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his/her family in advising on the
advantages of live donor transplantation
is also valuable. Patients may be
unaware, for example, that a genetic
relationship is not essential in order to
donate a kidney. 

The maximum survival benefit after
transplantation is realised by those
with optimum control of cardiovascular
risk factors. Hence, the primary care
team have a crucial role in ensuring the
best possible outcomes for patients
with ESRD. 
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for younger patients where
transplantation is not an option.

CONSERVATIVE CARE
A proportion of patients with ESRD
have severe extra-renal comorbidity
and hospital-based haemodialysis,
(the only feasible option), would
represent a huge burden for them and
their carers. While HD may be life
prolonging, the majority of the extra
days gained will be spent in hospital.12
In these cases a conservative
approach is adopted with symptom
management as the focus with close
collaboration required between
nephrologists, GPs and the
community palliative care team.   

PRIMARY CARE 
Nephrologists rely heavily on the
primary healthcare team for support
at all stages of the patient journey.
Initial involvement is with the
management of progressive chronic
kidney disease. In some cases this 
will prevent the patient reaching
ESRD, in the at-risk patients it will
involve identification and referral to 
a nephrologist in a timely manner. 
Late referral reduces access to
transplantation13 and can lead to
higher mortality after starting dialysis.14 

An increasing number of dialysis
patients are now on home-based
therapy so interaction with secondary
care is appropriately more limited.
Primary care physicians have much
greater expertise in managing
depression and sexual dysfunction,
which are common in ESRD, and
maintenance dialysis therapy can have
a major impact on earning ability,
family relationships and wellbeing. 

For those who will be suitable for
transplantation, optimum
management of diabetes, smoking
cessation, weight loss, and general
fitness is crucial in facilitating this.
Involvement with the patient and

Useful information 
NHS Blood and Transplant 
www.nhsbt.nhs.uk

The Renal Association
www.renal.org

Edinburgh Renal Unit
www.edren.org

Kidney Patient Guide
www.kidneypatientguide.org.uk/contents.php
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End-stage renal disease (ESRD) describes loss of  kidney
function which is both substantial and irreversible. It is
associated with acute life-threatening complications such
as hyperkalaemia and pulmonary oedema, and chronic
metabolic derangements that cannot be sustained in the
long-term.   

Patient education is paramount in ESRD management. 
The form of RRT instituted should primarily be based on
patient preference subsequent to an individually tailored
education programme from specialist staff. This programme
needs to take into account the patient’s comorbidities
and any contraindications to specific modalities of RRT.

Transplantation replicates normal renal physiology much 
more closely than either dialysis modality. Assessment for
transplantation requires consideration of the patient’s
suitability for general anaesthetic and surgery. Patients
need to have an adequate blood supply and urinary
drainage, and space for a kidney. They must also be
suitable candidates for long-term immunosuppression.

Ideally patients with ESRD should have a pre-emptive
transplant before they require dialysis. Ninety per cent of
recipients of a live donor transplant in the UK in 1999-2001
were alive ten years later, compared with 74% of deceased
donor recipients.

There is no conclusive evidence that either dialysis modality
is superior, and unless there are obvious reasons why one
therapy is unsuitable, patient preference is usually the
deciding factor. Peritoneal dialysis (PD) does not provide
the same level of fluid and toxin removal as haemodialysis
(HD) and many patients will be forced to transfer to HD
within two to three years as PD gradually loses effectiveness. 

The majority of those on maintenance dialysis in the UK 
are on hospital-based haemodialysis. One of the major
limitations is the dependency on thrice weekly hospital
attendance. Home HD allows increased frequency of
dialysis which is associated with improved outcomes and
should be considered particularly for younger patients
where transplantation is not an option.

For those who will be suitable for transplantation, 
optimum management of diabetes, smoking cessation,
weight loss, and general fitness is crucial in facilitating this.
Involvement with the patient and his/her family in advising
on the advantages of live donor transplantation is also
valuable. Patients may be unaware, for example, that a
genetic relationship is not essential in order to donate 
a kidney.

‘Patients may 
be unaware 
that a genetic
relationship 
is not essential 
in order to 
donate a kidney’


