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The patient on dialysis endures diet and fluid intake restrictions impacting their quality of life.Limiting net daily fluid gain to no more than one to two liters is required. Removal of excessive fluid during thrice weekly hemodialysis is difficult due to organ stunning and patient symptoms such as headache, muscle cramps, or nausea and vomiting, and may result in hypotensive episodes and prolonged recovery time after treatment. Balancing and managing Interdialytic Weight Gain (IDWG) avoids fluid volume overload complications of hypertension, congestive heart failure, pulmonary edema and the potential of death due to extreme fluid gains In the U.S . 10–20% of HD patients routinely experience high IDWG, defined as ≥ 5.7% of a patient’s estimated dry weight. Over the past several years, our Interdisciplinary Team and patients on dialysis have worked toward managing the IDWG to within 5% of the pt Estimated Dry Weight. With an objective of >70% of patients achieving this goal, we have consistently maintained 81-89% success.  The new Centers for Medicare & Medicaid Services (CMS) metric for reporting ultrafiltration recommends limiting UF at a range of 10-13/mL/Kg/Hr to avoid organ stunning.   Think about the 100 Kg patient  5% is 5 Kg (5000mL)  but 12/mL/Kg/Hr (3 hour treatment) is only 3.6 kg (3600mL)…



BACKGROUND:

 All organ stunning has an impact on patient quality of life. 

 Balancing and managing “between treatment” Interdialytic Weight 
Gain (IDWG) avoids complications.
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All organ stunning has an impact on patient Quality of Life (QOL) in both adults and children on Hemodialysis. Organ stunning due to intradialytic hypotension causes circulatory stress, fibrosis, and left ventricular hypertrophy.Additionally, when intradialytic hypotension occurs, the kidneys are stunned; thus reducing residual renal function.As this new standard of Ultrafiltration (UF) is being implemented, our goal is for the IDT and the patient to work together toward achieving a <13mL/Kg/Hr UF buy-In.



PURPOSE:
The Interdisciplinary Team (IDT) needed to work together to achieve 
a less than 13mL/Kg/Hr UF buy-in prior to CMS mandated 
implementation January 1, 2018. 

 The Medical Director set the goal at 12/mL/Kg/Hr for 
added patient safety. 
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 Our IDT is comprised of RN, NP, MD, RD, and SW members.    As the ultrafiltration rate is a modifiable fluid related aspect of the hemodialysis prescription, it is within the power of the dialysis facility to adjust fluid removal and remain within the CMS recommendation. For added patient safety, the Medical Director reduced the current goal for our patient population to 12/mL/Kg/Hr per evidence of 10mL/Kg/Hr as best practice to achieve improved cardiovascular related mortality outcomes. Target UF goals will be reassessed and reduced as patient adherence to the new regimen is observed.Goal is to have at least 80% of all patients adherent to the new fluid regimen.



All patients on dialysis were educated toward the same goal by 
nursing staff. 

 The dietitians provided patient education 
material for fluid management. 

 Social Workers assisted support 
of the change through conversations 
shared with the patients at chair-side.

CONCEPTUAL FRAMEWORK:
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Working through a Care Delivery Model of Health Promotion we structured our framework to include Regulatory and Organizational Policies, Educative Practice and the Patient Environment to promote a quality system of care between the patient and Interdisciplinary team.



METHODOLOGY:
 The IDT developed appropriate diet and fluid

restriction regimens to accommodate individual
patient needs. All patients were educated on the regimen.

 Each patient was coached by the dietitians and given a document 
specific to their target weight goal and IDWG with the 12/mL/Kg/Hr
UF restrictions.  

 Assessment of patient adherence to the newly defined intradialytic 
weight gains were accomplished through structured IDWG 
assessments.

 Loose initiation of the 12/mL/Kg/Hr UF restriction was implemented 
in September 2017 and fully enforced in January 2018. 
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In September 2017, a letter was provided to each patient to inform them of the new CMS guideline of 13 mL/Kg/hr fluid removal and the rationale of reducing that even further to 12/mL/Kg/Hr was discussed. Along with patient input, the IDT developed appropriate diet and fluid restriction regimens to accommodate the individual patient needs. Additionally, education on organ stunning was presented. All patients on dialysis were educated toward the same goals by nursing staff.   The dietitians provided patient education material for fluid management. Social Workers assisted support of the change through conversations shared with the patients at chair-side. Loose initiation of the 12/mL/Kg/Hr UF restriction was implemented. The IDT reinforced education and rationale over the next several months during dialysis at the chair-side.  Discussions included extended recovery time at home with excessive IDWG and quality of life.Initial opposition to the new UF regimen was apparent. Understanding the CMS goals and target date of January 1, 2018 on recording ultrafiltration for data collection purposes was key to early initiation of staff and patient education. In August 2017, nursing staff education to the CMS target UF range of 10-13/mL/Kg/Hr was introduced in August 2017. This gave a minimum of four months lead time for staff to educate patients toward the upcoming UF changes along with rationale for the change. An Interdisciplinary Plan of Care was developed by our IDT to reflect specific fluid management goals per the individual patient on dialysis. Each patient on chronic dialysis was coached by the dietitians and given a document specific to their target weight goal and IDWG with the 12/mL/Kg/Hr UF restrictions in mind. The patient was requested to sign the document; thus creating a contract of sort between the IDT and patient With this, patient accountability was established.  



FINDINGS:
 Initial UF data in August 2017 identified 14% of patients consistently 

above the 5% estimated dry weight (EDW) goals set for them. 

 Patients were sent to the hospital for fluid 
overload related admissions 36 times overall 
in 2017; 15 of those admissions occurred in 
the first five months of that year. 

 In the five comparative months of 2018, only four admissions 
occurred. 
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Initial data in August 2017 identified 16 patients (14% of 111), consistently above the 5% EDW goals set for them. Each of these 16 patients received a letter from the dietitians; acting as fluid managers, documenting their interdialytic weight gains for the month. These patients were advised if they continued to exceed their interdialytic weight gain, their dialysis treatment times would be extended or an extra treatment might be recommended. There was some patient push back. In the month of September, 2017, 17 patients were above the 5% EDW goals. We continued to assess and reinforce our UF objectives. Patient comments included statements, such as, “Are you kidding me?” or “What gives the government the right to dictate how much fluid I take off?” or “That’s not going to happen…”.  In November and December, 19 patients were > 5% of EDW. As there was no physical evidence of fluid volume overload, we re-evaluated and changed target weights on all patients.   By January 1, 2018, patients were all educated on the 12 mL/kg/hr. The Medical Director rounded on all the patients. Each one he spoke with had been informed and understood the process. Patients were educated we would not continue to accommodate their IDWG excess during individual treatment sessions. If an extra treatment could not be arranged within the next day schedule, patients would be sent to the hospital for inpatient dialysis.During the first week of January 2018, the IDT reiterated full implementation strict enforcement of the 12/mL/Kg/Hr UF restriction. Patients were to be held accountable for their IDWG. The IDT began educating patients they would be advised to be admitted to the hospital for excess fluid removal if they left the dialysis center at greater than 2 Kg above their target weight. Any patient 1-2 Kg above their target weight post dialysis would be coached and counseled on signs and symptoms of fluid volume overload and directed to the hospital for dialysis if symptoms occurred between scheduled treatments.  Patients were sent to the hospital for fluid overload related admissions 36 times overall in 2017; 15 of those admissions occurred in the first five months of that year. In the five comparative months of 2018, only four admissions occurred. 



IMPLICATIONS FOR PRACTICE:
 After discussing implementation with one dietitian, a particular 

patient on dialysis stated: 

“I am really happy everyone is getting a strict goal because 
sometimes I went home feeling really bad, and now I adhere to 

a strict regimen and I feel better that I know what my limits are.” 

 Education and knowledge is the best facilitator 
of success when implementing change.

 The Interdisciplinary Team must work to 
continually reinforce the standards set by CMS.
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Once the 12/mL/Kg/Hr UF restriction was implemented, our method of tracking changed. The current 2018 goals are based on 12/mL/Kg/Hr UF as opposed to the previous 2017 goals of managing the IDWG to within 5% of the Estimated Dry Weight (EDW). Percentage goals of patients in range remain at >70% through both methods. The 12/mL/Kg/Hr UF is a more narrow goal than the within 5% of the Estimated Dry Weight goal. maintaining a We have successfully transitioned our patients on hemodialysis to a safe ultrafiltration value without complication.Extra treatments were accommodated six times since implementing the UF restriction. Patients were sent to the hospital for fluid overload related admissions on only four occasions in the first five months of 2018 compared to 36 times overall in 2017; 15 of those admissions occurred in the comparative months of that year. Average monthly hemodialysis patient census in 2017 was 116. The 2018 January-May average monthly hemodialysis patient census was 106. 



CONCLUSIONS:
 When presented with mandated regulations, dialysis treatment 

centers must rise to implement patient fluid removal objectives 
within specific goals. 

 Our IDT has successfully transitioned our patients 
on hemodialysis to a safe ultrafiltration 
value without complications. 
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 When presented with mandated regulations, dialysis treatment centers must rise to implement fluid removal objectives within specific goals. The 12/mL/Kg/Hr UF restriction is tight and patients initially resisted the mandate.   



CONCLUSIONS:
 When implementing change toward fluid adherence, patient 

accountability is key. 

 Given the option for success through 
knowledge, patients on dialysis will adhere 
to a strict fluid regimen and thus an 
improved quality of life. 
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 Education and knowledge is the best facilitator of success when implementing change. The IDT must work together to continually reinforce the standards set by CMS. During the pre-dialysis period, patient education allows the transition to dialysis less restrictive and will increase compliance. When implementing change toward fluid adherence, patient accountability is the key. Given the option for success through knowledge, patients on dialysis will adhere to a strict fluid regimen and thus an improved quality of life. 



 This presentation is based on a manuscript submitted and accepted for publication in the Sept/Oct 2018, 
Nephrology Nursing Journal. Volume 45, Number 5.

 Permission to present this data at this conference has been granted by the publisher. 

 Thank You  to the Kidney Center Interdisciplinary Team, Physicians, Nursing Staff, Dietitians, Social Workers, 
and patients who worked toward this goal with great dedication and enthusiasm.    
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