Abstracts
less importance to burnout from HD, in the choice of the schedule, as did those who
have a two-day gap and attach high importance to diet and fluid restriction, particularly
in young patients. Patient burden and well-being in HHD are not mutually exclusive
and can counteract each other. Maximising patient well-being on HHD might reduce
the perceived burden of extended schedules at home.
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INTRODUCTION AND AIMS: Frailty has been defined as a syndrome or a state of
increased vulnerability resulting from a decline in biological functional reserves, such
that the ability to cope with stressors is compromised, and leading to higher risk of
poor health outcomes, disability, hospitalization and death. Our objective was to relate
frailty, as measured by the Fried Phenotype Frail Index (FPFI) and the Edmonton Frail
Scale (EFS), and the Charlson comorbidity index (CCI) with the annual frequency of
visits to hospital emergency service in a cohort of hemodialysis patients.
METHODS: To that end, frailty, according to the FPFI and EFS and CCI were measured and the number of visits to the hospital emergency service for any cause was
recorded for the hemodialysis prevalent patients managed in our sanitary area. the
study included 375 hemodialysis patients, 61.5% of them were men, 57.5% suffered
from diabetes mellitus, their median age was 65 years and the mean time in hemodialysis was 50.4 (3-318) months. The mean follow-up time was 10.84 months; 215 patients
completed the 12.month follow-up; 42 patients died before completing it, 16 received
kidney transplantation and 2 were transfered.
RESULTS: The proportion of frail patients was 41.1% as measured with the FPFI and
29.5% as measured with the EFS; 65% of patients presented CCI higher than 5, which is
high or very high. During the follow-up period, 507 visits to the emergency services
were recorded. According to the FPFI, the annual rate of visits to the emergency services
was 1.6162.7 for non-frail patients and 3.2864.2 for frail ones (P<0.001). Also according to the FPFI, 45.6% of non-frail and 22.1% of frail patients did not visit the emergency services during a year. According to the EFS, the annual rate of visits to the
emergency services was 1.7062.8 for non-frail patients and 3.7264.5 for frail ones
(P<0.001). Also according to the FPFI, 45.3% of non-frail and 13.5% of frail patients
did not visit the emergency services during a year. The annual rate of visits to the emergency services was 1.8763.3 for patients with CCI equal to or lower than 5 and
2.5363.6 for those with CCI higher than 5 (P<0.05); 44.7% of patients with CCI5
and 31.4% of those with CCI>5 did not visit the emergency services during a year
(n.s.).
CONCLUSIONS: In conclusion, the frequency of visits to the hospital emergency services was significantly higher for hemodialysis patients classified as frail by both indexes.
Frailty indexes seemed to be better predictors of higher frequency of visits to the emergency services than the Charlson comorbidity index.
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INTRODUCTION AND AIMS: Large international differences exist in the access to
dialysis, kidney transplantation and conservative care for patients with end-stage kidney disease (ESKD). Unfortunately, a number of patients with ESKD may not receive
their most suitable treatment. So far, comorbidity related barriers to receive the most
suitable treatment have been studied extensively and include for instance patient size,
cardiovascular status and manual dexterity. We aimed for the first time to provide a
systematic overview of other patient (not comorbidity-related) barriers, healthcare
professional related barriers and health system related barriers as experienced by nephrologists when attempting to provide the most suitable treatment (i.e. different types of
dialysis, kidney transplantation and conservative care) to adult patients with ESKD.
METHODS: Systematic literature search was performed in EMBASE and Medline in
June 2017. Publications that represented original research published between 2010 and
June 2017, used a quantitative or qualitative cross-sectional design (surveys, interviews
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or focus groups) and reported other than comorbidity related barriers experienced by
nephrologists when providing renal replacement therapy (RRT) or conservative care
for adult patients with ESKD were included. All retrieved abstracts were reviewed independently by two authors.
RESULTS: Of the 4965 articles screened, 13 articles met the inclusion criteria and provided information on barriers for home haemodialysis (home HD, n¼4), peritoneal
dialysis (PD, n¼3), home HD as well as PD (n¼3) kidney transplantation (n¼1) and
conservative care (n¼2). Methodology used consisted of surveys (n¼8), focus groups
(n¼1) and interviews (n¼4). Sample sizes varied between 13 and 431 respondents.
Most studies were performed in high-income countries. Inadequate (pre-dialysis) education and inadequate funding were reported as barriers for all four modalities.
Reported barriers mentioned for home HD, PD as well as conservative care were lack of
experience and training for nephrologists, lack of confidence in discussing the treatment option, difficulty in identifying suitable patients and lack of evidence on outcomes. Reported barriers for both PD and home HD included competing alternative
programs and easy access to center haemodialysis, lack of skilled staff, fear of complications and therapy specific problems (i.e. with training facilities or PD-catheter placement). Barriers specifically reported for home HD consisted of unsuitable living
circumstances (e.g. housing) and demographics, and concerns about burdening
patients and carers. Lack of social support was a barrier for both PD and kidney
transplantation.
CONCLUSIONS: This systematic review identified other than comorbidity related barriers as experienced by nephrologists related to education, personal beliefs, reimbursement and practical issues which may limit the access to RRT modalities and
conservative care. This overview may help in developing successful interventions aiming to improve access to specific treatment modalities for patients with ESKD.
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INTRODUCTION AND AIMS: Patients with end-stage renal disease contribute significantly to healthcare expenditures, because renal replacement therapy (RRT) is an
expensive therapy. Comprehensive cost estimates of RRT in the Netherlands are based
on one study from the 1990s. More recent studies in other countries lack a complete
overview of all RRT modalities, especially of living donor kidney transplantation
(LDKT). The aim of this study is to present average annual healthcare costs for Dutch
patients for 7 treatment modalities, including LDKT.
METHODS: Dutch health insurance claims data were used to identify adult RRT
patients. Patients with a health insurance claim for dialysis treatment in 2014 or a claim
for kidney transplantation in 2012-2014 were selected. Costs data are healthcare costs
per calendar-year and comprise of costs incurred in the hospital, primary care, mental
healthcare, medication, transportation and remaining healthcare costs. The average
annual healthcare costs were analyzed for 5 dialysis modalities (in-center haemodialysis
(CHD), home haemodialysis (HHD), continuous ambulatory peritoneal dialysis
(CAPD), automated peritoneal dialysis (APD), multiple dialysis modalities in a year
(mix dialysis group) and 2 transplant modalities (LDKT and deceased donor kidney
transplantation (DDKT).
RESULTS: The total average annual healthcare costs ranged from e77,566 for CAPD
patients to e105,833 for patients in the mix dialysis group. Costs for kidney transplant
recipients were e85,127 in the year of transplantation and rapidly declined in the first
and second year after successful transplantation (resp. e29,612 and e15,018).
Transplantation with a DDKT resulted in higher costs (e99,450) in the year of transplantation compared to an LDKT (e73,376).
CONCLUSIONS: This study presents comprehensive cost estimates of 7 different RRT
modalities, including different dialysis and kidney transplantation modalities, using
Dutch health claims data. CAPD patients have the lowest costs compared to other dialysis modalities. Costs in the year of an LDKT are 25% lower than those of a DDKT.
Notably, after successful transplantation, annual costs decline substantially to a level
that is approximately 14-19% of annual dialysis costs.

