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Palliative Care Model of ESRD

curative

A

bereavement

1,Screening and
Investigation of
KD
2.Management of
reversible factor

Dialysis and Transplant
eLife-prolonging
*Quality of life
*Terminal care

Supportive therapies**: palliative, rehabilitation, spiritual

**Ahemia management, access, nutrition, BP control, advance care planning, etc.
pdified from Sheffield model of chronic disease, and Jean L. Holley
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1.PREDIALYSIS PATIENT

2.DIALYSIS PATIENT

3. TERMINAL DIALYSIS PATIENT
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Indications of Dialysis in ESRD

e Pericarditis

e Fluid overload or pulmonary edema

® Progressive uremic encephalopathy

e Bleeding diathesis attributable to uremia

e Persistent nausea - vomiting and Anorexia

e Plasma creatinine concentration >10-12 mg/dl
or BUN >100 mg/dl

Persistent pruritus or restless leo




Lift threatening complications of ARF

e 1.acute pulmonary edema
e 2.Hyperkalemia

e 3.Metabolic acidosis
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Component of P.C in ESRD

Pain and symptom management

. Advance care planning
Psychosocial and spiritual support
Ethical issue In dialysis

Shared decision-making in the
appropriate initiation of and withdrawal

from dialysis

Seminars in Dialysi



Definition of ACP
advance care planninc

e ACP Is a process of communication
among patients, families , health care
providers, and other important
iIndividuals about the patient’s preferred
decision-maker and appropriate future
medical care If and when a patient Is
unable to make his or her owe decisions




Components of ACP (— )

1. The document: instruction directives are
developed in accord with the person’s
wishes, values, life goals

2. The participants: patient-family.
Physicians and or dialysis unit staff to
Initiate discussions of ACP and advance
directives




Components of ACP (=)

3. The purpose:

e Completion of a written advance
directive

e Prepare for death
e Strengthen relationships
e Relieve burdens on loved ones




Usefulness of ACP Iin the ESRD
oopulation

e Decision making easier if ACP has
occurred and advance directives exist

e WWho have advance directives experience
better, more reconciled deaths

e Avoid futile end-of-life therapeutic
Interventions







6 markers of good practice of
stopping dialysis

Access to communication skills and
knowledge of symptom control

Offering prognostic assessment

Timely information and joint palliative care
plan

Ongoing medical care for patients option not
to dialyse

Dying with dignity
Culturally appropriate bereavement support

http://www.kidney.org.uk/Medical-Info/other/discontinuing-treatment.html



Preparing to stop Dialysis

e Early discussion

e Dialysis seminars

e Treatment plan




Early discussion

e Benefits, harms and limits of dialysis.
e Time- limited benefit.

e Religious and culture factors.




BIEWAIEREINIRETES

e Provide information on tech and
scientific aspect of dialysis.

e Aid patient and families dealing with
ohysical, emotional and spiritual
oroblems related to iliness.

Develop mutual trust become friends.




Treatment plan

e Use dialysis

e Medical indications for stopping dialysis.

e DNR

e Emphasize stopping dialysis may avoid
futile suffering and lead to dignified and
“good” death.

* death usually rapid ( mean 8.2 days )
* relatively little suffering




ESRD End-of-Life Symptom

Vianademer —

1. Pain: WHO guidelines
(1) Fentanyl: drug of choice

(2) Morphine: reduce dosage

(3) Meperidine contraindicated

2. Myoclonic jerks: benzodiazepines, eq,

lorazepam




ESRD End-of-Life Symptom
Management (_

3. Hunger and thirst: full diet if desired

4. Dyspnea: Opioids and ultrafiltration if

necessary to avoid pulmonary edema

5. EXcessive secretions : Scopolamine

JAMA 2003; 289:2113-19
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Comorbidity

e /7% dialysis patients had 3-7 comorbidities
1. Neurological : 64%
2. C.V..:63%
e Specific comorbidity
1.CAD : 50%
2. PVD : 50%
3. poorly controlled HT : 38%




Reason of withdraw from dialysis

Autonomy and belief of patients families.

Promise of a good death by physician.




consciousness level

48 hours after withdrawal from
dialysis

e alert: 43%
e somnolent : 46%

ecoma: 11%




Symptoms during the last 24 hours amo
/9 patients follows ug

Symptom Present Severe
(%) (%)

Pain 42 5
Agitation 30 1
Myoclonus or muscle twitching 4
Dyspnea or agonal breathing 25 3
Fever 20

Diarrhea 14

Dysphagia 14

Nausea 13




Treatment

e Medication

1. pain medication : 87% at least one
occasion

2. analgesic : 9%

3. no pain medication : 4%
e O2 therapy : 22%

Ultrafiltration for pulmonary distress : None




Place of terminal care

e Hospital : 61%

e Nursing home : 24%
e |[npatient hospice : 2%
e At home : 13%




Good death

e Effectiveness : 93% (from caregiver
and/or families)

e Die alone : 29%

Families and/or staff present 71%
e mean survival time 8.2 days.

1. 50% within 6 days
2. 5 patients in 30-46 days
3. 10 patients <2 days




ncorporating Palliative Care Into
Dialysis Unit

Educational in-services on palliative care
topics
Advance care planning

Pain & symptom assessment and treatment
protocols

Communication of prognosis and changes in
condition

Referral to hospice when terminally ill
QI with review of quality of death




Shared Decision-Making in the Appropriate
Initiation of and withdrawal from dialysis

e Shared Decision-
Making

e Informed Consent
or Refusal

e Estimating
Prognosis

e Conflict
Resolution

e Advance Directive

e Withholding or
Withdrawing Dialysis

e Special Patient
Groups

e Time-Limited Trials
e Palliative Care

RPA/ASN. 2000.
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Recommend To Palliative Care

e There is an option for ESRD patients
who choose to stop or not to start
dialysis: continued palliative care.
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