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Alters- und Geschlechtsverteilung inzidenter Dialysepatienten
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älter: > 65 

+ ≈ 60%  

alt: > 75



Lebenserwartung bei Dialysebeginn
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≈ 1 - 4,5a 



Initial RRT-modality in the US in 2008 und in Dtl. 2016

06.12.2019 4Kurella, Kidney Int 2012: 82/3: 261–269; MAUPD-Abschlussbericht

Zentralinstitut für die kassenärztliche Versorgung in Deutschland 

Routinedatenauswertung zu Hämo- versus Peritonealdialysen in Deutschland 

28.05.2019  Seite 17 von 64 

92,5% (n = 61.570) der prävalenten Dialysepatienten 2016 werden als HD-Patienten identifiziert, 

6,5% (n = 4.342) erhalten mindestens eine PD und 1,0% (n = 681) sind IPD-Patienten. Wechsler (PD-

Patienten, die neben PD auch HD erhalten) machen insgesamt 1,6% (n = 1.089) der Studienpopulati-

on prävalenter Dialysepatienten 2016 aus. Sie werden in Kapitel 3.4 separat betrachtet. 

Eine nach Geschlecht stratifizierte Betrachtung der Dialyseart zeigt kaum Unterschiede zwischen 

Männern und Frauen (siehe Abbildung 4). 

 

Abbildung 4: Prävalente Dialysepatienten 2016 nach Dialyseart und Geschlecht 

Eine Stratifizierung nach Alter offenbart höhere PD-Quoten in jüngeren Altersgruppen. Die IPD 

scheint vor allem bei älteren Dialysepatienten eine Rolle zu spielen (siehe Abbildung 5).  
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Überlebenswahrscheinlichkeit nach Dialysebeginn

616

BIEBER et al. NOVEMBER 2015 - VOL. 35, NO. 6 PDI

maintaining elderly persons on PD for extended periods of time 

(18). Furthermore, the geographic differences in relationship 

of age to risk for transfer to in-center HD may reflect practice 

patterns as to who is preferentially offered PD or the avail-

ability of assisted PD, or the cumulative center experience 

with providing care to PD patients, particularly in older adults.

CONCLUSION

There is probably no chronic disease that results in as large 

and persistent impact on a patient ’s lifestyle as performing 

maintenance dialysis for the treatment of end-stage renal 

disease. None of the differences in risk described herein are 

either large enough or sufficient reason to deny patients their 

choice of dialysis modality. Hence, in the absence of clear 

evidence to support better results with a particular dialysis 

modality in the elderly, it seems most prudent to respect 

patient autonomy and dignity with regard to modality choice. 

This decision is best made after iterative discussions between 

patient, caregiver, and physicians fully informed by some of 

the data presented herein.  

KEY POINTS

patients treated with PD than for those treated with HD in 

many different parts of the world.

shows that, in older adults without diabetes, PD and HD 

provide equivalent survival; in patients with diabetes, there 

is a higher risk for death in older patients treated with PD 

in some but not all parts of the world. 

a higher risk for transfer to in-center HD than younger 

patients in many different parts of the world. 

an individual patient as the effect of dialysis modality on 

lifestyle and quality of life is often much more important 

to older adults. 
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>65a



Cause-specific hospital days for assisted PD compared with

in-center HD

06.12.2019 6Oliver, CJASN 2016: 11



Kein Unterschied > 65a und < 65a bzgl.:

• Peritonitisrisiko

• technischem Überleben / Transferrate zu HD

• kumulativem Überleben

• Keine Unterschiede zwischen selbständigen PD- Pat. > 65a und assistierter PD 

bei > 65a 

• Höhere Zufriedenheit mit Behandlung als HD-Patienten

• Weniger Zugangsprobleme

06.12.2019 7Segall, NDT 2017, 32: 41–49; Li, PDI 2007; 27 (2): 196–201; Taveras, Adv Perit Dial 2012; 28: 84–88



Shared Decision Making (SDM)
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Shared Decision Making + Advanced Care Planning

• rechtzeitige (CKD 4-5) + umfassende Aufklärung (Informationspflicht)

Initial zeitaufwändig, im Verlauf Ressourcen-sparend

• Subjektiv: Wünsche + Erwartungen des Patienten 

• Objektiv: medizinische und soziale Konditionen

• Therapie-Ziel definieren: Lebensverlängerung? Lebensqualität? 

Ist eine konservative Therapie ausreichend?

• Festlegung eines klaren Konzeptes für jeden Patienten

• Interdisziplinäres Team: erfahrene PD-Schwester

Nephrologe

Sozialarbeiter, HKP

(Chirurg, Psychiater, Physiotherapeut..)

06.12.2019 9Oliver, PDI 2015: 35 (6): 618-621



Wie möchten wir im Alter leben?

• selbstbestimmt, Gestaltungsfreiheit i.R. der Leistungsfähigkeit

• alleine oder in Gesellschaft

• Teilhabe am sozialen Leben

• mit Aufgaben; dem Gefühl, gebraucht zu werden

• soviel Unterstützung, wie erforderlich

• feste Bezugspersonen

• wenige KH-Aufenthalte

• keine Polypharmazie

• barrierefrei

• gefördert und gefordert

06.12.2019 10

so normal, wie möglich (to achieve a sense of normality)

Erhalt der Selbständigkeit

Hurst, PDI 2015: 35 (6): 625-629



Frailty bei 20-67% der CKD-Patienten

06.12.2019 11

Frailty bei CKD = um das 3- bis 10-fache häufiger 

als in einer altersentsprechenden, nicht nierenkranken Population

Pommer, Nieren- und Hochdruckkrankheiten, 7/2019: 322-327



06.12.2019 12Comprehensive Interdisciplinary Patient Assessment / ANNA & NKF Version: 11/18/08 



06.12.2019 13Comprehensive Interdisciplinary Patient Assessment / ANNA & NKF Version: 11/18/08 



Einschätzung älterer Patienten zur PD-Eignung

06.12.2019 Method to Assess Treatment Choices for Home Dialysis (MATCH-D) 14



Assessment – objektivierbare Faktoren

06.12.2019 15

Anatomie

Physische 
Fähigkeiten

Kognitive 
Fähigkeiten

Wohn-

verhältnisse

Umfeld

Hernien

Voroperationen

PEG

Cystofix

Kraft

Visus

Mobilität

Geschicklichkeit

Merkfähigkeit

Verständnis

Demenz

Angst

Platz

Hygiene

Tiere

Anzahl Wohnsitze

Assistenz

Telemedizin

Entfernung

Belastung



• Barthel-IndexATL´s

• Timed up and Go-Test

• Chair rising Test
Mobilität/Sturzrisiko

• MoCa-Test

• Depressionsskala
Kognition

• Sozialanamnese

• Biographiearbeit
Soziale Situation

• Albumin

• NRS
Ernährung

• Beutel heben, aufreißen und mischen

• ÜLS ausprobieren
Praktische Übung

Identifizieren von Einschränkungen mittels standardisierter Tests

06.12.2019 Oliver, PDI 2015: 35 (6): 618-621 16



Kontraindikationen           Barrieren 
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to address specific challenges (e.g. the availability of PD for 

nursing home residents or pre-sternal catheters for obese 

patients) may also vary. For our purposes, we have defined 

contraindications as a medical or social condition which makes 

an individual ineligible for PD regardless of available support 

(Table 1). The conditions listed are relative contraindications 

because they are judged by the interdisciplinary team and are 

therefore somewhat subjective. 

Our working definition of contraindications is not modified 

by available supports, which distinguish these conditions 

from barriers to self-care PD such as physical or mental dis-

abilit ies. Applying this def inition to consecutive incident 

dialysis patients at multiple centers in Canada, we found that 

contraindications were present in 22% (3). Screening potential 

candidates for contraindications f irst increases the efficiency 

of the PD assessment because it is not necessary to review bar-

riers to self-care or available supports in the contraindicated 

patient. Common medical contraindications include abdominal 

scarring, recent or planned abdominal surgery, gastric tubes, 

colostomies, ileostomies, ileal conduits, severe pulmonary 

disease, liver disease with ascites (varies by program), and 

active bowel malignancy. All of these conditions are likely to 

increase with age.  

Social contraindications include living in a long-term care 

facility (nursing home) or chronic care hospital that does 

not permit PD for administrative reasons. Patients may also 

temporarily reside in rehabilitation centers that delay the PD 

assessment, decreasing the likelihood a patient will go on to 

receive PD because they become used to receiving HD (modal-

ity inertia). Some patients also have occupations that do not 

permit PD, although employment issues are less common in 

the older population. 

PERITONEAL DIALYSIS ELIGIBILITY – BARRIERS  

AND SUPPORT

Older patients who do not have a contraindication to PD 

should be carefully evaluated for barriers to PD. Barriers are 

defined as medical, physical, cognitive, and social conditions 

that potentially interfere with self-care PD but do not automati-

cally make the patient ineligible for PD (Table 2). Many barriers 

can be overcome by support, so there is an interaction between 

barriers and support—unlike contraindications. Barriers are also 

more subjective, and how the interdisciplinary team perceives 

them likely explains much of the variance in eligibility across 

programs. For example, some programs cite age as a barrier 

to PD when in fact it is only a surrogate for other barriers (4). 

Medical conditions including gastroparesis, incontinence, 

insomnia (for PD cyclers), and diarrhea may be perceived as 

barriers to PD. Physical barriers include reduced strength 

that makes the lifting of PD bags difficult, reduced manual 

dexterity, decreased vision, or decreased hearing. We found 

that these physical barriers were present in 53%, 43%, 33%, 

and 16%, respectively of 245 consecutive patients evaluated 

for PD who did not have contraindications to the therapy (3).  

Cognitive impairment is also very common. For example, 

in a multicenter study of 314 chronic HD patients, Sarnak et 

al. found that signif icant mental impairment was present in 

22% of chronic HD patients when examined with validated 

neurocognitive tests (Mini-Mental State Examination, North 

American Adult Reading Test, Wechsler Memory Scale-III Word 

TABLE 1 

Relative Contraindications to Peritoneal Dialysis*

Medical conditions

 Abdominal surgery – prior scarring, recent or planned surgeries

 Colostomy, ileostomy, or ileal conduit

 Diverticulitis – active

 Gastric tube

 Hernias – uncorrectable

 Inflammatory bowel disease – active

 Obesity – morbid

 Polycystic kidney disease – very large kidneys

 Pulmonary disease – severe

 Other bowel abnormalities (cancer, ischemia)

Social conditions

 Residence does not permit PD

 Employment does not permit PD

PD = peritoneal dialysis.

*  Contraindications listed are frequently cited reasons that patients 

are not offered PD but do not necessarily represent absolute contra-

indications in all PD programs or in the opinion of all nephrologists. 

TABLE 2 

Barriers to Peritoneal Dialysis and Other Factors  

Influencing Choice

Barriers

 Medical barriers – diarrhea, incontinence, gastroparesis

  Physical barriers – decreased strength, manual dexterity, vision, 

 hearing, and general frailty

 Cognitive barriers – decreased memory, executive functions, 

  dementia, prior stroke, psychiatric conditions

Availability of support 

 Spouse

 Other family members – adult children, parents

 Homecare

 Nursing home, complex continuing care

Other factors that influence modality choice

 Distance to a hemodialysis center

 Desire to travel

 Flexibility of schedule

 Medicalization of the home

 Employment

 Effect on other caregivers or family members

 Finances/ expenses

 Availability of space/ storage in the residence

 Other lifestyle issues e.g. swimming, pets

 Experience of other patients

 Desire to socialize with other patients/ health care professionals

 Body image with abdominal catheter
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Absolute Kontraindikationen machen PD unmöglich

Barrieren müssen erkannt und überwunden werden

Oliver, PDI 2015: 35 (6): 618-621



Einschätzung der self-care-Kompetenz

06.12.2019 18

Ja

Ja, mit Hilfe

Nein



Möglichkeiten der Assistenz prüfen

• Ehepartner / Lebensgefährten

• Familienmitglieder

• HKP – ambulant

• Pflegeteam – stationär

• IPD in Praxis oder Klinik

06.12.2019 19Oliver, PDI 2015: 35 (6): 618-621; Oliver, NDT 2010: 25(8):2737-44



Trainingsplanung: Wer? Wie? Welche Ziele?

06.12.2019 20

selbständig

vulnerabel

gebrechlich

Patient normales Training KDIGO

Patient adaptiertes Training KDIGO?

(+ Assistenz)

Assistenz reduziertes Training KDIGO??

Symptomkontrolle!



Individuelle Anpassung der Patientenschulung

Informationsverarbeitungsgeschwindigkeit langsamer

Kapazität des Arbeitsgedächtnisses länger

Gewichtung der Trainingsinhalte

überlebenswichtig

wünschenswert 

möglich

06.12.2019 21Figueiredo, PDI 2016, 26: 592-605; Knowles, Elsevier, Spektrum Akademischer Verlag 2007: 125-225



ISPD Guidelines/Recommendations 2016

06.12.2019 22

604

FIGUEIREDO et al. NOVEMBER 2016 - VOL. 36, NO. 6 PDI

APPENDIX B 

ASSESSMENT AND CHECKLIST FOR PERITONEAL DIALYSIS TRAINING

Learner’s name                               

Learner(s):          patient          partner         other caregiver(s)                              

Nurse’s name                       

Date training initiated                        Date training completed         Hours per day        ; 

Total hours       ; Total days       

Learning style(s) identif ied: ( ) visual ( ) auditory ( ) read/ write ( ) motor or kinesthetic

Comments                                                                                            

Barriers to Learning: 

( ) Decreased motor skill/  dexterity ( ) Anxiety

( ) Decreased hearing ( ) Depression

( ) Decreased vision (use of glasses/  blind) ( ) Fatigue

( ) Low reading literacy ( ) Memory problems

( ) Low numeracy literacy ( ) Uremia

( ) Language barrier ( ) Other  Please specify                              

Date of planned re-training:                               

This single copy is for your personal, non-commercial use only. 

For permission to reprint multiple copies or to order presentation-ready 

copies for distribution, contact Multimed Inc. at marketing@multi-med.com

 at In
tern

atio
n

al S
o
ciety

 fo
r P

erito
n

eal D
ialy

sis o
n
 O

cto
b

er 1
9

, 2
0

1
9

h
ttp

://w
w

w
.p

d
ico

n
n

ec
t.co

m
/

D
o

w
n

lo
ad

ed
 fro

m
 

Figueiredo, PDI 2016, 26: 592-605



Unterschiedliche Lernstile beachten

06.12.2019 23

626

HURST and FIGUEIREDO NOVEMBER 2015 - VOL. 35, NO. 6 PDI

will have other limitations and barriers that can be more 

pronounced, most commonly: poor vision, frailty, cognitive 

dysfunction, accommodation issues, functional impairment, 

and a bias from renal teams that older patients cannot perform 

PD (2,10,11). Such barriers can be usefully divided into medi-

cal, cognitive, psychological, or social; most affect, but do not 

contraindicate, PD and are much more common than absolute 

contraindications (10).

Probably the most significant assessment at this stage is 

cognition as this will have considerable influence on their skills 

to perform or remember tasks (21). Often, formal or informal 

assessments of cognitive ability are not undertaken and can 

be one of the reasons patients are seen to fail in training (15).  

A simple recommended tool is the Montreal Cognit ive 

Assessment (MOCA) tool (15) which can be performed in 10 

minutes. It is recommended that it be done before and after 

initiation of therapies and can help to tailor interventions and 

supportive treatments. 

Assessment of frailty needs to be understood if accurate 

and adequate interventions are applied. Frailty is a multidi-

mensional syndrome of loss of reserves (i.e. lack of energy and 

reduced physical ability, cognition, and health), all of which 

give rise to vulnerability (22). There are a number of defini-

tions, and Rockwood highlights that the many scales available 

reflect uncertainty about the term and its components (22). 

There are simple measures that can be undertaken by health-

care professionals or full geriatric assessments that require 

specialist geriatric team input (23). 

Understanding the role of family members and caregivers 

and their willingness to undertake the therapy and the poten-

tial of assisted PD are also all important. 

CASE STUDY

Joan is 82 years old and lives alone with family support 

close by. She was seen initially by the pre-dialysis team 

and wanted to consider home therapy as she lived 20 

miles from the center. She had a home assessment and on 

initial assessment was found to have no significant cog-

nitive impairment, but she was frail and quite disabled 

due to osteoarthritis and was in a wheelchair. Pain and 

mobility issues were signif icant but assisted automated 

PD (APD) was her preferred therapy. She was very inde-

pendent even with her signif icant mobility problems. 

Her training took place at home, and within 3 days she 

was able to connect and disconnect from the machine. 

The guidelines for patient training from the International 

Society for Peritoneal Dialysis (ISPD) recommend that 

patient training should be based on adult education (24). 

Independently of the age of learner, the type or style of 

learning should be recognized and training implemented 

accordingly (24,25). There are a variety of tests that can be 

used to assess learning styles, or a simple question to the 

patient (i.e. “How do you learn best?”) can be sufficient to 

guide training. The most common learning styles are aural, kin-

esthetic, visual, and read/ write. Table1 shows some examples 

on how to implement training according to patients’ learning 

style characteristics (26). 

Figure 1 demonstrates the ongoing aspects for older 

patients from assessments required before training, aspects 

adopted in training and support at home. This is a cycle, and 

assessments need to continue once the patient is at home. 

TABLE 1 

Characteristics of Learning Styles

  Visual Aural Read-write Kinesthetic

 Characteristic Tends to be a fast talker and Speaks slowly and tends to Prefers information to be Tends to be the slowest

  has a tendency to interrupt be a natural listener; thinks displayed in writing – list talker of all 

   in a linear manner of ideas

   

    Emphasize text-based 

    input and output

 Implementing Use graphs, colorful brochures, Read to patients and ask Make lists Hands-on approach, does

 teaching different spatial arrangements them to explain aloud their  things to understand,

  (fonts) on a page, draw understanding, tape record Write definitions practical sessions

  pictures to show ideas, use for later listening with

  gestures when speaking no background music Use Powerpoint Videos and pictures

     showing real objects

  Large font size 14 Explain to others Manuals

   (i.e. staff, family members)  Use mannequins or

   the concepts learned Printed handouts real-life examples

 

    Ask patient to rewrite what

    has been learned using

    their own words 
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a patient ’s poor attendance at training sessions is associated 

with lower compliance (23).

SCHEDULE

There is no evidence on how the training schedule should 

be best organized. However, we suggest that training ses-

sions should be held on consecutive days whenever possible 

to facilitate immersion course learning. Every attempt will be 

made to limit interruptions to no more than 2 days, at which 

time training will resume. One study suggests that a training 

schedule of 1 to 2 hours per session reduces peritonitis rates 

when compared with training of less than 1 hour per session 

(3), while a survey conducted in the US found that training 

times varied considerably in days and hours per day (6). An 

international survey found that 5 days is the average number 

of days for training, but it is not known whether training 5 

days per week for 4 or more hours per day is more effective 

than 10 days of training for 2 or more hours per day (24). It is 

recommended that PD nurses track the number of hours taught 

each day and record the total teaching hours, as well as the 

total teaching days, on the checklist (Appendix B). Clinics 

may examine relationships between duration and patterns of 

initial PD training with outcomes such as peritonitis rates and 

exit-site infection rates. These audit measures may guide future 

plans for the most effective teaching patterns.  

Training may be held before or after PD catheter implanta-

tion, in part or in whole. A large cohort study has shown that 

the highest peritonitis rates were associated with training 

conducted within the first 10 days after PD catheter insertion, 

and higher benefit was shown when training was carried out 

either before insertion or 10 days after insertion (3). This 

reinforces the findings of a previous survey where one-third 

of all South American and Hong Kong patients were trained 

before catheter placement, and the remaining were trained 

after or a combination of before and after catheter placement 

(24). Careful attention should be given to these issues as a 

study by Barone et al. (25), comparing 3 different training 

schedules, suggested that more frequent retraining should be 

considered in patients who needed more training sessions at 

the start of PD. These authors surmised that this may be due 

to impaired learning secondary to uremia, interference from 

post-operative pain medications, or low literacy level. 

For each training day, breaks will be scheduled according 

to the learning pace of individual patients, but never less fre-

quently than every 2 hours. Some adult educators recommend 

that lessons should be no more than 30 minutes in length, with 

no more than 3 to 4 new messages per hour, but there are no 

data regarding PD patient education (8,26). Ideally, the nurse 

will introduce a series of procedures and concepts, alternating 

demonstrations with discussions and questions. The practice 

of skills and procedures will begin only after the patient has 

learned the steps of each (cognitive learning). Cognitive learn-

ing is defined as “acquisition of problem-solving abilities with 

intelligence and conscious thought” (8,26). At the beginning 

of each day, topics will be reviewed from previous sessions to 

TABLE 1 

Suggestion to Teach According to VARK Learning Style

Implementing teaching

 Visual Aural (Auditory) Read-write Kinesthetic (Motor)

 Information in diagrams, Information processing Information displayed specifically Sense of touch facilitates

 graphs, colorful brochures. through hearing. as words (can be confused learning through actual

   with visual). doing or manipulation.

 Use different spatial arrangements Read to patients and ask them

 (fonts) on a page. to explain aloud their Make lists. Use hands-on approach.

   understanding. 

 Draw pictures to show ideas.   Write definitions. Needs to do to understand.

   Use tape recording for later

 Use gestures when speaking. listening with no background Use PowerPoint. Practical sessions.

  music.

 Use large font size – 14 point.    Use manuals, printed handouts. Videos and pictures showing

   Encourage discussion, groups  real things.

  speaking, Web chat, and talking Ask patient to rewrite what has

  things through. been learned with own words. Real-life examples.

   

  Verbally explain care plan.  Use mannequin to practice.

  

  Rephrase important points

  and questions in several

  different ways to communicate

  the intended message.

Adapted from Fleming and Baume (15) and Inott and Kennedy (19).
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Training im Alter: langsamer + länger!

• ruhige Umgebung + ungeteilte Aufmerksamkeit

• 1 Pat. + 1 Schwester: keine Wechsel 

• kurze Trainingssitzungen

• regelmäßige Pause (mind. alle 2 h)

• viele Wiederholungen, viel Praxis, wenig Theorie

• ggf. „Trockentraining“ vorab

• Bildmaterial zur Hilfe nehmen, Schriftgröße (>12)

• Hausbesuch

• Training zu Hause durchführen / fortsetzen

• Nur ein Verfahren erlernen (keine CAPD bei APD)
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Barrieren Hilfsmittel

kognitiv Training anpassen

Kurzfristige Nachschulung – Hausbesuche (nach 1 Wo, nach 3-4 Wo)

Hilfestellung: Audiodatei (Sprachmemo), Film, Poster – Lerntyp! 

Incremental (dialysefreie Tage, 3-BW etc.)

Großzügige Alarmgrenzen am Cycler

Nur 1 Verfahren lernen (keine CAPD vor APD)

Telemedizin

Assistenz

physisch Lösungsbeutel mit 3l oder 2,5l für APD

„saure“ Lösungen

Einhändig bedienbarer Infusionsständer, Konnektionshilfen

Ernährungsberatung

Prävention: Kardiosport, Schrittzähler, Sturzprophylaxe

Hilfsmittel: Rollator, Anti-Rutschmatten, Haltegriffe

Assistenz
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Jahrelange Realität in der HD

selbständig

Heim-HD

gebrechlich
selbständig

vulnerabel

HD in Klinik

Palliation
HD in Praxis 

Selbständigkeit (kurativ)

Assistenzbedarf (palliativ)
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Zukunftswunsch für die PD

selbständig

Self-care 

CAPD /

APD

gebrechlichvulnerabel

Assistierte 

CAPD /

APD /

IPD

Palliation

CAPD /

APD mit

Hilfe

Selbständigkeit (kurativ)

Assistenzbedarf (palliativ)

06.12.2019 28



PD beim älteren Patienten – was brauchen wir?

• Den Willen zum Gelingen

• Zeit + Team

• Interessensfreie Information für Patienten 

• Gemeinsame Entscheidungsfindung (subjektiv + objektiv)

• Kompetente PD-Pflege

• Individualisierte Unterstützung / Assistenz (je älter, desto mehr)

• Behandlungszufriedenheit + Lebensqualität in QS Dialyse aufnehmen

• Re-Evaluation in regelmäßigen Abständen (mind. 1 x /Jahr)
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„Jeder nach seinen Fähigkeiten, jedem nach seinen 

Bedürfnissen!“
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„Jeder nach seinen Fähigkeiten, jedem nach seinen 

Bedürfnissen!“
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Darlegung potentieller Interessenskonflikte

Der Inhalt des folgenden Vortrages ist Ergebnis des Bemühens um

größtmögliche Objektivität und Unabhängigkeit.

Als Referent versichere ich, dass in Bezug auf den Inhalt des folgenden

Vortrags keine Interessenskonflikte bestehen, die sich aus einem

Beschäftigungsverhältnis, einer Beratertätigkeit oder Zuwendungen für

Forschungsvorhaben, Vorträge oder andere Tätigkeiten ergeben.
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nurse assess a patient or family member’s preferred learning 

styles (11), and it is important to know that no learning style 

is better than another (14).

There are a variety of learning models. Fleming and Mills’s 

(15) VARK learning styles questionnaire is very simple and 

useful for patient teaching. VARK stands for Visual, Aural (or 

Auditory), Read and write, and Kinesthetic (or Motor) modal-

ity of learning. This questionnaire uses simple questions that 

can be easily understood by patients, such as: You are about to 

purchase a digital camera or mobile phone. Other than price, 

what would most influence your decision? Trying or testing 

it; the salesperson telling me about its features; reading the 

details or checking its features online; or, it is a modern design 

and looks good.

Another common instrument used is Kolb’s learning style 

inventory, which describes 4 different abilit ies: concrete 

experience, reflective observation, abstract conceptualiza-

tion, and active experimentation abilities. The combination of 

these 4 abilities will represent the 4 styles: Converger (abstract 

conceptualizat ion + act ive experimentat ion); Diverger 

(concrete experience + reflective observation); Assimilator 

(abstract conceptualization + reflective observation); and 

Accommodator (concrete experience + active experimenta-

tion) (16).

It does not matter which instrument is used, but once the 

preferred learning style is identified, the nurse should plan 

the education accordingly.

LEARNING PLANS AND EVALUATION 

The course preferably should be taught one-on-one, 

nurse-to-patient, whenever possible, and for consistency, 

ideally should be taught by the same nurse throughout the 

training. The nurse is expected to give undivided attention 

to the learner at each training session; respect the learner’s 

individual preferred learning style, and be aware of his or her 

own preferred style of learning. 

The PD nurse will demonstrate and supervise all procedure 

practice in order to give immediate feedback to the patient/

learner throughout the course. The nurse will also provide 

formative evaluation that allows ongoing assessment of the 

learning achieved and readjustment of the syllabus. The nurse 

will periodically check the progress of the patient/ learner by 

asking questions that require the learner to recognize problems 

and concepts and select appropriate responses. 

The pace of learning and achievement of goals will be openly 

shared with the learner. The nurse will recognize that a patient 

with chronic renal failure, unlike healthy adult learners who 

choose what to learn, will rely on the nurse’s help to establish 

aspects to be learned and all the necessary procedures and 

concepts for home PD self-care (17). 

Procedural skills will be taught in a manner appropriate 

to the preferred learning style of the learner. One suggested 

way to do this is based on a publication by George and Doto 

(18) called “A simple five-step method for teaching clinical 

skills,” in which the teacher performs the entire procedure, 

start to f inish, without talking, then repeats with the learner 

reading the steps aloud as the teacher performs (6,18). This 

is repeated until the learner knows the steps in the proper 

order (cognitive learning). Practice then begins with use of 

the practice catheter (mannequins), with the learner reading 

each step aloud before performing (this programs the brain to 

perform the task). The nurse supervises all practice to provide 

immediate feedback and encouragement. Supervised practice 

is repeated at spaced intervals until the learner can perform 

without errors at least 3 times (autonomic response—brain 

recognizes errors). Careful consideration must be given to the 

learner’s progress, as not everyone learns at the same speed 

or in the same manner. Understanding the learning style of 

each patient/ learner will help the nurse to set the best way 

to teach the procedure.

At the end of the training, the patient will be tested on the 

skills for all PD exchange procedures, in addition to undergoing 

a summative evaluation assessing the impact of the interven-

tion. The minimum objectives to be met are the following. 

The patient and/ or caregiver: 

-

nique for connection; 

action; 

to hypertension/ hypotension; 

-

tions using available resources; 

dialysis unit. 

The decision of whether to administer an oral and/ or written 

test to determine whether the training objectives have been 

met is left up to each program.

A number of authors have suggestions for implementing 

patient education, and Table 1 shows some tips for teaching 

according to the styles identif ied (14,15,19,20). For all types 

of learning, it is best to avoid long lectures, interminable sit-

ting, unsupervised practice, and lack of rest periods. The role 

of humor should not be underestimated. Sometimes PD nurses 

may be confronted with a challenging patient, or a patient with 

limited concentration abilities. An alternative for such cases 

can be to change trainers, as empathy can play an important 

role during the educational process. Another solution is to 

try a multisensory approach, using photographs of the bag-

exchange procedure or the provision of simple, step-by-step 

instructions on audiotape (21). A study on the prevalence 

of cognitive impairment (CI) in PD patients using Montreal 

Cognitive Assessment found that CI was not a significant inde-

pendent risk factor for PD-related peritonitis among self-care 

PD patients with adequate training (22).

EXPECTATIONS FOR LEARNERS

The patient and/ or caregiver are expected to attend each 

training session as scheduled; there are some indications that 
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Inanspruchnahme der verschiedenen Dialyseformen
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Das optimale System ist Zukunft



Welches Verfahren für welchen älteren Patienten mit 

welchem Ziel?
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robust

robust

• CAPD oder APD

• 7 Tage-Woche (incremental)

• Kt/V ≥1,7

• optimale Medikation

• Ziel-RR 130/85 mmHg

vulnerabel

• CAPD oder APD

• 3-4 Wechsel

• 1 (-2) Tage Dialysepause pro Woche

• Ggf. leeren Tagesbauch

• Kt/V ≥ 1,5-1,7?

• Ziel-RR 135-150/85-95  mmHg

frail

• Assistierte APD oder IPD 3-5 x wöchentlich

• Leerer Tagesbauch

• Kt/V unerheblich

• Optimale Volumenkontrolle (cave: zu viel UF!)

• Medikation minimieren

• Ziel-RR 140-160/80-100 mmHg

Welches Verfahren für welchen älteren Patienten mit 

welchem Ziel?
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robust

robust

• CAPD oder APD
• 7 Tage-Woche (incremental)

• Kt/V ≥1,7

• optimale Medikation

• Ziel-RR 130/85 mmHg

vulnerabel

• CAPD oder APD
• 3-4 Wechsel

• 1 (-2) Tage Dialysepause pro Woche

• Ggf. leeren Tagesbauch

• Kt/V ≥ 1,5-1,7?

• Ziel-RR 135-150/85-95  mmHg

frail

• Assistierte APD oder IPD 3-5 x wöchentlich

• Leerer Tagesbauch

• Kt/V unerheblich

• Optimale Volumenkontrolle (cave: zu viel UF!)

• Medikation minimieren

• Ziel-RR 140-160/80-100 mmHg
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Functional Status before and after the Initiation of Dialysis

and Cumulative Mortality Rate

Kurella: N Engl J Med. 2009; 361(16): 1539–1547

Among nursing home residents with ESRD, the initiation of dialysis is associated with a 

substantial and sustained decline in functional status. 


