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Objectives

* Compare survival and illness trajectories for patients with kidney
failure on dialysis vs Conservative kidney management (CKM).

* Understand the symptom burden in chronic kidney disease.

* Discuss how frailty, advanced age, and multimorbidity affect
prognosis for elderly patients deciding about initiation of dialysis.

* Discuss prognostic tools in the setting chronic kidney disease.

* Describe the role of kidney supportive care and indications of
CKM.

* Apply shared decision making and treatment specific goals of
care discussion tools.



* 1972 ESRD Medicare
Entitlement program

* ESRD became a
manageable chronic
condition.
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79-year old male with CKD -5 with proteinuria secondary to
diabetes and recurrent AKls due to cardiorenal syndrome.

Other comorbidities:

* HFrEF (10-15%) ,aortic stenosis, p-Afib s/p CRT-D placement,
CAD s/p CABG

* COPD, HTN, OSA

Social/ Personal history:
* Served in Army

* Lives at home with wife, has one daughter

* Worked night shifts at a 7x11 store




Case 1, continued

Symptoms: * He was emergently started on

» Exertional fatigue and SOB HD when he developed kidney
. . failure and progressive fluid

* Loss of appetite and weight overload in the setting of heart

failure with severely reduced
ejection fraction to 10-15% and
moderate —severe aortic
stenosis (deemed to be a poor
candidate for valve
replacement)



Case 1, continued

Functional status:

Prior to dialysis: PPS 70%

* independent of ADLS and IADLS at home
* spends time doing repairs at home.

After starting dialysis :PPS 50%

* Canonlywalk up to 13 steps, with
considerable effort, ambulates with cane
assistance.

e Continued to have shortness of breath on

any minimal exertion, decreased appetite.

+ constipation.

What matters most:
* Participate in church activities.

* Live aslong as heis able to be aware of his
surroundings



Symptom Burden in Kidney Failure

~12
symptoms per dialysis patient

Symptom All sample (n = 236) Older patients had
significantly higher total

Dry.mouth 216 (91.5) symptom counts, higher

Itching 196 (83.1) severity scores, and higher

Dry skin 194 (82.2) e ’

Feeling tired or lack of energy 192 (81.4) palliative care needs scores.

Trouble staying asleep 178(75.4)

Worrying 168 (71.2)

Feeling anxious 159 (67.4)

Trouble falling asleep 158 (66.9)

Feeling irritable 147 (62.3)

Muscle cramps 129 (54.7)

Difficulty becoming sexually aroused 129 (54.7)

Decreased interest in sex 129 (54.7)

X. Wang, Q. Shi, Y. Mo et al. IUNS
2022



Symptom Burden in Kidney Failure (contd..)

I’=O.88 I’=0.62 I‘=0.78 r 0.5-0.7= strong;

correlation: reduced QOL correlation: depression correlation: anxiety >0.8=very strong
Factors Increasing Symptom Burden Protective Factors (Lower Burden)
A Older age -- physiological decline, more comorbidities V Social support -- feeling respected, understood
A Female sex -- greater symptom expression V¥ Good self-management -- adherence, structured lifestyle
A Longer dialysis duration -- vascular calcification, neuropathy V Married status -- family support, disease engagement
A Poor sleep quality -- affects 85% of dialysis patients
A Malnutrition -- electrolyte imbalance, organ decline Common Symptoms (ESAS-Renal / IPOS-Renal)

A Comorbidities -- additive symptom effects

A Lower income / unemployment -- dual financial-disease burden *Fatigue, pruritus, restless legs, pain

*Nausea, insomnia, dyspnea, anxiety, depression
*Bidirectional relationship with depression and QOL

Clinical implication: High symptom burden predicts poor QOL independent of dialysis status -- reinforcing the need for routine symptom screening in all
kidney failure patients

Lu et al., Renal Failure 2024 -- Systematic
Review and Meta-analysis:



Nephrol Dial Transplant (2006) 21: 3189-3195

doi:10.1093/ndt/gf1380
Advance Access publication 6 September 2006

Orlglnal ArtiCle Nephrology Dialysis Transplantation

Longitudinal validation of a modified Edmonton symptom assessment
system (ESAS) in haemodialysis patients

ESAS

Tired

Well-being

[tching

Pain

Appetite

Drowsy

Depressed

Shortness of breath
Anxious

Nauseated

Total symptom distress score
Number of symptoms
Moderate/severe symptoms



Does dialysis improve symptoms in older adults? CJAS N

Cman e - gt s Loy ma gy

European QUALIty Patients surveyed every 3-6 months on 30 symptoms using the dialysis symptom index (DSI)

(EQUAL) study
One year pre-dialysis At start of dialysis One year post-dialysis
M Symptom number EE Symptom number
456 ELII'DFIE'EHE Fﬁtﬂtﬁs i, 7T Years old, 75% Man QR Pll'.t.[!.-igt +1.5)
age z 65 years {95 Cl: +2.5 to + -El SCER 8 mbming T3eme (95%Cl: -3.4 to +1.5)

44% Diabetes, 46% CVD
Symptom burden 81% Fatigue Symptom burden

&% O d interest

&‘ +13.3 it 5.9
Eaun (05%CI 495 1o +17.0)  WRLTTE W  (95%C1: —14.9 to -3.0)

= 20 mli/min/1.73m? : : : sexually aroused

Conclusions: Symptom burden worsened considerably before and slabilized Esthar M M de Roal], Yvetta Mausaman, Johan W, de Fijter, etal.
aftar Iﬂﬁl}lﬁt Enitiation. 'F&Hgl.lﬂ ; "decreased Inlerest in sex," and {H'mt.-t.lll:j" Symptom Burden before and after Dialysis initiation in Older
btlﬂﬂ-l'l'ﬂml sexually arpused” were considered most burdensama, of which only Patienis. CLASN doc 1022 15C0H 08180822,

fatigue” somewhat Improved after dialysls Inltiation, Visual Abstraci by Joal Topf, MD, FACE

Fatigue, cardiopulmonary
symptoms improved after
dialysis initiation.

Sexual dysfunction,
itching did not improve
with dialysis.

Symptoms induced
dialysis




Functional Status of Elderly Adults
before and after Initiation of Dialysis

Manjula Kurella Tamura, M.D., M.P.H., Kenneth E. Covinsky, M.D., M.P.H.,
Glenn M. Chertow, M.D., M.P.H., Kristine Yaffe, M.D., C. Seth Landefeld, M.D.,
and Charles E. McCulloch, Ph.D.
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Residents (%) patients with end-stage renal disease
(ESRD).
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 cohort of 3702 residents.

Evaluated 3702 nursing home residents
in the United States who were starting
treatment with dialysis between June

1998 and October 2000

Tamura et al 2009 NEJM



How is functional status and caregiver burden affected CJ AS I\
by initiation of maintenance dialysis? R o oW < R

Methods and Cohort Definitions
‘ % I Deciine
- Loss of 2 1 domains in
functional status
ol S

- ~ Stable decline stable improvement died

?Eiﬁ:?c iﬁ?‘“"" + Nod ce Prevalence caregiver burden increased from 25

rie ra naex + —
Groningen Frailty Indicator “/ll Improvement to 38% (p=0.04).

Gain of 2 1 domains in

[ J ® ¢ functional status
Age (OR 1.05) Functional
}ﬂ.ﬁ m At base'ine (95% CI 1.0-1.1/year older at baseline) co I I . m decline
High Groningen Frailty (WETS

Functional Caregiver
status burden Indicator score (OR 1.97) |5 Lo EC

Death
assessed at baseline and 6m \!:gpamd to score <4, 95% Cl 1.05- with .
of starting dialysis 79% care dependent

N.A. Goto, I.N. van Loon, F.T.J. Boereboom, M.H. Emmelot-Vonk, et al. Association of
Initiation of Maintenance Dialysis With Functional Status and Caregiv

: ~ Burden. CJASN doi: 10.2215/CJN.13131118. Visual Abstract by Michelle Lim,
ERULELELEN MBCHhB




Kidney supportive care (KSC)

KSC -Care that helps patients with advanced CKD to
improve QOL, based on individual supportive care
needs

When to provide KSC:
*Alongside ALL treatments, including dialysis
*NOT just for end-of-life or CKM

Core Principles:

*Patient priorities guide clinical decisions
*Culturally sensitive shared decision-making
*Addresses physical, psychosocial, and spiritual need:
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* 92-year male with CKD-5 secondary to long history of hypertension, status post left
nephrectomy, status post ablation of right kidney, history of AKl and aging, s/p L AV fistula
creation for potential HD initiation

Other comorbidities:
- HTN, CAD s/p Ml and stenting, HFpEF, bradycardia
- hyperparathyroidism, primary aldosteronism, hypercalcemia

- Hxof upper GIB, GERD, s/p R hemicolectomy w/ ileocolic anastomosis, cholelithiasis,
BPH

- MGUS, anemia of chronic disease, breast cancer, glaucoma, cataracts, OSA, gout

Social/Personal History: Baseline function Symptoms:
status: LE edema

* Servedin Army

Fatigue
0
* Widowed, 2 sons PP O

Limited appetite
* Living alone

* Retired teacher Loss of taste

* Jehovah's Witness * Independent of ADL

*  Ambulatory



Case 2, continued

What matters most:

* Ministry work as a Jehovah's
Witness.

e Children

e Staying at home and remaining as
iIndependent as long as possible are
two priorities that inform his care
decisions

Care plan:
e Continue with conservative

kidney management.

If opted to initiate HD, a time
limited trial might be a useful way
to monitor if intervention were
yielding benefits in line with his care
goals and allow for early creation of
clearly defined plan for transitioning
off HD to focus on symptom
management if goals are not met.



Conservative Kidney Management (CKM)

* CKM : Care for people with

o mhioht beneft from ciw | Pecpie with kidney fallure <idney failure that focuses
« Poor quality of life, including irremediable physical or psychosocial oredomina ntly onp rovidin g
sl e iy ot W bk e sty (SC (Kidney supportive care)
. ?;geh(;%?oy?;:]ty especially if severe heart failure and/or advanced to promote quality of life but
. i‘ﬁ‘.ﬂ'flf‘;.ﬂa'r'éiéﬁﬂ of “No, | would not be surprised” to the ques- does not include dialysis

tion (“Would | be surprised if this patient died in the next year?”)
« Those whose medical condition precludes the technical process of
dialysis because the patient is
> Unable to cooperate (e.g., advanced dementia)
- Unstable medically (e.g., profound hypotension)
- Experiencing another life-limiting illness (e.g., advanced stage
cancer)

Kidney international
2024 35-45



Annals of Internal Medicine

ORIGINAL RESEARCH

Effect of Starting Dialysis Versus Continuing Medical Management
on Survival and Home Time in Older Adults With Kidney Failure

A Target Trial Emulation Study

* While starting dialysis may offer a slight

increase in life expectancy, it

significantly reduces the number of days

spent at home.

* The modest gains in longevity are often offset
by the increased time spent in hospitals or

nursing facilities.

Figure 1. Mean survival time, in days, for older adults with eGFR <12 mL/min/1.73 m? starting thrice-weekly hemodialysis within 30 d
and older adults who continued medical management, partitioned by dialysis-free days at home, outpatient hemodialysis days, and
inpatient or nursing facility days.

All patients

Starting dialysis 386 289 95

Continuing

. 512 177 72
medical management

Age 65-79y

Starting dialysis 428 321 68

Continuing

. 544 220 71
medical management

Age =80y

Starting dialysis 308 231 137

Continuing

. 434 118 64
medical management

0 365 730 1095
Restricted Mean Survival Over 3 Years, d

D Days at home: dialysis-free

I:I Days at home: outpatient hemodialysis

D Inpatient or nursing facility

Ann Intern Med. 2024;177:1233-1243.
doi:10.7326/M23-3028



Trajectory in ESRD managed on CKM

Table 1. Brief Criteria to Define Each Point on the

100 - Karnofsky Performance Scale
90 4 Score % Criterion
100 Normal, no complaints; no evidence of disease
90 Able to carry on normal activity; minor symptoms or signs of
disease
@ 80 Normal activity with effort; some symptoms or signs of disease
& 70 Cares for self; unable to carry on normal activity or do normal
work
60 Requires occasional assistance but is able to care for most needs
50 Requires considerable assistance and frequent medical care
40 Disabled; requires special care and assistance
30 Severely disabled; hospitalization is indicated, although death is
not imminent
0 +r—r—-—r—-">r—-mr—-or--—-r—-v—-mr—-r——1— 20 Very sick; hospitalization necessary; active supportive treatment
i2 11 10 9 8 7 6 & 3 2 1 0 is necessary
Months before death 10 Moribund, fatal processes progressing rapidly
0 Dead
| —— UpperLower 85% confidence intarvals Mean KPS |
Time bafore
death {monshey 12 11 1@ 8 & 7 & 5 4 3 2 o
Mein KPS 635 644 628 633 829 B26 811 61.2 698 BO.D S5E6 522 0
E:E:Li 816 961 960 859 B.57 0.64 948 940 H.60 A5 B9 1081 o
Biririim a0 50 5Q 540 50 =] 40 40 3 30 40 30
Maximum an 80 40 B Bl =1\ an 40 ] B0 an Bl 0
M _ 11 14 18 13 23 25 26 2% 32 3T 40 46 0
Matystreculed g9 56 31 29 25 23 20 13 15 11 7 b oo
Migsing 1] a a 1 1 1 3 1 2 1 2 3 0
Figure 2. Trajectory of mean Karnofsky Performance Scale Murtagh et al, AGS 2011,Iss 2,

(KPS) score over the last year of life for those who died (N = 46). 304-308



Comparing survival between dialysis and CKM

Age 70-79 years

Poercant surv|val
@ A

a 2 4 5] B 10
Yoars since treatmen! dociaion
Miamber &t sk
RRT 164 a4 45 14 2 ]
[ | 28 g 1 1] 0 a

Survwal rom

100 I traatmnr decisicn

— RRT group

vas G group

Log-rank lest P = 0001

Age >80 years ¢

MNumiber at sk
RRT &0 18 8

Cad i 17

Bureival from
troatrment decmion |

— RRT group

== Gl group

Log-rark test P= 008

Pefcant suryvival
=
A

Verberne et al Clin J Am Soc Nephrol
2016



Methods and cohort Adjusted for: Outcomes

Attitudes ar
ol oward macica ST (21%) ropored
¥ decision- [ decisional regret
_ Maintenance making and
: - dialysis to
Completed 41-item g
guestionnaire :}t:::g?mtum -. ' mm please doctors/
m = 397 Regret more family members
b likely if Adjusted odds ritio JAOR) 234 (1.27, 4.31)
o,
' =1,
Do you regret b Modifiable care l m 'ﬁ' = ’
your decision E _ process - Prognostic discessions A Bving will
to start dialysis? Regret less e S PR DT Pl
||k&|jl' if ACR DI, D e A L2,

e =l :'ri __.: L 45 .:.-:-|'-.--::| !-;_ 1 .-... _'\' 1= |'|'EE 2. _:'. !':..\:.-.-:::'- :' I'i“'l-.:'l.'-' E‘msd $-|EE||'I L-.:".'-"l'ﬂEI H':ln'.:“‘:.l r'-‘ |.'|.'-'E]."E|||'| HE"}E{-E U l'-h.-lrlk '.:"-’:| F‘E"-" H
L T - Wi | P | Cubersiein. Dialysis Regred: Prevalence and Correlafes. ClASN do:
10 FSTUIN AETRI B Wisiesl Abhrirecd b Michalls Lien. MBCRE. MRCP



Challenges with communication

Themes identified:

Viewing CKM as “no care” - Reframe

Prognostic uncertainty —>Address limitations, relate
prognostic data to the patient’s goals.

Manage emotions
—>Acknowledge

Navigate family dynamics
- Family meetings

AJKD Vol71, Iss 5,
PAONERS



Prognostication tools

1) Charlson Comorbidity
Index:

* valid predictor of survivalin
patients with ESRD.

* identifies subpopulation of
sicker dialysis patients with
approximately a 50% 1-yr
mortality rate.

Myocardial infarction
Congestive heart failure
Peripheral vascular disease
Cerebral vascular disease
Dementia

Chronic lung disease
Rheumatological

Peptic ulcer disease

Mild liver disease

Diabetes without complications
Hemiplegia

Diabetes with complications
Neoplasia

Moderate/severe liver disease
Metastatic disease

Leukemia

Lymphoma

Human immunodeficiency virus

Renal disease

Survival rate

S
a
1

g
=
L

0.2

g
T e -
a

200

400 600 800
Follow-up (days)

Hemmelgarn et al 2003 AJKD



Prognostication tools

2) Predicting Six-Month Mortality for Patients Who
Are on Maintenance Hemodialysis:

“Would I be surprised if this patient died in the next
year?”

The odds of dying within 1 yr for the patients with
ESRD in the “No, [ would not be surprised” group was
3.5 times higher than for patients in the “Yes” group

Variables in the prognostic model to predict 6-month survival for patients undergoing maintenance hemodialysis

“Surprise” question? (yes or no)
Dementia (yes or no)

Peripheral vascular disease (yes or no)
Age

Serum albumin

Cohen et al CJASN
2010

3) First prognostic score for predicting early death
(6 months) after starting dialysis in in elderly ESRD

patients.

Risk Factors Points

Totaldependence for transfers

BMI <18.5 kg/m?

Peripheral vasculardisease stage 3 or 4
Congestive heart failure stage 3 or 4
Severe behavioral disorder

Unplanned dialysisinitiation

Active malignancy

Diabetes mellitus

Dysrhythmia

Berger et al, CJASN 2012

3

e e o NN

—

Total

Score

6-Month
Mortality Rate

8%
8-10%
14-17%
21-26%
33-35%
50-51%
62-70%




Advance Care Planning

Early ACP

Check-in

Framing ACP as a beneficial
Process process to learn about
patient preferences

Regular “check-in"
conversations about the
dialysis experience

|

|

Triggered ACP

Advance care planning documents

AW i cing dialysis

Action |

| Outline dialysis-related priorities, hopes, and concerns

Hospice services and

| Palliative care services

g |

Advance Care Planning

time >

FIGURE 2 Framework for advance care
planning that includes early, check-in, as
well as triggered conversations. Although
the tools are not limited to specific phases
of chronic illness, for simplicity, they are
shown as discrete tools over the course of
time. ACP; advance care planning

Seminars in Dialysis
2018;31:170-176



Shared decision making

Best Case
- Tired but some
good days in
between
« Over time more
complications

+ Live 1-3 years

Most Likely
+ Sleep on HD days
- Health declines

+ More
hospitalizations

—K

— Dialysis

& palliative care

&

—

\+ Live ~1 year V.

Worst Case
Rough going
- Complications,

hospital time
+ Health declines
quickly
Time is short

Palliative care to

control symptoms

and quality of life
concerns

No
dialysis

palliative care

*

[ B

Best Case

/+ Medicines/diet

- Regular office
visits

+ Health declines
slowly

+ Symptoms worsen

\s_Live 1-2 years /

Most Likely

+ Short of breath,
some good days

- Few hospital stays

» Live 3-9 months

A

Worst Case

e .
- More tired
uncomfortable
+ Go to hospital

+ Time is short

= written MD notes to
supplement discussion

Figure 1. “Best Case/Worst Case” tool involves the drawing of a pen-and-paper diagram by the physician. Each treatment option is
depicted by a vertical bar; the length of the bar represents the range of possible outcomes. The “best case” is represented by a star;
the “worst case,” by a box; and the “most likely” outcome, by an oval. The physician describes each “case” using narrative derived
from clinical experience and relevant evidence and writes key points on the diagram. Abbreviation: HD, hemodialysis. Adapted from
Kruser et al'' with permission of John Wilev and Sons.

AJKD Vol71, Iss 5,
2018



Dialysis specific care goals discussions

TABLE 2 Phrases that can be useful for asking about dialysis-
specific hopes and concerns

Values and priorities

Explore patient
hopes

Explore patient
CONCEMnSs

Check-in on
patient
experience

Open-ended questions to
outline dialysis goals

What do you hope dialysis will help you do?
or
How do you think dialysis can improwve
your life?

Are there situations when you would not
want to continue treatments like dialysis?
or
What concerns about dialysis do you have?

Mow that you have been on dialysis for a
while, is there anything you are worried about?

Seminars in Dialysis
2018;31:170-176
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cessation

TABLE 4 Phrases that can be useful for bringing up dialysis
withdrawal and responding to requests to stop dialysis

Rationale and framing

Gain patient perspective.
This step helps
to determine whether
they are also worried.

Gently frame your own concerns
and explore further.

Suggest how dialysis may not be
optimizing quality of life based on
patient's stated goals.

Responding to a request for
dialysis withdrawal.

For patients at risk for dying in
weeks to months, flexibility
is important.®

Useful phrases

How are things going on dialysis?
Are your other doctors worried
about your condition?

How are you doing this month
compared to, let’s say,

six months ago?

Given the setbacks you've
experienced, what's most
important to you?

| am concerned you have
declined in the past few months.
Do you think so also?

| am worried dialysis is not
making your life better. Do you
see it this way?

When you started dialysis, it
helped you recover and
regain strength. That was
important to you. Mow |
believe it could be making
you weaker. (Expect and
acknowledge emotion)

| am grateful you brought

this up with me. Can you

tell me more about why

you want to stop dialysis?

Many people in your condition

would say that dialysis may

not be helping them anymore.

Do you feel this is true for you? Seminarsin

You are very sick. It is ok for Di .
ialysis

you not to come to dialysis y

if you feel too weak.b 201 8’31 :170-
176



Kidney Supportive Care (KSC) - Core Components

(

Shared Decision-Making

* Ask: 'What are you hoping for? What concerns you most?"
* Explore support needs for patient and family
* Focus on values and priorities

\_

Symptom Management

¢ Routine screening with validated tools (ESAS-Renal, IPOS-
Renal)

e Address: pruritus, restless legs, fatigue, pain, nausea,
insomnia, anxiety, depression

* Ensure access to treatment algorithms

Advance Care Planning

e Start conversations early

¢ Discuss end-of-life care preferences and location
¢ |dentify substitute decision-maker

* Ensure decision-maker understands wishes

\_

\_

~

Spiritual Care

e Screening: 'Are there spiritual concerns you'd like
addressed?'

e Gateway to deeper assessment

e Connect with spiritual care team

Integration with Community

¢ Anticipate declining self-care ability
e Support for activities of daily living
* Arrange nursing care as needed

\_

Crisis Planning

* Educate about common symptoms
e Establish action plans

¢ |dentify who to call for help

* Anticipatory prescribing

J

End-of-Life Care & Bereavement

* Anticipate symptoms with prescriptions ready
¢ Alternative routes to oral medications
e Support for dying patient and family

Box 2| KSC skill sets for nephrology and specialty palliative
care teams

Nephrology
« Basic assessment and management of pain and other physical
SYIMpIoms
« Basic assessment and management of depression and anxiety
» Communication skills to disouss:
i. Prognosis
ii. Shared decision-making regarding kidney fallure treatment
aptions
iiL Goals of care and advance care planning, including wishes for
rasuscitation
e, Conflict resclution regarding goals of care or treatment options
v. Relief of suffering: physical, psychosocal, and  spiritwal
domains

Spedalty palliative care
« Comanagement of refractory pain and other physical symptoms

« Comanagement of complex depression, anxiety, grief, and exis-
tential distress
« Assistance with conflict resolution regarding goals of care, treat-
ment options, or advance care planning
L Within families
i Banween staff and families
L Among multidisciplinary care teams

Kidney international 2024
35-45



Conservative Kidney Management (CKM) - Specific Components

FOUNDATION: Meticulous and timely attention to ALL core elements of KSC

ﬂdney Supportive Care Integration \ ﬂsease Progression Management \ ﬂadical Complications Management \

¢ All 7 KSC components apply ¢ Avoid nephrotoxins (NSAIDs, contrast) e That aligns with the

¢ Shared decision-making * Preserve residual kidney function individual’ ]

* Symptom management e Consider oral alkali therapy for severe metabolic acidosis Lol bkl s [P leTES

* Advance care planning (216 mmol/L) e Liberalize diet to optimize nutrition,

e Spiritual care ¢ Align interventions with patient goals . Dietary restrictions ONLY to minimize

¢ Crisis planning
e Community integration
* End-of-life care

- AN AN J

CKM Does NOT Include Kidney Replacement Therapy (KRT)

symptoms

Exception: Failed kidney transplant patients unable or unwilling to transition to dialysis or receive another transplant

Kidney international 2024
35-45



* Although dialysis has symptom benefit to an
extent, may not improve many patients’
overall quality of life or help them achieve
their goals for care. (increase in hospital
stays, reduced home time).

 Role of KSC and CKM

* Opportunities to integrate palliative care to
kidney disease

* |dentify patient priorities, choose treatment
pathway that meet patient goals through
shared decision making.

* Importance of advance care planning and
check-in ,

> 4
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