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V‘ \ /. CornacuternbHasi KOHPEepEeHLUs Mo KpUTEPUSIM
Ha4yana ananusa, BbIoopy MoOganbHOCTU U
‘?}A pexumy ananunsa

KDIGO Controversies Conference on Dialysis Initiation,
Modality Choice and Prescription

January 25-28, 2018
Madrid, Spain

Kidney Disease: Improving Global Outcomes (KDIGO) is an international organization
whose mission is to improve the care and outcomes of kidney disease patients worldwide
by promoting coordination, collaboration, and integration of initiatives to develop and
implement clinical practice guidelines. Periodically, KDIGO hosts Controversies
Conferences on topics of importance to patients with kidney disease. These conferences
are designed to review the state of the art on a focused subject and to ask conference
participants to determine what needs to be done in this area to improve patient care and
outcomes. Sometimes the observations from these conferences lead to KDIGO guideline
efforts and other times they highlight areas for which additional research is needed to
produce evidence that might lead to guidelines in the future.

http://kdigo.org/wp-content/uploads/2017/02/KDIGO-Dialysis-Initiation-Scope-of-Work_Public-Review.pdf



7 \/ CornacurtenbHas KOHGEpPEHLUNS NO KPUTEPUAM
LN Havana guanusa, Bbioopy MoaanbHOCTU U
‘ A pexnmy amanunsa

KDIGO Controversies Conference on Dialysis Initiation,
Modality Choice and Prescription

January 25-28, 2018
Madrid, Spain

KDIGO — mexayHapoaHas opraHu3auma, Ybs MUCCUA — YAydLlaTb NOMOLLb M UCXOAb! Y
NauneHToB ¢ 60N1e3HAMM NOYEK NO BCEMY MUPY, NOOLLPAA KOOPANHALMIO,
COTPYAHNYECTBO U MHTErpaLMIO MHULMATMB MO Pa3paboTKe N BHEAPEHUIO B MPAKTUKY
KAMHUYeCcKMx pekomeHaaumin. KDIGO perynapHo npoBOAUT COrlacuUTe/bHble
KOH}epeHLMM NO BONPOCAM Ba*KHbIM ANA NALNEHTOB C 60/1€3HAMM NOYEK. ITH
KoHdepeHLUNM Npn3BaHbl AaTb 0630p COBPEMEHHOIo COCTOSHUA BOMPOCa U
cornacoBaTb cpean 3KCNepPTOB-y4aCTHMKOB, YTO caeayeT caenaTb B AaHHOM obnactu,
4YTOObI YNYYLINTb NOMOLLLb U UCXOAbl Y NAaUMEHTOB. BbiBoAbl KOHpepeHLnm
3aKNaAblBalOTCA B OCHOBY K/IMHUYECKMUX PEKOMEHAAUMA UK BblaenaoT obnactu, B
KOTOPbIX TPeOYIOTCA AONO/HUTENIbHbIE NCCNEA0BaAHMA A1 NONYYEHMA TBEPAbIX
CBUAETENIbCTB, KOTOPbIE MOTYT /1Ie4Yb B OCHOBY OYAYLLINX PEeKOMEHAALUA.

http://kdigo.org/wp-content/uploads/2017/02/KDIGO-Dialysis-Initiation-Scope-of-Work_Public-Review.pdf



PocT yncna gnanusHbliX NaUuMeHTOB: MOYTH
NOBCEMECTHO (3 deKT HedoponpoTeKUUU - ?)

505 200
455 175
I Mexcuxa
Ca4
R ClWA T _ 150
@ @ 355 ) %2 ABcTpus
8 Tainana (ol - >4
% I 305 Cumranyp e 125 \———~—/\/\—\__/_ Weeyuns
S5 0. Kopes %. % WoTtnaHaus
3 g 255 Manaiana °9 100 £ Hanua
2 = Sa Yexun 3 § DuHNaHaANS
s 32 DunnuuHel ez 75
B= | 55~ Yunm g 3 Wcnanaus
8 X Sg 50
105 7=
55 Poccusa 25
/—'—~ Bawurnagew
S ———— 0
a FO0 Z00% 2003 005 T8 A anes .’Ul;:j‘.!;'l”.l [ g ame 6 2002 20063 2004 2005 2006 2007 2008 ;Fih) 2010 2071 2012 2013 2014 2015

Ona scero mupa 7%, 8 Poccnn 10%

3emyeHkoB A.10., PymaHues A.LL., CmmnpHoB A.B. OueHKka 3pdeKTMBHOCTU HEDPONPOTEKTUBHOM Tepanum (KpaTkui
0630p AnTepatypbl U AaHHble CaHKT-neTepbyprckoro pernctpa). Hedponorms. 2018;22(1):58-68.



M
)
<
o
"
=
3]
%
L
M
o
=
Q
=
)
=
Q
<
-
)
=
=
)
b
=
=
)
=

e

e
—_—
v
—
o
(@
o
=
o
-
o
(@
Q
T
o~
N’
am
-
s
=

250

M
.luu

<
(o))

//I
/. ®
g g
J®Ca
< PUS ,
0 100

4 PH
>
, Y
, @
vk
/e
dc
/e
{4 K
W

7~ 1P

~ ~ A FaTe N NN
-~ _ - tvw R——

YpeImuyeHue yacTOThl HOBBIX ciiydyaes  TIIH u3-3a miadera, %

¢ 2003 mo 2015 rr.

www.usrds.org/2017/view/v2_11.aspx



v DECENTRALIZATION
OF RESPONSIBILITY

v NEW INCENTIVE

v TRANSPARENCY
v FOCUS ON

v PATIENT-CENTERED

Ronco C et al. Healthcare systems and chronic kidney disease: putting
the patient in control. Nephrol Dial Transplant. 2014;29(5):958-63



BbI30BbI cUCcTEME 30paBOOXPaAHEHNS

N3meHeHuAa B
aemorpapumu

-, [HeueHTpanmsauyms
OTBETCTBEHHOCTH
bonesHu v HoBble cxembl
noow,peHuns
Cucrema v [lpo3payHoCTb
34paBOOXpPaHEHNA , ®OKyC Ha
NPOPUNAKTUKY
NauneHToB OPUEHTUPOBAHHDbIU
CaepxuBaHue
pacxoaos

Ronco C et al. Healthcare systems and chronic kidney disease: putting
the patient in control. Nephrol Dial Transplant. 2014;29(5):958-63



Tembl cornacutenbHon KoHgepeHunn KDIGO-18

| VA
A

* Group 1: Choice of Initial Dialysis Modality
* Group 2: Timing and Preparation for Dialysis Initiation
» Group 3: Dialysis Access (HD/PD) and Preparation

* Group 4: Optimal Dialysis Adequacy and Symptom
Control

http://kdigo.org/wp-content/uploads/2017/02/KDIGO-Dialysis-Initiation-Scope-of-Work_Public-Review.pdf



WAV A
V‘ Tembl cornacutenbHon KoHdpepeHun KDIGO-18

dv.
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| Action. Local Change.

* Group 1: Beibop HavyanbHOWM MoadanbLHOCTU Ananmaa

« Group 2: Beibop BpeMeHU cTapTa 1 NoarotoBka K
cTapty

» Group 3: lNoarotoBka Anann3HOro gocrtyna

« Group 4: OnTnmarnbeHaga agekBaTHOCTb Ananunsa um
KOHTPOSIb CUMNTOMOB

http://kdigo.org/wp-content/uploads/2017/02/KDIGO-Dialysis-Initiation-Scope-of-Work_Public-Review.pdf



Poccunckue
pekomeHgauun 2016

NPOrPAMMA HEMNPEPBIBHOIO NOCNEAUMJIOMHOIO ISSN 1561-6274. Hedponorus. 2017. Tom 21. Ne3.

OBPA30BAHUSA MO HEDPOJIOMUK

© AI'Crposos, KA. I'vpesa, AL Hnsun, A0 [lenucos, A.1O 3emucuxos, A M Anapyces, E B lyror, O.H.Koreaxo, B.b.3noxazos, 2017

YK 616.61-036.12-085.38-008.64
doi: 10.24884/1561-6274-2017-3-92-111

Pazpaborumku:

Accoumauus Hedponoros

Poccuickoe JuanuaHoe ObuiecTso
CronuuHas Accouunauua Bpayeir Hedpponoros

JIEYEHUE MALMEHTOB C XPOHUYECKOW BOJIE3HbIO
MOYEK 5 CTALUW (XBMN 5) METOAAMU TEMOAVNATIA3A

N TEMOOANAOUIBTPALINN
KINMMHNYECKWE PEKOMEHOAL NN

YrsepwaeHo: 10 mapra 2016 1.
PabBouas rpynna:

A.l. Ctpokos, K.A. Nypesuy, A.MN. Unbux, A KO. leHucos, A.HO. 3emyenkos, A.M. AHgpyces,

E.B. WyTos, O.H. KoteHko, B.b. 3nokasos

Developers:
Association Of Nephrologists of Russia
Russian Dialysis Society

The Metropolitan Nephrology Physicians Association

TREATMENT OF PATIENTS WITH CHRONIC KIDNEY DISEASE STAGE 5
(CKD 5) BY HEMODIALYSIS AND HEMODIAFILTRATION.

CLINICAL GUIDELINES

Working group:

G.A. Strokov, K.Ya. Gurevich, A.P. llyin, A.Yu. Denisov, A.Yu. Zemchenkov, A.M. Andrusov,

E.V. Shutov, O.N. Kotenko, V.B. Zlokazov

MeToa1HKa OLEHKH CH/IbI PEKOMEHIAUNI B
YPOBHS HX NPeICKA3ATe.IbHOCTH, HCNOAb30BAH-
HAasl NIPH COCTABJICHHH IRHHBIX KJIHHHYECKHX
peKoMeHanuii*.

ITo cune npeackaszaTelbHOCTH PEKOMEHAALMH
NOAPA3ACNAKOTCA HA TPH KATErOpPHH B YOBIBAIOLIEM
nopazake (Tabmn. 1):

- ypoBeHs | (3KCHEepThl PeKOMEHYIOT)

- YpoBeHb 2 (IKCIIepThI NPE/IaraioT)

- HeT TpajauHu

Jesmenxos ANO. Pocens, 191104, Cauxr-TletepGypr, Jlureiinit op..
A. 56. Topoacxas Mapumsckas Goasnnua, otacncane anamsa. Ten:
+7(921)918-01-90, E-mail: kictk(@inbox.ru

Cuna npeackazarelbHOCTH PEKOMCHAANMI 101~
pa3ziencHa Ha 4 yposHs (Tabn. 2).
OcHoOBHBIC IOHATHS H ONpee/IeHHs
Jlna neneif peanHzalHM HACTOAIIMX KIHHHYE-
CKHX PEKOMEH/alHii YCTAHABIHBAKOTCA CIEyIomHe
OCHOBHbIE OHATHA H TEPMHHBI:

1. 3amecTurensHas Tepanua (GYHKUHH [OYEK
(3IIT) — 3ameuieHue yTpadeHHOH (YHK-LMIHA Mo4Yex
CNEUHANH3HPOBAHHEIME  METOAMH  JICHCHHS WIIH
TpaHcHnaHTaiueil noukn. TepMuH, HCNOAb3YIONIHIi-

ﬂpllumunc. * — COCTARICHE! B COOTBCTCTRIM © KANHHRCCKIMN pcxo-
sesmamasn KDIGO.



Bbibop meToaa
Group 1
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" Choice of Initial Dialysis Modality
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Bo3amoXKHOCTH:

NNAaBHbIN CTApPT

COXPaHeHMe oCT. PyHKLUMN Tpa chna HTa LLMFI
MHTEHCUDUKALUMA PEXMMOB

NaUNEHT-OPUEHTUPOBAHHbIE YEPTbI
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CtapT ananusa
Group 2
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Rivara MB and Mehrotra R. Timing of Dialysis Initiation: What Has Changed
Since IDEAL? Semin Nephrol. 2017;37:181-193
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Rivara MB and Mehrotra R. Timing of Dialysis Initiation: What Has Changed
Since IDEAL? Semin Nephrol. 2017;37:181-193



Kputepum BO3MOXXHOCTU NPOBEAEHNS remoananmaa
c Yactotom meHee 3 B Hegento (check-list)

Ba3zossie ycaoBua

[Toueunsiii kaupenc o moueue >3 Ma/Mun/ 1,73 M

anypes >500 ma/cyrkn
(koHTPOAHpPOBaTH He MeHee | pasa B kBapTan) ’ .

AOIOAHUTEABHBIE KPUTEPHH
(TpedyeTcs BRITOAHEHHE OOABIIMHCTBA, T.¢, >5 13 9)

Mexanasnsnas npudaska Beca < 2,5 kr (< 5% cyxoro Beca) 3a 3-4 Aus

()I‘pﬂllll‘-l(?lll!h[e HAH ACTI'KO KYITHPYEMBIC CHMITTOMEI CO CTOPOHBI CEPACTHO-
C()C_V_;\IICTOI-‘i HAH ABIXATEABHOH CHCTEM 0D€3 KAHHHYECKHX INPH3HAKOB
ncperpyzxu HKHAKOCTBIO

Heuacras man Aerko koppurapyemas runepdocaremus (>1,78 Mmoas/A)

Orcyrersue sapaxennoii anemun (Hb<80 r/A) i yaoBaeTBOpHTEABHBIIH
OTBET HA 3PHTPOIIOIZ-CTHMYAHPYIOIIHE ITPENapPaTH

[ToaxoAsmii pasMep TeAa 10 OTHOIIEHHIO |h O®II; kpyrHble MalHEeHThH
MOIYT ACYHTBCS B ABYXPa30BOM PEKHME IIPH OTCYTCTBHH IPH3HAKOB
rUIepKaTadOAH3MA

Heuacras man Aerko koppurupyemas rumepkasnemus (>5,5 MMOAB/A)

.{\ACKBQTI-Iblﬁ II}'TPIILIII()HI]bHu! cTaTyc De3 TIIHG})I(RTR60.\II3M€1

Heuacraie FOCITHTAAH3AINHH H KOPPEKTHPYEMBIC COITYTCTBYIONINE COCTOAHHA

lrlplleM.\C.\‘lbIC ITOKA3ATEAH Ka4YECTBa AKH3HH

Yucao coomeenicmeuti 1o 00noAHUMEALHBIM KpUmepusm (te Meree 5)

Rhee C.M. et al. Incremental and infrequent hemodialysis: a new

paradigm for both dialysis initiation and conservative

AHpgpyceB A.M. coaBT. Pexxum ananmsa n octatoyHasa GyHKLMA NOYeEK.
Hedponorua n ananmns. 2017;19(4): 522-530.

management. Panminerva Med. 2017. 59(2): 188-196.



[nannsHein gocTyn
Group 3



Mepbl
N oUeHKa agekBaTHOCTHU

Group 4



WAV A

v;‘ Group 4: Optimal Dialysis Adequacy
‘VTA‘ and Symptom Control
4

1. How should dialysis adequacy be defined using the following
parameters?

a) Biochemical indices

b) Volume status

c) Signs and symptom control
d) Nutritional status

e) Novel physiological indices

(e.g., avoidance of subclinical
hemodynamic alterations)

http://kdigo.org/wp-content/uploads/2017/02/KDIGO-Dialysis-Initiation-Scope-of-Work_Public-Review.pdf



e
‘V Group 4: Optimal Dialysis Adequacy
‘y P and Symptom Control

1. Kak cnegyet onpenensitb afekBaTHOCTb Auanusa rno
cnegylowmm napametTpam?
a) bunoxummnyeckne nHOeKcCol
b) Bonemwnuecknn ctatyc
c) KoOHTponb CMMNTOMOB
d) HyTpuumoHHbIn cTaTyC

e) [ HoBble pusnonornyeckme NHOeKChHI
(Hanpumep, UCKNKYEHNE CYyBKNUHNUYECKNX
reMoanHaMN4YeCKNX HapyLLUEHWI)

30Ha NMOUNCKa MHAOEKCOB XapaKTeEPU3YHOLWNX LLAHCbI
Ha NCKAK4YeHune Man CHUKeHne prUcka pa3BuUTUA
AONTOCPOYHbLIX ANA/TN3HDbIX OCNOXHEHUN

http://kdigo.org/wp-content/uploads/2017/02/KDIGO-Dialysis-Initiation-Scope-of-Work_Public-Review.pdf



Zz . Kak cnegyet onpenensaTb aAeKkBaTHOCTb
‘v; amanusa no crneayLlmnmM napameTpam?

* buoxumumnyeckme NMHOEKCbI
* URR — [lons CHMWKeHnst MOYEBUHDI
* SpKt/V — ogHOMynoBbIN U
» eKt/V — BbIpOBHEHHbLIN paKUMOHHLIN KNnpeHc Ur
» StKt/V — ctaHgapTHbIn Kt/V (He 3aBUCALLNIA OT KpaTHOCTK [[])

 (CypporaHTo-) buoxnmuyeckue - on-line
* MO guanmnsaHcy HaTpus (KOHOAYKTOMETPUYECKN)
* MO KIMPEHCY MOYEBOWN KUCNOTbI (CNEKPTOMETPUYECKN)

C TouKkmn 3P€EHUNA BbIBEAEHUA
HU3KOMONERYNAPHbIX YPEMNYECKNX TOKCNHOB

3emyeHkKos IA. n coasT. Knaccnueckne mn online metoabl nsmepeHus KT/V: conoctaBneHns U HaeXHOCTb.
Hedponorua n gnanuns. 2015; 17(2):173-184.



 buoxnMmnyeckne NHAEKChHI

‘_ Kak cnegyet onpenensaTb agekBaTHOCTb
‘V anannaa rno cnegyrowmm napameTrpam?

J. Daugirdas. Handbook of dialysis,

6-th editon
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a. HE JOCTABANTE

pbiby us Baka

A

bakV=40n.

nepesog nog pea. B.1O

C. 3aMeHuTe 1 NUTPOM YACTOW BOAbI
MOBTOPUTE 40 pas

&

b. cneiite 1,0 n
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O6bem oyumenus (Kt) =40 n
V 6aka=40 n
Kt/'V=40/40=1,0

Ho:
JIOJIA CHHYKEHUA 3arpA3HEHHA
63% BmMecTo 100%

LUinno

jlocTn I'[])

3emyeHKoB I.A. n coaBT. Knaccuueckume n online metoabl nsmepenus KT/V: conoctaBneHnsa n HagexKHoCTb.
Hedponorua u ananns. 2015; 17(2):173-184.
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0 Ananusa
AOANRINS BblpOBHEHHOS
\ COCTOAHME
nocne gwanusa

l

nocne

MOYeBuHa

l¢—— [unanuz —»l

1 1 I

Bpema —»p

Dddext renepau MOUCBHHBI

Ha Kt/V B cpapuenuu ¢ s¢gdpexrom Ha URR

(ppIda MPOAOIKAET 3arPA3HATE 0aK BO BpeMsI OUHNINEHHA)

e eci 3amenseTcd 40 pa3 mo 1 1, oxaigaercs URR =63%
e ecmi 310 cxemaTs OpicTpo. URR = 63%

e 3a2uyaca — URR = 61,5%

e 3a4 yaca — URR = 60% @

e 328 4yacor —URR = 57% / \

e mHempepsBHO (CRRT) URR = 0% 6

J. Daugirdas. Handbook of dialysis,

6-th editon
nepesog nog pea. B.KO.LLuno



| Ve
| V‘ KnHeTuka goocatoB Ha remogmnanuse

Aw. |

15'HD
2.5 Model solution ||
O C(Clinical data

| ' | \ '
| ' 1 ' ]

7y | N T TN Y W
- | ' U ' '
] ' 1 ' '
| ' 1 ' '
| ' | ' ]

25 < X
|2 Model solution |,
. © Clinical data |

Serum phosphate, mmol/L

Serum phosphate, mmol/L
(6]

0 1 2 3 4', 5 0 2‘4 48 712 120 1 44 168

Time, h

Debowska M et al. Phosphate Kinetics During Weekly Cycle of Hemodialysis Sessions:
Application of Mathematical Modeling. Artif Organs. 2015;39(12):1005-14.
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OddexT renepaliu MOUCBHHBI

ASAnelin R I el na Kt/V B cpasuenuu ¢ sddexrom na URR
— (peIda MPOJOIKAET 3ArPM3HATH 0aK BO BpeMd OUMINeHH)
— n
I E— I e ecmu2amengerca 40 naz mo 1 m owunaeregs [IRR =63%
120 -
T; = 141 min $,/S,=15
Torpa: HEeCKOJIbKO ToYek o0 T2 = 35 min
MOYEeBUHDI C,=69 umol/l, C,=16 umol/l, C; = 26 umol/l
Cenyac: HenpepbIBHbIN
80 - ——Experimental
MOHUTOPUHT (sensor data)
% —Fitted (double-pool
| g 60 - model)
I W BEEDOEEES g W Lab data
o | .
[lapameTpbl Kaxkgon ns | ., | T vy C1-exp(-t/t1)+C3
t t
HWX, BEPOATHO, i Cumk (t)=Cy exp(—T—j+C2 exp[—r—}Co C2-exp(-t/t 2)
OTParKkatoT CKOPOCTU | 20 - 1 Z
nepemelleHumn N ‘
BeLL"eCTBa Me)‘l’(.ﬂly 0 T — — — T — I S—
0 50 100 150 200 250 300
BOAHbIMW CEKTOPaMM i
J. Daugirdas. Handbook of dialysis, Vasilevsky A.M. et al. Dual-wavelength method and optoelectronic
. sensor for online monitoring of the efficiency of dialysis
6-th editon : ! Y

treatment. Journal of Physics: Conference Series
nepesoa nog pea. B.1HO.lLnno 643(2015):0120564; doi:10.1088/1742-6596/643/1/012056.
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: . . 120 -
Patient# | in | in | LRI, Skais
1 145 7 T, = 35 min
' . 100 -
2 157 | 13 ‘ C,=69 umol/l, C,=16 umol/l, C; = 26 umol/l
3 108 9 |
4 141 35 #0:7 —Experimental
(sensor data)
3 128 24 :: ——Fitted (double-pool
E 60 - model)
6 %8 > :' B Lab data
7 156 20
1 40 - Cl-exp(-t/t1)+C3
8 158 ' 23 . ¢ ¢
9 136 12 Cnmk (t) =Cyexp +Cyexp +Cy —C2-exp(-t/t 2)
! - 1 2
10 89 5 Gy
13045 = 16+13 \
o T \l T T T 1
0 50 100 150 200 250 300
t, min
3Ha4yMmocTb ba pbepos Vasilevsky A.M. et al. Dual-wavelength method and optoelectronic
MeXy BOAHbIMU sensor for online monitoring of the efficiency of dialysis
treatment. Journal of Physics: Conference Series
cekTopamm

643(2015):0120564; doi:10.1088/1742-6596/643/1/012056.
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Knetku

Llenecoobpa3Ho yBennumBaThb
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@up 4. Optimal Dialysis Adequacy and Symptom Control f-

4?/

1. Kak cnenyet onpenensatb agekBaTtHOCTb Aunanmaa rno
cnegylowmm napametTpam?

ﬁ:)) Bonemunyeckum ctaTyc \
c) KoOHTponb CMMNTOMOB

d) HyTpuumoHHbIn cTaTyC

e) HoBble pusnonornyeckme NHOeKCHI

\_ J

http://kdigo.org/wp-content/uploads/2017/02/KDIGO-Dialysis-Initiation-Scope-of-Work_Public-Review.pdf
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“ Tox

Ypemunyeckue TokcuHbl 2003 - 2018

European Uremic Toxin (EUTox) Work Group of the ESAO and

Solutes in database

Solutes by class

Protein-bound solutes
above/fbelow 500 Dalton

Total study count

CMN study count

CU study count

Pathological associations count

Pathological associations

130

67 (51.54%); Water-soluble
232 (25.28%): Protein-bound
20 (23.08%): Middle molecule

25 (75.76%): Below 500 Dalton

B (24.24%): Ahove
500 Dalton

442

1720(1.32 per solute)

2700(2.02 per solute)

75 (0.58 per solute)

31 (41.33%): Cardiovascular
13 (17.33%): Nephrologic

7 (9,33%: Meurclogic and CHS
5 {6.67%); Oncologic

4 (5.33%): Immmunologic

KTo KaHAMAAT Ha MapKep AN OUEeHKM A03bl AMann3a?

endorsed Work Group of the ERA-EDTA

rNamE E-Z-Micraglobulin 1
Molecular weight 1is1s
Group Peptide
Class Middle rolecule
Added 16,09.2009
Reference Pubrned: 12675274
Submitted by Vanhaolder
Reviewed by Abou Deif

NORMAL CONMCENTRATIONS (CMN)

Date Mean [+ /-5D) (low Range - high Range)
05.07,2001 1,17 (+/-0.407 rmglL
0z.01.2007

08,03 2011 1,90 (+/-0,600 mail

Grand mean 1.50 (+/-0.500 (1.10-2.40) g /L
ANDOYA F(1,45) = 24.87, p=0.00: Significant differen

| Dispersion L:1.10, M:1.50, H:2.40 : A - (Minimal scatter:

http://www.uremic-toxins.org
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VAV Group 4: Optimal Dialysis Adequacy
"}) and Symptom Control
pr

2. KakoBa porb KMHETMKU Marnblix/CpeaHUX/KPYnHbIX MOSIEKYS B
“003npoBaHMN’ gnanusa?

3. CnenyeT N namepsaTb HETPAAMLIMOHHbIE BELLECTBA,
HakannueatoLmecs npu ypemun? Ecnu ga, kak nyyiie aToro

OOCTUTHYTbL?
a) Kakue 13 ypemMmyecknx TOKCUHOB BaXkHbl?

b) MoXeT MM nx N3MepeHmne BKITKOYEHO B PYTUHHYIO
KITMHUYECKYIO MPaKTUKY?

c) [ocTtaTo4HO Nu CBUOETENBLCTB UX KNUHUYECKON 3HAYMMOCTH
ONS BKNIOYEHUS B PYTUHHYIO KITMHUYECKYHO NPaKTUKY?

http://kdigo.org/wp-content/uploads/2017/02/KDIGO-Dialysis-Initiation-Scope-of-Work_Public-Review.pdf



n. v A
V;Av Group 4: Optimal Dialysis Adequacy
‘v‘) and Symptom Control

4. How do we|prioritize and balance|the importance of

a) Solute clearance
b) Fluid removal/rate
c) Reducing treatment burden and interference with life activities

d) Patient signs and symptom control (e.g., fatigue, pruritus,
restless legs, etc.)

http://kdigo.org/wp-content/uploads/2017/02/KDIGO-Dialysis-Initiation-Scope-of-Work_Public-Review.pdf



AV A
v;‘ Group 4: Optimal Dialysis Adequacy
")_ and Symptom Control

4. KakoBbl NpuopuTeThl N B YeM BanaHc mexay uensammn?

a) KnupeHc pacTBOpeHHbIX BELLECTB
b) O6beM/cKOpOCTb yaaneHus XNOKoCcTH

c) CHwKeHue Harpyskm NeYeHMeM N yMeHbLIEeHWE BNUSHUSA Ha
XKM3HEHHYH aKTUBHOCTb

d) KoHTponb cumntomoB (Hanpumep, crnabocTs, 3ya, CUHOAPOM
GeCrnoKoMHbIX HOT U T.4.)

http://kdigo.org/wp-content/uploads/2017/02/KDIGO-Dialysis-Initiation-Scope-of-Work_Public-Review.pdf
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CkopocTb YO Kak pakTtop pucka

BMOXMMMYECKME UHAEKCHI — CTApble UK
HOBble — BEPOATHO OCTAHYTCA B KayecTBe
rapaHTum obecneyeHmnsa oUYULLEHUA HA
[OCTOMHOM YPOBHE, a Ha NepBOE MECTO
BbINAYT KPUTEPUU COCTOAHUSA BOAHOTO
obmeHa.

BnepBble rpaHnua mexay 6onee n meHee
H6e3onacHom ckopocTbio YO 6binia 0603HauyeHa
B HabatogeHnn ns Jlombapguu.

MepgmuaHa ckopoctn YO B 12,5 mn/uac/Kr
OKa3a/laCb YyBCTBUTENbHbIM NPEANUKTOPOM
BbI}KMBAEMOCTU

Movilli E. Association between high UF rates
and mortality in uraemic patients on regular
HD. NDT. 2007;22(12):3547-52



CkopocTb Y® Kak pakTop pucka

N= 22,000 HD
| UFR>10mi/h/kg ] TT>240 min
g1 Outcome RR P-value RR P-value
;*1__»7; UFR < 12.-37 thour/KgBW) A”‘Cause monallty
0.6 - s Unadjusted 1.01 0.75 0.68 <0.0001
5 <0,000? (Adjusted® 1.09 0.02 | (081 0.0005 |
0.4 1 UFR > 12.37 mithour/KgBW ®Based on Cox reg.ression, ?ijusteq fon age, sex, raFe, ethniFity, time on dialysis, 14
summary comorbid conditions, living status, height, we low,
0.2 rﬂ.ﬁd.ual.mal.ﬁ.nn.on, and catheter use as vascular access] TT (in UFR model), 'and
UFR (in TT model). ptratified by geographical region and phase of study. Accounts
0o  CPeAHAs ckopocTb YO = 12,7435 mn/yac/Kr for facility clustering.
b & o A o K A Saran R. Longer treatment time and slower UF in HD:
associations with reduced mortality in the DOPPS.
1.0 4 = Kidney Int. 2006;69(7):1222-8.
0.8 -
2 064 ;
E ’
8 o4 [ N=287
e NnaLneHTos,
W | 5 niet
5 AUC (CI) = 0.80 (0.660-0.837)
.7 AUC: Area under the curve, Cl: Confidence Intervals
0.0 . r . .
0.0 0.2 0.4 0.6 0.8 1.0

1-Specificity

Movilli E. Association between high UF rates

and mortality in uraemic patients on regular
HD. NDT. 2007;22(12):3547-52
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CKOpOCTb yaoaneHunqa Xnakoctm n pucKk CMepTu

UFR mih/kg
e 1,59 1,71
o ’ ’ eaHanmn3 HEMO Study —
g <10 I— P Y
2% 1.5 | 10-13 1846 naumeHToB — 7 et
T
g o 1 (rel) >13
I ° 1 - — e o= e e e e
0w
32
N N
O 0.5 $ .
£ %
- 2, (a1
S
OGU.{&FI cepaedyHo-coCcyaucTad o)
neTanbHOCTb
')
% 1.6 4
CKOppEeKTUPOBAHO Ha: age, sex, interdialytic weight gain, g_
race (black, non-black), smoking status (never, past, 014 -
current), vintage (< 1, 1-2, 2—4, >4 years), access type § '
(graft, fistula, catheter), systolic blood pressure (< 120, 120- ()
140, 140-160, 160-180, = 180 mm Hg), residual urine g 10 -
output (< versus > 200 ml/day), diabetes, congestive heart E '
failure, peripheral vascular disease, ischemic heart disease, O

1 | ARSNESEE——

cerebrovascular disease, serum albumin, creatinine, \/ CV mortality
hematocrit (< 30, 30-33, 33—-36, > 36%), and phosphorus, < R B - All-cause mortality
and use of a- adrenergic blocker, angiotensin-converting ' : .
enzyme inhibitor/angiotensin receptor blocker, B-blocker, 5 10 15 20
calcium channel blocker, nitrates, and other ckopocTb Y® (mnfyac/kr)
antihypertensives.

Flythe JE et al. Rapid fluid removal during dialysis is associated with
cardiovascular morbidity and mortality. Kidney Int. 2011;79(2):250-7



‘W‘ CkopocTb YO kak hakTop p1cka

No.(%)  Adjusted® HR (95% Cl)

Mean UF rate categorized

<10 mU/hkg 69,865 (59.0)  1.00 (reference) N= 118 394
10-13 mUh/kg 26,794 (22.6)  1.12 (1.10-1.15) g 5
>13 mUh/kg 21,735 (18.4)  1.35 (1.32-1.39) B KPYNHOW AMaNN3HON CeTU

cpeaHsa ckopocTb YO = 12,7+3,5 ma/yac/kr

HR (95% CI)
No. (%) Adjusted®

Mean UF rate, per 1-mU/h/kg 118,394 (100.0) 1.03 (1.02-1.03)
Mean UF rate

<6 mL/h/kg 23,813 (20.1) 1.00 (reference)
6-<8 ml /h/kg 21729 (18 4) 1.03 (1.00-107)
8-<10 mL/h/kg 24,323 (20.5) 1.09 (1.06-1.12)
10-<12 mU/h/kg 19,457 (16.4) 1.15 (1.12-1.19)
12-<14 mU/h/kg 13,086 (11.1)  1.23 (1.18-1.27)
=14 ml/h/kg 15,986 (13.5)  1.43 (1.39-1.48)

N~
CKoppekmupoBaHo rno: age, sex, race, ethnicity, dialysis vintage (1-2, 3-4, >5 vs <1 year), vascular access, history of heart failure, history of cardiovascular

disease, diabetes, albumin (31-35, 36-40, 40 vs <30 g/L), creatinine, phosphorus (4.1-5.0, 5.1-6.0, >6.0 vs > 4.0 mg/dL), hemoglobin (100-119, >120 vs <100
g/L), urea reduction ratio, systolic blood pressure (131-150, 151-170, >170 vs <130 mm Hg), and missed sessions (>3 vs <3)

Assimon MM. Ultrafiltration Rate and Mortality in Maintenance
Hemodialysis Patients. AJKD. 2016;68(6):911-922.
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PUCTUKN ONANNNU3HDbLIX LEHTPOB, rae

CTa/ibHbIX

Target Weight Measure®

<75th percentile  >75th per 30-Day Cumulative Difference in Post-dialysis
(n = 1406) (n = 468) Weight (kg) ~ Weight (%)
-/ U -/ oy 1740 £5D  Mean 5D
‘ L L R0 22+50 )
‘ W% 25+55
Black race ’ ' 20 + 45
Prescribed TT L H 20+ 47
Prescribed TT <240 min >50% of patien <001 i M- 25 + 54
Prescribed UF rate 2 13 mL/h/kg <001 v \'B '}
i ;j? ' L/é 11430
oW L P F P 1/13  o0s8+2s
IDWG 22 kg 18 + 34 28+56
IDWG <3 kg 07+19 13+35
Ecan YO orpaHmnumtb BennumHoi 13 ma/uac/kr, IDWG 23 kg 24439  36+64
Pa3NnYHbIe rPynnbl NALMEHTOB 3a MecAL, NpnbasaT B IPWG <t kg et
(IDWG >4 kg 3.1 +45 44+71 |
Bece 3a CYeT 3a4epPKKU KUAKOCTU Ha:
UF rate < 13 ml/h/kg 05+ 14 08+22
(UF rate 2 13 ml/h/kg 41 +46 6679 )

Flythe JE. Target weight achievement and ultrafiltration rate thresholds:
potential patient implications. BMC Nephrol. 2017;18(1):185



“ V‘u Quality Incentive Program (QIP) —
i‘ \ NporpaMma MooLLPEHNst KaYecTBa

0¥
4

Ha 2012 (no pe3ynbratam 2010) Ha 2018 (no pe3ynbtatam 2016)

e Anaverage hemoglobin less than
10 grams per deciliter (g/dL) CLlNlCAL
e Anaverage hemoglobin greater than 12 g/dL | subdomain | | Measures |
e A median URR of 65 percent or more. Safety (20%) — S
e | ICH CAHPS Survey
Coordination (30%) SRR
— ] Total Category Payment Reduction
X ST Hemodialysis . - g
i i 100 pt
KUV Diysis Adequacy ‘{ sl pis. ,
° Hemoglobin leSS than 10 g/dL L 50 percent Clin(iscg‘!/oflr. asure lopic /| Pediatric Peritoneal Dialysis
. VAT Measure Topic Access via AVF — ('™
e Hemoglobin greater than 12 g/dL — 25 percent Access via catheter _/ 9\0‘/) o
$ =\ o min. TPS
e URR of 65% or greater — 25 percent S \
REPORTING A K
15
7\( new measure Mineral Metabolism P salotloo :h:(m
for PY 2018 Anemia Management = (10% v 1y 30| | Reducon
* Pain Assessment and Follow-Up ‘~w
% Clinical Depression Screening and Follow-Up =~ B Reduction
X NHSN HCP Scone (TP 1 e owm v
of the weightad totals 0 pts
fzom both measwre
catagories
Hb, Kt/V, Ca B 2019 roay nnaHMpyeTcA BHECTU:

nona nauneHTtos ¢ YO > 13 ma/yac/Kr



Centers for Medicare and Medicaid Services

KayecCcTBa

Kidney Care Quality Alliance

CMS UF Rate Measure KCQA UF Rate Measure
Description % of patients in the facility with an UF rate >13 mL/h/kg % of patients in the facility with an average UF rate 213 mL/h/kg
and an average TT < 240 minutes
Time window 1 month 12 months
Numerator? Number of patients in the facility with an UF rate >13 mL/h/kg Number of patients in the facility with an average UF rate 213
mbL/h/kg and an average TT < 240 minutes
Denominator Total number of adult, in-center HD patients at the reporting Total number of adult, in-center HD patients at the reporting
facility facility
Exclusions PD or home HD patients PD or home HD patients
Age <18 years Age <18 years
Treatment without complete pre-weight, post-weight, and TT Treatment without complete pre-weight, post-weight, and TT
Patient present at reporting facility <30 days Patient present at reporting facility <30 days
Patient at facility with <11 patients during month Patient at facility with <11 patients during month
Patient with dialysis vintage <90 days <7 HD treatments during reporting month
No treatment with UF rate 0-50 mL/h/kg 24 HD treatments during the calculation period®
Algorithm Calculated on a monthly basis: Calculated on a monthly basis and then averaged over year:
1. Sum denominator patients for each facility month 1. Sum denominator patients for each facility month
2. Sum numerator patients for each facility month 2. Sum numerator patients for each facility month
3. Calculate monthly score = numerator patients/ denominator 3. Calculate monthly score = numerator patients / denominator
patients for each month patients for each month
4. Calculate annual score = (sum of monthly scores) / # of
months in reporting year
Score type Rate / proportion Rate [ proportion
Score Lower score more favorable Lower score more favorable
interpretation

Key differences are bolded

Flythe JE. Ultrafiltration Rates and the Quality Incentive Program:
Proposed Measure Definitions and Their Potential Dialysis Facility Implications.
Clin JASN. 2016;11(8):1422-33
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Flythe JE et al. Associations of Posthemodialysis Weights above and below Target Weight
with All-Cause and Cardiovascular Mortality. Clin J Am Soc Nephrol. 2015;10(5):808-16
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BuwHescknii K.A. n coaBT. KoppeKuma «cyxoro Beca» y 601bHbIX, NOAyYaloLWmMX 1e4eHne
NPOrpPaMMHbIM FeMOANANN30M NO pe3y/ibTaTamM BEKTOPHOro aHaAn3a bnommneaaHca.

Hedponorua. 2014; 18(2): 61-71




MonunTtop Obbema Linpkynumpytouien Kposu

MoHuTtop O6bvéma Lupkynmnpyrowemn
Kposu / Blood Volume Monitoring
CRIT-LINE® Ill TQA HemaMetrics



BekTopHbIn buonmnegaHc + CRIT-LINE® e

Cynoporu,

ocTaHoBka YO

Ha 15 MuH OuHamuka A
160/100
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YO =5n
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& Data-Input GmbH 2004 S 2 Data-Input GmbH 2004 o




PekomMeHOOBaHHOE N3MEHEHNE «CYXOro» Beca
(y 32 n3 66 obcrieqoBaHHbIX)

104

Cpeauee = -75
CranpaprHoe
oTknoHeHne = 1 566

g4 N=32 ’\

Yacrora
)
i

n=21

\. n=11

BuwHeBckni K.A. n coaBT. KoppeKums «cyxoro Beca» y 60/1bHbIX, MONYYaOLWKUX NeYeHUNE
NPOrpPaMMHbIM reMmoamMann3om Nno pesynbTataM BEKTOPHOro aHanmsa buommneaaHca.
Hedponorua. 2014; 18(2):61-71.



YpexxeHne rmnoTtoHum
(cpeaun 17 naumeHTOB M3 66 0OCNegoBaHHbIX, Y KOTOPbIX
Habnoganacb rMnoToHUS)

bIA KPUTEPHIA IHEKOBLIX PaHros BunkokcoHa

Dnom-:-»:menwue PIIHOCTH
(Ns2)

n CIDRUATEN L MMS DAINOCTH
(N=11)
(KONWuSCT0 coRaen = 4)

Hacrora

n=2

Y 4 nayneHToB — YyacToTa HE U3MEHUNAachb

BuwHesckni K.A. n coaBT. KoppeKkumnsa «cyxoro Beca» y 60/bHbIX, NO/y4YarOLLUX
JieyeHune nNporpammMmHbIM remognann3om no pesynbraTtaM BEKTOPHOro aHaAmn3a
buommneaaHca. Hepponorua. 2014; 18(2):61-71.
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Y 38 nauneHToB — YacToTa ann3ogoB He U3MeHurach

BuwHesckni K.A. n coaBT. KoppeKkumnsa «cyxoro Beca» y 60/bHbIX, NO/y4YarOLLUX
JieyeHune nNporpammMmHbIM remognann3om no pesynbraTtaM BEKTOPHOro aHaAmn3a
buommneaaHca. Hepponorua. 2014; 18(2):61-71.
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Box 1. Major Provider Barriers to Achieving Normovolemia in
Dialysis Patients

1940's 1960's  1970's  1980's 1990-2000's  2010-

1. Absence of widely available validated gold-standard tools
for dry weight assessment.

2. Potential logistical challenges associated with longer
treatment times.

3. Possibility of more frequent dialysis-associated symp-
toms, such as hypotension and cramping, with additional
fluid removal.

4. Inconsistent reimbursement and payment policy for addi-
tional dialysis sessions, particularly 5th or 6th treatments.

5. Patient reluctance to lengthen treatment time, increase
treatment frequency, and reduce dietary sodium intake.

6. Physician factors, including limitations in extracellular
volume status assessment, dietary counseling, and timely
adjustment of the dialysis prescription.

Flythe JE et al. Dialysate Sodium: Rationale for Evolution over Time.
Semin Dial. 2017;30(2):99-111
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s [naBHble bapbepbl HA NYTU AOCTUKEHUS
3yBO/IEMUN Yy NALUEHTOB Ha AManunse

1940's 1960's 1970's 1980's 1990-2000's 2010-

OTcyTCTBME LUMPOKO NPUHATONO N NOATBEPHKAEHHOIO «30/10TOrO CTaHA4APTa» AN OLEHKM CYXOro Beca
Jlornctnyeckmne 6apbepbl AN1A YBEAUYEHUA NPOAO/IHKUTENbHOCTU CEAHCOB

BeposaTHOCTb yYalleHUAa CMMNTOMOB (TMNOTOHKUA, CYA0POrv) NPU A0NOAHUTENBHOM YAANEHUN
XUAKOCTU

HeonpeaeneHHOCTb B onsaTe A0MNO/IHUTENbHbIX ceaHcoB (4°™, 5-°7° g Hepento)

Hecornacve naumneHTOB yAAUHATL BPEMA, YBE/IMYMBATL YaCTOTY U OrpaHUYMBaTb NOTpeb/ieHne com

BpauyebHble paKTOpbl: OrPaHMUYEHHbIN J0CTYN K OLUEHKe BOAHOrO CTaTyca, KOHCY/1bTUPOBAHUIO
[INETONI0rOM, HECBOEBPEMEHHAA KOPPEKLUS perknma agmanumsa

Flythe JE et al. Dialysate Sodium: Rationale for Evolution over Time.
Semin Dial. 2017;30(2):99-111
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We propose:

. Approaching normalization of extracellular fluid

volume should be a primary goal of dialysis care.

. Barring objective evidence to the contrary, any

patient with blood pressure > 150/90 mm Hg at
the predialysis assessment should be regarded as
fluid overloaded and a program of gradual
weight reduction and sodium restriction should be
attempted prior to initiation or escalation of phar-
macologic antihypertensive therapy. More frequent
ultrafiltration also should be considered, incorpo-
rating additional in-center treatments, nocturnal
hemodialysis if available, or home modalities,
including both hemodialysis and peritoneal
dialysis.

. Providers and payers should facilitate robust

evaluation of promising technologies and incor-
poration of effective novel technologies to enhance
the safety and efficacy of attaining normal extra-
cellular fluid volume.

. Randomized clinical trials, including pragmatic

clinical trials with broad generalizability and appli-
cability and rigorous quality improvement initia-
tives, should be conducted to evaluate methods and
promising technologies to facilitate achievement of
sufficient volume control in dialysis patients.

1: Extracellular Fluid Status Should Be a Component of
Sufficient Hemodialysis

1: CTaTyC BHEKNETOYHOWN }KUAKOCTU AONKEH ObITb
KOMMOHEHTOM A0CTaTOYHOro AMan3a

Weiner DE et al. Improving clinical outcomes among HD patients: a proposal for a "volume first"
approach from the chief medical officers of US dialysis providers. Am J Kidney Dis. 2014;64(5):685-95



CONSENSUS OPINIONS

1: Extracellular Fluid Status Should Be a Component of
Sufficient Hemodialysis

1: CTaTyc BHEK/1IETOYHOM KNAOKOCTU AO01KEH O6bITb KOMMOHEHTOM
AOCTAaTOYHOIo Ananms3a

1. TMpubnunrkeHne K HOPMaN3aLNM BHEKIETOYHOTO 06bema cieayeT cumTaThb
NepBUYHOM LLEeNblo AMANIU3HOTO Ie4eHmnn

2. ToKa He AoKa3aHo obpaTHoe, ntoboii nayueHT ¢ AL Bbiwe 150/90 gonkeH
PacCcMaTpPMBaATLCA Kak rMNepruapaTMpoBaHHbIN, U NPOrpamma NocTeneHHoro
CHUXKEHUA Beca U OrpaHUYeHUA HarpysKu cosibio A0/1XKHa ObiTb NPUMEHEHA K HEMY
A0 Ha3HaYeHUA UAKU YCUNIEHUA TMNOTEH3UBHOM Tepanuu. Cneayet pacCMOTPETL
BO3MOXHOCTM yualieHua YO, BKIt0Yas A0MNONIHUTE/IbHbIE CeaHCbl, JOMaLLHee
nevenue (KA v nNAQ).

3. TMpoBanaepbl ANANNU3HOM MOMOLLM U NAATENbLLMKN 33 HEE AO/IKHbI 0baeryatb
MCMOJIb30BaHUE TEXHOIOTMYECKMX BO3MOXKHOCTEN Ana adPpeKTMBHOM 1 Be3onacHom
HOpPMan3aLUnm BHEKETOYHOIro obbema

4. CnepyeT NpPOBECTWU NparmMmaTUYHbIe U PAaCNPOCTPAaHMMbIE HA LUMPOKYHO MNONyAALUMIO
nccneaoBaHua AN OUEHKU MeTOA0B U TEXHONOTMMIN, 0beryarowmx 4OCTUKEHNE
NPUEM/IEMOrO KOHTPONA 06BbEMOB BOAbI Y AMANN3HbIX NALMEHTOB

Weiner DE et al. Improving clinical outcomes among HD patients: a proposal for a "volume first"
approach from the chief medical officers of US dialysis providers. Am J Kidney Dis. 2014;64(5):685-95



CONSENSUS OPINIONS

2: Fluid Removal Should Be Gradual

?"“

We Propose:

2: YpaneHue XNAKoCTU AOMKHO ObITb NOCTENEHHbIM

1. Based on the evidence summarized above, until
further data are available, we propose a 4-hour first
policy, such that the expected minimum duration
of maintenance thrice-weekly hemodialysis 1s
4 hours, with treatment time adjusted up or down
from 4 hours based on individualization of care
and ability to consistently attain euvolemia, ac-
counting for IDWG and UFR.

. As dialysis duration is prescribed by the physician,
we propose that prescribing physicians specifically
comment on shorter durations of therapy in their
patient assessments and reassess duration of dial-
ysis regularly.

3. As described, modalities that incorporate more

gradual ultrafiltration should be considered.

3

Weiner DE et al. Improving clinical outcomes among HD patients: a proposal for a "volume first"
approach from the chief medical officers of US dialysis providers. Am J Kidney Dis. 2014;64(5):685-95



CONSENSUS OPINIONS

2: Fluid Removal Should Be Gradual

2: y,u,aneHme KUOKOCTU AONHKHO ObITb MOCTENEHHbIM

Pexxum gmManusa 3 pasa B Heaesnto no 4 yaca cneayeT cuntaThb
MUHUMa/IbHbIM, KOPPEKTUPYA ero MHANBUAYaNbHO ANA NoAAePHKaAHUA
CNOCOBHOCTU A0CTUUYb 3YBONEMUM, YUNTLIBAA MEKAMANUIHYIO NPUOaBKY
BECa M CKOPOCTb ybTPapUAbTPaLUM

B cnyyae Ha3Ha4YeHUA bonee KOPOTKOIro Anasin3a Bpady cineayert
0b60CHOBaTb Ha3HAYeHME U perynapHo nepeoueHnNBaTb €ro
060CHOBAHHOCTb

B nepByto o4yepenb, caeayeT paccMaTpMBaTb BapPUAHTbI JIEYEHUA C
6onee nocTeneHHbIM yaaneHUEM KUOKOCTH

Weiner DE et al. Improving clinical outcomes among HD patients: a proposal for a "volume first"
approach from the chief medical officers of US dialysis providers. Am J Kidney Dis. 2014;64(5):685-95



CONSENSUS OPINIONS

4: Intradialytic Sodium Loading Should Be Avoided

4: NHTpa-aAnanun3Haa Harpyska Na+ gonKHa 6biTb UCKAOYEHA

Na+ Ananm3npytoLlero pacTteopa cneayert yCTaHaBAMBaATb B AnanasoHe 134-138
MMOJb/N (B BO3MOXHbIMM OTK/IOHEHUAMM B 3aBUCUMOCTU OT KOHKPETHbIX
obcTosaTenbCTB)

[MocKonbKy npeganannsHaa KoHueHTpauna Na+ oTHOCUTeNbHO CTa6I/IfIbHa,
cnenpoBaHue 3TOM ((yCTaHOBO‘-IHOﬁ TOYKe» B HazHavyeHUn Na+ moXKeT npuHecTun

Bbiroay

MpounssoauTensm AnannsHoro obopyaoBaHua cneayeTt NpeaycMoTPeTb YCTaHOBKY
Na+ Ha cneayoWmMii ceaHc NO YMO/IYaHUIO, @ He MO YPOBHIO NpeablayLLero ceaHca.

N3berante npumeHeHns runeptoHuyeckoro pactsopa NaCl n npoomunmnposanHua Na+

TpebytoTca cTporne nccneaoBaHusa Ans onpeaeneHns onTUmMaabHbIX ypoBHen Na+
ANaNN3MpPYoLLEro pactsopa v rpaanenTa Na+

Weiner DE et al. Improving clinical outcomes among HD patients: a proposal for a "volume first"

approach from the chief medical officers of US dialysis providers. Am J Kidney Dis. 2014;64(5):685-95
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|

JIKT n pemogennposaHue

™ MopbUAHOCTN N NeTaNbHOCTU

Flythe JE, Mc Causland FR. Dialysate Sodium: Rationale for Evolution over Time.
Semin Dial. 2017;30(2):99-111
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A CONSENSUS OPINIONS
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5: Dietary Counseling Should Emphasize Sodium Avoidance

5: KoHcynbTMpOBaHME No AMeTe A0MKHO Nnoa4YepKuBaTtb 3aaa4y nsberatb Na+

We Propose:
Dialysis dietitians and other dialysis personnel ,ﬂ,VleTOﬂOI'Vl e

should emphasize limiting sodium intake to the same nog4yepKnBaTb HQOGXO,CI,VIMOCTb OorpaHmn4ynBaTb I'IOTpe6f|eHVIe Na+ c
or greater extent as other dietary counseling. v u v
TOW e unun 6onbluen HaCTOMYNBOCTbIO, Kak U B OTHOLUEHUN APYrmnx
dCneKToB AuneTbl

* npubaBKa Beca >3 Kr uamn >3,5% Beca Ao0NXKHA CTaTb MMNEPATUBOM K AENCTBUIO ANETONOMOB U
BCEN AMANN3HOM KOMaHbl

* B OT/INYME OT NaumneHToB 6e3 ananmnsa (y Kotopbix No BbiBeaeHUo Na+ ¢ MOYON Mbl MOXKEM
BeCbMa TOYHO OLLEeHUTb noTpebneHne Na+, y AMann3HbIX NALUEHTOB 3TO HEBO3MOXHO;
NO3TOMY BCE BHMMaHMe AO/IXKHO BbITb cocpeaoTo4YeHo Ha GOpPMUPOBAHUN BHYTPEHHETO
CO3HATE/NIbHOIo KOHTPOAA Y NaLUMeHTa

* CHWXeHMe notpebneHua Na+ HeceT NPENMYLLLECTBO TO/IbKO NPU COXPaHEHMUM MOIHOLLEHHOTO
NUTaHUA

Weiner DE et al. Improving clinical outcomes among HD patients: a proposal for a "volume first"
approach from the chief medical officers of US dialysis providers. Am J Kidney Dis. 2014;64(5):685-95



V" Group 4: Optimal Dialysis Adequacy

’?A \ and Symptom Control

1. Kak cneayet onpeaenAtb aAeKBaTHOCTb AMann3a no cieayowmm
napameTpam?

buoxnmunyeckme MHAEKChI
Bonemunyeckni cratyc

KOHTpOJ’I b CUMIMTOMOB

HyTpUUMOHHbBIN CcTaTyC

e) HoBble pM3NONOrMYECKUE UHAEKCDI
(Hanpumep, UCKNtOYEHUE CYOKAUHUYECKNX
reMmoMHaMMUYECKUX HapyLLEHWNIA)

http://kdigo.org/wp-content/uploads/2017/02/KDIGO-Dialysis-Initiation-Scope-of-Work_Public-Review.pdf



«HoBbie» hunanonornyeckme MHAEKCHI

* runepTpodmA NeBOro Kenyao4ka
* TOAWMHA MHTUMbI-MEeANN KApOTUAHOWN apTepumn
* BapnabenbHOCTb PUTMA
* Y4acCTOTa 3NM3040B XKeNYyA04YKOBOMN apUTMUN
Perl J et al. The Use of a Multidimensional Measure of Dialysis Adequacy —
Moving beyond Small Solute Kinetics. Clin JASN. 2017;12(5):839-847.
* HapyweHue PyHKLUUN NPOAOAbHbBIX BOJIOKOH NPU COXPaHEHHOW dpaKLnm
Bbibpoca
e aAnacTtonmnyeckaa auchyHkuma 1K
* MMOKapAnanbHbin Grubpo3
* HapyweHune PyHKLUMN NPaBOro Kenyaoyka

* TpaKkTtoBKa > buomapkepos (B T.4., TPOMNOHMNHA)

53th ERA-EDTA. Uremic cardiomyopathy. May, 22 2016
Frank Flachskampf, Uppsala, Sweden
Non-invasive assessment of cardiac structure and function - what nephrologists must know
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V" Group 4: Optimal Dialysis Adequacy and

’E Symptom Control

5. Should alternate day hemodialysis be adopted as the norm to avoid long
inter-dialytic intervals?

If so, how can this be operationalized??

http://kdigo.org/wp-content/uploads/2017/02/KDIGO-Dialysis-Initiation-Scope-of-Work_Public-Review.pdf
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| V" Group 4: Optimal Dialysis Adequacy and

’? N Symptom Control

5. ChegyeT M NPUHATb CXeMy AManm3a «yepes AeHb» B KayecTBe CTaHAapTa
YTOObl NCKNOUYUTL AJIMHHbBIN MEXXANAaNU3HbIN MHTEPBa.

Ecnn pa, To KaK 3TO OCYLLEeCTBUTL??

http://kdigo.org/wp-content/uploads/2017/02/KDIGO-Dialysis-Initiation-Scope-of-Work_Public-Review.pdf



‘V‘ «HaTypanbHbIi» akcnepumeHT CM6 TOGOMC

‘i /%Tp,eneHme ananusa FTMB — 22 annaparta

V 3 cmeHbl = 132 naumeHTa max
[NnaHoBoe 3aaaHune —\ 131 naumneHT

\

noaAepXKy NONYy4YMAn BOCKPECHbIE CMEHDI
- 20 nauMeHTOB KaXayk Heaento

- 16 U3 HUX — OTHOCUTENbHO MNOCTOAHHbIE

y)e 3a nepsble 3 mecAua Noay4yeHo:

(Hopmanmau,ml Ally 12/12 )
- CHUXeHue docdaTtos a0 <1,78 mmonb/n—y 11/13

- YMeHblleHue npubasok y 15/16, yperkeHune runotoHnin y 8/11
- HX O4HOrO yXyALleHUA COCTOAHMA COCYANCTOro A0CTyna

\-HVI OAHOro OTKasa NPOAO/IKATb PEXUM )




Number of deaths

HepenbHas HepaBHOMEPHOCTb peXxuma gmanmsa
N NeTanbHOCTb

%
3

-
o
L

1nee

124024

-
o
i

A0NsA CMepTel No AHAM Hegenu

D1 Di+1 D2 D2+1 D3 D3+1 D3+2
Dialysis schedule days

PEeTPOCNEeKTMBHbIN aHaN3 Bcex cmepTen (n-247) AnannsHolx NaumMeHToB B
2007-11 rr. B CeBepHow Npnanamu (1,8 maH Hacenernus);

cpeaHunmn Bo3pact — 70 ner,

cpok [l — 55 mec;

Anabeta — 22%
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v;_”“ Group 4: Optimal Dialysis Adequacy and
‘y’} Symptom Control

6. What are the appropriate quality metrics (e.g., SONG-HD) and
measurement tools?

a) How should symptoms be assessed and with what instruments)?

b) How should multiple measures be incorporated into a quality
metric to allow for a multidimensional approach to assessing
quality?

c) c¢. How can metrics be individualized to avoid a “one-size-fits-all”
approach?

http://kdigo.org/wp-content/uploads/2017/02/KDIGO-Dialysis-Initiation-Scope-of-Work_Public-Review.pdf
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‘V Group 4: Optimal Dialysis Adequacy and
" A Symptom Control

,//

6. KakoBbl agekBaTHbIE Mepbl KadecTBa nedveHud (Hanpumep., SONG-
HD) 1 MHCTPYMEHTbI ANS UX OLEHKN?
a) Kak oueHuBaTb CUMMNTOMBI U C MOMOLLLIO KAaKMX UHCTPYMEHTOB?

b) Kak MHOXeCTBO M3MEPEHNN CrneayeT BKITHOYNUTb B OLLEHKY
KadecTBa Ans obecnevyeHmns MynstuamMcumMniiMHapHoro nogxoaa K
OoueHKe KadyecTBa?

c) Kak MOXHO nHOMBMAOYyanu3npoBaTb NU3MeEPEHUS], YTODbI n3bexaTb
noaxopga “one-size-fits-all’?

http://kdigo.org/wp-content/uploads/2017/02/KDIGO-Dialysis-Initiation-Scope-of-Work_Public-Review.pdf



R V"A SONG - HD Standardized Outcomes in Nephrology—Hemodialysis

y

oueHKa npodeccuoHanos
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Evangelidis N et al, SONG-HD Initiative.
Am J Kidney Dis. 2017;70(4):464-475.



; V‘W SONG - HD

‘ou,eHKa naLMeHToB

y

CMHAPOM 6eCrnOKOMHbIX HOT
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3%q 
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KanbUWUMn
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Standardized Outcomes in Nephrology—Hemodialysis
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CyXOM BeC  rocnuUTanu3aumu Kanui .

Evangelidis N et al, SONG-HD Initiative.
Am J Kidney Dis. 2017;70(4):464-475.
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'T‘/'A SONG - HD pa3nnyinda B oueHKax 3Ha4MmoCTn -

CMELLEHNe B CTOPOHY MaLMEHTOB U NPodeccrMoHaros.

15

BO3MOXHOCTb MyTeLIecTBOBaTb _ Ny O
4 cBobogHoe OT Ananmsa Bpems ‘ oI
aeKBaTHOCTb AMann3a D4
NCTOLWEHNe Nnocse ceaHca —
aHemuA A
MOBUNBHOCTD — W
apTepuanbHas rMnepTeHs3uns — -
cnaboctb i@
couuanbHOe B3auMoaencTeme e
6onu : —e—m
cnocobHocTb paboTaTb @
Kanuum . —e—
NHPEKUMA-UMMYHUTET — O
CYXOMN BeC —— —il-——
cepAa-cocya.3abon —
aenpeccus —— e
COCYAMCT.AOCTYN —— B & Raiinig 4
TMMNOTOHUN — - —— m Round 2
rocnuTann3aumm el | wHound:3
JIeTaNbHOCTb o
-1.5 -1.0 0.5 0.0 0.5 1.0
BaXXHee ana I'IpOd)M BaXHee nauneHTam
< | Mean difference inrating score |

Evangelidis N et al, SONG-HD Initiative. Am J Kidney Dis. 2017:70(4):464-475.



? Group 4: Optimal Dialysis Adequacy and Symptom i 4 )
Control

7. What is the role of additional supportive/monitoring care in dialysis
patients with significant frailty?

http://kdigo.org/wp-content/uploads/2017/02/KDIGO-Dialysis-Initiation-Scope-of-Work_Public-Review.pdf
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7. KakoBa ponb noggepxmsatowien noMoLLn angd ananmsHbix
NauneHToB CO 3Ha4Ynmom acteHuen (frailty)?

cMepTb
Moaudukayuns TedeHua GonesHn
ne4gbHLle MeponpUATHA C NoJePHUEZIOWEA NOMOLLEID
Koppekyna cHMnToOMaTHKK
A duanus ¢ nogaemHMBakaweEd NOMOoLLE
B. BCcecTopoHHAA KOHCERBATMEHAA NOMOLLL
| |
BpeMA Bereavement care

CKD stage G5 End-stage kidney disease TXI-IH

Nl> ISN’s 2nd Global Kidney Health Summit: Increasing access to integrated ESKD care -

18-20 mapTa 2018 Working Group 8




’ ‘V Supportive care
— — nogaepxueatrouiasi NnoOMoLLb
" A Comprehensive conservative care
— MOJIHOLUEHHAas KoHcepBaTMBHAas NOMOLLb

?

Conservative care can be an alternative to dialysis and delivered in one of two settings:

e As ‘comprehensive conservative care’, where conservative care is either chosen or
medically advised. This is planned, holistic, patient-centred care for patients with G5
CKD that includes the following:

o Interventions to delay progression of kidney disease and minimize risk of adverse
events or complications

Shared decision making

Active symptom management

Detailed communication including advance care planning

Psychological support

Social and family support

Cultural and spiritual domains of care

O 0O O 0O O O

Comprehensive conservative care does not include dialysis.

e As ‘choice-restricted conservative care’, where resource constraints have prevented
or limited access to renal replacement therapy and therefore a choice for conservative
care cannot be recognized.

> ISN’s 2nd Global Kidney Health Summit: Increasing access to integrated ESKD care -
18-20 mapTa 2018 Working Group 8




’ ‘V Supportive care
S — nogaepxueatrouiasi NnoOMoLLb
‘V A Comprehensive conservative care
| — MOJIHOLUEHHAas KoHcepBaTMBHAas NOMOLLb

77
.

KOHcepBaTMBHaﬂ NOMOLLUb MOXET ObITb aﬂbTepHaTMBOVI anarnmay n oCyLLeCTBNATbCA:

e Kak «nonHoueHHasi KOHcepBaTMBHAA NOMOLLbY, KOrga KoHcepBaTMBHasi MOMOLLb UIn
CO3HaTenbHO BblbpaHa, Unu nokasaHa ¢ MEAULMHCKON TOYKN 3pEeHUs. OTO NraHupyemas,
LlenoCTHas, OpUeHTMpoBaHHas Ha NauneHTa nomoub npu XbI15, Bkrovatowas:

o BwmewarenbcTBa, HanpasreHHble Ha 3aMeasieHne nporpeccuposaHnsa XbI1 n
MUHUMU3ALUNIO pUcKa NOBOYHLIX 9 dEKTOB N OCIIOXHEHN

CoBMeCTHOE NPUHATUNE peLLEHNN

AKTUBHYIO KOPPEKLNIO CUMNTOMATUKN

HanaxeHHy1o CBA3b, BKMOYas niaHMpoBaHue ganbHenwen nomMoLLm
[cuxonornyeckyto noaaepxky

CoumnanbHyo 1 ceMenHyo NogaepxKy

o KynbrypanbHble 1 JyXOBHbIe acrneKTbl MOMOLLM

O O O O O

NnofnHoueHHada KoHcepBaTnBHadA nomMoLllb HE BKITHOYAET B cebs gnanus.

° Kak «KOHCepBaTunBHasA NomMolLlb B YCJTOBUAX OrpaHN4Y€eHHOro Bbl60pa», Korga orpaHmn4yeHHble
pecypCbl NCKINKOYaKOT UJTN 3aTPyAHAKT OOCTYI K 3T, n Bbl60p KOHCGpBaTl/IBHOIZ nomMoLin
CTaHOBUTCA BblIHY>KOEHHbIM

ISN’s 2nd Global Kidney Health Summit: Increasing access to integrated ESKD care -
18-20 mapTa 2018 Working Group 8
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* I/IHTeHCI/ICbI/IKaLI,VIFl ceaHCa Anarinda, BO3MOXHO, AOCTUITIa Nnpegera B
YaCTu ynydlweHnsda Ba>XHblX UCXOO0B

* NMOUCK ﬂyTeIZ yyeTa nepemMeLlleHnd pactBoOpeHHbIX BELLECTB MEXOY
CEKTOpaMU Tesa

What did he say?

* MPUOPUTET B OLIEHKE afeKBaTHOCTU - BOAHbLIN BanaHc
e YO < 13 mn/yac/kr
* OnommnenaHc

* KpaTHOCTb U NPOOOIMKNTENIbHOCTL CeaHCOB
* 4 yac 3 pasa B Hegento - MIN

* BHMMaHWE — Ha MHTepecChbl NnauueHTa
« SONG — gmnccoHaHc mexay oueHKkamMy nauueHToB U Bpaveu



