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Background

• Dialysis withdrawal (DW) is a major cause of death for patients on Renal 
Replacement Therapy (RRT)1

• Variability in classification, reporting and clinical practice regarding DW, 
thus inferences often not generalizable2

• Predictors of DW include older age, late nephrology referral, white 
ethnicity, increased comorbidities, female gender1

• Less detailed knowledge regarding patient experience following DW, 
including symptoms, involvement of palliative care services and location of 
end of life care (EOLC)

1. Chan S, Marshall MR, Ellis RJ et al.  Haemodialysis withdrawal in Australia and New Zealand: a binational registry study.  Nephrol Dial transplant. 2020;35:669-676
2. Chen J, Lim W, Howson P. Changing landscape of dialysis withdrawal in patients with kidney failure: Implications for clinical practice. Nephrology. 2022;27:551-565



Renal Supportive Care (RSC)

• ‘Good death’ – pain free, brief, peaceful in presence of loved ones and place of 
choice3

• Most dialysis patients die in hospital; hospital admission rates for dialysis patients 
are very high in last 90 days of life4

• Well described in palliative medicine literature that early palliative input is 
advantageous for cancer patients re improved symptom management, QoL and 
mood benefits5; patients with advanced CKD have identified symptom assessment 
and management as top priority6

• Access to services varies – 2018 single centre USA study reported 1/3 of 
withdrawing patients received palliative care input7

• Royal Prince Alfred Hospital (RPAH) introduced dedicated RSC service in 2016
3.    Germain MJ, Cohen LM, Davison SN.  Witholding and Withdrawal from Dialysis:  What we Know About How Our Patients Die.  Seminars in Dialysis.  2007;20(3):195-199
4. United States Renal Data System. 2018 USRDS Annual Data Report: Epidemiology of kidney disease in the United States. National Institutes of Health, National Institute of Diabetes and Digestive and Kidney Diseases, Bethesda, MD, 2018
5. Temple JS et al.  Early palliative care for patients with metastatic non small cell cancer.  New Engl j med. 2010;363:733-742.
6. Davison S, Levin A, Moss A et al. Executive summary of the KDIGO controversies conference in Chronic Kidney Disease: developing a roadmap to improving quality care. Kidney International. 2015;88
7. Chen JC et al.  End of Life, Withdrawal, and Palliative Care Utilisation among patients receiving Maintenance Haemodialysis Therapy.  Clin J Am Soc Nephrol. 2018;13:2513-2518 :



Objectives

• Determine involvement of RSC/palliative care services in patients 
withdrawing from dialysis

• Examine symptoms experienced and treatment received, in addition to 
recording location of EOLC

• Improve future patient care by identifying areas for development



Methods

Retrospective medical chart 
review of all patients who have 
withdrawn from dialysis 2012 –

2022 at RPAH, Sydney 

Documentation of decision to 
withdraw/stop dialysis

Domains investigated included 
demographic/medical 

characteristics, decision to 
withdraw, post-DW symptoms 
and prescribed medications, 

survival time, location of death, 
and RSC involvement 



Demographics and Medical Characteristics

Demographics

Patients n 110

Sex Male

Female

62 (56.4%)

48 (43.6%)

Age (years) Mean (SD, range) 72.1 (11.99, 28-92)

Ethnicity Caucasian

Asian

Aboriginal or Torres Strait 

Islander

Pacific Islander

Other

75 (68.2%)

15 (13.6%)

5 (4.5%)

7 (6.4%)

8 (7.3%)

Partnered status
Partnered/Married

Divorced

Widowed

Single

Unknown

54 (49.1%)

19 (17.3%)

25 (22.7%)

11 (10.0%)

1 (0.9%)

Religion Christianity

inc. Roman Catholic

inc. Anglican

inc. Greek Orthodox

inc. Other Christianity

None

Islam

Hinduism

Buddhism

79 (71.8%)

inc. 32 (29.1%)

inc. 17 (15.4%)

inc. 15 (13.6%)

inc. 15 (13.6%)

19 (17.3%)

8 (7.3%)

3 (2.7%)

1 (0.9%)

Medical characteristics

Dialysis Mode
Haemodialysis

inc. incentre HDx

home HDx

Peritoneal dialysis

99 (90.0%)

inc. 94 (85.5%)

5 (4.5%)

11 (10.0%)

Vintage (years) Mean (SD, range) 6.16 (5.50, 0.1-25)

ESKD Aetiology
Diabetes mellitus

inc. type I

type II

Renovascular

Glomerulonephritis

Polycystic kidney disease

Multiple myeloma

Other

Unknown

41 (40.6%)

inc. 3 (3.0%)

38 (37.6%)

16 (15.8%)

16 (15.8%)

6 (5.9%)

5 (5.0%)

4 (16.8%)

22 (8.2%)  

Comorbidities Hypertension

Diabetes mellitus (type II)

Ischaemic heart disease

Hypercholesterolaemia

Atrial fibrillation

70 (63.6%)

58 (52.7%)

51 (46.4%)

46 (41.2%)

41 (37.3%)

Dementia Yes (n, %) 15 (13.6%)

Psychiatric history Yes (n, %)

inc. depression

anxiety

25 (24.8%)

inc. 21 (19.8%)

9 (8.5%)



Predictors of DW
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Figure 1: forest plots showing predictors of dialysis withdrawal identified in multivariate analysis 

against the non-withdrawing cohort (2016-2022) (n=81) 
 

HDx, haemodialysis; PDx, peritoneal dialysis; DM, diabetes mellitus; CVD, cerebrovascular disease;  

PVD, peripheral vascular disease 
 
 



Decision to Withdraw

Factors identified for decision to withdraw from dialysis

Discussion to withdraw from dialysis 

Patient-initiated Yes (n, %)

contributors including 

non-ESKD health issues

poor QoL on Dx

general deterioration

challenges w/Dx access                         

uncertain

41 (37.2%)

24 (57.1%)

11 (26.2%)

7 (16.7%)

4 (9.5%)

2 (4.8%)

Physician-initiated Yes (n, %)

contributors including

acute medical illness

malignancy

Dx access impossible

69 (62.9%)

42 (61.1%)

11 (15.5%)

7 (9.9%)



Symptoms following DW

Post-dialysis withdrawal medications

Analgesics (n, %)

Opioids Yes

hydromorphone

buprenorphine

fentanyl

other opioids

more than one opioid

62 (100%)

58 (93.5%)

12 (19.4%)

10 (16.1%)

11 (17.7%)

21 (33.9%)

Other analgesics Yes

paracetamol

pregabalin

14 (22.6%)

13 (21.0%)

4 (6.5%)

Benzodiazepines Yes

midazolam

clonazepam

temazepam

more than one 

benzodiazepine

43 (33.9%)

35 (56.5%)

21 (33.8%)

2 (3.2%)

15 (24.2%)

Antipsychotic Yes 

first-generation

second-generation

30 (48.4%)

30 (48.4%)

2 (3.2%)

Anticholinergics Yes 38 (61.3%)

Antiemetics Yes 21 (33.9%)



Location of EOLC

Dialysis withdrawal decision & location of death

Home Hospital (ward) Hospital (ICU) Missing data

Patient-initiated DW 9 28 1

Physician-initiated DW 9 50 9

Total 18 78 10 4

p = 0.09



RSC Involvement

Factors at time of decision to withdraw from dialysis

Prior EOLC services
Yes (n, %)

of which due to 

chronic pain

malignancy

ESKD

frailty

uncertain

Pearson Chi-Squared test

RSC involvement post-DW

41 (37.2%)

15 (36.6%)

8 (19.5%)

7 (17.1%)

3 (7.3%)

8 (19.5%)

p = 0.001

Advance care planning
Yes (n, %) 42 (38.2%)
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Fisher exact test: p<0.01*



Discussion Points and Future Directions

• Majority withdrew in setting of non-renal medical illness

• Majority died in hospital – only 17 % died at home

• Symptom burden following DW is significant 

• Increased access to RSC services in recent years – allow us to target areas of need

• Scope to improve advanced care planning – identify those with factors for 
increased likelihood DW

• Explore barriers to dying at home and palliative care unit 

• Did not look into bereavement support


	Slide 1: Dialysis Withdrawal – How Do our Patients Die?
	Slide 2: Background
	Slide 3: Renal Supportive Care (RSC)
	Slide 4: Objectives
	Slide 5: Methods
	Slide 6: Demographics and Medical Characteristics
	Slide 7: Predictors of DW
	Slide 8: Decision to Withdraw
	Slide 9: Symptoms following DW
	Slide 10: Location of EOLC
	Slide 11: RSC Involvement
	Slide 12: Discussion Points and Future Directions

