Emergency dialysis start in 2012 in France:

evolutions since 2006 and outcomes.
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Emergency dialysis start has been supposed to be associated with
worse outcome [1,2]. Since, efforts have been made to enhance early
patients’ referral to nephrologist, and to improve their management
at end-stage kidney failure. In the same time, guidelines evolved
toward late initiation of dialysis, based on uremic signs.

The aim of this study was first to compare the proportion, profile
and prognosis of emergency start (ES) patients versus planned start
(PS) patients in 2012.

Second, we analyzed the evolution of ES patients between 2006
and 2012.

Data were extracted from the Renal Epidemiology and Information Network (REIN) registry.
>18 years, starting chronic renal replacement therapy in mainland France.
First, we compared demographic characteristics, comorbidities, modalities
of care and one-year survival of 2012 incident patients depending on their starting condition:
ES or PS. An ES was defined by a first dialysis within 24 hours after a nephrology consult,
due to life-threatening metabolic disorder or acute pulmonary oedema.
Then, ES and PS patients in 2006 (concerning the 16 areas of the registry at this time) were
compared to patients of the same 16 French regions in 2012.
Patients characteristics have been described by subgroups and compared
using Chi-square tests. Cox model was applied on survival. Survival curves have been
represented by Kaplan-Meier method.

1/ Emergency start in 2012 in mainland France 2/ Evolution since 2006
(analysis restricted to 16 areas)

» ES rate remained stable:

» ES was independently associated with worse
one-year survival

» 30,3% of patients experimented an ES

Table 1: characteristics of French RRT incident patients in 2012, depending on their initiation

condition: ES or PS.

Figure 2: Kaplan-Meier survival from RRT incident patients in 2012 (on 22 areas)
depending on their previous follow-up: no previous consult (red line), >3 previous
consults (green line), compared to PS survival (blue line).
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Figure 4: Kaplan Meier representation of graft waiting list inscription rate from RRT
incident patients in 2006 (grey) and 2012 (black), depending on their initiation modality:
ES (dotted line) or PS (full line)
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- Despite several efforts, the proportion of ES remained stable between 2006 and 2012.

- One-year survival significantly increased between 2006 and 2012 for both ES and PS patients. But ES was
still associated with a worse prognosis in 2012 — nephrologists have to strongly focus on avoiding ES.

- Patients experimenting an ES presented far more comorbidities than PS patients; this profile was even
more pronounced in 2012.

- A large part of ES patients had a consistent nephrology follow-up, but presented a life-threatening
decompensation [3]. This raises the question of an intensified ESRD follow-up [4] or an early dialysis
initiation for some high-risk patients.
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