanced CKD lose renal
function slowly, 51% of
an older adult (mean age
Z7) Us dialysts

Patients
who  initiate diatgsis
during emergent

situations are Likely
to have a higher initial
eGFR, a higher level of

population had an episode
of AKL in the six months

comorbidity  (including
episodles  of  congestive

prior to starting dialysis

heart fatlure) awd thus

and 65% of patients

in this age group started
dialysis while
hospitalized

may  experience higher
ninety-day mortality

(¥4 O o
rates

Qin an acute care setting, -
delaying dialysis may not be
aw option for a category of
patients

Usomatic protein stores
n acu’ceng tl 'Patiewts

D”BGYL(LJ” (absent a
conventional or Life
threatening indication)
diaLgs’Ls initiation in the
acute setting is not supported
b Y available studies

Qvepeated joint decision
discussions



Geriatric Giants in Dialysis




Since acute dialysis in hospital is a common scenario
for older adults, early advanced care planning discus-
sions should include conversations about emergent
dialysis as one of the life support options. If given the

"~ "

endogenous renal function [7]. With this loss of endogen-
ous renal function, discontinuation of dialysis could
potentially result in death sooner than if a dialysis trial
were not chosen. On the other hand, monitoring of post

optlor o i, monoring ofa e residel -~ ureatlem;) shoud e part of bec 7] iens
renal uncion by measesof nerdialtc ceainine and may e 104 e monh o s, o el remining

or e clerace)should e part of e care |7 Ptients endognous el fnction 7 With i ks o ndogen
dialysis initiation renal function (especially after AKI
starts) may show that a patient’s renal function has im-
proved to the point where they can discontinue dialysis [7,



The dialysis decision as it relates to patient symptoms
Recent guidelines for dialysis initiation have suggested a
greater emphasis on a patient’s symptoms, rather than a
specific eGFR level, as the primary factor to consider
when deciding whether to initiate dialysis [7]. In many
Rosansky 5J, Cancarinl G, Clark WF, Eggers P, Germaine M, Glassock R, et al.

Dighysis initiatiors what's the rush? Semin Dial 2013,26650-7, FMID:
24066675,

more of a consequence of older adult comorbidities

than their level ﬂE' renal function [7, 45, 60]. The conven-
tional indications to initiate acute or chronic dialysis

P
nutritiornal




 patient dialysis starts [10, 12]. In a prospective study of
nursing home residents, 18% started dialysis at an eGFR >

15 ml/min/1.73 m” and the majority of the new starts did
not have any of the following dialysis indications (accord-
ing to study design): volume overload, cognitive decline,
weight loss, or a decline in the performance of activities of
daily living (ADL) [11]. The latter indication may not be
reasonable as older adults experience functional deterior-
ation after the initiation of dialysis [2]. Even with the
potential for eGFR to overestimate true GFR for older
adults, non-specific symptoms of nausea, anorexia, and
functional deterioration in measures of ADL probably do
not justify dialysis initiation [7]. If given the option during
shared decision-making discussions, many older adults
. may opt to delay dialysis until they have a conventional
" indication [2, 71. ,

Official Journal of the
National Kidney Foundation

Kurella Tamura M, O'Hare &M, McCulloch CE, Johansen KL Signs and
' symptoms associated with earlier dialysis Initiation in nursing home
e | e residents. Am J Kidney Dis. 2010:56:1117-26. PMID: 20974509,




Shared decision-making regarding dialysis versus conservative

management

Table 2 Potential advantages and disadvantages of choosing
dialysis wersus conservative management

Potential advantages of
dialysis

Potential disadvantages of dialysis

= Possibly longer sunvival [67, 65-71]
« May improve appetite

= May be life saving in some AKI
situations

« Sodal confact/interactions with
dialysis staff and patients

= Multiple painful access procedures
[74-76)

= Loss of residual renal function
[7, 60]

= Dialysis redated fatigue hypotension,
cardiac ischemis, and functional
decline [7, 18 &0, 77)

= Increased risk of sudden death
and stroke [7, 72)

= Time lost o dialysis and
hospitalzations [18]

= High maortality rate, first 3 months
[7, 44, 45]

« More likely to die in hospitl
WErsUs consenvative management

(2 18]
= High discortinuation mates [73]

e SN



Balancing Benefit and Burden

who would be a good dialysis candidate and who would do poorly
attempts to define a subpopulation of elderly patients who
would not do well on dialysis have been largely unsuccessful.

Age, functional status, mobility, and comorbidity burden are
predictive of survival but do not explain sufficient variability to
allow the development of a criterion score that can be used to
select patients for dialysis.

Individualized assessment seems to be optimal

3,19 years

8,3 months

2,73 years

6,3 months

75-80 75-80 years Dialysis Palliative
years (1995-199)

(1990-

1004)
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Dialysis Options for End-Stage Renal
Disease in Older People
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U SA @( the mean age

based HD 94%  of patientson dialysis is 65
)yme HD 1% Home HD 1%
PD 5 % PD 13 %
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Life expectancy i e country Y
increased by 25.4 from 48 to

73.4 - between 1960 and 2010.
It is believed. that 025 Brazil’s
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CONCLUSION

The older patient with renal disease s different from
younger counterparts on several counts—comorhidity
burden, disease progression, survival, outcomes with
therapy and considerations that influence quality of life,
A ‘onesizeitsall" approach to counselling and prescrib-
ing renal replacement therapy cannot be recommended.

‘/“‘".

e 4
. A8 47 v"-.,é'x o7

BMj) Opan Older patient considering trestment for
advanced renal disese protoml for a
meview of the information

available for shared decision-malding
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{logists in the 21" century will have to practice geria-

dtrics as amateur geriatricians. To nephrologists,

%

C

¢4 seeing elderly patients is always a dilemma, a these

* subjects require geriatric care measures that are not

«_ included in the formal training of nephrology.

Orcopoulos DG, Dimkovic N. Geriatric nephrology 15 coming
of age. ] Am Soc Nephrol 2003;14:1099-101. http://dx_.doi.
org/10.1097/01_ ASN.0000067656.48829 0E PMid:12660346



EVERY LLER PERSON 1 DFFERENTIA.
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Thanks!

Any guestions?

You can find me at:
www.athens-nephrology.gr
giannisgriv@hotmail.com



| Am John Miller

| am here because | love to design
presentations.

You can contact me at @username
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Content itself is what the end-user
derives value from also can refer.






Content In two columns

Content A

Content itself is what the end-user
derives value from also can refer to
the information provided through
the medium, the way in which
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Content B

Content itself is what the end-user
derives value from also can refer to
the information provided through
the medium, the way in which




Content In three columns

Content A

Content itself is what the
end-user derives value
from also can refer to the
information provided
through the medium,

Content B

Content itself is what the
end-user derives value
from also can refer to the
information provided
through the medium,

Content C

Content itself is what the
end-user derives value
from also can refer to the
information provided
through the medium,
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Tables to compare data

Content A 100 200 400

Content B $67,000 $56,000 $78,000

Content C 4500 60000 $8,000
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Geriatric Giants in Dialysis




Since acute dialysis in hospital is a common scenario
for older adults, early advanced care planning discus-
sions should include conversations about emergent
dialysis as one of the life support options. If given the

"~ "

endogenous renal function [7]. With this loss of endogen-
ous renal function, discontinuation of dialysis could
potentially result in death sooner than if a dialysis trial
were not chosen. On the other hand, monitoring of post

ot lor ol s, oot esid ureaclearaﬁé) shoud bepat of b 7| Dtients
et ncion by mesues o et coneand s 10% per mont o i, o e emeiin

o clnce)hould et of el care | et endogenus el fnction 7, With s oss o endogn
dialysis initiation renal function (especially after AKI
starts) may show that a patient’s renal function has im-
proved to the point where they can discontinue dialysis [7,
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Balancing Benefit and Burden

who would be a good dialysis candidate and who would do poorly
attempts to define a subpopulation of elderly patients who
would not do well on dialysis have been largely unsuccessful.

Age, functional status, mobility, and comorbidity burden are
predictive of survival but do not explain sufficient variability to
allow the development of a criterion score that can be used to
select patients for dialysis.

Individualized assessment seems to be optimal

3,19 years

8,3 months

2,73 years

6,3 months

75-80 75-80 years Dialysis Palliative
years (1995-199)

(1990-

1004)
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{logists in the 21" century will have to practice geria-

dtrics as amateur geriatricians. To nephrologists,

%

C

¢4 seeing elderly patients is always a dilemma, a these

* subjects require geriatric care measures that are not

«_ included in the formal training of nephrology.

Orcopoulos DG, Dimkovic N. Geriatric nephrology 15 coming
of age. ] Am Soc Nephrol 2003;14:1099-101. http://dx_.doi.
org/10.1097/01_ ASN.0000067656.48829 0E PMid:12660346
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Thanks!

Any guestions?

You can find me at:
www.athens-nephrology.gr
giannisgriv@hotmail.com



Intensive CKD approach in a multidisciplinary clinic staffed by dietitians,

social workers, and other support personnel.

Patients receive the same care as they do in earlier CKD stages, with

emphasis on supportive, symptomatic care.

Content A

Content itself is what the
end-user derives value
from also can refer to the
information provided
through the medium,

Content itself is what the
end-user derives value
from also can refer to the
information provided
through the medium,

Content C

Content itself is what the
end-user derives value
from also can refer to the
information provided
through the medium,
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