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Dialyse patiënten – Prevalentie : 
Leeftijd

december 31, 1993 - 2005
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Prevalentie : Leeftijd   
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Prevalent counts & adjusted rates, 
by age

lla

illi

lla

illi

December 31 point prevalent ESRD patients. Rates adjusted for gender & race.
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Incident & prevalent ESRD rates, by age

Incident ESRD patients age 75 & older at initiation, & December 31 
point prevalent ESRD patients, age 75 & older. Rates adjusted for 
gender & race.
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December 31 point prevalent ESRD patients. Rates adjusted for age, gender, & race. 

Adjusted prevalent rates & annual percent 
change
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Kaplan-Meier Estimates of the Rates of Death at Three Years from Any Cause (Panel A) and of 
the Cardiovascular Composite End Point (Panel B), According to the Estimated GFR at 

Baseline

2004;351:1285-1295

Subanalysis VALIANT



2004;351:1285-1295

Kaplan-Meier Estimates of the Rates of Death at Three Years from Cardiovascular (CV) 
Causes, Reinfarction, Congestive Heart Failure (CHF), Stroke, Resuscitation after Cardiac 

Arrest, and the Composite End Point, According to the Estimated GFR at Baseline



(HUNT II)



CKD prevalence and ESRD incidence

United States United States United States United States

1988 to 1994 1999 to 2000

White(n = 65,181)b White(n = 6635) Black(n = 4163)
Overall  (n 
=15,625)

Overall(n= 
4104)

stage
1 2.7 (0.3) 2.8 (0.3) 5.8 (0.3) 3.3 (0.3) 3.8 (0.5)
2 3.2 (0.4) 3.2 (0.3) 2.5 (0.3) 3.0 (0.3) 4.0 (0.5)
3 4.2 (0.1) 4.8 (0.3) 3.1 (0.2) 4.3 (0.3) 3.7 (0.4)
4 0.16 (0.01) 0.21 (0.03) 0.25 (0.08) 0.20 (0.03) 0.13 (0.06)

Total 10.2 (0.5) 11.0 (0.6) 11.6 (0.5) 11.0 (0.5) 11.7 (0.8)

Norway

1995 to 1997

Prevalence of CKD stages 1 through 4 in Norway and the United States



Norway United States

Norway White Black Total

ESRD incidence (per million inhabitants/y 79 222 672 285
    diabetes 9 92 231 111
    hypertension 20 49 222 61
    glomerulonephritis 20 35 73 34
    cystic kidney diseases 7 9 11 8
Age (yr; mean)b,c 62 62 57 60
Unable to ambulate or transfer (%)c,d 9 7 7 7
GFR (ml/min per 1.73 m2)b,c 7.6 7.8 7.4 7.7
Predialysis care by a nephrologistd,e
    duration (mo; median) 23 13 8 12
    duration (%; <4 mo) 19 28 37 30
    5 visits (%) 73 NA NA 41
Transplantation as first treatment (%)b,c 11 3 1 2
Arteriovenous fistula as first access (%)c, 32 17 14 17
Predialysis treatment with erythropoietin ( 43 26 20 24
Hemoglobin (g/dl)c,d 10.6 9.7 9.1 9.5
Albumin (g/L)c,d 36 32 31 32

Characteristics of incident patients at start of ESRD treatment in Norway 
and the United States regarding incidence rates, causes, treatment 
indications, and predialysis care (1995 to 1997)a
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DM Prevalentie Nederland
type 1 diabetes mellitus type 2 diabetes mellitus

mannen vrouwen mannen vrouwen

0-14 0,5 1,8 0 0
15-24 2,5 4,2 1,6 0
25-44 1,8 3,7 5,1 4,7
45-64 6,7 5,7 63,9 43,9
65-74 12,1 7,1 137,6 145,1
75+ 7,8 16,7 143,6 156,1
totaal (per 

1.000)
3,9 5,2 34,6 36,3

totaal
(absoluut)

31.300 42.700 287.200 297.700



Gezondheidsenquête, België 2004
Gebruik van specifieke soorten geneesmiddelen in de 

afgelopen 24 uur, volgens geslacht en leeftijd



Nierziekte en duur van diabetes
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Incident ESRD patients. Rates adjusted for age, gender, & race.

Incident counts & adjusted rates, 
by primary diagnosis
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The Effect of Angiotensin-Converting-
Enzyme Inhibition on Diabetic 

Nephropathy

Edmund J. Lewis, Lawrence G. Hunsicker, Raymond 
P. Bain, Richard D Rohde, for The Collaborative 

Study Group 

NEJM 1993

IDDM 1 en ACE-I

http://content.nejm.org/content/vol329/issue20/images/large/04f2.jpeg


DM2 en ARA





Mortaliteit met diabetes
Nederlandse LASA-studie
Na acht jaar ruim 40% van de oudere patiënten overleden

Mannen Vrouwen

jaren na
beginmeting

met 
diabetes

zonder diabetes met diabetes zonder
diabetes

0 100 100 100 100
1 90,8 97,3 94 98,3
5 61,7 84,3 66,6 90
8 54,1 77 60,3 84,4



Levensverwachting en nierziekte
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Prevalentie van dementie in 
Europa









MMSE

MMSE (/30) Totaal HC LC <60j 60-69j 70-79j ≥80j
*

Gemiddelde 25,2 24,4 26,6 27,3 26,3 25,1 21,1

mediaan 26,5 26 27 28 27 26 23,5

0-17         n
(%)

6
(8%)

6
(12%)

0
(0%)

1
(6%)

1
(5%)

1
(3%)

3
(25%)

18- 23 11
(14%)

8
(17%)

3
(11%)

1
(6%)

0
(0%)

7
(24%)

3
(25%)

24-30 59
(78%)

34
(71%)

25
(89%)

14
(88%)

18
(95%)

21
(72%)

6
(50%)





80 + ESRD decision making and 
clinical outcomes

• 146 consecutive patients (75 men, 71 women) > 80 yr with 
creatinine clearance below 10 ml/min per 1.73 m2 (Cockcroft-Gault
formula), and not yet on dialysis seen in a single renal unit were  
included in a computer-based cohort. 

• The decision whether or not to propose dialysis was formally taken 
in a weekly dialysis decision meeting, involving the nephrology 
team, a social worker, a dietitian, and a psychologist; whenever
possible, the opinions of the patient, relatives, and the family doctor 
were taken into consideration. 

• individual assessment of predictable benefits was used during the 
meeting by the nephrology consultant in charge of the patient for 
decision regarding dialysis recommendation. Patients excluded from 
or refusing dialysis were maintained on conservative treatment and 
continued to benefit from a regular follow-up in close cooperation 
with the family doctor. 

Joly et al  JASN 2003;14:1012



Not starting dialysis
in > 80 years old patients

JASN 2003;14:1012



Selection

Number of deaths (%) 61 (60.4) 38 (88.4)
Identified acute vascular event 20 (32.8) 8 (21)
Cancer 12 (19.7) 2 (5.3)
Withdrawal from dialysis or 
*uremia

10 (16.4) *13 (34.2)

Cardiac failure/pulmonary 
edema

6 (9.8) 9 (23.7)

Sudden death 7 (11.5) 3 (7.9)
Infection 2 (3.3) 2 (5.3)
Other (suicide, bleeding, 
iatrogenic event)

4 (6.6) 1 (2.6)

Dialysis Conservative

Causes of death

JASN 2003; 14:1012



Is there a cost reduction of no
treatment?

BMJ 1999; 318: 217





Cost savings



Multi-disciplinary clinic
vs standard nephrologist care

Standardized philosophy including  educational 
programs

Regular, protocol-based clinic and laboratory follow-up. 

The frequency of both visits and laboratory tests is 
predetermined based on the level of kidney

function with reminder systems to facilitate follow-up.

Regularly scheduled bloodwork and clinical 
examinations and prespecified educational topics are 
reviewed with each patient.



In the Canadian centre, the multi-disciplinary clinic team consists of 
• nurse educator, 
• physician 
• social worker
• nutritionist
• pharmacist, 
though exposure to each individual is varied depending on level of glomerular

filtration rate
(GFR). 
In the Italian centre the team consists of
• program-dedicated nephrologists 
• multi-disciplinary nurses responsible for implementation of recommended 

diagnostic and intervention strategies, information, education and support. 
• The formal team accesses the nutritionist, psychologist, and social worker 

when necessary.



MDC
Average duration of exposure of the patient to the team =~ 1.5 h per visit 

(range 1–2.5 h). 
Average number of visits per patient-year depends on the protocol, =~ level 

kidney function. 
Five visits per year (including a specialized education visit for treatment 

modality
selection at 2 h), total exposure to the clinic team is approximately  8 h (4 * 1.5 

+ 2 h) per patient-year. 

Standard care:
Duration of visits to the nephrology office is estimated to be 0.5 h. Number of 

visits to nephrologist offices is estimated to be the same number: 5 (4 * 0.5 
+ the same 2 h specialized education session). Thus, patients attending 
nephrology offices had ‘exposure’ for ~ 4 h per patient-year. 



Lab results at the start and after 3 
and 6 months







Besluit 

• Voorspelling van incidentie ESRD 
uitgaande van actuele trend is gevaarlijk

• Arbitrair niet behandelen leidt tot 
onderbehandeling en is economisch 
zinloos 

• Keuze tot niet behandelen is beslissing 
van patient

• Accent ligt op preventie en structurering 
van pre-ESRD opvang.
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