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“Very often there is 
nobody looking at the big 
picture or recognising that 

what is best for the 
disease may not be best 

for the patient” 



• “what is missing is 
someone who can look 
at the big picture and 
see my health as a 
whole” 

– Patient 

• “The default position is 
to treat complicated 
patients as collections 
of malfunctioning body 
parts rather than as 
whole human beings” 

– Geriatrician 

 





UK Renal Registry 18th Annual Report 

Figure 1.3. RRT incidence rates between 1980 and 2014 

Why is comorbidity an issue? 



UK Renal Registry 18th Annual Report 

Figure 2.4. Age profile of prevalent RRT patients by 
modality on 31/12/2014 

25% of the dialysis population is at 
least 70 years old 



UK Renal Registry 18th Annual Report 

Figure 6.4. Percentage of patients with comorbidity by 
ethnic origin in each age group at the start of RRT 

2013–2014 

Age = Comorbidity 



What are the co-morbid conditions? 
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UK Renal Registry 18th Annual Report 

Figure 6.1. Prevalence of ischaemic heart disease amongst incident 
patients 2013–2014 by age at start of RRT 



UK Renal Registry 18th Annual Report 

Figure 6.2. Prevalence of non-coronary vascular disease amongst 
incident patients 2013–2014 by age at start of RRT 





Don’t forget frailty 

• A loss of physiological 
reserve, susceptible to 
disability from minor 
stressors. 

• Vulnerable to challenge 
from the environment. 

• Not dependent on age 
or co-morbidity 



Frailty ≠ Co-Morbidity 
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• 50% of patients older 
that 65 were frail. 

• Frail HD patients have 
increased hospital 
admissions and death 
even adjusting for co-
morbid conditions. 

• Young frail patients do 
as badly as elderly frail. 

J Am Soc Geriatrics May 2013 



Talal A. Alfaadhel et al. CJASN 2015;10:832-840 

“Failure to thrive” syndrome 



The 5 Challenges of Multi-Morbidity 

• No evidence base for managing multiple 
conditions. 

• Patients often have a “poor” record of 
adherence and self management. 

• Frailty begins before dialysis 



Co-Morbidity Undermines Patients 
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An isolated approach will not work 

Dialysis Morbidity 





The 5 point plan 



1. Get on call 
Maintain on call 

≤30% 

http://www.kalingahospital.com/data/images/transplant1.jpg


Benefit of Renal Transplant 
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2. Focus on New Starts 

Focus on first 6 months 



What to target in the first year 

• Good dialysis 
– Not just Kt/V 

• Pharmacy surveillance 
– Reconciliation / drug interactions 

• Nutrition 
– Supplementation and restriction 
– Body composition 

• Cardiovascular status 
– Fluid overload 
– Hypertension 
– Coronary artery disease 

• Infection prevention 
– Access / prompt treatment 

• Social support 
– Benefits, enhanced care, occupational therapy 



3. Prevent and react to admissions 



Hospital admission rates before death. 

Len A. Usvyat et al. Nephrol. Dial. Transplant. 

2013;ndt.gft219 

© The Author 2013. Published by Oxford University Press on behalf of ERA-EDTA. All rights 

reserved. 





4. Provide good, joined up diabetic 
care 

PILLARS OF CARE 

Optimal glycaemic control 

Avoid extremes of glycaemia 

Reduce cardiovascular risk 

Foot screening 

Retinopathy screening 

Treat anaemia 

Treat bone disease 

The dialysis bit!! 

Managing complex long-term conditions (LTC) and multi-morbidity RCP Feb 2016 



• Disengaged with the 
diabetic service. 

• Atrophy of skills and 
capacity to self manage. 

• Education of nursing staff. 

• Support to pharmacy, 
dietetics and podiatry. 

• Changing the culture of 
the HD unit. 

• Continuity of care 



5. Timely conservative care 



Shahid M. Chandna et al. Nephrol. Dial. Transplant. 

2011;26:1608-1614 





Triggers for discussing conservative 
care 



But it’s not straightforward! 

• I don’t fancy the idea of having to lay on the bed 
there for 4 hours, but, you know, it’s – the 
alternative is death, isn’t it, so there’s no choice.  

• I don’t want to waste a week of my life all the 
time – when I can be sat at home, enjoying 
myself, you know. I mean, to me, I’m going to lose 
my life if I’m going to have to be on dialysis.  

• I’m 81 so it really don’t matter to me, I thought 4 
hours out of your life twice a week, what 
difference does it make . . . I mean I would only 
be sat watching the television anyway.  
 
 



Awareness for 
Patient and Family 

Staff training and 
time 

Register (enhanced 
surveillance 
programme) 

Palliative care 
input 

Primary Care input 










