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CREATING SYNTHESIS

Kidney Disease: Personalized Lifestyle Health Care
Makes a Big Difference
Jeffrey Bland, PhD, FACN, FACB, Associate Editor

Abstract
We cannot solve the kidney disease problem through the
building of more dialysis centers or by providing a greater
number of kidney transplants. We must find a way to
implement effective lifestyle management programs if we
truly want to bend the curve and decrease the prevalence
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ou never know when a conversation will open your
mind to realities that you never before understood.
I had this experience recently during a conversation—
one that I expected to be casual—with my son. Kyle has
worked as an executive in the biotechnology industry for
many years and his specific area of focus has been
therapeutics and kidney disease. This work requires him to
spend a considerable amount of time in dialysis centers
around the United States. Now, I have always considered
myself to be reasonably familiar with kidney disease, and so
when I opened the conversation by asking what the average
life expectancy is for a person with end-stage renal disease
who requires kidney dialysis, I found myself surprised—
perhaps even shocked—by his answer: “5 years.” My
reaction was the result of my (false) impression that it was
far longer. I definitely wanted to know more about the
influence of kidney dialysis on the preservation of kidney
function. One statistic in particular intrigues me, and that is
the large standard deviation in the life expectancy of a
dialysis patient.
According to the National Kidney Foundation, average
life expectancy on dialysis is 5 to 10 years, but the foundation
also indicates that many patients can live well for 20 or even
30 years. What accounts for this? Revisiting the conversation
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of kidney disease. The solution to the chronic kidney
disease challenge lies in the skilled application of
personalized lifestyle health care. Achieving this goal
represents a tremendous opportunity for multidisciplinary
collaboration and integration.

with my son, I felt that some personal observations he
shared with me provided some insight. Following a decade
spent in dialysis centers, Kyle told me he felt that he had
developed an instinct for privately forecasting potential life
expectancy based on lifestyle habits he took note of among
patients. On many, many occasions, he indicated he has
observed individuals arrive at a dialysis center with large
containers of carbonated beverages and bags of fast food in
hand. This tendency has become a marker for him, one that
he has come to personally correlate with diminished success
of treatment and an increased likelihood that he will see
those patients at the centers he visits only a limited number
of times in the future.
Kidney disease is the ninth leading cause of death in
America. It accounts for close to 50 000 deaths annually.
An estimated 10% of adults in the United States—more
than 20 million people—are thought to have chronic
kidney disease (CKD). Its annual cost to the medical
system is more than $50 billion. The incidence in CKD in
people 65 years and older more than doubled from 2000 to
2008.1,2 The majority of individuals with CKD are older
than 40 years, and the evidence from multiple studies
indicate that for most of them their disease is directly
related to lifestyle and diet variables—so much that CKD
can be called a “lifestyle disease.”3,4,5 There is evidence that
genetic factors play a role in CKD susceptibility; however,
in a study of 68 monozygotic and 30 dizygotic twin pairs,
it was found that heredity had a negligible role in the
etiology of CKD and that lifestyle, diet, and environmental
factors were the most significant contributors to the
disease.6,7 Given this understanding of the connection
between genetic and lifestyle factors, it is possible—and
very likely—that future efforts may focus on the
development of a personalized lifestyle medical approach
to the prevention and management of this epidemic.
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Although my outlook for future possibilities is
optimistic, there is no escaping the rather grim reality of
the present. More than 450 000 people in the United States
are presently undergoing kidney dialysis for the treatment
of kidney failure. More than 120 000 people are awaiting
kidney transplants in the United States with fewer than
17 000 receiving one each year. The annual cost of dialysis
is nearly $90 000 for a single individual, contributing to
total expenditures for various stages of kidney disease in
excess of $99 billion in 2013. 8 Kidney disease is one of
today’s greatest economic burdens on the medical system.
Let us step away from the numbers now and examine
the human face of kidney disease and the personal
challenge it presents to the dialysis patient. Nausea,
vomiting, cramps, dizziness, and constant fatigue are
common problems. Most patients must be dialyzed
3 times per week, 4 hours each visit. Dialysis centers are
often open 24 hours per day to accommodate patients who
arrive at 4:00 AM to dialyze until 8:00 AM when they then
go to work. Taking a business trip or vacation requires
finding a dialysis center in the travel area. Most dialysis
patients have their lives revolve around their treatments.
All of this is superimposed upon the realization that the
average life expectancy once dialysis is initiated may only
be 5 years.
With these sobering facts, the question is: What can
be done to change this upward trend in the prevalence of
CKD to a downward direction? In my opinion, there are
2 important concepts that underlie an actionable approach
to this question: early diagnosis and personalized lifestyle
intervention.
There has been controversy as to what constitutes the
best biomarker for the early detection of CKD. Guidelines
developed by the National Kidney Foundation that are
commonly referred to as the KDOQI guidelines
recommend that CKD be classified based on the
glomerular filtration rate (GFR) and degree of
albuminuria.9 Measuring GFR accurately is a complicated
medical procedure involving an insulin challenge test, so
the standard practice has become that medical laboratories
provide an estimate of GFR (termed eGFR) calculated
from serum creatinine, body size, age, and ethnicity.10
Values of eGFR less than 60 are associated with increasing
evidence of compromised kidney function. As the eGFR
decreases, it indicates increasing kidney dysfunction, with
values less than 30 associated with severe loss of kidney
function.11 It has been pointed out that the eGFR is not an
accurate determination of kidney function, but rather an
estimate and other diagnostic methods such as the
measurement of microalbuminuria or urinary protein to
creatinine ratio might provide improved early recognition
of kidney disease.12,13,14,15
Other analyses used for measuring kidney function
include serum cystatin-C and β-trace protein.16,17
Cystatin C has been shown to provide a more accurate
estimate of kidney function in older patients, especially
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when used in combination with measurements of serum
creatinine.18 The important takeaway from the literature
surrounding the assessment of kidney function is that
serial measurements in time are very important in tracking
the trajectory of kidney dysfunction. It is the traditional
view in medicine that once a person has CKD it can never
be reversed, but that the rate of loss of kidney function can
be reduced. The question I want to address is this: Once it
has been determined that a person is losing kidney
function at a rate that is concerning, what can be done to
slow, if not stop, advancement of CKD? It starts with the
control of hypertension, which represents the major
contributing factor to kidney disease.19 This is where
personalized lifestyle health care comes to the head of the
class. It is now well established that obesity and a sedentary
lifestyle contribute to increasing blood pressure and the
progression of CKD.20 Intervention with a lower protein,
low glycemic load diet plan21 and regular programmed
exercise has proven effective in managing CKD.
There is now persuasive evidence that a personalized
approach to dietary and lifestyle intervention represents a
primary treatment for CKD and can help to preserve
kidney function, even in high-risk individuals. Lifestyle
factors such as cessation of smoking, reduction in alcohol
consumption, increased physical activity, and increased
social support all correlated with improved GFR and
microalbuminuria measured in the course of 5.5 years.22
The combination of managing hypertension in conjunction
with a personalized lifestyle and dietary program that
encourages adherence and compliance was demonstrated
in the See Kidney Disease (SeeKD) trial to reduce the rate
of loss of kidney function as measured by eGFR.23
There are many review articles that describe the role
of a personalized lower protein diet coupled with a regular
walking program that describe the benefit in managing
CKD.24,25 These reviews emphasize the role that lifestyle
health care has as a primary therapy for the management
of kidney disease.
CKD and the transition to kidney failure requiring
dialysis is a very good example of the challenges
confronting the current medical system both in terms of
patient management and cost for the treatment of
age-related chronic diseases. This condition constitutes a
major percentage of expenses attributed to disease care.
Once the kidneys have failed, the quality of life of the
patient is seriously compromised. Depression and
dementia are common comorbidities found in people with
kidney disease as are heart attacks and type 2 diabetes. Is
there any bright light with which to view a condition that
is largely associated with daily discomfort and difficulty?
For me, it is the recognition that with early intervention
using an appropriate personalized lifestyle medical
program, the acceleration of loss of kidney function can be
slowed. This program must take into account psychosocial
factors that will encourage compliance with the
recommendations. In addition, it may require health
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coaching by a professional who is trained in the delivery of
personalized lifestyle medicine programs.
What is obvious to me—and I hope to many—is that
we cannot solve this problem through the building of
more dialysis centers or by providing a greater number of
kidney transplants. We must find a way to implement
effective lifestyle management programs if we truly want
to bend the curve and decrease the prevalence of kidney
disease. The solution to the CKD challenge lies in the
skilled application of personalized lifestyle health care.
Achieving this goal represents a tremendous opportunity
for multidisciplinary collaboration and integration.
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