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Abstract
Frailty is a physiologic state of increased vulnerability to stressors that results from decreased
physiologic reserves or dysregulation of multiple physiologic systems. The construct of frailty has
been operationalized as a composite of poor physical function, exhaustion, low physical activity,
and weight loss. Several studies have now examined the prevalence of frailty among chronic
kidney disease (CKD) or end-stage renal disease (ESRD) patients and have found frailty to be
more common among individuals with CKD than among those without. Furthermore, frailty is
associated with adverse outcomes among incident dialysis patients, including higher risk of
hospitalization and death. Recent evidence shows that frail patients are started on dialysis earlier
(at a higher estimated glomerular filtration rate [eGFR]) on average than nonfrail patients but it is
unclear whether these patients’ frailty is a result of uremia or is independent of CKD. The survival
disadvantage that has been associated with early initiation of dialysis in observational studies
could be mediated in part through confounding on the basis of unmeasured frailty. However,
available data do not suggest improvement in frailty upon initiation of dialysis; rather, the
trajectory appears to be towards higher levels of dependence in activities of daily living (ADLs)
after dialysis initiation. Overall, there is no data to suggest that frail patients derive any benefit
from early initiation of dialysis either in the form of improved survival or functional status.

What is frailty and why is it important in CKD and ESRD?
Frailty can be defined as a physiologic state of increased vulnerability to stressors that
results from decreased physiologic reserves or dysregulation of multiple physiologic
systems (1). The prevailing view is that age- or disease-associated physiologic decrements,
each of which individually might not reach clinical significance, affect multiple systems and
accumulate to reach an aggregate threshold that can be detected as frailty. Frail individuals
are then vulnerable to adverse outcomes that can include disability, dependency, falls,
institutionalization, hospitalization, and death.

Several operational frailty constructs have been proposed (2–5). These have in common that
multiple criteria must be met in order to classify individuals as frail, but they vary widely in
the number and types of criteria included. Most or all of these frailty paradigms include
measures of physical performance or self-reported functioning as well as some indicator of
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fatigue or exhaustion, and some also include measures of comorbidity and disability.
Originally developed and validated in the Cardiovascular Health Study (CHS) by Fried and
colleagues (4,6), perhaps the most widely used single definition is based on at least three of
the following five criteria: greater than 10 pounds of unintentional weight loss over one
year, weak grip strength, self-report of exhaustion, slow gait speed, and low physical
activity. However, because this definition relies on direct measures of physical performance,
several modified definitions have been proposed and validated, usually substituting a patient
report of functioning for the walk time and grip strength criteria and sometimes eliminating
the weight loss criterion or substituting low body mass index (6).

Frailty might be expected to be more common among patients with chronic kidney disease
(CKD) or end-stage renal disease (ESRD) than among individuals without CKD because of
disease-related and disease-associated conditions such as protein energy wasting, anemia,
inflammation, acidosis, and hormonal disturbances, among others (7). Several studies have
now examined the prevalence of frailty among chronic kidney disease (CKD) or end-stage
renal disease (ESRD) patients using these definitions (8–11) and have found frailty to be
more common among individuals with CKD than among those without CKD. Shlipak et al.
and Willhelm-Leen et al. used population-based cohorts to examine mainly early stages of
CKD (9,10). CHS participants with chronic renal insufficiency (CRI), defined as a serum
creatinine above 1.5 mg/dL for men and 1.3 mg/dL for women, had a prevalence of frailty of
15% compared to 6% among individuals without CRI. Among National Health and
Nutrition Examination Survey (NHANES) participants aged 20 to 81 years, all stages of
CKD, including microalbuminuria with preserved kidney function (estimated glomerular
filtration rate [eGFR] > 60 ml/min/1.73m2), were associated with significantly higher odds
of frailty compared to individuals without CKD, and the OR was highest among the small
percentage of individuals with more advanced CKD (eGFR < 45 ml/min/1.73m2; OR 5.88,
95% CI 3.4 to 10.2). In a cohort of 336 patients with stage 1–4 CKD followed in a CKD
clinic with a mean eGFR of 51 ml/min/1.73m2, Roshanravan et al. found a 14% prevalence
of frailty (8), which was twice that of the older CHS cohort (1,12,13). Finally, using a
national cohort of incident dialysis patients, Johansen et al. reported that 2/3 of the patients
met criteria for frailty, including over 40% of the patients who were under 40 years of age
and over ¾ of patients over age 60 (11). Furthermore, frail patients had more than a two-fold
higher risk of death (HR 2.24, 95% CI 1.60 to 3.15) than those who were not frail even after
adjustment for other predictors of death.

We are not aware of longitudinal studies reporting on the development of frailty as CKD
progresses, but these data suggest that the prevalence of frailty increases as GFR declines
and that frailty is not rare even among younger patients with ESRD. In addition, despite the
extremely high prevalence of frailty among patients initiating dialysis, it is still an important
construct because it is highly associated with adverse outcomes.

Is frailty associated with timing of dialysis initiation?
Initiation of dialysis in the United States has been occurring at progressively higher levels of
eGFR over the last 15 years (14). This trend may be driven by clinical practice guidelines
encouraging this practice (12,13). Hemodialysis adequacy guidelines published in 1997
recommended initiating dialysis when eGFR fell below 10.5 ml/min/1.73m2 unless patients’
nutritional status and protein intake were well preserved and patients were free of uremic
signs or symptoms, and this recommended eGFR for dialysis initiation was higher than
typical dialysis start points prior to that time (12). A subsequent update stated that “when
patients reach stage 5 CKD (estimated GFR < 15 mL/min/1.73 m2), nephrologists should
evaluate the benefits, risks, and disadvantages of beginning kidney replacement therapy.”
These guidelines effectively set an even higher threshold for considering dialysis initiation
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and further suggested that “particular clinical considerations and certain characteristic
complications of kidney failure may prompt initiation of therapy before stage 5″ (13).

There are several reasons to expect that frail patients might be initiated on dialysis earlier (at
higher eGFR) than non-frail patients. First, frailty criteria such as weight loss, fatigue, and
poor physical function, can overlap with signs and symptoms of uremia. In this regard, two
scenarios are possible (Figure). Uremia could lead to signs and symptoms that meet the
criteria for frailty, including malnutrition and weight loss, fatigue, and/or poor physical
function, perhaps in part due to volume overload, anemia or other CKD-related
complications. These signs and symptoms would then lead to initiation of dialysis, perhaps
at a higher eGFR than for patients without these symptoms. Indeed, clinical practice
guidelines on Nutrition in CKD advocate that dialysis should be initiated if low nutrient
intake leads to development or persistence of protein-energy malnutrition despite attempts to
optimize protein-energy intake (15). Kurella Tamura et al. found evidence that this occurs in
clinical practice (16). They studied correlates of early dialysis initiation among nursing
home residents in the U.S. and found that weight loss, loss of independence in activities of
daily living (ADL), and volume overload, all of which might lead to fulfillment of frailty
criteria, were associated with earlier dialysis start after adjusting for patient demographics
and comorbidity (16).

Alternatively, patients with advanced CKD may develop frailty independent of their CKD.
The components of the frailty phenotype could then be interpreted as uremic symptoms,
leading to earlier dialysis start (Figure). Data from the United States Renal Data System
(USRDS) support this possibility, showing that the largest increases in eGFR at dialysis
initiation have occurred in patients aged 75 and older and among patients with more
comorbid conditions, groups in whom the prevalence of frailty would be expected to be
particularly high (17). A recent study of patients returning to dialysis after a failed kidney
transplant also found that patients with diabetes and peripheral vascular disease were more
likely to restart dialysis at higher eGFR than patients without these comorbidities (18).

The potential importance of the distinction between uremia leading to frailty vs. frailty
mimicking uremic symptoms lies in the expected outcome of dialysis initiation. If the
symptoms are truly related to uremia, then they might be expected to improve with treatment
of uremia through initiation of dialysis, but if they are from other causes, symptomatic
improvement would be less likely, but any risks or negative consequences of dialysis
initiation would still ensue.

Another possible reason for an association between frailty and early dialysis initiation is
overestimation of eGFR among frail individuals, leading to what might be considered
“pseudo-early” initiation of dialysis. Implicit in the frailty construct is that loss of muscle
mass is a central underlying event (4). Thus, frail individuals may have lower levels of
creatinine generation (and thus lower serum creatinine concentration) because of lower
muscle mass. The resultant overestimation of eGFR by creatinine-based equations could
lead to an apparent association between frailty and higher eGFR at dialysis initiation.

A study by Bao et al. directly examined associations between frailty and timing of dialysis
initiation using data from the Comprehensive Dialysis Study, which enrolled patients
initiating dialysis in a random sample of U.S. dialysis facilities between 2005 and 2007 (19).
Frailty was determined based on patients’ report of exhaustion, poor physical function and
low physical activity, and GFR was estimated using the 4-variable Modification of Diet in
Renal Disease (MDRD) equation (20). The mean age of participants was 60 years, and the
overall prevalence of frailty was high at 73%. Patients starting dialysis at higher eGFRs
were more likely to be frail (OR 1.08, 95% CI 1.04 to 1.11 for every 1 ml/min/1.73m2
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higher eGFR). It is worth noting that the definition of frailty used in this study did not
include weight loss because these data were not available. Therefore, weight loss per se was
not the cause of the association between frailty and higher eGFR at dialysis initiation. The
extent to which overestimation of eGFR was a factor was not addressed in the Bao study,
but each individual component of frailty was associated with higher eGFR, including
patients’ report of exhaustion, which should not be a function of muscle mass (unpublished
data).

What happens to frailty when dialysis is initiated?
There is a paucity of information on the effects of dialysis initiation on frailty, but a few
studies have examined functional outcomes after the start of dialysis among elderly
individuals (21,22). Kurella Tamura et al. examined the effect of dialysis initiation on
functional status in a national sample of nursing home residents starting treatment with
dialysis between June 1998 and October 2000 (21). Functional status was measured by
assessing the degree of dependence in activities of daily living (ADL). By 12 months after
the initiation of dialysis, 58% of the patients had died, and only 13% had maintained
predialysis levels of functional status. Furthermore, in a random-effects model, initiation of
dialysis was associated with a sharp decline in functional status.

In a single-center cohort study of 97 patients 80 years of age or older in whom long-term
dialysis was initiated between 2000–2005, Jassal et al. examined loss of independent
function over one year (22). At the time of dialysis initiation, 78% of the cohort was
independent (living at home with no assistance with ADLs), but after one year this
percentage had decreased to 23%, with the remainder having been admitted to an assisted-
living setting or nursing home, submitted an application for caregiver support, or died.

Although neither of these studies addressed frailty per se, they provide strong evidence to
suggest that frailty does not improve when dialysis is initiated. Rather, the further decline in
functional status after dialysis initiation in both studies indicates that dialysis may be
associated with progression of frailty towards loss of independence. The populations
included in both cohorts would be expected to have a high prevalence of frailty, since frailty
is often a precursor to loss of independence, an outcome the patients in the Kurella Tamura
study had already experienced. Similarly, given the strong association of age with frailty and
the high prevalence of frailty reported in unselected incident dialysis patients (11,19), the
very elderly patients in the Jassal study were likely to have an extremely high prevalence of
frailty.

Does frailty mediate the association between early dialysis initiation and
bad outcomes?

Numerous observational studies have examined the association of early start of dialysis and
survival in many different countries and settings over the last decade with remarkable
consensus that higher eGFR at dialysis initiation is associated with worse survival (23–32).
Nevertheless, the observational nature of the data have led to concern over confounding by
indication, wherein sicker patients are initiated on dialysis earlier and have higher mortality.
Statistical approaches to account for this confounding, such as adjustment for comorbidity,
use of propensity scores, and restriction to a “healthier” subset of patients have failed to
eliminate the apparent survival disadvantage of early dialysis start. However, the only
randomized trial of early vs. late dialysis initiation strategies did not find a disadvantage (nor
an advantage) to early start (33), further highlighting the possibility of residual confounding.
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Could frailty be an important confounder not considered in prior studies? Many of the
studies showing worse outcomes with early initiation of dialysis have been based on registry
data, which does not contain extensive measures of physical function or other data necessary
to determine whether patients are frail. However, the Comprehensive Dialysis Study (CDS)
included a patient questionnaire that assessed self-reported physical function, fatigue/
exhaustion, and physical activity (34). Frailty was associated with higher eGFR at dialysis
initiation in this cohort and also with higher mortality during 2.9 years of follow-up (HR
1.79, 95% CI 1.44 to 2.24) (19). Higher eGFR was associated with higher mortality (HR
1.24, 1.14 to 1.36 per 5 ml/min/1.73m2) when frailty was not included in the multivariable
model, but addition of frailty attenuated the association between eGFR and mortality such
that it was no longer statistically significant (HR 1.08, 95% CI 0.98 to 1.19). These results
are consistent with the possibility that frailty serves as a marker of the tendency to start
dialysis earlier among sicker patients and that this tendency is responsible for some or all of
the observed harm associated with higher eGFR at the start of dialysis. These findings could
also be consistent with overestimation of eGFR in these frail patients so that they appeared
to have a higher eGFR at dialysis start, and since body composition was not measured in
CDS, this possibility cannot be eliminated.

It is important to note that although higher eGFR at dialysis initiation was not associated
with significantly higher mortality after adjustment for frailty, this adjustment did not
uncover a survival advantage to early dialysis initiation. Rather, the lack of a clear
association of eGFR with survival was in agreement with the only randomized controlled
trial to examine the question of timing of dialysis initiation to date (33,35).

Future areas for research
There is a need for more research into all of the topics covered in this review. First, studies
of frailty in CKD and ESRD have used many different specific definitions of frailty, and
studies should attempt to determine which definition or definitions are most useful,
balancing practicality and predictive power. Measuring physical performance requires more
time and effort, but it is currently uncertain whether definitions of frailty based on physical
performance better identify individuals at high risk for adverse outcomes than those based
on more accessible questionnaire data. Second, with a useful definition of frailty in hand,
studies should assess the course of frailty with progression of CKD and dialysis initiation.
Estimation of GFR using cystatin C could be useful to alleviate the potential for
misclassification of CKD stage among frail individuals with low muscle mass. Finally,
outcomes after dialysis initiation should be studied. Frailty should be examined both as a
predictor of adverse outcomes such as hospitalization and mortality and as an outcome in its
own right. Can frailty be reversed among patients with ESRD? Does frailty progress after
initiation of dialysis? Does the choice of dialysis modality have an impact on the trajectory
of frailty? Does the timing of dialysis initiation have any impact on frailty or on other
outcomes among frail individuals who begin dialysis?

Conclusions
In conclusion, the limited available data suggest that frailty is associated with earlier start of
dialysis, but the actual causal pathways among uremia, frailty, and earlier dialysis initiation
are yet to be determined. Based on currently available observational data (21,22) and limited
data from a randomized clinical trial (33,36), frailty does not improve with dialysis
initiation. Examining frailty among patients starting dialysis may shed some light on the
associations of early initiation of dialysis and higher mortality, and frailty may account, in
part, for the observed association between higher eGFR and higher mortality. Nevertheless,
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there is no indication that early initiation of dialysis is beneficial among frail (or nonfrail)
patients.
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Figure 1.
Figure Model of Frailty and Uremia Leading to Dialysis Initiation.
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