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PERSPECTIVE

sent with problems that are pure-
ly medical, purely social, or (for a
large group in the middle) caused
by a mixture of medical and so-
cial factors. The aim of social pre-
scribing is to give physicians ac-
cess to interventions that should
reduce unnecessary prescriptions
and referrals and encourage pa-
tients to take responsibility for
their health by giv-
ing them the capac-
ity and opportunity
to use their personal resources
and those in their families and
communities. Social interventions
could also reduce disparities in
health — particularly interven-
tions that focus on socially dis-
advantaged communities where

patients’ medical problems are es-
pecially likely to be compound-
ed by social difficulties.

Social prescribing has the po-
tential to change the consultation
in ways that have profound impli-
cations for medical practice and
medical education, but physicians
need reliable information on what
interventions work best and for
whom and how social prescrip-
tions can best be integrated into

conventional medical practice.
Disclosure forms provided by the au-
thors are available at NEJM.org.

From the University of Cambridge, Cam-
bridge (M.R.), and the Bromley by Bow
Health Centre (S.E.) and the Royal College
of General Practitioners (M.M.), London —
all in the United Kingdom.
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Each year in the United States,
approximately 120,000 peo-
ple with kidney failure choose to
start dialysis therapy — an ardu-
ous, life-sustaining treatment —
and more than half a million pa-
tients already receiving dialysis
continue their treatment. More
than 80% of these patients re-
ceive hemodialysis therapy three
times per week in an outpatient
dialysis clinic, which involves fre-
quent travel that can be particu-
larly challenging for elderly peo-
ple and frail patients with unstable
conditions. Because of the lack of
kidneys available for transplanta-
tion, less than 5% of patients who
have been receiving dialysis under-
go transplantation each year.!

In a July 2019 executive order,
President Donald Trump called

for increased utilization of home
dialysis and kidney transplanta-
tion; moreover, the Department of
Health and Human Services hopes
to achieve a 25% reduction in the
incidence of end-stage kidney dis-
ease by 2030. Many potentially
beneficial changes could come
out of this executive order, in-
cluding the expansion of conser-
vative and preservative manage-
ment of chronic kidney disease
(CKD) without dialysis and more
effective symptom management
(see diagram). There is also an
emerging perception among phy-
sicians and other experts that pal-
liative and supportive care with-
out renal replacement therapy
may be increasingly leveraged for
many current and prospective di-
alysis recipients.
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Dialysis treatment prolongs life,
but it can be burdensome for pa-
tients and their care partners. It
has physical, psychosocial, and
financial impacts similar to those
of chemotherapy for advanced can-
cer, and patients starting dialysis
will live an average of less than
5 years more. Given these bur-
dens, palliative medicine special-
ists may be engaged in providing
guidance for current and prospec-
tive dialysis recipients and their
caregivers. Supportive care can
address symptoms such as pain,
fatigue, anxiety, and depression
and can promote understanding
of prognosis, discussions about
goals of care, advance care plan-
ning, and consideration of com-
passionate, conservative care.

However, involvement of pal-
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liative care specialists may also
lead to avoidance or cessation of
dialysis therapy and referral to
hospice (in which case dialysis is
often not permitted), since many
patients requiring dialysis have
multiple coexisting conditions,
are subject to frequent and pro-
longed hospitalizations and read-
missions, and are perceived as
terminally sick.? In an effort by
policymakers to control health
care costs and increase the effi-
ciency of patient care, the Afford-
able Care Act altered health care
policies and payment models and
implemented financial incentives
and penalties to reduce the length
of hospital stays and prevent re-
admissions within 30 days. The
Centers for Medicare and Medicaid
Services reported that in 2018,
more than half a billion dollars
of payments to hospitals were
withheld as a result of these
policies. Such penalties have cre-
ated serious financial challenges
for hospitals, which benefit from
transitioning many sicker patients

— such as those receiving dialy-
sis treatments — to hospice care
or long-term care facilities that
don’t offer dialysis, thereby short-
ening hospital stays and prevent-
ing readmissions.

When patients with advanced
CKD are hospitalized for an acute
illness, including Covid-19 infec-
tion, or the worsening of a pre-
existing problem, a palliative care
consultation often takes place.
Goals of care may therefore be
discussed when patients are at
their sickest and without the par-
ticipation of their primary inter-
nist, pediatrician, or nephrolo-
gist. During these discussions,
initiation or continuation of di-
alysis is frequently presented as
the opposite end of the treatment
spectrum from comfort care,
with no integrated option offered
as a middle course.? Given the
perceived rush to get patients out
of the hospital and the importance
of reducing costs and readmis-
sion rates, a transition to hospice
care with an abrupt withdrawal of
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dialysis therapy or termination of
dialysis transition plans may be
presented as the preferred option.
Furthermore, when hospitalized
patients choose to stop dialysis
treatments, they may have little
opportunity to revisit that deci-
sion, since death could follow
fairly quickly (after a median of
10 days in adults 80 years of age
or older, for example). Indeed,
dialysis withdrawal is among the
leading causes of dialysis-associ-
ated deaths.* Complex financial
and family considerations could
confound decisions about dialysis
withdrawal, but physicians may
overlook these factors in their rush
to streamline discharge plans.

Evidence suggests that over-
treatment of patients whose lives
might not be extended by dialysis
— such as frail, elderly patients
and those with multiple coexist-
ing conditions — is common.’
However, the process of review-
ing goals of care should give pa-
tients and their care partners the
opportunity to reconsider the
fundamental reasons why they
chose dialysis in the first place.
The 1973 Medicare expansion al-
lowed nearly all Americans with
terminal kidney failure access to
life-sustaining dialysis. It permit-
ted patients to choose dialysis not
just to survive, but also to main-
tain hope: hope of continuing val-
ued relationships, hope for reha-
bilitation, and hope of achieving
life goals and pursuits.

To overcome the perceived di-
chotomy of dialysis therapy versus
palliative care without dialysis,
especially for hospitalized patients,
and to mitigate the pressure to re-
duce hospital lengths of stay and
prevent readmissions, alternative
treatment options can be used.

A first option is conservative
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and preservative management of
CKD to delay dialysis initiation,
including use of diet and lifestyle
modifications, conventional and
new pharmacotherapies, and pro-
active management of symptoms
such as pain and fatigue, as well
as mental health issues.

Second, patients could make a
gradual transition to dialysis,
perhaps initiating once- to twice-
weekly hemodialysis or less-than-
daily peritoneal dialysis at home,
each of which may preserve resid-
ual kidney function longer than
conventional dialysis.

Third, there could be expand-
ed use of palliative care. For in-
stance, instead of having a one-
time palliative care consult during
an inpatient hospitalization, a di-
alysis patient or potential candi-
date for dialysis could be evalu-
ated for concurrent palliative
options and symptom manage-
ment as an outpatient and then
during each hospitalization, in-
dependent of the severity of the
person’s illness.

A final option is for clinicians
to offer palliative dialysis with a
gradual decrease in frequency and
intensity so that patients and care-
givers can choose less-stringent
dialysis therapy with a goal of
improving comfort. Dialysis could
be combined with hospice care,
and home dialysis could be of-
fered at nursing homes or skilled
nursing facilities. In these con-
texts, a focus on symptom man-
agement — rather than aggres-
sive clearance or rigorous fluid
removal — is prudent.

To minimize the influence of
perverse financial and regulato-
ry incentives, decisions about di-
alysis therapy should be made
thoughtfully and after multiple

ENSURING CHOICE FOR PEOPLE WITH KIDNEY FAILURE

discussions over a reasonable pe-
riod, before an acute hospitaliza-
tion occurs. During this process,
some patients may choose to re-
ceive comfort care and have on-
going dialysis withdrawn or avoid
dialysis initiation, whereas some
may choose to try certain pallia-
tive options such as less frequent
or shorter dialysis treatments than
is standard and others may
choose to continue life-sustaining
treatment.

We believe that all patients
with imminent or existing kidney
failure should be afforded the op-
portunity to benefit from pallia-
tive care and dialysis treatment
and to receive continued care
from their primary care provider
or nephrologist, with whom they
have often had long-standing re-
lationships. Hospitals shouldn’t
receive incentives for adopting pol-
icies that encourage dialysis with-
drawal, and clinicians shouldn’t
feel pressured by 30-day readmis-
sions policies, by the recent ex-
ecutive order, or by current or
future pandemics or other exten-
uating circumstances. Efforts to
shift palliative care consultations
from the hospital to outpatient
services for patients receiving di-
alysis and those who could soon
transition to dialysis should be
encouraged, supported, and ex-
panded.

Dialysis has been a treatment
choice available to all patients
facing end-stage kidney disease
(or their guardians) in the United
States for more than four dec-
ades. Despite its flaws and bur-
dens, dialysis prolongs life for
many people — people who
choose to start or continue this
therapy to maintain hope in the
face of organ failure. Although
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patients may ultimately choose
to avoid dialysis or withdraw
from treatment, decisions to ini-
tiate or continue it should also
be respected and protected. We
call for increased support for col-
laborative efforts and amended
policies so that patients may have
a better range of options for their
care; enjoy improved quality of
life, including better management
of pain and other symptoms; and
have their goals supported and
realized.

Disclosure forms provided by the au-
thors are available at NEJM.org.
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