Periton Diyalizi Neden
Yapilmali?



KBY, temelde yatan bobrek hastaliginin
etyolojisi ne olursa olsun en az 3 ay suren
objektif bobrek hasari ve/veya glomeriler

filtrasyon hizinin (GFH) 60 ml/dk/1,73 m? nin
altina inmesi durumu olarak
tanimlanmaktadir.

KDOGO; Kidney International Supplements (2013) 3, 5-14



Kronik Bobrek Hastaligi
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SDBY Asamasina Erisen Hasta Icin
Ideal Planlama

* Renal transplantasyona hazir tutulmali
* Diyalize zamaninda baslamali (erken degil!)
* Diyalize baglanacagi zaman dncelikle PD tercih edilmeli

* Hemodiyalizle baslangic yapanlarda AVF tercih edilmeli
* Rezidluel renal fonksiyonlar olabildigince korunmali
* Tedavi bireysellestirilebilmeli
* Hayat kalitesi 5nemsenmeli = Hedef: minimal yan etki
* Diyaliz tipinin secimi ve siralanisi 6nemli

Davies et al, Perit Dial Int. 2001;21 Suppl 3:5269-74.

Van Biesen et al, Nephrol Dial Transplant. 2001;16 Suppl 6:7-9.
J Gen Intern Med. Aug 2002; 17(8): 659—-663.



Diyalizden Beklenen

Hayat suresinin uzamasi
Hayat kalitesinin yukselmesi

Yeterince klirens

Voliim dengesi / KB kontroli
Elektrolit ve asit-baz dengesi

Kalan bobrek islevinin korunmasi

Anemi kontroli
lyi beslenme

KDIGO; volume 3 | issue 1 | JANUARY 2013
Gursu M, Haseki Tip Builteni 2011; 49: 123-5



Diyaliz tipinin se¢imi
* Tibbi endikasyonlar
* Eslik eden hastaliklar
e Sosyal durum
* Lojistik degerlendirmeler

* Avantajlar ve dezavantajlar...

Suleymanlar, G. (2013). Kronik Bobrek Hastaligi. F. Ersoy (Du.) Periton
Diyalizi Bagvuru Kitabi (s. 1-27). Ankara: Gunes Tip Kitabevleri.
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Neden Once Periton Diyalizi?

PD rezidlel renal fonksiyonu daha iyi korur
(1-2)

PD ile erken donemde daha iyi sagkalim (3-4)

Transplantasyona ilerlerken PD avantaj saglar (5-6)

Vaskdler erisim korunur (7-8)

PD ile hasta memnuniyeti yukselir (9-10)

6. Perez-Fontan, Adv in PD, Vol 12,1996
7. Ethier et al. Nephrol Dial Transplant. 2008;23:3219-

Moist et al, JASN Vol 11, 2000
Jansen et all, Kidney International, Vol 62, 2002, pp.

1046-1053 3226 | |
Yeates et al, NDT (2012) 27: 3568-3575 8. X.ue etal., Am J.Kldney Dis. 2013 ;61:123
Heaf et al, NDT (2002) 17: 112-117 g;slémdsay et al, Clin J Am Soc Nephrol. 2006;1:952-

Goldfarb et al, AJKD, Vol 46, N 3 (September) 2005:pp
537-549 10. Frimat et al. Perit Dial Int 2006;26:231-239



Reziduel

Renal Fonksiyonlarin Korunmasi




Rezidiiel Renal Fonksiyon (RRF)

Reziduel GFR

Rezidlel endokrin fonksiyon
EPO Uretimi, Ca/P/ vit D homeostazisi

Volum kontroliine katki
Kicuk-orta molekillerin klirensine katki

RRF kaybi
. —

Nutrisyonel parametrelerde bozulma
Azalan hayat kalitesi
Morbidite artisi

Jansen et all, Kidney International, Vol 62, 2002, pp. 1046-1053
Ates K, TND Dergisi, 2007; 16 (Ek2) 12-20



Rezidiiel Renal Fonksiyon (RRF)

PD associated with a 65% lower risk of RRF loss than HD
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Odds ratio ( UV< 200mi)

P=0.001

More
risk

Age Female Non-white Cr Clat PDvs HD ACEl
(per 10 yrs)(vs male ) (vs white) ESRD 65% use
ml/min  reduction

Moist et al, JASN Vol 11, 2000

\

Less
CCB <
use risk

UV = Urinary Volume

CrCl = Creatinine Clearance

ACEI = Angiotension-Converting
Enzyme Inhibitor

CCB = Calcium Channel Blocker

This outcome suggests that
for preservation of RRF, choice
of dialysis modality is

even more important than the
use of an ACEI or Calcium
Channel Blocker.

Moist et al, JASN Vol 11, 2000



Kidney International, Vol. 62 (2002), pp. 1046-1053 } :

Predictors of the rate of decline of residual renal function 1n
incident dialysis patients
MAARTEN A.M. JANSEN, AUGUSTINUS A.M. HART, JOHANNA C. KOREVAAR,

FriEDO W. DEKKER, ELISABETH W. BOESCHOTEN, and RaAymonDp T. KREDIET,
for the NECOSAD Stupy Group!

e 522 insidan HD (279) ve PD (243) hastasinda rGFR distsinun
1 yil stireli olarak izlendigi prospektif kohort calisma

* Diyaliz tedavisinden 4 hafta ve hemen diyaliz dncesinde rGFR
Olctilmus

e Diyaliz baslangicindan sonra 3, 6, 12. ayda degerlendirilerek
karsilastirilmis

Jansen et all, Kidney International, Vol 62, 2002, pp. 1046-1053



e PD (n=243)
0 . CHD (n=279)
0 3 6 9 12

Izlem (ay)

GFR (ml/min/1.73m?)

PD hastalarinda RRF, CHD hastalarina gore

(standart diyaliz sollisyonu ile) daha iyi korunmustur

Jansen et all, Kidney International, Vol 62, 2002, pp. 1046-1053



Diyaliz Hastalarinda RRF’nin

Korunmasi
e SDBY tanisi konan 45 hastalik bir klinik calisma

* Tedavi secimleri:

— SAPD 15 hasta

— HD 30 hasta

Nefroksik ila¢c kullanmamaya 6zen gosterilmis

PDI JANUARY 2001 - VOL. 21, NO. 1 RESIDUAL RENAL FUNCTION IN DIALYSIS

PRESERVATION OF RESIDUAL RENAL FUNCTION IN DIALYSIS PATIENTS:
EFFECTS OF DIALYSIS-TECHNIQUE-RELATED FACTORS

Susanne M. Lang, Albrecht Bergner, Marcel Tépfer, and Helmut Schiffl

Department of Nephrology, Medizinische Kiinik, Klinikum Innenstadt der
Universitédt Mdnchen, Munich, Germany

itoneal Dialysis International |

Lang et al, PDI, January 2001, Vol. 21 N 1



Diyaliz Hastalarinda RRF’nin

Korunmasi
 HD hastalari iki gruba randomize edilmis:
— Grup | :Biyouyumlu membran
— Grup Il : Biyouyumsuz membran kullaniimis

* HD uygulamasi:
— 3/hafta, her biri 4-5 saat
— Kan pompasi hizi: 200 — 280 mL/dk
— Diyalizat akim hizi: 500 mL/dk.

Lang et al, PDI, January 2001, Vol. 21 N 1



Diyaliz Hastalarinda RRF’nin
Korunmasi

e (Calisma sonunda RRF'de azalma hizi HD hastalarinda iki kat
daha fazla!

TABLE 2
Decline in Residual Renal Function (mL/min/1.73 m2; Mean+SD) 1in Patients
Receiving Different Renal Replacement Modalities

Months 0 6 12 24
CAFD T.4+1.2 6.8+1.2°% 6.0+1.2°% 3.1+0.5*%
Hemodialysis
Cellulosic, low-flux 7.4+1.8 3.8+1.0%PF 3.0+0.7%PF 1.2+0.3%P
Polysulfone, high-flux 7.6+x1.6 5.7+1.2%° 4.5+1.0%° 2.3+0.5%°

2 p<0.05 compared to corresponding wvalue at recruitment.

Pp<0.05 compared to corresponding value for CAPD or biocompatible polysulfone

hemodialysis.
C

b

P<0.05 compared to corresponding wvalue for CAPD.

Lang et al, PDI, January 2001, Vol. 21 N 1



Hasta Sagkalimi




Sagkalim

Periton Diyalizi hastalarinda hemodiyaliz
hastalarina gore erken sagkalim daha iyidir.

Yeates et al, NDT (2012) 27: 3568-3575
Heaf et al, NDT (2002) 17: 112-117



Nephrol Dial Transplant (2012) O: 1-8

S N D'

()rl.‘gl"l (l[ .‘I I'II'L'[U Nephrebogy Dialysis Transplantation

Hemodialysis and peritoneal dialysis are associated with similar
outcomes for end-stage renal disease treatment in Canada

, , 1 w3 2 y 3 4 B - ¢
Karen Yeates' , Naisu Zhu~, Edward Vonesh', Lilyanna Trpeski’, Peter Blake” and Stanley Fenton

46,839 insidan hasta
— 32,531 HD (%69,5)
— 14,308 PD (%30,5)

e 1991-2004 yillari arasinda HD-PD hasta sagkalimini degerlendirmek Uzere
yapilmis calisma3 ayri takvim donemlerinde incelenmis ve karsilastirmalar

yapilmis
Sonuglar:
e 1991-1995

e 1996-2000 }Sagkallm ilk 18 ay PD lehinde
e 2001-2004 kohortunda sagkalim ilk 2 yil PD lehinde sonu¢lanmis

Yeates et al, NDT (2012) 27: 3568-3575



PD hastalarinda ilk 2 yil sag kalimin,
Hemodiyaliz hastalarina oranla daha iyi oldugu goriilmektedir. "**’
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Yeates K et al”’den uyarlanmighrr.”

*Yukandaki grafik, 1991-1995, 1996-2000 ve 2001-2004 Kohort Periyotlannda yapilan calgmalann toplam sonucunu vermektedir.

Referanslar
1. Veates K et al.. Neprol Dial Transplant 2012;27:3568-3575 2. Mehrotra R et al, Arch intern Med 2011;171:110-118 3. Jansen MA et al.. Kidney Int 2002:62:1045-1053 4. Schwenger V et al., Nephrol
Dial Transplant 2011;26:3761-3766 5. Molnar MZ et al., Clin J Am Sec Nephmol 2012;7:332-341 6. Heaf IG et al,, Nephrol Dial Transplant. 2002;17:112-117. 7. Liem ¥5 et al,, Kidney Int. 2007,71:153-158.

Yeates et al, NDT (2012) 27: 3568-3575



e Danimarka Kayit Sistemi’nde 1990-1999 tarihleri arasinda 4568 HD ve
2443 PD hastasi diyaliz tirinin prognoza etkileri agisindan rertospektif

olarak analiz edilmis

Sonuglar: Diyaliz tedavisinin ilk 2 yilinda PD sagkalim avantaji
gostermektedir.

Heaf et al, NDT (2002) 17: 112-117



Hasta Sagkalimi

* Tedaviye PD ile baslayip daha sonra HD’e transfer edilen
hastalarin sonuclari bastan beri HD uygulananlardan daha iyil!

J Am Soc Nephrol 11: 116125, 2000

An Evaluation of an Integrative Care Approach for End-Stage
Renal Disease Patients

WIM VAN BIESEN, RAYMOND C. VANHOLDER, NIC VEYS,

ANNEMIEKE DHONDT, and NORBERT H. LAMEIRE
Renal Division, Department of Internal Medicine, University Hospital Gent, Belgium.

Van Biesen et al, JASN, 11: 116-125, 2000



PD ve

Renal Transplantasyon




Pre-Transplant RRT Modalitesinin
Onemi

* Bircok calisma PD hastalarinda renal transplantasyon sonrasi
greft fonksiyonlarinin daha iyi korundugunu gostermistir.

Goldfarb et al, AJKD, Vol 46, N 3 (September) 2005:pp 537-549
Perez-Fontan, Adv in PD, Vol 12,1996

Molnar et al, Clin J Am Soc Nephrol. 2012;7:332-341
http://www.usrds.org/atlas12.aspx



Pre-Transplant RRT Modalitesinin
Onemi
* Transplantasyon oncesi donemde HD uygulanan

hastalarda greft fonksiyon bozukluguna daha sik
rastlanmaktadir.

American Journal of Kidney Diseases, Vol 46, No 3 (September), 2005: pp 537-549

The Role of Pretransplantation Renal Replacement Therapy
Modality in Kidney Allograft and Recipient Survival

Alexander S. Goldfarb-Rumyantzev, MD, PhD, John F. Hurdle, MD, PhD, John D. Scandling, MD,
Bradley C. Baird, MS, MStat, and Alfred K. Cheung, MD

® Background: The effect of pretransplantation renal replacement therapy (RRT) modality on allograft and recipient
survival outcome is not well understood. Methods: We studied allograft and recipient survival by using US Renal
Data System records from January 1, 1990, to December 31, 1999, with a follow-up period through December 31,
2000 (n = 92,844, 60% males; 70% white; 23% black). Pretransplantation and predominant RRT modality during the




Diyaliz Modalitesi ve
Greft — Hasta Sagkalimi

 HD hastalarina kiyasla PD hastalarinda greft
fonksiyonlari daha az gecikmektedir.

Delayed graft function
Group A Group B

Graft function (PD, n=92) A (HD, n=587)
Immediate graft function 68.5% 46.5%
Delayed graft function 22.5% 39.5%
Never any function 9% 14%

Delayed graft function after renal transplantation P<0.001

in patients undergoing PD and HD.
Perez-Fontan, Adv in PD, Vol 12, 1996




Transplant sonrasi sagkalim:PD vs HD

1.00 2001-2006 USRDS verileri
Log-rank test: P=0.02
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Bobrek nakli dncesi PD tedavisi alan hastalar,
HD hastalarina gore daha iyi sagkalim, benzer greft fonksiyonuna sahiptir

Molnar et al, Clin 3 Am Soc Nephrol. 2012;7:332-341



Transplanta Giden Kopru

2012 USRDS raporuna gore, HD hastalari ile karsilastirildiginda,

daha fazla sayida PD hastasina
Bobrek nakli yapilmistir.

-t
o

B PD (n=12,079)
M CHD (n=169,121)

O = N W & 00 O N 0 ©

% hasta

90. Gunde diyaliz modalitesine gore

http://www.usrds.org/atlas12.aspx



Vaskuler erisimin korunmasi




* PD tedavisi, kronik hastalik yonetiminde uzun
donemde HD gerekebilecek hastalar icin vaskiler
erisim yollarini korur.

Ethier et al. Nephrol Dial Transplant. 2008;23:3219-3226
Xue et al., Am J Kidney Dis. 2013 ;61:123



Vaskiuler erisimin korunmasi

Yiksek mortalite riskine ragmen, santral kateter kullanim

orani yuksektir

Ulkelere gore insidan HD hastalarinda damar erisimi

100 3
5
72 5
60 s .
64 4
el 58
40 50
=
— 20 Other
‘2 o I Catheter
2 Graft
& 0 Fistula
GE JPN SP T FRA ANZ UK SWE BE CAN US
n =189 290 212 215 170 123 107 222 171 587

Source: Ethier, et al. Nephrol Dial Transplant. 2008;23:3219-3226.

Ethier et al. Nephrol Dial Transplant.
2008;23:3219-3226



Vaskiuler erisimin korunmasi

2012 yilinda, yeni kronik HD hastalarinda, HD baslangicinda damar erisim yolu

AV Fistil 4874 56,99
AV Greft 42 0,50
Kalici (tinelli) kateter 1644 19,22
Gegcici (tunelsiz) kateter 1992 23,29
Toplam 8552 100

TND Registry, 2012



Vaskiuler erisimin korunmasi

HD’in ilk yilinda, damar erisimine tlrtne gore, kan
dolasimi kaynakli enfeksiyonlarin sayisinin tespiti

2007 yili
P < 0.0001 ABD’de 130 merkez
4.0 l 25,003insidan HD haste
g kohort calisma
3.0 8

N

o
o
Il
Z
w

1.0

0.0 -
Fistil (N=4.151) Greft (N=1.230) Kateter (N=19.622) )

Xue et al, Am J Kidney Dis. 2013 ;61:123



Hasta Memnuniyeti

Hayat Kalitesi




Hasta Memnuniyet Oranlari

The Renal Treatment Satisfaction Questionnaire (RTSQ): A Measure
of Satisfaction With Treatment for Chronic Kidney Failure

Shalleen M. Barendse, BSc, Jane Speight, PhD, and Clare Bradley, PhD

Table 3. Satisfaction by Treatment Group
ltem No. and Label Hemodialysis (n = 35) CAPD (n =57) Transplantation (n = 46)
1. Current treatment 45+16 51+11 56+ 0.8"%
2. Control 47 +1.7 50+ 1.1 55+ 0.9%%
3. Convenience 41 +1.7 46+11 5.6 + 0.8°§
4. Flexibility 43+x14 46+13 55+ 0.9°§
5. Freedom 43+16 43+16 57+ 0.9°§
6. Understand 49+16 43+16 57 +0.9%
7. Time 43+16 43+13 57+ 0.7°§
8. Discomfort 42+ 15% 50+ 1.0|| 5.5+ 0.9
9. Lifestyle 37+16 43+15 57 07§
10. Recommend to others 45+ 1.7% 54+ 09| 59+ 0.5'§
11. Wish to continue 46+ 16 52+141 5.8 + 0.8°§
Treatment satisfaction 485+ 129 529+ 9.2
66
NOTE. Values expressed as mean = SD. RTSQ items 1 to 11 are scored 0 to 6; 60
satisfaction = 66. S s4
*P < 0.001, significant differences in satisfaction compared with hemodialysis. S 48
1P < 0.05, significant differences in satisfaction compared with CAPD. ..3 42
1P < 0.01, significant differences in satisfaction compared with CAPD. = 36
§P < 0.001, significant differences in satisfaction compared with CAPD. ‘th_ 30
|IP < 0.01, significant differences in satisfaction compared with hemodialysis. £ 24
£
§ 18
s 12
6
0
Fig 3. Total satisfaction Hemodialysis Transplantation
with renal treatment (by :
treatment type). X2 34.97, df=2, p<0.0001




Hasta Memnuniyeti

* Cevap veren hasta orant:
— 736 hastadan 656’sI (%89)

e Tedavi suresi 7 hafta

N ORIGINAL CONTRIBUTION

JAMA

Online article and related content
current as of May 12, 2008.

Patient Ratings of Dialysis Care
With Peritoneal Dialysis vs Hemodialysis

Haya R. Rubin, MD, PhD Context In light of conflicting evidence of differential effects of dialysis modality on
Nanecy E. Fink, MPI survival, patient experience becomes a more important consideration in choosing be-
* tween hemodialysis and peritoneal dialysis.

Laura C. Plantinga, SeM
John H. Sadler, MD
Alan 5. Kliger, MD Design and Setting Cross-sectional survey at enrollment in a prospective inception

Neil R. Powe, MD, MPH, MBA cohort study of patients who recently started dialysis at 37 dialysis centers participating
: : : in the Chaires for Healthv Outraomec in Carine for Fnd-ctace Renal Dicease (CHOICE)

Objective To compare patient satisfaction with hemodialysis and peritoneal dialysis
in a cohort of patients who have recently begun dialysis.




Hasta Memnuniyeti

Diyalizin hasta hayati Uzerine etkisi ne dlizeydedir?

Table 2. Probabilities of Excellent Ratings by Hemodialysis (HD) and Peritoneal Dialysis (PD) Patients
No. of Excellent Ratings/
No. of Respondents (%)* PD/HD
[ 1

[ 1
PD Adjusted Unadjusted Relative Adjusted Relative
Satisfaction Domain and ltem HD Patients PD Patients % (95% Clyt Probability (95% CI) Probability (95% CI)

Nenhralanist

PD hastalarinda memnuniyet oranlari belirgin olarak yuksek

PD hastalarinda tedaviden memnun olma orani % 85
HD hastalarinda tedaviden memnun olma orani % 56

Response to pain 213/396 (64) 138/191 (72) 67 (56-76) 1.34 (1.17-1.48) 1.25(1.05-1.42)

Technical aspects

Amount of fluid removed 100/377 (27) 85/191 (45) 38 (29-48) 1.68 (1.35-2.02) 1.44(1.10-1.81)
New medical problems 134/390 (34) 126/191 (66) 61 (51-70) 1.96 (1.67-2.20) 1.76(1.48-2.02)
Attention to cleanliness of access site 213/392 (64) 1562/192 (79) 75 (65-83) 1.47 (1.31-1.69) 1.39(1.19-1.54)
Availability
Ease of reaching staff 185/396 (47) 140/192 (73) 68 (57-77) 1.57 (1.38-1.73) 1.45(1.23-1.64)
Staff available in emergency 200/395 (61) 132/190 (70) 67 (56-75) 1.36 (1.18-1.52) 1.31(1.11-1.49)
Ease of seeing social worker 145/392 (37) 130/192 (68) 64 (65-73) 1.83 (1.60-2.03) 1.74 (1.48-1.97)
Information
ina HD or PO 90/382 (26) 134/4193 (BO) B9 (R7-78) 2722 35-304) 285(224-309)
Overall Ratings
Quiality of dialysis care 224/398 (56) 163/193 (85) 82 (74-89) 1.50 (1.36-1.59) 1.46 (1.31-1.57)
How much could be better?t 155/394 (39) 112/186 (60) 67 (65-77) 1.59 (1.31-1.88) 1.70 (1.39-1.95)

Would you recommend your center?§ 298/400 (75) 175/192 (91) 90 (83-94) 1.22 (1.16-1.27) 1.20 (1.11-1.26)

How much could be better?f 156/394 (39) 112/186 (60) 67 (65-77) 1.59 (1.31-1.83) 1.70(1.39-1.95)

Would you recommend your center?§ 298/400 (75) 175/192 (91) 90 (83-94) 1.22 (1.15-1.27) 1.20 (1.11-1.26)

Abbreviation: Cl, confidence interval.

*The number of respondents included complete and partially complete questicnnaires.

TModels for each item are adjusted for age (<40, 40-65, =65 years), sex, race (white vs nonwhite), education (high school degree vs not), marital status (currently married vs not
married), employment status (currently employed full-time or part-time vs not employed), Index of Coexistent Disease score (0-1 vs 2-3), Medical Outcomes Study Short-Form 36
Mental Component and Physical Component scores, distance from center (<48 km vs not), and time since starting dialysis.

TPercentages and probabilities of the best possible response, “nothing at all.”

§Percentages and probabilities of the best possible response, “definitely yes.”




Yasam Tarzinin Korunmasi

PD, HD ile karsilastirildiginda daha kolay
basedilebilecek bir yasam bicimi degisikligi
yaratir.

Frimat et al. Perit Dial Int 2006:;26:231-239



-Yasam Tarzinin Korunmasi-
tedavi baslangicindan 12 ay sonra hasta Uzerinde
hastaligin etki ve yuku

100 Fransa’da 13 diyaliz Unitesi,
90 Haziran 1997-Haziran 1999
insidan HD(n=760),PD (n=288)
80 L
yasam kalitesi ile ilgili
70 prospektif calisma
60
50
0 40
§ 30
4 20 M PD (n=288)
§ 10 ¥ CHD (n=760)
X oL — *P<0.05; **P<0.01

Hastaligin etkisi Hastaligin yukdi

HD hastalari ile karsilastirildiginda, PD hastalari bobrek hastaliginin yasamlari Gzerine

etkisinin daha az oldugunu soylemektedirler.

Frimat et al. Perit Dial Int 2006;26:231-239



Yasam Tarzinin Korunmasi

Surekli tedavi olmasi nedeniyle PD, HD tedavisinde karsilasilan diyaliz
sonrasi uzamis iyilesme sdresini onler (4-8 saat)

r-— - - - - - - - - - - - — —/ —/ —/ —/ /1

PD ve HD hastalarnnda diyaliz sonrasi derlenme siiresi

: LQ\ [ "'!—.l :|| -
M“T)u

Ortalama derlenme siresl 7 saat

oy R i

soOrekll Tedawvi (Derlenme sOrec gerskmer)
PD ve HD hastalarnnda diyallz sonrasi derlenme sires]

__ Kaynak: Lindsay, et L Clin J Am SocNephrol 2006:1:952-955)

L - - - - = = -

HD ile karsilastinldiginda, PD hastalarinda calisma hayatina devam
olasihdr artmaktadir.

Lindsay et al, Clin J Am Soc Nephrol. 2006;1:952-959



PD Endikasyonlari ve
Kontendikasyonlari

Diyaliz modalitesine gore kontrendike
olan ve olmayan hastalar

— % 64

/'/ N Kontrendikasyonu

A\
/ A\ olmayan hastalar

% 36
Kontrendikasyonu /\’
olan hastalar

Jager et al INECOSAD), AJKD Vol 43, No 5, 2004



RRT tipinin se¢cimi
Kilavuzlar ne diyor?

5.2: CARE OF THE PATIENT WITH PROGRESSIVE CKD

5.2.1: We suggest that people with progressive CKD should be managed in a multidisciplinary care setting. (2B)

5.2.2: The multidisciplinary team should include or have access to dietary counseling, education and counseling
about different RRT modalities, transplant options, vascular access surgery, and ethical, psychological, and
social care. (Not Graded)

5.3: TIMING THE INITIATION OF RRT

5.3.1: We suggest that dialysis be initiated when one or more of the following are present: symptoms or signs
attributable to kidney failure (serositis, acid-base or electrolyte abnormalities, pruritus); inability to control
volume status or blood pressure; a progressive deterioration in nutritional status refractory to dietary
intervention; or cognitive impairment. This often but not invariably occurs in the GFR range between 5 and
10 ml/min/1.73 m? (2B)

5.3.2: Living donor preemptive renal transplantation in adults should be considered when the GFR is <20 ml/min/

1.73 m’ and there is evidence of progressive and irreversible CKD over the preceding 6-12 months.
(Not Graded)

Hastayi farkli RRT secenekleri hakkinda bilgilendirin

KDIGO; volume 3 | issue 1 | January, 2013



RRT tipinin se¢cimi
ERBP 2010

Initial dialysis modality selection

Clinical advice

There is insufficient evidence to support a general prefer-
ence of haemodialysis (HD) over PD, or vice versa, for
medical reasons. Therefore, the initial modality choice
should be made primarily by the well-informed patient.
(1) As a consequence, all RRT centres should try and

provide, or support in collaboration with other centres,
all _ayrailahle treatment oantione: PN {including (AP _and

Hastay bilgilendirin ve karari ona birakin.

dality
'ractice
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Diyaliz Tipi Sec¢imi
NICE 2012

Choosing dialysis

1.1.9  Offer all people with stage 5 CKD a choice of peritoneal dialysis or
haemodialysis, if appropriate, but consider peritoneal dialysis as the first
choice of treatment modality for:

= children 2 years old or younger

* people with residual renal function

-

Evre 5 KBH olanlara PD veya HD seceneklerini sunun.

Iki yas alti cocuk hastalara,
kalan bobrek islevi olanlara,
onemli komorbiditesi olmayanlara,
uygun oldugu surece PD’yi ilk tedavi olarak 6nerin.




SDBY tedavisi /:CARl
Butunleyici yaklasim

* Nefroloji klinikleri entegre PD/HD programlari
icermelidir. (Gorus)

e Tedavi tiplerinin birbirlerini tamamlayici
yonunden faydalanmak gerekir. (Gorus)

* Tedavi tiplerine bagli sagkalim, hastanin hayat
kalitesi algisiyla birlikte degerlendirmeli ve
baslangic tedavisi buna gore secilmelidir. (Gorus)

CARI 2010



ke

SDBY hastalarinda butuinleyici tedavi

Zamaninda sevk

Hastalik ilerleyisinin yavaslatilmasi
Kardiyovaskuler risk ve komordite tedavisi
Zamaninda hazirhk

Zamaninda baslangic A reformulated

version of
integrated care

Mendelssohn DC, Pierratos A.
Reformulating the integrated
care concept for the new
millennium.

Perit Dial Int 2002;22:5-8.

arance (ml/min)
- - )
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