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Does regular palliative care consultation improve symptom burden in patients with advanced chronic kidney disease (CKD) attending a renal conservative management service? 
McFatter, F, Douglas, C, Lafferty, M

Ninewells Hospital, Dundee

Background: A clinic in a teaching hospital in our region was established in 2007 for patients with advanced CKD managed conservatively without dialysis. Patients receive a joint consultation from specialists in palliative medicine and nephrology. Attention focuses on symptom assessment, management and advanced care planning. Symptoms are assessed by using a modified version of the Patient Outcome Scale - symptom module (POSs). This tool identifies the presence and severity of 17 symptoms. One study has shown that it demonstrates the extent and severity of symptoms in conservatively managed renal patients. 

Aims: To assess symptom burden and management in all patients being managed conservatively in our renal service and to establish whether regular input from palliative care improves symptoms. To validate the POSs in this patient group.

Methods: All patients with CKD stage 4-5 managed conservatively between August 2007 and May 2009 were entered onto a database and notes audited retrospectively. Symptom prevalence and severity were collected at the first and most recent clinic visit during this time. Patients were followed up for a minimum of two months. Symptoms were assessed using the POSs and documentation in the notes. Performance status, estimated glomerular filtration rate (eGFR), primary renal diagnosis and comorbidity score were also assessed. Demographic data, place of death and cause of death were recorded as was preferred place of death.

Results: Longitudinal data from 51 patients with CKD Stage 4-5 was analysed. During the study time, 26 patients (50.9 %) died.  Despite disease progression the mean total symptom burden [all symptoms] between the first and last renal/palliative medicine consultation reduced from 13.83 to 8.38 [p=0.003]. Common symptoms included weakness (86%), immobility (65%), pruritus (60%), drowsiness (60%), dyspnoea (52%) and pain (47%).  
Only 9/26 (36%) died in an acute hospital and the remaining deaths occurred in the community setting (community hospital (28%), nursing home (16%), hospice (4%), home (16%).  For those patients who died in the acute hospital 6/9 (66.7%) had not been seen by a palliative medicine specialist prior to death. 

The most common reason that patients did not attend the conservative management clinic was because they were too frail to travel to the teaching hospital. If patients did not attend the conservative management clinic they did not receive a palliative medicine consultation and there was no formal documentation of symptom assessment.

Conclusion: Preliminary data suggests that joint consultation between renal and palliative medicine specialists both identifies and improves symptoms in patients with advanced CKD managed conservatively. Advanced care planning may also allow more people to die in the community setting than the national average.  However, a significant number of patients in this cohort are too frail to attend a hospital clinic.  Continued joint working between renal and palliative medicine specialists should continue and be extended into the community setting to allow enhanced symptom control and  advanced care planning for all patients in all care settings.

