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Objectives

• Discuss the significance of low GFR in the LTC 
resident

• Review common CKD-related symptoms & 
management

• Explore reasons why dialysis may or may not be 
“right” for your patient in LTC

CKD and usual referral 
indications
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“This is long-
term care”

(oltca.com)

Case #1

80F from LTC

Cr trends 
- May 2017: 131
- Jan 2018: 129
- Feb 2018: 197

PMHx
- Left nephrectomy (1980s)
- Alzheimer’s dementia
- Crohn’s disease (controlled)
- T2DM (25 yrs)
- Gout

MEDS
- Amlodipine 5 mg, Lasix 20 mg 

daily
- DM: Januvia 25 mg daily, 

Metformin 500 mg bid, 
Gliclazide 60 mg daily

- Others: Vit B12, Feramax, 
Tylenol, Rabeprazole

Recent course
- Generally weaker over 

the past months
- Longstanding loose 

stools, but no acute 
diarrhea, no blood in 
the stools

- Oral intake a concern
- No leg swelling
- Episodes of 

hyperkalemia

Labs
Hgb 78 (MCV 80)

Cr 197 (eGFR 21), Ur 21; Na 142, 
K 5.4, HCO3 25, Ca 2.19, PO4 1.7, 
PTH 9.1

UACR 50 mg/mmol

Physical Exam
124/78, HR 62. Overall well-appearing. S1, S2 no murmurs. Breath sounds 
clear. Abdomen soft, non-tender. 

What is her dialysis risk going forward?
What should we do about the  hyper-K?
How about the anemia and hyper-PO4? Case #2

72M progressive 
renal decline, 
physical function 
deterioration --
pending LTC 
transfer. 

PMHx
- Extensive PVD with AAA 

repair / aorto-biiliac
bypass

- HTN
- C-spine # 1970s with 

residual right upper & 
lower extremity weakness

- COPD (severe)

MEDS
- Amlodipine 10 mg, 

Bisoprolol 2.5 mg, 
Atorvastatin, Ventolin, 
Spiriva, Vitamin D, Ferrous 
fumarate
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Recent course
- Progressive 

weakness
- Episodes of 

nausea affecting 
appetite

- Pruritus
- Restless legs

Labs
Hgb 86 (MCV 95)

Cr 548, Na 140, K 4.7, HCO3 20, 
Ca 2.16, PO4 1.85, PTH 4.8, 
Albumin 28

(His Cr had rapidly deteriorated 
over past 6 months from ~250 
to 350-400 range). 

Physical Exam
160/77, HR 68. 98% room air. S1, S2 no murmurs. Breath sounds clear. No 
peripheral edema. JVP 2-3 cm above the sternal angle. 

Should this patient be started on dialysis?
What is his future prognosis as a dialysis patient?

What is my role as the 
nephrologist?

• Diagnose – Staging CKD and underlying reason 

• Prognosticate – Estimate trajectory & risk of ESRD

• Manage – Intrinsic treatable etiologies 
& CKD complications

Diagnosing / Managing / 
Prognosticating 

of the aging kidney

• Diagnosis: What is chronic kidney “disease”? 
• Prognostication: challenges in the elderly
• Management: philosophic changes relative to goals 

of care & life expectancy

What are we diagnosing?
The kidneys are 
supposed to decline in 
function with age….
• Renal function declines 

about 1 ml/min per 
year after the 4th

decade of life
• Kidney size decreases 

by 10% at age 40; by 
30% by age 80
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What is kidney “disease”?

• Deviation from normal physiology?
• Deviation relative to others within 

the age cohort?
• Abnormality relative to clinical 

outcomes (mortality, comorbidities, 
symptoms, etc.)?

Recognize the limitations of 
eGFR (MDRD)
• Original study derived from 1628 middle-aged, non-diabetic CKD patients
• Inherently, the MDRD “over-calls” CKD esp. at eGFRs > 60 ml/min
• This effect is exaggerated in the elderly

How about clinical outcomes?

Adjusted HR for all-cause mortality: For older patients, there is:
• A generalized attenuation in the risk of mortality with declining GFR
• Any patient with CKD Stage 3a & above have essentially no increased risk of mortality 

relative to cohort  (Denic et al., 2016 – Adv Chronic Kidney Dis)

Challenges in prognostication
73F longstanding HTN 
& smoker; 
hypotrophic kidney

87M HTN, diabetic recently
started on dialysis

70M HTN, smoker, 
atrophic left kidney

95M HTN, vascular 
disease, DM
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Kidneys outliving the patient

O’Hare et al (2007): 209,622 US veterans' database, patients aged ≥ 75 years with Stage 
4 and lower CKD had a higher risk of dying from a competing illness 

Age eGFR Death 
/1000 
patient yrs.

ESRD / 1000 
patient yrs.

75-84 15-29 15.4 6.31
<15 27.0 44.7

>85 15-29 25.3 2.65
<15 49.4 29.2

Objectives

• Discuss the significance of low GFR in the LTC 
resident

• Review common CKD-related symptoms & 
management

• Explore reasons why dialysis may or may not be 
“right” for your patient in LTC

What are we managing?

Asymptomatic

Metabolic abnormalities
- Hyper-PTH
- Anemia
- Electrolyte: hyper-K, met acidosis
Uremia*

CKD complications in context
Complication Significance? Rationale / Comments

Anemia Yes to an extent Target Hgb 95 – 120 g/L
Iron saturation > 20% 
EPO / oral iron tablets

Electrolytes / acid-
base

Yes to an extent K 6.5 mM = + arrythmia risk 
Consider discontinuing ACE/ARB/MRA 

Kayexalate with caution

BMD Not really Limited evidence of normalizing values
Potential harm with malnutrition

BP / volume BP – yes to an extent

----
Volume – very important

Individualized approach
AHA: sBP < 150 mmHg (HYVET)

---
Volume in relation to comfort / 
avoidance of pulmonary edema  

Uremic symptoms Very important Symptomatic management
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Symptoms Uremia
A  term to “loosely describe the illness 
accompanying kidney failure that cannot 
be explained by derangements in 
extracellular volume inorganic ion 
concentrations, or lack of known renal 
synthetic products”. 

Neural and muscular Endocrine & metabolic Other
Fatigue

Peripheral neuropathy
Decreased mental acuity

Anorexia
Altered smell and taste

Cramps
Restless legs

Sleep disturbances
Coma

Seizures

Amenorrhea
Sexual dysfunction

Bone disease
↑ Muscle catabolism

Serositis 
Itching
Hiccups

Platelet dysfunction
Relative immunocompromise

Uremia ≠ High urea Pruritus

• Affects nearly 50% of 
patients on dialysis

• Can be experienced in a 
wide range of ways

• Affects mood, sleep, and 
social function

• Under-estimated by 
nephrologists
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Dehydration

High PTH

Hyperphosphatemia

Uremic toxins
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Restless legs

• Affects 20-40% of dialysis patients and ~25% of CKD 
patients (Lin et al. 2016)

• Irresistible urge to move the legs
• Relieved by leg movement 
• Worse before going to bed
• Associated with poor sleep quality, low quality of 

life, high risk of CV disease
• Unclear mechanism (?dopaminergic system 

dysfunction)

www.ontariorenalnetwork.ca
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Objectives

• Discuss the significance of low GFR in the LTC 
resident

• Review common CKD-related symptoms & 
management

• Explore reasons why dialysis may or may not be 
“right” for your patient in LTC

Will dialysis extend life?

• O’Connor & Kumar (2012) – Systematic review, 
Median survival of 6.3 – 23.5 months 

• Shortest survival in patients with already extensive 
comorbidities and functional decline
• Longer survival in younger patients 
• Stoke comorbidity score – malignancy, ischemic heart 

disease, PVD, LV dysfunction, DM, collagen vascular 
disease, other significant pathology (score of 2 = 56% 
survival at 1 year; HR 2.5 for each incremental increase)
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Dialysis as a “palliative” 
treatment

Dialysis is a treatment that…

• Offers some palliation through fluid and solute removal

• That sustains life until patients are overtaken by other non-renal conditions OR 
until they are transplanted

__________________________________________________________________

• That offers inadequate palliation of numerous other symptoms including those 
arising from comorbid conditions

• That can introduce its own unique adverse symptoms (cramps, restless legs, 
fatigue, headaches) and emotional burden

Dialysis in the LTC population

3702 NH residents in US over 2-year period. 

Dialysis in the LTC population

3702 NH residents in US over 2-year period. 
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Palliative dialysis

80F
DM, HTN, 
Alzheimer’s 
dementia with 
periods of 
hyperkalemia 
& anemia

Labs
Hgb 78 (MCV 80)

Cr 197 (eGFR 21), Ur 21; Na 142, 
K 5.4, HCO3 25, Ca 2.19, PO4 1.7, 
PTH 9.1

UACR 50 mg/mmol

Cr trends

- May 2017: 131
- Jan 2018: 129
- Feb 2018: 197

What is her dialysis risk going forward?
What should we do about the  hyper-K?
How about the anemia and hyper-PO4?

1) Repeat Cr/Ur; UACR - ?pre-renal
- Return comes back 150 (eGFR 

30); UACR 50
- KFRE: 5% 2 years, 15% 5 years
- Overall lifetime risk of HD is 

LOW
- Hyper-K: watch for dehydration; 

dietary restriction
- Anemia: check iron, replace to iron 

sat 20%. Consider ESA.
- High PO4 / PTH: Generally don’t 

worry about it unless symptomatic 
w pruritus 

72M vasculopath, 
HTN, severe COPD 
awaiting LTC. 
Progressive decline 
towards ESRD with 
uremic symptoms.

Labs
Hgb 86 (MCV 95)

Cr 548, Na 140, K 4.7, HCO3 20, 
Ca 2.16, PO4 1.85, PTH 4.8, 
Albumin 28

(His Cr had rapidly deteriorated 
over past 6 months from ~250 
to 350-400 range). 

Should this patient be started on dialysis?
What is his future prognosis as a dialysis patient?

Cohen score: ~50% survival on 
hemodialysis at 6 months

HD did improve his symptoms initially 
but continued to have ongoing 
pruritus, fatigue

Admission Aug 2018 – COPD 
exacerbation

Ongoing decline Aug – Dec 2019. 
Regular goals of care discussions. 

Finally, Dec 15, 2019 – pneumo-sepsis, 
patient withdrew care

Summary

• Think of Kidney 
“Disease” in relation to 
meaningful outcomes 
relative to patient… 
NOT an eGFR

• Majority of patients in 
LTC will die from 
competing causes 
rather than go on to 
ESRD

Significance of 
low GFR

Symptoms & 
management

Why (if?) 
dialysis
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Summary

• Think of Kidney 
“Disease” in relation to 
meaningful outcomes 
relative to patient… 
NOT an eGFR

• Majority of patients in 
LTC will die from 
competing causes 
rather than go on to 
ESRD

Significance of 
low GFR

Symptoms & 
management

Why (if?) 
dialysis

• Think of lab work in 
relation to symptoms
• Hgb > 95 (EPO, iron)
• K < 5.5 mM
• Volume control is 

very important
• “Sensible targets” 

for BP, Ca / PO4
• Attention to “uremic” 

symptoms: pruritus, 
restless legs – algorithm 
for ORN

Summary

• Think of Kidney 
“Disease” in relation to 
meaningful outcomes 
relative to patient… 
NOT an eGFR

• Majority of patients in 
LTC will die from 
competing causes 
rather than go on to 
ESRD

Significance of 
low GFR

Symptoms & 
management

Why (if?) 
dialysis

• Think of lab work in 
relation to symptoms
• Hgb > 95 (EPO, iron)
• K < 5.5 mM
• Volume control is 

very important
• “Sensible targets” 

for BP, Ca / PO4
• Attention to “uremic” 

symptoms: pruritus, 
restless legs – algorithm 
for ORN

• Dialysis in the LTC 
population offers limited 
increase quantity of life

• No assurance it will 
improve quality

• In select cases, an 
individualized dialysis 
regimen may be 
reasonable 

QUESTIONS?
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