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THE NEEDS OF OLDER PATIENTS FOR PERITONEAL DIALYSIS: 
TRAINING AND SUPPORT AT HOME
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Chronic kidney disease (CKD) in all its stages has become an 
important problem for older patients, stage 3 – 5 is expected to 
happen in 25 to 30% of the population, and a higher prevalence 
can be found in residential care and nursing homes, affecting the 
demand for patient education. Although older patients are able and 
keen to learn, there are specific needs that must be addressed. The 
focus of this paper is to review the demands to train and maintain 
older patients on peritoneal dialysis (PD) at home.
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Peritoneal dialysis (PD) patients at home require much more 
than just clinical management. Social and psychological 

support and outcomes are important for all age groups. Nurses 
are responsible for ensuring prevention of technique failure 
due to infections and supporting patients with restrictions 
imposed by the therapy. The burden of dialysis is well docu-
mented as it affects an individual’s social and psychological 
well-being. The need for individuals to achieve a sense of 
normality is often overlooked even if it is the most impor-
tant factor in their life (1). The focus of this paper is older 
patients on PD, their training needs, and supportive needs 
to maintain them at home. This is particularly relevant as 
the chronic kidney disease (CKD) population aged 65 years 
or older has grown considerably, and this growth is expected 
to accelerate in coming years (2,3). Chronic kidney disease 
stage 3 – 5 is expected to occur in 25 to 30% of the population 
and a higher prevalence can be found in residential care  and  
nursing homes (4).

Therefore, the numbers of older patients requiring dialysis 
therapy is rising. Ensuring older patients have equal access to 
a home therapy means pre-dialysis education and assessment 
that includes a multidisciplinary team is important. There is 
evidence suggesting that PD intrudes less in the life of older 
patients and maintains patients’ independence (5–7). Some 
have even highlighted that older patients are often more 

motivated and compliant with treatment and therefore the 
challenges for the nurses are different (8,9). 

The challenges of the older patient on PD at home need 
to be considered in the context of specific issues relating 
to the aging process such as frailty, dementia, loneliness, 
visual and hearing impairment, cognitive dysfunction, and 
dexterity (2,10–12). The nursing theory of self-care is based 
on the concept that all individuals seek behaviors to promote 
personal well-being, with an emphasis on maintaining a bal-
ance between the person’s ability to maintain self-care and the 
required demands, and on how patients cope with changes in 
their health status to become independent (13,14). Therefore, 
applying such a theory of self-care to the older person will 
bring a positive outcome, empowering them for treatment and 
using judgment skills developed over a lifetime of experience 
increasing self-esteem (13,14). 

Self-management and ongoing support, as with any long-
term condition, need to be part of the decision-making process, 
and the philosophy of improving self-efficacy should be 
integral. Many older patients have multiple morbidities, all of 
which can impact on their physical and mental health, affecting 
disability and ability in performing activities of daily life (15). 
Educational interventions can play a crucial role in the success 
of individuals in managing their own treatments. Adapting and 
appreciating this in the older person is particularly relevant for 
a home therapy like PD (16). All  considered, there is strong 
evidence of the benefits of PD in the older patient (17–19). 
The aim of this paper is to provide a structure of how this can 
be achieved using a case study exemplar throughout.

TRAINING AND ASSESSMENT OF OLDER PATIENTS

One of the most important aspects before commencement of 
training is a full assessment of the patient, including physical 
and psychosocial needs, motivation to learn, reading level, 
barriers to learning, learning styles, family support, home 
circumstances, and consideration of nursing homes (20). 
Patient preferences encompass quality of life, asking the 
patient what they enjoy, if they go on holiday and aspects of 
life that would fit with PD.  

When assessing the capability of patients for PD it is essen-
tial to identify barriers that may hinder successful self-care. 
In addition to the limitations inherent to CKD, older patients 
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will have other limitations and barriers that can be more 
pronounced, most commonly: poor vision, frailty, cognitive 
dysfunction, accommodation issues, functional impairment, 
and a bias from renal teams that older patients cannot perform 
PD (2,10,11). Such barriers can be usefully divided into medi-
cal, cognitive, psychological, or social; most affect, but do not 
contraindicate, PD and are much more common than absolute 
contraindications (10).

Probably the most significant assessment at this stage is 
cognition as this will have considerable influence on their skills 
to perform or remember tasks (21). Often, formal or informal 
assessments of cognitive ability are not undertaken and can 
be one of the reasons patients are seen to fail in training (15).  
A simple recommended tool is the Montreal Cognitive 
Assessment (MOCA) tool (15) which can be performed in 10 
minutes. It is recommended that it be done before and after 
initiation of therapies and can help to tailor interventions and 
supportive treatments. 

Assessment of frailty needs to be understood if accurate 
and adequate interventions are applied. Frailty is a multidi-
mensional syndrome of loss of reserves (i.e. lack of energy and 
reduced physical ability, cognition, and health), all of which 
give rise to vulnerability (22). There are a number of defini-
tions, and Rockwood highlights that the many scales available 
reflect uncertainty about the term and its components (22). 
There are simple measures that can be undertaken by health-
care professionals or full geriatric assessments that require 
specialist geriatric team input (23). 

Understanding the role of family members and caregivers 
and their willingness to undertake the therapy and the poten-
tial of assisted PD are also all important. 

CASE STUDY

Joan is 82 years old and lives alone with family support 
close by. She was seen initially by the pre-dialysis team 
and wanted to consider home therapy as she lived 20 
miles from the center. She had a home assessment and on 
initial assessment was found to have no significant cog-
nitive impairment, but she was frail and quite disabled 
due to osteoarthritis and was in a wheelchair. Pain and 
mobility issues were significant but assisted automated 
PD (APD) was her preferred therapy. She was very inde-
pendent even with her significant mobility problems. 
Her training took place at home, and within 3 days she 
was able to connect and disconnect from the machine. 

The guidelines for patient training from the International 
Society for Peritoneal Dialysis (ISPD) recommend that 
patient training should be based on adult education (24). 
Independently of the age of learner, the type or style of 
learning should be recognized and training implemented 
accordingly (24,25). There are a variety of tests that can be 
used to assess learning styles, or a simple question to the 
patient (i.e. “How do you learn best?”) can be sufficient to 
guide training. The most common learning styles are aural, kin-
esthetic, visual, and read/write. Table1 shows some examples 
on how to implement training according to patients’ learning 
style characteristics (26). 

Figure 1 demonstrates the ongoing aspects for older 
patients from assessments required before training, aspects 
adopted in training and support at home. This is a cycle, and 
assessments need to continue once the patient is at home. 

TABLE 1 
Characteristics of Learning Styles

  Visual Aural Read-write Kinesthetic

 Characteristic Tends to be a fast talker and Speaks slowly and tends to Prefers information to be Tends to be the slowest
  has a tendency to interrupt be a natural listener; thinks displayed in writing – list talker of all 
   in a linear manner of ideas
   
    Emphasize text-based 
    input and output

 Implementing Use graphs, colorful brochures, Read to patients and ask Make lists Hands-on approach, does
 teaching different spatial arrangements them to explain aloud their  things to understand,
  (fonts) on a page, draw understanding, tape record Write definitions practical sessions
  pictures to show ideas, use for later listening with
  gestures when speaking no background music Use Powerpoint Videos and pictures
     showing real objects
  Large font size 14 Explain to others Manuals
   (i.e. staff, family members)  Use mannequins or
   the concepts learned Printed handouts real-life examples
 
    Ask patient to rewrite what
    has been learned using
    their own words 
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Successful programs have demonstrated the importance of 
dedicated teams and the need for individualized support 
and training, advocating regarding training and testing as 
positive; showing improvements in peritonitis rates (27,28). 
Training and interventions that encompass self efficacy can 
also enhance self management skills (29). When planning to 
train older patients, various issues should be considered to 
enhance the patient experience: 

•		 Focus	on	patient’s	strengths	and	your	confidence	in	their	
ability to learn; 

•		 Use	 the	 smallest	 amount	of	 information	 to	 accomplish	
negotiated goals;

•		 Use	simple	terms	and	everyday	language	and	give	informa-
tion as vividly and explicitly as possible; 

•		 Teach	1	step	at	a	time	and	use	multiple	methods	and	tools	
requiring fewer literacy skills;

•		 Allow	patient	to	restate	information	in	their	own	words	and	
use praise and encouragement;

•		 Use	tailoring	and	cuing	for	patient’s	coordination	of	pro-
cedures and use repetition to reinforce information;

•		 Extend	length	of	time	to	allow	shorter	days,	time	to	read	
and to absorb information. Some patients may take up to 
10 days before they feel confident to be self-caring;

•		 Consider	interactive	components	such	as	group	work	and	
peer support;

•		 Focus	on	self-efficacy	and	problem-solving;	
•		 Use	aids	 for	dexterity,	mannequins,	aprons	 for	 training,	

and picture procedures;
•		 Use	simple	written	procedures	with	larger	print	tested	and	

adapted to each individual;
•		 Be	realistic	and	know	when	a	patient	cannot	manage	self-

care, so other support/assistance can be explored (20).

The educational needs of older patients may well be differ-
ent from a younger age group. Experience shows that training 
older patients on continuous ambulatory peritoneal dialysis 
(CAPD) took a day longer than younger patients but with 
similar outcomes (30). A report from the US examining ways 

of improving health literacy in the older adult made some clear 
recommendations advocating greater rigor in the development 
of materials and tools designed for older adults (31). Health 
professionals often make information complex with too much 
jargon. Often older patients struggle with remembering and 
following a text. The therapy of choice needs to reflect their 
abilities. Consideration of CAPD or APD should be part of this 
process. If CAPD is the preferred option, then consider how 
many exchanges are necessary; often 2 – 3 exchanges per day 
are sufficient if good residual renal function is present. With 
the increase in utilization of assisted PD, commencing older 
patients on PD with assistance allows them time to adjust 
and learn the technique when confidence is gained over a 
long period of time. Being able to provide assisted PD in this 
population can therefore be a useful option and perhaps act as 
a bridge  to independence and self-care. Even if the patient is 
not suitable for total self-care, minimal training with assisted 
PD can be offered as the patient may only have to troubleshoot 
problems, or simply be instructed on how to turn off APD if 
they have a problem. This may also be the case if the patient 
is in a nursing home and staff within that environment can be 
trained to assist. For patients having assisted CAPD, nurses 
or assistants can be trained, with minimum training required 
for patients (32).

The location of training varies, but the patient’s home or 
a specific training environment is recommended (16). Nurses 
delivering patient training need to have adequate skills in PD 
and adaptability to meet individual needs with an understand-
ing of learning and educational principles.

In summary, patient education is a key nursing role,  and 
should enable patients to follow a medical regimen and pro-
mote well-being. Factors such as advanced age, lack of social 
support, dementia, or other physiological factors can interfere 
with learning.

SUPPORT AT HOME

Once an older patient has successfully completed their 
training for independent or assisted PD, ongoing support 
and assessment continue. Some important points to consider 
highlighted by Finkelstein to help maintain older patients at 
home relate to the home situation, family and social support, 
community support, spirituality, and caregiver burden (33). 
Community visits by trained PD nurses can be pivotal, providing 
expertise and support and developing trusting relationships 
with patients, families, and caregivers.

Support from family/caregivers can be particularly crucial, 
and many have commented on its importance and relevance, 
particularly as a barrier to self-care (34). The patient who lives 
alone often requires different levels of support and may often 
be unfairly biased in terms of therapy options. However, indi-
vidual assessment and preference should always be considered. 
Support from family members and caregivers is significant 
and their support often influences the success and ability to 
maintain an older patient at home on PD. When family and 
caregivers are involved in the dialysis, consideration of the 

  

Figure 1 — Ongoing aspects for older patients.
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The use of advance care plans can help to address their con-
cerns and allow the patient to decide on their future care and 
management (45). An example would be a patient expressing 
wishes to not transfer to HD even if PD therapy has become 
too difficult to continue at home. This requires open discus-
sion, clear documentation and a team approache to ensure 
the patient’s wishes are fulfilled. It is often even burden-
some for these patients to attend clinics; keeping them at 
home and liaising with the team can avoid unnecessary visits  
to the hospital.

Maintaining older patients at home on PD requires 
dedication, belief in the patient’s wishes, regular review, and 
assessments. Many older patients are motivated and manage 
for many years on the therapy with minimal support and there-
fore an individual approach will guarantee this population is 
treated and managed equally.

CASE STUDY

One year into therapy it became clear that Joan found it 
difficult to attend the hospital for appointments due to 
the travel and distances. She would be out of the house 
all day and her pain exacerbated by the visit. After some 
discussion, it was agreed that Joan would not attend 
clinics and would have blood taken in the community. 
An advance care plan was also written up as Joan did not 
want to have HD if PD failed or she herself could no longer 
manage. Her doctor and local teams were contacted to 
ensure they were aware of her decision and how she 
wanted to be managed at home.

Joan had a good quality of life and managed many 
weekends away with her family when therapy was held 
off. She had good residual renal function and could often 
have nights off her therapy.

She has continued on assisted APD for 3 years with 
no admissions to hospital and no episodes of infections. 
She values the daily visit and contact by the assisted 
team and, even with her disabilities, makes her own 
greeting cards and regularly sends in a crop of fruit from 
her garden.

KEY MESSAGES

•		 PD	for	the	elderly	should	not	be	a	contra-indication.	With	
full support and additional assistance, they can maintain a 
good quality of life and should have equal access to choices 
of different therapies;

•		 Regular	assessment	of	elderly	patients	is	essential	and	part	
of routine care;

•		 Assessment	of	cognition,	frailty,	and	depression	should	be	
undertaken by the team;

•		 Communicate	with	the	patient	regularly	on	their	preferences	
and expectations using advance care plans as necessary;

•		 Develop	research	and	evidence	based	on	support	systems/
rehabilitation programs required to maintain older patients 
at home;

impact and burden on those members should be part of the 
routine assessments. Studies have demonstrated negative 
impact on family caregivers of older PD patients in particular 
on the mental domains of quality of life (QOL) where they are 
more likely to experience adverse psychological and social 
consequences (35,36). However with adequate support and 
interventions directed at caregivers, this could be improved. 
Families and caregivers should be included in regular assess-
ments by talking to them alone and finding out how they 
are coping. Often simple measures can help by encouraging 
social activities and considering support from other sources. 
In particular, those of lower educational status and economic 
conditions may require enhanced support (35). Supportive 
programs of care included in rehabilitation often provide net-
works and peer support for family and caregivers (37). Support 
groups have reported good patient engagement, including 
physical and social activities (38). 

Publications from Hong Kong on CAPD in the older patient 
have demonstrated the importance of family support (39,40). 
Support can often be through systems and pathways other 
than renal services; spirituality is often one way patients and 
families draw on support and coping (41–43). Being aware of 
local groups and initiatives specifically designed for the older 
person can be very helpful and in many countries, although 
often voluntary, is a resource that is available. 

The continued assessment of cognition and frailty are all 
important. Evaluating early cognitive symptoms must involve 
family members and individuals who know the patient well. 
Full geriatric assessments can be carried out by specialists, 
and these teams can not only help and support the patients 
but also consider appropriate interventions. Depression is a 
common psychological problem within the dialysis popula-
tion and its diagnosis can remain undetected and correlates 
physiological stresses, anxiety, and social support (44). These 
factors are all relevant in the older patient who may rely on 
social support. Depression can also affect cognition, as men-
tioned earlier. It is therefore important to recognize signs and 
symptoms of depression in the patient and families/caregivers 
and refer appropriately. 

An older patient who experiences worsening mobility, 
frailty, or even visual problems may need adjustments within 
the home so that they can continue safely with the therapy. 
Older patients at home without a family member or caregiver 
to support them may often find hemodialysis (HD) as the only 
other option offered. Consider assisted PD if that is available, 
other types of assistance and social support, or even a nurs-
ing home.

All of these aspects require good communication and 
involvement of the wider multidisciplinary team (MDT)  such 
as social workers, occupational therapists, physiotherapists, 
dieticians, and primary care providers. They can often help 
with adjustments required in the home, more supportive care, 
dietary considerations, and assistance with meals. Perhaps 
the most difficult and poorly communicated aspects of the 
older patient are their expectation of the therapy, and their 
wishes need to be addressed on a regular basis with the MDT. 
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•		 Support	for	caregivers/family	needs	to	be	an	integral	part	
of the management of older patients.
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