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The effect of protein provison on clinica outcomesin patient, receiving rend replacement therapy
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Background/Aims: The energy-protein deficit is known to be corre-

lated with increased mortdity in criticaly ill patients. Although the
substantial protein loss during continuous renal replacement therapy

(CRRT) procedure was expe_cted. the proper nutrition was cyql ooked. g AT YT i
Therefore, we try to investrigate the nutrition status and clinical out-

comes according to protein provision in nutrition of criticaly ill pa- Male, n (%) 9 (64) f 17 (59) ]
tients, receiving CRRT Methods: A total of 46 intensive care unit | |
(ICU) patient, receiving the CRRT was included. The nutritional re- | #= ﬁ,’“&‘;‘ e 0.24
quirement was andyzed by nutritiona support team, using )

Harris-Benedict equation. Adeguate protein provision was defined as; cErdiposcilor > Z

>90% of calculated protein target. The patients were divided into two pulmanary 7 | 16

groups based on protein provison. The ICU stay and mortality rate AT - T =

were evaluated. Results: The patients in adequate protein group were ! I

14 and inadequate protein group were 32. The mean protein provision a3 : 2

was higher in adeguate groups than inadequate groups (59.2 vs others 1 ' 1

483g/day, p=004) AlthOUgh the ICU Stay showed the hlgher ten- Serum cholesteral 152432 I 135441 I o3z
dency in inadequate groups than adequate group, there was no sig- S i SonE | S T

nificant difference (7.8 vs 4.6, p=0.12). And the mortality rate was sig-
nificant lower in adequate group than inadequate group (10/32 vs
4/14). Conclusions: Our study showed the adequate protein provision Profein, g/day 59245 29 T 48.324.32 | 004
isimportant factor of survival in ICU patient, receiving the CRRT.

Mortality, % 4 (81) | 7 (21) | o0.04
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Secondary hyperparathyroidism is an independent predictor of LV diastolic dysfunctionin CKD
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Background/Aims: Cardiovascular disease (CVD) isthe leading cause of death in patients with chronic kidney disease (CKD). Left ventricular (LV) dia-
stolic dysfunction is known as the predictor of CVD in these patients. Secondary hyperparathyroidism (SHPT), acommon complication of CKD, contribute
to cardiac dysfunction. This study aimed to evaluate the association between SHPT and LV diastolic dysfunction in patients with CKD. Methods: This
study included 332 pre-dialysis CKD patients (estimated glomerular filtration rate (eGFR)<60 ml/mirn/1.73m2). Two-dimensional echocardiography was
performed to left ventricular gection fraction (LVEF). Tissue Doppler imaging was used to measure the early mitral inflow velocity (E) and the peak early
mitral annular velocity (E'). Diastolic function was estimated by the E' and theratio of E to E' (E/E'). The associations of echocardiographic index with clin-
ical and laboratory variables [age, sex, diabetes, hypertension, eGFR, albumin, uric acid, calcium,

‘Table 2. Univariate and multivariate analysis for variables associated with E' in study population (n = 332)

hosphate, total cholesteral, h lobin, C-reactive protein, and intact parathyroid hormone (PTH _ _
Univariate Multivariate
were investigated by univariate (Pearson’s correlation, r) and multivariate andysis (multiple linear  ——— —— L = -
regression anaysis, B). Results: Of the 332 patients, 198 werein CKD stage 3, 84 in CKD stage 4,  &me oo o7 : :
and 50 in CKD stage 5. The degree of diastolic dysfunction was more severe (lower E' and higher b oie Py P pree
. . . - T - Albr (g/dl) 0.092 0.093 0.016 0.767
E/E) with increasing CKD stage. There were no significant differences between the three CKD s ai (g 0009 0873 ) .
(mg/dl)
. . . . . . Calcium (mg/dl) -0.024 0.667
groups in LVEF (Table 1). In univariate analysis (Table 2, 3), the intact PTH levels correlated with — pios (e oon 0198
. . . Total cholesterol (mg/dl) -0.020 0.720
E' (r=-0.321, P<0.001) and E/E' (r=0.297, P<0.001). However, they did not correlate with an index By msindes (i) 0033 osss o -
of systolic dysfunction (LVEF). In multi- it sdine chanceiscs ot e sty ppusion o~ 352 CR? (g e 0430 - :
iPTH (pg/ml) -0.321 <0.001 -0.349 <0.001
H . H CKD stage 3 CKD stage 4 CKD stage 5
variate analysis (Table 2, 3), the intact ol s aesy . P
H H H Age (years) 553105 .5 X .. <0.001 *r me: Pe fh clati flicients. 4 standardized i ficients. %). CRP, C-reactive
PTH levels were significantly associated s e 104 (52.8%) 0358 protein G, estimated glomenar ftion e, 1PTH, intat prshyrafd hormone: LYM,lf vemrcue
. Diabets 108 (54.8%) o) 0.958 dex;
with E' (B=-0.349, P<0.001), and E/E' (B Hypertension 134(680%)  64(753%)  41(820%)  0.106 e
:03221 P<0(D1) after wj ug for Oth- ;\(f}f\:f,:::;.;?; 1.73m’) :227:0749 ilultl;t‘l ;090:0255 iggg: ‘Table 3. Univariate and multivariate analysis for variables associated with E/E' in study population (n = 332)
N . . Uricacid (mgdl) 63+19 66+19 73+18 0.004 Univariate - Multivariate -
e confounding factors.  Conclusions: (o, R U T T m
Increased intact PTH levels were in-  fuisvictnimgs Abisus  Wesisy  oseiss 06 Db 000 ot : :
. . Y S Fas Foilte Hypertension 0214 <0.001 0.164 0.002
dq)mdamly associated with decreased E' Hemoslobin (2 12819 11019 96412 <0.001 €GFR (ml/min/1.73m?) 0.135 0.014 0083 0225
CRP (mg/dl) 13411 1913 27414 <0.001 Albumin (g/dl) -0.061 0270 - -
H - . n iPTH (pg/ml) 50.2+20.0 112.6 £ 76.6 21274912 <0.001 Uric acid (mg/dl 20,039 0476 - -
and increased E/E' in patients with CKD, {5 Q9586 6ha8s Gl0eI1 o Cam (o 058
H H E'(c 8.0+14 7510 74£13 0.003 Phosphate (mg/dl) 0.048 0378
suggesting that SHPT are an independent ;™ v B vt B 1 Toal oo gy 0136
A H H . B LVEF (%) 60.9+10.4 59.5+9.7 58.8+8.7 0300 Body mass index (kg/m?) -0.061 0.265
predl ctor of LV diastolic dy§ unction 1N Diastolic dysfunction 123 (624%)  54(635%)  33(66.0%) 0895 Esmglul:; (g/d) 600%26 ggg
. Data are mean = standard deviation or (n, %). CRP, C-reactive protein; E, early mitral inflow velocity; E', peak me o - p
these patients. carly mitral annular velocity, ¢GFR, estimated glomerular fltration rate; iPTH, intact parathyroid hormone; LVER, e 027 7 e mgm‘l‘;fmmmm %;Ocr'g",v oo

left ventricular cjection fraction; LVH, left ventricular hypertrophy; LVMI, left veniricular mass index; NGAL, protein; eGFR, estimated glomerular filtration rate; iPTH, intact parathyroid hormone; LVMI, left ventricular
neutrophil gelatinase-associated lipocalin mass index;
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