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'I am Still Learning' ('Aún aprendo') 



Kidney disease in older people

• Usually associated with other long term conditions – e.g., diabetes, 
vascular disease, cardiac failure
• Increased prevalence of ‘geriatric syndromes’ – frailty, cognitive 

impairment, falls
• Increases risk of cardiovascular events
• Increases risk of acute kidney injury
• Associated with polypharmacy, drug interactions and need to adjust drug 

doses for renal function
• Risk of decline in kidney function and therefore possible future 

requirement of dialysis
• BUT – more likely to die than reach ESRD



Implications of diagnosis of kidney disease: 
patient perspective
• Likely to have other long term conditions

- multiple hospital / clinic visits
- multiple symptoms
- polypharmacy

• Accelerated ageing, particularly at lower GFRs
- increased likelihood of frailty
- higher risk of falls
- higher risk of cognitive impairment and more rapid deterioration

• Anxiety about need for dialysis in future 
• Impact on other medical problems and procedures

- Need for awareness of prognosis and shared decision making round medical 
interventions, end of life management 



Offering Conservative Care: Perceptions and 
Barriers
• Perceptions

- Frailty and impact on outcomes for people with advanced kidney disease
- Outcomes on conservative care compared to dialysis

• Barriers
- Shared decision making – training, time
- When to have the conversations
- Patient expectations



“Medicine’s focus is narrow.  
Medical professionals concentrate 
on repair of health, not sustenance 
of the soul…..For more than half a 
century, we have treated the trials 
of sickness, aging and mortality as 
medical concerns…That experiment 
has failed”



Supportive care is central to the management of all 
older people with progressive and advanced CKD 

Fitzgerald TJ et al. Clin Kid J https://doi.org/10.1093/ckj/sfac256



Bubbly soup of old age

GERIATRIC SYNDROMES Poor 
mobility, Falls, Cognitive impairment, 
↓vision, ↓hearing, Muscle wasting, 
Loneliness
COMORBIDITY – CKD, IHD, CCF, COPD, 
Stroke, Neuro-degenerative, Cancer

CKD

Heart failure

Cognitive impairment

Falls

FRAILTY



Frailty

Adapted from
Clegg et al, Lancet 2013
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Falls; Delirium
Fluctuating disability

Increased care needs
Hospital admissions
Long-term care

Stressor event



Increased vulnerability

Clegg et al, Lancet 2013



Prognosis of patients with kidney disease and 
not on dialysis

Select univariate ORs in the derivation cohort for 12-month mortality

Multivariable regression model for 12-month mortality

KEY PREDICTORS
• Surprise question = NO
• Age 
• Poor Karnofsky performance score

Schmidt RJ et al: Nephrol Dial Transplant (2019) 34: 1517–1525



Admission ADL score predicts death in hospital and discharge to assisted 
care facility in dialysis patients

Sood et al, AJKD 2011



Survival related to baseline gait speed (measured over 15 ft at 
usual walk speed) in 752 prevalent HD patients

Kutner NG et al, AJKD 2015



FEPOD: Frailty is principal association with outcomes and not 
dialysis modality.  129 assisted PD matched to 122 hospital 
HD requiring transport

Iyasere O et al: CJASN 2016; 11: 423–430 

Outcome Predictor Multiplicity 
Adjusted P-value

Effect Size (95% 
CI)

Illness Intrusion Age <0.01 0.98 (0.97 – 0.99)
SF12 PCS Frailty <0.01 0.90 (0.88 – 0.93)
SF12 MCS Frailty <0.01 0.94 (0.91 – 0.97)
Illness Intrusion Frailty <0.01 1.14 (1.09 – 1.24)
Barthel Index Frailty <0.01 0.89 (0.86 – 0.93)
Symptom burden Frailty <0.01 1.23 (1.13 – 1.33)
Renal Treatment 
Satisfaction 

HD vs PD 0.03 0.93 (0.89 – 0.98)

Imperial NIHR Biomedical Research Centre



Impact of functional status on patient 
outcomes: DOPPS / PDOPPS data

Brown EA et al: AJKD 2021; 78: 489-500
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Definition of 
Comprehensive 
Conservative Care – an 
alternative to dialysis

• ‘Comprehensive conservative care’ is planned holistic patient-centred 
care for patients CKD 5 that includes

- Interventions to delay progression of kidney disease and minimize risk of 
adverse events or complications

- Shared decision making
- Active symptom management
- Detailed communication, including advance care planning
- Psychological support
- Social and family support
- Cultural and spiritual domains of care

• Comprehensive conservative care does not include dialysis.
Kidney Int 2015; 88: 447-59 



Outcomes on conservative care: early studies



Dialysis may not even extend life if old and 
multimorbid - retrospective studies from eGFR <15

Chandna et al NDT 2011
Dialysis vs CKM survival in patients >75 yrs old
Low comorbidity - dialysis longer P=0.03
High comorbidity - no difference

Hussain et al Palliative Medicine 2013
Dialysis vs CKM survival in patients >70 yrs old
Age <80yrs - dialysis longer
Age >80 yrs - no difference



Survival from eGFR 20ml/min on Conservative 
Management cf Dialysis for WHO 
performance status <3 and 3+

Hussain et al, Palliative Medicine: epub 2013



Distribution of days survived: hospital-free days, outpatient HD days and 
hospital inpatient days in patients >70yrs old from start of dialysis or eGFR 
10.8ml/min/1.73m2

Carson RC et al, CJASN 2009



Outcomes on conservative care: recent 
publications



2 systematic reviews of outcomes conservative care 
published so far in 2022

Wong SPY et al. JAMA Netw Open. 2022;5(3):e222255.
Voorend CGN et al, Nephrol Dial Transplant. 2022;37:1529-1544



Long-term Outcomes Among Patients With Advanced Kidney 
Disease Who Forgo Maintenance Dialysis

• 41 cohort studies comprising 5102 patients (range, 11-812 patients) 
included (5%-99% men; mean age range, 60-87 years)
• Substantial heterogeneity in study designs and measures used to report 

outcomes 
• Median survival 1-41 months measured baseline mean eGFR 7-19 ml/min
• 1-2 hospital admissions, 6-16 in-hospital days, 7-8 clinic visits, and 2 

emergency visits per person-year
• Over 8-24 months, mental well-being improved, physical well-being and 

overall quality of life were largely stable until late in illness course

Wong SPY et al. JAMA Netw Open. 2022;5(3):e222255



Voorend CGN et al, Nephrol Dial Transplant. 2022;37:1529-1544



CONCLUSIONS: In patients >65 years, functional decline within the first 6 
months after initiating dialysis is highly prevalent.  The risk is higher in older 
and frail patients. Loss in functional status was mainly driven by decline in 
instrumental activities of daily living.  Moreover, the initiation of dialysis 
seems to be accompanied with an increase in caregiver burden

Goto NA et al. Clin J Am Soc Nephrol. 2019;14:1039-1047.





Symptom burden worsened considerably before 
and stabilized after dialysis initiation.  Fatigue, 
decreased interest in sex and difficulty becoming 
sexually aroused were considered most 
burdensome, of which only ‘fatigue’ somewhat 
improved after dialysis initiation



Offering Conservative Care: Perceptions and 
Barriers
• Perceptions

- Frailty and impact on outcomes for people with advanced kidney disease
- Outcomes on conservative care compared to dialysis

• Barriers
- Shared decision making – training, time
- When to have the conversations
- Patient expectations



Cranach: Fountain of Youth



Shared decision making exchange

Fitzgerald TJ et al. Clin Kid J https://doi.org/10.1093/ckj/sfac256



Barriers to conservative care (CC): the CKD-
REIN study

• 1204 patients, eGFR <30ml/min at 40 French clinics (2013-2016) completed 
questionnaire about information received, treatment choices, including CC
• 137 nephrologists reported on clinic resources and practices regarding CC
• Only 37% clinics had written protocol and 5% person or team primarily 

responsible for CC
• 6% patients estimated to use CC
• 82% nephrologists comfortable with discussing, but only 28% routinely 

offered CC to patients >75 years old
• Among patients >75 years old, 5% reported receiving information and 2% 

preferred CC

Hamroun A et al. Nephrol Dial Transplant. 2022: doi: 10.1093/ndt/gfac009.



Timing of dialysis or no dialysis conversation

• Too early (GFR >15, stable or slow decline kidney function)
- Increases anxiety, depression in patients and families
- May increase choice of conservative care as natural to say ’no’ to dialysis or 

not want to make decision
- Can result in unnecessary vascular access procedures as high chance of death 

before dialysis

• Too late (dialysis needed imminently)
- Worse prognosis with acute start
- Default of in-centre HD rather than planning for PD
- People wanting conservative care pressurised by families on to dialysis as very 

symptomatic



Edward Hopper: Approaching a City



• ADVANTAGES
- Allows more time to fully appreciate options and contemplate choices.
- Recognizes choices may be revisited, particularly if preferences change.
- Delays and/or prevents unwanted disruption in day-to-day life.
- Patient-centred and focuses on quality of life

• DISADVANTAGES
- May increase potential for more emergency dialysis initiations
- May increase the number of patients who initiate dialysis with a catheter with 

attendant risks.
- May result in a missed opportunity to have subsequent decision-making 

conversations if the patient unexpectedly becomes overtly uremic.





Shared-decision making and patient 
satisfaction
• Many older patients do not perceive dialysis as their choice and do 

not actively engage in decision-making
- ‘I was in the hospital and they discovered that all of the sudden out of the 

blue I had a kidney problem. The kidney doctor is the one that said I should 
have dialysis, and I don’t know…lying on a bed three hours a day is not my 
way of living’ (80–90-year-old woman, HD)

Ladin et al, NDT 2016



Potential barriers to shared decision-making 
and possible solutions

Potential barrier Possible solution
Older person 
with advanced 
kidney disease

Denial
Cognitive impairment
Limited health literacy

Depression
Anxiety
Different culture to primary national one

Acute event so limited time 

Small amount of information at a time
Avoidance of jargon
Access to different methods to give 
information
Psychosocial support

Training healthcare team to be 
culturally aware and determine 
whether patient or family is primary 
decision maker
Provide opportunity for decision 
making once patient is stable

Adapted from Blake PD, Brown EA, Perit Dial Int 2020



Potential barriers to shared decision-making 
in PD and possible solutions

Potential barrier Possible solution
Health-care 
team related

Discomfort with sharing bad news
Lack confidence to talk about PD, palliative 
care and so on
Unrealistic expectations of treatment 
efficacy or prognosis

Communications skills training
Appropriate training
Multidisciplinary meetings to discuss  
individual people on PD

Health-care 
system related

Limited time with people on PD in clinics
Lack of privacy in outpatient and inpatient 
settings
Lack of continuity – people seen by multiple 
teams and members

Use of tools to measure patient 
experience overall and with decision-
making
Development of electronic registers to 
record conversations and decisions

Adapted from Blake PD, Brown EA, Perit Dial Int 2020



My own practice for older people with 
advanced kidney disease
• Discuss with frail /multimorbid patients with stable or slowly 

declining kidney function that very low risk of dialysis 
• Leave dialysis discussion to when dialysis looks like a possibility –

GFR<15 and declining (can stay stable at 10-15 for years)
• Always mention choice of ‘no dialysis’
• Availability of assisted PD enables older frail individuals to choose PD 
• Supportive assisted 2-exchange CAPD programme enables ‘trial of 

dialysis’ 



Shared-decision making



Shared-decision making

• Admitted end June 2020 – increasing drowsiness and R sided 
weakness
• Advance care planning noted on admission – not for dialysis, not for 

resuscitation
• Infection and deteriorating kidney function
• Referred to palliative care day after admission
• Died 10 days later



Shared-decision making

11th July 2020
As you probably know, T died last 
Tuesday.  I just wanted to thank 
you for all the times we have seen 
you over the past years….I found 
this card amongst T’s papers.  We 
took a granddaughter to Monet’s 
garden many years ago which 
proved a delight


