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Introduction

The number of patients receiving renal replacement therapy (RRT) is increasing year on year, particularly in the over 7580’s. Based on the 2015 Renal Registry Report the >75 year old cohort had the highest RRT incidence rates, however there was also a significant geographical variation within this group. Within our department the number of patents aged >80 on RRT rose from , rising from 2 in 2013% of incident patients in 2010, 0 to 18%20 in 2017. Multiple trials have been performedTrials have been done in the past to explore the effectiveness of RRT versus active supportive care (ASC), however very few have focused on trials have been performed the very elderly (>80 years)within this age group specifically. Published literature also Trials done in the past also tends to standardisze the two cohortsgroups using an eGFR cut off of eGFR < 15., having looked at the average eGFR at initiation of RRT wWe decided an eGFR <10 would be a more appropriatefitting starting point, when considering the mean starting eGFR nationally was 8.5ml/min/1.73m2 in 2015 for this age group.. The aim of this study was to collate local evidence to better enable decision making for patients over 80 who reach ESRF who are deciding between dialysis and ASC.

Methodology

The study included all patients new to RRT or ASC in the 3 year period betweenfrom 01/01/the years 2012 to 31/12/20144. Inclusion criteria was age >80 years and eGFR <10. with 30 and 43 patients being included respectively. Patients had to be over 80 at the point of starting on either management plan and We defined survival as the time betweentheir date at which their  the date of eGFR <fell below 10 until was used for survival analysis at either date of death or date of death or study endpoint (08/01/2018)start date. Demographic and aAdmissions data was gathered for all of the patientsusing electronic hospital records, RRT sessions were not included in the section as they were considered outpatient appointments. Kidney Disease Quality of Life instrument (KDQOL-sf-36)  was used to assess quality of life within two current RRT and ASC and symptom burden.  groups, with 21 and 10 in each group respectively, Ppatients were only included if on their treatment ts must have been on either treatment pathway for at least 6 months and to be includedwere excluded if acutely unwell at the time of assessment.. The patients within the KDQOL cohort were age and dialysis modality matched to the original study cohort. 
Comorbidity data was analysed using the Charlson Comorbidity Index (CCI).

Results 

From a group of 392 patients, 72 patients met the inclusion criteria. A total of 29 patients started RRT (24 haemodialysis,  5 peritoneal dialysis) and 43 started the ASC pathway. From the point of eGFR dropping beneath 10 the average survival is 3.43 years in the RRT group and 1.67 years in the ASC group.One and two year survival rates were 76% and 72% in the RRT cohort and 49% and 35% in the ASC cohort, with the difference between overall mean survival being statistically significant at 3.36 years and 1.57 years respectively (p<0.0001). Whilst surviving considerably longer the RRT cohortgroup were admitted to hospital 3.92 times per year compared to 1.96 times per year with the in the ASC cohort group(p<0.001). Once admitted, the mean number of days spent in hospital by the RRT cohort was 30.39 per year compared to 11.70 with the ASC cohort (p<0.0005),  excluding attendances for dialysis treatment. The average age in the RRT group was 82.83 years compared to 86.57 years.  Comorbidity scores were 7.66 and 8.04 for RRT and ASC groups respectively. KDQOL results suggested a higher burden of kidney disease in dialysis patients however with a high value of standard deviation from the mean. 

KDQOL

DiscussionDiscussion

We can now inform our elderly patients that dialysis may provide a survival advantage of approximately 21 months over ASC, however they are twice as likely to be admitted to hospital, spend three times as long in hospital and have a higher burden of kidney disease. The survival advantage found in the RRT group could be explained by the ASC group being older by almost 4 years but the small difference in CCI score would suggest that comorbidity was less likely to be a significant factor.

Whilst this small retrospective study shows statistically significant results, further larger studies are needed to provide information to aid the shared decision-making process in elderly patients about management choices in ESRF. 
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