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ObjectivesObjectivesObjectivesObjectives

�� Highlight the magnitude and impact of chronic pain in Highlight the magnitude and impact of chronic pain in 

ESRDESRD

�� Prevalence, severity, etiologyPrevalence, severity, etiology

�� Impact of chronic pain on healthImpact of chronic pain on health--related quality of liferelated quality of life

�� Discuss the management of chronic pain in ESRDDiscuss the management of chronic pain in ESRD

�� Outline potential barriers Outline potential barriers 

�� Outline potential strategies to enhance pain managementOutline potential strategies to enhance pain management
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ESRD PopulationESRD PopulationESRD PopulationESRD Population

�� 50% patients 50% patients 

starting dialysis > starting dialysis > 

65 years old65 years old

�� 75+ are the fastest 75+ are the fastest 

growing group of growing group of 

dialysis patientsdialysis patients

�� Significant coSignificant co--

morbiditymorbidity
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�� Significant coSignificant co--
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Burden of Symptoms in Hemodialysis PatientsBurden of Symptoms in Hemodialysis Patients

Fainsinger, 2002Fainsinger, 2002

%% 00 11--33 44--55 66--1010

PainPain 37.537.5 20.520.5 16.016.0 26.526.5

NauseaNausea 61.461.4 24.024.0 7.07.0 7.67.6

DepressionDepression 50.650.6 22.622.6 14.014.0 12.812.8

AnxietyAnxiety 44.844.8 26.426.4 13.713.7 15.115.1

DrowsinessDrowsiness 32.132.1 28.328.3 21.021.0 18.618.6

AppetiteAppetite 28.128.1 28.428.4 20.820.8 22.722.7

WellbeingWellbeing 18.418.4 30.530.5 27.327.3 23.823.8

SOBSOB 43.943.9 25.025.0 15.715.7 15.415.4

PruritisPruritis 31.531.5 27.427.4 15.715.7 25.425.4

ActivityActivity 12.712.7 23.523.5 27.627.6 36.236.2

42.542.542.542.5

26.826.826.826.8

28.828.828.828.8

51.151.151.151.1

63.863.863.863.8

Most Common Symptoms Reported by Most Common Symptoms Reported by 

Symptomatic Dialysis PatientsSymptomatic Dialysis Patients
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Pain in Hemodialysis PatientsPain in Hemodialysis Patients

� Although dialysis sustains life, underlying systemic disease 

persist

� Ischemic limbs, peripheral neuropathies

� Numerous painful syndromes unique to chronic kidney disease

� Calciphylaxis, renal bone disease, NSF (nephrogenic 

sclerosing fibrosis), and dialysis-related amyloidosis 

� Prospective cohort study of 205 HD patients (UAH)

� 103 (50%) reported a current problem with pain

� 55% of these patients reported their pain as severe

� 18% had multiple causes for their pain

� Although dialysis sustains life, underlying systemic disease 

persist

� Ischemic limbs, peripheral neuropathies

� Numerous painful syndromes unique to chronic kidney disease

� Calciphylaxis, renal bone disease, NSF (nephrogenic 

sclerosing fibrosis), and dialysis-related amyloidosis 

� Prospective cohort study of 205 HD patients (UAH)

� 103 (50%) reported a current problem with pain

� 55% of these patients reported their pain as severe

� 18% had multiple causes for their pain

Davison, AJKD 2003Davison, AJKD 2003

Etiology of PainEtiology of Pain Percentage (%)Percentage (%)

MusculoskeletalMusculoskeletal 63.163.1

OsteoarthritisOsteoarthritis 19.419.4

Musculoskeletal:  Not yet diagnosedMusculoskeletal:  Not yet diagnosed 18.418.4

Osteoporosis (resulting in spinal Osteoporosis (resulting in spinal 

fractures)fractures)

9.79.7

Inflammatory ArthritisInflammatory Arthritis 6.86.8

Renal OsteodystrophyRenal Osteodystrophy 4.94.9

Discitis/OsteomyelitisDiscitis/Osteomyelitis 1.91.9

Related to Dialysis ProcedureRelated to Dialysis Procedure 13.613.6

Peripheral PolyneuropathyPeripheral Polyneuropathy 12.612.6

Peripheral Vascular DiseasePeripheral Vascular Disease 9.79.7

Other Other (including trauma, PCKD, (including trauma, PCKD, 

malignancy, calciphylaxis)malignancy, calciphylaxis)

20.320.3

Davison, AJKD 2003Davison, AJKD 2003

Calciphylaxis (calcific uremic arteriolopathy)
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Osteitis Fibrosa

Bone and joint pain on exertion in skeletal 

sites that are subject to biomechanical stress.

Frequently associated with calcium 
phosphate deposition in arteries, joints, soft 
tissues, and the viscera; may be associated 
with proximal myopathy, ruptured tendons, 
pseudogout, and calciphylaxis. 

Adynamic Bone disease: bone and 

joint pain (at rest and with exertion), 

fractures, skeletal deformities

Severity of Pain: Brief Pain Inventory Severity of Pain: Brief Pain Inventory 

ScoresScores

Severity Severity 

(n=103)(n=103)

MildMild

(0(0--3)3)

ModerateModerate

(4(4--5)5)

SevereSevere

(6(6--10)10)

Mean Mean 

BPI BPI 

ScoreScore

WorstWorst 17.5%17.5% 27.2%27.2% 55.3%55.3% 7.037.03

LeastLeast 74.8%74.8% 16.5%16.5% 8.7%8.7% 3.073.07

Average Average 41.7%41.7% 30.1%30.1% 28.2%28.2% 5.615.61

NowNow 44.7%44.7% 28.2%28.2% 27.2%27.2% 4.994.99

Davison, AJKD 2003Davison, AJKD 2003

82.5%82.5%

58.3%58.3%

Cause of  pain is NOT predictive for severity of  pain
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The Impact of Pain on Quality of Life, The Impact of Pain on Quality of Life, 

Depression and InsomniaDepression and Insomnia

No No –– Mild Mild 

painpain

Mod Mod –– Severe Severe 

painpain

Odds RatioOdds Ratio PP

DepressionDepression 18%18% 34%34% 2.312.31 0.010.01

InsomniaInsomnia 53%53% 75%75% 2.322.32 0.020.02

•• Symptom burden accounted for 29% of the impairment in

physical HRQL and 39% of the impairment in mental HRQL
Davison JPSM 2005

•• Change in symptom burden accounted for 34% of the change in 

physical HRQL and 46% of the change in mental HRQL.
Davison JPSM 2005

Davison JPSM 2005

Symptoms Experienced After the Symptoms Experienced After the 

Withdrawal of DialysisWithdrawal of Dialysis
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Point Prevalence of Analgesic Use: DOPPSPoint Prevalence of Analgesic Use: DOPPS

AnalgesicAnalgesic Number of PatientsNumber of Patients

19971997

N = 2988N = 2988

20002000

N = 2476N = 2476

Any analgesicAny analgesic 30.2%30.2% 24.3%24.3%

Any narcoticAny narcotic 18.0%18.0% 14.9%14.9%

Any NSAIDAny NSAID 6.4%6.4% 2.3%2.3%

Any Any 

acetaminophenacetaminophen

11.1%11.1% 6.3%6.3%

¾ of patients reporting moderate to severe pain were not 

prescribed analgesics

¾ of patients reporting moderate to severe pain were not 

prescribed analgesics
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Pain ManagementPain Management

No Treatment
N=36 (35.0%)

Non-Opioid

N=30 (29.1%)

Weak Opioids

N=27 (26.2%)

Strong Opioids

N=10 (9.7%)

Acetaminophen
N=22

NSAIDS
N=6

Adjuvant only
N=2 

Codeine
N=21

Oxycodone
N=7

Pethidine
N=1

Propoxyphene
N=4

Morphine
N=2

Hydromorphone
N=6

Fentanyl 
N=2

Methadone
N=3

Davison AJKD 2003

Barriers to Effective Pain ManagementBarriers to Effective Pain Management

�� Patient reluctance to report painPatient reluctance to report pain

�� Lack of staff time and training in the basic principles of Lack of staff time and training in the basic principles of 

pain managementpain management

Barriers to Effective Pain ManagementBarriers to Effective Pain Management

ELDERLYELDERLY

�� More sensitive to the More sensitive to the 

effects of many analgesicseffects of many analgesics

�� More susceptible to  More susceptible to  

adverse effectsadverse effects

�� PolypharmacyPolypharmacy

�� High number of High number of 

comorbid conditionscomorbid conditions

�� Pharmacokinetic and Pharmacokinetic and 

pharmacodynamic pharmacodynamic 

changes occur with agingchanges occur with aging

�� Analgesics associated Analgesics associated 

with falls in the elderlywith falls in the elderly
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Barriers to Effective Pain ManagementBarriers to Effective Pain Management

ESRD SpecificESRD Specific

�� Lack of recognition of the problem: therefore not a clinical Lack of recognition of the problem: therefore not a clinical 

or research focusor research focus

�� Complicated pharmacokinetics and pharmacodynamicsComplicated pharmacokinetics and pharmacodynamics

�� Uremic symptoms may mimic opioid toxicityUremic symptoms may mimic opioid toxicity

�� Limb preservation, defer high risk surgeryLimb preservation, defer high risk surgery

Barriers to Effective Pain ManagementBarriers to Effective Pain Management

�� Treatment algorithms for cancer patients may not apply to Treatment algorithms for cancer patients may not apply to 

ESRD patientsESRD patients

�� Objective data on appropriate and effective management strategies Objective data on appropriate and effective management strategies 

for ESRD patients are still requiredfor ESRD patients are still required

�� Many patients will require analgesic therapy for several yearsMany patients will require analgesic therapy for several years

�� Pain is often experienced in the context of multiple, complex Pain is often experienced in the context of multiple, complex 

symptoms and endsymptoms and end--ofof--life issues which may interfere life issues which may interfere 

markedly with psychological, social and physical coping markedly with psychological, social and physical coping 

skillsskills

Barriers to Pain Assessment in ESRDBarriers to Pain Assessment in ESRD

�� Cognitive impairment Cognitive impairment –– dementiadementia

�� Language / cultural barriersLanguage / cultural barriers

�� Family members rarely accompany patients to dialysis Family members rarely accompany patients to dialysis 

�� Family doctors often not involved in the care of (urban) Family doctors often not involved in the care of (urban) 

dialysis patients (at least in Canada)dialysis patients (at least in Canada)

�� Nephrology multidisciplinary team not educated to Nephrology multidisciplinary team not educated to 

adequately assess pain.adequately assess pain.

�� Technology and biochemical focus during dialysis roundsTechnology and biochemical focus during dialysis rounds
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Dialysis Dialysis 

Symptom Symptom 

IndexIndex
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Initial Symptom Screening Initial Symptom Screening -- ESASESAS

�� OnsetOnset

�� LocationLocation

�� CharacterCharacter

�� DurationDuration

�� IntensityIntensity

�� Severity Severity –– impact on HRQLimpact on HRQL

�� Temporal characteristicsTemporal characteristics

�� Triggering/relieving factorsTriggering/relieving factors

�� Type (nociceptive, Type (nociceptive, 

neuropathic)neuropathic)

�� Psychologic symptomsPsychologic symptoms

�� Treatment (duration, dosage, Treatment (duration, dosage, 

sideside--effects)effects)

�� Goals & expectations of Goals & expectations of 

treatmenttreatment

NON-OPIOID 

± ADJUVANT

WEAK OPIOID FOR

MODERATE PAIN
± NON-OPIOID

± ADJUVANT

OPIOID FOR MODERATE 

TO SEVERE PAIN
± NON-OPIOID

± ADJUVANT

PAINPAIN

Pain persisting or increasingPain persisting or increasing

Pain persisting or increasingPain persisting or increasing

Freedom from painFreedom from pain

1111

2222

3333

Barakzoy and Moss. Efficacy of the World Health Organization Analgesic Ladder to 
Treat Pain in End Stage Renal Disease. J Am Soc Nephrol. 2006;17:3198-3203.

16 Already Being Treated for Pain

17 Refused to Take Pain Medications

172 Eligible Hemodialysis Patients

143 Patients (83%) Participated in the Study

78 (54%) Reported Pain65 Reported No Pain

45 (58%)Completed the pre-and-
post-treatment evaluation

29 excluded because they lacked decision-making 
capacity, had a prior history of drug abuse, or were 
hospitalized during the study.
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QOL Outcomes fromQOL Outcomes from

Pain ManagementPain Management

�� Improved functionImproved function

�� “I am able to walk to my mailbox, something I could “I am able to walk to my mailbox, something I could 
not do before because of hip and leg pain.”not do before because of hip and leg pain.”

�� Better ability to tolerate dialysisBetter ability to tolerate dialysis

�� “I am able to tolerate 4 hours of dialysis without the “I am able to tolerate 4 hours of dialysis without the 
severe back pain.”severe back pain.”

�� More restful sleepMore restful sleep

�� “I have more energy because I am resting better at “I have more energy because I am resting better at 
night.”night.”
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Analgesics

Barakzoy JASN 2007

NonNon--Narcotic AnalgesicsNarcotic AnalgesicsNonNon--Narcotic AnalgesicsNarcotic Analgesics

AcetaminophenAcetaminophen

�� Does not require dose adjustment in ESRDDoes not require dose adjustment in ESRD

�� NonNon--narcotic of choice for mildnarcotic of choice for mild--moderate pain in moderate pain in 
CKD/ESRDCKD/ESRD

�� Numerous OTC meds contain acetaminophen: Numerous OTC meds contain acetaminophen: 
hepatotoxicityhepatotoxicity

�� Potential cause of CKD/loss of GFRPotential cause of CKD/loss of GFR

NSAIDSNSAIDS

�� Can be used in conjunction with acetaminophenCan be used in conjunction with acetaminophen

�� Increased risk of bleeding with CKD/ESRDIncreased risk of bleeding with CKD/ESRD

�� Potential cardiovascular risks associated with COXPotential cardiovascular risks associated with COX--2 2 
inhibitorsinhibitors

�� Renal side effects: hypertension, hyponatremia, Renal side effects: hypertension, hyponatremia, 
hyperkalemia, and loss of RRF (CKD)hyperkalemia, and loss of RRF (CKD)

AcetaminophenAcetaminophen

�� Does not require dose adjustment in ESRDDoes not require dose adjustment in ESRD

�� NonNon--narcotic of choice for mildnarcotic of choice for mild--moderate pain in moderate pain in 
CKD/ESRDCKD/ESRD

�� Numerous OTC meds contain acetaminophen: Numerous OTC meds contain acetaminophen: 
hepatotoxicityhepatotoxicity

�� Potential cause of CKD/loss of GFRPotential cause of CKD/loss of GFR

NSAIDSNSAIDS

�� Can be used in conjunction with acetaminophenCan be used in conjunction with acetaminophen

�� Increased risk of bleeding with CKD/ESRDIncreased risk of bleeding with CKD/ESRD

�� Potential cardiovascular risks associated with COXPotential cardiovascular risks associated with COX--2 2 
inhibitorsinhibitors

�� Renal side effects: hypertension, hyponatremia, Renal side effects: hypertension, hyponatremia, 
hyperkalemia, and loss of RRF (CKD)hyperkalemia, and loss of RRF (CKD)
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TramadolTramadol

�� Synthetic opioid with similar adverse effects to other opioidsSynthetic opioid with similar adverse effects to other opioids

�� It inhibits norepinephrine and serotonin reuptake, therefore should It inhibits norepinephrine and serotonin reuptake, therefore should 

not be given to patients on serotonin selective reuptake inhibitors not be given to patients on serotonin selective reuptake inhibitors 

(SSRIs). (SSRIs). 

�� Depression common in ESRD Depression common in ESRD –– these patients often on a SSRIthese patients often on a SSRI

�� Active metabolite (M1) and  30% of the parent drug is excreted via the Active metabolite (M1) and  30% of the parent drug is excreted via the 

kidneys: prolonged ½ life and accumulation in ESRD.kidneys: prolonged ½ life and accumulation in ESRD.

�� Epileptogenic in conditions with lowered seizure threshold such as Epileptogenic in conditions with lowered seizure threshold such as 

uremia (most reported cases have been in association with SSRIs).  uremia (most reported cases have been in association with SSRIs).  

�� Renal dosing is tentative : two Tramacet BID or one 150mg SR tablet Renal dosing is tentative : two Tramacet BID or one 150mg SR tablet 

po daily (i.e. max 150 mg/day)po daily (i.e. max 150 mg/day)

NarcoticsNarcotics

�� Can be used in combination with nonCan be used in combination with non--narcotics or alone for narcotics or alone for 

moderatemoderate--severe painsevere pain

�� Active metabolites are renally excretedActive metabolites are renally excreted

Side Effects Side Effects –– more common, more difficult to discern in ESRDmore common, more difficult to discern in ESRD

�� ConstipationConstipation

�� Nausea and vomiting, anorexiaNausea and vomiting, anorexia

�� Gastroparesis, reflux symptomsGastroparesis, reflux symptoms

�� PruritusPruritus

�� Dry mouth/urinary retention/antidiureticDry mouth/urinary retention/antidiuretic

�� Decreased libidoDecreased libido

�� HypotensionHypotension

�� CNS and respiratory depressionCNS and respiratory depression

CodeineCodeine

�� Elimination ½ life is significantly increased in dialysis patientsElimination ½ life is significantly increased in dialysis patients

�� Reports of neurotoxicityReports of neurotoxicity

�� Should be used with caution in ESRDShould be used with caution in ESRD

OxycodoneOxycodone

�� Elimination significantly decreased in ESRDElimination significantly decreased in ESRD

�� Fibrillary GNFibrillary GN

�� Growing popularity as a drug of abuse and is now Growing popularity as a drug of abuse and is now 

considered one of the most desirable of prescription drugs considered one of the most desirable of prescription drugs 

(in Canada)(in Canada)

�� No PK data in ESRDNo PK data in ESRD

�� Should be used with caution in ESRDShould be used with caution in ESRD
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MorphineMorphine

�� Active metabolites M3G and M6G is renally excreted and accumulates Active metabolites M3G and M6G is renally excreted and accumulates 
in ESRD: increased side effects and toxicityin ESRD: increased side effects and toxicity

�� No data regarding dose adjustments for sustainedNo data regarding dose adjustments for sustained--release preparations release preparations 
of morphineof morphine

�� Should not be used for chronic pain managementShould not be used for chronic pain management

HydromorphoneHydromorphone

�� Limited PK data, case reports of adverse effects Limited PK data, case reports of adverse effects –– neuroexcitation and neuroexcitation and 
cognitive impairmentcognitive impairment

�� Actives metabolites are renally excreted: primarily H3G (very small Actives metabolites are renally excreted: primarily H3G (very small 
amounts of H6G). H3G accumulates in ESRD amounts of H6G). H3G accumulates in ESRD –– removed by removed by 
hemodialysishemodialysis

�� Published and clinical experience indicates that it may be administered Published and clinical experience indicates that it may be administered 
safely in ESRD; may be particularly useful in patients who have safely in ESRD; may be particularly useful in patients who have 
intolerable side effects from other narcoticsintolerable side effects from other narcotics

Lee MA, Palliat Med 2001

Phase

t1/2

(h)

AUC(Tau)

(ng.h/mL) R

Hydromorphone

Dialysis 3.2 ± 2.4 41.6 ± 20.3 1.8 ± 0.8

Multi-Dose 5.9 ± 4.4 33.9 ± 27.3 2.7 ± 1.6

Hydromorphone-3-Glucuronide

Dialysis 3.3 ± 2.1 3243.9 ± 2768.0 1.8 ± 0.7

Multi-Dose 33.3 ± 41.8 4229.9 ± 2975.4 12.5 ±15.1

Non-Compartmental Pharmacokinetics for 

Hydromorphone and H3G

Davison, Mayo, submitted

Non-Compartmental Pharmacodynamics:

Phase

Time to Max 

Analgesia

(hours ± SD)

Maximun 

Analgesia

(% ± SD)

% time with 

analgesia

(% ± SD)

Dialysis 1.8 ( 0.5 - 4.0) -68.8 ± 37.5 66.3 ± 40.1

Multi-dose 3.0 (0.5 - 4.0) -65.5 ± 43.3 40.2 ± 21.8
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MethadoneMethadone

�� Opioid commonly used for treatment of severe pain or withdrawal in Opioid commonly used for treatment of severe pain or withdrawal in 
narcotic addictsnarcotic addicts

�� High oral bioavailability and a long ½ lifeHigh oral bioavailability and a long ½ life

�� Not well cleared with hemodialysisNot well cleared with hemodialysis

�� Limited PK data in ESRD; single report suggesting normal levels in Limited PK data in ESRD; single report suggesting normal levels in 
ESRD due to elimination via the bowelESRD due to elimination via the bowel

�� Anecdotal experience suggests a relatively good safety profile in ESRD Anecdotal experience suggests a relatively good safety profile in ESRD 
if monitored carefullyif monitored carefully

FentanylFentanyl

�� Transdermal formulationTransdermal formulation

�� Essentially no PK data for transdermal formulation in ESRD or effect Essentially no PK data for transdermal formulation in ESRD or effect 
of dialysis on levels (one report stated poor removal)of dialysis on levels (one report stated poor removal)

�� Inactive metabolites, only 5Inactive metabolites, only 5--10% excreted unchanged in the urine10% excreted unchanged in the urine

�� Toxicity has been reported but anecdotal experience suggests a Toxicity has been reported but anecdotal experience suggests a 
reasonable safety profile in ESRD if monitored carefullyreasonable safety profile in ESRD if monitored carefully

Analgesics in Chronic Kidney DiseaseAnalgesics in Chronic Kidney Disease

RecommendedRecommended Use with cautionUse with caution Do Not UseDo Not Use

AcetaminophenAcetaminophen TramadolTramadol CodeineCodeine

HydromorphoneHydromorphone HydrocodoneHydrocodone MorphineMorphine

FentanylFentanyl OxycodoneOxycodone MeperidineMeperidine

MethadoneMethadone PropoxyphenePropoxyphene

Exogenous cannabinoids?

AdjuvantsAdjuvants

AnticonvulsantsAnticonvulsants

�� GabapentinGabapentin: effective for restless legs and neuropathic pain: effective for restless legs and neuropathic pain

�� Not appreciably metabolized, eliminated renally, removed by HD.  Not appreciably metabolized, eliminated renally, removed by HD.  

�� Accumulation with toxicity in ESRD has been documentedAccumulation with toxicity in ESRD has been documented

�� Start with 100mg qhs and increase weekly by 100mg Start with 100mg qhs and increase weekly by 100mg ––doses of doses of 

300mg/day are usually well tolerated; occ 600mg/day has been 300mg/day are usually well tolerated; occ 600mg/day has been 

usedused

�� PregabalinPregabalin: start at 25mg qhs and increase every few days to : start at 25mg qhs and increase every few days to 

100mg/day100mg/day

�� CarbamazepineCarbamazepine: does not require dose adjustment in ESRD, : does not require dose adjustment in ESRD, 

only 2only 2--3% is excreted unchanged in the urine, start @ 200mg 3% is excreted unchanged in the urine, start @ 200mg 

BIDBID
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AdjuvantsAdjuvants

AntidepressantsAntidepressants

�� Tricyclic antidepressantsTricyclic antidepressants: : metabolized in the liver, active metabolized in the liver, active 
metabolites renally excretedmetabolites renally excreted

�� Poorly tolerated in ESRD due to the anticholinergic, Poorly tolerated in ESRD due to the anticholinergic, 
histaminergic, and adrenergic effects: dry mouth, sedation, histaminergic, and adrenergic effects: dry mouth, sedation, 
weight gain, orthostatic hypotension; caution in patients with weight gain, orthostatic hypotension; caution in patients with 
cardiac conduction abnormalitiescardiac conduction abnormalities

�� CKD patients show greater unpredictability and interpatient CKD patients show greater unpredictability and interpatient 
variability in their response to TCAsvariability in their response to TCAs

�� TCAs are also highly protein bound with a large apparent TCAs are also highly protein bound with a large apparent 
volume of distribution, therefore are not effectively removed volume of distribution, therefore are not effectively removed 
by dialysis.by dialysis.

�� TCAs a distant second choice compared to pregabalin & TCAs a distant second choice compared to pregabalin & 
gabapentingabapentin

�� DespiramineDespiramine may have less side effects than may have less side effects than amitriptylineamitriptyline

Acetaminophen

Avoid NSAIDS

± Adjuvant (pregabalin or gabapentin)

Hydrocodone – start at 5mg po q4h

Oxycodone – start at 5mg po q4h

Tramadol – start at 25mg po od

± acetaminphen ± adjuvant

Hydromorphone – start at 1mg po q4-6h

+ 1mg po q2h PRN

If dose exceeds 12mg/day – consider 

conversion  to transdermal fentanyl

± acetaminphen ± adjuvant

PAINPAIN

Pain persisting or increasing or

moderate pain (4-6/10 VAS)

Pain persisting or increasing or

moderate pain (4-6/10 VAS)

Pain persisting or increasing or

severe pain (7-10/10 VAS)

Pain persisting or increasing or

severe pain (7-10/10 VAS)

Freedom from painFreedom from painFreedom from painFreedom from pain
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2222
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Management of Opioid Adverse EffectsManagement of Opioid Adverse Effects

Excessive sedation, compromised respiration with low O2 saturation. Excessive sedation, compromised respiration with low O2 saturation. 

� Small doses of naloxone 0.1 mg SC or IV every 1or 2 minutes unless 

severe respiratory depression in which case 0.4 mg SC or IV should be 

used initially (along with other supportive measures)

Nausea &/or vomitingNausea &/or vomiting

�� Prochlorperazine 2.5 to 10 mg PO, SC or PR QID prn, Prochlorperazine 2.5 to 10 mg PO, SC or PR QID prn, 

�� Haloperidol 0.5 to 1 mg PO,SL, SC BIDHaloperidol 0.5 to 1 mg PO,SL, SC BID--TID prn TID prn 

�� Metoclopramide 5 to 10 mg PO, SC, IV QID prn. Metoclopramide 5 to 10 mg PO, SC, IV QID prn. 

�� Dimenhydrinate may be used 25 to 50 mg PO, SC, IV Although it may Dimenhydrinate may be used 25 to 50 mg PO, SC, IV Although it may 

reduce opioidreduce opioid--induced pruritus, not effective for uremic pruritusinduced pruritus, not effective for uremic pruritus

�� Ondansetron 4Ondansetron 4--8 mg PO or IV Q8H prn.8 mg PO or IV Q8H prn.

ConstipationConstipation

�� Start docusate sodium and stimulant laxative (e.g., Senna, Bisacodyl) at Start docusate sodium and stimulant laxative (e.g., Senna, Bisacodyl) at 

same time as opioids as preventative therapy.same time as opioids as preventative therapy.

�� Avoid fleet enemas (POAvoid fleet enemas (PO44 overload)overload)

Monitor cognitive functionMonitor cognitive function
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Opioid Abuse & Addiction in ESRDOpioid Abuse & Addiction in ESRD

�� Addiction (psychological dependence): Addiction (psychological dependence): primary, chronic, primary, chronic, 
neurobiologic disease with genetic, psychological, and neurobiologic disease with genetic, psychological, and 
environmental factors……characterized by behaviors that environmental factors……characterized by behaviors that 
include 1 or more of the following:include 1 or more of the following:
�� Impaired control over drug useImpaired control over drug use

�� Compulsive useCompulsive use

�� Continued use despite harmful consequencesContinued use despite harmful consequences

�� CravingCraving

�� Prevalence in ESRD or similar chronically ill populations is Prevalence in ESRD or similar chronically ill populations is 
unknownunknown

�� Unknown which aberrant drugUnknown which aberrant drug--taking behaviors best predict taking behaviors best predict 
drug abuse or addiction in ESRDdrug abuse or addiction in ESRD

�� Screening for addiction: consider for everyoneScreening for addiction: consider for everyone

�� ORT, SOAPP, DIRE (notORT, SOAPP, DIRE (not validated in ESRD)validated in ESRD)

�� Addiction (psychological dependence): Addiction (psychological dependence): primary, chronic, primary, chronic, 
neurobiologic disease with genetic, psychological, and neurobiologic disease with genetic, psychological, and 
environmental factors……characterized by behaviors that environmental factors……characterized by behaviors that 
include 1 or more of the following:include 1 or more of the following:
�� Impaired control over drug useImpaired control over drug use

�� Compulsive useCompulsive use

�� Continued use despite harmful consequencesContinued use despite harmful consequences

�� CravingCraving

�� Prevalence in ESRD or similar chronically ill populations is Prevalence in ESRD or similar chronically ill populations is 
unknownunknown

�� Unknown which aberrant drugUnknown which aberrant drug--taking behaviors best predict taking behaviors best predict 
drug abuse or addiction in ESRDdrug abuse or addiction in ESRD

�� Screening for addiction: consider for everyoneScreening for addiction: consider for everyone

�� ORT, SOAPP, DIRE (notORT, SOAPP, DIRE (not validated in ESRD)validated in ESRD)
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ResourcesResources

�� RPARPA--ASN Guidelines “Shared Decision Making: ASN Guidelines “Shared Decision Making: 

Withdrawal and Withholding Dialysis. Withdrawal and Withholding Dialysis. www.renalmd.orgwww.renalmd.org

�� Updated edition 2010Updated edition 2010

�� Supportive Care for the Renal Patient Ed. J Chambers. E Supportive Care for the Renal Patient Ed. J Chambers. E 

Brown,  M Germain Oxfprd Press 2004 (2nd Ed 2010)Brown,  M Germain Oxfprd Press 2004 (2nd Ed 2010)

�� Renal EOL coalition (pain algorithm on web site) Renal EOL coalition (pain algorithm on web site) 

www.kidneyeol.orgwww.kidneyeol.org

Contact the Kidney End of Life Coalition at
kidneyeol@nw5.esrd.net

For additional information, including 
resources for patients and families, 

visit www.kidneyeol.org.

�Advance care planning information

�Do not resuscitate orders in the dialysis unit
�Access to hospice

�Clinician educational resources
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Shared DecisionShared Decision--Making Making 
in the Appropriate Initiation ofin the Appropriate Initiation of
and Withdrawal from Dialysisand Withdrawal from Dialysis

rpa@renalmd.o
rg
301.468.3515

Take Home MessageTake Home Message

�� Because of the high symptom burden and Because of the high symptom burden and 

shortened life expectancy, palliative care, shortened life expectancy, palliative care, 

including aggressive pain and symptom including aggressive pain and symptom 

management, needs to be incorporated into management, needs to be incorporated into 

dialysis unit practices to provide ESRD dialysis unit practices to provide ESRD 

patients with quality care throughout the patients with quality care throughout the 

continuum of treatment.continuum of treatment.

Woody AllenWoody Allen

�� I am not afraid of death, I just don't want to be there when I am not afraid of death, I just don't want to be there when 

it happens. it happens. 


