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Shared decision making is important when deciding the appropriateness of dialysis for any individual,
particularly for older patients with advanced chronic kidney disease who have high mortality. Emerging
evidence suggests that patients with advanced age, high comorbidity burden, and poor functional status
may not have any survival advantage on dialysis compared with those on a conservative kidney man-
agement pathway. The purpose of this narrative review is to summarize the existing studies on the survival
of older patients with stage 4 or 5 chronic kidney disease managed with or without dialysis and to
evaluate the factors that may influence mortality in an effort to assist clinicians with shared decision
making. Median survival estimates of conservative kidney management patients are widely varied, ranging
from 1-45 months with 1-year survival rates of 29%-82%, making it challenging to provide consistent
advice to patients. In existing cohort studies, the selected group of patients on dialysis generally survives
longer than the conservative kidney management cohort. However, in patients with advanced age
(aged ≥80 years), high comorbidity burden, and poor functional status, the survival benefit conferred by
dialysis is no longer present. There is an overall paucity of data, and the variability in outcomes reflect the
heterogeneity of the existing studies; further prospective studies are urgently needed.
creativecommons.org/
licenses/by-nc-nd/4.0/).
BACKGROUND
Medical advancement opens the doors to new treatment
opportunities but may come with its own detriments.
Dialysis is one such medical technology that has revolu-
tionized the field of nephrology. In the 1970s, when the
Medicare End-Stage Renal Disease Program was funded in
the United States, the cohort of patients offered dialysis
represented the youngest, fittest, most educated, and
highly motivated subset of the kidney failure population.1

Although this pattern may still be true in many parts of the
developing world, the demographics of the dialysis pop-
ulation in high-income countries has dramatically shifted
over the last few decades since the reach of dialysis
expanded to an older and more comorbid chronic kidney
disease (CKD) population. Currently, the elderly com-
prises the fastest-growing group of patients on dialysis in
the developed world. In Australia, the highest prevalent
population of patients receiving dialysis in 2019 was the
group with ages 75-84 years, with close to 2,500 patients
per million population.2 This experience is not unique to
Australia. Globally, the number of elderly patients initiated
on dialysis has continued to rise3 and the overall number of
patients on maintenance dialysis has increased, with the
elderly sector demonstrating the most rapid rate of
growth.4 In the United States, patients aged 65 years or
older constituted half of the US dialysis population by
2007, and the numbers have only continued to rise.5 This
trend is also reflected in other areas of the industrialized
world,5 including Canada,6 the United Kingdom,7 other
parts of Europe,8 and Asia.9

Reasons for the rising incidence of elderly patients on
dialysis include more relaxed criteria for acceptance onto
dialysis and increased life expectancy from other
comorbidities such as obesity, diabetes, hypertension,
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and vascular disease in an aging population.10 However,
the mortality rate of patients on dialysis is high, and
self-reported quality of life and satisfaction often de-
creases significantly after dialysis initiation.11,12 The
elderly have an additional increased morbidity and
mortality risk on dialysis,13 are frailer, and may have
differing medical care needs and goals in comparison to
their younger counterparts. Moreover, patients with
advanced kidney disease generally have a high burden of
symptoms impacting their quality of life, many of which
are not necessarily alleviated by renal replacement
therapy.14,15

The annual mortality rates of patients on dialysis exceed
10%, and withdrawal from dialysis is a common cause of
death globally,10 reflecting the poor health-related quality
of life of patients on dialysis.

In 2000, the Renal Physician’s Association of the United
States released guidelines that endorsed shared decision
making and encouraged clinicians to discuss the various
treatment options for kidney failure with patients and their
families to reach a joint decision regarding the appropri-
ateness of dialysis.16 Although studies have shown that
patients more engaged in the shared decision-making
process have higher treatment satisfaction, it remains
underutilized in practice.17

Conservative kidney management (CKM) is a non-
dialysis treatment pathway for patients with kidney failure
that focuses on improving quality of life, addressing
symptom burden and advanced care planning.18 It also
includes active management of kidney disease and its
associated symptoms without the use of dialysis, with a
goal to slow the progression of kidney failure and to
medically treat complications that may arise. CKM is an
alternative treatment pathway to dialysis for the patients
1
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who choose not to be dialyzed or for those who are unable
to because of resource constraints.19

Discussions around choosing CKM are challenging
because there is limited literature regarding illness trajec-
tories, prognosis, symptom burden, and quality of life of
patients with kidney failure managed without dialysis. The
aim of this review is to examine the existing evidence on
the survival of older patients with advanced CKD managed
without dialysis with comment on several significant pa-
pers in the hope that this may provide greater information
to help with these discussions. At the same time, we
sought to highlight the variability among studies that may
preclude overall confidence in imparting this information
to patients and their families.
LITERATURE SEARCH

Studies were sequentially screened from the MEDLINE,
Embase, PubMed, University of Sydney Library, and
Cochrane Library databases with the inclusion criteria be-
ing the studies that included patients aged ≥65 years, with
CKD stage 4 or 5, managed on a CKM pathway, with or
without a dialysis comparator cohort (Item S1). The pri-
mary outcome of interest was survival. The studies that
included acute kidney injury, kidney transplantation re-
cipients, or pediatric patients were excluded from the re-
view. All study designs including secondary literature were
screened. A formal systematic review and meta-analysis
were not undertaken because of the known heteroge-
neous nature of these studies.
SURVIVAL WITH CKM

The median survival of older CKM patients ranged from
1-45 months and 1-year survival from 29%-82% (Tables 1
and 2, Figs 1 and 2). There was a high degree of hetero-
geneity in the existing studies, which was evident from the
disparity in age and comorbidity inclusion criteria and the
variability in the chosen start dates from which survival
was calculated.

Joly et al20 reported the survival outcomes of 144 pa-
tients, including 37 CKM patients, aged 80 years or older
in a retrospective analysis that spanned 12 years and found
that the median survival of CKM patients from the decision
of treatment pathway was 9 months (95% confidence in-
terval [CI], 4-10) compared with 29 (95% CI, 24-38)
months in a dialysis cohort. Although there was a multi-
disciplinary shared decision-making team, the decision for
dialysis was more “asymmetrical than shared”,21 whereby
the decision was mainly made by the treating physician
and the patient was given the option to either refuse or
accept the proposed pathway. Six out of the 107 patients
who were offered dialysis declined. CKM patients were
found to have a lower Karnofsky score (55 ± 18 vs 63 ±
20, P = 0.03), were more often socially isolated (P =
0.03), and had a higher proportion of late referrals (P =
0.01) and diabetes (P = 0.008). Strengths of this study
2

included its complete outcome reporting and long follow-
up time.

Murtagh et al21 conducted a retrospective observational
cohort study examining the survival of the patients older
than 75 years with kidney failure who received multidis-
ciplinary predialysis care and had chosen a treatment
pathway with shared decision making. CKM patients had a
median survival of 18 months (interquartile range [IQR],
0.1-73.1). Strengths of this study include the balanced
representation of both the CKM (n = 77) and dialysis (n =
52) cohorts who had similar baseline comorbidity scores.
One-year survival was 68% in the CKM group compared
with 84% in the dialysis group; the dialysis cohort had
2.9-fold better survival (P < 0.001). An important finding
in this study was that the survival advantage offered by
dialysis was lost in patients with a Davies comorbidity
grade of 2 or higher. Age, overall comorbidity score, and
ischemic heart disease alone significantly impacted sur-
vival. The presence of ischemic heart disease had a stronger
impact on mortality than overall comorbidity grade.
However, not all the studies evaluating ischemic heart
disease have found it to be a significant predictor of
mortality.22

Wong et al23 similarly found that comorbidity was an
independent prognostic factor for survival, as defined by
the Stoke’s Comorbidity Grade (SCG) in a prospective
analysis of 73 CKM patients conducted in England over
a period of 3 years. With increment in the SCG, the
hazard ratio for mortality was 2.53 (95% CI, 1.32-4.83;
P = 0.005). The 1-year survival rates were 83% for SCG 0,
70% for SCG 1, and 56% for SCG 2. The overall
median survival was 23 months with overall 1-year
survival being 65%.

In a retrospective study of 106 CKM and 844 elderly
patients on dialysis conducted in England, Chandna et al24

found that median survival from study enrollment was 21
months in the CKM group versus 67 months in the dialysis
cohort (P < 0.001). However, in an adjusted Cox pro-
portional hazards model, whereby patients aged >75 years
in both the groups were adjusted in terms of age,
comorbidities, and presence of diabetes, the survival
advantage conferred by dialysis was less than 4 months and
was not statistically significant (P = 0.83).

In a prospective cohort study including 124 CKM
patients, Da Silva et al11 reported median survival from
the time of decision of modality choice when mean
estimated glomerular filtration rate (eGFR) was 14 mL/
min/1.73 m2 as 30 months in the CKM group and 44
months in their dialysis cohort (P < 0.001). The mor-
tality risk was almost halved with dialysis in the Cox
models adjusted for comorbidity, Karnofsky performance
score, age, physical health component (SF-36), and
propensity scores (hazard ratio, 0.47; 95% CI, 0.20-
1.10; P = 0.08). CKM patients were older and had
higher levels of comorbidity and dependence. This study
utilized propensity scores to adjust for selection bias,
albeit confounders likely remained given the notable
Kidney Med Vol 4 | Iss 5 | Month 2022 | 100447



Table 1. Characteristics of Included Studies

Author
Year of
Publication

Total
Patient
Number

No. of
CKM
Patients

No. of
Dialysis
Patients Country

Age
Inclusion
(y)

Median
Age
CKM (y)

Median Age
Dialysis (y) Study Design

Comorbidity
Scale

Measure of
Overall
Comorbidity SDM

KSC
Input

Joly20 2003 144 37 107 France ≥80 84.1a 83a Retrospective Own 32.4% ≥3
comorbidities

Yes Unclear

Smith30 2003 321 34 196 England All 71 59 Retrospective Own Mean
comorbidity
scoreb 4.7
(SD 3)

Yes Yes

Murtagh21 2007 129 77 52 England ≥75 83 Retrospective Davies 18.2% Davies
grade 2 score

Yes Unclear

Carson29 2009 202 29 173 England ≥70 83 82 Prospective CCI Mean CCI
13.7

Yes Unclear

Ellam48 2009 69 69 0 England 80 N/A Retrospective SCG Stoke’s
comorbidity
score 2 =
24%-28%

Yes Unclear

Wong23 2007 73 73 0 England All 79 Prospective SCG Stoke’s
comorbidity
grade=1

Yes Yes

Chandna24 2011 844 106 689 England All 81 Retrospective Own Comorbidity
scoreb > 4 in
50.9%

Yes Yes

Da Silva-
Gane11

2012 170 30 124 England All 77.5a 83 (HD), 78
(PD)

Prospective Own Comorbidity
score >3 in
74%

Yes Yes

Hussain33 2013 441 172 269 England NR,
enrolled
>70
years

NR Prospective NR NR Yes Yes

Seow26 2013 101 63 38 Singapore ≥75 78 60 Prospective CCI Mean CCI 5 Unclear Unclear
Shum25 2013 199 42 157 Hong Kong ≥65 75.3a 73a Retrospective CCI Mean CCI 4.6 Yes Yes
Brown35 2015 467 122 345 Australia All 82 67 Prospective CCI 57% had ≥2

comorbidities
Yes Yes

Kwok27 2016 558 432 126 Hong Kong ≥65 80a 78a Retrospective CCI CCI 9 Unclear Unclear
Echevers22 2016 314 93 69 Spain ≥70 78 76 Retrospective CCI CCI 8 Unclear Unclear
Verberne31 2016 311 107 204 Netherlands >70 83a 76a Retrospective Davies Davies

grade ≥3
Yes Yes

Reindl-
Schwaighofer42

2017 1018 174 844 Austria ≥65 81 74 Retrospective NR
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demographic differences in the baseline characteristics of
the patients in the comparator groups.

Studies From Asia

The initial studies on CKM patients were predominantly
conducted in England. Around 2013, the first published
studies conducted in Asia revealed similar trends. Shum
et al25 studied a retrospective cohort of 42 CKM patients
and 157 patients on peritoneal dialysis in Hong Kong over
a period of 7 years. The peritoneal dialysis group had
longer median survival (45 months [IQR, 30-63] vs 28
months [IQR, 14-45]; P = 0.03). Independent predictors
of mortality included age, comorbidity burden, functional
impairment, and requirement of emergency dialysis. The
survival advantage of peritoneal dialysis was no longer
present if there was a high comorbidity score or functional
impairment.

In a prospective observational study of 63 CKM patients,
aged ≥75 years or with age-adjusted Charlson Comorbidity
Index ≥8, with a median eGFR of 10 mL/min/1.73 m2,
2-year survival was estimated to be 62%.26 Following this,
Kwok et al27 conducted a retrospective registry trial in
Hong Kong on 558 (including 432 CKM) patients
aged ≥65 years with kidney failure who were referred for
advanced care planning. Survival was calculated from the
time of advanced care planning. CKM patients had higher
comorbidity burden and poorer functional status than the
dialysis cohort, and these were independent predictive
factors of mortality. Patients on dialysis survived a median
of 45 months (95% CI, 37-52) versus 10 months (95% CI,
8-12) in the CKM cohort (P < 0.001). In subgroup ana-
lyses, the survival advantage with dialysis was lost in
patients ≥85 years and those with high Charlson Comor-
bidity Index (>11) and poor functional status (defined in
this study as being chair or bed-bound). Notably, this
study’s generalizability is limited given that these were a
specific group of patients from a single center who were
referred for the purposes of advanced care planning and
had already been identified as a group who would likely
have a higher risk of mortality.

Studies With Multiple Start Points for Survival

Analyses

A major criticism of observational survival studies is that of
lead time bias, whereby the time point from which sur-
vival is calculated may be variable, leading to heterogeneity
of the results and affecting outcomes. Lead time bias
provides the illusion of longer survival when the diagnosis
is identified earlier.28 Commonly utilized time points for
survival calculations are eGFR <15 mL/min/1.73 m2,
indicating entry into end-stage kidney disease or time of
decision regarding treatment modality.

The challenge of addressing lead time bias is difficult,
and completely removing it from an observational study
may prove impossible; nonetheless, some studies have
used differing techniques in an effort to limit its impact.
Carson et al,29 in their prospective analysis of 202
Kidney Med Vol 4 | Iss 5 | Month 2022 | 100447



Table 2. Survival Analyses for Included Studies

Author
Starting Point of
Survival Analysis

Median
Survival
CKM IQR

CKM
1-Year
Survival
(%)

Dialysis
1-Year
Survival
(%)

CKM
2-Year
Survival
(%)

Dialysis
2-Year
Survival (%)

M an
S val
D sis IQR Comments

Joly20 Decision date 9 95% CI,
4-10

29 74 15 60 2 95% CI,
24-38

High number of late
presentations in CKM
group that may have
worsened survival
outcomes
Long follow-up time of 12
years

Smith30 Putative dialysis
start date

6 - - - - - 8 -

Murtagh21 eGFR < 15 18 0.1-73.1 68 84 47 76 N - Excluded late
presentations
30% of patients in
dialysis group did not
progress to needing
dialysis

Carson29 Threshold eGFR
for dialysis
initiation based on
dialysis cohort
(10.8 mL/min/1.73
m2)

14 2-44 NR NR NR NR 3 - Small numbers of CKM
Large numbers of late
presentations and
emergency-start dialysis
patients

Ellam48 eGFR <15 mL/
min/1.73 m2

21 1-100 - No dialysis cohort for
comparison

Wong23 Decision date 23 65 N/A N/A N/A N - No dialysis patients were
included in study

Chandna24 Date of first eGFR
10-15 mL/min/
1.73 m2 and
subsequently
eGFR <15 mL/
min/1.73 m2

21 - 80.2 - - - 6 - No data on functional
status

Da Silva-Gane11 Study enrollment,
late stage 4/5
CKD attending
clinic

30 - 75 - - - - -

Hussain33 eGFR <20,
eGFR <15,
eGFR <12

18 - 58 72 20 46 3 - Complete outcome
reporting and no loss to
follow-up

Seow26 Study enrollment,
eGFR 8-12

NR - NR - 62 - - -

(Continued)
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Table 2 (Cont'd). Survival Analyses for Included Studies

Author
Starting Point of
Survival Analysis

Median
Survival
CKM IQR

CKM
1-Year
Survival
(%)

Dialysis
1-Year
Survival
(%)

CKM
2-Year
Survival
(%)

Dialysis
2-Year
Survival (%)

Median
Survival
Dialysis IQR Comments

Mainly a study dedicated
for health-related quality
of life outcomes

Shum25 eGFR < 15 28 14-45 80.7 - - - 45 30-63 Comparison of CKM and
Peritoneal dialysis
patients

Brown35 Decision date 16 (7-39) 53 93 - - 33a 95% CI,
32-34

Kwok27 eGFR <15 mL/
min/1.73 m2

45 95% CI
37.3-51.9

40 79 13 54 10 95% CI,
8.3-11.7

Limited to patients who
were referred specifically
for advanced care
planning

Echevers22 eGFR <15 mL/
min/1.73 m2

21 (7-42) - - - - 46 27-62 Patient decision was not
documented and was not
used to distinguish
comparator cohorts.
There may have been
patients analyzed in the
“CKM” group who had
simply not progressed to
needing dialysis

Verberne31 Decision date 18 8.4-3.6 - - - - 37 18-82.8 No data on functional
and nutritional status

Verberne31 eGFR <20 mL/
min/1.73 m2

29 - - - - - 54 - -

Verberne31 eGFR <15 mL/
min/1.73 m2

18 - - - - - 37 - -

Reindl-
Schwaighofer42

eGFR <10 mL/
min/1.73 m2

6 - - - - - 33 - -

Raman32 eGFR <10 mL/
min/1.73 m2

1 95% CI
0.4-10.8

- - - - 27 95% CI,
26-28

Very high mortality in
CKM group compared to
other studies. Likely
related to indication bias
and lead time bias

Raman32 eGFR <15 mL/
min/1.73 m2

31 21-41 82 92 N/A N/A 42 33-50 Excluded comorbidities:
NYHA3/4 heart failure,
previous cardiac arrest,
Solid organ malignancy,
Karnofsky performance
score <60, dementia
High uptake of CKM
(48%)

(Continued)
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(including 29 CKM) patients, utilized a “putative dialysis
start date” in the CKM cohort by performing a Cox
regression analysis of eGFR in the dialysis cohort to
calculate a “threshold eGFR” for the date of dialysis
commencement, which was found to be 10.8 mL/min/
1.73 m2. There was a high number of late referrals (17%)
and emergent-start dialysis (30%) in the dialysis cohort.29

Median survival was 38 versus 14 months for dialysis
versus CKM patients (P < 0.01), and subgroup analyses
dividing the dialysis cohort into emergency referrals still
demonstrated that dialysis overall conferred a survival
benefit.

Smith et al30 similarly used a putative dialysis start date
in a retrospective study of 321 patients, of whom 34 chose
a CKM pathway. CKM patients were older and had
impaired function and diabetes. In this study, comorbidity
score was not found to be a significant predictor of mor-
tality. This study did not report the overall median survival
but focused on comparing a subgroup of 10 patients who
were initially recommended for conservative management
by their physicians but opted for dialysis and were initiated
on dialysis during the study. These patients had a median
survival of 8.3 months compared with 6.3 months in the
CKM cohort, and the difference was not statistically
different.

Other methods employed to address lead time bias
include using time-varying analyses and multiple
differing start points for survival analyses. Verberne
et al,31 in their retrospective observational study of 107
CKM patients and 204 dialysis patients aged >70 years,
used multiple time points to estimate survival at
different stages of the disease. It was found that from all
time points, patients on dialysis survived longer the
CKM patients (P < 0.001), but this survival advantage
was lost in patients ≥80 years of age. Independent fac-
tors that were significant predictors of survival were age
and Davies comorbidity score.

Raman et al,32 in their trial of 204 (including 81
CKM) patients aged ≥75 years, which deliberately
excluded patients with comorbidities likely to reduce life
expectancy in order to minimize selection bias, likewise
found that dialysis conferred a survival advantage from
all time points, albeit this benefit was no longer present
in those aged 85 years or older. Median survival of CKM
patients compared with patients on dialysis were 31
(IQR, 21-41) versus 42 (IQR, 33-50) months and 12
(IQR, 0-5) versus 36 (IQR, 25-47) months when eGFR
reached ≤15 and 10 mL/min/1.73 m2, respectively. The
adjusted hazard ratio for death in the dialysis group
compared with CKM when eGFR reached 10 mL/min/
1.73 m2 was 0.36 (95% CI 0.21-0.62, P < 0.001).
Despite this study design, there may still have been an
element of hidden selection bias as the CKM cohort
were older, more likely to live alone, and had a higher
prevalence of peripheral vascular disease.

Hussain et al33 studied 441 (including 172 CKM)
patients and found median survival from eGFR <20
7
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Figure 1. Median survival of conservative kidney management patients.
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mL/min/1.73 m2 was 2.2 years in CKM versus 4.6
years in patients on dialysis (P < 0.001). Dialysis also
conferred a survival advantage from subsequent time
points of eGFR <15 mL/min/1.73 m2 and <12 mL/min/
1.73 m2 (P < 0.001). However, there was no difference in
survival in very elderly patients aged >80 years or in pa-
tients aged >70 years combined with poor functional
status (defined as World Health Organization performance
score of ≥3), and the survival benefit was substantially
reduced in patients aged >70 years with high Charlson
Comorbidity Index scores.

A retrospective cohort study performed in Canada uti-
lized time-varying analyses on the registry data of 838
patients aged ≥65 years, which included 338 CKM
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Figure 2. Reported 1-year survival rates for conservative kidney
management (CKM) patients.
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patients.34 Patients were enrolled in the study if they had a
series of ≥2 consecutive eGFR measurements <10 mL/
min/1.73 m2 spanning at least 90 days. Survival was
calculated from the first date, and those who had initiated
dialysis prior to this were excluded. These authors found
that dialysis was associated with lower mortality risk in the
first 3 years (hazard ratio, 0.59; 95% CI, 0.46-0.77),
regardless of age or comorbidity burden. Strengths of this
registry trial include a robust design in its sensitivity ana-
lyses, whereby late referrals were excluded and methods to
limit lead time and immortal time biases were employed.
However, there may still have been an element of lead time
bias given that the point in which eGFR first fell <10 mL/
min/1.73 m2 may have potentially not been recorded.

Brown et al35 studied 345 patients on dialysis and 122
CKM patients who were supported with a multidisci-
plinary kidney supportive care program, and shared deci-
sion making was actively practiced. Survival was calculated
from the decision date and from eGFR <15 mL/min/1.73
m2. Mean survival was longer in the dialysis cohort from
both time of decision (33 [95% CI, 32-34] vs 20 months
[95% CI, 17-23; P < 0.001) and eGFR <15 mL/min/1.7 3
m2 (20 [95% CI, 19-21] vs 13 months [95% CI, 9-16];
P < 0.001). It was found that the survival benefit conferred
by dialysis was no longer present in patients aged ≥75
years with at least 2 comorbidities.
Factors Associated With Loss of Survival

Advantage

Several studies examined the effects of different predictive
factors on survival, albeit there was again a high degree of
heterogeneity, which makes direct comparisons difficult,
and not all studies performed subgroup analyses to test the
effect of these variables on survival outcomes. Studies
Kidney Med Vol 4 | Iss 5 | Month 2022 | 100447
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reported on comorbidity using various scales (Fig 3). Ten
out of 18 studies (56%) reported on the effect of comor-
bidity, and 4 of these demonstrated a loss of survival
advantage offered by dialysis in the presence of high co-
morbidity burden.21,24,25,27 Some studies showed that high
comorbidity reduced survival substantially but found that
patients still lived longer on dialysis compared to CKM.20,33

Advanced age was found to be associated with the loss
of a survival benefit in the dialysis cohort in 5 studies
(29%).22,27,31-33 Only 3 of 18 studies (17%) found that
dialysis still showed a statistically significant survival
advantage compared with CKM in the population of pa-
tients with advanced age (for example, ≥80 or 85
years).20,22,31,35 A few studies demonstrated that in a
subcohort of patients with both advanced age and high
comorbidity, there was no longer a survival benefit
conferred by dialysis.27,31,35 Kwok et al27 and Hussain
et al33 also showed that this was true when combining
advanced age and poor functional status.

Functional status is another important factor that im-
pacts a patient’s quality of life and is a surrogate marker of
frailty in the elderly population.36 Only 5 of the 18 (28%)
studies reported on the effect of functional status on sur-
vival outcomes. Three of these studies found that patients
with poor functional status (defined by either World
Health Organization Score >3 or other nonvalidated
grading systems) no longer had significant survival benefit
from dialysis treatment.25,27,33

Nursing home patients initiated on dialysis continued to
have a continued decline in their functional status despite
treatment with kidney replacement therapy.37,38 Kurella
et al37 conducted a registry trial (n = 7,054) on patients
aged ≥80 years and confirmed that advanced age, non-
ambulatory status, and high comorbidity were associated
Kidney Med Vol 4 | Iss 5 | Month 2022 | 100447
with higher risk of mortality. One-year mortality for oc-
togenarians was 46% and median survival was 25 months
(IQR, 8-52) after dialysis initiation.37 Following this, a
further registry trial was conducted, which included 3,702
nursing home residents in the United States, which
showed that predialysis functional status, as defined by the
Minimum Data Set-Activities of Daily Living scale, was
only maintained in 13% of patients after 1 year of dialysis
treatment. Initiation of dialysis was associated with a sharp
decline in function, independent of age.38
LIMITATIONS IN CURRENT KNOWLEDGE

There is paucity of data on the survival of CKM patients,
and the existing body of studies is heterogeneous, with
large survival estimates ranging between 1 month and 45
months without dialysis. However, emerging themes are
that survival advantage with dialysis may be lost in the very
elderly and in highly comorbid patients.33,39

An inherent limitation of the existing observational data
is selection bias, whereby those who choose a conservative
nondialysis pathway usually have a higher burden of co-
morbidity, frailty, or other factors that impact survival. The
only definitive method to overcome these inherent biases
would be to conduct a randomized controlled trial, which
is underway.40

Lead time bias is a major limitation in these survival
observational studies in the measurement of outcomes
(Table 3).41 Many of the studies chose the decision date as
the starting point for calculating survival. However, we
know from clinical practice that this decision date may be
vastly variable in a patient’s illness trajectory and some
patients may never deteriorate to the point of requiring
dialysis. This was the case for 16 of 107 patients in a study
by Murtagh et al,21 in which the patients decided on a
dialysis pathway but remained clinically stable. These pa-
tients will likely have a longer survival and have important
implications on the overall results. Conversely, if there are
a high number of late presentations, such as in the analysis
by Joly et al,20 survival outcomes will appear worse.
Clinical variability in eGFR may pose additional bias in the
studies that calculate survival from eGFR time points; for
instance, frail elderly patients who lose muscle mass may
appear to have preserved kidney function because of lower
serum creatinine levels despite their actual function dete-
riorating over time. Information regarding the rate of
progression of CKD was not available in the majority of
studies, apart from the retrospective analysis by Echevers
et al.22 Moreover, in a number of retrospective trials, the
decision for dialysis or CKM may not have been clearly
documented, and patients may have been included in the
CKM treatment arm if their kidney function simply did not
deteriorate to the point of requiring dialysis, resulting in
bias in classification of intervention.22,34,42 Furthermore,
there may be clinician-driven indication bias whereby the
way in which shared decision-making discussions are
conducted, and the availability of kidney supportive care
9



Table 3. Study Bias of Included Studies

Author
Year of
Publication

Biasa

Confounding Selection
Classification of
Intervention

Deviation from
Intervention Missing Data

Measurement of
Outcomes

Selection of
Reported Result

Joly20 2003 High High Low Low Low High Low
Smith30 2003 High High Low Moderate Low High Moderate
Murtagh21 2007 High High Low Low Low High Low
Carson29 2009 High High Low Moderate Low Moderate Low
Ellam 2009 High High Low Low Low High Low
Wong23 2009 High High Low Low NR High Low
Chandna24 2011 High High Low Low Low High Low
Da Silva-Gane11 2012 High High Low Low Low High Low
Hussain33 2013 High High Low Moderate Low Moderate Low
Seow26 2013 High High Low Low Low High Low
Shum25 2013 High High Low Low Low High Low
Brown35 2015 High High Low Low Low Moderate Low
Verberne31 2016 High High Low Low Low Moderate Low
Kwok27 2016 High High Low Moderate Low High Low
Echevers22 2016 High High Moderate Low NR High Low
Verberne31 2016 High High Low Low Low Moderate Low
Reindl-Schwaighofer42 2017 High High Moderate Low NR High Low
Raman 32 2018 Moderate High Low Low Moderate High Low
Tam-Tham34 2018 High High Moderate Low Low Moderate Low
Note: Definitions of Domains of Bias according to ROBINS-I44

Confounding of intervention effects occurs when one or more prognostic factors (factors that predict the outcome of interest) also predict whether an individual receives one or the other intervention of interest.
Selection: When exclusion of some eligible participants, or the initial follow-up time of some participants, or some outcome events, is related to both intervention and outcome, there will be an association between interventions and
outcome even if the effects of the interventions are identical.
Classification of intervention: Bias introduced by either differential or non-differential misclassification of intervention status.
Deviation from intervention: Bias that arises when there are systematic differences between experimental intervention and comparator groups in the care provided, which represent a deviation from the intended intervention(s).
Missing data: Bias that arises when later follow-up is missing for individuals initially included and followed (eg. differential loss to follow-up that is affected by prognostic factors); bias due to exclusion of individuals with missing
information about intervention status or other variables such as confounders.
Measurement of outcomes: Bias introduced by either differential or non-differential errors in measurement of outcome data. Such bias can arise when outcome assessors are aware of intervention status, if different methods are
used to assess outcomes in different intervention groups, or if measurement errors are related to intervention status or effects.
Selection of reported result: Selective reporting of results in a way that depends on the findings.
aROBINS-I Tool Risk of Bias Assessment (2016)
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support may strongly influence a patient’s modality choice.
Once again, there is large heterogeneity between studies
with no standardized shared decision-making approach
and variability in kidney supportive care availability.

The studies included were conducted in high-income
nations, where the patients who chose CKM were pre-
sumably not limited by choice because of financial or
dialysis-access constraints, albeit this has not been explic-
itly stated within the articles.
PREDICTION TOOLS

There are a number of existing predictive tools for the
estimation of mortality on dialysis, such as the Cohen,43

Ivory,44 and Schmidt45 models, which may also be use-
ful in identifying the patients who may benefit from early
palliative care input. However, the clinical utility of these
tools may be limited in the elderly CKD population who
have not yet decided on a treatment pathway.
PATIENT PREFERENCES

An issue separate from survival but important to patients
and to shared decision-making discussions is that patients
on dialysis also have a higher number of days spent in
hospital, including intensive care stays,23,29, or have a pro-
gressive decline in functional status after dialysis initia-
tion.38 Qualitative studies suggest that many patients may
choose quality of life over quantity.46 A recent systematic
review found that CKM may be associated with improved
quality of life and lower symptom burden and hospitaliza-
tion.47 Of note, the intended purpose of this review is not so
much to make a direct head-to-head comparison of dialysis
versus CKM but rather to illustrate the potential expected life
trajectory of an older individual with advanced CKD
managed either conservatively or with a dialysis pathway. It
is clear that not all patients are suitable for or will benefit
from kidney replacement therapy, particularly in those who
are frail or highly comorbid. In our Australian experience,
we have found that these selected patients can achieve a
reasonable quality of life and survive a number of months to
years on a supportive care pathway while being managed
through an integrated multidisciplinary kidney supportive
care program.35 In essence, patients trade off the way one
stays alive by one treatment compared with another.
Regardless of the choice, one assumes the patients and
families start with a desire for the longest life that can be
offered at that particular standard of living. Our hope is that
this review will assist clinicians in shared decision-making
discussions to provide more clarity regarding the factors
that reduce survival and prompt more prospective studies to
increase our understanding in this area.
CONCLUSION

International guidelines advocate for shared decision
making regarding the appropriateness of dialysis for an
Kidney Med Vol 4 | Iss 5 | Month 2022 | 100447
individual. In this process, patients and their families
desire knowledge of their expected prognosis and illness
trajectory if managed by dialysis or conservative non-
dialysis management. There is emerging evidence from the
literature described here that very elderly patients, such as
those aged ≥80 years or those with high comorbidity and
poor functional status, no longer have survival advantage
with dialysis treatment. The older patients who choose not
to be dialyzed can still expect to live a number of months
to years from the time of their decision and upon reaching
kidney failure.

The range of survival estimates for CKM is wide, largely
because of such heterogeneity in studies, and it is clear that
there is an urgent need for more prospective studies on the
survival of older patients with advanced CKD managed
without dialysis to assist physicians with shared decision
making. In the meantime, we suggest that clinicians seek
to match their patients as closely as possible to those in
other specific studies (Table 1) when providing prognostic
information.
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