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M6t cach tiép can dé diéu tri ngwdi In tudi véi bénh thin man tinh

Chronic kidney disease (CKD) in older adults is a worldwide
epidemic that affects nearly 40% of people aged 65 or older.1
In the United States, CKD in people aged 65 years and older is
more common (38%) than in all other age groups.1 Over the
last 4 decades, patients older than 75 years are the fastest-
growing group to start dialysis.1 In Canada, more than half of
patients starting dialysis are 65 years or older.2 Chronic kidney
disease confers considerable morbidity on patients and con-
sumes a substantial amount of health care resources.1 Few
evidence based guidelines specifically speak to management of
CKD in older adults, many of whom are frail and have multiple
comorbidities,3 and physicians should exercise caution when
extrapolating general guidelines to older adults. We discuss the
causes and consequences of CKD through a geriatric lens, and
outlines principles of best practice. The evidence underpinning
this review is summarized in Box 1.

Key points

* Chronic kidney disease (CKD) in older adults can result from a
combination of physiologic, age-related decline in kidney
function, renocardiovascular risk factors and external insults.

* The management of risk factors for CKD should be
individualized with consideration of less aggressive targets for
frail patients at risk of polypharmacy.

* The Kidney Failure Risk Equation is a useful tool in the
evaluation of and ongoing treatment for CKD for both general
practitioners and nephrologists.

* Clinicians should have open discussions with their older
patients with CKD regarding their goals of care and the potenti:
benefits and harms of renal replacement therapy.

Box 1: Evidence used in this review

We conducted a targeted search of MEDLINE to identify original
research and review articles on chronic kidney disease in older
adults published from January 2000 through March 2022. Medical
subject heading search terms included “elderly,” “geriatrics,”
“advance care planning,” “chronic kidney disease,” “blood
pressure” and “management.” In addition, we reviewed current
European, American and Canadian guidelines on the management
of chronic kidney disease and hypertension including Kidney
Disease: Improving Global Outcomes, Hypertension Canada 2017,
and American Society Nephrology Geriatric Nephrology Curriculur

What are the causes of kidney dysfunc-tion
in older adults?

Chronic kidney disease in patients older than 65 yearss is
defined by an estimated glomerular filtration rate (eGFR) of less
than 60 mL/min/mz2.4 However, a physiologic decline in GFR of
about 8 mL/min per decade begins around the fourth decade of
life.s Physiologic CKD usually does not lead to end-stage

Bénh than mén tinh (CKD) & ngudi 16n tudi 1a mét dai dich toan
cau anh huong dén gin 40% nguoi tir 65 tudi tre 18n.1 Tai Hoa
Ky, CKD & nhitng ngudi tir 65 tudi tré 1&n phd bién hon (38%)
S0 VGi tét ca cac nudc khac nhém tudi.1 Trong 4 thap ky qua,
bénh nhan trén 75 tudi l1a nhém bét ddu chay than nhan tao
nhanh nhét.1 O Canada, hon mét nira s6 bénh nhan bat ddu chay
than nhan tao tir 65 tudi tré 1&n.2 Bénh than man tinh gy ra ty
I¢ mic bénh déng ké cho bénh nhan va tiéu ton mot lugng dang
ké cac ngudn luc cham séc suc khoe.1 Rt it huong din dya trén
biang chung néi cu thé vé& quan ly CKD & nguoi 16n tudi, nhiéu
nguoi trong s6 ho yéu va cé nhiéu bénh di kém,3 va cac béac si
nén than trong khi ngoai suy cac huéng din chung cho nguoi
16N tudi nguoi 16n. Ching tdi thao luan vé& nguyén nhan va hau
qua cua CKD thdéng qua lang kinh 130 khoa va phéac thao cac
nguyén tic thyc hanh tét nhét. Bing ching cung cb danh gia
nay dugc tém tat trong Hop 1.

Mhiing digm chinh

+ Bénh than mén tinh (CKD) @ ngudi 16n tudi o thé 1 két qud cla su
kéit hop cla s suy gidm chifc néng than lién quan dén tudi
tac, sinh by, cac yéu 18 nguy ¢ tim mach va cac 1ac nhan bén ngodi.

* Viée quan b cac yéu t6 rii ro di vai CKD nién duodc ca
nhan hada wdi vidc xam xét cac muctiéu it tich cue han cho nhiing bénh
nhén yéu co nguy co ding nhidu thudc.

* Phurang trink Rai ro Suy than 1a mdt cong cu hifu ich
trong vigc danh gia va digu tri CKD lién tuc cho ca bac si da
khoa va bac sichuyén khoa than,

* Bac si lam sang nén thao ludn cdi md vdi bénh nhan
|&n tudi mac CKD vé& muc tidu chdm soc cia ho ciing nhu Idl ich
v tac hai tidm &n cia ligu phap thay thé thén.

Hip 1: Bng chitng du'ce sif dung Fong dénh gid ndy

Chng t6i 43 tién hanh fim kidm c6 muc tiéu tén MEDLINE dé xdc

dinh cac bai bdo nghién ciru va danh gia ban diu & bénh than

man tinh & ngudi kin twdi dude xust bén b thang 1 nam 2000 dén thang

3 ndm 2022 Cac thuat ng tim kiém theo tibu d& chi dé y té

bao gbm "ngudi cao tudi™, IGo khoa", "lap ké hoach chim soc

trurdic™, " bénh than mén tinh®, "huy8t ap" va "qudn 1", Ngoai ra,

chiing t6i 43 xem xét cac hudng din hign hanh cia Chau Au, My va
Canada v& quan Ij bénh than mén tinh va ting huyét 4p bao gdm

Bénh than: Cai thign kél qua toén cu, Tang huyét 4p Canada 2017 va
Churang trinh gidng day vié thén [0 khoa ciia Hiép hai thén hoc Hoa Ky

Nguyén nhan gay réi loan chitc ning than &
ngudi l6n tudi 1a gi?

Bénh than man tinh ¢ bénh nhan trén 65 tudi4 dugc xac dinh boi
mirc loc cau than wdc tinh (eGFR) dudi 60 mL/phit/m2.4 Tuy
nhién, sy suy giam sinh ly cia GFR khoang 8 mL/phit méi thap
ky bét diu vao khoang thé ky thir tu. thap ky cua cudc doi.5
CKD sinh ly thudng khong dan dén bénh than giai doan cudi
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kidney disease (ESKD), which is defined by the development of
uremic symptoms or need for renal replacement therapy. A
hallmark of age-related kidney decline is the absence of
proteinuria,s which portends a favourable prognosis. The rate of
eGFR decline can also be instructive; most older patients have
stable eGFR trends,7 and patients with slow eGFR decline (< 2
mL/min/yr) and minimal proteinuria (albumin-to-creatinine
ratio [ACR] < 3 mg/mmols) are unlikely to reach ESKD.7 Older
adults are at higher risk of acute kidney injury (AKI) from
nephrotoxic medications, volume depletion, urinary tract
obstruction and acute illnesses including sepsis and acute
cardiovascular events.s Nonsteroidal anti-inflammatory drug
(NSAID) use is a risk factor for AKI and CKD.10 Topical
NSAIDs at lower potencies may be safer to use in patients with
CKD, although systemic absorption in older frail patients with
low muscle mass may occur.11 Finally, systemic diseases can
cause kidney dysfunction, including plasma cell dyscrasias (e.g.,
multiple myeloma), drug-induced interstitial nephritis and anti-
neutrophilic cytoplasmic autoantibody vasculitis, the most
common glomerulonephritis in older adults.12

How should clinicians investigate kidney
dysfunction?

A current (2018) Canadian guideline recommends ordering Egfr
and ACR to screen for kidney disease annually in high-risk
populations such as those with hypertension, type 2 diabetes
mellitus or cardiovascular disease.13 Screening older patients
who do not have risk factors is not recommended.13

Table 1: Investigations to assess kidney dysfunction

Test Notes

Recommended investigations annually for CKD stage 2-3

Creatinine, eGFR Rapid or progressi gin day ive potentially reversible process

Electrolytes (Na, K, Cl,C0)

ACR Should be ordered routinely for patients with CKD, alongside creatinine and eGFR. Important
component of KFRE score.

Recommended I nvestigations for AKI or de novo CKD (in addition to above tests)

Urinalysis Can help determine renal cause for CKD (e.g itis, acut

Note that dipstick protein identifies only albumin and not free light chains. May miss cast
nephropathy

Target bicarbonate level 2 22 mmol/L, K < 5.4 mmol/L.

ACR Should be ordered rot iith CKD. of KFRE score.

Urea ini May i inal bleeds or n patients
taking steroids

Urine electrolytes Lowurine Na (FENA < 19) i consistent with i volume contextof
diuretic use).

Ultrasound of kidneys Assesses for structural congenital is) and renal stones.

Small atrophic kidneys can be suggestive of long-standing, rreversible CKD.
Consider torule disease if patient it
or differencein kidney size.

trophoresi To plasma cell dyserasia fe.g,
have new, unexplained anemia or hypercalcemia.

Important to doif ACR > 300 mg/mmol (> 3 g/d).

, particularly importantin patients who

24-hour urine protein and urine
electrophoresis

Creatine kinase levels May suggest thabdomyolysis (e.g, patients recently started on statins with myopathy).
Antineuitrophil eytoplasmic antibody Should be ordered ifuri blood and protein and rapidly rising creatinine

serology

CBC with blood film Fragments on blood smear and thr (thromboti

orlow p
thrombocytopenic purpura, HUS or aHUS).
Recommended tests every 3-6 months for patients with CKD stage 4-5

Creatinine, eGFR Rapid of prog; inday

Urea May bleeds or in patients
taking steroids.

Electrolytes (Na, K, Cl,CO;)
Calcium panel (Ca, PO, Mg, albumin, PTH)  TargetaPTH<3i limit of normal for ith CKD stage 4 and 5.

Target bicarbonate level > 22 mmol/L, Kk <5.4 mmol/L.

ACR To convert ACR to 24-h albuminuria, multiply by 10 for women and by 15 for men. Important for
calculation of KFRE

CBC, ferritin, transferrin saturation Feritin may be elevated in CKD or AKI.

Ferritin <200 ug/L or transferrin saturation < 20% suggests iron deficiency.

 injury, Ca =cacium, CBC:
Hb,

disease, C1=ehloride, C0,=bi
K=potassium, Equation,

percentage,

Na=sodium, PO, = phosphate, PTH = parathyroid hormone.

In a patient presenting with new or worsening kidney
dysfunction, additional tests should be ordered as indicated
(Table 1). These may include a urinalysis and an abdominal
ultrasound. Appropriate medications should be held (Table 2),
particularly in the presence of relative hypotension.9 Nephro-
logy consultation should be sought if a readily reversible cause
of AKI or CKD is not discovered. In older patients, physiologic

(ESKD), xéc dinh boi sy phat trién triéu chang uré huyét hoac
nhu cau diéu tri thay thé than. Mot dau hiéu dic trung cua sy
suy giam than lién quan dén tudi la khong cé protein nigu, diéu
nay cho thdy tién luong thuan loi. Téc do suy giam eGFR ciing
c6 thé mang tinh huéng dan; hau hét cac bénh nhan 16n tudi co
xu huéng eGFR én dinh7 va nhiing bénh nhan cé eGFR suy
giam cham (< 2 mL/phat/nim) va protein niéu tdi thiéu (ty Ié
albumin-creatinine [ACR] < 3 mg/mmol8) khong c6 kha ning
ESKD.7 Nguoi 16n tudi co6 nguy co cao bi ton thuong than cap
tinh (AKI) do thubc gay doc than, giam thé tich tuan hoan, tic
nghén duong tiét niéu va cac bénh cdp tinh bao gdm nhiém
tring huyét va bién cb tim mach cip tinh.9 Sir dung thudc
chéng viém khéng steroid (NSAID) la yéu té nguy co dbi voi
AKI va CKD.10 NSAID tai chd véi hiéu lyc thap hon an toan
hon khi sit dung & bénh nhan CKD, mic du c6 thé xay ra sy hip
thu toan than & bénh nhan I6n tudi yéu va khéi lugng co thip.11
Céc beénh toan than gay rdi loan chic ning than, bao gom loan
san té bao plasma (vi du: da u tay), viém than k& do thuéc va
viém mach tu khang thé té bao chit chng bach cau trung tinh,
bénh viém ciu than phé bién nhit & nguai 16n tudi.12

Cac bac si 1am sang nén diéu tra réi loan
chite ning than nhw thé nao?

Mot husng dan hién tai (2018) cua Canada khuyén nghi chi
dinh Egfr va ACR dé sang loc bénh than hang nim & nhiing
ngudi co nguy co cao nhu nhiing nguoi bi ting huyét ap, dai
thao duong typ 2 hoac bénh tim mach.13 Khong nén sang loc
bénh nhan I6n tudi khong ¢ cac yéu té nguy co .13

O mot bénh nhan cé biéu hién réi loan chirc niang than mai hozc
xau di, nén chi dinh cac xét nghiém bé sung theo chi dinh (Bang
1). Ching c6 thé bao gdm phan tich nudc tiéu va siéu am bung.
Céc loai thubc thich hop nén dugc giit lai (Bang 2), dac biét la
khi c6 ha huyét ap twong d6i.9 Nén tham khao y kién béac si
khoa than néu khong phat hién ra nguyén nhan c6 thé dao nguoc
dé dang cua AKI hoic CKD. O nhiing bénh nhan 16n tudi, sinh
ly

2
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CKD should be distinguished from pathologic causes of CKD,
such as systemic diseases (cardiovascular disease, diabetes,
hypertension, autoimmune diseases) or external insults. A
sudden decline in eGFR (e.g., a more than 1.5-times increase
from baseline creatinine) over a short period (days to weeks),
especially when associated with hematuria and proteinuria, may
be suggestive of glomerulonephritis. Low urine sodium is an
excellent test of volume depletion,9 although it can be falsely
negative in patients on diuretics. Patients with established CKD
should have serum creatinine, eGFR, ACR and electrolytes
measured routinely (Table 1). The frequency of investigations is
dictated by the stage and stability of the CKD.

Table 2: “Sick-day” medications that should be held in patients who have an acute illness with risk of hypotension and a

kidney injury

Cén phan biét CKD véi cic nguyén nhan bénh ly cia CKD,
chang han nhu cac bénh hé théng (bénh tim mach, tidu duong,
tang huyét ap, bénh tu mién) hodc cac tac nhan bén ngoai. eGFR
giam dot ngot (vi du: ting hon 1,5 14n so véi creatinine ban dau)
trong mot thoi gian ngan (vai ngay dén vai tuan), dac biét khi di
kém vai tiéu mau va protein niéu, c6 thé goi y viém ciu than.
Natri trong nuéc tiéu thap 1a mot xét nghiém tuysét voi vé giam
thé tich,9 mac da né cé thé am tinh gia ¢ nhitng bénh nhan dang
thuéc loi tidu. Bénh nhan mic CKD di thanh lap nén duoc do
dinh ky creatinine huyét thanh, eGFR, ACR va chit di¢n giai
(Bang 1). Tan suét cua cac cudc didu tra dugc quyét dinh boi
giai doan va sy 6n dinh caa CKD.

Bing 2: Cc loai thuk “ngéy m" nén dligc giit @ nhiing bénh nhan méc bénh c&p finh o nguy oo ha huyét &p va cap i

chan fhuong than

Class Examples

Angiotensin-converting enzyme inhibitors Perindopril, ramipril, lisinopril

Angiotensin receptor blockers Candesartan, telmisartan, irbesartan
Aldosterone antagonists Spironolactone, eplerenone
Sodium-glucose cotransporter 2 inhibitors Empaglifiozin, dapagiiflozin, canaglifiozin

Diuretics Thiazides: indapamide, hydrochlorothiazide
Loop diuretics: furosemide

NSAIDs Naproeen, ibuprofen, diclofenac
Biguanide antidiabetic agent Metformin

Sulfonylureas Glyburide, giclazide
Directrenin inhibitors Aliskiren

Note: NSAIDs =nonsteroidal anti-nflzmmatory drugs.

Can development of ESKD be predicted?

An important challenge facing physicians is to identify patients
at high risk of CKD progression who would benefit from
intensive risk factor control. Stage of CKD (Box 2) alone is a
poor discriminant of progression. Creatinine-based eGFR using
the Chronic Kidney Disease Epidemiology Collaboration
(CKD-EPI) modell15 has several drawbacks: it is affected by
age, sex and muscle mass.15 It also uses a race coefficient, and
will eventually be supplanted by a race-independent refitted
model that is more accurate,16 a change based on race being
recognized as a social rather than biological construct.16

Adding ACR to eGFR improves prognostication15 and has led

to a paradigm shift, ushered in by the development of an inter-
nationally validated risk prediction model known as the Kidney
Failure Risk Equation (KFRE).14 The KFRE predicts 2- and 5-
year risk of ESKD using 4 variables: age, gender, eGFR and
ACR (online calculator available at https:/kidneyfailur-
erisk.com/). Generalists can use KFRE scores to identify
patients with CKD who are at higher risk of progression and
who should be referred to nephrology. For example, the Ontario
Renal Network suggests that people with a 5-year KFRE score
greater than 3%-5% may benefit from a nephrology referral.17

Kidney Failure Risk Equation scores help generalist physicians
balance cardiovascular risk factor control with the risk of
polypharmacy. The KFRE promotes an individualized approach
in frail individuals; those with low-risk KFRE scores may not
require strict blood pressure, lipid and glycemic control
specifically for renoprotection, thus potentially decreasing poly-
pharmacy, the risk of falls and medication-related adverse
effects such as AKI. The KFRE has limitations it may be less
accurately predictive in patients with glomerulonephritis, or

Léphoc vidy

Thudc (fc ché men chuyén angiotensin Pesindopr, ramipri, isinopril

Thuiic chen thy thé angiotensin Candesaran, emisartan, rbesarian
huéi, 86 knéng adosterone Spironalactan, eplerenon

Chétt fc ché ding van chuyén natr-glucose 2 Empagifiozin, dapagliflozin, canagliozin

ol ) Thiazide: indapamide, hydrochlorothiazide
Thudic loi tiéu quai: furosemide

150 Naproxen, ibuprofen, diclofenac

Thuic i théo duing Biguanide retimin

Sulfonylurea CGlyburide, glidazide

Thuciéc chéreain nfc 10 Miskiren

Lutu - NSAIDs = thusc.chéing viém khéng steroid.

C6 thé du doan phét trién cia ESKD khong?

Mot thach thirc quan trong, bac si phai xac dinh nhiing bénh
nhan c¢6 nguy co tién trién CKD cao, nhiing ngudi s& duoc
huéng loi tir viee kiém soat yéu tb rai ro chuyén sau. Chi riéng
giai doan CKD (Hop 2) la mot yéu té phan biét tién trién kém.
eGFR duya trén creatinine sir dung mé hinh dich t& hoc bénh
than man (CKD-EPI1)15 c¢6 nhugc diém, bi anh huéng boi tudi,
gi6i tinh va khéi luong co.15 Né cudi ciing s& duoc thay thé
bang hé sé khong phu thudc chang toc mé hinh dwoc cai tién
chinh x4c hon,16 mot sy thay déi dya trén viéc chang toc dugc
cong nhan la mét ciu tric xa hoi hon 1a ciu tric sinh hoc.16

Viéc thém ACR vao eGFR gilp cai thién kha nang tién luongl5
va di dan dén sy thay dbi mod hinh, mo dau bang su phat trién
cia mé hinh du doan rui ro dwoc kiém chung trén toan quéc
duoc goi 1a Phuong trinh rai ro suy than (KFRE).14 KFRE du
doan rui ro 2 va 5 nam cua ESKD sir dung 4 bién sé: tudi, gigi
tinh, eGFR va ACR. Cic bac si da khoa c6 thé sir dung diém s6
KFRE dé xac dinh nhitng bénh nhan méc CKD c6 nguy co tién
trién cao hon va nhiing nguoi nén dwoc chuyén dén khoa than.
Vi du, Mang lu6i than Ontario goi ¥ ring nhitng ngudi c6 diém
KFRE trong 5 nam 16n hon 3%-5% c6 thé dugc husng loi tir
viéc gigi thiéu bénh nhan than.17

Diém Phuong trinh Rui ro Suy than gitp cac bac si da khoa can
bang viéc kiém soat yéu t6 nguy co tim mach vai nguy co st
dung nhiéu thuéc. KFRE thuc ddy cach tiép can c& nhan héa ¢
nhimg nguoi yéu dudi; nhitng ngudi co diém sé KFRE ¢6 nguy
co thip c6 thé khdng yéu cau kiém soat chat ché huyét &p, lipid
va duong huyét dac biét dé bao vé tai tao, do d6 co kha ning
lam giam viéc ding nhiéu thube, nguy co té ngd va cac tac dung
phu lién quan dén thubc nhu AKI. KFRE c6 nhiing han ché, n6
c6 thé dy doan kém chinh xac hon ¢ nhiing bénh nhén bi viém
cau than, hodc
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hereditary or structural diseases such as polycystic kidney
disease.14 However, these conditions are less prevalent in older
populations. The KFRE should not be used in patients with AKI
or fluctuating eGFR.14

What are the risk factors for progressive
CKD?

Factors associated with an accelerated rate of GFR decline
include hypertension, hyperglycemia, atherosclerotic cardio-
vascular disease, smoking and previous episodes of AKI.18

Box 2: Chronic kidney disease stages, albuminuria
categories and the components of the Kidney Failure
Risk Equation (KFRE) score

Chronic kidney disease stages by GFR (mL/min/1.73 m?)
* G1=90

* G2 60-89

* G3a45-59

* G3b30-44

® G415-29

e G5<15

Albuminuria category by urine (mg/mmol)
* Al<3

* A23-30

* A3>30

(Higher stages of chronic kidney disease, especially in conjunctior
with higher degrees of proteinuria, are associated with increased
risk of end-stage kidney disease.®)

KFRE score

The KFRE (available at https://kidneyfailurerisk.com/) provides
further prognostic information by calculating the 2- and 5-year ris
of developing end-stage kidney disease, using the 4 variables
below. It should be specified whether the test was done in North
America or elsewhere.**

* Age
® Sex
* eGFR
* ACR

Note: A= albuminuria, ACR = albumin-to-creatinine ratio, G = GFR, GFR =
slomerular filtration rate

Blood pressure (BP), lipid and blood glucose control are the
cornerstones of CKD management.18 Blood pressure control
and albuminuria reduction are reno-protective; renin—
angiotensin-— aldosterone system (RAAS) blockade and sodium-—
glucose cotransporter 2 (SGLT2) inhibition are important for
achieving these goals.19 However, guidelines do not agree
regarding the optimal BP targets for older patients.
Hypertension Canada (2020) recommends a target BP goal of
less than 130/80 in patients with CKD and diabetes mellitus,
and less than 120/80 in patients with CKD without diabetes
mellitus, irrespective of age.19 These recommendations are
based primarily on analysis of the Systolic Blood Pressure
Intervention Trial (SPRINT), which included older patients, and
the Hypertension in the Very Elderly Trial (HYVET), which
included patients older than 80 years.20,21 The Kidney Disease:
Improving Global Outcomes (KDIGO) international working
group’s 2021 guidelines on hypertension recommended
intensive BP lowering (systolic < 120 mm Hg), irrespective of
diabetes status and age.22 Caution must be exercised in older
adults; KDIGO guidelines acknowledge the limitations of
evidence for BP lowering in patients older than 75 years.22
Individuals with substantial frailty who have a higher risk of
postural hypotension and falls may benefit from more liberal BP
targets.20,21 Post hoc analysis of the SPRINT trial showed a
higher risk of adverse events in patients with lower diastolic
BP.23 Similarly, glycemic control should be based on patients’

céc bénh di truyén hodc cdu tric nhu bénh than da nang.14 Tuy
nhién, nhiing tinh trang nay it phé bién hon & nhiing ngui lon
tudi. Khéng nén sir dung KFRE ¢ nhitng bénh nhan méic AKI
hoac eGFR dao dong.14

C4c yéu to riai ro ddi véi CKD tién trién l1a
gi?

Céc yéu t6 lién quan dén tdc do suy giam GFR ting nhanh bao
gom tang huyét ap, ting duong huyét, bénh tim mach do xo vira
dong mach, hat thude va cac dot AKI trude d6.18

Hop 2: Cac giai doan bénh than man tinh, phan loai
albumin niéu va cac thanh phan ctia thang diém Phuong
trinh Rui ro Suy than (KFRE)

Giai doan bénh than méan tinh theo GFR (mL/phiit/1,73 m?)
= G1290

- G2 60-89

- G3a4559

« G3b 30-44

+ G4 15-29
* G5 <15

Phan loai albumin niéu theo nudc tiéu (mg/mmol)
- Al<3
= A2 3-30
- A3 > 30

(Cac giai doan cao hon ctia bénh than man tinh, dac biét Ia khi két hap
vdi mirc dé protein niéu cao hon, cé lién quan dén viéc tang nguy
cd méc bénh than giai doan cudi.?)

diém KFRE

KFRE (co tai https://kidneyfailurerisk.com/) cung cép thém

théng tin tién lugng bang cach tinh todn nguy co phéat trién bénl
than giai doan cuéi trong 2 va 5 nam, st dung 4 bién s&

bén dudi. CAn néu rd liéu thir nghiém dugc thuc hién & Bac

My hay & noi khac."4

* Tudi
* Gidi tinh
- eGFR

= ACR

Ghi chi: A = albumin niéu, ACR = ty 1& albumin-creatinine, G = GFR,
GFR = mifc lgc cau than.

Kiém soat huyét ap (HA), lipid va duong huyét 1a nén tang cua
quan ly CKD.18 Kiém soat huyét ap va giam albumin niéu co
tac dung bao vé than; Uc ché hé théng renin-angiotensin—
aldosterone (RAAS) va tic ché ddng van chuyén natri—glucose 2
(SGLT2) rét quan trong dé dat duoc cac muyc tiéu nay.19 Tuy
nhién, cac huéng dan khéng théng nhat vé& cac muc tiéu HA tdi
wu cho bénh nhan 16n tudi. Té chuc Hypertension Canada
(2020) khuyén nghi muc tiéu HA du6i 130/80 & bénh nhan mic
bénh than man va dai thao duong, va dudi 120/80 & bénh nhan
méc bénh than man ma khong méc dai thao duong, bt ké tudi
t4c.19 Nhitng khuyén nghi nay chii yéu dua trén phan tich cua
Thir nghiém can thiép huyét 4p tam thu (SPRINT), bao gém céc
bénh nhan Ién tudi, va Thir nghiém ting huyét &p & nguoi rat
cao tudi (HYVET), bao gdm céc bénh nhan trén 80 tui.20,21
Bénh than: Cai thién két qua toan ciu (KDIGO) quéc té huéng
din nam 2021 cua nhém cong tac vé ting huyét 4p da khuyén
nghi ha huyét &p tich cuc (tdm thu < 120 mm Hg), bat ké tinh
trang bénh tiéu duong va tudi tac.22 Phai than trong & ngudi 16n
tudi; Cac husng din caa KDIGO thira nhan nhitng han ché cua
bang chung v& viéc ha huyét 4p & nhitng bénh nhan trén 75
tudi.22 Nhitng nguoi yéu suc niang c6 nguy co cao bi ha huyét
ap tu thé va té nga cd thé dugc huong loi tir cAc muc tiéu huyét
ap tu do hon.20,21 Phéan tich hau kiém cua tht nghiém SPRINT
cho thay nguy co bién ¢ bét lgi cao hon & nhiing bénh nhan cé
huyét 4p tdm truong thép hon.23 Tuong tu, viéc kiém soat
dudng huyét nén dua trén két qua diéu tri dic trung bénh nhan.
4
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characteristics. The 2018 Diabetes Canada guideline recom-
mends that glycosylated hemoglobin (HbAZ1c) targets should be
adjusted according to the level of frailty: aiming for HbAlc
7.1%-8.5% in patients with dementia is a reasonable strategy,
with a focus on avoiding extremes in blood glucose levels.24
For most other older patients, the target should be HbAlc
7.5%-9.0%.25

Statin use in older patients reduces cardiovascular events and
mortality, but this effect is attenuated or even lost in those older
than 85 years.26 If myopathies are identified, lower statin
dosing should be considered.26 Given the potential
musculoskeletal adverse effects of statins, it may be prudent to
defer statin therapy in patients with poor nutrition who are
already at risk of sarcopenia and falls.26

Special considerations for older adults with
CKD

Electrolyte management

Hyperkalemia is an important consideration in older patients
with CKD, especially those on RAAS blockers. Potassium
levels of 6.0 mmol/L or higher require urgent assessment and
intervention.27 Potassium levels chronically between 5.4 and
6.0 mmol/L should prompt physicians to assess dietary
potassium intake, adjust doses of RAAS blockers and consider
oral potassium binders.27 Traditionally, sodium polystyrene
sulfonate has been used to control potassium; however, these
agents confer a small risk of gut necrosis, especially when
combined with sorbitol.28 Recently, newer potassium binders
(sodium zirconium cyclosilicate and patiromer) have become
available in Canada, which have been shown to be safer and
effective for potassium control, and may allow continuation of
RAAS blockers while allowing for diet liberalization.27

A common and treatable cause of hyperkalemia in older adults
is constipation.29 Osmotic laxatives, such as lactulose and
polyethylene glycol, are safe when used judiciously in such
patients, and can help excrete potassium with or without added
potassium binders.29 Sorbitol and phosphate-based enemas
should be avoided, and magnesium-based laxatives should be
used with caution, given the risk of hypermagnesemia.27 Newer
agents such as secretagogues (linaclotide and lubiprostone) are
less commonly used but are safe and effective in CKD and may
help excrete phosphate as well.27

Strategies such as dietary potassium restriction and diuretics can
have considerable adverse effects in older patients. Restrictive
diets can lead to malnutrition, and diuretics increase the risk of
AKI from volume depletion and electrolyte abnormalities,
including hyponatremia. In frail patients, consideration should
be given to discontinuing RAAS blockers rather than adding
medications to manage electrolyte abnormalities.

Anemia in CKD

Anemia is common in patients with advanced CKD (stages 4
and 5). Anemia of CKD is a diagnosis of exclusion and is
caused by relative erythropoietin deficiency.30 Symptoms of
anemia — such as fatigue, cognitive dysfunction and decreased
exercise tolerance — may be more prominent in older patients.

Huéng din vé Bénh tiéu duong nim 2018 cua Canada khuyén
nghi rang cac muc tiéu huyét sic té glycosyl héa (HbAlc) nén
duge diéu chinh theo mirc d6 suy nhuoc: nhim muc tiéu HbAlc
7,1%-8,5% & bénh nhan sa sGt tri tué 1a mot chién luoc hop ly,
tap trung vao viéc tranh ting huyét 4p qué mirc muc glucose.24
Pbi véi hau hét cac bénh nhan 16n tudi khac, muc tiéu nén la
HbAlc 7,5%-9,0%.25

Str dung statin & bénh I6n tudi 1am giam céc bién cé tim mach
va ty 1¢ tor vong, nhung tac dung nay bi giam hoic mit di ¢
nhimg nguoi trén 85 tudi.26 Néu bénh co duge xac dinh, nén
can nhéc giam lidu statin.26 Do céc tac dung phu tiém an ddi
V6i co xuong cua statin, nén can nhac sir dung statin. 6 thé than
trong tri hodn didu tri bang statin & nhiing bénh nhan dinh
dudng kém, nhiing ngudi da c¢6 nguy co bi thiéu co va té ngd.26

Can nhic dic biét cho ngudi 16N tudi bi CKD
Quan ly dién giai

Tang kali mau 1a mot can nhéc quan trong & nhiing bénh nhan
I6n tudi bi CKD, dac biét 1a nhiing nguoi dung thuc chen
RAAS. Nong do kali tir 6,0 mmol/L trg 1én can dugc danh gia
va can thiép khan c4p.27 Nong do kali trong khoang tir 5,4 dén
6,0 mmol/L thudng xuyén nén khién bac si danh gia lugng kali
trong ché do an udng, didu chinh liéu lvong thudc chen RAAS
va xem xét chat két dinh kali duong uéng.27 Theo truyén théng,
natri polystyrene sulfonate da duoc sir dung dé kiém soat kali;
tuy nhién, nhitng chit nay gay ra mot nguy co nho vé hoai tir
rudt, dac biét 1a khi két hop voi sorbitol.28 Gan ddy, cac chat
két dinh kali m&i hon (natri zirconium cyclosilicate va
patiromer) da c6 sin ¢ Canada, da duoc chiing minh I an toan
hon va hiéu qua hon trong viéc kiém soat kali, va c6 thé cho
phép tiép tuc dung thudc chen RAAS trong khi cho phép tu do
hoa ché d¢ an udng.27

Nguyén nhan phd bién va cé thé diéu tri duoc cua chimg tang
kali mau & ngudi 16n tudi 12 tao bon.29 Thube nhuan trang thim
thiu, nhu lactulose va polyethylen glycol, an toan khi sir dung
than trong va c6 thé gidp bai tiét kali c6 hogc khong thém chat
két dinh kali.29 Sorbitol va baze phosphate nén tranh thut thao
va nén than trong khi st dung thudc nhuan trang cé chtra magié
vi ¢6 nguy co ting magié mau.27 Cac thuéc maoi hon nhu thube
kich thich bai tiét (linaclotide va lubiprostone) it duoc s dung
hon nhung an toan va hiéu qua trong CKD va ciing c6 thé gidp
bai tiét phdt phat.27

Céc chién luoc nhu han ché kali trong ché do an uéng va thubc
loi tiéu c6 thé c6 tac dung phu dang ké & bénh nhan Ién tudi.
Ché d6 an kiéng han ché c6 thé din dén suy dinh dudng va
thuéc loi tiéu 1am tang nguy co AKI do giam thé tich va bat
thuong dién giai, bao gom ha natri mau. O nhitng bénh nhan
yéu, nén can nhic nging thudc chen RAAS hon 14 thém thudc
dé kiém soat cac bat thuong vé dién giai.

Thiéu mau trong CKD

Thiéu mau thudng gap ¢ bénh nhan CKD tién trién (giai doan 4
va 5). Thidu mau CKD la chin doan loai trir va gay ra bai su
thiéu hut twong dbi erythropoietin.30 Céc triéu chung thiéu mau
— ching han nhu mét moi, réi loan chic ning nhan thic va
giam kha ning gang sirc — c6 thé ndi bat hon ¢ ngudi lon tudi.
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Iron deficiency is also common, owing to poor absorption and
malnutrition. Identifying iron deficiency requires nuanced
interpretation of ferritin and transferrin saturation (Table 1).
Ferritin levels are often elevated in patients with CKD and have
low sensitivity for ruling out iron deficiency.32 Iron should be
supplemented as indicated. Nephrologists may initiate an
erythropoietin-stimulating agent to target a hemoglobin range
between 100 and 110 g/L.32 Higher targets may be aimed for in
patients with limited survival, but this brings with it a small risk
of thrombosis and stroke events.

Osteoporosis and bone health

Bone health is an important consideration for older adults with
CKD. Patients with CKD stage 5 often have secondary
hyperparathyroidism, contributing to an increased risk of
fragility fractures.33 Evidence regarding the best method of
vitamin D supplementation is unclear.34 Hyperphosphatemia in
CKD is common, but phosphate reduction is controversial in
older patients. Limiting protein intake can lead to poor nutrition
and worsened frailty.35 Oral phosphate binders (e.g., calcium
carbonate) may allow for liberalization of diet, but can increase
pill burden and cause constipation. Use of antiresorptive therapy
such as bisphosphonates or denosumab is relatively contra-
indicated and should be considered only with dose adjustment
after discussions with nephrology and experts in osteoporosis.36

Goals of care planning

Patients and families should receive sufficient education about
the benefits and harms of dialysis and participate in a shared
decision-making process. Goals of care for ESKD should
incorporate the patient’s values and preferences.37

Patients with ESKD develop uremic symptoms that include
fatigue and volume overload.38 Kidney transplantation has
substantial survival benefits in older patients39 but this may not
be a viable option in frail patients with limited life expectancy.

Box 3: Approach to shared decision-making in older
adults with advanced chronic kidney disease
Explore goals of care in chronic kidney disease®”

* |dentify substitute decision-maker or power of attorney

* Explore goals, wishes, values

* Explore limitations

* Explore cultural context

Use prognostic tools

Identify patients who may benefit from conservative
management

* Rockwood Clinical Frailty Scale**
* Palliative Performance Scale*®®
* Karnofsky Performance Status*

* Surprise question: Would you be surprised if the patient were
still alive in 6 months?3?

Disclose prognostic information to patients who may have
limited benefit from dialysis (decreased quality of life, limite
survival benefit)*”

Incorporate patient goals and values to outline a treatment
plan, including
* Transplant
* Dialysis
* Home options such as home hemodialysis and peritoneal
dialysis
* In-centre hemodialysis

* Conservative kidney management

Thiéu sit phd bién do kém hap thu va suy dinh dudng. Xac dinh
tinh trang thiéu st doi hoi phai giai thich sic thai do b&o hoa
ferritin va transferrin (Bang 1). Nong d¢ ferritin thuong ting cao
& bénh nhan CKD va c6 do nhay thip trong viéc loai trir tinh
trang thiéu sit.32 Sét nén duoc bd sung theo chi dinh. Cac béc si
chuyén khoa than c6 thé bét diu sir dung mot chat kich thich tao
hong cau dé nhiam muc tiéu pham vi huyét sic t6 trong khoang
tir 100 dén 110 g/L.32 Cac muc tiéu cao hon co thé dugc nhim
dén & nhiing bénh nhéan c6 kha niang sdng s6t han ché, nhung
diéu nay mang lai nguy co huyét khdi va dot quy nho.

Loing xwong va sic khée cia xwong

Stic khoe ctia xuong can can nhic ddi véi ngudi 1on tudi méc
CKD. Bénh nhan CKD giai doan 5 thuong bi cuong can giap
thir phat, lam ting nguy co gy xwong.33 Bing chimng phuong
phép bd sung vitamin D tét nhét la khong rd rang.34 Ching
tang phosphat mau & bénh nhan CKD 1a phé bién, nhung giam
phosphate con gay tranh cdi & bénh nhan Ion tudi. Han ché
lwong protein dn vao c6 thé dan dén tinh trang dinh dudng kém
va ém yéu tram trong hon.35 Chat két dinh phdt phat duong
udng (canxi cachonat) cé thé cho phép tu do héa ché do in,
nhung lam ting ganh nang thudc va gay tao bon. St dung liéu
phap chéng huy xwong nhu bisphosphonates hodc denosumab bi
chéng chi dinh tuong di va chi nén xem xét khi didu chinh liéu
sau hoi chan véi khoa than va cac chuyén gia vé lodng xuong.36

Muc tiéu 1ap ké hoach chim séc

Bénh nhan va gia dinh nén duoc gido duc day du vé loi ich va
tac hai cua loc mau va tham gia vao qué trinh ra quyét dinh
chung. Céc muc tiéu cham soc ESKD nén két hop cac gié tri va
s¢ thich cua bénh nhéan.37

Bénh nhan ESKD phat trién triéu chung uré huyét gdm mét moi
va qua tai thé tich.38 Ghép than mang lai loi ich séng sét dang
ké & bénh nhan Ion tudi39 nhung day khong phai la mot lya
chon kha thi & nhitng bénh nhan ém yéu véi tudi tho han ché.

H&p 3: Cach ti€p can chia sé quyét dinh & ngudi
cao tudi mac bé&nh th&n man tinh ti€n trién
Kham pha cac muc ti&u cham sdéc trong bénh th@p man tinh*7
+ Xa&c dinh ngudi ra quyét dinh thay thé hoéc gidy ay quyén
- Kham pha muc tiéu, mong mudn, gia tri
= Kham pha nhirng han ché
® Kham pha bdi cadnh van hda
Strdung céc céng cu tién Igng
Xac dinh nhitng bénh nhan cé thé dugc hudng lgi tor
quan ly bao tha
+ Thang di&m bénh tat |lam sang Rockwood'4
= Thang do higu sudt giam nhe45
« Tinh trang Hiéu suéat Karnofsky46
= Cau hdi bdt ngd: Ban cd ngac nhién khéng néu bénh nhan van
con séng sau B thang nira?37

Tiét 16 thong tin tién lugng cho nhirng bénh nhan cé thé bi
han ché lgi ich tir¥ loc mau (gidm chét lwong cudc séng, loi ich
s8ng con han ché&)37

K&t hdp cac muc tiéu va gia tri cia b&nh nhan d&€ vach ra mét k€ hoach
diéu tri, bao gém
« Cay
= Loc mau
- Cac lua chon tai nha nhw chay than nhan tao tai nha va thdm phar
phic mac
e Chay than nhan taoc tai trung tim

= Quan ly than bao ton
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Table 3: Suggestions for management of symptoms related to chronic kidney disease in older adults

Symptoms Management

Fatigue Optimize anemia management.
Optimize cardiac function and ensure adequate diuretic doses.
Consider dose reduction of B-blockers.
Consider an exercise program.**
Optimize nutrition.

Dyspnea Restrict salt and fluid consumption.

Consider volume overload. Higher doses of furosemide may be required as GFR drops.

Optimize anemia management.

Pain Avoid oral NSAIDs. Topical agents may be used with caution.
Acetaminophen may have limited efficacy.

Neuropathic agents such as gabapentinoids (start gabapentin at 100 mg orally daily). Monitor for fall risk.

Opioids may be used for itting pain.
4-6 h, as necessary).
There is limited evidence for cannabinoid use in CKD.

Nausea Treat constipation.
Large meals and strong smells may be triggering.

phone is the preferred opioid (start with 0.5 to 1 mg orally every

Metoclopramide (2.5 mg orally every 4 h, as necessary) and ondansetron (4-8 mg orally every 8 h, as necessary).*
Atypical antipsychotics such as olanzapine (2.5 mg orally every 4 h, as necessary) or low-dose haloperidol (0.5 mg

orally every 4 h, as necessary) can be beneficial.**

Pruritus Thick emollients should be first line for symptomatic relief.
Patients should avoid hot showers or baths as they may exacerbate dryness
Topical agents include and thol-based and low-p

may be effective.
Gabapentinoids and SSRis at low doses may be helpful.

y steroids. Capsaicin-based creams

Antihistamines should be avoided, but hydroxyzine may be used with caution (10 mg twice per day, as necessary).

Ultraviolet-B therapy may be used (poor evidence).*

Sleep di Nonphar

include exercise, reducing caffeine and limiting fluid intake in the evening.

Diuretics should be dosed earlier in the day (e.g., second dose of furosemide no later than 2 pm).

Treat benign prostatic hyperplasia where applicable.
Treat pain, restless leg syndrome and pruritus.

Consider melatonin (initiate at 3 mg at night) and mirtazapine (initiate at 3.75 mg to 7.5 mg at night).

Restless leg or Manage factors such as iron i and use of antidep

cramping or both Low-dose ion may be
Gabapentinoids (start gabapentin 100 mg orally at night and titrate up).

Consider dopamine agonists such as pramipexole (0.125-0.25 mg orally three times daily, as necessary) or ropinirole

(starting dose 0.25 mg/d).**

Depression Manage contributing symptoms (e.g., pain, insomnia, pruritus).®
Optimize social supports.

Nonpharmacologic interventions include cognitive behaviour therapy and exercise.*

Dose-adjusted antidepressants such as mirtazapine may be effective.

Note: CKD = chronic kidney disease, GFR = glomerular filtration rate, NSAID = i 8, SSRI=

in reuptake inhibitor.

Triéu chifng

Mét méi

R6i loan gidic ngd

Hgi chimg chain knsng yén hadc
ehudt rit hode cd hai

Tram cam

Although dialysis may provide increased survival and symptom
relief, the benefit is modest in older and frail patients, and
dialysis can be associated with considerable reduction in
independence and quality of life.40 In Canada, patients with
ESKD who are older than 70 years have a 1- and 5-year survival
of 76% and 28%, respectively.41 Older patients undergoing
dialysis experience substantial symptom burden including
fatigue, pain, muscle cramps, insomnia and cognitive
impairment.42 Older, frail patients may better tolerate home-
based modalities such as peritoneal dialysis, which is associated
with less hypotension than hemodialysis, and can be provided
with the help of home care nurses.42

Conservative kidney management without dialysis multiple

Su quanly

T61 wu héa quan I thidu mau
T8 wu hoa chise nang tim va dam bao i Iidu Ioi tidu
Can nhéc giam ligu thudc chen O
Xem xét mdt chuang trinh t8p thé duc 43
6 tu héa dinh dudng

Han ché tiéu thy mudi va chat Isng
Xom xé tinh trang qua thi m krong, Libu €ao hon cia furosemide co th Guc yéu chu khi GFR gidm xugng,
T6i wu héa quan Iy thidu mau.
Tranh uling NSAID. Céc tic nhin ti ch cb thé duge si dung mét cach hén trong
Acetaminophen c6 thé c6 hiéu qua han ché.
Gac téc nhin gdy bih than kinh rhr gabapentinolds (bt dbu ding gabapentin vl Ku 100 mg uGng hang ngay). Theo dd nguy carté ngd
Opioids cé thé dudc sir dung cho con dau khang ngét. Hydromorphone 1a opioid dugc ua thich (bdt dau vél 0,5 dén 1 mg ung mébi
4-6 h, néu cain).

VB vibe s dung XD,

Tri to bon

Céc bira &n 1on va mii ndng néc co the gay ra
Metoclopramide (2,5 mg udng 4 giss mot fan, néu can) va ondansetron (4-8 mg udng 8 gio' mot fan, néu can).43 Thude
chéng loan than khang dién hinh nhu olanzapine (2,5 mg usng 4 gid mdt 1an, néu can) hoac haloperidol liu thp (0.5 mg
uBng 4 gi mdt fan, néu can) co thé b Igi.43 Chit
1am mBm dac nén 14 thuSc dau tién d& gidm tridu chirng
Bénh nhan nén tranh tm nudc néng hode tam vi ching cé thé lam tram trong thém tinh trang
khd da. Cac thuc bdi bao gdm cac hop chilt dua trén long ndo vé tinh dBu bac ha va cac sterokl co hiéu Iuc thép. Kem dua trén capsaicin
6 thé co hiu qua.

Gabapentinoids va SSRIs & igu thap cd th hu ich.

Nén tranh ding thubc khang histamin, nhung ¢ thé than trong khi st dyng hydroxyzine (10 mg hai fan m& ngay néu can).
Lidu phap tia cye im-B 05 thé dugc siF dung (chimg eif kém) 43

Céc liéu phap khong ding thudc bao gdm tap thé duc, gidm caffein va han ché ubng nuéc vao budi t&i. Thusc
Iot ti§u nén duioe dang sém hon trong ngay (vi du: lidu furosemide thir hai khdng mudn hon 2 gids chidu).
DiBu Irj tiing san tuy&n tign ligt lanh tinh néu ap dung.
Tri dau nhirc, hdi chimg chan khdng yén va ngira
Cain nhiic i dung melatonin (bt @u vét iy 3 mg viio ban dém) va mittazapine (khéi du véi 118y 3,75 mg adn 7.5 mg vho
ban dém). Qudn ly cac yéu 18 co thé thay 08I duge nhu thidu sit va sir dung thudc chéng riim cém va thuSc 881 khang dopamin 43
B6 sung magié lidu thép co thé co li. Gabapentinoids (bat
Gau ubng gabapentin 100 mg vao ban dém va tang dan lidu rong).
Xem xét cac chét chd van dopamin nhu pramipexole (0,125-0,25 mg udng ba fan mbi ngay. néu can) hodc ropinirole (liéu
khéi dau 0,25 mg/ngay).43
Quan ly céac triéu chimng gop phan (vi dy: dau, mét ngl, ngura) 43
T6i vu héa hé trg xa héi.
Céc bién phap can thidp khong dung thusc bao gdm §éu phap hanh vi nhan thirc va t8p thé duc 43 Thudc
chéng trim cém Guge didu chinh theo lidu ugng nhu mitazapne c6 thé co hidu qué.

LuAs - CKD = Do than mn tinh, GFR = mir 06 cu thin, NSAID = thuc ehting vibm K¥ing stercid, SSRI = chit o ché 13| h&P thy Serckonh ¢6 chon 106

Mic du loc mau cé thé giup ting kha ning sdng sot va giam
triéu chumg, nhung loi ich nay rit khiém tén & nhitng bénh nhan
I6n tudi va yéu ot, va loc mau cé thé lién quan dén viéc giam
dang k& kha ning doc lap va chit luong cudc séng.40 O
Canada, bénh nhan mic ESKD trén 70 tudi cé Ty lé sdng s6t
sau 1 va 5 nam lan luot 1a 76% va 28%.41 Bénh nhan I6n tudi
trai qua qud trinh loc mau gap phai ganh nang triéu chung dang
ké bao gdbm mét moi, dau, chudt rat co, mit nga va suy giam
nhan thirc.42 Bénh nhan Ion tudi, yéu 6t c6 thé chiu dung tét
hon céc phuong thirc didu tri tai nha ching han nhu thdm phan
phic mac, it gay ha huyét ap hon chay than nhan tao va co thé
dugc cung cap vai sy tro gilip cua cac y ta cham soc tai nha.42

Quan ly than bao tdn khong loc mau nhiéu cac bénh di kém va
7



Review

comorbidities and high degree of frailty.43 The focus is on
managing symptoms and avoiding invasive or uncomfortable
therapies that offer minimal benefit in survival (Table 3).43
Using prognostic tools such as frailty scales can help identify
patients who might benefit from conservative kidney
management (Box 3).43 Developing partnerships with palliative
care services can help with transitioning patients to end-of-life
care as uremic symptoms worsen.43

Box 4: Unanswered questions

* What are the optimal blood pressure thresholds and targets for
older frail patients with chronic kidney disease? Which
antihypertensive medications should be first line in such
patients?

* |sthe Kidney Failure Risk Equation valid for adults older than
90 years?

* What are safe and effective options for symptom control for
older patients with chronic kidney disease (e.g., pain, pruritus,
sleep, fatigue, depression)?

* How can care providers (family doctors, geriatricians and
palliative care specialists) best care for patients with end-stage
kidney disease who choose conservative goals of care?

Conclusion

Chronic kidney disease in the older-adult population is
associated with substantial morbidity.1 A patient-centred
approach is necessary to balance the benefits of cardiovascular
optimization with the risks of adverse events and polypharmacy.
The KFRE is a valuable prognostic tool that can help physicians
identify high-risk patients who warrant more intense
management.14 Management of older patients must incorporate
geriatric competencies. By appreciating how CKD affects older
patients, primary care providers and nephrologists can pursue a
nuanced and holistic approach to care, while respecting patients’
goals and values.43 Future research should address gaps in
knowledge about optimal blood pressure targets, symptom
management and best care for older patients with endstage renal
disease who decide not to start dialysis (Box 4).
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muc d6 suy yéu cao.43 Trong tam la kiém soat céc triéu ching
va tranh céc liéu phap xam lan hoc khong thoai mai mang lai
loi ich tdi thiéu trong viéc séng sét (Bang 3).43 St dung céc
codng cu tién luong nhu thang diém yéu ¢ thé giup xac dinh
nhiing bénh nhan cé thé huong loi tir viéc quan ly than bao ton
(Hop 3).43 Phat trién quan hé ddi tac véi cac dich vu cham soc
giam nhe c6 thé gitp chuyén bénh nhan sang dich vu cham soc
cudi doi khi cac triéu chimg tang uré huyét nang hon.43

Hép 4: Mhitng cau hdi chua dugce tra g

» Nguéng va muc tiéu huyét ap t6i uu cho bénh nhan gia yéu
mdac bénh than man tinh |4 gi? Nhitng loai thudc ha huyét
ap nao nén dugc sl dung déu tién & nhilng bénh nhan
nhu vay?

® Phuadng trinh rdi ro suy than co gia tri déi vdi ngu'di 16n trén 90
tudi khéng?

* Cac lua chon an toan va hiéu qua dé kiém soat triéu chirng
cho bénh nhan Ién tudi mac bénh than man tinh (vi du: dau, ngtr.
ngu, mét moi, tram cam)?

® | am thé nao cac nha cung cip dich vu cham s6c (bac si gia dinh, bac =7
a0 khoa va chuyén gia chim séc gidm nhe) co th# chdm séc t6t nhét cho bénh

nhin méc bénh thén giai doan cudi chon muc tiéu cham séc bdo tén?

Phan két luan

Bénh than man tinh ¢ ngudi 16n tudi ¢6 lién quan dén ty 16 mic
bénh dang ké.1 Cach tiép can lay bénh nhan lam trung tam la
can thiét dé can bang gitra loi ich cua viéc téi wu hoa tim mach
v6i nguy co bién ¢ bét loi va st dung nhiédu thuéc. KFRE la
mot cong cu tién luong c6 gia tri co thé gitp bac si xac dinh
nhitng bénh nhan c6 nguy co cao can duoc quan Iy chat ché
hon.14 Quan ly bénh nhén 16n tudi phai két hop nang luc 130
khoa. Bang cach danh gia cao anh huéng cia CKD dbi véi bénh
nhan 16n tudi, cac nha cung cép dich vy chim soc chinh va bac
sT chuyén khoa than c6 thé theo dudi cach tiép can cham soc
toan dién va séc thai, ddng thoi ton trong cac muc tiéu va gia tri
cia bénh nhan.43 Nghién ctru trong twong lai nén giai quyét
nhitng 16 héng kién thirc v& muc tiéu huyét ap ti wu, quan Iy
triu chung va cham soc tét nhét cho nhitng bénh nhan 1on tudi
méc bénh than giai doan cudi quyét dinh khéng bét dau loc méu
(Bang 4).
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