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Bo3pacTHas cTpykTypa HaceneHusi EBponbi B
MPOLLMOM M MPOrHO3 Ha NepPCrneKkTuBY
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ofHa NcTopus

XeHwuHa 79 net, CO-ll, apTepnanbHas rmnepTeH3ns,
MOYeKaMeHHasa 60rne3Hb, BTOPUYHbIN NUEeNoHeMmpuT,
OWM 10 neTt Hasapg, pe3koe CHUXEHNE 3peHNS,
nepegBuUraeTcs Ha «xogyHkax», Habntoganach y
noguaTpa rno nosoay AnabeTnyeckom CTonbl, NnepeHecna
onepauuto No NoBoay paka WMUTOBUOHOW XKeneabl

3a 4 roga go obpalleHnsa — cHmxkeHmne CK® go 11
MJT/MUH, OTKa3asiacb OT NMOArOTOBKM K Ananun3y

npv obpalleHUn — NIoX0e CamMoYyBCTBME, TOLLHOTA,
pBOTa, 3y

Cr — 447 mkmons/n, Ur — 38 mmonb/n, CPb — 38 mr/n,
Hb — 82 r/n

pelweHne o Ha4alne anarin3a



ofHa NcTopus

LIBK
IQKCTPEHHOE Ha4all0 Anarin3a
HU3Kad NepeHoOCUMOCTb

NHEKUMSA MecTa Bbixoda LleHTpanbHOro Katetepa,
aHTUbakTepunanbHasa Tepanusa co CMEHON U
KOMOUHaumen aHTMbNOTUKOB

centuuemmst Yepes 1 mecsy ananunsa
TaXKenas runoToHnst Ha ceancax I'd
OCTaHOBKa Ananmuaa

CMepPTb



ofHa NcTopus

LIBK

9KCTPEHHOEe HavYano axanmaa

HU3Ka. SHOCUMS

NHd ek, L 14 \0a LUeHTparnbHOro Katetepa,
aHTubakTep., 45 Tepanus Co CMEHON U
KOMOWHaL SMOTUKOB

cenTnus "yepe. acAL Anmanusa

TSKE:. (MNOTOHUA .. 2aHcax [P

OCTaHOBKa Ananunsa
CMepTb



ofHa NcTopus

Tepanus HPEKLUUN MOYEBLIX MYTEN
KOpPpPeKUns aHeMumn, rmnepTeH3nn
nHpopmauma o N n cornacue (assisted APD)

CornacoBaHHOE peweHne Ha4vyatb Anarim3 HaCKOJ1bKO
BO3MO>XHO NMNo3gHee

Cr — 257 mkmons/n, Ur — 18 mmonb/n, Hb — 112 r/n
CK® — 16 mn/MuH

yepes 5 neTt — gnanua He Ha4vaTt

Cr — 289 mkmonb/n, Ur — 24 mmone/n, CK® — 12 mn/MmuH



«MImnpysepbi»: anHamnka CKO®

5-8 namepeHui CKP 4 namepeHwa CKOP 3 namepeHna CKD
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Weis L et al. Renal function can improve at any stage of chronic kidney disease.
PLoS One. 2013;8(12):e81835




«ImnpyBepbI». CpaBHEHME C «APYTMMN»

UMnpyBepbl He-uMnpyBepbl
ncxogHasa CKo 38 (32+48) = 35 (26+46) 0,06
XBIN 2/3A/36/4/ /23145712312 % /16 /3713312 %
Temn nameHenua CK® | + 1,74 (1,25+3,21) | - 2,31 (-4,18 +-1,02)
nmnabet | 15% 26% 0,05
AL cuct 128 (117+138) 135 (122+149) 0,01
ALl onact 71 (67+79) 75 (68+84) 0,04
nonsa > 140/90 25% 42% 0,01
6enok/Cr moun | 21 (12+33 44 (17+114) 0,0002
anboyMuH/Cr moum | 5 (2+9) 12 (3+47) <0,0001
necpvunt D,y AN 39% 0,005
MTr> 60 nr/mn 41% 57% 0,02
docdatbl >1,38 mmons/n 3% 11% 0,05

Weis L et al. Renal function can improve at any stage of chronic kidney disease.
PLoS One. 2013;8(12):e81835



«imnpyBepbI»: cpaBHEHUE C «OPYTMMNY

Yncno HecKoppeKTUPOBAHHbLIX METaboNMYecKnx

OTKIMOHEeHUn
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nepBbiv BU3NUT nocreaHnm BU3nT

Weis L et al. Renal function can improve at any stage of chronic kidney disease.
PLoS One. 2013;8(12):e81835



Tpaektopun cHMXEHUA PCKD, Cankr-Metepbypr

[pynnameaneHHoro cHu:eHua CKD lpynna ObicTporo cHuxenna CKD [pynnayckopeHHOro cHu:kenna CK
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Measures of frailty in population-based studies:
an overview

1 1% i i 11,4 1 c | 34 i 1,56

Kim Bouillon’ , Mika Kivimaki ™, Mark Hamer', Severine Sabia’, Eleonor | Fransson™', Archana Singh-Manoux ™
1 C A 2

Catharine R Gale™ and G David Batty™®

Abstract

Background: Although research productivity in the field of frailty has risen exponentially in recent years, there
remains a lack of consensus regarding the measurement of this syndrome. This overview offers three services: first,
we provide a comprehensive catalogue of current frailty measures; second, we evaluate their reliability and validity;
third, we report on their popularity of use.

Methods: In order to identify relevant publications, we searched MEDLINE (from its inception in 1948 to May 2011);
scrutinized the reference sections of the retrieved articles; and consulted our own files. An indicator of the
frequency of use of each frailty instrument was based on the number of times it had been utilized by investigators
other than the originators.

Results: Of the initially retrieved 2,166 papers, (2 Qi i L ibed 5 = fraile The nurmber
(range: 1 1o 38) and type of items (range of domains: physical functioning, disability, disease, sensory impairment,
cognition, nutrition, mood, and social support) included in the frailty instruments varied widely. Reliability and
validity had been examined in only 26% (7/27) of the instruments. The predictive validity of these scales for
mortality varied: for instance, hazard ratios/odds ratios (95% confidence interval) for mortality risk for frail relative to
poncfail peaple ranged froog 121 (078 1.87) 1o 6,03 (3.00; 12.08) for the Phenotype of Frailt and [1 57 (1.41; 1.74)
to 1053 (7.06; 15.70) for the Frally Inoex] Among e 130 Dapers wihich we 1o0nd 10 nave used al [east one of e
27 Trallly mnstruments, o099 (= 104) reported on the Phenotype of Frailty, 12% (n = 18) on the Frailty Index, and
19% (n = 28) on one of the remaining 25 instruments.

Conclusions: Although there are numerous frailty scales currently in use, reliability and validity have rarely been
examined. The most evaluated and frequently used measure is the Phenotype of Frailty.




Clinical Frailty Scale

Interpretation

Very fit: robust, active, energetic, well
motivated, and fit; fittest in
their age group
Well: without active disease but not as fit as
those in category 1
Well: with treat:—_d comorbid disease
Apparently vulnerable: not dependent but
has symptoms from
comorbid disease (such as being slowed up)
Mildly frail: limited dtptl‘l{jtnLE‘ on others for
instrumental
activities of daily living
Moderately frail: help is needed for
mah‘umenhl activities of
daily living and activities of daily living CFS Score
Severely frail: completely dependent on
others for instrumental
activities of daily living and activities of
daily living or termnmlh ill

MNumber of Patients

390 nauyneHToB
Bo3pacTt 63 = 15 nert
anabet — 30%

Alfaadhel TA. Frailty and mortality in dialysis: evaluation of a
clinical frailty scale. Clin J Am Soc Nephrol. 2015;10(5):832-40



Clinical Frailty Scale

Interpretation

, i . 100
Very fit: robust, active, energetic, well
motivated, and fit; fittest in
their age group
Well: without active disease but not as fit as
those in category 1
Well: with treated comorbid disease
Apparently vulnerable: not dependent but
has symptoms from

104
82
60
468
38
o m
comorbid disease (such as beine slowed up) —

Mildly frail: limited dependence ~ [l Deceased B Transplanted B survived without transplant
instrumental

MNumber of Patients

activities of daily living 100%

390 nauneHToB
BoapacT 63 + 15 net 96 cmepTten 3a 750 naumeHTo-ne

. MeaunaHa HabnwogeHua — 1,7 ner;
Avnaber — 30% Q1-Q3 0,9+2,8 years)

_ I N . _
3 4 5
CFS Score

Alfaadhel TA. Frailty and mortality in dialysis: evaluation of a
clinical frailty scale. Clin J Am Soc Nephrol. 2015;10(5):832-40

Propaortion of Patients

Moderately frail: help is needed
instrumental activities of
daily living and activities of d ;
Severely frail: completely deper
others for instrumental
activities of daily living and a ,
daily living or terminally ill
T




Cyb6aomeHbl B ouieHkax frailty

noteps Beca / capKoneHus
MeOUTENbHOCTb

cnabocTb

HU3Kasa BbIHOCNMBOCTL / YTOMMNSIEMOCTb
HU3Kas dunsnyeckasi akTUBHOCTb



Bbibop gnannsa nnm KoHcepBaTUBHOU Tepanuun y
NOXXMUNbIX OCTabNEeHHbIX MNaUMEHTOB

MexgmncumnnmHapHsbin coop MHopMaLnm O ee OLEHKa
BbisBUTb NOTEHUMASbHLIE MPObNeMbl U bapbepbl
CoBMeCTHOE NPUHATNE PELLEHNS

Buibop mogansHocTu neyeHua TXIH (XbBI1 C5)
— MAnM4Q, Arg, rg

[MpeononeHue bapbepoB
— cneumanbHo pa3spaboTaHHOe o0bopyaoBaHUE

— assisted 11



Supportive Care in Chronic Kidney Disease

KDIGO Controversies Conference, 2015

Curative/remittive care
Hospice
care

Palliative/supportive care

Death

Presentation of illness

Patient is identified as dying
(usually prognosis <6 months).

Davison SN. Executive summary of the KDIGO Controversies Conference on
Supportive Care in Chronic Kidney Disease: developing a roadmap to improving
quality care. Kidney Int. 2015;88(3):447-59



Supportive Care in Chronic Kidney Disease

Symptom

Impact

Management

Uremic pruritus

24 studies

Sleep disorders

40 studies,

Restless legs
syndrome (RLS)

Associated with decreased HRQL,
and contributes to other symptoms

such as poor sleep and
depression 8086-88,98,102,103

Associated with fatigque, L
poor HRQL,107.118.119122124,126,146-150

and depression,!18119.122,146149-151

Associated with impaired sleep
and HRQL,'*? premature
withdrawal from dialysis,"** and
increased cardiovascular morbidity
and mortality,!>>

The highest levels of evidence for efficacy

are for topical agents (e.g., capsaicin, emollients
if concurrent dry skin), oral medications

(e.g., gabapentinoids), and ultraviolet B therapy.

Management involves basic sleep hygiene
measures, management of concurrent
symptoms, nonpharmacologic interventions
including exercise and cognitive behavioral
therapy, and pharmacologic management
includina simple sedatives.

Nonpharmacologic measures may include
removal of stimulants, good sleep hygiene,
changes in the dialysis regime, aerobic
exercise, “® 1% pneumatic compression
devices, 191 and correction of
hyperphosphatemia and iron deficiency.
Pharmacologic approaches might include
cessation of medications that interfere with
the dopamine pathway, or trials of levodopa,
nonergot dopamine agonists, or low-dose
gabapentinoids.

Davison SN. Executive summary of the KDIGO Controversies Conference on
Supportive Care in Chronic Kidney Disease: developing a roadmap to improving
quality care. Kidney Int. 2015;88(3):447-59
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Symptom

Impact Management

ypeMnYeCKuu
3yA

HapyLueHue
CHa

CUHAOPOM
0eCNnOKOUHbIX
HoOT

HaKOXHblE CPeACcTBa pasgpaxawLine, yenaxHstowme
rabaneHTuHonabl, YOO

«FUrMeHa» CHa, BO3AENCTBUE Ha MELLAoLLY CHY
CUMMTOMATUKY, PU3NYECKNE YNPaKHEHUS, KOPPEKLUS pexmuma
[IHS, NPOCTble ceaaTUBHbIE CpeacTBa

OTKa3 OT CTUMYNATOPOB, «rMrmeHa» cHa, a3pobHble
domaunyeckue ynpaxHeHud, ycTponucTaea nHeBMaTn4HeCckon
KOMMpeccuun, Koppekuma runepdgocgaremmm n gepuumnra
Xeresa, KoppeKkuma pexmma gH4a, 0Tkas oT npenaparos,
B3aMMOAENCTBYHOLLMX C AOMNaMMHOBBIM NyTEM, NonpoboBaTb
A0oMnaMnH-aroHUCTbl, HU3KMe 003bl rabaneHTUHONAOB

-

Davison SN. Executive summary of the KDIGO Controversies Conference on
Supportive Care in Chronic Kidney Disease: developing a roadmap to improving

quality care. Kidney Int. 2015;88(3):447-59



Supportive Care in Chronic Kidney Disease

Anorexia

Mausea

Vomiting

Constipation

Diarrhea

Depression

Associated with malnutrition,
poor HROL, depression, greater
hospitalization rates, and
increased mortality,'84-1%4

Impact has not been assessed
systematically in CKD.

Impact has not been assessed
systematically in CKD.

Impact has not been assessed
systematically in CKD.

Impact has not been assessed
systematically in CKD.

Associated with increased
morbidity, hospitalization, and
mortality rates,'®*"% and is
integral to the assessment of

HRQL

Management has not been studied
systematically in CKD.

Management has not been studied
systematically in CKD.

Management has not been studied
systematically in CKD.

Management has not been studied
systematically in CKD.

Management has not been studied
systematically in CKD.

A systematic review assessed pharmacologic
treatment in CKD stages 3-5, including 28
studies assessing 24 antidepressants.!’®
Included were two RCTs of fluoxetine and
escitalopram versus placebo in HD patients,
both of which did not demonstrate efficacy.
However, the 9 non-RCTs all suggested benefit.
Side effects were common but mild. Efficacy of
nonpharmacologic treatments (e.g., more
frequent hemodialysis,'”"17¢ cognitive
behavioral therapy,'’*'"* and exercise/>1/9)
have also been demonstrated.

Davison SN. Executive summary of the KDIGO Controversies Conference on
Supportive Care in Chronic Kidney Disease: developing a roadmap to improving

quality care. Kidney Int. 2015;88(3):447-59
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aHopeKcus
CBsI3aHa C HebnaronpUATHBIMU UcxodamMu, Tepanus

CMCTEMATMYECKN He oLeHMBanach
TOLLHOTA |

peoTa CBSI3b C HEBMAronPUATHLIMU MCXOA4AMU U Tepanus

3anopbl cncrematn4eckm He oueHmnBalriCb

Avapes
PKW He nogTBepannu

9P PEKTUBHOCTb
aHTUOENPECCAaHTOB,

He-PKW — npogemoHcTpupoBanu

aenpeccusi cBsi3aHa C
HebnaronpuUATHbLIMU
ncxogamm

noBegeH4yeckasa tepanuvg
domaunyeckue ynpaxHeHus

Davison SN. Executive summary of the KDIGO Controversies Conference on
Supportive Care in Chronic Kidney Disease: developing a roadmap to improving
quality care. Kidney Int. 2015;88(3):447-59




Supportive Care in Chronic Kidney Disease

Data consistently show that pain Management is determined by both eticlogy
and/or overall symptom burden and severity. Nonpharmacological approaches
Is associated strongly with may be appropriate (such as exercise and
substantially lower HRQOL and local heat) for musculoskeletal pain. For
greater psychosocial distress, pharmacologic management, an adapted
insomnia, and depressive Worlad Health Organization (WHO) analgesic
symptoms.'< 1417 ladder that takes into account pharmacokinetic
data of analgesics in CKD is recommended.'?
This may include the conservative dosing of
opioids for moderate to severe pain that
adversely affects physical function and HRQL
and that does not respond to nonopioid
analgesics. Before commencing opioids,
clinicians should assess risk of substance abuse,
and obtain informed consent following a
discussion of goals, expectations, potential
risks, and alternatives. Opioid risk mitigation
strategies should be used. There are no studies
on the long-term use of any analgesics in
patients with CKD, and thus careful attention
must be paid to issues of efficacy and safety.

Davison SN. Executive summary of the KDIGO Controversies Conference on
Supportive Care in Chronic Kidney Disease: developing a roadmap to improving
quality care. Kidney Int. 2015;88(3):447-59
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Tepanus onpeaensaerca 3TMOMOrMen N TAKECTbo 6oneBoro
cuHgpoma.

dusnyeckmne yrnpaxHeHna n MectHoe Tersio npu MbllLEeYHbIX oonax.

[1pu oTcyTCcTBUM 3adopeKkTa OT HE-ONUOUOHbIX aHaNbreTUKoB —
onnoungHble. [1o Ha4Yana nx NPUMeEHEHNs1 — OLLEHKA pUcCKa pa3BUTUS
3aBucnumocTu. icnonb3oBaTtb cTpaTerMm npegoTeBpaLleHns
3aBMCUMOCTN.

[onrocpo4Hbix nccnegoBaHns no oLeHke addMeKTUBHOCTY Tepannm
60oneBoro cMHApPOMa HeJOCTaTO4HO.

Davison SN. Executive summary of the KDIGO Controversies Conference on
Supportive Care in Chronic Kidney Disease: developing a roadmap to improving
quality care. Kidney Int. 2015;88(3):447-59




Supportive Care in Chronic Kidney Disease

Table 2| Symptom assessment and management recommendations

»  Symptom assessment and management is an integral component of quality care for patients with advanced CKD. Regular global symptom screening
using validated tools such as the ESAS-r-Renal and POS-renal'®'? should be incorporated into routine clinical practice.

Symptom management requires a stepwise approach. First-line treatment includes nonpharmacological interventions and then advancing to more
complex therapies. Second-line treatment is phamacologic therapy. Consideration should be given to low-dose pharmacological therapy that may
have efficacy across several symptoms.

Current evidence is sufficient to support the development of clinical guidelines to aid in the stepwise approach to uremic pruritus, sleep disturbances,
restless legs syndrome, pain, and depression in CKD.

Symptom management is a research priority in CKD. Particular attention is required on the relative effectiveness of management strategies, including
the impact on outcomes most relevant to patients such as overall symptom burden, physical function, and HROL

Abbreviations: CKD, chronic kidney disease; ESAS-rRenal, Edmonton Symptom Assessment Systemerevised: Renal HROL, health-related quality of life; POS-renal, Palliative
Care Qutcome Scale-Renal.

Table 3 | Estimating prognosis recommendations

« Estimate and communicate prognosis to patients and family, balancing biomedical facts with relevant emotional, social, cultural, and spiritual issues.
Such communication should be viewed as an integral component of shared decision making in order to align treatment goals with patient preferences.
It will aid in the timely identification of patients who are most likely to benefit from supportive care and is essential for quality care,
Determine the international perspective on the value of prognostication tools in CKD.

Develop a comprehensive methodological guideline for designing and assessing the quality of prognostic tools in CKD. This should extend beyond
survival to include outcomes that matter most to patients and families in diverse countries and cultures, such as HRQL

» Derive and validate prognostic tools for clinical outcomes that are most relevant to patients using existing and future databases.

Abbreviations: CKD, chronic kidney disease: HROL, health-related guality of life.

Davison SN. Executive summary of the KDIGO Controversies Conference on
Supportive Care in Chronic Kidney Disease: developing a roadmap to improving
quality care. Kidney Int. 2015;88(3):447-59
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Table 2/ PeKkOMeHAauMn no oueHkKe u KOppeKunm CMMNTOMaTuUK
' OueHuBaTb CMMNTOMATUKYy PYTUHHO 1Mo Balinan3npoBaHHbIM NHCTPYMEHTaM

" [NoaTanHbI NOAX0A: NPOCTbIE — CNOXHbIE — hapMakosiornst (HU3Kne Oo3bl)

~ TpebytoTca pekoMmeHaaLmMm no noaxonam K Koppekuun ypeMmmyeckoro 3yaa,
HapYyLLUEHUI CHa, cMHapoma BeCrnoKOMHbIX Hor, 6onu, aenpeccun

"~ Koppekums cumntToMaTukn — npuopuTeT B uccnegosaHmnsax no XbI,
BKITHOYas BIUSIHUE Ha UCXOMbl, 3Ha4YMMBble NS naymeHTa (obas
0OpeMeHEeHHOCTb CUMIMTOMaMN, Ka4eCTBO XXU3HWN, 3. PYHKLMOHMPOBAHNE)

Table 3 PeKOMeHAauum no NporHosy

" OueHnTb NPOrHO3 U A0OBECTU ero A0 NauueHTa n ceMbu, banaHcnpys
buomeauLmMHckue dakTbl C IMOLMOHANBHBIMU, KYNBTYPHBIMU acnekTamu,

* BKJ1H0OMas ero B NpoLiecc NPUHATUSA oOLLEero ¢ nauneHToM peLleHns B

* COOTBETCTBMUM C ero npeanoyTeHNAMN N BEPOATHBIMU NPENMYLLIECTBAMU

~ PaspabotaTb 1 noaTBEpAUTb MHCTPYMEHTbI AN OLEHKN NPorHo3a no
Hanbornee cyLeCTBEHHbIM ANs NauneHTa acnekTam

Davison SN. Executive summary of the KDIGO Controversies Conference on
Supportive Care in Chronic Kidney Disease: developing a roadmap to improving
quality care. Kidney Int. 2015;88(3):447-59




Supportive Care in Chronic Kidney Disease

Table 4 |Shared decision making and ACP recommendations

» Shared decision making is recommended to align treatment with patient and family goals, values, and preferences. Because patients’ health status,
preferences, and treatment options may change over time, shared decision making requires a flexible approach of reevaluation and redirection to
ensure that the goals of care and treatment plans remain aligned with patients’ values and preferences.

The treatment care team should engage in ACP. These discussions should start early in the illness trajectory and should include discussions about
health states in which patients would want to withhold or withdraw dialysis.

wiatior: ACP, advance care planning.

Table 5|

e 5| Withdrawal of dialysis recommendations

Withdrawal from dialysis s ethically and clinically acceptable after a process of shared decision making. It Is incumbent upon all providers caring for a
patient contemplating stopping dialysis to address potentially remedial factors contributing to the decision such as depression or other symptoms
such as pain as well as potentially reversible social factors.

Situations in which it is appropriate to withdraw dialysis include the following:>’
Patients with decision-making capacity, who being fully informed and making voluntary choices, refuse dialysis or request that dialysis be
discontinued.
Patients who no longer possess decision-making capacity who have previously indicated refusal of dialysis through appropriate ACP.
Patients who no longer possess decision-making capacity and whose properly appointed legal agents/surrogates rafuse dialysis or request that it
be discontinued.
Patients with irreversible, profound neurological impairment such that they lack signs of thought, sensation, purposeful behavior, and awareness of
self and environment.

Ensuring access to appropriate supportive and/or hospice care is an integral part of the care following a decision to withdraw dialysis,

dation: ACP, advance care planning.

Davison SN. Executive summary of the KDIGO Controversies Conference on
Supportive Care in Chronic Kidney Disease: developing a roadmap to improving
quality care. Kidney Int. 2015;88(3):447-59
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Table 4| PEKOMeHAALUN NO MPUHATMIO OOLLEro pelleHns U NIIaHUPOBaHUIO
" COBMECTHOE peLleHMEe yYUTLIBAET LieNN, LEHHOCTU U NPEANOYTEHNS;
MOCKOSbKY OHU MOTYT MEHSTbCS, TpebyeTcs rmbkun noaxoga,
npeaycmaTpmBaloLLnN BO3MOXHOCTb OTIIOXKWTb ANanuna unm otkasaTbCs OT
avanumsa

Table 5| PekoMeHpaUMM NO OTKa3y OT Auanuia

OTKas oT gmnanmsa 3TU4EeCKU N KIMHUYECKM NpUeMsieM ¢ y4eTOM npouecca NpUHATUSA

peLUeHNM:

- MauymeHT, CnOCOOHbIM NPUHUMATb pPeLLleHns, NOSTHOCTLI0 NHPOPMUPOBAH 1 AenaeT
cBoboaHbIN BbIGOP;
nauMeHT 6oriee He MOXET MPUHMMATL peLleHNs, HO paHee onpeaenun yCcroBus
OTKasa OT Ananunaa;
naumeHT boriee He MOXET NMPUHUMAaTb PEeLLEHUS, HO 3aKOHHbIN NpeacTaBUTENb
oTKasarcs oT ananusa
nauMeHT ¢ HeobpaTUMoWn yTpaTon MbICITUTESNTIBHOW CNOCOBGHOCTU, OCMbICIIEHHOIO
noBeaEeHNs, 0OCO3HaHNA Cebsl N OKPY>KEHUS

Davison SN. Executive summary of the KDIGO Controversies Conference on
Supportive Care in Chronic Kidney Disease: developing a roadmap to improving
quality care. Kidney Int. 2015;88(3):447-59




Supportive Care in Chronic Kidney Disease

Table 6 | Definition of comprehensive conservative care

'Comprehensive conservative care’ is planned holistic patient-centered care for patients with G5 CKD that includes the following:
Interventions to delay progression of kidney disease and minimize risk of adverse events or complications
Shared decision making
Active symptom management
Detailed communication including advance care planning
Psychological suppon
Social and family support
Cultural and spiritual domains of care

Comprehensive conservative care does not include dialysis.

Abbreviations: CKD, chronic kidney disease; G5, glomerular filtration rate category 5 CKD.

Table 7 | Distinct conservative care populations

Comprehensive conservative care. Conservative care that is chosen or medically advised.

Choice-restricted conservative care. Conservative care for patients in whom resource constraints prevent or limit access to renal replacement therapy;
therefore, a choice for conservative care cannot be recognized.

Unrecognized G5 CKD. Chronic kidney disease is present but has not been recognized or diagnosed, therefore, a choice for conservative care cannot be
recognized.

Abbreviations: CKD, chronic kidney disease: G5, glomerular filtration rate category 5 CKD.

Davison SN. Executive summary of the KDIGO Controversies Conference on
Supportive Care in Chronic Kidney Disease: developing a roadmap to improving
quality care. Kidney Int. 2015;88(3):447-59




[loggepxuBatowlada nomollb npu XbI'

Table 6| OnpeaeneHne NOSIHOLEHHON KOHCepBaTUBHOMN NMOMOLLMU

[TonHoueHHas KOHCcepBaTUBHAA MOMOLLb — LIESTOCTHbLIN MauneHT-
OPUEHTUPOBAHHBLIN MNOAX0M, BKIHOYaOLWWNA:
- BMeLllaTtenibCTBa Nno 3amMmensieHunto nporpeccmposaHusa XbI' n MuHumMmnsauunm
OCNOXXHEHWUN

COBMECTHOE NPUHATUE peLLleHni

aKTUBHas KOppeKuusa CUMNTOMaTUKN

B3aMMOLENCTBMNE N NfTaHUpPOBaHUE

ncuxosiormdyeckada nogaepkka, coumanbHaa nogaepxka

OYXOBHadA nogaepkka B COOTBETCTBUN C KYSIBTYPHbLIMU TpaganuumamMmm

Table 7| Pa3ninyHble nonynauvnn ansA KOHcepBaTMBHOﬁ nomMmouu

[TonHoLEeHHada KOHCepBaTMBHAA NOMOLLb — METOA Bbibopa, MeanLIMHCKM
obocHoBaHHas

KOHCepBaTI/IBHaFI NnoMoOLlb, o6ycn03neHHa;| orpaHn4yeHmnem AocTtyra K 3MT

XBI1 He BbIsiBNEeHa, KOHCepBaTUBHAaA NOMOLLb OKa3blBaeTcsa 0e3 anarHo3a n He
no npodouso

Davison SN. Executive summary of the KDIGO Controversies Conference on
Supportive Care in Chronic Kidney Disease: developing a roadmap to improving
quality care. Kidney Int. 2015;88(3):447-59
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Table 8| Conservative care recommendations

Comprehensive conservative care should be provided as a viable, quality treatment option for patients who are unlikely to benefit from dialysis.

A multiprofessional team should ideally deliver comprehensive conservative care. Compaosition will likely vary between and within countries, potentially
including the following: (1) nephrologist/nurse/psychosocial worker/counselor or psychologist/dietician/allied health professionals/chaplain; (2) family
doctors/community stafffhealth-care volunteers; and (3) integration and/or lialson with specialist supportive care, according to country and region.

Additional training or expertise in comprehensive conservative care is recommended, and this care should be accessible across settings (e.g., home,
hospital, hospice, and nursing homes).

Further research into conservative care is a priority for the intemational nephrology community. Research priorities include the following;
1. Develop international consensus on the terminology and definitions of comprehensive conservative care to promote shared understanding and
consistent clinical practice, research, and policy.
2. Determine the illness trajectory for those managed conservatively and how this compares and contrasts with those managed with dialysis.
3. Study the HROL, symptoms, functional status, illness, and care experiences including family experiences, hospitalizations, survival, and quality of
dying of patients treated with comprehensive conservative care.
4. Determine effective and cost-effective models for the provision of comprehensive conservative care across diverse health systems.

Abbreviation: HRQL, health-related quality of life.

Table 9| Recommendations for supportive care in CKD populations
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Primary supportive care should be available to all patients with advanced CKD and their families throughout the entire course of their illness. Provision
of supportive care should be based on need rather than solely an estimation of survival. To optimally deliver primary supportive care,
multiprofessional renal teams should do the following:

{a) Identify those patients who are most likely to benefit from supportive care interventions.

(b} Assess and manage symptoms effectively.

{c) Estimate and communicate prognosis (survival and future iliness trajectory) to the best of their ability.

(d) Develop appropriate goals of care that address individual patients’ preferences, goals, and values.

(e} Possess knowledge of, and experience with, available local supportive care services, and be aware of when and how to refer.

{fy Assist with care coordination including referral to specialist supportive care and hospice service as available and appropriate

Education: supportive care should be recognized as a core competency and therefore constitutes an essential component of continuing medical
education for practicing nephrologists, as well as the nephrology curriculum for trainees.

The nephrology community should actively support and participate in kidney supportive care research to address knowledge gaps and advocate for

policy change. Research priorities include the following:

(a} Determine optimal models of integrated kidney supportive care to best meet the needs of patients and families, taking Into account varlous
health-care systems, cultures, and available resources.

(b} Define quality of supportive care metrics and optimal methods of integration into payment and accreditation/regulatory models for patients with
CKD.

{¢) Determine education and skill needs across various settings and disciplines to address the shortages worldwide of providers trained in the
supportive care skills required to optimally care for CKD patients. In addition, develop effective curricula leading to measurable provider behavior
change and improved care to address current deficits.

Abbreviation: CKD, chronic kidmey disease. DaVison S KDIGO Conference. KI 201 5,88(3)447'59
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Bbl30BbI ceroaHsALWHEN gManmn3Hon Tepanunm

* BblCOKasi cepaeyHo-cocyancTast MOpobuaHoOCTb U
rneTanbHOCTb
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3HepreT|/|qu|<0|7| HEOOCTATOYHOCTH

* HeyaoBneTBOpUTENbHaA Koppekuns docdopHO-
KanbuneBoro obmeHa



Trade-off HamMX pecypcoB CEroIHs

CBOEBpPEMEHHbIN CTapT Ananuaa

BO3MOXHOCTb BblIOOpa MeToaa feyveHuns
CHUXXEHNEe PUCKOB BHE3arnHou cMepTiu
COCYOUCTbIM OOCTYN

CHWXXEHMEe PUCKOB COCYOMCTOWN Kanbuumkaumm
HopMmanuaauua ALl (mexananusHoro, B T.4.)
OOCTUXEHME 3yBONeMum

YMeHbLUeHne rmnepdgocgaremmm

CTPEMINEHUE K UeneBbiM 3HadeHnam NTI
obecrievyeHne ueneBbix 3Ha4yeHnn Hb
obecnevyeHne LueneBbiX 3Ha4eHUN 03kl Anannaa
remognagounbsTpaumng

YUCTOTa Ananmaa / Xp.eocnaneHune

yacTtoTa gmanunsa / AnuTenbHOCTb ceaHca
kKoppekunsa KOC



DOPPS 5 (2012-2014)
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Mapkepbl nporpeccuposaHunga Xbl'l
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m 1-3 Koppenupyet co /noaTBepXxaeHne
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Zhong J et al. A perspective on chronic kidney disease progression.
Am J Physiol Renal Physiol. 2017 Mar 1;312(3):F375-F384.



[logxoabl kK Tepanun Xbl'l
. |Crpaterns  |MpemapaT

onTUMUn3auus NAIN®, BPA, annuckmpeH,
6riokagbl ornokatopbl PAAC NHIMBUTOPDI
PAAC anbgocTepoHa

aHTaroHUCTbl PELLENTOPOB dHAOTENMHA  ATpaceHTaH
NHrnbutopbl TGF-f3 Pirfenidone

HOBbIE LIENun AHTUOKCUAOAHTbI Allopurinol, Febuxostat
NpoTUBOBOCHANUTENbHbIE CCX140, Pentoxifylline

nurmbutopel Na-Gluc koTpaHcnoptepa  Empagliflozin

CTUMYNALNA NOYEYHON pereHepaunm BMP-7

pereHepa- Me3eHXMMarnbHblEe,
TBHas CTBOIMNOBbIE KIMETKU S b
MeguumnHa aHOoTenuarnbHble

npeawecTBeHHNKU

Zhong J et al. A perspective on chronic kidney disease progression.
Am J Physiol Renal Physiol. 2017 Mar 1;312(3):F375-F384.
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Bleyer AJ. KI. 2006, 69(12):2268—-2273



JleTanbHOCTb NO AHAM HeOenu
ANZDATA (Australia and New Zealand Dialysis and Transplant) Registry

Ymepno — 14 636 (I'd = 10 338; N4 = 4 298).
Lonsa cepaevHo-cocyancTon netanbHoct — 40%

OTHocuTenbHbIn puck CC cmepTn B noHeaesrbHuKk — 1,26;
95% ClI, 1,14-1,40; P < 0.001

B CpaBHEHUN C APYITUMUN OHAMWU HEOENN AN TPpEeXpa3oBOro Anarnnmaa
(n = 9 503).

Het Bapuauuun no gHam Hegenu Ha 1L (n = 4 298)
Ha goMawHem gvannse (n=573)

n npu bonee 4actom gnanmse (n =251)

HeT Takon 3aBUCUMOCTM AN APYrUX MPUYMH CMEPTU
(infective, malignant, dialysis therapy withdrawal, or other deaths)

Krishnasamy R. Am J Kidney Dis. 2013;61(1):96-103



