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Chronic kidney disease and its treatment in the elderly:
an integrafive review

Abstract

Population aging, along with the increasing incidence of chronic diseases, has
contributed to a global rise in the prevalence of chronic kidney disease (CKD). The aim
of this study was to perform an integrative review of proposed treatments for elderly
patients with non-dialysis phase CKD. A literature search was performed of studies
written from January 2002 to May 2013, registered on the MEDLINE, LILACS,
ScELO and Science Direct electronic databases, using the keywords: chronic kidney
disease, treatment and elderly. Complete, freely available articles were included. Initially,
215 items were identified. After the eligibility phase, 13 articles were included in this
integrative review. The therapeutic interventions recommended for the management of
CKD include the control of hypertension, diabetes and dyslipidemia, changes to diet,
weight reduction and abstinence from smoking. In terms of treatment, for many older
people with CKD, an individualized patient-centered approach may be more effective
than the traditional disease-oriented strategy. Referral to a nephrologist appears to be a
beneficial procedure for the management of renal disease. While there was an apparent
effort by researchers to institute more effective therapeutic approaches, there was little
evidence of interventions that might improve survival rates of elderly patients with
CKD. However, some interventions prevent exacerbation of the disease, and delay
the progression of CKD. There is therefore a need to conduct long-term randomized
controlled trials of elderly patients with CKD in order to identify the most effective

therapeutic procedures for the control of this disease.

! Universidade Sdo Judas Tadeu, Programa de Pés-graduacio em Ciéncias do Envelhecimento. Sio Paulo,

SP, Brasil.

Correspondence
Fernanda Guilhermino Magalhaes
E-mail: fmagalhaes@saojudas.br

Fernanda Guilhermino Magalhdes'
Rita Maria Monteiro Goulart!

Key words: Renal
Insufficiency, Chronic.
Disease, Chronic Kidney.
Aging. Therapeutics.

Review ARTicLE

679



Rev. Bras. Gewire. GerontoL., Rio oe Janeiko, 2015; 18(3):679-692

INTRODUCTION

Chronic Kidney Disease (CKD) is defined
as an abnormality in renal structure or function
which is present for a period of three months

or longer and has resultant implications for
health, with glomerular filtration rate (GFR)
and albuminuria being used to define the stages
of the illness.! (Table 1)

Table 1. Classification of chronic kidney disease (CKD), categorized by glomerular filtration rate (GFR)

and albuminuria. Sao Paulo, SP, 2013.

Cat GFR Albumin excretion  Albumin/creatinine Descrinti
ategory (mL/min/1.73 m?  rate (mg/24 hours) ratio (mg/g) eseription
GFR

Gl 290 - - Normal or high
G2 60-89 - - Slightly reduced*t
G3a 4559 . . Mildly or
moderately reduced
G3b 30-44 i ) Moderately to
severely reduced
G4 15-29 - - Severely reduced
G5 <15 - - Kidney failure
Albuminuria
Al ) <30 <30 Nor@al to slightly
increased
|
A2 : 30-300 30-300 Moderately
increased*
A3 - >300 >300 Severely increased}

Adapted from references 1 and 6; *in relation to the level of young adults; tin the absence of evidence of kidney damage, the G1 and G2 GFR
categories do not meet the criteria for DRC; fincluding nephrotic syndrome (albumin excretion rate generally> 2200mg/24 hours; albumin/

creatinine ratio> 2220 mg/g).

Population aging and an increasing incidence
of diabetes, arterial hypertension and other
illnesses and non-communicable diseases have
contributed to a global increase in the prevalence
of CKD and end-stage renal disease (ESRD),*’
leading to its recognition as a public health
problem.*” While it is debatable whether a
decrease in GFR or an increase in the albumin/
creatinine ratio amongst the elderly is indicative
of the disease or simply part of the "normal ageing
process", it is worth remembering that ageing is

associated with a build-up of comorbidities and
increased medication use, which may lead to a
reduction in incidence of GFR and albuminuria.’

Strategies for the early identification and
treatment of individuals with CKD, who are at
risk of cardiovascular events and of progression
to the terminal phase of the disease, are required
the world over, especially in countries where renal
replacement therapy is not readily available.” In
addition, strategies are needed for the prevention,



early detection and treatment of complications
related to CKD, in order to prolong survival and
improve quality of life for patients.”

Considering that the over 60s are the fastest
growing segment of the global population, with
numbers set to increase from 841 million in 2013
to a projected two billion in 2050,°and that early
diagnosis and therapeutic interventions in the
early stages of CKD may have a favorable impact
on patients with renal dysfunction,’” awareness
of proposed strategies for the treatment of the
disease is becoming increasingly important.

The aim of this study, therefore, was to verify
the proposed treatments for elderly patients
suffering from chronic kidney disease in the
non-dialysis phase by means of an integrative
review.

METHOD

A survey was performed of studies of CKD
and its treatment among the elderly, including
complete and freely available articles in
Portuguese, English and Spanish. The survey
included the MEDLINE (National Library
of Medicine), LILACS (Literatura Latino-
americana e do Caribe em Ciéncias da Saude
(Latin American and Caribbean Health Sciences
Literature, in English)), SciELO (Scientific
Electronic Library Online) and Science Direct

Chronic kidney disease and treatment

data bases, using the key-words: chronic kidney
disease, treatment and elderly, in English only,
present in the abstracts, key-words or titles of
the articles.

Studies published between January 2002 and
May 2013 were selected for the review, subject to
the following inclusion criteria: publication date, a
freely available and complete text, in Portuguese,
English or Spanish, with participants aged over
00 and a thematic focus on conservative or non-
dialysis stage treatment of CKD.

The summaries of all the articles selected
through their keywords were read in full, and
those that did not meet the established criteria
were excluded from the study, as were works that
were repeated across different databases.

Aninitial survey of the MEDLINE, LILACS,
SciELO and Science Direct databases found 215
articles. After the removal of duplicates from
within each database, 208 studies remained. In
the next stage, articles that were duplicated across
the databases were excluded, leaving 182 studies.
After the eligibility stage, which considered the
language of articles, whether or not they were
full-texts and the age of the participants, 178
studies were left. Works not investigating the
conservative treatment of CKD or that were
incomplete also were excluded. Finally, a total of
13 scientific articles were selected from literature
reviews and research reports. (Figure 1).
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215 articles from the databases
of MEDLINE, LILACS, SciELO
and Science Direct.

l

208 articles after the removal
of duplicates from within each
database.

l

182 articles after exclusion of
repetitions between databases.

l

178 full-text articles after
assessing eligibility (language
and age).

l

165 articles which did not
investigate the conservative
treatment of CKD or which

were incomplete were

l

13 articles were included in this
integrative review.

Identification

Screening

Eligibility

Inclusion

Figure 1. Scheme for selection of the articles found in the different databases. Sio Paulo, SP, 2013.



After selection of articles that met the
inclusion criteria, the studies were read in full
in order to extract, organize and summarize
the available information. On the basis of the
information gathered, a descriptive analysis of the
results was performed, enabling interpretation
and discussion of the findings. These stages
allowed the development of a synthesis of the
knowledge presented, as well as a presentation
of the available evidence regarding the proposed
recommendations for the treatment of elderly
persons suffering from non-dialytic stage CKD.

The information obtained from analysis of
the articles was organized into: 1) therapeutic
interventions proposed for the management of
CKD; 2) approaches to treatment; and 3) referral
to a nephrologist.

RESULTS
Therapeutic Interventions

The treatment objectives of all patients
with CKD, regardless of the cause, include
the prevention of cardiovascular events® and
a reduction in the rate of progression of the
disease, slowing or preventing ESRD and other

2,9

complications,” such as anemia, mineral bone

disorder and metabolic acidosis.!

Amongst therapeutic interventions, those

which are most prevalent in the literature

involve the control of arterial hypertension,**"”-

12 diabetes>''? and dyslipidemia,>"'""?
2,11,12,14

dietary
changes, weight loss and abstinence from

smoking.*'*

Control of arterial hypertension

Treatment of arterial hypertension is
considered a base for managing and delaying
the progression of CKD**"'* and reducing

cardiovascular risk. >>!!

Chronic kidney disease and treatment

The studies show that first-line treatment
for the control of arterial hypertension in CKD
patients consists of the use of antihypertensive
agents that inhibit the renin-angiotensin system,
such as angiotensin converting enzyme (ACE)
inhibitors and angiotensin receptor blockers

(ARB).2—4,7,9712

Although ACE inhibitors are agents used
to slow the progression of kidney disease, the
majority of studies address this function in non-
diabetic, chronic renal patients. The efficacy of
the therapy was more clearly shown in patients
with proteinuric CKD, and the treatment is
recommended as a first-line treatment for
this subgroup. The inhibition of angiotensin
converting enzymes has clear renal benefits for
patients with diabetic nephropathy and decreases
the risk of death, dialysis or transplant in
individuals with type 1 diabetes and established
nephropathy.?

The effects of ARBs on the progression of
CKD in non-diabetic patients have been studied
less than those of ACE inhibitors. ARBs are
antihypertensive drugs, effective for patients with
CKD, and reduce proteinuria to similar levels to
those achieved by ACE inhibitors.”> Therefore,
both ACE inhibitors and ARBs may be used
to slow CKD progression in patients with early
nephropathy, as they possess similar eficacy.'?

Treatment using a combination of ACEI and
ARB appears to be a viable option, capable of

212 as well as

providing additional renoprotection,
ameliorating cardiovascular events.” However, it
is necessary to carry out more extensive research
with different drugs from these classes in order
to better assess the safety and efficacy of these

2,12

combinations, *'* as such use could lead to more

frequent side effects than monotherapy.’

In patients who are intolerant to the use of
ACE inhibitors or ARBs, or with allergies to
hyperkalemia, for example, the use of calcium
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channel blockers proved to be effective in
controlling blood pressure and for renal
protection.'?

Glycemic control

Insufficient glycemic control (hyperglycemia)
has been associated with an increased risk
of diabetic and with the
development and progression of CKD.*'* In

nephropathy?

addition, diabetes and CKD are cardiovascular
risk factors and together they synergistically
increase cardiovascular mortality. Thus, patients
with type 2 diabetes and nephropathy are more
likely to die than to progress to the more severe
stages of CKD "

As with the wider population, elderly patients
with diabetes are clinically and functionally too
heterogeneous for the setting of standardized
rules. The though
adapted and prioritized for these patients, is

suggested  treatment,
inevitably highly complex and involves the use
of polypharmacy."" Pharmacotherapy involves
the use of medication from the metformin,
repaglinide, sulfonylurea and insulin classes.
In addition to pharmacological glycemic
control, the adoption of a hyperglycemic diet is
recommended, comprising no more than 130g
of carbohydrates per day in order to reduce the

toxic effects of hyperglycemia on the kidneys."

In order to preserve renal function and
considering both the benefits and risks,
professional bodies related to the treatment
of nephrology and diabetes recommend a
global glycosylated hemoglobin target (A1C) of
7.0%.>'* Additionally, it is worth emphasizing
that in debilitated patients there is an elevated
risk of hypoglycemia, making it extremely
important to control symptoms and prevent
metabolic decompensation. For this purpose, a
glycosylated hemoglobin level (A1C) of <8.5% is
recommended."

Control of Dyslipidemia

The treatment of dyslipidemia in the general
population has important advantages, both for
the reduction of cardiovascular risk and for the
prevention of cardiovascular disease (CVD).”
Use of statins has been recommended as a first-
line treatment for patients with CKD *!"'*> and
has the potential to reduce levels of low density
lipoprotein (LDL), as well as the risk of morbidity
and mortality related to cardiovascular disease
and declining renal function."”

However, more potent statins, such as
rosuvastatin, have been associated with harmful
effects on the kidneys, especially at higher doses
or with the concomitant administration of other
drugs that can increase blood levels. Thus, careful
monitoring is recommended,'? with emphasis on
evaluation of creatine kinase (CK) dosage due
to the risk of rhabdomyolysis, a more aggressive

16

and severe form of myopathy'® that can acutely

exacerbate renal dysfunction.

Dietary changes

As regards dietary changes, considering that
control of arterial hypertension is the basis for
treatment of CKD patients, limiting sodium
intake was described as a measure for the
prevention and control of high blood pressure.
However, the focus of the studies reviewed was
protein intake.>!!*!

A protein intake of 0.8g/kg/day for patients
with stage 3 CKD was recommended, with a
more pronounced reduction for those in stage 4,
prioritizing the consumption of proteins with a
high biological value."* According to Fouque &
Guebre-Egziabher,"” the recommended protein
intake for patients in stages 3 and 4 of non-
dialytic CKD is between 0.6 to 0.8g/kg/day.

Dietary restriction of protein can help
improve renal function, decreasing urinary



albumin excretion and presumably reducing
GFR decline.”” In addition, it is suggested
that the combination of a hypoproteic diet
supplemented by ketoacids can delay progression
of CKD without an accompanying deterioration
of nutritional status."

Based on wvarious pieces of evidence, a
more marked reduction in protein intake
is recommended in individuals with more
advanced, stage four CKD. In these patients,
hypoproteic diet may slow the decline of renal
function and relieve uremic symptoms caused by
accumulation of urea, phosphorus, sulphates and
organic acids. Commencement of dialysis can
therefore be delayed.”

Despite the benefits cited from the adoption
of a hypoproteic diet, long-term, randomized
and controlled clinical trials are necessary in
order to evaluate the risk-benefit balance of such
a diet among the eldetly."

Weight reduction and smoking

Epidemiological studies have identified a
relationship between lifestyle variables (diet,
obesity, exercise and smoking) and CKD."

Results of observational studies suggest that
obesity is associated with the development of
CKD, progression to ESRD and also mortality
linked to CKD. In patients with normal initial
weight, weight gain is to be avoided, since
increased weight heightens the risk of CKD
progression. Weight loss is recommended
for overweight persons, especially due to its
beneficial effects on the control of blood pressure

and glycaemia.”

A body mass index (BMI), which expresses
a relationship between the weight and height
of an individual, of less than 25kg/m? is
recommended, as is a waist circumference (WC)
of <102 cm for men and <88 cm for women.

Chronic kidney disease and treatment

Also, when possible, the practice of dynamic
moderate intensity exercise (walking, running,
cycling or swimming) for 30-60 minutes, four
to seven days per week, is recommended.? It is
worth noting that BMI recommendations do not
specifically consider the existing cut off points
for elderly individuals.

Smoking is associated with an increased risk
of progressive CKD and ESRD or CKD-related
death. Therefore, quitting smoking should be
encouraged.”

Although benefits related to weight reduction
and abstinence from smokinghave been reported,
the evidence is limited, making further research
with consistent interventions necessary.'?

Treatment approaches

There are various care models for CKD
patients. One is the disease-oriented approach,
demonstrating a direct causal relationship
between observed signs and symptoms and
underlying pathophysiological processes. This
features the advantage of a systematic framework
to guide and standardize disease management,
evaluation of results and patient performance,
with clearly defined disease processes."”

However, the adequacy of this approach has
been questioned, especially for patients with
limited life expectancy, functional impairment
and complex comorbidities. For these patients,
care models directed at the disease itself may fail
to address the main concern of the goals of the
patient and, in doing so, can lead to inappropriate
treatment strategies, with the potential of causing
greater harm than good."

Due to the limitations of care models directed
at the disease itself in older populations, a more
individualized and patient-centered approach,
specific for the elderly, has been adopted. This
approach prioritizes the goals and preferences of
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the patient and integrates the notion that signs
and symptoms are not necessarily the result
solely of disease process, but reflect the complex
interaction between disease processes, ageing and
psychological and social factors." Therefore, as
the treatments themselves can also have a serious
impact on the quality of life of older people and
their caregivers, it makes sense to discuss with
patients about their treatment preferences and
what results they are hoping for."

Another potential method discussed in the
literature is the multidisciplinary approach. The
results of several observational studies have shown
links between clinical care in multidisciplinary
CKD
preliminary economic analyzes also suggest that

and better clinical outcomes, and

this approach can be financially viable.”

Referral to a nephrologist

Several recent findings indicate that
early diagnosis of CKD, management of its
complications and eatly referral to medical
specialists can positively impact patients with
renal dysfunction.”” Furthermore, it should
be noted that late referral for the management
of CKD is associated with increased morbidity
and mortality in patients. Therefore, assessment
by a nephrologist is strongly recommended
for patients with a GFR of less than 30mL/
min/1.73m?, and should also be considered for

patients with stage 3 CKD.”

The role of the nephrologist is essential, as it
involves issues of proper diagnosis and a greater
expertise in specific therapies than other medical
specialties, as well as a superior ability to solve
the problems that may arise during clinical
follow-up. Although care for CKD patients by
nephrologists is not always ideal, recent efforts
involving comprehensive management with
nephrology consultation seem promising."

DISCUSSION

Therapeutic interventions that aim to delay
the progression of CKD focus on the treatment
of risk factors associated with its development
and aggravation, such as high blood pressure,
diabetes, obesity and smoking. Thus, strategies
to reduce CKD prevalence should include
programs of lifestyle modification and, possibly,
pharmacological interventions in high-risk
patients.”® It is worth mentioning that these
therapeutic interventions produce better effects
when instituted early in the course of renal

disease.™

Regarding the control of blood pressure
and its benefits in delaying the progression of
CKD and in the avoidance of cardiovascular
risk, the use of ACE inhibitors and/or ARBs as
first-line treatment for patients with CKD has
been recommended. It is important to highlight
that available data on the renal outcomes of
these drugs on the elderly is scarce, especially
in individuals aged over 70.>'""* However, it
must be considered that this recommendation
is derived from the guidelines of the Kidney
Disease Outcomes Quality Initiative (KDOQI)"
and, although most of the studies did not focus
on persons aged over 70, the evidence of reviews
conducted on the use of these drugs was positive.

In recognizing that a lack of glycemic
control is associated with an increased risk of
diabetic nephropathy and with the development
and progression of CKD and cardiovascular
mortality, it is essential that treatment of elderly
patients with diabetes be individualized and
adapted specifically, since this population
presents special needs, meaning care should be
integrated into a multidisciplinary approach. Such
an approach must be cautious in the treatment of
hyperglycemia in elderly patients with advanced
CKD, taking note of a number of associated
comorbidities and of limited life expectancy."



Also regarding glycemic control, although the
use of metformin is a mainstay in the treatment
of adults and elderly people with type 2 diabetes

9 care must be taken with the use of

mellitus,?
this oral hypoglycemic agent in patients with
CKD, since metformin excreted in the kidneys
increases the risk of accumulation and lactic
acidosis associated with decreased renal function.
Therefote, current recommendations on the use
of this drug on patients with CKD suggest a
reduction in dosage for those in stages 3a and 3b
and complete suspension in stages 4 and 5 (GFR

<30mL/min/1.73m?).%*

The prevalence of CVD in CKD sufferers
is higher than in the general population, and
constitutes the main cause of death for these
patients.” Therefore, appropriate care of CKD
patients involves not only interventions that slow
the decline of GFR, but also the management of
cardiovascular diseases and their risk factors.”

Dyslipidemia is common in CKD, being
one of the main contributors to CVD-
related morbidity and mortality.”” In the eatly
stages of renal disease, the predominant lipid
modifications are hypertriglyceridemia and
low levels of high-density lipoprotein (HDL).
However, as CKD progresses, elevated levels
of LDL cholesterol become more common.*
According to the National Health and Nutrition
Examination  Survey (NHANES) 2003-2000,
26.3% of adult CKD stage 1 and 2 patients aged
20 years or over showed reduced HDL levels
and 31.0% presented hypertriglyceridemia. In
relation to elevated LLDL, data from the 1999-
2006 NHANES showed a prevalence of 46%
for this lipid abnormality in adults with CKD in
stages 1-2 and 80% for those in stages 3-4.

It should be noted that CKD patients are more
likely to die of cardiovascular causes than renal

112 since, in addition to the traditional risk

failure,
factors for the development of cardiovascular

disease (arterial hypertension, diabetes mellitus

Chronic kidney disease and treatment

and dyslipidemia), CKD brings its own risks such
as vascular calcification, mineral metabolism
disorders and fluid overload.?

It follows, therefore, that proper treatment
of dyslipidemia and other risk factors for the
development of CVD is necessary. Special care
should be given to the treatment of elderly
patients with CKD, especially those with
advanced CKD and ESRD, with continuous
evaluation of the lipid abnormalities which
increase risks in each patient. Additionally,
there is a need for more specific research into
dyslipidemia in CKD sufferers among the elderly
population, in relation to the progression of
kidney and cardiovascular diseases.”

Dietary changes in individuals with CKD
have demonstrated some benefits for the control
and prevention of arterial hypertension, in
delaying decrease in renal function and in the
relief of uremic symptoms. However, in relation
to the control of arterial hypertension, there is
a focus on pharmacological treatment, and it
is therefore important to promote measures
to encourage adequate nutrition, especially
regarding the control of salt intake by chronic
renal patients.

One of the main objectives of nutrition
therapy in cases of CKD is its contribution to
alleviating the clinical manifestations of uremic
syndrome. In this context, protein restriction
beneficial in

can be improving uremic

symptoms by reducing the accumulation of

toxic nitrogen compounds,”’

although it can
lead to loss of lean mass and malnutrition, mote
frequently in elderly patients." Given the above,
the importance of nutrition should be stressed,
with the adoption of a prescriptive diet that
contributes to the adequate treatment of these
patients, including the alleviation of uremic
symptoms and consideration of the complexity

of nutritional care.
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Although more recent studies have shown
that protein restriction benefits individuals with
CKD, a more careful approach is required for
elderly patients. In this population, a hypoproteic
diet can contribute to the development of
sarcopenia, and to frailty and functional
impairment, resulting in deprivation, frustration,
and social isolation."* In addition, it is also
important to point out that older people generally
reduce their protein intake spontaneously.'"*

Thus, to recommend a hypoproteic diet for
elderly patients with CKD, three main conditions
must be met in order to avoid malnutrition: 1)
adequate caloric intake; 2) at least 60% of the
protein intake should be of high biological value
or have a high essential amino acid content; and 3)
physical exercise should be encouraged to prevent
degradation of muscle protein. It is also important
that a careful nutritional assessment is carried out
when an elderly individual begins a restrictive
diet,"* along with nutritional monitoring so that
nutritional status is not adversely affected by the
recommended protein restriction.

The combination of a low protein diet with
the supplementation of essential amino acids or
ketoacids is an alternative to conventional protein
restriction (0.6 to 0.8 g/kg/day) for patients in
stages 4 and 5 of CKD who are not on dialysis,
allowing a greater reduction of protein intake
(0.3g/kg/day). However, despite being a realistic,
safe and effective diet for the postponement
of dialysis, including for the elderly, it must be
accompanied by regular monitoring of patients
by a nephrologist and a nutritionist in order to
avoid nutritional risk.*®

The effects of dietary protein restriction on
the prevention of CKD progression have been
notoriously controversial because of the design
characteristics of the studies in question and also
because of inconclusive and contradictory results
returned by randomized controlled trials.”'* In
this regard, the effects of a hypoproteic diet on
reducing urinary albumin excretion in diabetic
nephrotic patients should be highlighted. In a
meta-analysis of randomized controlled trials

that determined the effect of hypoproteic diets
on renal function in patients with diabetic
nephropathy, it is suggested that, despite the
limitations of the studies, a restricted protein
diet was not associated with a significant
improvement in renal function markers® and
thus early protein restriction in the diet of these
patients could contribute to the development of
severe malnutrition.

These results point to the need to carry out a
greater number of methodologically sophisticated
studies seeking to clarify the benefits of and
the recommendations for protein restriction in
elderly patients with CKD.

In fact, results of

epidemiological studies regarding the relationship

on viewing the

between lifestyle related variables (diet, obesity,
exercise and smoking) and CKD," it was found
that most did not emphasize lifestyle changes.
Among the studies evaluated, only one mentions
these variables, while a second adds only a little
information regarding the importance of weight
loss and abstinence from smoking, without
recommending specific measures for the elderly.
Therefore, more effective study of these aspects
in elderly patients with CKD is necessary,
particularly given the worldwide increase in the
elderly population and in CKD prevalence.

Also in relation to lifestyle, specifically with
regard to weight loss, James et al.” suggest weight
reduction in overweight patients, aiming at a
BMI below 25kg/m? and a WC <102 cm for men
and <88 cm for women. The use of BMI as a tool
for assessment of nutritional status in patients
with CKD has been the subject of discussion
in literature. According to Carrero & Avesani,”
despite its use in epidemiological studies and in
clinical practice, BMI may not be a very precise
tool in monitoring of body fat or nutritional
status, particularly in cases of CKD.

The authors offer various explanations for
this argument: ** 2) BMI does not differentiate
between body compartments such as fat and
muscle; b) it does not capture changes in body



composition associated with aging; c) there is
no differentiation between differences in body
shape between genders; d) it does not distinguish
body fat distribution — central and peripheral;
e) fluid overload in CKD confuses BMI
assessment. Regarding WC, procuring a precise
measurement can be very difficult in very obese
patients. Therefore, given the importance of
body composition in the prognosis of patients
with CKD and the use of BMI and WC in
clinical practice should not occur in isolation,
but in combination with other methods and
tools to assess nutritional status and body
composition, in order to establish an adequate
nutritional diagnosis.

Various patient care models have been
proposed. The more traditionally employed
approach is guided by the course of the
progression of the disease, while a more
individualized and patient-centered method is
slowly gaining ground, as is a multidisciplinary
approach.

The eldetly do not always prefer care that
prolongs life, especially when it comes at the
expense of comfort. They tend to prefer to remain
independent in their normal daily activities and
to avoid becoming a burden to their families." In
this context, for many older people with CKD,
an individualized, patient-centered approach may
have more to offer than the traditional approach
guided by disease progression. An important
feature of the individualized approach is that it
can always accommodate strategies for treatment
of the underlying disease as long as they align
with the patient’s objectives and preferences."

As for the multidisciplinary approach, it
is worth mentioning that even though many
nephrologists are currently experiencing the
benefits of this care in chronic kidney disease
clinics, convincing evidence for its efficacy
from relevant clinical results is still scarce* and
the majority of studies that assess this approach
contain a limited representation of elderly
patients. However, given the complexity of CKD,
coupled with the clinical problems inherent

Chronic kidney disease and treatment

in aging, the interdisciplinary care model, in
facilitating multidimensional —assessment of
patients, emerges as the best form of treatment
for elderly CKD sufferers.”!

However, although multidisciplinary and
individualized patient-centered approaches seem
to bring many benefits in patient care, it should
be remembered that doctors and other health
professionals may be inadequately prepared to
identify the preferences and goals of patients
and incorporate these into treatment strategies.
Furthermore, there may be little evidence to
support treatment decisions in cases where the
specific objectives of an individual patient have
not yet been studied."”

Regarding the early referral of CKD patients
to a specialist, while this procedure appears
to presents beneficial results, the number of
practicing nephrologists is insufficient to care
for all patients with CKD.>" According to recent
clinical guidelines, many conditions affecting
patients suffering from the early stages of CKD
may be resolved with care provided by primary
catre physicians or other specialists.” At the same
time, care provided by primary care physicians
for CKD may be of inferior quality and may not
comply with CKD guidelines.

According to a study carried out by Rothberg
etal.*primary care physicians do a relatively good
job of managing CKD when it is identified, but
do not have the tools to diagnose it when serum
creatinine levels remain normal or when patients
do not have diabetes or arterial hypertension,
and this can lead to inappropriate treatment.
Therefore, efforts should focus on helping
physicians better identify patients with decreased
GFR and on ensuring that nephrologists and
other experts adopt a broader view of care for
CKD patients.”

Thus, the issue of referral to a nephrologist
involves two aspects. Firstly, the number of
specialists does not match patient demand and
it is not necessary to refer all CKD patients,
especially those in the early stages of the illness,
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and secondly, those patients who could be treated
successfully at the primary care stage are often
treated by ill-prepared doctors.

Recently, a new version of the CKD
guidelines, prepared by the Kidney Disease:
Improving Global Outcomes (KDIGO) CKD
Work Group, was published. It recommends
that the referral of CKD patients to specialized
nephrologyservicesis performedinthe following
situations: a) acute kidney injury or sudden
and maintained drop in GFR; b) GFR <30
ml/min/1.73m? (stages G4-G5); ¢) significant
albuminuria (albumin/creatinine 2300 mg/g;
albuminuria 2300mg/24h, which is equivalent
to approximately protein/creatinine 2500 mg/g
or proteinuria =500mg/24h); d) advancement
of CKD; ¢) hematic casts and hematuria (>20/
po) maintained and not easily explained; f)
CKD and hypertension refractory to treatment
with four or more antihypertensive agents;
g) persistent changes in serum potassium; h)
hereditary renal disease."*

To deal with the above issues, further
educational efforts are needed to increase the
knowledge of professionals regarding clinical
guidelines on CKD, with the aim of improving
management of the disease and clinical outcomes.
In addition, more research into new methods
for the identification of cases of the illness and
the provision of care in different contexts is
necessary due to the high and growing global
prevalence of CKD.

CONCLUSION

Based the findings of the present study, it can
be concluded that treatment for patients with
chronic kidney disease is limited and includes
therapeutic interventions involving control
of blood pressure, diabetes and dyslipidemia,
dietary changes, weight reduction and stopping
smoking. However, there are few treatments
aimed directly at the physiopathological process

of renal failure,"” possibly due to the complexity
of pathophysiological treatment, since it involves
the replacement of normal tissue by a fibrous
equivalent, which is an irreversible process.
Thus, this treatment is focused on preventing
glomerular sclerosis and interstitial fibrosis and
its progression.

The therapeutic focus is on the treatment
of the underlying illnesses and complications
of kidney disease. If diabetes and high blood
pressure were treated properly, it would not only
reduce the risk of chronic kidney disease and end
stage renal disease, but also the risk of mortality
associated with these illnesses.

It is worth reemphasizing that were renal
disease included in the context of primary health
care, referral to specialists would be possible and
primary care physicians could manage patients
with chronic kidney disease in its early stages.

Although there is an apparent effort by
researchers to institute more suitable therapeutic
approaches for the management of chronic
kidney disease, there is still little evidence of
interventions that improve the chances of
survival for elderly sufferers. Some interventions,
however, do prevent its exacerbation and delay
its progression.

Thus, the treatment of patients from the
elderly population presents a set of characteristics
which must be more clearly understood and
turther
randomized and controlled long-term studies of

individualized, making necessary
elderly individuals with chronic kidney disease, in
order to discover the most effective therapeutic

procedures for the control of this illness.

Finally, in treatment of elderly patients with
chronic kidney disease, the greatest possible delay
on progression to the terminal stages of the illness
must be sought, given that dialysis is accompanied
by negative impact and limitations that translate
into a reduced quality of life for patients.
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