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Dialisi versus no dialisi
Dr. A Rodriguez Jornet
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16.00-17.30 h, Taula rodona 1: Técnigues de frac-
tameant.

haderadar: 0. Joan Lidve
Serve de Mefrologa, Hospital Mitua de
Terrassa

Hemodialisi versus dialisi perito-
neal.

ES | 0. Enric Ancige ATAT

Servel de MNefrologia, Fundacio Puiguert,

DEL Barcelona

Técnlgues convectives versus téc-
nigques convencionals. Influéncia
. de la técnica i del temps.
Socie O, Francesc Madual
Servel de Nefrologia, Hospital Chnic |
Provincial, Barce{ona

Dialisi versus no dialisi.

Or, Angel Rodrigues Jomet

Sarvel e Naefrologia, Corporacio Parc
Tauli, Sabade]]




Nefrologia 2007; 27: 261-269
408-416

NEFROLOGIA, Volumen 27, Nimer 3. 2007

\)

Hemodialisis cronica basada en la evidencia (1)

J. L. Teruel y M. Fernandez Lucas

Servicinde Hmrnlngia. Hmspital Rarrﬁn} Eajal. Madrid, Crupnde Hmrnlngl'a Basada en [a Evidencia de |2 Sociedad Espafinla de h.'e1mlng|'a.




Figure 4. Literature survey: Summary graph of survival of elderly patients with ESRD in previous studies
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Envejecimiento de la poblacidon en dialisis

Ehe Newwr Pork Times April 1, 2011

Kidney Disease and Dialysis

The federal government pays for most of the cost of treating end-stage
kidney disease, and more older people are using the program.

END-STAGE KIDNEY DISEASE DIALYSIS COSTS PER PATIENT
New patients per million In thousands of dollars per year

1,500 Patient with
kidney disease,
diabetes and

Age 75 and older
= Patient

with kidney h :
: eart failure
1000 disease - $125
o ... 100
W
500
- 8l
L emm—— == All ages
¥ 20 to 44 - 25
st ——— — 18 and
| | | under
80 a0 00 08 AGEGES 70 75 B0 85 Older

Sources: U.S. Renal Data System; Journal of the Amencan Society of Nephrology, Peter 5. Aronson
THE NEW YORE TIMES
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Figure 2. Change in Functional Status after Initiation of Dialysis.

Data were missing for 549 nursing home residents at 3 months, 696 resi-
dents at & months, 823 residents at 9 months, and 787 residents at 12
months from the full analytic cohert of 3702 residents.




NO INICI DE TRACTAMENT AMB DIALISI CRONICA A

PACIENTS AMB INSUFICIENCIA RENAL CRONICA AVANCADA

M. Garcia Garcia, A. Rodriguez Jornet, E. Ponz, J. Almirall.
Nefrologia 1997, XVII: 411-417

Experiéencia anys 1992-1995
Alta incidencia en no didlisi 25%
Edat mitjana 77,3 £ 9,29

Deteriorament cronic incapacitat de tenir cura de si
mateix 44%

Decisid personal 26%
Incompetencia mental persistent 85%

Pronostic mortal a curt termini 15%

Suicidi: 1



Mortalitat: edat | causes

Mortalitat segons grup d’edat i causa de mort. Periode 2000-2008.

Mortalitat per 100
15 persones/any

10
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La mortalitat per causes socials s’equipara amb les vasculars en els pacients més grans
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Evolucid de la Incidencia del TSR
a Catalunya

Informe estadistic 2008

La figura 2 mostra la distribucid dels nous casos per grups d'edat en el periode 1986-
2008.

Figura 2. Evolucidé de I'edat a l'inici del TSR en nombre de casos i percentatge. Periode

1986-2008
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Canvis en la Malaltia renal primaria en els
pacients que comencen TSR a Catalunya

Figura 10. Incidencia i prevalenca segons la malaltia renal primaria. Any 2008
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Exitus per retirada de dialisi

- Neu S, Kjellstrand CM. Stopping long-term dialysis. N Engl J Med 1986; 314:
14-20.
* 155 pacientes mmmp 9% retirada (22% dels exitus)

- Hirsch DJ. Death from dialysis termination. NDT 1989; 4: 41-44
* 26% retirada

- Catalano C y cols. Withdrawal of renal replacement therapy in Newcastle upon
Tyne: 1964-1993. NDT 1996; 11: 133-139
* 17% de tots els exitus

- Birmelé B y cols. Death after withdrawal from dialysis: the most common cause
of death in a French dialysis population. NDT 2004; 19: 686-691.
* 20% morts per retirada

- Rodriguez Jornet A, Garcia Garcia M, Hernando Robles P, Ramirez Vaca J,
Padilla Ruiz J, Ponz Clemente E, Almirall Daly J, Rué Munné M, Martinez Ocafa
JC, Canellas Arsegol M, Ciurana Rubio JM, Royo Castillon C, Garcia Moreno S.
Nefrologia 2001; 21: 150-159.

* 16-26% dels éxitus ho son per retirada de la dialisi
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Fig. 3. Kaplan-Meier survival curves in palliative-dialysed, palliative non-dialysed, and all
other dialysed patients (see text for definition of groups). Predicted survival in all other dia-
lysed patients was significantly greater than in the other two groups. Survival in the palliative-
dialysed and palliative non-dialysed groups was not significantly different.

Smith C et al. Choosing not to dialyse: Evaluation of planned non-dialytic
Management in a cohort of patients with end-stage renal failure.
Nephron Clin Pract 95: c40-c46, 2003.
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High comorbidity comparing dialysis and conservative groups. P=0.98

Murtagh FEM et al. Dialysis or not? A comparative survival study of patients
over 75 years with chronic kidney disease stage 5.
Nephrol Dial Transplant 22:1955-1962, 2007.
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- 1989-2000, 144 pacients =/> 80a
- 107 dialisi (28,9m) vs 37 tractament

conservador (8,9m)

cohort
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Figure 1. Kaplan-Meier survival corves for patients indergoing dialysis or conservative treatment. Fach step represents one death. Number of
patients remaming m analy=is at each time pomt are mdicated  Vertical bars mdieate censored data.




Octogenarians reaching end-stage renal disease: Cohort study of decision-
making and clinical outcomes. Joly Di cols. J Am Soc Nephrol 2003; 14: 1012-1021.
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- 69 pacients IRC estadi 5 tractats conservadorament

Conservatively managed CKDS patients 549

Table 1  Demographic and comorbidity characteristics of 69 conservatively manapged CKD 5 patients at the Sheffiald
Kidney Irstitue®

Mephrologzy Mo nephrology All patients
care pre-CED 5, cane pre KDy 5, N=069
n=37 n=32
Median age B0 B0 RO
Male 24 (65) 16 {50 40 {5B%)
Female I3 [35] 16 {50) 29 (427
Stoke comorhidity grade
0 0 {d) 6 o(149) fH (9]
I 28 {76] 17 (53) 45 (65)
2 9 (24) 9 {28) 1B {26)
Comorbidity
Heart failurs 12 {32) 7 (22 19 {28)
Ischaemic hean dissase 12 {32) 10 {31) 27 (37)
Stroke 7{19) B o(19) 13 {19)
Peripheral vascular disease 13 0 {0y 1{1)
Diabetes mallitus 12 {32 14 {44) Zh (38)
ermentia 2 {5) 5 (16) 7 {10)
Cancer ) 309 b {9)
COPFD B {25) b (16) 14 {20)
Blood pressurs
Systalic fmmH g) 149 (21) 147 (24) 149 (22)
Diastolic (mmHz) FAARY 71 {11) 72 {11}

*Figures refer to patient number (%) whilst age is given as the median and blood pressure is expressed as mean (standard
deviation). Data of bath patients known o nephrolosy service prior to developing CKD 5 and patients referred/presanting
with CED 5 is included.
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* Factors pronostics de risc en pacients
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Median survival times wene 21 maonths for the entire cohort, 32 months for patients seen before CKD 5 and 15 months
for patients presenting at CKD 5.




Is Maximum Conservative Management an Equivalent
Treatment Option to Dialysis for Elderly Patients with

Significant Comorbid Disease?

Rachel C. Carson,* Maciej Juszczak,” Andrew Davenport,” and Aine Burns™
Wanaime Regiomal Hoapital, Nanaimo, British Columbia, Canads; and "UCL Center or Neshrology, Renal Frae and
Univeraiby College Madieal Sehool, Hampatead Campd, London, Unitad Kingdom

Background and abjectives: There {5 angoing growth of elderly populatons with EERD in Western Eurape and Marth
Amerlca. In our center, we affer an alternative care pathway of ‘maxdmum conservative management' (3% to patients wha
dect nat to start dialysis, aften because af 2 heavy burden of comarbid fllness and advanced age. The abjectve af our study
was ta caompare dindcal outcomes for patients whao had ESRED and chose elther 3O ar renal replacement therapy (RRTI.

Diesign, setting partcipants, & measurements: This is an observational study of 2 singlewcenter cohart in the United
Kingdom that evaluating 202 elderly (270 vrl patents wha had ESRD and had chosen elther MO8 0 = 290 ar RRT (0 = 173).
We repart surdval, haspltalization rates, and location af death far this cohart. Surnvval was measured fraom a2 standardized
threshald’ estimated GFR af 108 ml/min per 1.73 m®

Besulte Median survival, including the first 20d, was 375 ma (range 3 to 105 ma) for ERT patients and 139 ma {range 2

in 44) for MCM patients (P < @M} RRT patients had higher rates of hospitalization (0059 [95% confidence interval 1CT) 0058
to Q0700 versus Q043 [95% CT 0040 to 0047] hospltal daysfpatent-days surdved) compared with MCM patents. MCM
patients were significantly mare Hkely to die at hame ar in 2 hosplee (odds ratin 415 95% 1 167 10 10.28). A survey af the
literature describing elderly ESRD outcames is alsa presented.

Concluions: Dialysis pr ﬂl:I'I.F survival for eldery p:ﬁl:nu whao have ESRD with signific
- lnn’h‘r a substandal length of time, achiev nqnlmllunumbrn of hospltal«free I
dave ta patients whao choosss hemadizlyais.

Clin [ Am Soc Neplrod & 1611=0419, 2009, dog 10215/ C N 00510109




Figure 1. Flowsheet of all incident dialysis patients who were aged >=70 yr and patients who opted for MCM,
showing outcomes, exclusions and patients who were lost to follow-up
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Figure 3. Median survival for MCM cohort and the hemodialysis-only subgroup in the RRT cohort

Distribution of Days Survived:
Hospital-free Days, Outpatient Hemodialysis Days

and Hospital Inpatient Days
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Carson, R. C. et al. Clin J Am Soc Nephrol 2009;4:1611-1619




Wephro| Dial Transplant (20017 26 16081614
do

sl

dl

Nephrol Dial Transplant 2011; 26: 1608-1614

18 anys, 844 pacients, 689 D (82%); 155 C (18%)
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Nephrol Dial Transplant 2011; 26: 1608-1614

1812 SM. Chendes of al

1.0+

0.8+

- En pacients > 75 anys amb alta comorbiditat,
I'expectativa de vida a favor dels tractats amb
dialisi és molt petita, inferior a 4 mesos. Les
dones tindrien, en tractament conservador,
millor pronostic.

Cumulative Survival
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(.04
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Months since Stage 5 CKD

Fig. 3. Cox propartional model snrdval enrve of patients sped =75 yearnn—OCM va RRT—adjmted for age, gender, sthnicity, the presence of dishetes
and the pressncs of hgh comorhdity, Medin sorvival in RRT patients is hetler by <4 months, which 18 not sttidcally dgnificant (P = 043
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Mephral Dial Trarsplant { 1999) 14: 35-36
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Dialysis
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Controversy

The dilemma of renal replacement therapy in patients over 80 years of age'
Dialysis should not be withheld

Klaus Schaefer and Bernhard Réhrich

Department of Internal Medicing, St Joseph-Krankenhaus, Berlin, Germany

- El pacient ha de ser informat de manera equanime, sobre
limitacions en la qualitat de vida, possibles hospitalitzacions,
expectativa de vida, possibilitats terapeutiques, inclosa la no
dialisi. La decisio final és del propi pacient amb capacitat de decidir.
No haurien d’intervenir aspectes economics.




Clin J Am Soc Nephrol 2011; 6: 1663-1667

Re-evaluating the Fistula First Initiative =
In Octogenarians on Hemodialysis

Tushar J. Vachharajani®, Shahriar Moossavi', Jean R. Jordan’,

Vidula Vachharajani-, Barry I. Freedman’, John M. Burkart’
Author Affiliations

Correspondence:
Dr. Tushar J. Vachharajani, Wake Forest University School of Medicine, Medical

Center Boulevard, Winston-Salem, NC 27157, Phone: 336-716-8341; Fax: 336-
716-4318; E-mail: tvachhar@wfubmc.edu

- 37 pacients octogenaris, 29 cateters, 6 FAVIs, 2 empelts.
- L’expectativa de vida d’aquests pacients ha de condicionar la

planificacié de I'accés vascular.




J Vasc Access 2009; 10: 199-202

JVazc Acceas, 2009 Juk5ep:10(2):198-202
Should fistulas really be first in the elderly patient?

Richardson Al 2nd, Leake A Schmieder GC, Bilckians A, Stokes GK, Panngton W, Glickman MH.

Divizion of Vazcular Surgery of Department of Surgery, Eastern Virginia Nedical School, Norfolk, VA, USA.

Abstract

BACKGROUND: The Kidney Disease Outcomes and Quality Initiative (KDOG) has developed guidelines from available data suggesting that
arteriovenous fistulas (AVF) be performed inthe majority of patients. Patient demoqraphics were notincluded nor sugaested intheir
recommendations. The purpose of this study is to analyze the outcomes of elderly patients, age greater than 70, undergoing frst-ime pearmanant
a0Cass SUery.

- 168 pacients, 48 > 70 anys.

- Els pacients més vells donen problemes per aconseguir els objectius
de les guies K/DOQI. Les fistules poden no ser en aquest grup d’edat
la millor opcid d’accés vascular.




“Pregunta sorpresa”

Seria una sorpresa que aquest malalt moris
en els propers dotze mesos?

Survival by Surprise Question Response

Survival by Comorbidity Score

Mean Days Alive
“Yog'= 156 0228
“No"=2128 44131

Propertion Survival
Proportion Survival

! . CCI=8

CCI=8

Mean Davs Alive
SCCT=R"= 3574426
SCCI=R"= 344 (6.4

P= 0.1k
T T I
250 00 350
Days Alive
1l 45 1%
10 I 1

Moss AH, CJASN 3: 1379-1384, 2008




ldentificacid de malalts avancats - terminals
en serveis de salut.

B~ W

. Pregunta “sorpresa” a I'equip o serveil.
. Criteris clinics generals: comorbiditat, perdua nutricional

(albumina < 25, perdua pes < 10% en 6 mesos) o funcional
(Karnofsky < 50), declivi rapid progressiu no relacionat amb
factor intercurrent.

. Comorbiditat i pluripatologia geriatrigues.
. Us de recursos: reingressos, urgencies.
. Criteris especifics per cada patologia: Cancer, ICC, MPOC,

|. Renal, |. Hepatica, Neurologiques, Sida.

. Voluntat anticipada sobre Limitacio d’esforcos terapeutics,

d’intervencid pal-liativa explicita del malalt, familia o equip.
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N Engl J Med 2010; 362: 1211-1218.

Mephrol Dial Transplant {2010) 25: 237-242

tot: 10. 1003 /ncki/glpd30 - Raca negra: menys voluntat de retirada de

Advance Access publication 3 Sepiember 2009 . . . ..
dialisi. DVA: raca i edat canvien prioritats.

Preferences for dialysis withdrawal and engagement in advance care
planning within a diverse sample of dialysis patients

Manjula Kurella Tamura'?, Mary K. Goldstein®' and Eliseo J. Pérez-Stable?

'Division of Nephrology, Center for Primary Care and Outcomes Reszarch, Stanford University School of Medicing, 2 VA Palo Alto
Health Care System Geriatrics Reszarch Education & Clinical Center, Palo Alto and *Division of Geneml Internal Medicine,
Department of Madicine, Medical E ffectivensss Research Center for Diverse Populations, University of California, San Francisco,
Ca, Usa

Carrespandence and offprint reguests ta: Manjula Kurella Tamura; E-mail: mktamua@stanford.edu

= ZLUUU-ZUUVUO0O. 4240 cliIlucevisles, 111Ul ue -~ ov dllyb
- Un 25% haurien necessitat un DVA en la decisi6 a I’hora de morir




DOCUMENT DE VOLUNTATS ANTICIPADES: UNA
EINA DE QUALITAT ASSISTENCIAL.

* Swartz RD, Perry E. Advance Directives are associated with
"Goorl NAaAathe" in AlhraniAa Aialhvicie nAatiante 1T Arm SOC

Neph| Advance Directives Are Associated With “Good Deaths”
in Chronic Dialysis Patients’

Richard D, Swartz® and Erica Pamry

* Moss A ulmonary
nigsad, social worken, disiions, ond othan), ot

FESUS ao. swatz. € ey, Dhiskon of Megteslogy, Depan-  Govemmant ogancies o hospital commitisss, sin ) 17 387 84/ -
mant of nsamicl Madicia, Unlvenity of Mchigon Med- 1he best pasition fo faciiiate e inferaciive process

852 ool Canber. Ann Arbor, M that brings cases io o salidochory conciusion,
{4, AIR 502, Nepheol, 1993; 3:1623-4530) Ky Words: Advonca dimcfives, ESAD mortoly. piychosocks

L R

“...el DVA pot ser una eina d’informacio important
per als nefrolegs...”

“consell sobre la realitzacié d’'un document de
voluntats anticipades”.



Limitacio d’esforcos terapéutics. Document de Voluntats
Anticipades en Dialisi: Una eina de qualitat assistencial.

* Birmelé B y cols. Death after withdrawal from dialysis: the

Table X Prevalence of “do not resuscitate™ (DNE) orders and rates of withdrawal from dialysis, by country®
Unadjusted Adjusted Unadjusted Adjusted withdrawals
prevalence of DNR prevalence of DNRD withdrawals per 100 per 100 patient years®
* Country (%) (%, 95% CT) patient years irate, 95% CT)
France 07 0.5 (0.2-0.9) 1.2 0.7 (05-1.1)
Germany 08 06 (03-1.10 0.4 0.2 (0.1-0.5)
Ttaly 0.0 - 0.2 0.1 (0.0-04)
Japan 12 1.3 {09-18) .0 -
Spain 0.6 0.4 (0.2-0.9) .6 0.3 (0.2-0.6)
UK ; 0.6(0.3-1.2) L9 15(1.1-2.2)
s ﬁ 5.50(42-7.2) 35 2.2(1.7-28)
Crverall g - La -
*
“Prevalent cross-section of patients | & = 8415).
k Adjusted for each average of age. sex, race, vears with end-stage renal disease. alcohol abuee, subsance abuse, and 17 comorbid conditicns.,
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Eines: Voluntats anticipades

Documento de voluntades anticipadas

de pacientes con insuficiencia renal cronica
terminal en tratamiento sustitutivo mediante
dialisis

A. Rodriguez Jornet, ). Ibeas, J. Real*, S. Pefa, J. C. Martinez Ocaifia y M. Garcia Garcia

Servicios de Nefrologia y Epidemiologia*. Corporacién Sanitaria Parc Tauli. Sabadell.

Resultados: Entre los dos grupos de pacientes, tan solo la edad les diferencia sig-
nificativamente (p = 0,002) pues el promedio de edad de los enfermos que quisie-
ran limitaciones es de 71,2 afios y el del que no manifiestan querer limitaciones es
de 62,2 afios. El sexo (p = 0,674), comorbilidad (p = 0,824), estudios (p = 0,288),
factores culturales como el idioma (p = 0,155) vy nefropatia primaria (p = 0,815) no
ofrecen diferencias entre ambos grupos. Un 47,8% de los pacientes de nuestro
medio tratados con didlisis crdnica, se manifiestan abiertamente partidarios de limi-
tar esfuerzos terapéuticos en alguna de las circunstancias mencionadas. la mayoria
de pacientes que realizan voluntades anticipadas tienen como representante un fa-
miliar, especialmente hijos. Los que no responden al cuestionario no lo hacen princi-
palmente por rechazar la posibilidad de pensar en ello v también por desconfianza.

Rodriguez Jornet A, Nefrologia 2007, 27: 581-592



- 7 Unitats de dialisis hospitalaries, 416 malalts en dialisis, donat a 265
pacients, 154 van contestar (58,1%), 69% sense ajuda.

- Implantacio del DVA: 7,9%, representant 6,6%.

- Només s’hauria de donar el questionari a les persones que el demanessin (65

en front el 34%).

"I - En situacions limit, el 65% dels pacients van respondre no voler I'aplicacio

de ventilacié mecanica, ni alimentacié per sonda, ni continuar en
dialisi, ni maniobres de ressuscitacié en cas d’aturada cardiorrespiratoria.

"I - Desig de realitzar un DVA en el 54%, un 43,7%, no.

1 - S’hauria de fer el DVA abans d’entrar en dialisi en el 51,6%.

lisi

da
sociades
aquesta
1ental-
ci0 dels
\des.




Punts a recordar

» De la poblacido de malalts amb Malaltia renal cronica
estadi V, hi haun grup en el que és questionable
gue el tractament substitutiu renal sigui un benefici.

» L’avaluacio clinica, de qualitat de vida, de preferencies
del malalt i del context social/familiar ajuden a la
decisid de comencar/suspendre la dialisi.

» Quan comencar dialisi? En cada moment fa falta
modular el tractament substitutiu renal, conservador o
pal-liatiu, segons |I'evolucio.

Es necessari integrar els coneixements de Nefrologia,
Geriatria i Cures Pal-liatives.



N Mallick, A El Marasi Dialysis
Manchester, UK Transplantation

Dialysis in the elderly: to treat, or not to treat?

" Es impossible oferir una acceptable qualitat de vida i marcar un bon pronostic
de la malaltia del pacient, sense fer-lo a aguest particip de les decisions
terapeutiques de la seva malaltia”.

" Una vegada fet el diagnostic d’'insuficieéncia renal cronica terminal, i dels
factors comorbids afegits, s’ha d’oferir al pacient el millor tractament per
aconseguir la millor qualitat de vida. El tractament substitutiu pot no
ser el que doni la millor qualitat de vida (si, quantitat)".

"Si s’ha comencat la dialisi i es planteja la possibilitat de retirar-la,
aquesta decisio s’ha de consensuar entre pacient, familia i equip
assistencial".



MORIR A TEMPS
L’eutanasiai les seves alternatives
(Diego Gracia)

.. En la meva opinio és que avui per avui, la restriccio de prestacions
no s’ha de veure com una quiestio politica o administrativa siné com
allo que han de decidir voluntariament les persones ...

es tracta de gestionar la propia vida de manera raonable i prudent

.. acceptar com un autentic regal I'esperanca de vida de més de
vuitanta anys, renunciant a utopies que la majoria de les vegades
produeixen mes perjudicis que beneficis ...

.. concepte de vida biologicai vida biografica ...

..assumir la propia mortalitat i acceptar-la quan la duracio natural de la
vida hatocat alasevafi ... HH HA UN TEMPS PER VIURE | UN TEMPS
PER MORIR ...
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