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ObjectivesObjectives


 

Highlight the relevance of palliative/supportive care to ESRD.Highlight the relevance of palliative/supportive care to ESRD.



 

Describe successes in renal palliative careDescribe successes in renal palliative care


 

Identification of the problemIdentification of the problem


 

Ethical guideline developmentEthical guideline development


 

Framework to integrate renal palliative care Framework to integrate renal palliative care 


 

Advances in prognosis estimation and advance care Advances in prognosis estimation and advance care 
planningplanning



 

Pain and symptom assessment and managementPain and symptom assessment and management



 

Present remaining challengesPresent remaining challenges


 

Systematic integration of ACPSystematic integration of ACP


 

Symptom management (nonSymptom management (non--
 

pain, spirituality)pain, spirituality)


 

Palliative care education for renal staff Palliative care education for renal staff 


 

Understanding of barriers to hospice for dialysis patientsUnderstanding of barriers to hospice for dialysis patients


 

Determining who will benefit from conservative Determining who will benefit from conservative 
managementmanagement



Palliative Care
Palliative care is an approach that improves the Palliative care is an approach that improves the 
quality of life of patients and their families facing quality of life of patients and their families facing 
the problem associated with lifethe problem associated with life--threatening threatening 
illness, through the prevention and relief of illness, through the prevention and relief of 
suffering by means of early identification and suffering by means of early identification and 
impeccable assessment and treatment of pain and impeccable assessment and treatment of pain and 
other problems, physical, psychosocial and other problems, physical, psychosocial and 
spiritual. spiritual. 

World Health Organization



Palliative 
Care

End-of-Life/ 
Hospice Care

Relationship between 
Palliative Care and End-of-Life 
Care



The ESRD PopulationThe ESRD Population



 

Significant co-
 morbidity



 

50% patients 
starting dialysis > 
65 yrs



 

Patients ≥ 75 yrs:  
fastest-growing 
group of dialysis 
patients.



Unadjusted Survival Probabilities 
(%) for Incident ESRD Patients

AgeAge 1 year1 year 2 years2 years 3 years3 years 5 years5 years 10 10 
yearsyears

40 40 -- 4949 89.689.6 81.681.6 73.573.5 61.961.9 37.737.7

50 50 -- 5959 86.286.2 75.975.9 65.465.4 49.549.5 21.821.8

60 60 -- 6464 83.083.0 69.669.6 58.358.3 38.138.1 12.312.3

65 65 -- 6969 79.179.1 63.163.1 50.850.8 30.730.7 6.46.4

70 70 -- 7979 71.271.2 53.553.5 39.039.0 20.220.2 2.72.7

80+80+ 60.560.5 40.840.8 25.725.7 9.69.6 0.90.9

USRDS, 2008USRDS, 2008
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Annual unadjusted mortality rate ~22%

Withdrawal from dialysis ~ 20-25% of 
deaths

The majority lack capacity at the time the 
decision to withdraw dialysis is made.

Only 6-51% of HD patients have advance directives
• Address only limited treatment options
• Typically do not address withdrawal of dialysis
• Most do not choose DNR

Dialysis patients typically do not view themselves as terminallyDialysis patients typically do not view themselves as terminally illill



How EOL Decisions Are Being Made



 

By family and health care providersBy family and health care providers


 

Surrogates lack the knowledge of patientsSurrogates lack the knowledge of patients’’
 

preferencespreferences


 

Includes wishes for ongoing dialysisIncludes wishes for ongoing dialysis


 

Family consistently overestimates patientsFamily consistently overestimates patients’’
 

desires to desires to 
continue dialysis across hypothetical health conditionscontinue dialysis across hypothetical health conditions

Current 
preferences 
for CPR

Wish for 
dialysis in a 
severely 
demented state

Wish for 
dialysis if they 
had terminal 
cancer

Family 50%50% 44%44% 47%47%
Physician 44%44% 47%47% 43%43%

Miura y et al. AJKD 2006Miura y et al. AJKD 2006



CPR Outcomes


 

Moss 1992: 74 patients had CPR Moss 1992: 74 patients had CPR 


 

8% survived to hospital discharge8% survived to hospital discharge


 

3% alive at 6 months 3% alive at 6 months 


 

~ 80% died a mean of 4 days later, intubated in ICU~ 80% died a mean of 4 days later, intubated in ICU


 

Lai 1999: intradialytic CPR in 24 patients over 3 yearsLai 1999: intradialytic CPR in 24 patients over 3 years


 

75% were initially resuscitated successfully75% were initially resuscitated successfully


 

45% survived > 24 hrs45% survived > 24 hrs


 

8% survived > 1 month8% survived > 1 month


 

None survived until dischargeNone survived until discharge


 

LafranceLafrance 2006: intradialytic CPR in 24 patients over 7 2006: intradialytic CPR in 24 patients over 7 
yearsyears


 

17% died within 48 hr17% died within 48 hr


 

75% were alive at 30 days and discharged from hospital75% were alive at 30 days and discharged from hospital



Lunney, J. R. et al. JAMA 2003;289:2387-2392.

Theoretical Trajectories of Dying



Symptom Burden in Dialysis PatientsSymptom Burden in Dialysis Patients
 n = 507n = 507
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Severity of Pain: Brief Pain Severity of Pain: Brief Pain 
Inventory ScoresInventory Scores

Severity 
(n=103)

Mild
(0-3)

Moderate
(4-5)

Severe
(6-10)

Mean BPI 
Score

WorstWorst 17.5%17.5% 27.2%27.2% 55.3%55.3% 7.037.03

LeastLeast 74.8%74.8% 16.5%16.5% 8.7%8.7% 3.073.07

Average Average 41.7%41.7% 30.1%30.1% 28.2%28.2% 5.615.61

NowNow 44.7%44.7% 28.2%28.2% 27.2%27.2% 4.994.99

Davison, AJKD 2003Davison, AJKD 2003

82.5%82.5%

58.3%58.3%

Cause of pain is NOT predictive for severity of pain



The Impact of Pain and Overall The Impact of Pain and Overall 
Symptom Burden for ESRD PatientsSymptom Burden for ESRD Patients

No – Mild 
pain

Mod – Severe 
pain

Odds Ratio P

DepressionDepression 18%18% 34%34% 2.312.31 0.010.01

InsomniaInsomnia 53%53% 75%75% 2.322.32 0.020.02

Symptom burden accounted for Symptom burden accounted for 29%29% of the impairment in  of the impairment in  
physical HRQLphysical HRQL and and 39%39% of the impairment in of the impairment in mental HRQLmental HRQL

Davison JPSM 2005

Change in symptom burden accounted for Change in symptom burden accounted for 34%34% of the change in of the change in 
physical HRQLphysical HRQL and and 46%46% of the change in of the change in mental HRQLmental HRQL..

Davison JPSM 2005

Davison JPSM 2005



Point Prevalence of Analgesic Point Prevalence of Analgesic 
Use: DOPPSUse: DOPPS

Analgesic Number of Patients
1997

N = 2988
2000

N = 2476
Any analgesicAny analgesic 30.2%30.2% 24.3%24.3%
Any narcoticAny narcotic 18.0%18.0% 14.9%14.9%
Any NSAIDAny NSAID 6.4%6.4% 2.3%2.3%
Any Any 
acetaminophenacetaminophen

11.1%11.1% 6.3%6.3%

¾ of patients reporting moderate to severe pain were 
not prescribed analgesics



Successes


 

Identification of the problemIdentification of the problem



 

Ethical guideline developmentEthical guideline development



 

Formation of frameworks to integrate renal Formation of frameworks to integrate renal 
palliative care palliative care 



 

Advances in prognosis estimationAdvances in prognosis estimation


 

Advance care planningAdvance care planning


 

Pain and symptom assessment and managementPain and symptom assessment and management



Shared Decision-Making 
in the Appropriate Initiation of

 and Withdrawal from Dialysis

rpa@renalmd.org
301.468.3515



RPA Guideline Recommendations

1:  Shared Decision1:  Shared Decision--Making Making 
2:  Informed Consent or Refusal2:  Informed Consent or Refusal
3:  Estimating Prognosis3:  Estimating Prognosis
4:  Conflict Resolution4:  Conflict Resolution
5:  Advance Directives5:  Advance Directives
6:  Withholding or Withdrawing Dialysis6:  Withholding or Withdrawing Dialysis
7:  Special Patient Groups7:  Special Patient Groups
8:  Time8:  Time--Limited TrialsLimited Trials
9:  Palliative Care9:  Palliative Care



Davison et al. Nephrologists’ Reported Preparedness for End-of- 
Life Decision-Making. Clin J Am Soc Nephrol. 2006;1:1256-1262.



Establishing a Palliative Care 
Framework for Advanced CKD

Patient Identification

•High mortality risk

• High need
• Suffering
• Goals of care 

 (initiation or 

 withdrawal of 

 dialysis)

AssessAssess

Advance Care Planning 

• Surrogate decision‐maker

• Goals of care
• Decision making

Management of Suffering

• Physical

• Emotional/psychosocial

• Spiritual
• Anticipatory grief

DeathDeath Bereavement



Predictors of Poor Prognosis
 for ESRD Patients



 

AgeAge


 

Nutritional statusNutritional status


 

Serum albumin < 35g/L Serum albumin < 35g/L 


 

~ 50% mortality at 1 year ~ 50% mortality at 1 year 


 

17% at 2 years17% at 2 years


 

Comorbid Illnesses Comorbid Illnesses ––

 

Charlson Comorbidity IndexCharlson Comorbidity Index


 

CCI CCI ≥≥

 

8 ~ 50% 1 year mortality8 ~ 50% 1 year mortality


 

http://www.medalreg.com/qhc/medal/ch1/1_13/01-13-01- 
ver9.php3 Beddhu

 

S AJKD 2000


 

Surprise QuestionSurprise Question


 

Functional StatusFunctional Status

RPA/ASN. Shared Decision-Making in the Appropriate Initiation of 
and Withdrawal from Dialysis. 2000.

http://www.medalreg.com/qhc/medal/ch1/1_13/01-13-01-ver9.php3
http://www.medalreg.com/qhc/medal/ch1/1_13/01-13-01-ver9.php3




Would you be surprised if the patient Would you be surprised if the patient 
died in the next year?died in the next year?

The surprise question helps identify patients for whom 
palliative care is appropriate:

The odds of dying (within 1 year) for the patients in the “No, I 
would not be surprised”

 
group were 3.5 times higher than for 

patients in the “Yes, I would be surprised”
 

group 

• Mortality at 1 year = 29.4% v. 10.6%; OR 3.5
• Higher pain levels 
• Greater comorbidity –

 
Charlson Comorbidity Index

• Greater functional impairment –
 

Karnofsky
• Older age
• Lower serum albumin

Moss AH. Clin

 

J Am Soc Nephrol

 

2008;3:1379-1384

 

.







Incident pts > 75 yrs: predict early (< 6 month) mortalityIncident pts > 75 yrs: predict early (< 6 month) mortality


 

Demographics, Demographics, 


 

ComorbidityComorbidity


 

Diabetes, CHF (III/IV), PVD (III/IV), Diabetes, CHF (III/IV), PVD (III/IV), DysrythmiaDysrythmia


 

BMI < 18.5BMI < 18.5


 

Malignancy (active)Malignancy (active)


 

Severe behavioral disorderSevere behavioral disorder


 

Mobility: totally dependent for transfersMobility: totally dependent for transfers


 

Unplanned dialysis startUnplanned dialysis start


 

Point score Point score 
––

 

NDT 2008NDT 2008





Germain, Moss and Cohen. CJASN in press

A New Integrated Model



Remaining Challenges: determining who will benefit 
from conservative management v. dialysis

 Murtagh FE et al. Nephrol

 

Dial Transplant 2007;22:1955-1962.

 Pts > 75 yrs, Pts > 75 yrs, eGFReGFR
 

<<
 

15 ml/min15 ml/min
 Conservatively managed patients: older (83.0 v. 79.6); Conservatively managed patients: older (83.0 v. 79.6); 

Dialysis Dialysis 
(n = 52)(n = 52)

Conservative Conservative 
(n = 77)(n = 77)

All patientsAll patients

1 year survival1 year survival 84%84% 68%68% 74%74%

2 year survival2 year survival 76%76% 47%47% 58%58%

“…“…. survival advantage [for dialyzed patients] was lost . survival advantage [for dialyzed patients] was lost 
in those patients with high comorbidity scores, in those patients with high comorbidity scores, 
especially when the comorbidity included especially when the comorbidity included ischaemicischaemic

 heart disease.heart disease.””







Advance Care Planning


 

A process that involves A process that involves 
understanding, reflection, understanding, reflection, 
communication and discussion communication and discussion 
between a patient, the between a patient, the 
family/health care proxy, and family/health care proxy, and 
staff for the purpose of staff for the purpose of 
prospectively identifying a prospectively identifying a 
surrogate, clarifying preferences, surrogate, clarifying preferences, 
and developing individualized and developing individualized 
plans for care near the end of life. plans for care near the end of life. 

TT 
hh 
ee

The focus is not merely death and the right to refuse The focus is not merely death and the right to refuse 
treatment but rather about living well and defining treatment but rather about living well and defining ““good good 
carecare””

 
for each patient near the end of life.for each patient near the end of life.



Goals of Care and ACP

““Goals of care are inextricably linked with patient Goals of care are inextricably linked with patient 
and family and family understanding of illnessunderstanding of illness and and 
expectations.  In the context of facilitated ACP, it expectations.  In the context of facilitated ACP, it 
is clear that goals must reflect expectations that is clear that goals must reflect expectations that 
are in balance with are in balance with adequate knowledgeadequate knowledge..””

This includes This includes prognostic informationprognostic information

Davison, et. al. Am J Kidney Dis
 

2007;49: 27-36. 
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Talking About Prognosis & EOL Issues



Nephrologists should voluntarily 
divulge survival data to potential 
dialysis patients.

 
Fine PDI 25 269 2005



 

100 non dialysis CKD pts during 1100 non dialysis CKD pts during 1stst

 

nephrology visitnephrology visit



 

97% want prognostic info without the MD being asked 97% want prognostic info without the MD being asked 
(only 3% did not want to know life expectancy with and (only 3% did not want to know life expectancy with and 
without dialysis)without dialysis)



 

They want as much info both good and badThey want as much info both good and bad



 

Only 11% said that that they did not need to know Only 11% said that that they did not need to know 
prognosis to make a decision on whether to start dialysisprognosis to make a decision on whether to start dialysis



Information-Giving within ACP Enhances Hope



 

Less Less fearfear: early information, especially prior to RRT: early information, especially prior to RRT



 

EmpowermentEmpowerment



 

Enhanced relationshipsEnhanced relationships



 

TType of information:ype of information:


 

Impact on daily lifeImpact on daily life


 

Helps patients see future possibilities consistent with Helps patients see future possibilities consistent with 
their values their values –– essential in maintaining hopeessential in maintaining hope



 

Giving Giving ““bad prognosticbad prognostic”” information does not result in information does not result in 
harm and can have positive outcomes harm and can have positive outcomes 

Davison, BMJ 2006







Patient participation
1.

 
Determine the patient’s ability to be involved in ACP

2.
 

Determine the patient’s interest in participating in ACP
3.

 
Determine the patient’s perception of level of control and 
power

4.
 

Determine the patient’s perception of potential  benefits of 
participation in ACP

5.
 

Determine the patient’s resources to participate in ACP
6.

 
Identify whom the patient wishes to engage in ACP

Decision-making and defining priorities for goals of care
1.

 
Measure understanding of illness

2.
 

Determine how patients expect to make decisions
3.

 
Determine

 
expectations regarding outcomes of end-of-life 

care
4.

 
Determine patient values that drive end-of-life preferences

Key Elements to Facilitate 
Effective ACP     Davison CJASN 2007, AJKD 2007



Patient-physician relationship 
1.

 
Use of lay language to promote understanding

2.
 

Empathetic listening
3.

 
Affirm patients’

 
self-worth

4.
 

Maintain trust, honesty, promise keeping, confidentiality, 
and caring

Documentation
1.

 
Easily identifiable

2.
 

Travel with the patient across health care settings so it is 
available for all professional caregivers involved in the care 
of the patient.  

Quality improvement

Key Elements to Facilitate 
Effective ACP

Suportive

 

Care …..in press 2010



My Voice –
 

Planning Ahead

www.calgaryhealthregion.ca/programs/advancecareplanning/
 acpgcdpolicy

http://www.fraserhealth.ca/y 
our_care/planning_for_your 

_care/workbook

http://www.fraserhealth.ca/your_care/planning_for_your_care/workbook
http://www.fraserhealth.ca/your_care/planning_for_your_care/workbook
http://www.fraserhealth.ca/your_care/planning_for_your_care/workbook


Additional Challenges to be Faced


 

Facilitation 


 

Consensus on when to start discussions, who to includeConsensus on when to start discussions, who to include


 

Systematic Integration


 

Providing the necessary resources: including reimbursement Providing the necessary resources: including reimbursement 
for the time involvedfor the time involved



 

Professional Training


 

Respecting choices


 

Cultural differences that influence ACP
Davison Adv Chronic Kidney Dis 2008 



 

Concept of autonomy


 

Decision-making models


 

Communication of bad news


 

Attitudes towards ACP and end-of-life care


 

Increase the uptake / effectiveness of ACP



Interventions to Increase Uptake 
and Effectiveness of ACP



 

Written material on ADsWritten material on ADs
 

does not alter attitudes to does not alter attitudes to ADsADs; only ; only 
transiently improves understanding of endtransiently improves understanding of end--ofof--life care issues.life care issues.

 Holley AJKD 2003



 

peer mentoring: peer mentoring: RCT of 203 dialysis patients RCT of 203 dialysis patients --
 

increased completion increased completion 
of ADs, increased comfort discussing ADs, improved subjective of ADs, increased comfort discussing ADs, improved subjective 
wellbeing among the African American participants. wellbeing among the African American participants. 

Perry AJKD 2005



 

MultiMulti--component approaches component approaches ““Respecting ChoicesRespecting Choices””


 

AD completion increased from 15% to 85% AD completion increased from 15% to 85% 


 

Median time between AD and death was 1.2 years.  Median time between AD and death was 1.2 years.  


 

Almost all ADs requested that treatment be forgone as death Almost all ADs requested that treatment be forgone as death 
neared and treatment followed these instructions in 98% of casesneared and treatment followed these instructions in 98% of cases

 Hammes. Archives of Int

 

Med 1998



Behavioural Change


 

Health Information TechnologyHealth Information Technology


 

Identify at risk patientsIdentify at risk patients


 

Provide automated reminders for ACPProvide automated reminders for ACP


 

~ 8~ 8--fold increase in having an AD discussion with 45% of these fold increase in having an AD discussion with 45% of these 
discussions resulting in the completion of an AD. discussions resulting in the completion of an AD. 



 

Automated ACP reminder & mail out of educational material on Automated ACP reminder & mail out of educational material on 
ADs to patients prior to appointmentADs to patients prior to appointment……………….  more ACP .  more ACP 
discussions (64% v. 38%, p<0.001) and more documentation of discussions (64% v. 38%, p<0.001) and more documentation of 
these discussions (47% v. 24%, p<0.001).these discussions (47% v. 24%, p<0.001).



 

Share information across providers with a uniform instrument.  Share information across providers with a uniform instrument.  


 

Promote adherence to guidePromote adherence to guide--line based care. line based care. 


 

Social MarketingSocial Marketing


 

““Respecting ChoicesRespecting Choices””


 

Legislative & Policy ChangeLegislative & Policy Change


 

POLST (Physicians Orders for Life Sustaining Treatment) POLST (Physicians Orders for Life Sustaining Treatment) 



Successes



 

Identification of the problemIdentification of the problem


 

Ethical guideline developmentEthical guideline development


 

Formation of frameworks to integrate Formation of frameworks to integrate 
renal palliative care renal palliative care 



 

Advances in prognosis estimationAdvances in prognosis estimation


 

Advance care planningAdvance care planning


 

Pain and symptom assessment and Pain and symptom assessment and 
managementmanagement



Initial Symptom Screening -
 

ESAS



 

OnsetOnset


 

LocationLocation


 

CharacterCharacter


 

DurationDuration


 

IntensityIntensity


 

Severity Severity ––

 

impact on HRQLimpact on HRQL


 

Temporal characteristicsTemporal characteristics


 

Triggering/relieving factorsTriggering/relieving factors


 

Type (nociceptive, Type (nociceptive, 
neuropathic)neuropathic)



 

PsychologicPsychologic

 

symptomssymptoms


 

Treatment (duration, dosage, Treatment (duration, dosage, 
sideside--effects)effects)



 

Goals & expectations of Goals & expectations of 
treatmenttreatment



Questionnaire POS-S1 - patient 
Below is a list of symptoms, which you may or may not have experienced. 
Please put a tick in the box to show how each of these symptoms has 
affected how you have been feeling over the last 3 days. 
 

Not at all, 
no effect 

Slightly  
– but not 
bothered to 
be rid of it 

Moderately 
– limits some 
activity or 
concentration 

Severely  
– activities or 
concentration 
markedly 
affected 

Overwhelmingly 
– unable to think of 
anything else 

n       

ortness of breath       

akness or lack of 
ergy 

     

usea (feeling like you 
going to be sick) 

     

miting (being sick)      

or appetite      

nstipation       

uth problems       

owsiness       

or mobility       

hing      

iculty sleeping      

stless legs or difficulty 
eping legs still 

     

eling anxious      

eling depressed      

anges in skin      

rrhoea      

Date: __/__/__ 

Study No:  



NON-OPIOID 
± ADJUVANT

WEAK OPIOID FOR MILD TO 
MODERATE PAIN

± NON-OPIOID
± ADJUVANT

OPIOID FOR MODERATE 
TO SEVERE PAIN

± NON-OPIOID
± ADJUVANT

PAINPAIN

Pain persisting or increasingPain persisting or increasing

Pain persisting or increasingPain persisting or increasing

Freedom from painFreedom from pain

1

2

3



1
2
3
4
5
6
7
8
9

10

Neuropathic Pain Nociceptive Pain
Type of Pain

7.7

1.4

7.5

1.8

Initial Pain Score (0-10)        
Post Treatment Pain 
Score (0-10)

Efficacy of the WHO Analgesic 
Ladder to Treat Pain in ESRD

Barakzoy, JASN 2006

45 HD patients



http://www.kidneyeol.org/painbrochure9.09.pdf. 

http://www.kidneyeol.org/painbrochure9.09.pdf
















Remaining Challenges


 

EndEnd--ofof--life care training for nephrology  stafflife care training for nephrology  staff



End-of-life Care Training in 
Nephrology

 
AJKD2003;42:813-820 
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0 = no teaching or completely unprepared      10 = a lot of teaching or completely prepared



End-of-life Care Training in 
Nephrology

 
AJKD2003;42:813-820 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100
%

Treat pain

Tell patient he/she is dying

Assess and manage depression at eol

Help with reconciliation and goodbyes

Respond to request to stop dialysis

Determine when to refer to hospice
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Dialysis Withdrawal and Hospice Status of Dialysis Withdrawal and Hospice Status of 
Deceased Patients: Deceased Patients: USRDS 2001USRDS 2001--2002 Cohort2002 Cohort

Dialysis Withdrawal 
and Hospice Status

Deceased Patients
(N=115,239)

Percent Mean Age in 
Years

Hospice Yes 15,565 13.5 73.4 ±

 

11.0 *
Hospice No 99,674 86.5 68.6 ±

 

13.4
Withdrawal Yes 25,075 21.8 72.7 ±

 

11.8 
**

Hospice Yes 10,518 41.9 73.9 ±

 

10.6
Hospice  No 14,557 58.1 71.7 ±

 

12.3
Withdrawal No 81,624 70.8 68.0 ±

 

13.4
Hospice Yes 2,751 3.4 71.7 ±

 

11.7 
Hospice  No 78,873 96.6 67.9 ±

 

13.5
Withdrawal Status 
Unknown

8,540 7.4 71.1 ±

 

13.2

Murray and Moss, CJASN 2006



Figure 1.  Americans’ Current Health Care Expenditures Are Concentrated 
in the Final Part of the Life Span

Gray area under the curve equals 
100% of all health care 
expenditures over a life span

RAND Health White Paper, Living Well at the End of Life, 2006



Costs Associated with Hospice Use in Costs Associated with Hospice Use in 
ESRD: ESRD: USRDS 2001USRDS 2001--2002 Cohort2002 Cohort

Dialysis Withdrawal 
and Hospice Status

Patients 
(N)

Mean cost 
last 6 

months of 
life (US$)

Mean cost 
last week 

of life 
(US$)

Mean 
hospital 
days last 

week
6 month cohort 91,687 64,461 6,885 3.0
Patients who withdrew

Hospice Yes 8,200 60,261 3, 324 1.4
Hospice  No 11,317 66,253 6,257 3.7

Withdrawal No
Hospice Yes 2,165 64,979 4,318 1.8
Hospice  No 65,868 65,345 7,588 3.1

Murray and Moss, CJASN 2006



Site of Death and Hospice Days: Site of Death and Hospice Days: 
USRDS 2001USRDS 2001--2002 Cohort2002 Cohort

Dialysis Withdrawal 
and Hospice Status

Site of Death Site of Death 
(%)

Mean days in 
Hospice

6 month cohort Hospital
Home

63.0
16.7

2.0

Patients who withdrew

Hospice Yes Hospital 
Home

22.5
45.3

10.1

Hospice  No Hospital 
Home

68.5
10.8

0

Withdrawal No

Hospice Yes Hospital
Home

41.8
37.3

21.0

Hospice  No

Murray and Moss, CJASN 2006



Remaining Challenges


 

Enhance pain & symptom management & HRQLEnhance pain & symptom management & HRQL



 

Enhance management of other symptoms, including Enhance management of other symptoms, including 
spiritual distressspiritual distress



 

Fully integrate advance care planning Fully integrate advance care planning 



 

Identify which patients would benefit from a palliative care Identify which patients would benefit from a palliative care 
(conservative) as opposed to dialytic approach to their (conservative) as opposed to dialytic approach to their 
ESRDESRD



 

Increase access to palliative care including hospice for Increase access to palliative care including hospice for 
dialysis patientsdialysis patients
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