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G len Desjarlais was a 53-year-old Métis man with kid-
ney failure due to diabetic nephropathy, who started 
hemodialysis in 2012. He received in-centre hemo-

dialysis 3 times a week via a right tunnelled catheter and was 
considering home hemodialysis, which would be performed 
by his wife. He was on the waiting list for a deceased donor 
kidney transplant.

In May 2015, Glen had a myocardial infarction, after which 
he underwent uncomplicated coronary artery bypass grafting. 
While in hospital, he received hemodialysis 3 times a week and 
he was to be discharged when he was at his baseline func-
tional status.

Spouse’s perspective

I am the proud wife of my beloved husband, Glen, who passed 
away on February 18, 2016. Glen had many health issues, includ-
ing diabetes, heart and kidney disease. During Glen’s lengthy ill-
ness, I was there for every treatment, appointment and pro-
cedure, no matter how big or small. Over time, I gained 
confidence as his advocate and was able to build a wonderful 
relationship with his care team.

After Glen had bypass surgery, we were waiting to be dis-
charged on a Saturday. The nephrology resident, Dr. Collister, 
whom I hadn’t met before, provided us with Glen’s discharge 
plan. He told us that Glen’s next scheduled dialysis session 
was Monday. I immediately realized that if we waited until 
Monday, Glen would not have been dialyzed for 3 days — I 
knew he could potentially be fluid overloaded by then. There 
was no way I was going to allow him to wait until Monday for 
treatment.

After some increasingly heated back and forth, I sternly 
suggested that Dr. Collister call the dialysis unit. After he left 
the room, Glen shook his head, saying, “You can’t talk to him 
like that.” I explained to Glen he couldn’t wait until Monday. 
Glen always chose to pretend all was fine and he could just 
wait his turn for things — he lived in denial.

I called the dialysis unit and spoke with a nurse who knew 
Glen and me. She confirmed he was scheduled for dialysis on 

Saturday. I don’t know where the disconnect happened about 
his next dialysis treatment. All I knew was that Glen was going 
to receive the treatment he needed and we could finally go 
home. After my call, Dr. Collister explained to Glen that I was 
correct and that he would be receiving treatment that evening. 
We thanked Dr. Collister for everything and he wished us 
nothing but the best.

Three years later, I unexpectedly found myself face to face 
with Dr. Collister at the annual meeting of the Can-SOLVE CKD 
Network (a Canadian group doing research on kidney disease). 
We recognized each other immediately. I felt embarrassed and 
apologized for my behaviour that morning, 3 years before.

He told me I had nothing to apologize for. “Because of you, I 
am a better doctor. I listen to my patients when they speak up. 
Your persistence that day taught me that.” 

I was shocked. I can’t imagine what might have happened to 
Glen if I hadn’t felt comfortable enough to stand my ground 
and call the unit myself. I know now it was the strong relation-
ships I’d built with Glen’s care team that gave me the comfort 
to use my voice as a caregiver that day. I have always said I 
never wanted Glen to be just a statistic. I want his death to 
mean something. I want people to learn from our journey.
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Physician’s perspective

When I was a nephrology fellow, I took care of Glen for several 
days when he was an inpatient undergoing coronary artery 
bypass grafting. I had not met him previously, and I first met 
Glen’s wife, Arlene, the day of his discharge.

That day, his return to outpatient hemodialysis had to be 
planned. Arlene told me she had arranged for a dialysis treat-
ment after his discharge on Saturday, instead of waiting until the 
following week to resume his normal dialysis schedule of Mon-
day, Wednesday and Friday. When I called the hemodialysis unit 
to confirm this, they told me he was scheduled for Monday. How-
ever, Arlene was adamant that Glen should receive dialysis on 
Saturday. I told her that I did not think dialysis was clinically indi-
cated until the following week, but she did not accept this. As she 
spoke on Glen’s behalf, he sat quietly, avoiding eye contact. She 
was clearly frustrated by the gaps in communication. She was 
direct, unrelenting and slightly hostile. She was not impressed by 
my ability to coordinate Glen’s discharge. I remember feeling 
annoyed with her persistence, but I tried not to convey this.

I called the unit again, and a second nurse couldn’t confirm a 
Saturday appointment, either. I was becoming frustrated and 
thought to myself that coordinating additional outpatient dialy-
sis treatments for Glen was not high priority, as I still had 20 or so 
other patients to see that day — many with more acute medical 
issues. I finally called the phone number Arlene had for the dialy-
sis unit, and to my surprise a nurse confirmed that Glen was 
scheduled for dialysis on Saturday, just as Arlene had said. I still 
don’t know where the miscommunication originated between 
Arlene, myself and the dialysis unit. I suspect we had spoken to 
different nurses who weren’t communicating with each other.

That evening, I remember feeling not great about our interac-
tion; I thought I had come across as disengaged and uncompas-
sionate, and I was frustrated by the miscommunication. I real-
ized Arlene was concerned that Glen was at risk of volume 
overload if he did not receive dialysis over the weekend. I should 
have taken the time to ask Glen and Arlene why they felt dialysis 
on Saturday was critical, and clarified whom Arlene had spoken 
to about securing an extra treatment.

Three years later, I ran into Arlene at the annual meeting of 
Can-SOLVE-CKD Network; I had never expected to see her again. I 
was nervous about talking to her and worried about how she 
would describe our previous interactions to others at the meet-

ing. When it was just the 2 of us together, she told me that Glen 
had passed away and she was grateful for the wonderful care he 
had received from his nephrologists in Winnipeg. The conversa-
tion ultimately turned to that last encounter.

We both apologized for our behaviour that day. I told her I 
wished I had taken the time to explore her concerns and better 
facilitate Glen’s transition of care. She had taught me that 
patient and caregiver concerns, no matter how big or small they 
seemed to me, always need to be explored and not casually dis-
missed because of other pressing clinical demands. She told me 
that after I left the room, Glen had told her she “could not speak 
to doctors that way.” I said I understood; she was advocating for 
her partner and should never apologize for doing that. 

I am thankful for the opportunity to collaborate with Arlene 
on patient-oriented research, as she keeps Glen’s legacy alive 
through her work as a patient partner.
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