A 71-year-old male with ESRD on HD for 14 years. Bed bounded for

2 months from L-stenosis with hip fracture and NSTEM.I.

What is the best option? \ 7/

“Palliative dialysis VS Withdrawal from dialysis”

Case Conference

voidrywnaulovasounonssunaznaniJasuissus

29 NUYI8U 2564 19a1 12.00-13.30 U.
WAUN1J Zoom meeting ID: 946 6927 1208 Password: 12345
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Patient Profile
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Admission date 19 a.n. 2564
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Present Illness

Known case ESRD on regular HD

3 Junouul SW. U1asdvn OPD NephroMed. muuaio1nsu
ns:QNV1N Dx. Myoclonus 181 clonazepam(0.5) 1xprn Havlaen
guav uousauaaoa godanfiu awaoUSISoY NMuldaaav WOy

YOHEYOEN clonazepam
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Present Illness

2 3ufipuul sw. L1MuUan adenosine stress test (FUIHITOFSAM) Uru:AD:
N1 Perform adenosine stress test JUtyH1 tachycardia HR 120 bpm, EKG: diffuse
STD V4-V6, Il, lll, aVF with positive in aVR uwngaadaitkaiiavn tachycardia

induced STD Tuavdsnid: ACS dvlaganisasdd

ua=ygov 2 Sunsuwl sw. WUssludulADYKAU (SUdUaU WtdanunNa GSov
v:lUoul v:tawudaou AunadzananuivAsy NAUUwWaduauuIndu suGlduodsnu
uwngn OPD Med. Dx. Delirium 1aSUgN Quetiapine(25) 1x1 po hs HavoINNAU

Nursing home Uo1nsKU1ddu Wioly
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Present Illness

1 3ufipuwn sw. 1suBuav JalAtdn Nursing home BT 38 C K1gtoL§) Sp0O2
80% 1au1N ER sw.ASUASUNS dude Pneumonia SulAlR Augmentin ua:
Azithromycin nauuiu WUde9UBLIN a L1GU lJuk:tund IDNovldgangigad ludunwa

B

nanu

Sudiuwanlamudan sw.lonsu WUNLKUagKoU Judidy ER wu BT 392 C,
RR 20/min, BP 102/66 mmHg, SpO2 90% ua: COVID-19 rapid test negative

avde pneumonia sy1AADVNAISUISAUIN SW.ASUASUNS DudvCdu
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Past History

« T2DM and HTN Us:ultu 40 Unou
* Well controlled: last HbAIC 6.4 (10/7/64)

* Primary angle closure glaucoma

. GOMUA SW.UKINYNATULSAIS 3 U
1 U loss F/U nauuasnucio SW.ASUASUNS LWJ.8.2563

* Left Carpal tunnel syndrome S/P Left carpal
tunnel release 7 n.A. 2564
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Past History

Js:3a D.©. 2559 LQuau
Uoaa:zlwns1e Dx. cFx. Lt.
intertrochanter S/P CRIF
with PFNA

HavwWiaaltaula ¥ig1HaD

coovia
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Past History

e Lumbar stenosis

« 1 Unou Uon1soouusvulud Dx. L-stenosis F/U ortho Lau
109t Walker frame und@ootvivADg 9 ooullsvundu

» 7 N.A. 2564 HYUADAU Auns:uNAWU Udaa:lwnudi Laululd un
wuuwngus:Loularon1soaulsuLliqdn progressive L-
stenosis [ Admit ortho 10-21 n.A. 2564 Dx. L-stenosis
with neuro deficit, R/0O Right acetabular fracture(non-
displace)
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MRI OF WHOLE SPINE 21/7/64

* INDICATION: A 71-year-old man presented with right lower limb
weakness grade -l

* IMPRESSION:

* Degenerative disc disease of the cervical, thoracic, and lumbar spine
with L4/5 spinal stenosis and gradel spondylolisthesis of L4-L5; evidence
of L4/5 disc bulging accompanying with bilateral mild facets arthrosis
and ligamentum flavum hypertrophy causes cauda equina aggregation,
severe compression to bilateral L5 traversing nerve roots, in lateral
recess and moderate compression to bilateral L4 exiting nerve roots, in
neural foramen

* T5/6 and T6/7 disc bulging cause compression to anterior subarachnoid
space
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Past History

* End stage kidney disease
« (SUM1 HD U 2550

b T

e ytu:U on regular hemodialysis Juduns waKa Lais

N SW.lonuu
* No urine 10 years
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Timeline of dialysis

anwAlULUDIANT  gaglog o.Werylan drenauuioy

naonaswonlin HD Augnanonun 2 2.9nss1U

Dx. ESRD U 2550 Start HD U U 2559 HD i
2550 SW.AY SW.UN1DNu1ag

U 2562 HD A

o - — SW.nuosJyniu
Jniasniswonlinm Us=SnuAalnu UISFIOS

auau Joanauiaulula
g19uU10g NH Nvauilnu

N.A.2564 4.n.2564 Admit+HD

HD sw.IoNyu SW.FISUASUNS
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Current medications

* Clonazepam(0.5) 1x1 po hs prn NaHCO3(300) 3x2 po pc

Folic(5) 1x1 po pc

* Lorazepam(1) 1x1 po hs

* Sevelamer(800) 1x3 po with meal
* Calcit SG(0.25) 1 cap
* Quetiapine(25) 1x1 po hs

Bco 1x3 po pc

Losartan(50) 1x1 po hs

* Lactulose 30 ml po hs
* Unison 100 ml RS
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Physical Examination

 V/S: BT 38.6 C, RR 24/min, PR 105/min, BP 100/58 mmHg, SpO2 RA 97-
98%

* HEENT: mild pale conjunctivae, anicteric sclerae, no CLN
lymphadenopathy

* Lung: no retraction, no cyanosis, equal chest movement, resonance on
percussion both lungs, good air entry, equal breath sound, fine
crepitation both lungs

* Heart: PSM gr Ill LLPSB, SEM Gr Il RUPSB

* Abdomen: no distention, normoactive bowel sound, no
hepatosplenomegaly, no palpable mass

* Extremities: dry skin with scratch lesion, multiple ecchymosis, pitting
edema 1+ both legs, S/P AVF Rt. UE

@@ qudmsrusny
Karunruk
Pa.l l @ tive




Physical Examination
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&

Physical Examination

* Neurological examinations

* E4V5M6

* Oriented to time, place and person
Motor power Rt.

* UE V all
* HF/HABD [+/11+
* KF/KE H+/V
 ADF/EHL/PF 1/1/1

Decrease PPS both hands and feet
Proprioception intact large but impair small jt LE

gugnisrusny
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V all
I+/111+
+/V
V/V/IV+



Investigation 30/8/64

Hb 10.0 g/dl, Hct. 30.2%, WBC 9000 1073/ul, Plt. 210K 10"3/ul, NE 89.3%

BUN 55.9 mg/dL, Cr 6.70 mg/dL, eGFR 7.56 ml/min/1.73 m2

K 44 mmol/L, HCO3 26.8 mmol/L, Cl 95 mmol/L, Ca 10.0 mmol/L, PO4 5.0
mmol/L, Mg 2.7 mmol/L

TP 6.1 mg/dL, Albumin 3.2 g/dL, Globulin 2.9 g/dL

TB 0.4 mg/dL, DB 0.2 mg/dL, ALT 151 U/L, AST 233 U/L, ALP 77 U/L

PT 14.8 INR 1.34 PTT 334
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Chest X-Ray 19/8/64
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Hospital Course

Problem [0 1o Hou Dx. Aspiration  UUUfuH1 BP 88/55 mmHg 1a Utodu TduuuKton
pneumonia resuscitation + NE Dx. New onset AF
Dx. Cardiogenic shock
Investigation  CXR: patchy infiltration < EKG: STD V2-V6, TnT * EKG: AF rate 130 bpm,
RLL 6600 serial 8000 « CHAD2VASC =5

Cardio echo bedside: LVEF
40%, hypokinesia at
basal-apical part,
moderate AS, trivial AR,
mild MS/MR avde 2" Mi

e H/C: S. haemolyticus x |

Management Tazocin IV then « N1 CAG 24/8/64: DVD with Add warfarin keep INR 2-3
Ceftriaxone IV LM on DAPT + statin then
Off ATB 29/8/64 triple therapy

e Plan M PCl in 2 wk Hav
clinical stable



Hospital Course

“ 30/8/64 31/8/64

Problem o1dgullutdoa PR: Melena ERSD
Dx. UGIB from warfarin nephrologist Us:tju31 HD Tu
overactivity U19:1u option AEHSURUDY

LiovonidUsur) NSTEMI
Ion1a sudden death utu:=M

HD
Investigation INR 6.64
Management « Off Warfarin * plan Agauaa WoIsaN
 Pantoprazole IV wWasuldu PD

« AYAUYIQ 16.00 u. 31/8/64
fu1Qualunm PD
* HKINU cardiac arrest intra-
o HD uo no ETT, no CPR
g ﬂUEJn’I@[USﬂU
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Problem List

* ESRD on HD with T2DM with HTN

e L-stenosis with neurological deficit with R/O Right
acetabular fracture (non-displace) status bedridden

* Aspirate pneumonia with sepsis
* Cardiogenic shock, suspected NSTEMI
* New onset AF

 UGIB from warfarin overactivity
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What is the best option?

Palliative dialysis
VS

Withdrawal from dialysis
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Surprise Question

Would | be surprised if this patient died
in the next year?

Karunruk
Palliative

g gugnisrusny
ANZSN Renal Supportive Care Guidelines 2013




R Supportive and Palliative Care NHS

e Indicators Tool (SPICT™) E{;;‘;
- ]

The SPICT™ is used to help identify people whose health is deteriorating.
Assess them for unmet supportive and palliative care needs. Plan care.
* Unplanned hospital admission(s).

* Performance status is poor or deteriorating, with limited reversibility.
(eg. The person stays in bed or in a chair for more than half the day.)

= Depends on others for care due to increasing physical and/or mental health problems.
= The person's carer needs more help and support.

* Progressive weight loss; remains underweight; low muscle mass.

= Persistent symptoms despite optimal treatment of underlying condition(s).

* The person (or family) asks for palliative care; chooses to reduce, stop or not have treatment; or
wishes to focus on quality of life.

Look for clinical indicators of one or multiple life-limiting conditions.

Kidney disease

Stage 4 or 5 chronic kidney
disease (eGFR < 30ml/min) with
deteriorating health.

.8 pict.org.uk) for information and updates.

Cancer Heart/ vascular disease Kidney disease -
Functional ability deteriorating Heart failure or extensive, Stage 4 or 5 chronic kidney E
due to progressive cancer. untreatable coronary artery disease (eGFR < 30ml/min) with g
disease; with breathlessness deteriorating health. - o o o
Torrcrormneny ST e | Kidney failure complicatin
treatment is for symptom control. affort Kidney failure complicating =
. other life limiting conditions or 5
Dementia/ frailty Severe, inoperable peripheral treatments. P . u agn ap e
vascular disease. Stopping or not starting dialysis. | 2 D er I e " I " In COﬂ I |On$ OI"
Unable to dress, walk or eat PRINg g ¥SIS. 5
without help. Respiratory disease Liver disease g
Sremidiirglem  Swemowicurgdsess  Cimosswinonearman | £ treatments.
with breathlassness at rest complications in the past year:
Urinary and faecal incontinence. or on minimal effort between « diuretic resistant ascites
Mot able to communicate by exacerbations. = hepatic encephalopathy q - o .
speaking; little social interaction. Persistent hypoxia needing long * hepatorenal syndrome Sto I n 0 r n Ot Stal tl n d Ial SI S
term oxygen therapy. * bacterial peritonitis .

Fraquent falls; fractured femur.

Recurrent febrile episodes or
infections; aspiration pneumonia.

Has ; ilation for = recurrent variceal bleeds

respiratory failure or ventilation is Liver transplant is not possible.

Heumlngical disease Dther conditions
Progressive deterioration in Deteriarating and at risk of dying with other conditions or complications
physical and/or cognitive that are not reversible; any treatment available will have a poor outcome.

function despite optimal therapy.

Speech problems with increasing LG KRG TGN TR TET TN

oifficttiylcommumicating S * Review curent treatment and medication to ensure the
zgmnmgm“ EHHC person receives optimal care; minimise polypharmacy.

o - : = Consider referral for specialist assessment if symptoms or
Recurrent aspiration pneumonia; problems are complex and difficult to manage.
brostoss or respintory fallur. » Agree a current and future care plan with the person and
Persistent paralysis after stroke their family. Support family carers.

with significant loss of function

b = Plan ahead early if loss of decision-making capacity is likely.

= Record, communicate and coordinate the care plan.
_______________________________________________________________|

SPICT™, April 2019



Modified Charlson Comorbidity Index

Peripheral vascular disease
Age Intermittent claudication or past bypass for ves
chronic arterial insufficiency, history of gangrene
50-59 years +1 or acute arterial insufficiency, or untreated
thoracic or abdominal aneurysm (=6 cm)
60-69 years +2

10 points [— -

7
[

Moderate to severe )
Severe = on dialysis, status post kidney
transplant, uremia, moderate = creatinine >3
mg/dL (0.27 mmol/L)

280 years +4 Dementia -
Chronic cognitive deficit
Myocardial infarction
‘ . Yes +1 Yes +1
History of definite or probable Ml (EKG changes €s
and/or enzyme changes)
CHE Connective tissue disease Yes +1
.......... . YES +‘1
Exertional or paroxysmal nocturnal dyspnea and
has responded to digitalis, diuretics, or afterload Pentic ulcer di
e - eptic ulcer disease Ves +1
reducing agen Any history of treatment for ulcer disease or
history of ulcer bleeding
Liver disease
Sevlere = cwrrh95|s alnd portal hypertens.\on W\.th solid tumor _
variceal bleeding history, moderate = cirrhosis .
: : ‘ Mild +1
and portal hypertension but no variceal bleeding Localized w2
history, mild = chronic hepatitis (or cirrhosis
without portal hypertension) Moderate to severe = Metastatic +6
Diabetes mellitus None or diet-controlled (1] .
Leukemia Yes +2
Uncomplicated +1
End-organ damage +2)

No 0 Yes +2

https://www.mdcalc.com/charlson-comorbidity-index-cci



Modified Charlson Comorbidity Index

9-15 <3 months
6—8 3—12 months
4-5 12—24 months
2-3 24—60 months
0-1 >60 months

Population validated for: Dialysis patients
Advantages: Simple bedside tool for prognosis

Disadvantages: Not yet validated in ESKD on a non-dialysis pathway. Better at predicting
long-term survival than short-term survival for patients on dialysis

Nephrol. Dial. Transplant. 2006; 21: 945-56.



Factor Associated with Poor Prognosis in ESKD

Advanced age

Poor nutritional status: low serum albumin <3.5 g/ dL is
associated with a 50% 1-year mortality

Low functional status

Modified Charlson Comorbidity Index > 8 is
associated with a 50% 1- year mortality

Surprise Question

NS5

Sara Davison and David Hui. Kidney Palliative Care.
Oxford American Handbook of Hospice and Palliative Medicine and Supportive Care, 2016



- IPOS-Renal Patient Version @)
ySIca sym ptoms Patient name et e

Date (dd/mmiyyyy) e www._pos-pal.org

Patient number e (for staff use)

Not at all Slightly Moderately Severely Overwhelmingly
/
Pain Dl:l 1|:|/ 2|:| alz 4|:|
Shortness of breath DD 1@ 2|:| I 3|:| 4|:|
Weakness or lack of energy DD/ 1|:| 2m 3|:| 4|:|
Nausea (feeling like you are
going to be sick) nw/ 1|:| z|:| :1|:| 4|:|
Vomiting (being sick) ,}m 1|:|/ 2|:| 3|:| 4|:|
Poor appetite n ¥, O O O
Constipation nl:l 1[/ 2|:| 3|:| 4|:|
Sore or dry mouth I}D 1[' z|:|/ 3|:| 4|:|
Drowsiness O O M 0O 0
Poor mobility O 0O W [ N
ltching L] o M O L]
Difficulty Sleeping O, M 0O [0 O
Restless legs or difficulty
keeping legs still ”M ‘D P 2|:| 3|:| ‘*D
g AquEMSTUSNY Changes in skin DD/ 1@ L] L] L]
Karynrix W L] L] L] L]

M Diarrhoea
Care Center




1t Family Meeting

* 31/9/64 InsAWNAYAUQNAIDAUN 3 UDVIIATUWDAUAU
AQDIADTsALN:NR:ISTAUDRENNJIHAVAFALNIND:NTHD
SUU:LUNWIAYNU nephrologist

* 1/9/64 {0NWNAYAU nephrologist ¥ovuldu 31/9/64 VN

K1AU acute event ¥Jv HD TU invasive no ETT, no CPR
LUdWUY Aim comfort care
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Psychosocial Assessment

« FUsELAgUS:NDUDIBWASIDATUMWASKAOLAQUIDNTSVEIU D.205510

¢ dOUUYNAUDEYAUNSSET D1g 69 U Uan a1d 3 Au

« anaaun 1 01g 45 U rmviulurbrthoviusodinada i 9.9ass10 anu=mw
1aa

« anadaun 2 o1g 42 U WuldndsimsatuzAinuimaas duasand 1 Au Hedonu
ay

« anaaun 3 21g 39 U fMviurhgdinAduwus amu:znwlaa

« UJoQuupgn nursing home tu o.lJov v.UuduLAU
* 1SULINDY 3 a.n. 64 AGIYsI9Ldou 22500 UIN @gnNvaluAU PonNAEIY

SouUunu
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ESRD, T2DM, HTN

L-Stenosis

tagiiulilélsznavena

.7 Y o =4 =
HMiusiamain InaFURUE

1NN TAD

1.9R5 U Anwienans

quemsnsn aeulae Ww. THes yeyviv
Karunruk

S Sl Ju7 6 .2, 2564




Perception

RUssua:annv 3 Au SunstunUoedulsaladgs:o:n 5 wan
lawn 14 U Wulsansnunilikisvia mswanlatdutwgonistims
SAUINALNUAISNIVIUYDYIAO AUUWNIRNSAULTALIVINIUNISTUUDY
Hlsa Ad:unsndauninadunuiUisua:asaunsd RUseIEonULas
nswonlacio W31w:=ludstanou udanAaiyUieidonisduau

NSAQdUtDIVV:IULKHUI:aY peNNJIROVNAALNIND:=MTHD
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Shared Decision Making

Nephrologist Family*
Us:Ldu31 HD Tiuo:tdu option n HINUWNED:gGN1S HD THWYISEUN
dHSuRUsaLlDVIINTUTUHKY NSTEMI UQaWUdUDYUWNE UCIASDUASD
Ulon1a sudden death ugu:n1 HD PC Uiaon long term PD

4

4/9/64 Nephrologist Wo1StuUN

& o g@ HD AspuASIYDUSUTA
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2"Y Family Meeting

* WU29 ua:anaid 3 Au

« WUdoluduau dadauusgadrd:ASUIDU d11SaaaduidinuNIsSQUAQIE
C1DLDV

« WaAgNILaontun1sqQua > Best case/Worst case and survival time

* Standard dialysis
* Palliative dialysis

 Withdrawal dialysis

@ qudnsrusnid
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Meaning of Life

“nstdingoiNT1tuno=-navuawonin Aowoninasmnounauvulauln”

[
B el s all

“qasuausaifudniasnovivuluwonln Tuldsomnsounas”

‘Imounisogotirunsuiu Toenidunis:Than”

“Sulanimoumu 1885AUIALNaD IuDo:IsAounou”
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Shared Decision Making

Patient* and Family

Nephrologist
WUoeDadauusdeyey:G uguduauLas

Us:zluununo=aiuisam Palliative Aswonlads W319:=a2838nstancu

]
—l

dialysis 1Q (wpaao1n1s Uremia N gDUSURIND:LFa850Metu 1-2 JUaik
D1DV:1AQUU pc Hdvongd HD
ga HD

qua’msmsw lu1gn1sqQua Hospice care
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Spiritual Assessment

P gqugnisrusny
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Therapeutic Life Review

* It is recommended that all nursing homes and even the families of the
elderly should employ this convenient, inexpensive, quick, and
practical method

Int ] Community Based Nurs Midwifery. 2018 Apr; 6(2): 136—145.

* Life review was found to affect quality of life significantly
HUANG Mei-Hua et al. Journal of Nursing Research, 2020.

* There are few studies evaluating therapeutic life review interventions,
although results are promising

J Pain Symptom Manage. 2015 Apr;49(4):747-61.
: Augmsrusny
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Anticipatory Symptoms

* Pain

* Dyspnea

* Pruritus

* Restless leg syndrome
* Nausea and vomiting
* Difficult swallowing

* Delirium and agitation
* Seizure

» Consciousness change

AgugnIsrusny
Karunruk
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Progression After Withdrawal dialysis

* Pain 3/10
+ Pain (mixed) 10/10 * Delirium
* Pain S Bl improve
* Delirium e Pruritus * Pruritus 2>
decrease
3/9/64 5/9/64 6/9/64
DayO Day2 Day3
- Paracetamol(500) 1 tab po * Gabapentin(100) 1 tab po hs Su
Loudu

prn for pain q 6 h
* Quetiapine(25) 1xhs

* Quetiapine(25) 0.5 tab po po q 6 h (4 mg/day)
prn for delirium q 6 h * Morphine syrup(2 mg/ml) 0.5 ml
po prn for pain/dyspnea q 2 h
* Senokot(7.5) 2 tab po hs

* Morphine syrup(2 mg/ml) 0.5 ml



Progression After Withdrawal dialysis

« Pain 1-2/10

Mild delirium
Pruritus—> increase
Dyspnea 5/10 _
Drowsiness Kaulgo:du
Respiratory secretion
Can not swallowing

. Pain 1-2/10

Mild delirium
Pruritus—> increase
Dyspnea 5/10
Drowsiness Kaul&o:
Difficult swallowing

8/9/64 9/9/64
Day5 Day6
* W Integrated care . LWU Morphine(11) IV/SC 0.3 ml/h
pathway(ICP) « Midazolam(1:1) IV/SC 0.2 ml/h
¢ Morphine(1:1) IV/SC 0.2 ml/h and Tmgprnq2h
and Tmg prnq 2 h « Buscopan 20 mg IV q 6 h

* Midazolam(1:1) IV/SC 0.2 ml/h
and Tmg prnq 2h
* Buscopan 20 mg IV q 6 h

Pain 1-2/10

Moderate delirium
Pruritus—> increase
Dyspnea 7/10

Drowsiness Haulluduuin
Respiratory secretion aqav
Can not swallowing

11/9/64

Day8

* WU Morphine(1:1) IV/SC 05 ml/h

and 2 mg prnq 2 h

e Midazolam(1:1) IV/SC 0.2 ml/h

and Tmg prnq 2h

* Buscopan 20 mg IV q 6 h



Progression After Withdrawal dialysis

* Pain 2 no * Pain 2 no

* Delirium =2 no * Delirium 2 no

*  Pruritus=> no *  Pruritus=> no

* Dyspnea 2/10  Dyspnea—> no

« Drowsiness HauQaaQ ‘ *  HauQana

« Respiratory secretion L1ndu * Respiratory secretion lanUupe

* Hiccup * Hiccup~> no

13/9/64 14/9/64
WUD9LdETIODE VU
Day10 Day11 1Da1 16.40 u. 14/8/64
WUD8USDINSIIOMELA
« AddPlasil5mg IV q8h ATULWNYIMAQs

* LWL Buscopan 20 mg IV q4h

* Morphine(1:1) IV/SC 0.5 ml/h and 2
mg prn q 2 h

* Midazolam(1:1) IV/SC 0.2 ml/h and 1
mg prn q 2 h

UHKIONg1aguouunu
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Topic Review

Palliative dialysis and Withdrawal from dialysis

Niyom Boonthan, M.D.
Palliative Fellow
Karunruk Palliative Care Center
Srinagarind Hospital, Khon Kaen University



Outline

e Coordination of care and care transition
* Decision making for withdrawal of dialysis
* Palliative dialysis

* Process of dialysis withdrawal for patient failing to
thrive on dialysis

* Symptom management in the EOL

Augmsrusny
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Integrated Supportive Care Model

* Kidney supportive care should complement their routine
nephrology care in advanced CKD patient

* Interdisciplinary team trained in essential skills of
palliative care

* Symptom management
* Enhanced communication
e Care coordination

* psychosocial and spiritual supports of the nephrology team
directed at managing the kidney disease and complications

Q %’;ﬁés,%f;ﬁ Alvin H. Moss. et al. Palliative Care in Nephrology; 2020.




Shifting Focus of Care and Ideal Provider Roles as CKD Progresses in an Integrated

Supportive Care Model

Focus Diagnose Decide Manage Address -Decide on
Of and Manage  -Transplant -Late Stage -LQoL Stopping
Care Early-Mild -Dialysis CKD -Shifting Dialysis
Stage CKD  -Neitherand  -Symptoms Treatment -Provide End-
Support -Non Renal  Benefit/Burden  of-Life Care
Provider Condition
Role
Primary Care Co-Manage Consult Consult Consult Consult
Nephrology and Co-Manage Manage Manage Manage Manage
Integrated

Supportive Care

Specialty Palliative Consult Consult Consult Consult Co-Manage
Care and Hospice

AgugnIsrusny
gKargg,gggg Alvin H. Moss. et al. Palliative Care in Nephrology; 2020.
S pRroiogy




Coordination of Care and Care transition

Symptom Management

Physical
Psychological

Spiritual / Existential

Option of Comprehensive Conservative Care
Continue CKD care without dialysis
Maximize quality and quantity of life

Interdisciplinary Team Support
Nephrologist
Palliative Care Specialist
Nurse
Dietician
Chaplain
Social Worker

... CKD patients have complex supportive needs coordination of nephrologist with
g@ primary care, specialist PC throughout the course of the illness is essential




Shift in the approach to dialysis care from
conventional to palliative

Goal:
Achieving standard
dialysis care metrics

Focus: s 3 Conventional approach
Rehabilitation Goal: I to dialysis care
\ J Achieving
patient-centered Palliative approach
metrics to dialysis care
Focus:
Symptom control
X and goals of care

Dialysis Progno'sis less Death
initiation than 1 year

Many dialysis patients with life expectancy of <1 year may desire a palliative

quemsrushy approach to dialysis care, which focuses on aligning patient treatment with

Palliative
Care Center

patient’s informed preferences Clin J Am Soc Nephrol 9: 2203-2209, 2014.



Discussing Discontinuation of Dialysis

* When quality of life is decreasing and benefits of
dialysis are dwindling = appropriate to discuss
stopping dialysis

* Specialty palliative care team can be very helpful in

navigating in priority from disease management to
care that maximizes comfort and quality of life
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Difficult Communication Issues for Nephrologists

Discussing goals of care and advance care planning

* Most CKD patients welcome information, but nephrologists do not routinely
discuss prognosis

 Discussion along CKD trajectory—> initial diagnosis of CKD, progression to ESRD,
new complications, declining function, and imminent EOL

Discussion discontinuation of dialysis

* Should be including in the discussion when starting RRT

* When QOL is decreasing and benefits of dialysis are diminished

* Specialist PC team can be very helpful

@ JusNMsnusny
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Transition to End-of-Life Care

* The end-of-life care may be gradual for patients with ESKD who
follow the medical without dialysis pathway
e But it is often abrupt for those on the dialysis whether they choose
to stop dialysis or not

* Transitions often involve not only shifts in the setting of care
and roles of clinical teams

* But also fundamental in the expectations and experience of patients
and families and how they find meaning and support hope
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Shared Decision-Making in
the Appropriate Initiation of
and Withdrawal from Dialysis

Clinical Practice Guideline

Second Edition

Recommendation 5

* If appropriate, forgo (withhold initiating or
withdraw ongoing) dialysis for patients with ESRD in
certain, well-defined situations

Recommendation 6

* Consider forgoing dialysis for ESRD patients who
have a very poor prognosis or for whom dialysis
cannot be provided safely

Recommendation 7

e Consider a time-limited trial of dialysis for patients
requiring dialysis, but who have an uncertain

prognosis, or for whom a consensus cannot be
reached about providing dialysis



Shared decision making

* Sometimes the decisions regarding what option is best for
you are difficult

* Your healthcare team including your kidney doctor, nurse
consultant, social worker, dietician, GP and others are
available to assist you in your decision making

* |t is a good idea to involve family, friends and carers in your

decisions as it will also affect them and the healthcare team
encourage that to happen
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Palliative Dialysis

* Dialysis temporary corrects uremia but not change the
trajectory of end stage kidney disease

* Dialysis may not be life extending for older patients
with dementia or IHD

* Frail patients over age of 75 can expect less than 6
months of survival after initiating dialysis

: Augmsrusny
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Palliative Dialysis

* Palliative dialysis should be considered for patients with
ESKD who have a life expectancy of less than 1 year and
have symptoms that might be ameliorated by dialysis

* The treatment plan for each would begin with a conversation
about hopes and fear

* How the patient hopes and wants to live out the rest of life and
fears about the dying process
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Relevant outcomes for palliative dialysis

* Symptom improvement

 Caregiver satisfaction

* Hospice and/or palliative care utilization
* Healthcare utilization

* Provider orders for life-sustaining
treatment/advance directives completion

 Patient self-report of quality of life
* Meeting patient’s stated goals

: Augmsrusny
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Standard Dialysis VS Palliative Dialysis

Standard Dialysis Practice

Disease-focused
Fistula first, catheter last

Increase dialysis prescription to
achieve standard Kinetics targets

Strict fluid and dietary restrictions

Palliative care often not involved
Frequent labs

Augmsrusny

Palliative Dialysis Practice

Patient-centered

Catheter preferred given limited life expectancy
to avoid procedures

Adjust dialysis prescription to minimize dialysis-
related symptoms

Mild edema/ hyperkalemia/ hyperphosphatemia
to allow more food enjoyment
Palliative care involved

Minimal labs

Karunruk Alvin H. Moss. et al. Palliative Care in Nephrology,; 2020.
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Palliative Dialysis Balance

Enough dialysis to help with uremic
symptoms & avert premature death from

hyperkalemia or fluid overload in those
with little or no residual kidney function

Fewer procedures & restrictions
and less time on dialysis to
minimize dialysis-related

ggudmsjus?nt} symptoms and allow more time

Karunruk for quality of life , o ,
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Palliative Dialysis

* Should consider shortening dialysis time or decreasing
ultrafiltration

 Edmonton Symptom Assessment System-Renal are

help widely used tools for assessing symptom burden
and quantifying improvement over time

: Augmsrusny
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Withholding of Dialysis

* Medical condition that patient is unable to cooperate and
unstable condition (e.g. severe hypotension)

* Terminal illness from nonrenal causes

* Age > 75 who meet two or more of the following very poor
prognosis criteria
* Clinicians response of “No” to the SQ
* High comorbidity score

e Significantly impaired functional status (e.g., Karnofsky performance
status score <40)

» Severe chronic malnutrition (e.g. serum albumin <2.5 g/dL)

: gugnisrusny
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Decision Making for Withdrawal of Dialysis

1. Dialysis is no longer serving to substantially prolong life or
is only prolonging a patient’s death

* Patient dying from advanced cancer or multiorgan system failure

2. The burdens of dialysis and its complications outweigh its
life prolonging benefits to a patient
* Not able to restore a patient to an acceptable quality of life

" gugnisrusny
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Making Difficult Decision

* Goals and values, preferences of patients should guide and
direct medical treatment

* When dialysis prolongs suffering, it is important to discuss
with the patient and family whether dialysis continues to
serve the best interests of the patient

* Advance care planning and proactive discussions of what
may or may not acceptable to patient

: Augmsrusny
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Withdrawal of Dialysis in
Patients Failing to Thrive on Dialysis

* Reasons and rationale for dialysis withdrawal

* Balance risks and benefits, share decision making, guiding by the
patient’s value and preference

* Assessing decision capacity, assess the patient’s understanding of
their situation

* Incorporating the option for withdrawal into advance care
planning

* Educating patients and families about withdrawal dialysis
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Survival After Withdrawal of Dialysis

* When there is no residual renal function, patients
withdrawing from dialysis have a very short survival, with the
evidence reporting a mean survival between 8 to 10 days

Murtagh et al., 2007

* If a dialysis patient withdraws from dialysis, he or she is
immediately eligible to receive hospice care

Sara Davison and David Hui. Kidney Palliative Care.

Oxford American Handbook of Hospice and Palliative Medicine and Supportive Care, 2016

@ qudnsrusnid
Karunruk
Palliative

Care Center




Is Withdrawal From Dialysis Physician-
Assisted Suicide?

* No physician-assisted suicide (PAS) is entirely different to the
ceasing of a treatment

* PAS is a positive act done by a patient to cease life and where a
physician has assisted in its execution usually by prescribing
medications used in the suicide

* The withdrawing of treatment, including dialysis, is an entirely

different act where the death, when it results is due to the
underlying disease and not due to the action taken by the patient

: gugnisrusny
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Step for Withdrawal and Managing Symptoms

Confirm patient's wishes with patient, family and/or designated surrogate decision maker in the

patient's advance directive according to state law.

Discuss: Advice: Determine: Implement:
e Shared decision making e Patients with decision e Wishes for palliative e End of life care planned
making capacity to put sedation should actionable medical

¢ Anticipated symptoms

and how these would affairs in order symptoms become orders(POLST)
be managed e Ready availability of refractory to control e Comprehensive
e Avoidance and/or advance directive, e Patient's preferred site symptom control
management of "heat medical or durable of death and whether (physical, emotional,
of the moment* power of attorney death in the site is and spiritual with focus
symptoms documentation feasible documentation on comfort and peace)
* Predicted range of time * Consideration of * Family and psychosocial
of survival hospice support

Alvin H. Moss. et al. Palliative Care in Nephrology; 2020.



Symptom Management in The EOL

* Pain hourly
* Fentanyl 12.5 — 25 mcg SC * Midazolam 10-20 mg/24h in
PRN hourly syringe driver
* Fentanyl 600 mcg/24h in ¢ Nausea
syringe driver . Ealo eridol 1-2mg PRN
* Dyspnea ourty |
°yl\/'I)O 1 mg SC PRN q2h (Short * 5mg/24h in syringe driver
duration * Death rattle
* MO 5-10mg/24h in syringe * Hyoscine HBr 20mg q 4-6h
driver
* Agitation

* Midazolam 2.5-5 mg SC PRN
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