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Dr. Edoardo Melili. Servei de
Nefrologia. Hospital Universitar de
Ballvitge, | Hospitalet de Liobregat

Tractament conservador de la MRC
avancada

Dr. Angel Rodriguez Jomet. Servei de
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Exitus per retirada de dialisi

Neu S, Kjellstrand CM. Stopping long-term dialysis. N Engl J Med
1986; 314: 14-20.

* 155 pacients 9% retirada (22% dels exitus)

Hirsch DJ. Death from dialysis termination. NDT 1989; 4: 41-44
* 26% retirada

Catalano C i cols. Withdrawal of renal replacement therapy in
Newcastle upon Tyne: 1964-1993. NDT 1996; 11: 133-139

*17% de tots els exitus

A Rodriguez Jornet. Acerca de laretirada de dialisis. Nefrologia
2001; XXI: 433-434.

* 16-26% dels exitus ho sén per retirada de la dialisi

Birmelé B i cols. Death after withdrawal from dialysis: the most
common cause of death in a French dialysis population. NDT 2004;
19: 686-691.

*20% morts per retirada




NDT 2015; 30: 1951-1958

Nephrologists” perceptions regarding dialysis withdrawal
and palliative care in Europe: lessons from a European Renal
Best Practice survey

Wim van Biesen"™*, Moniek W.M. van de Luijtgaardef*, Edwina A. Brown', Jean-Pierre Michel’,
Barbara C. van Munster®’, Kitty ]. Jager’ and Sabine N. van der Veer®’
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Amsterdam, The Netherands, *Imperial College Renal and Transplant Centre, Hammersmith Hospital, London, UK, “Département de
Réhabilitation et Gériatrie, Hopitaux Universitaires de Genéve-Suisse, Geneva, Switzerdand, “Department of Intemal Medicine, Academic
Medical Center, Amsterdam, The Netherands, ‘Department of Geratric Medicine, Gelre Hospitals, Apeldoom, The Netherlands, "European
Renal Best Practice (ERBP) Methods Support Team, University Hospital Ghent, Ghent, Belgium and *Health e-Research Centre, Institute of
Population Health, University of Manchester, Manchester, UK

Correspondence and offprint request to: Wim van Biesen; E-mail: wim.vanbiesen@ugent.be
*Both authors equally contributed to the manuscript.



Table 2. Country-levd results® for items rdated to legal-ethical context, ordered by the percentage of respondents reporting withdrawal ocoomence

Ocourrence of ~ Stopping life-prolonging  Mational law or regulation of right for palliative care

withdrawal treatment is allowed”
Explicit fhici Mo mgulation, but Mo regulation, no
law i permissive attitnde  permissive attitude

Bc]gi.um West 19 79 95 53 5 42 L]
Uk Morth 46 72 80 7 11 65 7
Fmance West 34 [ 65 3 29 9
The West 14 i3 100 29 14 57 L]
Metherlands

Austria West 13 [ 69 39 15 E ) 8
Sweden Morth 15 (o] 93 40 13 4 fi
Switzerland West 13 i 100 31 15 54 0
Spain South 48 50 73 3B 21 31 10
ermany West 37 49 57 24 X2 449 5
Crech East 12 E%] 33 17 17 42 25
Repuhlic

Portmugal South 14 25 71 43 21 29 7
Homania East 18 28 33 11 0 56 33
Epypt South 15 X7 20 LI LI 53 47
Hussia East 11 X7 18 9 18 9 &4
Greece South 26 23 8 12 L] 39 50
Poland East 17 18 53 24 0 59 18
I'ta.]}' South Fir 13 40 7 3 53 38
Croatia South 11 L] 27 L] L] 55 45

Vahses are numbers ().
“Remlts displaved for countries with at least 10 respomdents.

“Refers to respondents” perception that life- prolonging treatment in terminally il patientsis fomally o informa Dy allowed in their country.



A
100% - = O il ieiainl e
T (=1 | i
| . . .
£ 8 8% ! L ]
L;Ej.'m{, ] | | | | |
FE oo - | ' ' L
E L S50 BH Hi
jﬁama- |
‘g'fzmca I
= £ 10% I
e o, n a : l. .I
I R T e T e T e
o e PO O e e O PO e T M, R R I O O e e B
EE " g EEEpRpHBEEE §O2E
.E.EEEL%E;{E@EEEEEE?E
g :tgﬁ‘-”‘hnfE“:@:E
dE"2%al 423 “°% ©
T 2 & 3
£ = T
=] = =

Country (number of recpondents)

B
Morthern Eurape

%

/f’{; 9%
[

{ 451
Ill."'\.
WAL ¥

Wastern Europe

4%
il
A
I.f I 39%
1
\\.__
17%

Southern Europe Eastern Europe
17% 15%
ool
3%
{ %
p”
il y
b >
e
42%

B cplicit law
B Official regulation

[] Permissive attitude
[ Mone of the above

FIGURE 2: National laws and regulations of the right for palliative care; figures display results for countries with > 10 respondents. (A) Per-
centage of respondents per country reporting presence of a certain type of regulation. Countries on the x-axis are ordered based on the percent-
age of reports of withdrawal occurrence, ranging from 79% in Belgium to 0% in Croatia. (B) Percentage of respondents per region reporting

presence of a certain type of regulation.



Palliative care in nephrology. Brown EA, Chambers EJ,
Eggeling C. Nephrol Dial Transplant 2008; 23: 789-791.

e Cures pal-liatives per als malalts renals.
Han d’abracar:

- la cura total i activa del pacient i la seva familia
Incloent el tractament del dolor fisic i el maneig dels
simptomes psiquics, espirituals i culturals.

- la cura al final de la vida

- el dol

- el suport als cuidadors i familiars




Palliative care in End-Stage Renal disease: Focus on
Advance Care Planning, hospice referral, and
bereavement . Holley JL. Sem Dial 2005; 18: 154-156.

 Els components de Cures Pal-liatives en |la Malaltia
renal cronica terminal han de donar suport i
tractament del dolor, de la simptomatologia uremica,
alteracions psiquiques, socials, fins i tot, espirituals.

 La cura pal-liativa del malalt renal cronic ha de
comencar quan inicia el tractament substitutiu,
llavors és quan ha de fer el proces dinamic del
Document de Voluntats Anticipades.




Risk Factors for Dialysis Withdrawal: An Analysis of the
Australia and New Zealand Dialysis and Transplant
(ANZDATA) Registry, 1999-2008

Hi WI:IT.IH‘ f.'h.un,."‘ Hjl'l'|;r:l A, f.'l!uyﬂ:lu,' .‘lh-ir:lfn-.ﬂ P MI‘!‘l'.JI:IrJ.LIIIr.I:.' Jobar WA, .-‘1.&[.;"_.j and Matthaw [, ,|'|:l.'i|-.'"

Clin J Am Soc Nephrol 2012; 7. 775-781

Factors de risc: —
1.- Edat foaon —

Torkal patients {s) =
Withd rane al for psychosocial 832 (38.4)

2-' Génere femenl’ Wﬁi?:ta]{ﬁrcardhvamlar 348 (16.2)

oo @ d eomd il oms
Withdraw al related to malignancy 345 (1600

3__ Raga blanca Withdraw al for peripheral vaseular 265 {12.3)

o 1@ id oomd i oms
Withd ransr al for cerelarow as cular 212 {98)

4 - Diabetis mellitus e e ifficulties = (15
with: dialysis acoess
Therapy ceased for any other eason 38 {148y

5._ Comorbld Itat elevada i:-::iﬂdedhmd further L rea et 1ﬁ ERS;
\ ] . =\ ] ] L|:|1.'_I|.-.-15 ortheered e :I'I.fl‘l'-CL. oty ame 'ﬂ_'|.-=:|1.1.|.11-|l:r=r -:'p-r.'r\-n.-.'rl.'hj_p.-.'l aof
6.- Tecnica: hemodialisi T e Mo o e
changed its codes for causes of withdrasval m Ootober 20005
cormoequendy, n the Z2004-2005 cra the reasons for withadra wal

7.- Enviament tarda al nefroleg [===ssvumas




Early Dialysis Initiation :

Tahle 1. Baseline characlersiics of incidenl diabsis patienis,
201 <2009 Withdrawal versus no wilthdrawal from dialvsi

Mo
Withdrawal
*® = Withdrawal
Withdrawal From Dialys L from iy from Dialysis
{r=42842)
Anmreds 1, Eflwood ® 5. Vanda lassil® Kia 3. Sur
A e (yT) 7322104 A30=1481
Mg = TH yr (%) 515 259
S = s
Face (% . . _
e %) s ». |)hrol 2013; 8: 265-270
Hack 11 a5
Azian 28 &l
BMI {kg/m?) 265269 274270
Urban dweller {3%) 421 28
Hemodialysis (%) 295 a7
Primary ESED
Tahle diagnosis (%) : ana
weitthal GMN a3 120
THabed e Kk 350
Eenovascular 24 185
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Registre de malalts
renals de Catalunya

Informe estadistic 2013
Informe estadistico 2013

Statistical report 2013

Informe estadistic 2013 Informe estadistico 2013 Statistical report 2013

Taula 2. Evolucid de la insuficiéncia renal terminal tractada a Catalunya. Periode 2007-2013*
Tabla 2. Evolucidn de la insuficiencia renal terminal tratada en Catalufia. Periodo 2007-2013"

Table 2. Treated end-stage renal disease in Catalonia, 2007-2013*

2008 2009 2010 2011 2012 2013

Prevalenca n 8.279 8590 8.821 9.021 9.246 9.534
Provatomcs pmp 11242 11503 11742 11965 12213 12622
Incidéncia n 1.063 1120 1.005 1.022 1023 1.095
e pmp 1443 1498 1338 135,6 135,1 145,0
Trasplantaments n 471 524 462 579 560 539
};ﬂf‘m; pmp 64.0 70,1 61.5 76,8 74,0 71.4
Mortalitat n 722 701 776 796 749 755
Mortallty % 8.0 8.4 8.1 8,1 7.5 7.3

pmp: per milié de poblacid  por millén de poblacion per milion of population

poblacid de referéncia: actualitzacid anual del padrd

poblacion de referencia: actualitzacion anual del padrdn

population of reference: annual census up-date
*Atesa la recuperacio de casos d'anys anteriors gue no s havien nolifical, = han recalculat els recompies i poden diferir
respecie dels valors diinformes anteriors.
“Debido a la recuperacién de casos de afos anteriores gque no e hablan notificado, se han recalculado los recuentos vy
pueden diferir respecto de los valores presentados en informes anteriores
*De fo the recovery of cases from previous years which had not been nofified, the figures hawve been recalculated and
couwld be different from those presemnted in previous reporns.




Taula 18. Distribucid de les causes de mort segons el periode de tractament en percentatges (per 100
persones/any). Periode 1986-2013
Tabla 18. Listnbucion de las causas de muerte segun el penodo de tratamento en porcentaes (por 100
personas/ano). Penodo 1986-2013
Table 18. Percent distnibution (per 100 persons/yvear) of causes of death by treatment period, 1986-2013
Periode Feriodo Period
1986-1989  1990-1984  1995-1999  2000-2004  2005-2009  2010-2013

Desconegudes Desconocidas Unknown 0.8 1.0 1.1 1.1 1.5 0.8
Cardiaques Cardiacas Cardiac 28 3.0 40 3.3 2.6 2.2
Vasculars Vasculares WVascular 1.4 1.6 1.8 2.0 1.6 1.2
Infeccioses Infc.*-::ci-::s as Infectious 1.3 1.4 1.8 1.7 1.5 1.4

Miscelania Miscelania Miscellaneous 11 08 1.0

Total 8.6 9.2 11,3 1

Taula 19. Distribucid de les causes de mort segons el grup d'edat en percentatges (per 100 persones/any). Nous
casos 2012-2013 Tabla 19. Distribucion de las causas de muerte segun el grupo de edad en porcentajes (por 100
personasiano). Muevos casos 2012-2013 Table 19. Percentage distribution (per 100 persons/year) of causes of death
according to age groups. New cases, 2012-2013

Grup d'edat (anys) Grupo de edad (anos) Age group (years)

<15 15-44 45-64 65-74 >T74
Desconegudes Desconocidas Unknown 0,0 0,0 0.2 1.0 0.8
Cardiaques Cardiacas Cardiac 0,0 0.5 1.3 3.2 3.8
Vasculars Vasculares Wascuwlar 0,0 0,0 1.0 1.3 26
Infeccioses | nf{rcciosas Infectious 0,0 1.0 1,0 1.1 1,7

Sm:lal:n Sl:u:lalcs Social

Hhcnl I-ﬁnia Miscelania .ll.isce.'la.-mtm 0,0 0.0 0.6 1.1 1,7
Total 0,0 14 5.1 87 154




Registre de malalts
renals de Catalunya

Informe estadistic 2013
Informe estadistico 2013

Statistical report 2013

Taula 17. Distribucid de les causes de mort. Any 2013
Tabla 17. Distribucion de las causas de muerte. Ano 2013
Table 17. Causes of death, 2013

n %o

Desconegudes Desconocidas Unknown 56 7.4
Cardiaques Cardiacas Cardiac 165 21,9
Vasculars Vasculares Vascular 110 146
Infeccioses Infecciosas Infectious 139 18,4
Hepatiques Hepaticas Hepatic & 0.8
Socials Sociales Social

Meoplasies Neoplasias Neoplasia a7 11,5
Miscel-lania Miscelania Miscellaneous 101 13,4

Total 755 100




[nternational variation in classification of dialysis withdrawal: a

systematic review
NDT 2014; 29: 625-635

Emma Murphy"*, Michael ]. Germain’, Hugh Cairns", Irene J. Higginson” and Fliss EM. Murtagh*”

'NIHR GSTFT/KCL Biomedical Research Centre, Guy’s and St Thomas' NHS Foundation Trust, London, UK, *King's College London, Cicely
Saunders Institute, Department of Palliative Care, Policy and Rehabilitation, London, UK, 3Baystate Medical Center and Tutts University Schoa
of Medicine, Springfield, USA and “Kings College Hospital NHS Foundation Trust, London, UK

Correspondence and offprint requests to: Emma Murphy; E-mail: emma murphy@kcl.ac.uk




Box 1. Suggestions for coding causes of death and when to check the ‘withdrawal’ question, based on trajectories and causal eriteria

(1) Death preceded by dialysis withdrawal —yes (cause of death, renal related /uraemia)
» Patient choice but not recommended by the treating medical team.
« Without significant medical problems other than renal failure,
« Active decision o withdraw from dial ysis treatment
« Co-morbidity —there may not be significant co-morbidity.
« Time from last dialysis until death may be greater than the average of 8 days depending on the residual renal function.
Primary cause of death renal related /urae mia checked and withdrawal checked.
(2) Death preceded by dialysis withdrawal —yes (other causes of death, Le. malignant disease, MI ete.)
« Usually a shared decision of the medical team and patient/family with significant medical problems other than renal failure. Occasionally one party may
make the decision unilaterally.
» Co-morbidity score—usually very high, or in a frail elderly patient.
» Time from last dialysis until death—on average 8 days, may be shorter if the patient is in the active dying process.
Primary cause of death is the disease that initiated the train of events leading directly to the death, secondary causes of death could include renal relatedf
wraemia, and withdrawal checked.
Reasons for withd rawal:
(a) Following HD and/or PD access failure.
ib) Following chronic failure to thrive/frail ry.
ic) Following acute medical complication (Le. a new stroke, M1, ischaemic bowl, respiratory failure, septic shock ete.)
id) Chronic debilitating problems (PVD, non- healing wounds, end-stage lung, liver, heart disease ete.)
(3) Death on dialysis—No dialysis withdrawal
«» No decision to withdraw from dialysis.
« Time from last dialysis until death usually <3 days.
Primary cause of death—disease that initiated the train of events leading directly to death. Withdrawal not checked. Dialysis may have not been done as
scheduled prior to death due o unstable conditon.
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Figure 2. Change in Functional Status after Initiation of Dialysis.
Data were missing for 549 nursing home residents at 3 months, 696 resi-
dents at 6 months, 823 residents at 9 months, and 787 residents at 12
months from the full analytic cohert of 3702 residents.




Is Maximum Conservative Management an Equivalent
Treatment Option to Dialysis for Elderly Patients with
Significant Comorbid Disease?

Rachel C. Carson,* Maciej Juszczak,” Andrew Davenport,” and Aine Burns™
Wanaime Regiomal Hoapital, Nanaimo, British Columbia, Canads; and "UCL Center or Neshrology, Renal Frae and
Univeraiby College Madieal Sehool, Hampatead Campd, London, Unitad Kingdom

Background and abjectives: There {5 angoing growth of elderly populatons with EERD in Western Eurape and Marth
Amerlca. In our center, we affer an alternative care pathway of ‘maxdmum conservative management' (3% to patients wha

dect nat to start dialysis, aften because af 2 heavy burden of comarbid fllness and advanced age. The abjectve af our study
was ta caompare dindcal outcomes for patients whao had ESRED and chose elther 3O ar renal replacement therapy (RRTI.

Diesign, setting partcipants, & measurements: This is an observational study of 2 singlewcenter cohart in the United
Kingdom that evaluating 202 elderly (270 vrl patents wha had ESRD and had chosen elther MO8 0 = 290 ar RRT (0 = 173).
We repart survival, hospitalizaton rates, and location of death for this cohart. Surnvval was measured fram a2 standardized
‘threshald’ estimated CFR af 108 mlfmin per 1.73 m®

Besulte Median survival, including the first 20d, was 375 ma (range 3 to 105 ma) for ERT patients and 139 ma {range 2
in 44} for MCM patients (P < A01). RRT patients had higher rates of hospitalization {0082 [95% canfidence Interval $CT) QU0
to Q0700 versus Q043 [95% CT 0040 to 0047] hospltal daysfpatent-days surdved) compared with MCM patents. MCM
patents were slgnifizantly mare Hkely to die at home or in 2 hosploe (odds ratin 415 95% C1 167 t0 10.25). A survey af the
literature describing elderly ESRD outcames is alsa presented.

Conclumions: Dialvais prnlm;:.iuniul for elderly p.'lﬁl:l.'lll-l-'-]'lﬂ have ESRD with signific
- sunive 2 substantdal leagth of time, i:hln'lrlqiin'lhr nu:‘r'l:rn of hosplital. frl:-: I

Clin [ Am Soc Neplrod & 1611=0419, 2009, dog 10215/ C N 00510109

dave ta patients whao choosss hemadizlyais.




Figure 3. Median survival for MCM cohort and the hemodialysis-only subgroup in the RRT cohort

Distribution of Days Survived:
Hospital-free Days, Outpatient Hemodialysis Days

and Hospital Inpatient Days

O Hospital-free days
O Outpatient Hemodialysis days
B Hospital Inpatient days

MCM pts n = 29

All HD-only pts n = 112

0 6 12 18 24 30 36

Suvival (months) including first 90 days

Carson, R. C. et al. Clin J Am Soc Nephrol 2009;4:1611-1619
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A Randomized, Controlled Trial of Early versus Late
Initiation of Dialysis
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ABSTRACT




INICI DIALISI DE MANERA PRECOC vs TARDANA

Introduccio:

Grup d’Australiai Nova Zelanda

Cinc referencies previes, treballs no randomitzats (2 JASN, 1 Kidney, 1 Am J Kid
Dis, 1 NDT de 2002, 2003, 2005, 2009, 2010) >>> inici tarda

Treballs no “randomitzats” i opinions d’” experts”: inici precog

Metodoloqia:

32 Centres d’Australia i Nova Zelanda

Inclusio de pacients amb FG 10-15 ml/min (Cockrofft- Gault) >>> MDRD
No TR de viu

>18 anys d’edat

FG <10 ml/min, NO

NO si DGC recent de neoplasies

NO si no capacgos de signar consentiment informat

RANDOMITZACIO central : grup preco¢ 10-14 ml/min
grup tarda 5-7 ml/min

Tractament d’anémia, quelants P, HTA, nutricio, ... igual
Col-locacio de catéters temporals per HD nomeés per criteris clinics




INICI DIALISI DE MANERA PRECOC vs TARDANA

Metodoloqgia:

Seguiment:
 Objectius principals: exitus, complicacions cardiovasculars i
infeccioses
 Objectius secundaris: complicacions de la dialisi, estat
nutricional, ecocardiograma

« Estadistica:
- 800 pacients, 400 cada branca,
- 3 anys d’inclusio,
- 3 anys de seguiment




INICI DIALISI DE MANERA PRECOC vs TARDANA

RESULTATS :

* Temps de “randomitzacio” fins inici dialisi = 1,8 mesos (1,6-
2,23), grup precoc vs 7,40 (6,23-8,27) grup tarda

* Cockcrofft 12 mI/min|(18% inici < 10) vs|9,8 mI/min|(76% >7)
FG MDRDJ}9 vs 7,2 mi/min
* Tipus dialist: , grup precog

HD 188, “
CAPD 171, grup tarda
HD 215, y

* Acceés temporal d’HD per criteri clinic: 15 (p) vs 35 (t)

Seguiment:
* Exitus: 307 pacients >> 152 grup precoc
>> 155 grup tarda

* No diferencies significatives tampoc en esdeveniments
cardiovasculars, infecciosos, col-locacio de cateters
temporals ni en qualitat de vida.




EAFRLY VERSUS LATE INITIATION OF DIALYSIS

2982 Patients were screened

2154 Were excluded

681 Declined to participate

Y

Y

decision
106 Had other reason

randomization

868 Did not meet inclusion criteria

340 Were excluded owing to physician's

159 Were registered but did not undergo

528 Underwent randomization

|

404 Were glfsigned to early-start dialysis
PP Ctarted dialysis)
134 Completed follow-up through

Novefhber 14, 2009
270 Did njgt complete follow-up
152 Dicl

8 Underwent transplantation
23 Declined consent to extension
of study
10 Withdrew consent
5 Transferred to nonparticipating
hos pital
1 Emigrated
1 Was lost to follow-up

|

ssigned to late-start dialysis

PP started dialysis)
166 Completed follow-up through

Novernier 14, 2009
258 Did notfomplete follow-up
155 Died

4 Underwent transplantation
20 Declined consent to extension

of study

4 Withdrew consent

3 Transferred to nenparticipating
hos pital

1 Emigrated

1 Was lost to follow-up
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Year
No. at Risk

Early start 404 358 305 249 177 599 59 32
Late start 424 335 333 254 187 115 60 iz
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Table 3. Cox Hazards Models of Mortality: Unadjusted and Adjusted Hazard Ratios (HRs)

All Persons Persons With Albumin Level =3.5 g/dL
(n=81176) (n=35665)

Variable Unadjusted HR ~ PValue  Adjusted HR P Value  UnadjustedHR P Value  AdjustedHR P Value
Age, y?

45-54 1.48 =001 1.62 =001 1.71 <.001 1.78 <001

55-64 2.13 =001 2.36 =001 2.71 =.001 2.74 =001
Sexd

Male 0.08 .22 1.04 .01 1.00 .84 1.06 02
Race/ethnicity®

Black 1.08 =001 1.10 =001 0.94 .01 0.92 001

Asian 0.50 =001 0.53 =001 0.49 <.001 0.50 <001

Native America 0.88 14 0.94 A7 0.84 .29 1.02 93
Cause of renal failured

Glomerular 0.68 =.001 0.76 =.001 0.60 =001 0.70 =001

PCKD 0.55 =001 0.63 =001 0.59 =.001 0.56 =001

Other urologic cause 1.02 .66 1.01 N 0.89 .048 0.86 01

Other cause 1.67 =.001 1.59 =.001 1.35 =.001 1.45 =.001

Unknown cause 0.99 .82 1.08 .001 0.88 .008 0.96 4
Year? 0.98 =001 0.98 =001 0.97 <.001 0.97 <001
Hemoglobin lavel® 0.97 =001 0.97 =.001 0.98 .006 0.96 =.001
BMI2

<185 1.63 =001 1.52 =001 1.45 <.001 1.42 <001

18.5-24.9 1.22 =001 1.20 =001 1.16 =.001 1.17 =001

=30.0 0.91 =001 0.97 .08 0.94 .06 1.00 .90
eGFR®

5.0-09 1.29 =001 =001 1.20 =.001 1.27 =001

10.0-14.9 1.70 =001 =001 1.60 =.001 1.53 =.001

=15.0 2.25 =001 =001 2.32 <.001 2.18 <001
Albumin level, g/dL®

<25 2.9 =001 =001 NA MA A MA

25-34 1.43 =001 =001 NA NA NA NA
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Tractament conservador de la malaltia renal cronica avancada
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Concluslon: Planned early initiation of dialysis therapy in patients with progressive chronic kidney disease has

higher dialysis costs and Is not associated with improved quality of life.

i ias 4 -
Dialysis 3 to 22 BO1)
Transpor o 11 to 9,959}
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treatme
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Total 215,354 (114,777, 311.713) 202,124 (114,636, 288,704) 18,715 (—3,162 10 43,021)
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When to start dialysis: updated guidance following publication of the
Initiating Dialysis Early and Late (IDEAL) study

James Tattersall', Friedo Dekker”, Olof Heimbiirger', Kitty J. Jager®, Norbert Lameire”,
Elizabeth Lindley', Wim Van Biesen’, Raymond Vanholder®, and Carmine Zoccali®
on behalf of the ERBP Advisory board

'Leeds Teaching Hospitals Trust, Leeds, UK, Lr.lu:l-m Unn:rqlt'l.r Medical Center, Leiden, The Netherlands, *Karolinska Institutet,
Huddinge University Hospital, Stockholm, Sw = Lqter University of Amsterdam, The Netherlands,

Lm!.m:t!.r Hospital, Ghent, Belgi
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Fig. 3. Kaplan-Meier survival curves in palliative-dialysed, palliative non-dialysed, and all
other dialysed patients (see text for definition of groups). Predicted survival in all other dia-
lysed patients was significantly greater than in the other two groups. Survival in the palliative-
dialysed and palliative non-dialysed groups was not significantly different.

Smith C et al. Choosing not to dialyse: Evaluation of planned non-dialytic
Management in a cohort of patients with end-stage renal failure.
Nephron Clin Pract 95: c40-c46, 2003.
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Dialysis or not? A comparative survival study of patients over 75 years
with chronic kidney disease stage S

Fliss E. M. Murtagh', James E. Marsh”, Paul Donohoe®, Nasirul J. Ekbal®, Neil §. Sheerin” and
Fiona E. Harris”

"Department of Palliative Care and Policy, King's College Hospital, London, “Department of Renal Medicine. Epsom
and St Helier University Hospitals, Surrey, *Department of Renal Medicine, King's College Hospital London, *Division
of Renal Medicine, St George's Hospital, London and *Department of Renal Medicine, Guy's and 5t Thomas® Hospital,
London, UK
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High comorbidity comparing dialysis and conservative groups. P = 0.98

Murtagh FEM et al. Dialysis or not? A comparative survival study of patients
over 75 years with chronic kidney disease stage 5.
Nephrol Dial Transplant 22:1955-1962, 2007.
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18 anys, 844 pacients, 689 D (82%); 155 C (18%)

Survival of elderly pationts with sge § CKD 1811
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Fig. 2. Comparson of Kaplan-Meer survivil carves by modabity (RET w coanservative kidney nanagemel) in patients =75 yeard, The panel on the
ket deprcts the relatematuge in those wath bow camorhidity and that m de Aght m those with high comerhicy.
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- En pacients > 75 anys amb alta comorbiditat,
I'expectativa de vida a favor dels tractats amb
dialisi és molt petita, inferior a 4 mesos. Les
dones tindrien, en tractament conservador,
millor pronostic.

Cumulative Survival

.21
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Months since Stage 5 CKD

Fig. 3. Cox propartional model snrdval enrve of patients sped =75 yearnn—OCM va RRT—adjmted for age, gender, sthnicity, the presence of dishetes
and the pressncs of hgh comorhdity, Medin sorvival in RRT patients is hetler by <4 months, which 18 not sttidcally dgnificant (P = 043




Envejecimiento de la poblacion en didlisis

Ehe New Pork Eimes

Kidney Disease and Dialysis

Apdl 1, 2011

The federal government pays for most of the cost of treating end-stage
kidney disease, and more older people are using the program.

END-STAGE KIDNEY DISEASE
New patients per million

1,500
Age 75 and older
- 1,000
500
...... All ages
=t — 15 and
| | | under
‘80 |0 00 08

DIALYSIS COSTS PER PATIENT
In thousands of dollars per year

Patient with
kidney disease,

Eﬁ:'i:al:};ney diabetes and
hipaing heart failure <405

AGE B5 V0O 75 80 85 Older

Sources: U.5. Renal Data System; Journal of the Amencan Society of Nephrology, Peter S. Aronson
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Eleccio de no dialisi en insuficiencia renal cronica en estadi V (fallada
renal). Evolucio de les caracteristiques dels pacients entre 1992-1995 i
2000-2003.

M Garcia Garcia, JC Martinez Ocafa, A Rodriguez Jornet, J Almirall, E Ponz, J Ibeas,
T Lopez Alba. Nefrologia 2007; 27: 574-580.

1.- Els pacients que no inicien didlisi en els darrers anys sén més
vells, tenen pitjor capacitat fisica, pero sén més autonoms en
la seva capacitat de decisid.

2.- La identificacié dels pacients amb insuficiencia renal
cronica (IRC) en estadi V es fa de forma més precoc i el
seguiment és més perllongat en el darrer periode.

3.- El maneig nefrologic conservador de la IRC estadi V és una
practica clinica nefroldgica significativa degut a la major
supervivencia d'aquests pacients.
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Prolonged conservative treatment for frail elderly patients with
end-stage renal disease: the Verona experience

Vincenzo De Biase', Olga Tobaldini', Claudia Boaretti®, Cataldo Abaterusso', Nicoletta Pertica’,

Cam Conelusions. Our study shows that a conservative strat-

ivisc E2Y 18 feasible for frail uraemic patients, achieving accept-

Verona, able clinical results and a (Qol comparable with patients on
haemodialysis. The study also provides indications on how
to plan trials on this topic, to obtain the evidence needed to
guide the difficult choice of whether to recommend dialysis
or conservative treatment for such frail patients.

al of

Kb (haseline) £3.6 (100, G0-10d) 6 (M e0-80) T (70 90-30)
K (end of follow-up) 636 (B0; S0-50) 52 (30, 30-60) T0 (70 Bi—a0)
GFR (baseline) mlfmin'l 73 m® 102 (11 7-15) 106 (9 3—14) 9 (5; B-10)
GFR (end of follow-ap) B.2(7: 513 T6(T, 5-13) -

Mumber of hospital admissions per patient 1L.5(1-3) 0.3 {1-2) 2(1-5)
Duration of hospital admissions per patient (days) 105 (2-82) Bi{3-1% 13.2 (15-50)

AhJean values are shown Median andlor range are in brackets.

B R arpofcky functional score (Ks).

“The apparent stability of this index in HD patients is due 1o one patient's score improving from 30 1o T

4The range of GFR reduction was 0—7 mbmin. Minor reductions were obgerved in seven subjects, except a 5 mbimin decrease in GFR in one patient,
and the subsiantial siability in three patiends.



Nefrologia 2015; 35: 273-279

Original
Eleccion de tratamiento conservador en la enfermedad renal
cronica

José Luis Teruel*, Victor Burguera Vion, Antonio Gomis Couto, Maite Rivera Gorrin,
Milagros Ferndndez-Lucas, Nuria Rodriguez Mendiola y Carlos Quereda

Servicio de Nefrologia, Hospital Ramén y Cajal, Madrid, Espafia

Conclusioneq: El 39% de los fjacientes con ERC en estadio 5 atendidos durante un ano en el

Servicio de Nefrologia fueron tratados de forma conservadora. Edad, comorbilidad y disca-
pacidad funcional fueron las variables que se relacionaron con la eleccién de tratamiento
conservador.



Original

Nefrologia 2016; 36: 283-291

Supervivencia de pacientes de edad avanzada (>70 anos)
con enfermedad cronica estadios 4-5: dialisis vs tratamiento

conservador

Yeleine Martinez Echevers*, Néstor Gabriel Toapanta Gaibor, Nathasha Nava Pérez,
Francisco Barbosa Martin, Rafael Montes Delgado y Maria Angeles Guerrero Riscos

UGC MNefrologia-Urologia, Hospital Universitario Virgen del Rocio, Sevilla, Espana

INFORMACION DEL ARTICULO

RESUMEN

Historia del articulo:

Recibido el 24 de didembre de 2014
Aceptado el 10 de noviembre de
2015

On-ling el 19 de abrl de 2016

Palabras clawve:

Enfermedad renal cronica avanzada
Ancianos

Supervivencia

Tratamiento conservador

Paciente fragil

Introduccidn: Los pacientes de edad avanzada que llegan a enfermedad renal cronica avan-
zada (ERCA) se han incrementado en los dltimos afics. No hay evidencia de la mejor actitud
terap€utica en estos pacientes.
Objetivos: Observar la evolucién de pacientes ancianos en consulta de ERCA (estadios 4 y 5)
y comparar la supervivencia de los pacientes con ERC estadio 5 tratados con diilisis o no.
Material y métodos: Se incluyd a todos los pacientes con =70 afios que iniciaron seguimisnto
en consulta de ERCA desde el 1-1-2007 hasta el 31-12-2008 y se observd su evolucion hasta
el 31-12-2013. Se recogieron datos demograficos, indice de comorbilidad de Charlson, ante-
cedentes de cardiopatia isquémica (CI) y diabetes mellitus (DM).
Resultados: Se estudid a 314 pacientes con ERC estadios 4 y 5 con =70 afios, 162 de los cuales
estaban en el momento del inicio del seguimiento o a lo largo del mismoe en estadio 5; 69 de
estos pacientes recibieron tratamiento con dialisis. En el grupo estadio 5: mediana de edad
de 77 afios (74-81); 48% CI; 50% DM; Charlson 7 {6-9). Supervivencia Kaplan-Meier: =70 afios
{23 vs. 69 pacientes con didlisis) log rank: 15 (p < 0,001), con =75 anos (74 vs. 46 pacientes con
dialisis; log rank: 8,9; p=0,003), con =80 afios (40 vs. 15 pacientes con diilisis) y p=0,2. Los
pacientes que recibieron tratamiento con didlisis tenian menor edad e indice de Charlson y
el iempo de seguimiento en consulta era inferior.
Conclusiones: En nuestro estudio el tratamiento con didlisis mejora la supervivencia, sibien
esta ventaja se pierde en los pacientes con =80 afios.

® 2016 Sociedad Espafiola de Nefrologia. Publicado por Elsevier Espafia, 5.L.1. Este es un
articulo Open Access bajo la CC BY-NC-ND licencia (httpy/creativecommons.org/licencias/

by-nc-nd/4.04).




Pacientes = 70 afos {n = 162) Pacientes = 75 anfios (n = 120) Pacientss = 80 afos [n = 55)
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Figura 2 - Efecto del tratamiento con dialisis en la supervivencia segiin grupos de edad (pacientes ERC estadio 5): didlisis vs.
no dialisis.



PROTOCOL D’ORIENTACIONS PER L’ENTRADA/RETIRADA DE
PACIENTS EN DIALISI

Situacions cliniques en les que s’aconsella la no entrada/retirada de dialisi:

a) en cas de perdua substancial de la capacitat cognoscitiva:
® demencia avancada irreversible
® oligofrenia profunda
® estat vegetatiu persistent

b) en cas de trastorn psiquiatric greu amb impediment de minima col-laboracié

del pacient en el tractament:
® psicosi cronica irreductible

Cc) en cas de preséncia d’altres malalties de pronostic infaust

(supervivencia inferior a sis mesos):
® malaltia maligna solida no tractable, metastatica
®* malaltia maligna hematoldgica refractaria, no tractable

® malaltia terminal irreversible hepatica, cardiaca o pulmonar (en aguests casos seran

pacients enllitats amb ajuda important per les activitats diaries)
® fallada multi sistemica amb pronostic de supervivencia altament improbable




“Pregunta sorpresa”

Seria una sorpresa que aquest malalt moris
en els propers dotze mesos?

A Survival by Surprise Question Response B Survival by Comarbidity Score
- 0.6 =
0.8 g™ CCl-8
" "
€ 0s- 5 069
= n
i B
§ 2
£ Mean Days Alive E 0.4 Mean Davs Alive
a 04 “Yes"= 356.0:2.8 E— “OCT<E = 3574426
e “MNo"=328 4131 a “CCI=R"= 344 0464
B P= 0.005 P= 0006
0.2+
0.2
0.0
D.0=
T T T T
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“Yes"” 13 113 Ha 13 ux o 4 e COlH 12 1l 95 9% a3
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Moss AH, CJASN 3: 1379-1384, 2008



Activitats completes en els pacients vells: 75%.
Estudis sobre EPO i anemia en dialisi.




Activitat fisica normal /quasi normal: 5%

Schaefer K, Rdéhrich B. The dilemma of renal replacement therapy in patients

over 80 years of age. Dialysis should not be withheld.
NDT 1999; 14: 35-36.




Tractament conservador de la malaltia renal cronica avancada

Plantejar-se davant pacients dels que no ens
sorprendria la seva:

 La dialisi és beneficiosa per tots els
malalts amb Malaltia Renal Cronica
avancada/terminal?

» Comencar dialisi?

» S’ha de suspendre la dialisi per
tractament futil?




Nephrology
Dialysis
Transplantation

" Es impossible oferir una acceptable qualitat de vida i marcar un bon pronostic
de la malaltia del pacient, sense fer-lo a aquest particip de les decisions
terapeutiques de la seva malaltia”.

" Una vegada fet el diagnostic d’insuficiéncia renal cronica terminal, i dels
factors comorbids afegits, s’ha d’oferir al pacient el millor tractament per
aconseguir la millor qualitat de vida. El tractament substitutiu pot no
ser el que doni la millor qualitat de vida (si, quantitat)".

"Si s’ha comencat la dialisi i es planteja la possibilitat de retirar-Ia,
aquesta decisio s'ha de consensuar entre pacient, familia i equip
assistencial".



Malaltia renal

cronica avancada:

opcions de tractament
!

/| Barcelona, 2015
o i




Tractament
conservador

El tractament de la insuficigncia renal crdnica molt avancada és el
tractament substitutiu de la funcid renal mitjangant dialisi o trasplan-
tament renal.

En alguns casos, atesa I'edat avangada i altres malalties afegides a la
insuficidncia renal, es potseguir un tractament conservador sense iniciar
dialisi, i optimitzar el tractament de la insuficitncia renal crénica amb
tots els medicaments de qué es disposa. Aquests casos excepcionals
son els de pacients generalment molt grans i amb nombroses malalties
afegides a la insufici#éncia renal crbnica.

Es pot fer, doncs, un tractament conservador,
només amb medicaments, quan a una persona
i indiquen fer dialisi?

Mo. Aquestes persones a gqui se’ls proposa un tractament conservador
tenen un pronodstic dolent, una expectativa de vida no gaire llarga.
S'ha vist que només en aquestes persones, el pronbstic &s el mateix
si s6n tractats amb dialisi © de manera conservadora. Pacients amb
les caracteristiques esmentades poden, fins i tot, tenir una qualitat de
vida millor: menys dies d"hospitalitzacid, menys consultes als serveis
d'urg&ncies per complicacions, menys procediments invasius com ara
puncions venoses o col-locacions de catéters, etc.

28 Malsltia reral criénica avangada: opdons de trackamert




Llavors, qualsevol malalt, arribada la necessitat
de fer tractament substitutiu renal, pot ser
tractat només amb medicaments i, si no va bé,
fer després la dialisi o ser trasplantat?

Només en aquests casos, de persones molt grans amb molta comorbi-
ditat afegida (altres malalties), I'equip médic de nefrologia pot acon-
sellar el tractament conservador. En tota la resta de pacients, arribada
la presentaci6 d'insuficiéncia renal cronica terminal, en general acom-
panyada de simptomes urémics, i coincidents amb ['analitica molt
deteriorada de la funcié renal, I'equip médic aconsellara comengar la
dialisi aviat.

Si no fa dialisi, i la persona es troba malament,
quin tipus d'atencié tindra?

Una vegada s'hagi optat per aquest tractament conservador, I'equip
meédic de nefrologia i de capgalera seguiran controlant igualment el
pacient. Davant de qualsevol complicacid, sera tractat també conser-
vadorament, es controlaran els simptomes que presenti i s'evitara en tot
moment el patiment en els moments finals.

Es una decisio irreversible o es pot demanar fer
dialisi més endavant?

El pacient pot canviar d'opinié davant de la presentacié de noves
circumstancies, i pot optar pel tractament substitutiu mitjancant dialisi,
si ho desitja, tot i que el consell médic segueixi optant pel tractament
conservador sense dialisi.
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ialysis or conservative care for frail older patients:
ethics of shared decision-making

llmpt‘ria] College School of Medicine, London, UK,

Jlmperia] Renal and Transplant Centre, Hammersmith Hospital,
London, UK and
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Dialisi o tractament conservador?
Decisiéo compartida metge-pacient

Implementacié de la decisiéo compartida.-

Explicar la vi

Per ser profitc
per les dues |
1) Els pacient
coneixement

2) Els metges

d_#_—_—__
T
Al T
C_'_'_'ml_\_"‘:) A5 KN -patent
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Una relacié solida metge-pacient aconseguira una correcta decisio i
evitara aquestes possibles disparitats entre els objectius d’un i altre.
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FIGURE 1: Model of shared decision making.
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AJKD Am J Kid Dis 2015; 66: 1024-1032
Original Investigation

Predicting Early Death Among Elderly Dialysis Patients:
Development and Validation of a Risk Score to Assist Shared
Decision Making for Dialysis Initiation

Mag Thamer, PhD," James S. Kaufman, MD,” Yi Zhang, PD," Qian Zhang, MPH,
Dennis J. Cotfer, MSE," and Hegjung Bang, PhD’




Table 3. Sample Rk Agsessment Questionnaire for Clinicians
and Patients’ Lise for Those Who Initizte Diahsis

Patient's Conditicn Soore If Yes
Age category
Oy i
F-rd oy 1
fo-ray 1
Bl-E4 y 1
B-EQ y 2
=y |

Risk Score for E: ality Among LDialysis Fatients

Albumin bewvel bow (<35 gidl) or unknown? 1
MNeads asgistance in dadly Iving? 1
Lives in nursing home? 1 Table 4. E.ample Risk Assessment Chgrt for {‘ljlinh:.‘ians and
Had or has cancer? 1 Patients’ Use for Those Who Intiate Dialysis
Hm ar has hear ‘|-EI||IJrE? 1 Estimated mmui”w
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assessment tool i3 not intended as medical athice or to suggest
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2 % 12% %
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4 17% %o 19%
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Nofe: Probabilties were calculated from nearly 70,000 pa-
tignts with end-stage renal disease 67 years or older who initi-
ated dialysis therapy. Disclaimer: This risk assessment tool is
naot intended as medical advice or to suggest treatment. Patients
should always consult with their physician or other health care
professional for advice.
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Special Article

Discussions of the Kidney Disease Trajectory by Elderly Patients
and Nephrologists: A Qualitative Study

Jane O. Schell, MD, "= Uptal D. Patel, MD,"% Karen E. Steinhauser, PhD,*
Natalie Ammarell, PhD,® and James A. Tulsky, MD"-=%:3

Background: Elderly patients with advanced kidney disease experience considerable disability, morbidity,
and mortality. Little is known about the impact of physician-patient interactions on patient preparation for the
illness trajectory. We sought to describe how nephrologists and older patients discuss and understand the
prognosis and course of Kidney disease leading to renal replacement therapy.

Methods: We conducted focus groups and interviews with 11 nephrologists and 29 patients older than 65 years
with acvanced chronic kidney disease or receiving hemodialysis. Interviews were audiorecorded and transcribed.
We used qualitative analytic methods to identify common and recurent themes related to the primary research question.

Results: We identified & themes that describe how the Kidney disease trajectory is discussed and understood:
(1) patients are shocked by their diagnosis, (2) patients are uncertain how their disease will progress, (3) patients
lack preparation for living with dialysis, (4) nephrologists struggle to explain illness complexity, (5) nephrologists
manage a diseasa over which they have little control, and (8) nephrologists tend to avoid discussions of the future.
Patients and nephrologists acknowledged that prognosis discussions are rare. Patients tended to cope with
thoughts of the future through avoidance by focusing on their present clinical status. Nephrologists reported
uncertainty and concem for evoking negative reactions as barrers to these conversations.

Conclusions: Patients and nephrologists face challenges in understanding and preparing for the Kidney
disease trajectory. Communication interventions that acknowledge the role of patient emotion and address
uncertainty may improve how nephrologists discuss disease trajectory with patients and thereby enhance their
understanding and preparation for the future.

Am J Kidney Dis. 59(4):495-503. © 2012 by the National Kidney Foundation, Inc. Published by Elsevier Inc. Al
rights reserved.

INDEX WORDS: Geriatric nephrology; doctor-patient communication; disease trajectory.



Dialisi o tractament conservador?
Decisiéo compartida metge-pacient

Implementacié de la decisié compartida.-
Canvis que impliquen en la practica clinica habitual:

Per part del nefroleqg:

Destresa: el metge esta educat per/a la ciencia, t€ mancances
d’empatia moltes vegades, té dificultats en el trasllat del
coneixement cientific a la circumstancia individual d’'un pacient en
concret, i més a un pacient fragil. Aixo li crea les seves propies
angoixes.

Serveis que comencen dialisi amb filtrats relativament alts, perque
predominen aspectes d’altres malalties per sobre dels propis de la
malaltia renal. Considerar alternatives, doncs ara esta vist que
comencar el tractament substitutiu renal precogment pot crear fins |
tot maleficencia.

El tractament conservador ha d'implicar la continuacio en I'atencio
del pacient, i de la seva familia.




Dialisi o tractament conservador?
Decisiéo compartida metge-pacient

Implementacié de la decisié compartida.-
Canvis que impliquen en la practica clinica habitual:

Per part del pacient:

Hi ha pacients que prefereixen no implicar-se en la decisio
compartida

Mancances del pacient com la sordesa o la falta de visio.

Mancances educatives, culturals, i cognitives, empitjoraran les
expectatives d’'una bona decisié compartida.

També les barreres idiomatiques, altres cultures per forta taxa
d’'immigracio. Poden tenir diferents conceptes de salut.

Una barrera general per tot aixo €s el TEMPS. La consulta externa
general a Anglaterra abraca 10 minuts. Impossible tractar aquests
temes en 10 minuts.




Dialisi o tractament conservador?
Decisiéo compartida metge-pacient

- Conclusions:

- La Medicina es mou des de les posicions paternalistes cap a les del
dret d’autonomia.

Millorar la comunicacio en sis suposats que es donen amb frequencia:

11.- El malalt entra en xoc davant del diagnostic.

2.- Pacients queden indecisos, insegurs davant la possible evolucio de la
malaltia.

3.- Pacients amb manca de preparacio per viure en dialisi.

4.- Nefrolegs esforcats en fer entendre la complexitat de la malaltia.

1 5.- Nefrolegs que reconeixen no controlar el pronostic de la malaltia.

6.- Nefrolegs que eviten parlar del futur del pacient i de la seva malaltia.

T TTIMOTS TCSUTOTS CTT goartat uc vioor OIS PacTeTIitS, T el aeorrscygo
disminuir la retirada de dialisi, en benefici del pacient i de la

despesa publica.
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Original Investigation

Nephrologist-Facilitated Advance Care Planning for
Hemodialysis Patients: A Quality Improvement Project

Osama W. Amro, MD, MS,"= Malar Ramasamy, MD,"~ James A. Strom, MD,**
Daniel E. Weiner, MD, MS, " and Bertrand L. Jaber, MD, MS**

Paper del nefroleg en la resposta
dels pacients al repartir Documents
sobre Voluntats Anticipades




Els nefrolegs poden facilitar la resposta dels pacients als
documents o questionaris sobre Voluntats Anticipades:
una eina de qualitat assistencial.

Metodologia.-

De juny de 2013 a juliol de 2014, dos centres de Boston,
consentiments informats obtinguts.

|dentificacio de pacients de mal pronostic, d’alt risc de mortalitat,
amb la pregunta “sorpresa” :“T'estranyaria que aguest malalt
moris en el proper any?

Pacients als que els seus nefrolegs responguessin amb un “no”,
serien convidats a participar en I'estudi, a fer una entrevista, amb
objectiu MOLST, de 15 a 60 minuts durant una sessio de dialisi, per
un nefroleg “col-lega”.

El projecte inclou participar a les parts interessades: nefrolegs
responsables dels malalts, treballadors/es socials, supervisors/es,
infermer/es, director medic. Dos nefrolegs “col-legues” interessats
en el projecte amb experiencia en abracar el tema del final de la
vida i amb experiencia comunicativa, amb curriculum en cures
pal-liatives, etc ferien les entrevistes.




Els nefrolegs poden facilitar la resposta dels pacients als
documents o questionaris sobre Voluntats Anticipades:
una eina de qualitat assistencial.

AJKD Am J Kid Dis 2016; 68:
Discussio.- Editorial 8-10

Planning Dialysis Care: You Might Be “Surprised” |

Mark A. Brown, MB BS, MD
St George Hospital & University of NSW
Sydney, Australia

- Es important que les mateixes KDIGO hagin incorporat la
recomanacio que tot pacient que comenci dialisi rebi
informacio sobre documents de voluntats anticipades, i en
funcid del seu pronostic tingui una planificacio per I'etapa final
de la vida.

- 58% de pacients vius als 12 mesos dels considerat de mal
pronostic en front del 92% en els pacients amb llarga
expectativa de vida = implicacio dels nefrolegs en agquest tema.
No delegar en infermeria ni treballador/es socials; la decisio de
tractament conservador, o retirar o no tractaments, és del
nefroleg.
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