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' Between 2000 and 2030, the number
of people aged 60 and over is
expected to double.

* In 2030, more than 1in 3 people wil be
60 years or older.
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Dialysis Options for End-Stage Renal
Disease in Older People

Edwina A. Brown?

Lina Johansson®

simperial College Kidney and Transplant Centre, Hammersmith Hospital, Landen, and "Imperial College Londan, UK

=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 l-year surwvival 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, more
medically complex group of patients.

0 Between 1980 and 2012

patients aged 6574 initiating dialysis
inecreased by 47%

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

Vandecasteele SJ, Kurella-Tamura MA. Patient-centered vision of
care for ESRD: dialysis as a bridging treatment or as a final
destination? ] 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.
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Symptom Management in Patients with Stage 5 CKD
Opting for Conservative Management

Sheila Johnston

&

Diabetic kidney disease is the single
most common cause of renal failure and
accounts for 24% of patients with
chronic Ridney disease (CKD) in the UK

CKPD s often associated with other
medical  conditions, such as heart
disease and dinbetes,

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

The lack of specific symptoms can result tn people
with CKD wot being diagnosed or diagnosed when
they have advanced stages of CKD.

Approximately one third of patients who have the
advanced stages of kidwney disease have a late
veferval to kidney services which is associated with
aw tnerease tn mortality and worbldity



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

TagLE 1 GERIATRIC CONDITIONS THAT AFFECT NEPHROLOGY CARE (ADAPTED FRoM WiGGINS, 2009)™

Visual impairment
Auditory impairment
Malnutrition / weight loss
Cognitive involvement

Polypharmacy

Emaotional problems

Urinary incontinence

Balance and gait impairment/falls

Functional limitations
Lack of social support
Financial difficulties

Home environment/safety
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CHaRACTERISTICE OF ELDERLY SUBIECTS BEFORE CERTAIM DISEASES [ADAPTED FROR HMEH_ Am—ﬂm,

Disaaso

Eldarly subjact charactaristics

Raocommeandations

Diabetes

a) Gluoco=sa laveal
mMmanagement

Little benafit from intenzive glucosa lewal
managemant; more prona o hypoglycemia;
imncreasead risk of drugassociatad hypoglycemia ==

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

bl Antihypartensives

Imcreasad rizk of significant BP decrease;?* look at
feww adwvantages and side affects of ACEVAREB=. =

Avoid significantly loww BF; ba caraful when
prescribing ACEVARBES.

Hvpartension

a) Soal

ChW ewvants, cognitive impaimrmeant, incapacity, and
death may ba greater risk factor for eldarly patients
tham progression to kidney dizsesass =

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

b Spacific drug

A EVARBs may cause AKIlD and hypercalcaemia,
weithy highar incidenca im eldarly subject= =7

Maeasd to perform more ab tests after

start of ACEVAREs; diet changes; chronic
administraticon of ion exchangs rasins may
s nesaded; limit u=za of drug= that increasea
potassium lawvels.

Slomeardlonasphritis

Alourminura increases with ago:*8 aldarly with
protainuria ara at =ignificant rizk of function loss
im & yoars 29 albuminuria is associatad with
incres=sead risk of demantia, HTHR, and CWwD;**
clinical manifestations of glomarular diseases ara
scarce in aldarky patiants.

I= the maaning of albuminura diffarantin
sldarky pationts than in young subject=?
Caonsidar mora biopsiaes in this

group and risksfbarmafits of using
iIMmMmunosuppras=ants aggressivaly.

Hoart dizoaza

Dimgnosa acuts corornary syndromea in aldary SED
pataents Moy o challarging, as non-dnvasiva tests
Fave wvarying sansitivities and gpacificitias, *@ climical
prasentation is uncommon® and intarpretation of
standard lab markars is dificut =2

Ba careful whan doing the workup for
@cute coronary syndromie in alderly
indwiduals.

“Wascular diseasa

Imncreasead incidencs of renal antary stanosis >
Response to carotid baroreflex is usually
attanuatad and va=zodilating antihypertansivas may
imtroduca dizziness and postural hypotansion.

Markers required to predict benafit fram
imMarvantions for renal vascular diseasa;
caution when u=sing ACEi and &ARE=

Anamia

High prevalance of anamiza 3+

Caonsidar target for Hgb lawvels, spaecialhy if
the patient has histary of vasocular diseasea,
pro-thrombotic conditions such as tumors,
of poorly controllad BR

Mutriticonal status

Tha body mass indax is not adequate to assess
mutritioral status because of chamgas in body
composition =

Address malnutrition sarly on, as it i= a
markar for death ==
The impact of obesity is controwvaersial 28

Pdimaral and bone
disaorder

Drsteoporesis and ostecporotic fractureas are
prevalent. ¥
Age i a risk factor for adynamic bona disease 3

O bsarwve calcium in dialysata and assass
bome mineral density 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 increased from 25% to
2%

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

Recent  gulidelines,  which  recommend
deferving dialysis until patlents have low
levels of

eGFR (L6 ml/min/1.73 m2)

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

| Stewven J. Rosansky'”, Jane Schell®, Joseph Shega® Jennifer Scherer®, Laurie Jacobs®, Cedle Couchoud®,
Deidra Crews’ and Matthew McMNabney®

Clinical considerations; rate of
renal function change, acute
declines in renal function,
comorbidities, renal failure
SYVIMPTOINS

Situations where Projected prognosis

ted d for Shared Decision- with dialysis versus

Mak

Pari ‘s pri
they relate to
dialys

Fig. 1 Fmmework for management of advanced CKD in older adults. The competing risk of death from non renal causes due to comorbidities
and slow loss of renal function, < 3 ml/min/1.73 rnz.-')'ear of eGFR [25, 28-30), makes the likelihood of the need for a dialysis decision low. Patient's
comortidities and other parameters are used in ols for survival projections ([34, 35, 38-45) httpsyfwwwagemd comy/calculate/calcul ator/3-monthe
mortality-in-incident-eldery-esrd-patients). High comorbidity and poor functional status may eliminate any dialysis surival advantage [2, 6, 14, 18, 44,
45]. A patient’s priofities and goals should be considersd in conjunction with advantages and disadwvantages 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 dedlines linearly (non linear patterns may occur in
40% of patients [24]); and ¢) that patients do not have
episodes of AKI, during the measurement interval. Using
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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

25 S
, \1-- L T _ l
N ) \ "'l-u.i.--“n.._ — Slow RED
E "'-'ln...___
el 173 l 2 ml/minf1.73m/yr
10
5
\\ Fast RED
. 0 5 mlfmin/1.73m fyr
’ 1 2 3 4 5
° - Years
- . ' . Fig. 2 Use of estimated mte of renal function dedine (RFD) and survival to help plan for future dialysis needs. Suggested method of calculation of RFD,
S 4 S ‘ .. | Table 1. Hypothetical 75 year okds with baseline eGFR of 25 mi/min/1.73 m?, one with skow RFD, dotted line, and one with fast AFT, solid line. In contrast
‘ Y o | tofast RFD patient, skow RFD patient unlikely to face dialysis decision [25, 28-30]. Wertical amow indicates a projected sunvval of 3.5 years [37)
a ' L PrS"
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Table 1 Clinical considerations for disoussions about diaklysis versus conservative management”

Chrical sues Sunpogested Tack™

Iy s S iee™

Lt T

Fenal Function Trajectony (RFD)

Seovwr = 3 mbAMInd1.73 m° Aveard
Lot Comuarbidin a™

High Corneoabiacn Qo

Madiuem 3-5 miliming 173 m” fpear
Lo o iacimy TR

Higghy Cornoribidin ao

Fast =5 mlAmand1.73 m” Spea
Lo Cowrmcxriacimy TR

Hitgh O bDidling

Acuste By njury (A

Lo Cowrmcxriacimy TR

High Cornorbidin a0

FE D defined a5 rate of dedine of a patent's estmated GH
Bl H e yea™

Fatant are wnllely 1o b Goed with a dialysis dacision, Dur
f s AL Broreases, o they haee an AR epsocks, hey may
e e carecliclatess four cihwonic alialyesis

These pathents as the most By To remain in & oonservative
care ek due to o koss of simal fumorioe and hegh
prcbability of deatih feomn oormastecdity related Saees

Commpared weith pathents wig haree 3 show AAD, these pafants
are more By 1o recpuiss dialhss, e if stanfneg from
an &G dose 1o 15 mWmEnd1.73 me e g 21

Dwee o thee relationsbip Detweesn fEster RAD and woorse
survival [23, 36] these pathents ase By 1odie before dialyss
5 regquised and theradnre renain On 3 CONSeMvatve Tacks

Theeg e puathents s the most By 1o regquine dialysss amnd
ol e offered 2l teawnant modalites, choding renal
nEnsplan [2]1

Lol oof resmainineg B consanative mack may B bow for
st pathents. Pathent and Gmilly gt with emphass on a
paEthents restment Goals B onitical Fag 1, Tabie 2] Sheort
susrvival on dlialyesis kel

Defiad a5 patens wiho haee 3 swdden sustaned senem
cragtingne morease e [3] and most often wes a sesen
oragtingne of =2 hasaline oragtinine [51] Diabysis may in
many cases be indiated “earky® (eGP > 10 mFmnd1.73 m7L
[50 52-54] and G may owenes T ate Taes R (7 53]

I patients e renal Gillese symnptonms dialysis may e
meerassany. P pive dialesis, without a conventional dislysis
EclicaBon, has mot been dhowen 1o be bemneficial [53 54]
Fecowany of somal function sheoukd De necked (81, 837]

morecdialysis mansgement shoubd e consickenad during oant
hacision disoussions dus 1o 3 pradiored Shoet suedval after
izl BnitE o, Sursoale e R i akers may Chooss
liabysis if patients have not expeessed 3 desise for non-dialyss
PSS T |1'§l]. . .
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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 30-34.9g/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
https://itunes.apple.com/ca/developer/qxmd-medical-software/id299841206?mt=8
https://itunes.apple.com/ca/developer/qxmd-medical-software/id299841206?mt=8
https://itunes.apple.com/ca/developer/qxmd-medical-software/id299841206?mt=8
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Renal Replacement Therapy in the Elderly Population B

Joseph R. Berger* and S. Susan Hedayati™  Clin | Am Soc Nephrol 7: 1039-1046, 2012. doi: 10.2215/CJN.10411011

 Rskfcos _pons

Total dependence for transfers 3 i Total 6-Month
BMI <18.5 kg/m? 2 Score | Mortality Rate
Peripheral vascular disease 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 L 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
= 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 decision making for dialysis initiation. Am J
Kidney Dis. 2015;66(5)1024-32.

I][I[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
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Official Journal o the
Natonal Kidney Foundtion

AMERICAN 7 JOURNAL O KIONEY ISEASES



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 decision making for dialysis initiation. Am J
Kidney Dis. 2015;66(5)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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Official Journal o the
Natonal Kidney Foundtion
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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
F7) Uus dialysis

Patients
who  iLnitiate diatgsf,s
Aduring 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  (ncluding
episodes  of  congestive

prior to starting dialysis

heart failure) and thus

and 65% of patients
tn this age group started

dﬁatgsﬁs while
hospitalized

may  experience higher
ninetu-day wmortality

o oJ o
rates

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

Usomatic protein stores
n acu’ceLg il Patiewts

El“earu(.j” (absent a
conventional or Life
threatening indication)
diatgsis 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

optfora ral of s, monforng ofa atents el g clearancf.;) shouldbe art of their care 7| Patent
renal uncion by measuresof et ceainine and may lose 0% er month o s, o hel remning

or wre clevance) should be part o their cave ] Pents - endogenous enal functio 7}, Wi s s of endogen
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,

=1 ma oma Aal



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 SJ, Cancarni G Clark WF, Eggers P, Germaine M, Glassock R, et al.

Dialysis initiatior: what's the rush? Semin Dial 2013,26:5650-7. PMID:
2066675,

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
nutritional ’




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, 7.

Official Journal of the
National Kidney Foundation

Kurella Tamura M, O'Hare AM, McCulloch CE, Johansen KL Signs and
symptoms associated with earlier dialysis initiation in nursing home

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 wversus 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 ischemia, and funcrional
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 haspital
WErsUs consenvative management

[2 18]
« High discontinuation rates [73]
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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)




»The use of P in elderly
patients may be
controversial,

»Advocates for PD still
champion personal
bndependence

as the sole largest benefit
of the treatment ,

»Extrapolation of

the data showing an
increased wortality risk
would Likely shorten

Life only by a few weeks
to months tn contrast to a
thewtiaLLg

mproved quality of Life

Unifferences between the
two dialysis wodalities,
n terms of functional
and  cognitive  burden,
tndependence,

and satisfaction with Life,
are lacking but way
influence physician
practice.

Mini-Review

HEMODIALYS!S

DIALYSIS

RTIFICIAL
o NEY

OUTSIDE | INSIDE

Boby 9m>Y

FISTULA |

CONNECTING AN ARTERY
amd a VEIN IN YOUR ARM.
¥ CAN TAKE UPTD 3 MONTHS

- i _/

TO BE READY.

SRR

Qinitiatives to promote care
within restdential and nursing
howe settings and to promote
ndependent Lving  with Pp
may  become  inereasingly
bmportant in wmodality decision-
making

Dialysis in Late Life: Benefit or Burden

Sirbjit V. Jassal*® and Dhne Watson™
*Division of Nephrology, University Health Network, Toronto, Ontario, Canada; a

LIniversity Gf Toronto, Toron fa O tario, Ca rm da
C'J'Hr T Am Soc Nephirol 4: 2008—2012 ZDDQ doi: 10.2215 /CJIN.04610709

nd *Department af Medicin
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Dialysis Options for End-Stage Renal
Disease in Older People

Edwina A. Brown? Lina Johansson®

simparial College Kidney a ammarsmith Hospital, London, and bimperial Collage London, UK -+

1

U SA @( the mean age

_,- h based HD 94%  of patientson dialysis is 65
‘Home HD 1% Home HD 1%
PD 5 % PD 13 %

v Q.
J‘("’_.__‘/.’

BRA

Life expectancy i e country
increased by 25.4 from 48 to

: @ 73.4 - between 196 d 2010.

4 ['\ % o ltis be,lieved.thatﬁzs Brazil’s
@ P , elderl;ﬁulation ank sixu

i '@e world, with 32 million peo

~aged 60 and above.
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CONCLUSION

The older patient with renal disease is different from
younger counterparts on several counts—comorhidity
burden, disease progtession, 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.

—

BM) Open Older patient considering tre atment fﬁ%
advanced renal disesse proboo] for a :

P

scoping review of the information (‘"J
available for shared decision-maloing
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£+ As predicted by Oreopoulos & Dimkovic, nephro- [

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

dtrics as amateur geriatricians." To nephrologists,

Orcopoulos DG, Dimkovic N. Geriatric nephrology is coming
of age. ] Am Soc Nephrol 2003;14:1099-101. http://dx.doi.

mg.-'lﬂ ll]E?fﬂl ASN 000006?&5& 48829 {]E. PI'vild 1266{1345



EVERY OLOER PERSON IS OIFFERENTIN

ndl
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Guardian Opinions




Thanks!

Any guestions?

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



