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A practice change is needed in the United States in the
care of older patients with advanced CKD. Three reasons for this change exist: there is mounting evidence
that dialysis may not beneﬁt some older patients with
signiﬁcant comorbid illnesses (1–6), the decision to initiate dialysis often may not be concordant with patients’ preferences (7–9), and the recommended
approach for treatment decision making, shared decision making, is frequently poorly integrated into care
for patients with advanced CKD (10–12). Comprehensive conservative care or conservative management
(CM) of advanced CKD, deﬁned as nondialytic management with integration of palliative care principles,
is emerging as a patient–centered viable treatment
choice for older adults with CKD and a high comorbidity burden (13,14). It is concerning that some studies
suggest that patients are not well informed about CM
and that their values, preferences, and goals may not
be well integrated into dialysis decisions in real world
clinical settings (9,11). The implementation of best clinical practices starts with a baseline assessment of the
current state of services. That is what the study by
Wong et al. (15) in this issue of the Clinical Journal of
the American Society of Nephrology provides. They describe the existing practice pattern of dialysis initiation
in a distinct cohort from the US Department of Veterans Affairs (VA) and contextualize it with global
trends. Their study points to speciﬁc areas in which
practice change would improve care.
There are many strengths to this paper, with the ﬁrst
being the relevance of its questions: how often do patients with advanced CKD choose to forgo dialysis,
what are the characteristics of these patients, and what
can be inferred about the clinical context in which these
decisions are made? Their study uses two highly informative data registries, the US Renal Data System
(USRDS) and data from the VA, the nation’s largest
integrated health care system, linked to Medicare administrative data, to identify patterns in patient experiences with dialysis. The USRDS is a vast data source
but does not provide information about those who
choose to not start dialysis. The authors sought this
information through a detailed review of the medical
records of 1928 patients with stage 5 CKD who did not
have a dialysis procedure code in Medicare or VA administrative data during the 9-year duration of the study.
Through chart review, the investigators categorized
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these patients into three groups: those who received dialysis, those discussing or preparing for dialysis, and
those who made a decision not to initiate dialysis. This
process allowed them to estimate the proportion of all
cohort members who received dialysis. They then stratiﬁed cohort members by age, race, and comorbidity; assessed temporal changes in practice patterns; and
compared practice patterns internationally.
The results show that most patients (85.5%) were
either started on dialysis or preparing for its initiation,
regardless of age or burden of comorbidity. There was a
lack of difference in practice patterns over time. In comparison with studies from Canada, Australia, and New
Zealand, older patients in the United States were significantly more likely to start or be preparing for dialysis. This trend was seen even in the oldest age group of
patients (those $85 years old) who had the highest
burden of comorbidity. This practice contrasts with
many known observational studies that show that
the beneﬁt of dialysis for these patients is questionable
in terms of quality of life and survival (1–5).
Wong et al. (15) found no difference in the proportion
of patients started on or preparing for dialysis when
stratiﬁed by comorbidity score. These data suggest a
decision-making process that is blind to the important
role that comorbidity, a known key determinant of
prognosis, should play in shared decision making
(10). As early as 2000, Beddhu et al. (16) showed an
increased risk of hospitalization and a 50% risk of 1year mortality in patients on dialysis with the highest
comorbidity scores. This has been replicated in more
recent papers, with one showing a hazard ratio of mortality of 22.37 (95% conﬁdence interval, 9.08 to 61.93)
for those with a very high comorbidity burden compared with those with low comorbidity burden (17).
The failure to consider prognosis in dialysis decision
making found in the study by Wong et al. (15) has been
shown before in United States nephrology practice. An
interview study of 62 patients on chronic dialysis with
high 1-year mortality noted that none of the patients
reported a discussion of prognosis with their nephrologist, and in 60% of patients, nephrologists were unable to
provide a prognostic estimate (18). The omission of these
discussions is likely to lead to high health care utilization
and poor end of life experience (19). This was shown in a
study of .55,000 VA decedents that compared the end
of life experiences of patients with ESRD with those of
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patients with cancer, dementia, or other end organ failure (20).
In this study, patients with ESRD died more often in the intensive care unit with fewer palliative care consults and lower
family–reported quality of end of life care compared with
those with cancer and dementia (20).
Prognostication is only part of the story. As cited by the
Choosing Wisely Campaign and renal professional societies,
nephrologists have an obligation to engage in shared decision making with their patients before starting dialysis
(10,21). This process includes empathic communication of
prognosis, disease process, and treatment choices along
with careful elicitation of patient values. It is the backbone
of patient-centered care and can facilitate advance care planning and end of life care congruent with patients’ wishes
(21). Shared decision making can only be effective if providers frankly discuss all treatment options with their patients
in the context of their individual prognosis. Unfortunately,
research has shown that the choice of dialysis therapy is often
presented as binary (dialysis or death) without discussion of
CM or time-limited trials (9,12). This implies that the details of
CM are largely unfamiliar to many practitioners, that there is
discomfort on the part of providers in having these conversations, or that they are poorly trained in this skillset (12,13).
The observational study by Wong et al. (15) issues a call to
action to the nephrology community for better incorporation of shared decision making into care of patients with
CKD. Shared decision making addresses the ethical need
to fully inform patients about the risks and beneﬁts of dialysis and ensure that patients’ values and preferences
play a prominent role in decisions (10). It is imperative
that this practice is implemented as a standard of care, so
that older patients with advanced CKD can make informed
decisions. Nephrologists should feel comfortable recommending CM to patients who are predicted to do poorly
with dialysis initiation and suggesting a time-limited trial
to those who still opt for dialysis (10). For effective shared
decision making that includes discussion of CM, nephrologists will need to become aware of and incorporate into their
practice the recommendations in the Shared Decision-Making
in the Appropriate Initiation of and Withdrawal from Dialysis
second edition clinical practice guideline (10). These recommendations state that nephrologists are not obligated to
offer dialysis to all patients. For cases in which the family
pushes for dialysis for an incompetent patient but the nephrologist advises against it because of a poor prognosis, a
systematic approach, including a time-limited trial of dialysis and/or ethics or palliative care consultation, may support the family and assist with conﬂict resolution (10).
For patients who choose not to start dialysis (14.5% in the
study by Wong et al. [15]), a comprehensive care model that
delivers optimal CM needs to be developed in this country.
CM models in other countries provide effective symptom
management and improve quality of life (22). The international comparisons show that shared decision making and
the presence of an established CM pathway can result in
more informed treatment choices and initiation of dialysis
in those who would most beneﬁt. A practicing nephrologist
in Australia reports that older patients in his country are
becoming less apprehensive choosing CM, partly because
their nephrologists are now more comfortable with this decision after greater development of Renal Supportive Care
programs. CM is described to these patients as a course of
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treatment, in which they will be well taken care of and they
will not be subjected to dialysis when it is unlikely to offer
signiﬁcant survival over CM but is likely to detract from
their quality of life (M. Brown, personal communication).
The practice change needed in nephrology is extensive.
Despite the integration of palliative care into the care of
patients with cancer and other chronic diseases (23), a national policy shift toward patient-centered care (12), and
recognition by nephrology fellows over a decade ago that
more palliative care education is needed in their training
(24), Wong et al. (15) have shown that nephrology practice
in the United States has not kept pace. Nephrology training
programs need to include more primary palliative care (25).
The leaders in the nephrology interdisciplinary community,
including nephrologists, nurses, social workers, dietitians,
and technicians, in collaboration with palliative care clinicians need to make the implementation of a comprehensive
model of renal supportive care delivery a priority for the
growing population of older patients with advanced CKD.
Such collaborative care exists in other countries. It is time for
this practice change to occur in the United States.
Disclosures
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