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KB Yiiksekliginin Kardiyovaskiiler Mortalite

Uzerine Etkisi
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Diyalizde Voliim Kontrolu
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Hipertansiyon
Neden Meydana Geliyor?
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Kuru Agirlik

Hucredisi volum, normal bir insanin agirligidir. “UF ile saglanan
ovolemik durumdaki vucut agirlig1” olarak tanimlanabilir.

Fizik muayene P hipertansiyon, juguler venoz dolgunluk,
hepatomegali, gode birakan odem

Vena Cava Kollaps indeksi (sag atrium basincini yansitir, N: 0. 6),
crit-line, biyoelektrik empedans, kan dansitesi ve konduktivite
olgumleri, vb.

Ekokardiyogram (sol atrium capi)

Telekardiyogram: Kardiyotorasik indeks




Voliim - Kardiyotorasik Indeks Iliskisi

Ozkahya M, ve ark. Am | Kidney Dis 1999.
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Asagidakiler varsa...

Kan basincl yuksekse

Sag kalb yetmezligi bulgulari varsa:

Pretibial odem,
Inspiryum sonu raller
Hepatomegali
Hepatojuguler reflt

KTI = %50, sol atrium capi = 3.5 cm
Epo uygulamasi ile hipertansiyon gelisiyorsa,

Diyalizin sonlarina dogru kan basinci yukseliyorsa;
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Hipervolemik Hastaya Yaklasim
Fazla Sivinin Uzaklastirilmasi

Tuz yasagi
Sag kalb yetersizligi bulgulari kayboluncaya kadar,

KB’I hala yiiksek ise KTi ve sol atrium ¢api1 normale
donunceye kadar,

KB normal ama kardiyomegali varsa:
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(a) Reziduel fonksiyonu olan hastalarda diuretik (furosemid)
kullanilabilir.

(b) Uzun diyaliz seanslari uygulanabilir
- Fazla sivi uzun surede daha yavas cekilebilir.
- Dx yapilmadan, izole ultrafiltrasyon (UF) yapilabilir.




Kuru Agirligin Dogru Olarak

Belirlenmesinde Sik Yapilan Hatalar




Voliim Artis1 - KB Iliskisi:
Antihipertansif Ilaclarin Etkisi

Ventura JE. Nephrology Dialysis Transplant 1997.
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UF Sirasinda gelisen hipotansiyon fazla sivi cekildiginin
gostergesidir (ancak eritrositoz, pihtilasma varsa dogru)

HBOV Arhisi %20
KV Artisi %14

Kan Volumu (KV)
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"
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Hiucredign Volim (HDV)

UF 14 ml /dk




Sol Ventrikiil Hipertrofisinin Varliginda Atim Hacmi
Ultrafiltrasyona Daha Duyarli Hale Gelir
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Sol ventrikiil Hipertrofisi Geriledikce,
Hipotansif Ataklarin Sayisi da Azalir
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bir diyaliz seansinin s a dogru gelisen

hipertansiyon, fazla s ine bagli olarak gelisen RAS
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Viicut Agirliginda Meydana Gelen Her Artis
Hipervolemiyi Yansitmaz

Malniitrisyon vs Hipervolemi
Dorhout Mees EJ, 2000.
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UF ile Elde Edilen KB ve

Kardiyovaskiiler Sonuclar




Strict Volume Control Normalizes Hypertension
in Peritoneal Dialysis Patients
Gunal Al, et al. AJKD 2001.
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Hasta Sayis1: 21, Izleme Siiresi: 2 yil,

Ortalama UF: 5.4 + 2.7 kg

M. Cirit. Nephrol Dial Transplant 13: 319-28, 1998.

MAP
CTIl
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LVs
Lvd

e/a
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95+11
4714
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Kapak Yetmeligi Gelismis Kardiomegali Olan Hastalarda
Kardiyomyopati Gelismistir.

UF Oncesi ve Sonrast Kapak Yetmezligi
M. Cirit. Nephrol Dial Transplant 13: 319-28, 1998.
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Centre A Centre B P-value
(UF) (ilag)
(n=190) (n=204)
Use of antihypertensive medication (n = %) 13 (7%) 86 (42%) 0.001
ACE-/l or ARB 8 27
Calcium channel blocker 1 43
Beta blocker 2 3
Furosemide 1 1
Combination of two medications 1 12
Interdialytic weight gain (kg) 2.29+0.83 3.31+1.12 0.0001
Interdialytic weight gain (kg for 70 kg man) 2.61+0.98 405+ 1.52 0.0001
Systolic BP (mmHg) 126 £ 15 126 + 21 ns
Diastolic BP (mmHg) 75+12 76 + 11 ns
Pulse pressure (mmHg) 51+9 50+ 12 ns
Systolic BP 140 (%) 18 37 0.001
Diastolic BP 90 (%) 12 8 ns
Patients with systolic BP 140 and/or diastolic BP 90 (%)
=
At the time of starting the HD programme -, 78 B3 ns
Current situation 19 37 0.001
Intradialytic hypotension (number of episode per 11 27 0.009

100 HD sessions)
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Values are expressed as mean x SD unless
otherwise defined.
BP: blood pressure, ns: non-significant.



Centre-A Centre-B P-value

(UF) (ilag)

(n=190) (n=204)
LA indices
LA index (cm/m?) 240+0.34 2.74 £ 0.53 0.0001
LA volume index (mL/m?) 29.5+10.0 36.7+21.7 0.0001
LV measurements and indices
LV diastolic index (cm/m?) 2.61+0.33 297 £ 0.64 0.0001
LV end-systolic index (cm/m?) 1.60 £ 0.29 1.96 £ 0.47 0.0001
Interventricular septalindex (cm/m?) 0.79+0.13 0.83+0.14 0.018
Posterior wall index (cm/m?) 0.76 £ 0.11 0.83 £0.11 0.0001
LV ejection fraction (%) 68 £ 10 63 + 09 0.0001
LV fractional shortening (%) 39+8 356 0.0001
LV mass indexed to height?7 (g/m?7) 59 + 16 74 £ 27 0.0001
LV hypertrophy (%)? 124 (74%) 171 (88%) 0.001
Pulsed Doppler parameters
Mitral-inflow E (cm/s) 73+22 76 + 27 ns
Mitral-inflow A (cm/s) 83+18 82+25 ns
Deceleration time (min/s) 0.23 £ 0.06 0.28 £ 0.07 0.0001
Isovolumic relaxation time (min/s) 0.08 £ 0.01 0.12 £ 0.02 0.0001
Mitral-inflow A-wave duration (min/s) 0.14 £ 0.02 0.16 £ 0.03 0.0001
E/A ratio 0.90 + 0.31 0.96 + 0.33 0.076
Mitral valve lateral annulus Ee/Ae (min/s) 0.99+0.43 0.89 £ 0.41 0.034

- =™
E,-'E =q G '-?-:LE
=N I — o -
-2 o my 22
e [ &
9 r 2T § :E
= m T = =
I=h=h =1 — § B
E g = m M g
R [ R - B E
P = | ] - = B,
e = = A B R
EER = =k
A T = 8
— =] =
== = B =
= - — &
) o~ i
=] — g
g B Z g
[l - A 2
o E P - =
s B (LR =
s g @ oA
"I’.” —.
e g =
0 =1
I~
= = =1
=R =
] =
E M =
g c
I~ =
-] -
r,‘g ~
T e s
n -]
g g =
BE =
mo 2
%] -t
g = z
o8B =
B
L 8 =
e -
[ -
Y
l._,'-]_' —
- = 1
tn i -]
&, = H
. — g
4 =
= E
= T
g
=
-]
i
E
-1
a

Values are expressed as mean + SD.
LA, left atrium; LV, left ventricular; ns,
non-significant.

aLV hypertrophy was defined as the LV
mass index >50 g/m2.7 in males and
>47 g/m2.7 in females.
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Cumulative survival
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Survival in PD: Total Fluid Removal
Ates K. Kidney International, Vol. 60 (2001), pp. 767-776
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Table 6. Final multivariate Cox proportional hazards model of
patient survival using total sodium removal
RR 93% CI F
Comorbidity score I point 165 1.19-2.31 =0.01
Serum creatinine J mgfdL 069 0L55-0.87 =0.01
RRF 1 mLimin/1.73 m? 0.53 031091 <005
Total sodium removal 10 mmoli24 hil.73 m? 0.90 0.84-0.96 =0.001
Abbreviations are: RE, relative risk of death; RRF, residual renal function.
36 42




Sonuc Olarak

* Diyaliz hastalarinda basta gelen morbidite ve mortalite nedeni olan
kardiyovaskuler hastaliklarin 6énlenebilmesi veya tedavisi
bakimindan kilit 6neme sahip kuru agirlik dinamik bir kavramdair ve
surekli izlemeyi gerektirir.

* Kuru agirligi dogru olarak gésteren bir laboratuvar yontemi veya
formul yoktur. Bu nedenle fizik muayene ve rutinde uygulanabilir
pratiklige sahip laboratuvar yontemleri birlikte degerlendirilmelidir.

* Diyaliz hastalarinin buiytk bir cogunlugunda saptanan
hipertansiyon, hemen daima hipervolemi ile iliskilidir ve artmis
kardiyovaskuler morbidite ve mortaliteye neden olur. Bu nedenle UF
ile yapilan kan basincinin kontrolu, kardiyovasktiler parametreler ile
birlikte yurttalmelidir.
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