
1

Palliative Care 
in 
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Overview….

 Chronic Kidney Disease in Northland.

 Stages of chronic kidney disease

 End stage renal disease

 ESRD patients for palliation

 Palliative care- relevance in ESRD

 Issues with palliative care and ESRD.

Renal Replacement Therapy in 
NZ. ANZData  2007.

 3,353 patients on RRT: 1,289 T/P         

2,064 Dialysis

 Median age: 57.8yrs (0-89)

 Of new pts -Diabetic Nephropathy =41%

 Deaths- 295. (155 >65yrs) 145 diabetics.

 Causes of death- (D pts). 41% CVD, 23% 
withdrawl, 16% infection, 6% malignancy.

(T/P pts) 36% malignancy, 32 CVcause.

Profile of Northland Renal 
Service Patients…

 Haemodialysis- in centre=83

 Haemodialysis- home     =31

 Peritoneal dialysis          = 32

 Renal Transplant           = 45

 Pre dialysis                   =185

 Total                            =377
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Patient numbers..& growth.

Total patient count includes, CAPD, Transplant, Bay Haemo, Whang Hameo and Home Haemo .

  From Jan 06 - Jan 08

Growth rate of 29.48%

0

50

100

150

200

250

Jan-

06

Feb Marc April May Jun Jul Aug Sept Oct Nov Dec Jan-

07

Feb Marc Apr May June July Aug Sept Oct Nov Dec Jan-

08

Ethnicity of patients..

52%

0%

44%

3%

TOTAL ETHNICITY OF ALL PTS IN 

SERVICE
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Asian
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European

Causes of CKD in Northland.

 Majority - due to diabetic nephropathy

 Hypertension

 Familial diseases such as PCKD.

 Glomerulonephritis

 Reflux nephropathy

 Renal calculi

 Others.
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Primary Renal Disease Among People Starting

Renal Replacement Therapy 
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5 Stages of Chronic Renal Failure
 Stage 1 – Decreased renal reserve

 Residual function is 40 – 75%

 GFR >90ml/min

Stage 2 – Renal insufficiency

 20 – 40% of renal function
 GFR 60-89 ml/min

 Stage 3 - Renal insufficiency
 GFR 30 – 59 ml/min

 Stage 4  - Renal insufficiency
 GFR 15-29 ml/min

 Stage 5 - End stage renal disease
 Less than 15% renal function
 Without RRT death will ensue via cardia arrest from hyperkalemia, 

pulmonary oedema from severe fluid overload or uraemic coma.

ESRD Care….

 Family meeting

 Decisions re treatment choices

 Commence treatment

 Referrals: to Community Palliative 
Services /Hospice.

 Refer back to GP

HospicePalliative Care

Renal Replacement Therapy.

Start Dialysis Death

PALLIATIVE CARE:
World Health Organization Definition

Palliative care is an approach that improves the 

quality of life of patients and their families facing the 

problem associated with life-threatening illness, 

through the prevention and relief of suffering by means 

of early identification and impeccable assessment and 

treatment of pain and other problems, physical, 

psychosocial and spiritual. 
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SUFFERING

EMOTIONALPSYCHOSOCIAL

PHYSICAL

SPIRITUAL

3 groups for palliative care in 
ESRD..

 Withholding dialysis ie declined

 Withdrawal from dialysis

 Existing patients with second terminal 
illness

Withholding/”Declined for 
dialysis”

 Usually made as a team (predialysis 
nurse, social worker, Nephrologist, GP) 
decision in conjunction with the patient 
and family /whanau.

 There has been a shift in the last 7  yrs 
to accept more frail and elderly patients

 Currently we have prevalence of RRT in 
NZ of approx 800/million population

Guidelines??

There are no national guidelines for 
acceptance/decline onto a dialysis 

programme.

There is no economical rationing yet and 
RRT is costly.
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Reasons for withholding 
dialysis

 Very poor functional capacity

 Inability to co-operate with dialysis

 Severe cardiovascular disease

 Patient refusal

 Anticipated death from co-morbidities in 
the next 12 months

 No economic rationing yet

Rate of decline in NZ not 
really known

 Occurs at many levels

 Patient

 GP

 Non-nephrology specialties

 Nephrologist -at least 18%

Northland

 Renal unit declines approx 15 
patients/year after assessment process

 Other declines not recorded eg the 94 
yr old rest home resident with dementia

NZ National Dialysis Indicator 
Project 1997

 Confirmed consistency around the 
country

 Age and co-morbidity score main 
determinants for withholding



6

USA data

 Rarer to withhold dialysis than in NZ
 90% of nephrologists withheld at least 

once in 1yr ie 10% accept everyone!!

 30% >6 times in 1 yr

 cf Canada 25% decline rate of referrals 
to a nephrologist

 ?? Future. Predicted that ESRD will 
bankrupt medicare in the next 10yrs

Future

 Britain predicts Prevalence of 900-
1000/million pop by 2010. NZ probably 
similar. 

 More exaggerated in Northland due to 
our population composition

 ?? Dialysis rationing -therefore more 
patient reluctantly on Palliation

Symptoms of advanced 
Uraemia

 Reduced solute clearances

 Nausea, vomiting,  anorexia  & weight loss

 Itch

 Restless legs/ myoclonic jerks

 Hyperphosphataemia, hyperkalaemia, 
hypocalcaemia

 Drowsy, tired

 Pericarditis

 coagulopathy

Cont…..

 Anaemia

 Fluid Balance

 Pedal oedema/ raised JVP

 Pulmonary oedema

 Increasing weight

 Reduced drug clearances
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Management of Symptoms-
moderate CRF

 Dietary 
 supplements 

 protein restriction

 Low K and PO4

 Calcium supplements & Rocaltrol

 Citravescent for  metabolic acidosis 

 Fluid restriction ( often 1L/day) & 
Frusemide up to 500mg/day

Cont….

 Anaemia management- neo-Recormon  
(erythropoietin)

 Weekly sc injection

 Careful attention to Iron supplements

 GFR less than 30mls/min or 45 in Diabetics

 Only for Hb=<100g/L

 Application via a Nephrologist

Cont…

 Restless legs- clonazepam, codeine 
Phosphate

 Review medications for appropriate 
dosing etc

 Cyclizine for nausea

Quality of Life Issues

High rates of:

 depression

 Sexual dysfunction

 Reduced functional status
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Terminal Phase 

 Stop labs, dietary restrictions

 Morphine for SOB

 NB may exacerbate myoclonic jerking

 ? Tramadol/Fentanyl patch

 cyclizine

Withdrawing from Dialysis

Emotional and Spiritual Issues

“I am convinced that what really makes 
these decisions „hard choices‟ has little to do 
with the medical, legal, ethical, or moral 
aspects of the decision process. The real 
struggles are emotional and spiritual. People 
wrestle with letting go. These are decisions 
of the heart, not just the head.”

Chaplain Hank Dunn, Hard Choices for Loving People, 4th ed., 2002

Spiritual Issues 
in Withdrawal of Dialysis

Once the treatment is no longer medically indicated, the 
real issue is whether the patient or family (or physician) 
can “let go.”

“Those who choose such life-prolonging treatments for 
failing patients do so primarily out of an inability to let go 
and not out of moral necessity or medical appropriateness.”

Chaplain Hank Dunn, Hard Choices for Loving People, 4th ed.,2002
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Rate of Withdrawal

 in NZ 2002, 16% of dialysis deaths- 21 
pt. withdrew, 14 treatment stopped

 No national policy of withdrawal

 Probably increasing with aging & more 
frail dialysis population

 Need to develop an assessment 
pathway including competency

 Low rate of advanced directives

Who withdraws??

 Older patients

 Degenerative disorders

 Nursing home residents

 Dependent pts who refuse to move into 
care

International Withdrawal rates

 Canada 2nd commonest cause of death 
in dialysis patients

 USA 20% dialysis patients –3rd

commonest cause of death

Cont..
Prospective cohort study, 8 centres, USA & 

Canada, 131 patients died after stopping 

dialysis

 73% White

 Average age 70yrs +/- 1.2

 Diabetic 46%

 75% had 3-5 comorbidities

Am J Kid Dis 2000;36(1): 140-4
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Reason for Withdrawal

 Failure to thrive on dialysis 42%

 Medical complications 35%

 Access Failure 4%

USRDS data

Who makes the decision to 
withdraw?

 50% patient was competent and 
decided

 39% had no new medical complication

 50% patient was incompetent

 73% physician initiated

 27% family

 All had a new medical complication

US Data

After Decision to withdraw is 
made

 Often NZ patients and families want to 
go home

 We will continue to monitor, advise, 
even home visit on occasions if 
appropriate

 Maximise quality of remaining time

 Liase with GP

 Timely referral to Hospice

Expected survival

 Dependent on Residual renal function 
and dietary intake

 Average is 8 days ( range 2-100) 
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Uraemic Death

 Almost always portrayed as peaceful 
and somnolent

 But in reality…..

Symptoms following 
withdrawal of dialysis

 Pain 42% due to underlying co-morbidities

 Agitation 30%

 Myoclonus 28%

 Dyspnoea 25%

 Fever 20%

 Diarrhoea & dysphagia 14%

 Nausea 13%

79 USA patients

Analgesia in ESRD

Principle: “Start low and go slow”

Existing Patients requiring 
Palliative care

 Analgesics

 Timely withdrawal of dialysis

 Important that RRT patients  are aware 
that withdrawal from dialysis is not “letting 
the team down”

 Likewise pt withdrawal is not “medical 
team failure”
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Analgesics in CRF and ESRD

 Dosage adjustment

 NB use GFR not Cr

 Effect  of drug on Residual renal 
function

Analgesics in CRF and ESRD

 Dosage adjustment

 NB use GFR not Cr

 Cosider the effect  of drug on Residual 
renal function

True GFR Vs Plasma Cr Calculating GFR 

1-Cockcroft-Gault formula:

CrCl= (140-age) LBM

820xSCr

= ml/min x .85 if female.

2-MDRD formula
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NSAIDs -Effects on the kidney

 Haemodynamic via PG inhibition (<1%)

 Prevents autoregulation. Not needed in normal 
state

 important when glomerular disease, CRF, 
hypotension, dehydration or effective volume 
depletion in CHF/ cirrhosis

 First 3-7 days

 Acute Interstitial nephritis

 Nephrotic Syndrome

 Papillary necrosis

NSAID’s Use in CRF

 65% clearance in Urine

 Avoid if Possible

 Dose not adjusted but monitor GFR 
closely ( check 3-7days).

 Warn to seek help early if dehydrated

 Beware of aggravation of CHF, decr 
effect of ACE-I in hypertension

 Dialysis no effect

Cox 2 Antagonists

 Celebrix & Vioxx

 Same haemodynamic precautions as 
NSAID’s

Morphine

 Urinary retention in 16%

 Morphine-6-glucuronide ( active metabolite) 
accumulates in renal failure

 Cr Cl 10-50mls/min = 75% dose

 Cr Cl <10mls/min = 50% dose

 Beware seems to accumulate with time and 
can take days to clear. Half life longer than 
naloxone ( M6G= 27hrs cf 2-2.6 in Normals)

 Minimal dialysis effect



14

Codeine Phosphate

 Metabolised to C-6-G, norcodeine and  
Morphine

 Half life 

 N 2.5-3.5 hrs 

 in ESRD 19 hrs

 Cr Cl 10-50mls/min = 75% dose

 Cr Cl <10mls/min = 50% dose

Pethidine

 Urinary retention

 Avoid repeated dosing in CRF

 Cr Cl 10-50mls/min = 75% dose

 Cr Cl <10mls/min = 50% dose

 Active metabolite accumulates

 T1/2 35 hrs cf N 14-21

Methadone

 Becoming a preferred opioid in renal 
failure.

 NMDA receptor antagonist- unique role 
in neuropathic pain.

 Approx 20% excreted in urine, the rest 
through faeces.

 As kidney function deteriorates, 
increased elimination in faeces. 

Fentanyl

 Cr Cl 10-50mls/min = 75% dose

 Cr Cl <10mls/min = 50% dose

 Beware transdermal absorption 
increased by fever ( 30% @ 40oC), 
soap, solvents
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Tramadol

 No effect on the kidney

 Cr Cl < 30mls/min
 50-100mg Q12H max 200mg/day

 T1/2 
 N 5-6 hrs

 ESRD 11hrs. Metab unclear.

 We have found incr confusion

 Minimal dialysis effect

Paracetamol

 ARF in overdose & hepatic failure

 No change in dosing- theoretical risk of 
metab accumulation. Some say Q8H if 
GFR < 10mls/min.

 Moderately dialysable

Steroids

 No adverse renal effects

 Some change in kinetics in renal failure 
importance unknown

 No dose adjustment usually

 Minimal dialysis effect

How can we do it better??
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Suggestions….

 Advanced Directives 

 Withdrawal protocol

 Earlier referral to Hospice with 
designated primary nurse for co-
ordinated care

Advanced Directives

 Written format  

 updated annually

 Confirm decision making capacity 
initially

 Identify if there is a designated power 
of attorney for Healthcare

 copies in Blue notes, GP, Rest home etc

Withdrawal of dialysis 
Checklist

 Mentally competent

 Advanced directive

 Power of attorney

 Family agreement

 Reversible conditions?

 Economic influences?

 counselling

Withdrawal of dialysis- palliative 
issues in ensuring comfort.

 Open discussions re:

anticipating symptoms- pain, 
nausea,restlessness,confusion, dysnoea 
(fluid balance or pneumonia), pruritus, 
myoclonus twitching.

Anticipating need for non oral meds

 COMMUNICATION is extemely 
important.
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Questions to guide end-of-life 
Discussions

 What concerns you most about your 
illness

 How is treatment going for you?

 For your illness- what are the best & 
worst things that can happen to you?

 What are your hopes?

 What do you still want to accomplish?

 What might be left undone?

Preparation for dying checklist

 Will

 Advanced directive

 Funeral arrangements

 List of contacts to be notified

 Economic status/ inventory available

 Message for family/ video

Conclusion…

For patients with end stage renal 
disease, end of life care is about 
supporting them to die in peace, 
comfort and dignity and ensuring 
their loved ones are supported.


