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INTRODUCTION
In the past, death was a natural part of human life. Dying, like being born, was
generally a family, communal, and religious event, not a medical one. Because
many deaths occurred at home, people were likely to care for dying relatives and,
thus, to have a fairly personal and direct experience with dying and death.
Nowadays, the dying has been moved to hospitals as this became more of
a matter of medical care. This resulted in the people of today having little
experience with death to share with others. The progress in palliative care is
bringing a gradual shift in the attitudes towards death.
More palliative care options is also needed for dialysis patients. Caregivers and
nephrologists are often hesitant or uncertain about how to best support those
on dialysis who face physical, psychological, social and spiritual concerns.

OBJECTIVE

PROVISION OF PALLIATIVE CARE
1. MEDICATION
In this case, it was necessary to establish the so-called SOS medication that helps
the medical staff manage the client’s deteriorating health condition without the
need to call an ambulance. Unfortunately, most GPs do not have any experience
with setting up the palliative care for their patients in the final phases of their life.
This was also the case for K.J. Therefore the client was registered with a doctor
who has such experience and was willing and able to provide it. The new GP
reduced the existing medication and established the SOS medication: prescribing
anti-emetics, opiate dosage in case of pain or dyspnoea, regularly visited the
client, spoke to him openly about his condition and was available at any time for
a phone consultation.

Introduction of implementing a palliative approach to dialysis care for patient
who choose to withdraw from dialysis before death. To demonstrate the actual
palliative services that we are capable of offering to our clients in House of
Smile for Elderly and Disabled People with end stage renal disease (ESRD).

2. CONTACT WITH THE FAMILY
Regular phone contact was maintained with the family; we informed them of the
current situation, encouraged them to visit more frequently, and helped arrange
the financial matters of the client. We provided some basic advice on inheritance.
A visit by a priest was offered.

METHODS

CONCLUSION

The target group for our facility consists of individuals with reduced selfsufficiency. They are mostly dialysis patients whose health condition does not
allow them to live in their natural home environment and they require assistance
of another person. The clients of the House of Smile are cared for by a team
of social workers and a team of health care staff. According to our experience,
with the gradual deterioration of the health condition, limited self-sufficiency
and progress of complications, the clients perceive dialysis as burdensome and
consider withdrawal from dialysis.
CASE REPORT:
62 years old man K.J, divorced, 2 adult children, former butcher, positive relation
to alcohol, strong smoker.
DIAGNOSIS: type 2 diabetes, blindness of the right eye after trauma, glaucoma
of the left eye, IHD, hypertension, history of cerebral stroke with right-sided
hemiplegia, bleeding ulcer disease of the duodenum, ischemic disease of the
lower limbs, history of high amputation of both lower limbs, obesity, diabetic
nephropathy – haemodialysis was initiated 3 years ago: 3 times per week
K.J. was admitted to our facility in November 2016. The reasons for his admission
consisted of the good accessibility of haemodialysis treatment (HD) and lack
of self-sufficiency.
The client was almost blind, totally immobile, the only functional limb was the
left arm – originally he was right-handed. He could eat by himself and turn on
the TV, but otherwise he was completely dependent on the assistance of the
attending staff. However, he was completely lucid and oriented.
From the beginning he gave the appearance of being a bossy, egocentric
individual. However, he kept in touch with his children who visited him at the
facility on a regular basis. For the staff, it was difficult to establish an individual
plan for this client and to provide care to him. His favourite pastime was
having an afternoon smoke outside every day. K.J. had a very good and clear
understanding of his situation. He repeatedly mentioned that he did not want to
receive haemodialysis. A shared decision-making process with the patient and
his family was launched. On 23. 12. 2017 after discussion with his nephrologist,
he signed the voluntary withdrawal from treatment.
Subsequently he signed an AMA (against medical advice) form – a document on
the refusal of hospitalization in case of his deteriorating health condition.
By February 2018, his condition stabilized, there was no need for any special
medical intervention. Gradually his dyspnoea and nausea worsened. Nevertheless
he continued to ask for a lot of fluids and to smoke outside. The staff of the
House of Smile enabled him this practice using a transport bed.
K.J. died in March 2018, almost 3 months after the dialysis withdrawal.
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Upon the analysis of this particular case, we see the overall importance of the
availability of palliative care towards the end of one’s life. Due to extended
life expectancy, this form of care is becoming more popular and therefore it is
necessary to take it into consideration.
It supports the preservation and reinforcement of an individual’s dignity, the right
to make decisions concerning oneself and respect to the patient’s wishes.
The analysis of this case demonstrated that early consultation with a doctor was
of benefit for the client, enabling them to discuss the probable development of the
health condition after the discontinuation of dialysis and palliative care options.
It appears that providing for individual wishes, needs and existing habits of the
client is of benefit as well. It is necessary to respect the decision to discontinue
the therapy and the possibility to die in a natural environment without the need
for hospitalization. It is necessary to communicate with the family, regularly
provide information, listen and provide for privacy and dignity.

PRACTICAL RECOMMENDATIONS
In order to implement palliative care in practice, it is necessary to educate the
staff and appoint a coordinator for palliative care. In this regard, it is apparent
that education of doctors is essential as well, as palliative care emphasizes the
early diagnosis of the patient and evaluation of the meaningfulness of further
therapy.

