
Your First Day on Eckel

Here is some info to help you throughout this month:

1. Rounds will begin at 8:00 AM in the Lakeside 40 conference room.Your hemodialysis and private patients can be located anywhere in the hospital. However, most of your peritoneal dialysis patients will be located on Lakeside 40 because the nurses are trained in how to use the equipment. The attending for PD patients will be one of the PD attendings (Negrea, Weiss, or Cacho-Bowman) and you do not need to present these patients on rounds – just discuss them with the PD attending. If one of the PD attendings happens to be on service, then they will round on both PD and hemodialysis patients.

2. There will be four interns and call will be q4 long call. The call room is on Lakeside 45 in Room 4573, and it has a bathroom with shower. There is a keypad on the door and the code is 152.  Two of the interns will take call with one of the senior residents; the other two will be ‘orphans’ and will be covered by a senior from another team until 11:00 PM and by the nightfloat resident after 11:00 PM.

3. There is a weekly lecture series for the Eckel interns/residents that is usually on Tuesday or Thursday afternoons in the Lakeside 55 conference room. The schedule in posted each month in the Lakeside 40 conference room. Don’t be late.

4. Eckel is a very data-oriented service and daily labs are very important. Unfortunately, dialysis patients are often difficult for phlebotomy to draw labs from. Make sure that you have ordered labs every day and make sure that they actually were drawn by checking mainframe. If the labs could not be obtained, you will need to draw labs yourself. On the days that your patient is in dialysis, it is easiest and most reliable to have labs drawn in dialysis.  This can be done through the dialysis order set on PCOSS and your seniors can show you how to do this. In a crunch, you can call the HD unit and ask one of the nurses/ techs yourself (this is often more reliable in a last-minute scenario than placing orders in PCOSS). 

5. Keep in mind the indications for acute (emergent) dialysis:

a. Severe volume overload causing pulmonary edema

b. Severe metabolic acidosis

c. Refractory hyperkalemia

d. Acute uremia that causes mental status change

e. Toxin removal 

Emergent dialysis during regular hours is done by calling the dialysis nurse practictioner (Cindy or Kelly). After hours, the renal fellow on-call must be called

6. While taking your history for a dialysis patient, find out the following:

a. Who is their nephrologist?

b. Where do they get their dialysis (i.e. CDC East, VA, UH, etc…)?

c. What days do they get their dialysis?

d. Have they missed a dialysis appointment recently?

e. What is their access (fistula, graft, temporary catheter) and when was it placed?

7. Once you have admitted your patient, you should call their dialysis center (if you are unsure of the phone number, the HD unit at UH has most of them on file) and ask to have the following faxed to UH, preferably directly to the dialysis unit (x48975) if it is still open:

a. The patient’s last three run sheets – from these you can find out useful information, e.g., whether a run was terminated early, if a patient became hypotensive or febrile on dialysis, how much fluid was removed

b. The “monthly packet”, which includes routine dialysis labs (among other things)

8. Dosing of medications in renal patients must be adjusted for creatinine clearance. A rough estimation of creatinine clearance can be obtained by using the Crockroft-Gault equation or it can be calculated accurately by a 24 hour creatinine collection.  For a dialysis patient that is anuric, their creatinine clearance is 0.

a. Crockroft – Gault: 
CrCl = (140-age) x (lean body weight in kg) x (0.85 in women)
                               (serum Cr in mg/dl) x 72

b. 24 hour urine collection:
CrCl = (urine Cr in mg/dl) x (volume of urine in ml)
                (serum Cr in mg/dl) x (minutes)

9. The dialysis techs are your friends! If you ask nicely and put in the orders in PCOSS the following things can be done while patients are on dialysis :

a. Labs can be drawn

b. Blood cultures can be drawn from lines (phlebotomy can draw peripheral blood cultures during regular hours)

c. Blood products can be administered – this is particularly useful in these fluid-restricted patients, since extra fluid can be removed to compensate

d. Antibiotics are often best given at dialysis and should be dosed q dialysis.  You still need to be checking levels for antibiotics such as vancomycin and gentamicin

10. Pain control in dialysis patients is a tricky issue. It is preferable to use small doses of Dilaudid (hydromorphone) over morphine because Dilaudid is metabolized by the liver.  Morphine is a poor choice because it can accumulate causing respiratory depression and mental status change. Similarly for anxiety, Ativan can also accumulate. Haldol may be a better choice.  

11. Potassium is another tricky issue. Hemodialysis patient have a tendency to get hyperkalemic (especially if they miss a dialysis session). Peritoneal dialysis patients tend to be hypokalemic.  Be careful about aggressively repleting potassium in your hemodialysis patients – it is ok if it is a little low. You should also avoid repleting potassium based on labs that were drawn immediately post-dialysis: the value will be falsely low for a few hours while the patient’s body re-equilibrates. At discharge, make sure your hemodialysis patients understand that they must follow a renal diet and avoid foods with high potassium.

12. Be careful with your fluid management on your dialysis patients. Too much fluid can send a patient into pulmonary edema. Too little and they can be hypotensive. You will not be able to use your BUN/Cr to determine if a patient is volume depleted. Therefore, you must rely upon your physical exam, checking orthostatics and a CXR to determine if someone if hypo-, hyper-, or euvolemic. Comparing a patient’s current weight to their “dry weight” can also be helpful in this assessment.

13. There are two very helpful dialysis nurse practitioners, Kelly Weigel and Cindy Hollarman.  They can arrange emergent dialysis during regular business hours and act as the liaison between our service and the Transplant Surgery service that is responsible for placing dialysis access (i.e. – fistula or graft) in our patients. In addition, the transplant surgery service is also responsible for the maintenance and repair of any problems with access. For example, if a graft/fistula becomes infected or clotted, Cindy or Kelly can help you to contact Transplant to have them look at the access and try to fix the problem.

14. Patients requiring temporary access will need this placed in Angiography. You can do this by selecting ‘Angio Body’ under the diagnostic imaging section of PCOSS and then choosing ‘Tunneled dialysis catheter placement’ for a more permanent access and ‘Temporary dialysis catheter placement’ for a temporary/emergent access. You will need to have coagulation profile in the computer with an INR of 1.2 or below and the patient must be able to consent for the procedure or have a power of attorney that can consent for them. Also, if they have a contrast dye allergy they need to be prepped accordingly.

15. Ted Wilson is the social worker for the Eckel service.  He can help arrange placement and can be helpful when talking to patients and families.  His pager is 35109.

Your seniors are always available to help.  The only stupid question is the one you did not ask.
Important Numbers: Dialysis:x41585 Cindy Hollarman:p33968 
Kelly Weigel:p35593 Ted Wilson:p35109


