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Abstract:  
Background: The number of patients with oncological diseases in hemodialysis is sharply increasing. 

These patients require hemodialysis and a personalized care that improves the tolerability, management of 
complications, pain, anxiety and fear of the patient and family. The literature presents approaches in different 
oncological diseases but there is still a dialysis treatment that allows greater tolerability. In this article, we 
describe the alternation of two different treatments and highlight the necessity of a personalized care process. 

Case presentation: Patient diagnosed with ovarian cancer, after countless series of complications, in 
the terminal phase requires service and haemodialysis customized. Prescribed treatment was: three 
treatments on-line hemodiafiltration of the duration 3:30 hours using monitors for intermittent 
haemodialysis. The fourth treatment catheter veno-venous hemodiafiltration of the duration 4 hours using 
monitors for continuous haemodialysis. 

Conclusion: The case presented shows the need to identify a personalized care pathway for the 
management of cancer patients on haemodialysis and their families. The alternation of the two treatments has 
allowed greater tolerance and fewer complications.  
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Introduction 
 
The last report of the Italian Registry of 

Dialysis and Transplant (RIDT 2010) revealed a 
prevalence of HD and PD of 788 patients per 
million population (PMP) and an incidence of 
162/PMP (42,488 patients in haemodialysis, 
including 8,638 incident patients) [2]. The causes 
that lead to 'onset of a chronic renal disease in the 
terminal phase that requires haemodialysis are: 
cardiac diseases, diabetes, renal diseases, and 
oncological diseases [1, 8]. Despite the many 
important scientific advances in oncology, which 
have certainly resulted in a marked improvement 
of the therapeutic approaches and increased 
survival of patients, cancer is still one of the most 
widespread diseases and a major cause of death 
in every part of the world. In the individual and 
collective imaginations, cancer is associated with 
severe physical and psychological suffering, 
death, diversity, guilt and shame. Cancer patients 
on haemodialysis have a very limited life 
expectancy and their suffering is greater than all 
other patients on haemodialysis and oncology [5, 
9]. In recent years, progress in cancer research 
and the development technologies led to longer 

life expectancies with clinical and political wide 
recognition of the 'importance of the quality of 
life of cancer patients. Regardless of the stage of 
the disease and the prognosis: clinical results 
may be affected by the state of mental and 
physical well, maintaining the quality of life 
including physical mechanisms of psychosocial 
and social is a priority medical and humanitarian 
[3, 6, 7]. In cancer patients on haemodialysis 
tolerability it is critical to ensure a decent quality 
of life [4, 7].  

This report describes the case of a 
oncological patient in terminal stage in chronic 
renal failure haemodialysis treatment, the 
difficulties and his family together in the face of 
the neoplastic disease and the dialysis treatment 
and suggests the need to construct inside our 
dialysis centres a care pathway for oncological 
patient in haemodialysis treatment that allows a 
personalized assistance and a total care of the 
patient and family. It also describes the 
alternation of two different haemodialysis, HDF 
on-line (on-line hemodiafiltration) and 
CVVHDF (hemodiafiltration continuous veno-
venous), which allow greater tolerability and the 
achievement of the dry weight of the patient and 
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the object of anxiety and anguish. 
 
Case presentation 
Mrs. SZ, age 63 years of Bosnian Serb 

origin, is transferred in our Dialysis Center of 
Support Limited Bentivoglio (Bentivoglio CAL) 
in December 2012 by the customer service 
Decentralized Maggiore (Maggiore CAD) 
where she began haemodialysis treatment 
(2010). On arrival the patient was stabilized and 
had to continue dialysis treatment at our centre. 
The history of the lady noted that in 2003 she 
was diagnosed with ovarian cancer with 
metastatic inguinal nodes, care was provided by 
ANT (National Cancer Association). Hysterec-
tomy is performed in 2004 and in 2005 was 
subjected to three months of chemotherapy with 
CAELYX. A series of complications (2007 
angioplasty + stent left renal artery, 2009 TVP 
axis axillo right subclavian based CVC) lead in 
2010 to the beginning of haemodialysis using 
femoral venous catheter then left at the centre 
CAD Maggiore. The treatment is bicarbonate 
haemodialysis (HD) biweekly, treatment time 
3:30 hours. At the beginning of haemodialysis 
treatment, patient history does not reveal any 
pathology heart problem or diabetes. In 2010 is 
performed arteriovenous fistula venous 
haemodialysis left but in the same year the 
fistula does not work: at anatomical obstruction. 
In November 2010 it is packaged prosthetic 
fistula humerus cephalic left but in December 
2010 she was diagnosed with complete 
thrombosis of the prosthesis. The patient 
continues treatment by CVC (Central Venous 
Catheter) right femoral. In March 2011, the 
pulmonary clinic visit and CT (Computed 
Tomography) highlighting calcified nodules 
compatible with metastasis. In April 2011 it is 
packaged new fistula between the proximal 
right brachial artery and venous branch deep 
malfunctioning. In August 2011, the lady is 
brought in Germany where it is packaged FAV 
cephalic humerus prosthetic left arm. In 
December 2011, occurs the thrombosis of the 
prosthesis and the patient returned to Germany 
where he is undergoes to the procedure of 
disobstruction. In March 2012, the abdominal 
CT highlights: vascular lesion oval solid 
roundish adherent to the posterior wall of the 
fast. In April 2012 thrombosis FAV prosthetic 
left: new revascularization procedure in 

Germany. In June 2012, the PET (positron 
emission tomography) highlights total body area 
of pathological accumulation in the abdominal 
lymph nodes compatible and always in June is 
diagnosed hypertensive heart disease. The triple 
revascularization performed in Germany in 
October 2012 not to good effect and in 
December of that year, in Germany, it is packed 
new fistula prosthetic left arm for 
haemodialysis. CAL arrived in Bentivoglio, in 
December 2012, the patient continues treatment 
with a twice-weekly HD treatment time of 3:30 
hours until February 2013 when the rhythm 
becomes dialysis three times a week 3:30 hours 
of treatment. In the same period the body PET 
highlights accumulation radio medication at 
inter-aorta caval, and some level of mediastinal 
lymph nodes. The visits do not indicate cancer 
chemotherapy or other targeted therapies and 
continue the checks. In January 2014, the 
patient is visiting the Hospice Foundation 
Seragnoli Bentivoglio, begins morphine and 
continues to be followed by ANT home. From 
February 2014 to November 2014, the patient 
performs hemodialfiltration on -line (HDF on 
line) for 3.30 hours three times a week and in 
November 2014 took the tetra weekly treatment, 
second treatment week is veno-venous conti-
nuous hemodiafiltration (CVVHDF) 4 hours.  

 
Discussion 
The traumatic event, cancer, invested 

abruptly Mrs. in 2003 by altering the 
equilibrium individual and interpersonal and 
evoking an atmosphere of uncertainty. It was a 
devastating existential test which involved all 
aspects of life: the relationship with her body, 
the meaning given to suffering, illness, death, as 
well as the family and social relationships. Not 
involved only her but her entire family. She, 
resident in Bosnia, comes in Italy, where her 
sons organized the start of treatment. The family 
has never given up in face of difficulties and 
after the first problems has activated in filled its 
own resources and the family has tried as far as 
possible to compensate for their limitations. The 
patient is brought several times in Germany, 
where his brother lives, to be subjected to 
interventions prosthetic packaging of FAV. One 
of the grandsons of Mrs. stops school and is 
dedicated to assistance day and night standing 
next to his grandmother during the haemo-
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dialysis sessions. The family does not accept, is 
not resigned to the progression of the neoplastic 
pathology claiming “when it is not evil, my 
mom is whit us and seems is good health”. He 
asks the medical and nursing staff to put in 
place all the resources and knowledge to 
continue haemodialysis treatment. Being a 
centre CAL, nurses are at the forefront in 
managing relations with the family, with the 
patient and the management of dialysis 
treatment. The nurses and doctors informed the 
family held on 'development of the disease and 
explain again that the hope in this case of 
advanced disease is a hope to the reality: 
maintain controlled the disease for as long as 
possible and with the least burden of suffering. 
The adaptation to the disease and the treatment 
depends largely on the quality of the relational 
'team physician, who is the architect mainly by 
controlling the side effects of treatment, pain 
control, anxiety and depressive symptoms. This 
is possible through a personalized care of the 
patient, through information on the various 
aspects of the disease as well as through the 
evaluation of their needs, of his choice. This 
presupposes on the part of nursing staff also 
active listening of the history of the patient, his 
fantasies, his fears and defence mechanisms 
adopted to contain the anxiety. The experienced 
nurse dialysis is not only to manage a 
haemodialysis complex but must support the 
patient for 3: 30-4 hours four times a week and 
the family. Support to the family during the 
terminal phase and critical to the nursing staff 
trained in dialysis but there is no care pathway 
in our Dialysis Centres of 'AUSL Bologna 
which provides a total care of the patient and 
family. The oncological disease causes a 
considerable intolerance during intermittent 
haemodialysis treatment. The management of 
dialysis treatment in a cancer patient is always 
difficult as tolerability is greatly reduced. In the 
literature are described several cases of 
oncological diseases in haemodialysis patients 
on haemodialysis or who develop neoplastic 
diseases. We are not aware of any other case 
where the treatment CVVHDF is used as the 
fourth weekly haemodialysis along with 
haemodialysis intermittent HD or online HDF 
lead to greater tolerance, indexes purification 
acceptable, longer survival than 6 months at 
home with your family. Earlier treatment HD 

biweekly 3:30 hours from positive effects on 
indices of purification here we are in possession 
and we can present them: KT / V = 1.36 in 2012 
when the patient arrived at our centre. The 
vascular access shows a circulation of 8% 
calculated in December on the new fistula 
prosthetic left arm packed in Germany. The 
progressive course of neoplastic disease has 
involved the passage in HD treatment three 
times a week (April 2013) for duration of 3:30 
in the treatment. The indices are maintained 
good purification KT / V = 1.23 and the 
prosthesis highlights recirculation of 11.23%. 
From the month of February 2014 until 
November 2014 (nine months of treatment) the 
patient performs on-line HDF, treatment time 
3:30 hours, three times a week but the treatment 
does not give good results: KT / V = 0.96, 
tolerability is low, supportable treatment time is 
2: 30-3 hours, agitation and anxiety take the 
upper hand throwing the patient and family in a 
in a situation of despair and suffering unmana-
geable. Manifest severe hypotensions that 
require stopping the treatment in emergency, 
severe pain that does not respond to painkiller, 
not reaching the dry weight. In November 2014 
changes to the rhythm dialysis tetra weekly 
decay of general and poor tolerance to dialysis, 
problems with the dehydration of patient anuric. 
Relatives are constantly updated by the critical 
condition of the lady but ask to continue the 
treatments. The tetra weekly haemodialysis is 
composed of: 3 HDF treatments online for a 
period of 3:30 and treatment veno-venous 
continuous hemodiafiltration (CVVHDF) of 4 
hours. The treatment prescribed by your physi-
cian nephrologist centre is: CVVHDF online 
lasting 4 hours with the following indices: 
dialysate 2000ml / h, PBP 500ml / h, in post 
reinfusion 1000ml / h, weight loss, 500g / h, 180 
QB / 200, Clexane 4000 beginning treatment. 
This type of treatment showed a greater 
tolerance, decreased pain intradialytic, the 
achievement of the dry weight and improving 
the quality of life, KT / V = 1.03.  

 
Conclusions 
The pathology associated with cancer in 

terminal phase haemodialysis does not allow the 
restoration; being a condition that is getting 
worse, it requires an arduous and continuous 
process of adaptation and personal assistance. 
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Affected individuals can live several months or 
years in this particular condition of life; the 
disease, so it becomes a condition of life. The 
case presented in our dialysis centres showed a 
lack of a care pathway for people with 
oncological diseases in haemodialysis and the 
effectiveness of two haemodialysis used 
alternately. Our study sought to make a 
contribution in the management of these 
patients. The results bring out the need for 
further studies, perhaps observational or RCT, 
to see if the two types of treatment tolerability 
alternating increases and decreases compli-
cations. In conclusion we believe that care and 
haemodialysis personalized help cancer patients 
in the terminal phase of their lives by reducing 
the distress, anxiety and pain by giving time to 
the patient and family to face the inevitable. 
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