OUTPATIENT HEMODIALYSIS EXPERIENCE

Each second year fellow is assigned at least four hemodialysis patients for longitudinal
care. As described in the general curriculum, fellows round a minimum of every other week on
hemodialysis patients during this rotation in one of two off campus hemodialysis units
administered by the Renal Research Institute located nearby the University campus in Ann
Arbor or in Livonia, Michigan.

Educational Goals:

The fellow is expected to develop competency in providing compassionate and thorough care to
a medically and socially diverse group of outpatients with end stage renal disease.

The major goal of this rotation is to provide fellows with the education and experience to
become proficient in managing outpatient hemodialysis patients.

Objectives:
Patient Care

Each fellow will rate as valuable the importance of being a nephrologist to a medically and
socially diverse group of patients

Each fellow will be able to obtain and document a history and physical, formulate an
assessment and plan, and communicate this assessment when necessary to other physicians.

Specific educational goals are to provide clinical expertise and opportunities to gain
experience in:

e Longitudinal care of hemodialysis and peritoneal dialysis patients including writing
dialysis prescriptions, and assessment of dialysis adequacy;

o Understanding the principles and practice of peritoneal dialysis, including cyclers, and
peritoneal equilibration tests;

e Understanding the prevention and treatment of complications in hemodialysis and
peritoneal dialysis patients;

e Understanding principles of hemodialysis water treatment;

e Understanding reuse of artificial hemodialysis membranes and principles of
biocompatibility.

The fellow is also encouraged to acquire the knowledge base (that includes cost
effectiveness) and expertise in:

Bone biopsy;

Placement of peritoneal dialysis catheters;
Balloon angioplasty of vascular access;
Peritoneal Biopsy.

Medical Knowledge

The fellow will demonstrate a knowledge and understanding of the pathophysiology, diagnostic
evaluation, and therapeutic management of a core group of issues in end stage renal disease
patients described above.



By the end of the year, each fellow will have attended and participated in the educational
activities listed in the teaching methods section.

By the end of the year of outpatient dialysis ambulatory experience, each fellow is encouraged
to complete some of the recommended readings (below)

Communication Skills
Each fellow will demonstrate effective communication skills with the attending physician by
discussing each clinic visit or rounds. A dictated medical note will also demonstrate effective

communication skKills.

Each fellow will discuss the ongoing care of each patient with the appropriate attending at the
time of the clinic visit or rounds and if follow up discussion is required

Each fellow will model effective interpersonal communication skills with patients, families, and
other allied health professionals

Professionalism

Each fellow will demonstrate compassion and understanding to a group of socially,
economically and racially diverse group of patients

Each fellow will rate as comfortable his/her ability to assume the leadership role for outpatient
care

Practice-Based Learning and Improvement

The fellow will incorporate basic knowledge of evidence-based medicine in evaluation and
management of outpatient medical problems

Each fellow will continue the process of acquiring skills and documenting the procedures
required by the ABIM, as listed in the procedure summary

Each fellow will model practice based learning and effective information seeking in the
outpatient care of patients

Systems-Based Practice

The fellow will demonstrate competence in the integration of inpatient and outpatient care, and a
systems approach to care

The resident will demonstrate an awareness of issues cost-effective medicine in patient care, by
discussing the cost implications of cases with the attending physician

Each fellow will routinely evaluate the socioeconomic needs of his/her patients, including health
insurance, access to care and co-payments necessary to provide care



Teaching Methods:

Teaching methods include one-on-one supervision with a Nephrology Supervising Attending.
Topics pertinent to this experience may be covered in the July Nuts and Bolts Lecture Series,
Core Curriculum Conference, and Clinical Conferences. Literature may be provided by the
Nephrology attending. PUB MED, Up-to-Date and other textbooks are available at the Dialysis
Units and all public workstations in the hospital.

Mix of Diseases:

Patients with all forms of End Stage Renal Disease may be seen in this ambulatory
experience including diabetes, hypertension, chronic glomerulonephritis, chronic
tubulointerstitial disease, genetic kidney diseases such as Polycystic Kidney disease, HIVAN,
SLE as well as other diseases that may result in End Stage Renal Disease.

Patient Characteristics:

As above, each second year fellow follows at least four hemodialysis outpatients. Many
patients may initiate dialysis over the age of 70, therefore experience in geriatric aspects of
Nephrology are obtained.

Types of Clinical Encounters:
Patients are encountered in the outpatient ambulatory setting at the dialysis units.

Procedures:

Fellows supervise hemodialysis and peritoneal dialysis treatments for the assigned
outpatients.

Services:

Besides supervising dialysis treatments, fellows will help care of the assigned patient in
the outpatient setting which may include phone calls to other physician providers or various
aspects of health care. Fellows will interact with support staff including nurses, renal dieticians,
renal social workers, and others.
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Pathologic material:

Pathologic material such as arterial graft removal as well as other pathology sent to our
renal pathology division will be available for review.

Evaluations:

The fellow is evaluated using the ABIM form for Evaluation of Clinical Competence,
Categories evaluated include the core competencies of Patient Care, Medical Knowledge,
Practice Based Learning , Interpersonal and Communication Skills, Professionalism, Systems
Based Learning, evaluation of procedures above, and Moral and Ethical Behavior, and Overall
Clinical Competence as a Specialist In Nephrology. A 360 degree evaluation of the core
competencies will be administered. These evaluations are filled out every six months by the
supervising Nephrology attending. The fellow evaluates the teaching of the Nephrology
attending using the form provided.

Supervision / Lines of Responsibility:

Fellows round on at least 4 hemodialysis patients with a Nephrology attending and
occasionally with a physician’s assistant assigned to the patient each week. It is estimated that
this rounding will take 2-3 hours per week. The fellow is responsible for interviewing and
examining of patients, writing orders, making treatment or medication changes, and dictating
notes during these visits. The fellow is responsible for longitudinal follow up including review of
laboratory data and radiological assessments. The Nephrology attending reviews the history,
physical examination, assessments and plans, and medical notes. The attending discusses any
changes of the above with the fellow.



