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Background: The prevalence of ESRD is estimated to be at 260,000 with mortality at 47,000 annually. The destruction of renal nephrons can be caused by diabetes, pyelonephritis, glomerulonephritis, nephrosclerosis, polycystic kidney disease, and collagen vascular diseases. Nephrons cannot regenerate but rather compensate for the decreased function via hypertrophy. 

Signs/ symptoms: A lab test for creatinine is a good indicator of glomerular function. BUN and uric acid lab tests are also indicative. Patients may suffer from anemia, azotemia, metabolic acidosis, hypocalcemia, and hyperphosphatemia. The accumulation of excretory products in the body can lead to uremic syndrome. Other signs can be a urea frost, nausea, ammonia breath, reddish-brown nails, renal osteodystrophy, and peripheral neuropathies.

Medical management: The spectrum of treatment is wide depending on severity. It may range from simple diet control to renal transplant. Limiting protein in the diet will minimize the amount of nitrogenous metabolic end products that needs to be filtered. Sodium bicarbonate reduces acidosis, and vitamin D supplementation can treat the hypocalcemia. 

 
In more severe cases, the patient may have to undergo dialysis. Dialysis every other day or so removes excess fluid and waste products that the kidney can no longer do on its own. Dialysis can be either peritoneal or hemodialysis. Peritoneal dialysis is slower but allows the patient to be more mobile during the procedure. The treatment of choice is renal transplant, provided that a matching donor can be found. The 5-year survival of a transplanted kidney is about 60%. 

Oral/ Dental considerations: An ammonia odor and a metallic taste can manifest in the mouth. Parotitis, stomatitis, and pallor of the oral mucosa may be other manifestations. There may be erosion of the dentition secondary to regurgitation. There may be radiographic changes noted in dental radiographs due to secondary hyperparathyroidism. There may be a loss of lamina dura, radiolucent giant cell lesions, and a ground glass appearance to the trabecular pattern.


ESRD patients are also at risk to excessive bleeding postoperatively and to infection. A CBC is warranted and can serve as important parameters for the dental practitioner regarding management. Tranexamic acid rinses along with other local hemostatic modalities should be considered. 


Infectious endocarditis occurs in 2.7% of hemodialysis patients, 17% of which is caused by Streptococcus viridans. An infusion of vancomycin during dialysis will protect the patient for 7 days. Alternatively, oral amoxicillin one hour before dental procedures can be used for antimicrobial prophylaxis. 


Drugs are eliminated slower in pateints with impaired renal function. Either reducing the dose or increasing the dosing interval can circumvent drug toxicity. Also, some drugs are nephrotoxic themselves and should be avoided. A 50% drop in creatinine clearance represents a twofold increase in the elimination half-life of a drug.  
