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INTRODUCTION AND AIMS: Intradialytic hypotension (IDH) episodes constitute
the most common intradialytic complication. They cause significant reduction of dialy-
sis efficiency and increased cardiovascular disease (CVD) morbidity and mortality.
Atherosclerosis and vascular calcification are two closely inter-related processes that
occur prematurely and progress aggressively in MHD patients and may both increase
risk of CVD events including IDH episodes.

METHODS: A novel combined atherosclerosis calcification score (CACS) was calcu-
lated for 60 patients who were on regular thrice weekly MHD for> 6 months. CACS
was obtained by adding the atherosclerosis score (AS) to the abdominal aortic calcifica-
tion score (AACS). AS, derived from measurement of ankle brachial index (ABI) and
carotid US, ranged from 0 to 3. AACS, modified from Kauppila score to range also
from 0 to 3 (to increase consistency and ensure equivalency of both components of the
final score), was derived from plain lateral radiographs assessing abdominal aortic cal-
cification. IDHs were defined as a fall in systolic BP> 30 mmHg to a value< 90
mmHg. Number of sessions complicated with> 1 IDH episode (IDHs) over 14 weeks
study period was recorded. For all patients, predialysis haemoglobin (Hb), serum urea,
creatinine, sodium, potassium, calcium, phosphorus, alkaline phosphatase and CRP
were measured. Kt/V and calcium phosphorus (CaPh) product were calculated.

RESULTS: Patients had a median of 10.5 IDHs over the 14 weeks study period (IQR
5.75 - 14). Patients in the highest quartile (> 14 IDHs) had significantly higher sCRP
compared with other patients. Number of IDHs had a statistically significant positive
correlation with CACS (r¼0.291, P¼0.024) and sCRP and a statistically significant neg-
ative correlation with Hb. Separately, AS and AACS had no significant correlation with
IDHs, though they correlated significantly with each other (r¼0.326, P¼0.011). AACS
had a statistically significant positive correlation with CaPh product. Duration of dialy-
sis had a statistically significant positive correlation with CACS as well as its 2 compo-
nents. ROC curve analysis revealed that a CACS> 4.5 has 59% sensitivity, 70%
specificity and 67% accuracy in identifying patients with frequent IDHs.

CONCLUSIONS: The newly developed CACS provides a cheap non-invasive and read-
ily available tool for identification of MHD patients at increased risk for IDHs, who
would be prioritized for potential preventive measures such as sodium profiling and
hemodiafiltration. This prediction model requires further large- scale confirmation
and further refinement by inclusion of other variables such as Hb, CRP and other
inflammatory and cardiac function markers.
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INTRODUCTION AND AIMS: Renal failure is associated with increased cardiovascu-
lar risk. About 45% of deaths in these patients are of cardiovascular etiology and two
thirds of these are attributed to arrhythmias. Dialysis patients usually have multiple car-
diovascular risk factors as well as ischemic heart disease. It is known that these patients
have an increased arrhythmogenic potential, particularly during dialysis, consequence

of ionic, fluid and hemodynamic changes. Despite this, there are few studies evaluating
intradialytic arrhythmia.The aim of our study was to characterize and feature arrhyth-
mias prevalence during hemodialysis (HD) sessions and find out which clinical and
analytic factors, as well as dialysis parameters, may be related with their occurrence.

METHODS: A prospective cohort study was conducted between October and
December 2017. Patients hospitalized in several departments of our hospital who
needed to perform HD in our Dialysis Unit, were evaluated for intradialytic arrhyth-
mias using a telemetry system. Registers of arrhythmias were evaluated and classified.
Auricular fibrillation, non-sustained ventricular tachycardia and ventricular tachycar-
dia were considered serious arrhythmias. We gathered information about: patient dem-
ographical data, past medical history, drugs under course in the moment of HD
session, echocardiographic parameters, parameters of dialysis prescription, type of vas-
cular access, hemodynamic parameters during HD and plasmatic analytic evaluation
before and after HD. Data analysis was fulfilled using SPSSVR (version 20).

RESULTS:Thirty-two patients were randomly included. Fifty six percent (n¼18) were
male and the mean age was 73,868,9 years. Thirty-four percent (n¼11) were diabetic,
97% (n¼31) had hypertension and 81% (n¼26) had dyslipidaemia. Thirty-seven per-
cent (n¼12) had known ischemic heart disease. Eighteen patients (56%) had CKD
5HD and attended a chronic dialysis program and 14 patients (44%) had acute kidney
injury (13 with previous CKD). Twenty patients (63%) had de novo arrhythmias
(supra-ventricular tachycardia, supraventricular extrasystoles [SVET] and ventricular
extrasystoles [VES]), and 11 (34%) had serious arrhythmias. One patient died during
dialysis session, initially it was recorded SVET, then frequent VES and after that escape
ventricular rhythm and asystole. Of our statistical analysis we found out that medical
history of ischemic cardiac disease was associated with occurrence of serious arrhyth-
mias (p<0.001), as well as beta-blocker therapy in the moment of HD (p¼0.034). No
echocardiographic parameter had association with intra-dialytic arrhythmias. The dis-
tribution of dialysis blood flow rate was different between patients who had and who
had not serious arrhythmia (330688mL/min vs 280656mL/min, p¼0,027). No other
dialytic parameter, intradialytic hypotension or type of vascular access was associated
with occurrence of intradialytic arrhythmias. The distribution of plasmatic troponin T
values before HD session was different when compared the group who had and the
group who had not serious arrhythmia (TroponinT before HD: 0,7161,30 mg/dL vs
0,0960,07 mg/dL, p<0.001).

CONCLUSIONS: De novo and serious arrhythmias are frequent during hemodialysis
sessions. In our study, known history of ischemic heart disease, beta-blocker drugs,
increased dialysis blood flow rate and increased plasmatic TroponinT values before HD
were associated with occurrence of intradialytic arrhythmias.
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