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Objectives 

• After the lecture, trainees will be able to: 

– Describe the role of palliative care for patients with 

end stage kidney disease.  

– Prescribe the best treatment to relieve symptoms of 

patients with end stage kidney disease.  



Chronic Kidney Disease (CKD) 

• Often asymptomatic until very advanced or even 

near need for hemodialysis 

• Creatinine is an imperfect measure of renal 

function and often does not indicate the severity 

of CKD. 

• Glomerular filtration rate (GFR) can be 

estimated by calculating creatinine clearance. 
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Calculation of Creatnine 

Clearance 

Male: (140 – age) x weight (kg) 

   Serum creatinine (mg/dL) x 72 

 

 Female: (140 – age) x weight (kg) x 0.85 

   Serum creatinine (mg/dL) x 72   

 

Normal Values  
– Male: 100-125 ml/min 

– Female: 85-105 ml/min 
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Prevention of Progression of Chronic 

Kidney Disease (CKD) to ESKD 

Pre-Renal Problems 

• Avoid intravascular volume depletion 

– Inadequate fluid intake 

– Excessive fluid loss (due to diarrhea, vomiting)   

Intrarenal Problems 

• Avoid / minimize use of nephrotoxic medications 

• For patients with diabetes mellitus: 

– Strict blood sugar control 

– Use of angiotensin converting enzyme (ACE) inhibitor 

• For patients with hypertension: strict BP control 

Post-Renal Problems 

• Avoid or rapidly treat obstruction / hydronephrosis  
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Stages of CKD 

Stage 1: Normal or high GFR (GFR > 90 mL/min) 

Stage 2: Mild CKD    (GFR = 60-89 mL/min) 

Stage 3 Moderate CKD   (GFR = 30-59 mL/min) 

Stage 4 Severe CKD   (GFR = 15-29 mL/min) 

Stage 5 End Stage CKD (ESKD)  (GFR <15 mL/min) 
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Principles of Palliative Care for the 

Patients with ESKD 

• Disease-modifying and palliative care for ESKD patients 
are inseparable and often indistinguishable. 
– Most treatments for ESKD could be considered palliative. 

• Prevention and relief of symptoms often become the 
most important goals of care when creatinine clearance 
remains below 10 ml/min and: 
– Hemodialysis / peritoneal dialysis is not available or planned. 

– Hemodialysis / peritoneal dialysis will be discontinued 

• Many patients also will benefit from efforts to relieve 
psycho-social and spiritual distress, and grieving families 
may benefit from bereavement support. 
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Common Symptoms in End-Stage 

Kidney Disease (ESKD) 

• Dyspnea 
– Especially if anuric 

• Weakness 

• Fatigue 

• Pain 
– Often diffuse 

– May be severe with calciphylaxis and non-healing wounds 

• Edema 

• Anorexia 

• Nausea 

• Pruritis (itching) 

• Anxiety 



Fatigue 

• Causes 

– Anemia from to decreased erythropoetin 

production. 

• Erythropoietin replacement possible, but expensive 

and requires repeated injections. 

• Iron therapy only when iron deficiency is confirmed 

because of risk of iron overload. 

– Uremia itself 

– Other organ failure simultaneously (heart, liver) 

10 



Edema / Dyspnea 

• Patients at highest risk for fluid overload and 

resultant edema and dyspnea: 

– Those with oliguria or anuria; 

– Those who have heart or liver failure in addition to ESKD. 

• While avoidance of intravascular volume depletion 

is important early in the course of CKD, avoidance 

fluid overload becomes more important in the 

terminal phase of ESKD. 

– Daily weights and careful monitoring of fluid intake and 

output. 

– Diuretics as needed. 
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Pain and Dyspnea 

• Morphine is effective for both symptoms. However, use 

cautiously in patients with CKD. 

– Metabolized in the liver 

– One metabolite, morphine-6-glucuronide (M6G), is 

physiologically active and is renally cleared. 

– In ESKD, renal clearance is reduced and the risk increases of 

neurotoxicity such as myoclonus, delirium and sedation. 

– Use lower doses and/or longer dosing intervals. 

• Other opioids are safer to use in patients with renal 

failure, if available and affordable: 
– Fentanyl transdermal / IV (safest) 

– Hydromorphone oral / IV (few active metabolites) 

– Methadone (complicated) 
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Calciphylaxis 
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Pain from Calciphylaxis 
• No effective treatment for calciphylaxis 

• Wounds typically are non-healing 

• Premedicate before dressing changes or debridement: 

– Fentanyl IV (20 – 50mcg) 

– Ketamine IV (2.5 – 5mg) 

• Wound care: 

– Avoid wet-to-dry dressings! 

– Topical morphine: 1mg in1gm hydrogel =  0.1% conc. 

– Treat infections if symptomatic and consistent with GOC 

– For foul odor, use metronidazole powder: crush pills or open 

capsules, sprinkle on wound with dressing changes 

– Wet or bleeding wounds: calcium alginate packing or povidine-

iodine gauze packing. 

– Dry wounds: gauze or cotton coated with petroleum jelly 

(Vaseline or paraffin) or soaked with hydrogel (KY jelly). 
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Anorexia, Nausea, Delirium  

• Anorexia and nausea often are related to uremia 

– Low dose haloperidol (0.5 – 1mg IV/PO every 6-8 

hours as needed or scheduled) often relieves nausea 

due to endogenous or exogenous emetogenic toxins. 

• Delirium: hypoactive or hyperactive 

– Standard non-pharmacologic treatment for delirium: 

• Quiet room with window, large clock, large calendar 

• Frequent re-orientation 

• Sleep hygiene 

– Low dose haloperidol as needed or scheduled 

– In the very late stages of uremia, the patient may 

become increasingly sedated. 
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Pruritis  

• Pruritis (itching) is common in uremia due to dry 

skin and/or stimulation of itch receptors. 

– For dry skin: moisturizing skin lotion. 

– Anti-histamines may be useful but also may cause or 

exacerbate delirium and sedation. 

– If not taking opioid, trial of opioid antagonist: 

• Naltrexone 12.5 – 25mg po 2-3 times / day 

• Naloxone 0.002 mcg/kg/min IV infusion. Titrate upwards. 

– Topical capsaicin 
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Hemodialysis (HD)  

• If diagnosis of ESKD is uncertain consider trial of HD to 

give kidneys a chance to recover. 

• Explore patients values carefully prior to onset of ESKD 

and seek agreement on goals of care (GOCs). 

– Re-explore values and revisit GOCs with any major clinical 

change. 

– For some patients, HD may preserve an acceptable quality of life 

for a period of time. 

– Patients on HD may decide that it has become more burdensome 

than beneficial.  

– In dominant culture of US, no ethical or legal distinction between 

withholding and withdrawing HD. 

• When HD is stopped, most patients die 7-14 days. 
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