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OBJECTIVES

 Review symptom management strategies for 
onconephrology patients

 Explore an approach to complex decision-making for 
onconephrology patients



DISCLOSURE  I have no conflicts of interest related to this 
presentation.



Kidney Palliative Care

Kidney Supportive Care

Hospice

Conservative Care / Active Medical Management without Dialysis

Shared Decision-Making 

• Live as well as possible with advanced kidney disease

• Manage symptoms and navigate complex decisions

• Any age, any treatment modality



Gelfand, Adv Chronic Kidney Dis, 2022

Kidney failure confers a similar symptom burden as metastatic cancer. 

Living with both compounds morbidity and mortality. 

Palliative care practices should be adjusted for kidney disease
• First-line medication agent selection 

• Dose adjustments based on eGFRcreatinine-cystatin c

• Consideration of medication active metabolites/route of elimination



PALLIATION OCCURS VIA DISEASE MODIFICATION AND DIRECT SYMPTOM TARGETING



NOCICEPTIVE PAIN

Nociceptive somatic Nociceptive visceral



NEUROPATHIC PAIN

(celiac plexus block)



METABOLITES INFLUENCE OPIOIDS’ SAFETY PROFILE IN CKD

Morphine, Codeine  Morphine-3-Glucuronide   Cleared by kidney, active

     Morphine-6-Glucuronide   Cleared by kidney, active (potent analgesic)

 Hydrocodone   Norhydrocodone, hydromorphone  Cleared by kidney, active

 Oxycodone   Noroxycodone, noroxymorphone  Cleared by kidney, active

 Hydromorphone  Hydromorphine-6-Glucoronide  Cleared by kidney (inactive / inert)

Fentanyl    Norfentanyl      Cleared by kidney (inactive / inert)

 Methadone   EDDP, EMDP      Cleared by liver / feces

 Buprenorphine  Norbuprenorphine     Cleared by liver / feces

Tramadol    (+) enantiomer metabolized to opioid (M1) Cleared by kidney, active

     (-) enantiomer metabolized to SNRI  M1 is potent analgesic

Natural Opioids 
(opium-derived)

Synthetic Opioids

Combination 
Opioids

Most effective for 

neuropathic pain



NEUROPATHIC PAIN IS ALSO COMMON IN CANCER AND CKD

Gelfand, Am J Kidney Dis, 2020



Brennan, J Ren Nutr, 2022

CKD “Taste Plate”

https://www.dana-farber.org/health-library/mouth-

care-for-cancer-patients

TASTE CHANGE (DYSGEUSIA) IS COMMON IN CANCER THERAPY AND CKD



WHAT IS THE “RIGHT” 
THING TO DO?

An 88-year-old woman with CKD 

stage 4-5 (eGFR 15) attributed to 

DM and HTN, prior breast cancer 

(2021), AF/SSS s/p PPM (2021), 

and recurrent DVT s/p IVC filter is 

diagnosed with ovarian cancer via 

omental biopsy (FIGO Stage IIIC 

(cT3c, cN0, cM0, Stage IIIC). She 

was referred to kidneypal clinic for 

outpatient goals of care (GOC) 

discussion about potentially 

kidney failure treatment options. 

ECOG-1



IS DIALYSIS WITHIN HER GOALS OF CARE? 

Questions we ask the patient and their healthcare proxy:

What is your understanding of your cancer and your kidney disease?

How do you expect chemotherapy to go, including how long you might live and likely side effects?

What have you heard about dialysis? 

If time were short, what sorts of things would matter most to you?

What are you hoping for?

What are you worried about? 

What makes for a good day / good quality of life for you?

Are there any treatments or ways of living that would be unacceptable to you?

How have you approached big health decisions in the past? 

Do you expect your physicians to make the decision or provide you with information / you make the decisions?

Has anyone in your life been seriously ill before? How does that impact your thoughts on your own care?



Medical Estimates

Treatment Options

Survival

Function

Symptom burden

Need for procedures

Complications

Shared 

Decision-

Making

Patient “Goals of Care”

Values (QOL)

Priorities

Life goals

Views on death

Info preferences

Family preferences

SHARED DECISION-MAKING IN ONCONEPHROLOGY

Clinician makes a recommendation that aligns 

treatment plan with patient’s goals and priorities





CONDITIONS FOR 

NOT INITIATING 

DIALYSIS

Recommendation 5

 Patients with capacity who refuse dialysis

 Patients without capacity who refused dialysis in the past (verbally or with advance directive) 

 Patients without capacity whose surrogate decision-maker refuses dialysis

 Patients with irreversible profound neurological impairment

Recommendation 6

 Patients who cannot cooperate with or tolerate dialysis

 Patients who have a terminal illness from non-renal causes (acknowledging that some may 

perceive benefit and choose to undergo dialysis) 

 Patients with CKD 5, age > 75, and two or more statistically significant poor prognosis criteria

Shared Decision-Making in the 
Appropriate Initiation of and Withdrawal 
from Dialysis, Second Edition, 2010



LIVING LONGER IS NOT THE MOST COMMON TOP PRIORITY OF OLDER 

ADULTS WITH ADVANCED CKD



HELP PATIENTS APPRECIATE THE TIME TOXICITY OF DIFFERENT THERAPIES

Carson, Clin J Am Soc Nephrol, 2009

Dialysis                       

Maximum Conservative 

Management



HELP PATIENTS APPRECIATE THE TIME TOXICITY OF DIFFERENT THERAPIES

HOW IS THE ADDED TIME SPENT?

Carson, Clin J Am Soc Nephrol, 2009

Dialysis                       

Maximum Conservative 

Management



Dialysis

Carson, Clin J Am Soc Nephrol, 2009

Maximum Conservative 

Management

HELP PATIENTS APPRECIATE THE TIME TOXICITY OF DIFFERENT THERAPIES

HOW IS THE ADDED TIME SPENT?



PILOTS OF CONCURRENT DIALYSIS + HOSPICE ARE UNDERWAY

“Palliative” dialysis

 Tailored to individual patients’ needs (e.g. 2x/week instead of 3x/week) 

 Divergence from typical quality metrics (e.g. less focus on AV fistulas and phosphate balance)

Pilot study of concurrent hospice + dialysis (UPMC)

Kurella Tamura, Clin J Am Soc Nephrol, 2013; Grubbs, Clin J Am Soc Nephrol, 2014; Ernecoff, J Am Soc Nephrol, 2022



PILOTS OF CONCURRENT DIALYSIS + HOSPICE ARE UNDERWAY

“Palliative” dialysis

 Tailored to individual patients’ needs (e.g. 2x/week instead of 3x/week) 

 Divergence from typical quality metrics (e.g. less focus on AV fistulas and phosphate balance)

Pilot study of concurrent hospice + dialysis (UPMC)

 N = 43 over 3 years, mean age = 74 years

 Program allowed up to 10 HD treatments or 1 month of PD after hospice enrollment

 Mean 3.5 HD sessions / 19 days of PD; 23 patients did not want further dialysis after hospice enrollment

 2 patients hospitalized, none died in hospital, majority died at home

Kurella Tamura, Clin J Am Soc Nephrol, 2013; Grubbs, Clin J Am Soc Nephrol, 2014; Ernecoff, J Am Soc Nephrol, 2022



CONCLUSIONS

Cancer, kidney disease, and their therapies all confer 
significant symptom burden, which can be addressed 
directly as well as through disease modification.  

Shared decision-making is an iterative process that 
should include the nephrologist, oncologist, patient, and 
loved ones working toward choosing a therapy plan best 
aligned with the patient’s preferences and prognosis. 
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