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ELISIO™HX

SUPER HIGH FLUX
SHARP CUT-OFF TECHNOLOGY




SURVIVAL RATE

POLYNEPHRON™ MEMBRANE IMPROVES SURVIVAL RATE
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Hazard ratio (HRs) of all-cause mortality after propensity score matching for 6 types of dialyzer groups compared
to the PS group using Cox proportional hazards regression. * p < 0.01 vs. PS.

A study by Abe et. al showed a 10% reduction of mortality for the group who received Polyethersulfone (PES)
membranes compared to the Polysulfone (PS) membrane group. The hazard ratio was significantly lower in the
PES group compared to the PS group.

BETTER B2-M CLEARANCE, HIGHER SURVIVAL RATE

Mean pre-dialysis serum p2-microglobulin levels
correlated significantly with mortality (n 1813; P 0.001)
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Cheung AK et al, ) Am Soc Meplwol 2006; 17 546-55

A study by Cheung et. al, showed that pre-dialysis levels of beta-2 microglobulin are correlated with survival
in dialysis patients. With every 10mg per liter increase in beta-2 microglobulin levels, the relative risk of
mortality increases by 1.11.



ALBUMIN CONTROL

SAFER DIALYSIS WITH HIGHEST ALBUMIN RETENTION IN MCO DIALYZERS

Albumin dialysate loss (mg)
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A study by Maduell et. al, suggest that the new super high flux sharp cut-off dialyzer, Elisio HX,
offers excellent behaviour and tolerance, with good efficiency and complete safety i.e., suitable albumin loss.

LOWEST ALBUMIN LOSS WITH SHARP CUT-OFF TECHNOLOGY

*p<0.05 vs. on-line HDF
**p<0.05 vs. MCO dialyzer

B onling HDF ™ MCO dialyzer = Elisio 21HX
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A study by Patricia et. al, showed that albumin loss per session was higher with MCO dialyzer compared to
online HDF and albumin loss was also higher with MCO dialyzer than with Elisio HX.



ECO-GREEN

PHOENIX ONE DS

WATER TREATMENT FOR DIALYSIS

BECAUSE EVERY LIFE DESERVES AFFORDABLE CARE

BIOFILM FREE

HIGH PERFORMANCE MATERIALS

Multiloop F[) A

Seamless between loop
Tailor made loop connector

TURBIDEX

FILTRATION TECHNOLOGIES

PVDF Tubing superior PE-Xa
- i itani
Extremly SMOOTH inner surfaces - P pe Raw Titanium
Easy —Cost saving disinfection Safety and economic
. heat disinfection
? E

Hyper filtration 5pm
Capacity x1.5 compare with
traditional media filter



SAFETOUCH DIALYSIS CATH PLUS™

New auto-priming hemostatic
valve

An automatic priming feature and built-in valve
reduces blood exposure during connection and
disconnection, offering many advantages.

» Eliminate the need for flush syringes and clamps
= Reduce the cost of supplies

= Simplifies clinical procedures and access
management during hemodialysis

= Minimizes blood exposure
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Ensure high-quality outcomes
and a more comfortable
patient experience

Achive optimal cannulation outcomes and elevate
the patient experience.

m Plastic fistula needles have been shown to
reduce vascular access complications

= Improves patient outcomes with safer
cannulation during fistula maturation

m Accommodate challenging or tortuous
cannulation

» Decrease risk of fistula infiltration during
dialysis

= Improve patient comfort with a catheter that is
more pliable compared to metal fistula needles

» Enhance patient mobility

» Fistula catheters for patients allergic to metal
needles

"Access damage or access loss due to poor cannulation

is a serious practice problem; it increases patient’s

morbidity and cost to the health-care system and has

potential legal consequences. This study intensified the
appreciation for the importance of optimal cannulation in
prolonging access survival..."




Rx Thubc ban theo don
Ché pham acid amin thiét yéu ding cho suy than

AMIYU®Granules

MO TA VA THANH PHAN
M6 ta

AMIYU®Granules 1a thudc cdm dugce dong goi chira 2,5 g/goi. Thude c6 dang cdm bao mau
trang vo1 mui thom va vi hoi ngot.

Thanh phin

AMIYU®Granules chira cac thanh phan sau day trong mot goi (2,5 g).

Hoat chat Ham luong moi géi (2,5 g)
L-Isoleucin 203,9 mg
L-Leucin 320,3 mg
L-Lysine Hydrochlorid 291,0 mg
L-Methionin 320,3 mg
L-Phenylalanin 320,3 mg
L-Threonin 145,7 mg
L-Tryptophan 72,9 mg
L-Valin 233,0 mg
L-Histidin Hydrochlorid Hydrat 216,2 mg
Tong céac acid amin 2123,6 mg

Thanh phan khong hoat tinh

Natri bisulfit, tinh bdt khoai tay, cellulose vi tinh thé, polyvinylacetal diethylamino acetat,
titan oxide, sucrose, l-menthol, paraffin long, cao Stevia, hwong thom, tinh dau hydrogen
hoa, silicon dioxide hydrate hoa va bot talc.

Nong d6 nito toan phan: 256 mg/2,5 g cdm

CAC PAC TINH DUQC LY

Duogc lue hoe

1. Hiéu qua va tac dung

1) Thtr nghiém 1am sang: Trong cac thir nghiém lam séng trén 20 bénh nhan bi suy thén man
tinh, cac hi¢u qua da dugc ghi nhan la cai thi¢n can bang nito, gidm nito uré huyét thanh,

ting protein, albumin va hemoglobin toan phan trong huyét thanh, &c ché san sinh cac
ddc t6 uré huyet va lam cham lai sy nang thém cua tinh trang suy than.




2. Co ché tac dung

Viée diéu tri béng AMIYU®Granules dua trén co sé khi 8 loai acid amin thiét yéu va
L-histidin can thiét & bénh nhan bi suy than duogc st dung, cac acid amin khong thiét yéu
duoc sinh tong hop tir nito uré voi nang luong day du, protein duoc tong hop sau do va su
tich liiy céc chdt chuyén héa nito cua chit thai bi wc ché. Viéc diéu tri bang
AMIYU®Granules da dugc xac dinh 12 cai thién céc triéu chimg 1am sang va 1am cham lai sy
nang thém cua bénh.

Dugc dong hoc

1) Phan bé: Cac acid amin duoc dung dudng udng nhanh chong dugc phan bd va sir dung
theo cung con dudong nhu céc acid amin ngi sinh.

2) Hap thu: Khi AMIYU®Granules dugc dung dudng udng, mdi acid amin dugc hap thu
qua chat van chuyén cua nd ¢ rudt non.

3) Chuyén héa: Mdi acid amin duge gop lai va co thé duoc st dung nhu co chét cho sy
tong hop protein va cac chit co hoat tinh sinh hoc. Mit khéc, cac acid amin bi khtr nhém
amin di vao chu trinh tricarboxylic acid (TCA), tan tao glucose hodc sinh tong hop acid
béo dudi dang co chat mang ning luong. Nito trong cic acid amin phan huay thanh uré
trong chu trinh uré.

4) Thai trir: Bo khung carbon trong mdi acid amin c6 thé bj phan huy thanh CO va HxO.
CO; c6 thé dugce dao thai qua sy thd ra. Nito co thé dugc bai tiét qua nudc tieu dudi dang
uré hodc amoniac.

CAC NGHEN CUU LAM SANG

“Cai thién trung binh hodc t6t hon” da duoc quan sat thiy & 56% trong tong s6 111 bénh
nhan bj suy than man tinh dang trai qua tham phan. “Cai thién trung binh hoic tot hon” da
duoc quan sat thiy ¢ 71% trong tong sd 81 bénh nhéan bi suy thdn man tinh khong tréi qua
tham phan.

Ca hai nhom bénh nhan c6 hodc khong ¢6 thim phan di bao cao giam nito uré huyét va ty 18
nito uré huyét/creatinin huyét thanh, ting protein va albumin toan phan, ting hong cau va
hemoglobin va ting nong d6 hematocrit. Dac biét san phdm nay c6 hiéu qua trong viéc cai
thién su chuyén hoa nito & bénh nhan khong tham phéan va cai thién sy thiéu mau ¢ bénh
nhan tham phan.

CHI PINH

Cung cép céc acid amin trong suy than man tinh.

CHONG CHI PINH

Nhimg bénh nhan bi rdi loan chirc ning gan ning [Su mat cin bang acid amin c6 thé ning
thém do viéc str dung AMIYU®Granules, dan dén hon mé gan. ]

LIEU LUQNG VA CACH DUNG



Liéu lwong

Liéu thuong dung cho nguoi 16n duong udng 1a 1 goéi/lan, 3 1an/ngdy sau bira an.

Lieu lugng nén dugc diéu chinh tuy theo tudi cua bénh nhan, dd ning cua céc tri¢u chiing va
thé trong.

Cach dung

Dung dudng udng.

THAN TRONG

Poc ki huéng din sir dung truée khi dung. Néu cin thém thong tin, xin héi y kién
bac si.

Thuoc nay chi dung theo don ciia bac si.

Thén trong quan trong

AMIY U®Granules nén duoc st dung dé diéu tri duy tri cho cic bénh nhan bi suy thdn man
tinh.

Str dung ¢ nguoi cao tudi

No6i chung, vi chirc ning sinh 1y bi giam & nguodi cao tudi, nén cin than khi dung
AMIYU®Granules nhu giam liéu dung.

Str dung trong khi mang thai, sinh dé hoac cho con bu

(1) AMIYU®Granules chi nén st dung ¢ phu nir mang thai hodc phu nir c6 thé dang mang
thai néu loi ich du tinh cta viéc diéu tri 16n hon nguy co c6 thé xay ra lién quan véi diéu
tri. [P an toan clia san phim nay trong thoi ky mang thai chua dugc xac dinh.]

(2) Khong khuyén ding AMIYU®Granules ¢ phy nir dang cho con bu. Néu viée st dung
AMIYU®Granules dugc danh gia la can thiét, phai ngimg cho con b trong thoi gian
di€u tri. [P0 an toan cua san pham nay ¢ phu nit dang cho con bu chua dugc xac dinh.]

Sir dung trong nhi khoa

Do an toan ciia AMIYU®Granules ddi voi tré em chua duge xac dinh. [Chua co du dir licu
lam sang. |

Than trong khi ding

Vao thoi diém sir dung, phai cung cap cho bénh nhan ché do an it protein theo chirc ning
than cua ho va lugng calo hap thu nén la 1.800 Kcal hodc cao hon.

TUONG TAC VOI CAC THUOC KHAC VA CAC DANG TUONG TAC KHAC

Khong c6 bao cao cho thiy twong tac v6i cac thude khac.

TAC PONG TREN KHA NANG LAI XE VA VAN HANH MAY MOC

Trong truong hop AMIYU®Granules, khong c6 trudng hop nao da dugc bao cdo vé kha ning
lai xe hodc van hanh may moc c6 thé bi anh huong.



PHAN UNG PHU

Cac phan tmg phy d6i v6i AMIYU®Granules da dugc quan sat thiy & 132 (2,37%) trong tong
s0 5564 truong hop.

Céc phan tmg phu thuong gip nhit di dugc quan sat thiy 1a budn noén & 70 phan tmg phu
(1,26%), chan an & 41 phan Gmg phu (0,74%), ndn & 24 phan tng phu (0,43%), day bung & 19
phan tng phu (0,34%), kh6 chiu & miéng (bao gdm cam giac kho miéng, khat) & 14 phan mg
phu (0,25%) va ting AST (GOT) va ALT (GPT) & 9 phan tng phu (0,16%). (Vo cudi cudc
tai kiém tra)

0,1% - <5% <0,1%

Qué man MY Noi ban, m¢ day toan

than, nglra v.v...

Tiéu hoa Buodn ndn, ndn, chan an, khoé chiu & Ti€u chay, tdo bon
mi¢ng (bao gom cam giac khd miéng,
khat), day bung v.v...

Gan Tiang AST (GOT) va ALT (GPT)

Than Tiang nito uré huyét
(BUN)

Luu ¥) Néu quan sat thay nhiing tridu chimg trén, nén ngimg dung thudc.
Théng bao cho bac si nhirng tic dung khong mong muon gip phai khi sir dung thudc.

QUA LIEU VA PIEU TRI
Nghién ctru 14m sang dugc kiém soat tot dbi véi viée sir dung qua lidu AMIYU®Granules
chua dugc thuc hién.

HAN DUNG

24 thang ké tir ngay san xuét.
BAO QUAN

Béo quan dudi 30°C.

QUY CACH DPONG GOI
Hop 210 g6ix2,5¢

Hop 630 g6ix2,5¢

Hop 30 goix2,5¢g

Dé xa tam tay tré em.

Khéng dung thudc qua han sir dung dwoc ghi trén bao bi.

SAN XUAT BOI

EA PHARMA CO., LTD.
Tru so chinh: 1-1, Irifune 2-chome, Chuo-ku, Tokyo, Japan
Nha may: 103-1, Shirasakaushishimizu, Shirakawa-shi, Fukushima, Japan.




May Theo D6i Thanh Phan Co Thé (BCM)
Thiét Ké Danh Riéng Cho BEnh Nhan Suy Than

== FRESENIUS
Y MEDICAL CARE



May Theo D&i Thanh Phan Co Thé
BCM:

0 Thiét Ké Chuyén Biét Danh Riéng Cho Bénh Nhan Bénh Than

Trén lam sang, viéc dat dugc can bang dich va tinh trang dinh dudng téi uu & bénh nhan
mac bénh than man (CKD) van la mét thach thirc I6n. Bat chap van dé nay rat quan trong
ddi vai két qua diéu tri trén bénh nhan, cac bién phap théng thudng dé giai quyét van dé
nay van chua du do tin cay.

bBugc thiét ké danh riéng va phu hgp cho bénh nhan bénh than giai doan cudi (ESRD),

BCM - May Theo D&i Thanh Phan Ca Thé cung cap mot giai phap hiéu qua va dang tin cay
dé ho trg quan ly can bang dich va tinh trang dinh duéng clia bénh nhan trén 1am sang.

BCM - Str Dung Cong Nghé Tr& Khang Sinh Hoc Tién Tién:

 Trén bénh nhéan suy thdn man
Bao gébm Tham phan phdc mac (PD) va Than nhan tao (HD).

* Ghi nhan thdng tin vé xu hudng bénh
P& quan li tét hon dién tién cla bénh nhan.

« C6 kha nang rat ngan giai doan tham kham va han ché sai sét ban dau
Nho xac dinh chinh xac trong lugng kho t6i uu & bénh nhan loc mau vang lai.




May Theo D&i Thanh Phan Co Thé

T6i Uu hda hiéu qua lam sang cho bénh nhan chi véi mot vai thao tac don gian

BCM la mét cong cu than thién véi nguai dung, cung cap mot sé tinh nang chinh quan trong s
nhu sau:

Két Qua Turc Thi

= CO dugc két qua diéu tri lam sang trong chua day hai phut

Phan mém quan ly dich va dinh dudng

- Cho phép theo d&i lién tuc tinh trang clia bénh nhan

Cong nghé khéng xam lan
- \/&i BCM ban khong can 1ay mau mau




May Theo Déi Thanh Phan Co Thé

Gilp Pem Dén Két Qua Diéu Tri Tot Hon

Cung cap thong tin thiét yéu can dé t6i wu héa viéc quan ly dich va
dinh du@ng cho bénh nhan cla ban

Kiém soat tang

huyét ap
V 4
It cac do't bién chirng
tut huyét ap trong
cudc loc
Cai thién chirc nang Quan Ly
tim mach Dich Téi Uu
C6 Thé Giup

Giam str dung
thuéc ha huyét ap

Cai thién ty Ié song con
cta bénh nhan

Body
Composition
Monitor



Rx - Thudc ké don

Scilin™M30
R varr b b
g iy

SciLin™ M30 3070100 1u/ml

Regular Human Insulin
& Isophane Human Insulin

The Global Commercial Arm Of
-
).' YIFAN

@ sioTon FASciGen

Tai lidu luu hanh néi bo



THONG TIN SAN PHAM

TEN THUOC: SciLin M30 (30/70) (Insulin nguai)

THANH PHAN: Recombinant human insulin 100 IU/ml (30% soluble insulin & 70%
isophane insulin) (Ph. Eur. 2007). Ta dugc: m-cresol, glycerol, phenol, protamin sulfat, zinc
oxid, disodium phosphat dodecahydrat, hydrochloric acid, nuéc cat pha tiém.

DANG BAO CHE: H3n dich thudc tiém

DANG TRINH BAY: Ong (cartridge) 3ml, Hop 5 6ng (cartridge).

MO TA:

- Scilin M30 chdra insulin dugc san xuat bang k§ thuat tai t6 hgp DNA bang cach sit dung
chiing vi khuan Escherichia Coli san xuat khéng gay bénh riéng biét.

- Phan tt insulin trong Scilin M30 giéng vdi insulin ty nhién clia ngudi vé cau tao va hinh
déang 3 chiéu.

- Thanh phan cua Scilin M30 nhu sau:

Thanh phan
Recombinant human insulin,
m-cresol, glycerol, phenol,
protamin sulfat, zinc oxid,
disodium phosphat
dodecahydrat, hydrochloric acid,
nudc cat pha tiém.

Dang bao ché
SciLin M30 (v6 khuan, hén dich
ddng nhét, hén hgp clia insulin
hoa tan va insulin isophane).

CHI DINH:

- Déi thao dudng tuyp | (phu thudc insulin).

- Dai thao dudng tuyp Il (khdng phu thudc insulin) khi cac thuéc chong dai thao dudng
téng hgp khéng con hiéu qua, khi nhiém toan mau, hén mé dai thao dudng, bi nhiém
khuan ndng, phau thuét I6n.

- Cép clru tdng dudng huyét trong: dai thao dudng nhiém acid cetonic, hén mé tiang
dudng huyét, tang tham thdu ma khéng nhiém ceton trong mau.

- Khi truyén tinh mach dung dich tang dinh du&ng & ngudi bénh dung nap kém glucose.

- Bénh véng mac tién trién do dai thdo dudng.
- Déi thao dudng & phu nif 6 thai, dai thao dudng trong thdi ky thai nghén.

CHONG CHi BINH:

- Ha dudng huyét.

- Qua man cam vdi insulin hay bat ky mét thanh phan nao cla thudc.

- Dung dan thuan insulin tac dung trung gian va tac dung kéo dai trong trudng hop toan
mau hodc hon mé dai thao dudng.

THAN TRONG VA CANH BAO DAC BIET:

- Chi bac si méi c6 thé thay d6i liéu lugng insulin hodc khuyén trén cac dang insulin hodc
déi dang nay sang dang khéc.

- Bénh nhan nén théng béo cho bac si néu c6 bat ky biéu hién sém cua di (ing v&i bat ky
dich insulin ndo cling nhu véi cac thudc khac, thirc an, d6 hop hodc phdm mau.

- Trong thdi gian diéu tri insulin phai theo d&i lugng dudng huyét va nudc tiéu, HbAT va
lugng dudng fructoza trong mau.

- Bénh nhan nén hoc cach tu kiém tra lugng dudng mau va trong nudc tiéu bang cach st
dung nhiing xét nghiém don gian (vi du xét nghiém vach). Trong trudng hgp xét nghiém
khong chinh xac nén thong bao ngay cho bac si.

- @ bénh nhan khéc nhau, triéu chiing ha dudng huyét c6 thé xay ra & nhifng thdi diém
khac nhau v&i mdc d khac nhau. Vi vay, bénh nhan nén hoc cach tu nhan biét nhitng déc
diém triéu chiing clia chiing ha dudng huyét cho ban than. Néu cac triéu chiing nay xay
ra thudng xuyén tham chi & mic nhe cling van nén dén bac si dé thay ddi liéu insulin
hoac ché dé an.

- Bénh nhan chuyén dung insulin dong vat sang insulin ngudi nén st dung liéu insulin
nho han (c6 kha nang gy ha dudng huyét). Mét sé bénh nhan khéng cam thdy cac triéu
chiing sém cuia ha dudng huyét sau khi tiém insulin ngudi manh bang tiém insulin déng
vat.

- Bénh nhan c6 bénh dai thao dudng lau ngay hoac dai thao dudng co bién chiing than
kinh hodc bénh nhan diing song song vdi cac loai thudc p-adrenolytycal va dat t&i sy mat
can bang mic glucose trong méu thi cac triéu chiing sém cla chiing ha dudng huyét
cling sé yéu han. Ca chiing tang dudng huyét va chiing ha dudng huyét néu khéng dugc
diéu tri c6 thé dan t6i mat y thiic, hén mé hoac chét.

- Bénh nhan nén dén bac si déu dan nhat la khi bat dau diéu tri insulin.

- Diéu rat quan trong la phai gitt ché d6 an déu dan va du dinh dudng.

- Nhu cau insulin gidm néu c6 tang hoat déng thé luc; van déng manh cla cd ma tiém
insulin sé thic day nhanh sy ha dudng huyét (vi du nhu tiém insulin vao dui trudc khi
chay).

- Khi bénh nhan di chuyén sang nhiing noi ma cé it nhat 2 lan d&i mui gid thi nén dén
bac st dé thay ddi gid tiém insulin. Trong khi bay, nén gitt insulin trong hanh ly xach tay
chir khéng dé & khoang hanh Iy (vi khéng nén dé insulin déng lanh).

- Thay déi ligu lugng insulin néu c6 céc triéu chling s6t cao, nhiém trling nang (doi hdi
tdng dang ké nhu cau insulin), chan thuang tinh than, mét mai va réi loan tiéu héa c6
non, budn nén, ia chay, réi loan tiéu hda da day rudt, réi loan hap thu. Nhing trudng hgp
nay phai luén can dén tu van clia bac si. Vi vay lugng dudng trong mau va trong nudc
tiéu can phai dugc kiém soat thudng xuyén va néu cho két qua khéng ding tuyét déi bat
buéc phai dén bac si. Tuan tha liéu lugng insulin va ché d6 an hap ly.

- Tham chi ca nhiing thuéc ban trén thi trudng ma khéng can c6 don clia bac si (nhu
thuéc cdm cdm, ha sét, gidm dau, thuéc gidm nhu cau an) ciing cé thé lam thay d6i nhu
cau insulin. B&i vay méi khi diing nhitng thuéc nay can phai hdi y kién bac si.

- Bénh nhan suy than dao thai insulin bi giam va thai gian tac dung lau hon.

- Bénh nhan dai thdo dudng do bénh vé tuy hodc dai thao dudng két hgp vdi bénh
Addison thi doi héi liéu lugng insulin rat nho.

- Bénh nhéan ¢ réi loan tuyén yén, tuyén thugng than hoac tuyén gidp nhu cau insulin
cling thay do6i.

- Tiém insulin 1au dai c6 thé gay phan u‘ng khang insulin (xem phan TAC DUNG KHONG
MONG MUON); néu trudng hdp nay xay ra thi nén tiém lidu insulin cao hon.

@ sioTon

Tai liéu luu hanh néi bo

TIEM INSULIN TRONG KHI DANG CO THAI VA CHO CON BU:

C6 thai:

- Phu nit mang thai cé bénh dai tho dudng van yéu cau st dung insulin. Duy tri mirc
dudng huyét chinh xac trong khi co thai la cuc ky quan trong vi téng dudng huyét & phu
nit ¢6 thai c6 thé gdy anh hudng dén thai nhi. Trong 3 thang dau thai ky, nhu cau insulin
giam nhanh va can thiéu phai giam liéu insulin va sé tang dan trong 3 thang gitta va 3
thang cudi thai ky, théng thudng bang 75% liéu insulin trudc khi cé thai. Sau khi sinh nhu
cau insulin mdi lai giam nhanh.

Cho con bu:

- Trong khi diéu trj insulin van c6 thé cho con bud vi ho6c mén nay dudc hoa tan trong
dudng tiéu héa. Nhu cau insulin trong khi dang cho con bu thap han trudc khi cé thai va
tr& vé mic binh thudng sau 6 dén 9 thang.

TUONG TAC THUOC:

- Cac dich SCILIN khéng nén trén Ian véi insulin ddng vat va insulin téng hgp dugc ché
tir cac nha san xuat khac. Nhiéu thudc hay st dung (vi du mét s6 thude chéng tang huyét
ap, thudc tim mach, thuéc lam giam lipid mau, thuéc thay thé tuyén giap, thudc diéu tri
dong kinh, salicylate, thuéc khang sinh, thuéc vién tranh thai) c6 thé anh hudng dén tac
dung cta insulin va dén hiéu qua diéu tri insulin. Bdi vay, bénh nhan nén luén théng bao
cho bac si biét nhitng thudc dung tam thdi hay lau dai. Néu thuéc ma chua bao gid dung
trudce dé thi phai xin 18i khuyén ctia bac si. Bénh nhan dén vai bac si vi nhitng ly do khac
ngoai bénh dai thao dudng thi cling phai thdng bao cho bac si biét vé viéc diéu tri insulin
ctia minh.

- Thudc va cac chat tang tac dung cda insulin:

+ Thubc chen beta, chloroquin, chat c ché ACE, chat Uc ché MAO (antidipressive),
methyldopa, Clonidine, pentamidine, salicylate, steroid déng héa, cyclophosphamide,
khang sinh nhém sulfonamide, tetracycline, khang sinh nhém quinolon va cén ethyl.

- Cac thuéc lam giam tac dung cua insulin:

+ Diltiazem, dobutamine, estrogen (ca cac thudc vién tranh thai), phenothiazine, phenyt-
oin, hodc mén gidp trang, heparin, calcitonin, corticosteroid, cac thuéc chéng vi rat dung
cho ngudi nhiém HIV, vitamin va thiazide Igi tiéu.

LIEU LUGNG VA CACH DUNG:

- Pudng dung: Thudng tiém dudi da, chi nhiing trudng hgp ngoai 1é méi tiém bap.
Khong dugc tiém tinh mach.

- Liéu phap insulin dugc thuc hién tai bénh vién giai doan dau. Liéu lugng dugc thay
thudc quyét dinh theo nhu cau ctia méi ngudi bénh va phai dugc diéu chinh theo két qua
giam sat déu dan nong doé glucose mau. Liéu khai dau théng thudng & ngudi 16n la tiém
khoang 20 - 40 1U/ngay, tang dan khoang 2 1U/ngay, cho t&i khi dat dugc nong do
glucose mau mong muén. T chic y té thé gisi khuyén cdo nong do glucose trong mau
tinh mach toan phan lic déi phai gilr trong pham vi 3,3 - 5,6 mmol/lit (60 - 100 mg/decilit)
va khéng dugc thap dudi 3 mmol/lit (55 mg/decilit). Téng litu méi ngay vugt qué 80 IU
la bat thudng va c6 thé nghi dén khang insulin.

- Nhiéu cach diéu tri bao gém dlng insulin tdc dung ngan hoa tan cling véi mét insulin
tac dung trung gian, nhu insulin isophan hodc dich treo hén hgp insulin k&m. Phéi hgp
nhu vay thudng dugc tiém dudi da ngay 2 lan véi 2/3 téng lieu trong ngay tiém trudc bita
an sang va 1/3 con lai tiém trudc bira an chiéu.

- H6n mé dai thdo dudng, nhiém toan ceton: Insulin ciing la mét phan diéu tri thiét yéu
trong xu tri cap c(ru nhiém toan ceton do dai thao dudng. Chi dugc dung insulin tac dung
ngan hoa tan.

- Diéu chinh liéu insulin theo néng dé glucose mau.

- Tré em dudi 12 tudi: Lieu khdi dau tiém insulin dugc khuyén dung & tré em phat hién
sém bi tang glucose huyét trung binh va khéng c6 ceton niéu 1a 0,3 - 0,5 1U/ kg/ngay,
tiém dudi da.

- DGi v8i bénh nhan suy gan, suy than, ngudi gia trén 65 tudi: liéu lugng va cach ding
tudn theo su chi dan cia béc s, tly theo nhu cau cla tirng bénh nhan.

QUA LIEU:

- Khi dung qua liéu insulin, cac triéu chiing ha dudng huyét xay ra gém: Béi dir doi, cam
giac lo au, khé tap trung, run tay chan, va moi hoi, nén. Trudng hgp ha dudng huyét nhe
chi can uéng nudc ngot hoac an thic an c6 hydrat-carbon. Bénh nhéan nén nghi ngai. Vi
vdy, bénh nhén dai thdo dudng nén mang theo ngudi vai vién dudng, glucose hodc do
ngot. Khong khuyén an sé c6 la cd chifa chat béo lam cham sy hap thu glucose. Ha
dudng huyét nghiém trong c6 thé dan tdi co giat, mat y thic hodc tir vong. Néu bénh
nhan hén mé can thiét phai truyén glucose vao tinh mach. Néu qua liéu insulin sé gay nén
tinh trang hypokalamia (giam kali mau) dan dén tinh trang gidm truong luc cd. Trong
trudng hgp ha dudng huyét cap bénh nhan khéng thé an dugc nén tiém 1g glycogen vao
cd va/hodc tiém glucose tinh mach.

BAO QUAN:

- Bdo quan thudc & nhiét d6 2°C - 8°C. Khéng lam déng lanh thuéc. Tranh anh sang.
HAN DUNG: 36 thang ké tir ngay san xuat. Khong diing thudc da hét han ghi trén bao bi.
Khi da su dung, thudc c6 thé gill trong 28 ngay & nhiét d6 khéng qua 25°C.

TIEU CHUAN AP DUNG: Tiéu chuan nha san xuat.

Nha san xuat:
BIOTON S.A. - Macierzysz, 12 Poznariska str., 05-850 Ozaréw Mazowiecki, Poland.

The Global Commercial Arm Of

SaSciGen

)‘.'- YIFAN
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Kim . R . Thang dinh ' Pit-tdng
tiem Miéng béo vé Bau kim loai murc Insulin

Khong sir dung GensuPen2 khi but khong hoat dong binh thudng, hoac héng & bat ky bo phan
nao. DGi but tiém khac duédi su hudng dan cla bac si diéu tri.

GensuPen?2 chi dugc sir dung cho mét ngudi. Khong dung chung vdi bat ky ngudi khac. But tiem
dudgc khuyén cdo khéng st dung cho nhitng bénh nhan khiém thi hoac suy giam thi luc ma khong
str dung thiét bi hd trg va khéng dugc huéng dan st dung.

M6t hép bao gom: 1 bat tiém tu ddng GensuPen2, hop dung but va td hudng dan si dung.
GensuPen?2 cé do chinh xac va dé bén cao, tudn thid nhitng yéu cau chung theo tiéu chuan ISO
11608-1.

GensuPen? dudc thiét ké dé sir dung kim tiém dung mét lan theo tiéu chuan ISO 11608-2.

Nén thay but GensuPen2 mdi sau 2 nam hoac theo I5i khuyén cta thay thuéc, hoac khi cé nghi ngs
vé chat lugng.

Nha san xuat: @ BIOTON
5 Staroscinska Str., 02-516 Warsaw, Poland

Phone: +48 22 72140 00
Fax: +48 22 72113 33

. . L]
info@bioton.pl Pon vi nhap khiu va phan phéi tai Viét Nam vieco
www.bioton.pl
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BUT TIEM INSULIN TU' DPONG

Cai thién ky thuat tiém Insulin, mirc d6 hai long vé diéu tri
va kiém soat dudng huyét: Két qua tir mét nghién clru quan
thé ¢cd mau I6n vé gido duc trong quan ly diéu tri.

Malgorzata Gorska-Ciebiadaa, Malgorzata Masierekb, Maciej Ciebiadac

a Department of Propaedeutics of Lifestyle Diseases, Medical University of Lodz, Poland
Khoa quan ly diéu tri vé gido duc va 16i séng, Trudng Pai Hoc Y Lodz, Ba Lan.

b Bioton S.A., ul. Staroscinska 5, 02-516 Warsaw, Poland

¢ Department of General and Oncological Pneumology, Medical University of Lodz, 22 Kopcinskiego Street, 90-153 Lodz, Poland
Khoa tng quéat ung thu phdi, Trudng Pai Hoc Y Lodz, Ba Lan.

TOM TAT

Muc tiéu: Lam sang to cac ky thuat tiém Insulin, mdc d6 hai long vé diéu tri va kiém soat duong huyét
sau khi gido duc bénh nhan dai thao dudng type 2

Phuong phap: 4 513 bénh nhan déi thdo dudng type 2 dugc diéu tri tham gia vao nghién clu quan sat
EGIDA Il (Education and GensuPen In Diabetology Il) bang cach dién vao bang cau hoi tap trung vao cac
thong s6 vé viéc tiém Insulin, mic do cadm giac dau, va mdc do hai long véi diéu tri trudc (tham kham lan
1) va sau 3 thang diéu tri v&i Insulin (tham kham Ian 2). Viéc gido duc diéu tri cho bénh nhan dugc thuc
hién bdi cac nhan vién y té dugc dao tao. BE danh gia viéc st dung va sy thodi mai trong qua trinh suf
dung loai but tiém tu dong mdi (GENSUPEN 2), ching toi chia bénh nhan ra 2 nhdom — Nhém A st dung
GENSUPEN2 va nhom B su dung cac loai but tiém thu cong khac.

Két qua: Viéc gido duc lam tang kha nang su dung Insulin mot cach hdp ly bao gom viéc tiém dudi da,
thay d6i cho tiém, st dung kim tiém moét 1an, thao tac chuan bi but tiém va luu trt Insulin. Ching t6i ghi
nhan thay viéc gidm cd y nghta chi sé BMI (Body Mass Index) ca cdm giac dau & cd 2 nhdm bénh nhan.
Nghién cltu ctia chiing téi chiing té rang viéc giao duc bénh nhan lam tang mic doé hai long véi diéu tr
& nhom A (GENSUPEN?2) xét theo tung hang muc (loai diéu tri, trang thai tam ly bénh nhén, hoat déng
thé chat, miic nang lugng co ban, cam giac kiém soat dugc bénh tat) dugc chdm theo thang diém 5.

Thao tac va sy thuan tién trong qua trinh s&t dung GENSUPEN (trong Iugng cla but, dé day, mic dé dé
khi thdo nap bdt, lam sach, van, cach cam bdt, diéu chinh liéu, kha nang doc liéu dung) gia tang cé y
nghia & nhém A (GENSUPEN?).

Cubi cung, muc dudng huyét bénh nhan tu ghi chép thap hon sau 3 thang diéu tri & cad 2 nhom. Tuy
nhién, su khac biét 8 nhédm A (GENSUPEN2) la I&n hon.

Két luan: Nghién ctru nay cho thay viéc lua chon loai but tiém va gido duc bénh nhan lam cai thién ky
thuat tiém Insulin, mirc d6 hai long véi diéu tri cia bénh nhan cao han, va kiém soat dudng huyét tét
han.

Tai liéu luu hanh noi bo



TAP DOAN JAFRON

NHA SAN XUAT VA CUNG CAP QUA LOC
HAP PHU LGN NHAT THE GIGI

Jafron Biomedical Co., Ltd.

Dia chi: 56 98, dudng cong nghé 6, khu Cong Nghé Cao, TP. Chau Hai
Web: www.jafron.com
So hotline 24h: (0756) 3619988 M3 buu dien: 519085
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Stock Abbreviation: JESW
Stock Code: 300529

Hé thong hap phu phan tir huyét tuong kép (DPMAS)

Hé thong gan nhan tao dugc khuyén céo theo cac hudng dan diéu tri suy gan CMA

DPMAS

Giai phap toan dién

@ bénh ly gan mat
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RenaMent PRCSource

Dinh dudng tét cho bénh nhén suy than va ung thu Dinh du@ng tét cho bénh nhan suy than
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A Medical Food
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Protein Powder
[

® |t Kali

® it Natri

® it Phospho

® Giau nang luong

¢ Hoa tan hoan toan trong thé tich nudc thap
e Giau dam sinh hoc, tieu chuan PDCAAS 100
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Argiment AT

Giai phap tri ligu tron ven cho vé&t thuong lau ngay kho lanh

Drénge Créeme

MADE IN U.S.A
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o Otsuka

KIDMIN

Dung dich 7,2% acid amin danh cho bénh ly than

T el 4
& B SR o

CUNG CAP CAC ACID AMIN CHO NHUNG BENH NHAN SUY THAN CAP TiNH HOAC MAN TiNH TRONG
NHUNG TRUGNG HOP SAU: GIAM PROTEIN MAU; SUY DINH DUGNG; TRUGC HOAC SAU KHI PHAU THUAT.

CAN BANG THi\N!-I PHAN PROTEIN TRONG SUY THAN CAP VA MAN TiNH, TRONG LOC MAU, THAM PHAN
LOC MAU VA THAM PHAN PHUC MAC.

*

S6 giay xac nhan néi dung théng tin thuéc ctia Bo Y té: 125/2021/XNTT/QLD, ngay 11 thang 04 nam 2021
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Friday , Dec 1, 2023

8.00-9.00: Opening ceremony

Welcoming speech: Prof Bui Pham Van, President of HSDT, and ISBP Congress 2023

Congratulation speech: Committee Member of ISBP

Congratulation speech: Dr Vo Duc Chien, Director of Nguyen Tri Phuong Hospital

Congratulation speech: Prof Nguyen Thanh Hiep, Rector. Pham Ngoc Thach University of Medicine
Congratulation speech: Prof Nguyen Ngoc Dung, Director of The Ho Chi Minh City Medical Association
Congratulation speech: Prof Tang Chi Thuong, Director of The Ho Chi Minh City Health Department
Congratulation speech: Chairman Deputy of The Ho Ch Minh City People Committee

Scientific Sessions

Moderators: Hideki Kawanishi, Seiki A. Balogun, Rasheed Abiodun Balogun,
Akihiro C Yamashita, Karopadi Shivanand Nayak

Morning Session

09:00-09:30 Newly classification of middle 10:00-10:30 End Stage Kidney Disease and 11:00-11:30 Extracorporeal Blood Purifica-
molecules and the target of Renal Replacement Therapy in tion Therapies for Sepsis and
dialysis therapy the Oldest-Old Immune Dysregulation: Are we
Hideki Kawanishi (Japan) Seiki A. Balogun (USA) there yet?

09:30-10:00 A Challenge of More Active 10:30-11:00 Emergent Start PD in the l(?;ssAI;eed Abiodun Balogun
Removal of Large-Middle unplanned ESKD patient: The . . .
Molecules - A New Member of the Way Forward T et it e
Super High-Flux Polyether Sulfone Karopadi Shivanand Nayak implantation in Japan Junichi lida (Japan)

. . Effect of internal filtration rate on dialyzer performance with

(PES) Membrane Dialyzer (Indian) super high flux membrane Ryoichi Sakiyama (Japan)
Akihiro C Yamashita (Japan) 11:50-12:00 Products Presentation

12:00-13:15 Lunch Symposium (Scigen Company)

Moderators: Prof Bui Pham Van

Diabetes Management in Chronic Kidney Disease Insulin Therapy for Diabetic Patients with CKD: Experience from NTP Hospital
Assoc . Prof. Katarzyna Nabrdalik (Poland) Dr Minh Hoa VT (Viet Nam)

Moderators: A Davenport, Andre Kaplan, Lili Chan, Kamyar Kalantar-Zadeh,

Afternoon Session Bui Pham Van

13:30-14:00 The Role of Electrocardiograms for Prediction of Left Ventricular Function and Intradialytic Hypotension in Patients on Hemodialysis

Lili Chan (USA)
14:00- 14:30 Hemodialysis for the patient 15:00-15:30 Therapeutic plasma exchange 16:30-17:00 Current Status of online Hemodi-
with heart failure for renal disease: updates and dfiliration in Japan~the Role of
A Davenport (UK) controversies Alphal-Microglobulin
Andre Kaplan (USA) Kenji Sakurai (Jopan)
14:30-15:00 Fluid Management in HD 15:30-16:30 Incremental and Twice Weekly 17:00-17:30 Closing remarks + Hand on
patients! Why is it important? Hemodialysis Transition awards for Excellent Posters
Bui Pham Van (Viet Nam) Kamyar Kalantar-Zadeh (USA) (Representative of ISBP)

18:00 Gala Diner on Indochina Queen Cruise along the Bach Dang River (Invited Guests only)

Saturday , Dec 2, 2023 [HSDT]

Moderators: Bui Pham Van, Minh Tuan Nguyen, Minh Hoa Vu, Loc Nguyen Duc

08:00-08:30 Role of adsorption in extracorporeal blood 10:00-10:30 SGLT2l in CKD, A New KDIGO Guideline 2023
purification: clinical application at Cho Ray Bui Pham Van (Viet Nom)
hospital

10:30-11:00 ARBs and ARBs in single pill combination in patients with CKD/ Dialysis

Tuan Nguyen Minh, Trung Duong Toan (VN) Bui Pham Van (Viet Nam)

08:30-09:00 Adsorption Therapy versus, HDF in MHD

Loc Nguyen Duc (Viet Nam) 11:00-11:30 CKD - related Anemia Management. Is there any difference between

Original Brand and Biosimilars?

09:00-09:30 Renal Specific Oral Nutrition in CKD/Dialysis Bui Pham Van (Viet Nam)
Bui Pham Van (Viet Nom) 11:30-12:00 Poster presentation
09:30-10:00Nutrition for CKD Patients based on CKD et e ey e et i )
siqging: Updqie Guideline 2023 The clinical infroduction of “Dialysis Recovery Time” to the daily practice of hemodialysis Toru Hyodoa (Japan)
Minh Hoa Vu (Viet Nam) 12:00-12:30 Closing + Lottery
Sunday , Dec 3, 2023
08:00-10:00 HSDT Business Meeting: Members of HSDT 10:00 Closing

1
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WELLCOME ADDRESS

Dear colleagues, and friends,

As President of the Congress 2023 , and on behalf of the International and
Local Organizing Committee, it is my great honor to welcome you to the
Congress of the International Society of Blood Purification, which will be
taking place at Rex Hotel, Ho Chi Minh City, Viet Nam on December 1st
and 2nd, 2023.

The Scientific Committee of the Congress, and the invited speakers
coming from the US, Japan, and Europe...are all well-known experts on
nephrology and dialysis therapies. During the Congress, the issues will be
discussed through a state-of-the-art in Nephrology and Dialysis as well as
various topics and updated knowledge, which are very indispensable for
daily clinical practice, and patients’ care.

| think and | am sure that this event will be an exceptional occasion for all
to update our knowledge as well as to share our experiences with other
colleagues.

The host Ho Chi Minh City, a riverside City, a hub of finance, economy, and
technology of the country, will provide rich cultural places, historic tradition,
a mixture of old, and modern architecture, which are the must-to-see sites
you should visit. Great traditional and unique food with many well-known
street foods such as “Phé” (beef /chicken noodle), “Banh mi” ( a variety of
sandwiches made with barbecue, chicken, pork, fish, vegetable, pepper,
chili...), , “Géi cudn’( rice paper roll with shrimp, pork, vegetable inside),
“‘Banh xeo”(Vietnamese Crepe made with green bean sprout, onion, pork,

shrimp), “Ca phé Trirng” (egg-mixed coffee), “Chudi nép nwéng’(grilled



sticky-rice —wrapped banana) and many other worldwide recognized food,
as well as authentic Vietnamese restaurants | cannot mention all are the
must-to- taste things you should experience. Furthermore, you do not miss
any kinds of other country food as good restaurants of Japanese, Korean,
Thai, Chinese, French, Italian, and Indian... dishes, wines, and liquor are
all available in our City!.

The hospitality of the people, the beautiful landscapes, the dynamism, the
vivacity, the “sleeplessness”, and the very agreeable climate in December
of our City are the other reasons for each visitor to have an unforgettable
stay in Ho Chi Minh City.

| hope to welcome you in Ho Chi Minh in December 2023 to attend the
Congress, and at the same time, to enjoy a very pleasant happy stay in Ho
Chi Ty full of attractions.

Faithfully,

President of the Congress/President of HSDT



OA 01 - ISBP.VN -NEWLY CLASSIFICATION OF MIDDLE
MOLECULAR AND THE TARGET OF DIALYSIS THERAPY

Hideki, Kawanishi

Affiliation:
Professor & Director, Artificial Organs & Surgery of Tsuchiya General

Hospital, Hiroshima Japan

Extracorporeal blood purification therapy (EBPT) aims to remove harmful
uremic toxins from the body. While traditional hemodialysis (HD) primarily
targets small molecules, there is now a focus on middle molecules (MM)
due to their role in causing dialysis amyloidosis, notably 32-microglobulin.
MM is categorized based on its ability to pass through the glomerulus
(<58kDa), with "small-middle" (0.5-15 kDa), "medium-middle" (15-25 kDa),
and "large-middle" (25-58 kDa) being proposed. Most protein-bound sub-
stances fall into the small molecule category (below 500 Daltons) and are
less toxic due to protein binding and subsequent elimination through small

molecule free fractionation.

Additionally, a theory originating from Japan suggests that removing
degraded substances through a1-microglobulin (aMG), which possesses
radical-scavenging properties, may lead to functional regeneration. This
hypothesis explores the potential link between the elimination of radicals
(considered an indicator of biocompatibility) and the restoration of homeo-
stasis. Investigating this connection could pave the way for the develop-

ment of innovative blood purification methods.



OA 02 - ISBP.VN A Challenge of More Active Removal of
Large-Middle Molecules
A New Member of the Super High-Flux Polyether Sulfone
(PES) Membrane Dialyzer

Akihiro C. Yamashita

Affiliation:
Professor & Pro-Vice-Chancellor, Department of Chemical Science and
Technology, Faculty of Bioscience and Applied Chemistry,

Hosei University, Tokyo Japan

Introduction: According to the classic pore theory, permeabilities of the
separation membrane depend on primarily three factors such as the sur-
face porosity, diameter of pores, and thickness of the membrane. The
amount of albumin leakage is one of the clinically important factors that
should be considered for determining treatment conditions, i.e., blood and
ultrafiltration rates. A good product line-up makes it easier to select a dia-

lyzer for a better prescription.

Flux & Albumin Leak

Higher hydraulic and solute permeabilities may be achieved by enlarging
the pore diameter or by reducing the thickness of the membrane. Most Eu-
ropean membranes have much smaller thickness which makes it possible
to achieve large amount of convective volume of greater than 24L within
albumin leakage of 2 g or less. On the contrary, Japanese companies
chose to enlarge the diameter of pores so that not only higher hydraulic
permeability but also higher solute permeabilities up to MW of 33,000
(a1-microglbulin) were achieved while 3 - 4 g of albumin leakage may be

considered a standard.



Propose of a new standard

As far as amount of albumin leakage is considered, since dialysis treat-
ments have been done a little more conservatively in most places other
than Japan, “conservative performance” has been preferred from Japa-
nese standard point of view. Nipro now releases new Elisio dialyzer (HX)
as the high-end member of the portfolio with a little more increased perme-
abilities for larger solutes and with albumin leakage of approximately 1 g
under conventional HD. It may be expected to be a new standard of the

dialyzer/diafilter where it has not been yet available.

Conclusion: Nipro proudly release a new dialyzer, Elisio-HX, for the sake

of achieving better clinical outcomes.



OA 03 - ISBP.VN HEMODIALYSIS FOR THE PATIENT WITH
HEART FAILURE

Andrew Davenport, UK

Affiliation:
Professor of Dialysis & ICI Nephrology Consultant Renal Physician,

Hon Senior Lecturer, Royal Free Hospital, London

Patients with heart failure are at increased risk of hypotension during a
hemodialysis session. When patients are connected to the dialysis circuit a
number of changes occur. Firstly, there is the reaction between cellular ele-
ments in the blood and plasma proteins with the dialyzer. This can activate
complement and an inflammatory response, and also generate vasodila-
tors such as bradykinin. These reactions depend upon patient factors,
including genotype and phenotype, but also the choice of dialyzer design,
biomaterials and surface area, extracorporeal priming fluid and priming
procedure, and anticoagulants. Secondly, changes occur in the distribution
of blood volume within the body occur during the first few minutes of start-
ing dialysis, with pooling of blood in the central capacitance venous

system, and reduction in blood supply to some organs.

This presentation will additionally discuss how to reduce the risk of intra-di-
alytic hypotension, highlighting the importance of patient education, along
with considering the effects of different approaches to ultrafiltration, and
the effect of altering the chemical composition and temperature of the dial-

ysate, and the effects of medications.



OA 04 - ISBP.VN THERAPEUTIC PLASMA EXCHANGE FOR
RENAL DISEASE: UPDATES AND CONTROVERSIES

Andre Kaplan

Affiliation:
Professor Emeritus at the University of Connecticut School of Medicine
USA

TPE has become an accepted procedure for treatment of antibody mediat-
ed renal disease. Despite success in numerous clinical conditions, recent
prospective, randomized studies have questioned the validity of TPE as a
necessary procedure when compared to medicinal management alone.
Further controversy is likely to surface as new anti-antibody medication
has entered the clinical realm. The purpose of this presentation will be to

elucidate the current status of TPE for renal disease.
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OA 05 - ISBP. THE ROLE OF ELECTROCARDIOGRAMS FOR
PREDICTION OF LEFT VENTRICULAR FUNCTION AND
INTRADIALYTIC HYPOTENSION IN PATIENTS ON
HEMODIALYSIS

Lili Chan

Affiliation:

Associate Professor of Medicine in the Division of Nephrology, Division of
Data Driven Medicine, and Institute of Personalized Medicine at the Icahn
School of Medicine at Mount Sinai located in New York City, USA

Electrocardiography (ECG) is ubiquitous, cheap, and simple to perform,
and it provides an immediately accessible, non-invasive insight into cardio-
vascular reflexes and health. Cardiac disease is a leading cause of death
in patients with end-stage kidney disease (ESKD) receiving maintenance
hemodialysis (HD). ECGs could provide important insights into cardiac
function, allowing for identification of cardiac disease in patients on HD. In
this presentation, we will provide an overview of how ECGs can be used to
identify left ventricular function and intradialytic hypotension in patients on
HD.
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OA 06 - ISBP.VN EMERGENT START PD IN THE UN-
PLANNED ESKD PATIENT: THE WAY FORWARD

Karopadi Shivanand Nayak

Affiliation:

1 Chief Nephrologist Head,Department of Nephrology, Virinchi Hospitals,
Hyderabad, 2 Director: Clinical Research, Member of the Board, Vivo Bio
Tech Ltd, Banjara Hills, Hyderabad, India

Though there is a heightened interest in urgent start PD(USPD), most
studies have addressed only those patients being initiated on PD in the first
14 days after catheter insertion. This can be circumvented if we plan emer-
gent start PD(ESPD) either manual or cycler assisted, immediately on pre-

sentation to the ICU.

Non-emergent urgent-start patients will still have to go through the CVC
route and undergo HD in the unplanned start patients with attendant infec-
tions and other complications. The full benefit of totally avoiding CVC and
HD in the unplanned start patients can be had only when we initiate PD
immediately on their presentation with an urgent insertion of the Tenckhoff

PD catheter by the nephrology team.

The success of an ESPD program is dependent on a multidisciplinary
approach to ensure smooth initiation, proper monitoring of the therapy, and
seamless transition to long-term PD therapy. This requires team-work with
PD nurses coordinating with the ICU staff, renal nutritionists, and the ancil-
liary hospital resource staff including pharmacy. The assessment of the

patient and family support for long-term PD needs are to be assessed on

12



an urgent basis.

Training of the patient and designated “care giver” begins concurrently,
before the end of the first week on PD, and depends on whether the choice

is of manual PD or APD as the long-term RRT.

However, central to the success of an ESPD program is the passionate
nephrologist team, which believes in the utility of such an approach to the
treatment of the unplanned RRT initiation in the uremic patient. The advan-
tages of ESPD are manifold and in addition, have seen a quantum leap of
long-term PD uptake at our center subsequent to starting the ESPD pro-

gram.
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OA 07 - ISBP.VN EXTRACORPOREAL BLOOD
PURIFICATION THERAPIES FOR SEPSIS AND
IMMUNE DYSREGULATION: ARE WE THERE YET?

Rasheed Balogun

Affiliation:
Tenured Professor of Medicine, Professor of Pathology (by courtesy) and

Harrison Distinguished Teaching Professor of Nephrology at University of
Virginia USA

There have been major advances in blood purification techniques over the
past century. Technological advancements in extracorporeal circuitry and
membrane filtration, together with other technologies like adsorptive col-
umns have made it possible to remove significant amounts of general
and/or targeted materials from the blood of patients. Identified mediators of
pathology are putative targets for removal as treatment for may disease

conditions.

Acute Kidney Injury, associated with Sepsis is a clinical condition associat-
ed with high mortality and morbidity. Various circulating mediators of the
critical pathology have been proposed and technology used to remove

such from the circulatory syste.
This talk will review current concepts in the use of Extracorporeal Blood

Purification Therapies for Sepsis and Immune Dysregulation and what

appears to be in the horizon.
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OA 08 - ISBP.VN END STAGE KIDNEY DISEASE AND
RENAL REPLACEMENT THERAPY IN THE OLDEST-OLD

Seiki A. Balogun

Affiliation:

Professor, Department of Medicine, Section of Geriatrics-Vice Chair of Ed-
ucation, Section of Geriatrics and Palliative Care, Department of Medicine,
Oklahoma City, USA

With increase in life expectancy, the prevalence of chronic kidney disease
in older adults is also increasing worldwide. A proportion of older adults go
on to develop end stage kidney disease and are faced with the decision on
which renal replacement therapies are available and appropriate for them.
For the oldest- old (those 85 years and above), this decision may be even

more complicated with several other clinical factors being considered.

In this talk, we will review current literature specifically on this subset of the
population and delve into the scope of chronic kidney disease and end
stage kidney disease in older populations. We will also explore health out-
comes on renal replacement therapies, specifically focusing on quality of

life, perceptions, health satisfaction, morbidity and mortality.
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OA 09 - ISBP.VN PROSPECTS FOR VASCULAR ACCESS IN
AN AGING SOCIETY

Takemoto Yoshhiaki

Affiliation:
Associate Professor,Department of Urology, Osaka Metropolitan Universi-

ty Graduate School of Medicine, Japan

The number of elderly dialysis patients in Japan has been steadily increas-
ing over the years. At the end of 1991, the average age of dialysis patients
was 54.53 years, and this number is projected to rise to 69.67 years by the
end of 2021. Moreover, the average age of patients starting dialysis in
2021 alone is 71.09 years. It is evident that Japan's dialysis patient popula-
tion is rapidly aging, with 56.6% of patients being 70 years old or older.
However, it is anticipated that the growth rate of dialysis patients in Japan
will be less than 1%, and a decline in the number of dialysis patients is

expected in the coming years.

As the population ages, the number of patients with compromised autolo-
gous vessels is expected to rise. Consequently, the number of patients
relying on autologous vascular access is likely to decrease. In contrast,
there is an anticipated increase in patients utilizing artificial vascular
access and long-term indwelling catheters.

To assess the situation thoroughly, the Japanese Society for Dialysis Ther-
apy has conducted nationwide surveys on vascular access in dialysis
patients in 1998, 2008, and 2017. Based on the findings from these three
surveys, this report outlines the projected outlook for vascular access in an

aging society.
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OA 10 - ISBP.VN GAMMOPATHY OF RENAL
SIGNIFICANCE - EMERGING FIELD IN NEPHROLOGY

Elena Zakharova

Affiliation:

Head of Department of Nephrology, Senior Researcher, Botkin Hospi-
tal-Associate Professor, Department of Nephrology and hemodialysis,
Russian Medical Academy of Continuing Professional Education- Associ-
ate Professor, Department of Nephrology, State University of Medicine and

Dentistry, Moscow, Russia

Monoclonal immunoglobulin (Mlg) induced kidney damage may occur in
patients with B-cell malignancies and non-malignant monoclonal gammop-
athies. The term monoclonal gammopathy of renal significance (MGRS)
was introduced only 10 years ago (in 2012) by the International Kidney and
Monoclonal Gammopathy Research Group (IKMG) to highlight causal rela-
tionship between monoclonal gammopathy and paraprotein-mediated
renal damage in cases which do not meet criteria for B-cell malignancies
and since that is widely discussed in the literature. MGRS spectrum, pro-
posed by IKMG, included various types of tubular and glomerular disorders
with organized and non-organized paraprotein deposition: light chain proxi-
mal tubulopathy (LCPT), crystal-storing histiocytosis, Mlg related amyloi-
dosis, monoclonal fibrillary glomerulonephritis (GN), immunotactiod GN,
type | cryoglobulinemic glomerulonephritis (cryo-GN), Mlg deposition dis-
ease (MIDD), proliferative GN with MIg deposits (PGNMID), and C3-glo-
merulopathy (C3-GP). Same patterns of damage can be observed in multi-
ple myeloma (MM), however high tumor burden with massive paraprotein

precipitation more often results in cast-nephropathy (CN).
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Spectrum of MGRS was re-evaluated in 2019. According to the IKMG Con-
sensus report, MGRS term is now applied to any B- or plasma-cell clonal
proliferation, matching two characteristics: “one or more kidney lesions that
are related to the produced monoclonal immunoglobulin; and the underly-
ing B cell or plasma cell clone does not cause tumor complications or meet
any current hematological criteria for specific therapy”. MGRS conditions
actually include not only above mentioned variants, but also type Il
cryo-GN, (cryo)-crystalglobulin GN, and thrombotic microangiopathy asso-
ciated with monoclonal gammopathy; monotypic membranous nephropa-
thy (MN) and monotypic anti-glomerular basement (anti-GBM) GN are
regarded as miscellaneous MGRS variants [10]. In addition, smoldering
myeloma (SM), smoldering Waldenstrém’s macroglobulinemia (SWM),
and low-grade B-cell non-Hodgkin lymphoma/chronic lymphocytic leukae-
mia (NHL/CLL), if they are associated with renal lesions, are now also con-
sidered as MGRS.

Prevalence of MGRS is not known yet, thus, the largest recently published
International multicenter study reports 280 patients with MGRS, diagnosed
in 2003-2020 in 19 centers from 12 countries; and in the single-center
study from Russia MGRS presented in 4.9% of all biopsy-proven kidney
diseases.

Milg related amyloidosis, in the vast majority of cases represented by AL
amyloidosis, is the most common and well-known condition among the
MGRS, non-amyloid types of MGRS (NA-MGRS) are much rarer. In the
above mentioned International multicenter study NA-MGRS constituted all
fogether 35% of cases, and in the single—center study from US only 8
patients with NA-MGRS were diagnosed during 4-year period. Two sin-
gle-center studies from Russia, which collected 102 cases during 9 years,
and 147 - during 16 years, report 28.4% u 21.1% of NA-MGRS cases

respectively.
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We present the results of the study of 45 patients with biopsy-proven
NA-MGRS or paraprotein-related non-amyloid kidney damage in the
patients with MM. We did not find significant differences in the median age,
disease duration at the time of biopsy, or main clinical presentation of
kidney disease between patients with MGRS and patients with MM. How-
ever, pathology patterns like proliferative GN with Mlg deposits, membra-
nous nephropathy, C3-GP, cryoglobulinemic glomerulonephritis, combina-
tions LCPT with MIDD, and of C3-GP with LCPT were found in MGRS set-
ting only. In contrast, LCPT, anti-GBM glomerulonephritis, and combina-
tions of CN with LCPT and CN with MIDD, and were associated with multi-
ple myeloma only. MIDD, intracapillary MIgM deposits and CN were seen
in both settings. We concluded, that the presence of monoclonal gammop-
athy in patients with proteinuria and/or impaired kidney function demands
kidney biopsy. Neither duration of kidney disease nor its clinical presenta-
tion allows differentiate malignant and non-malignant causes of MIlg medi-
ated renal damage. Several pathology patterns, even CN, can be found
both in cases of MGRS and in cases of MM. Dual patterns of damage,
including combinations of organized and non-organized deposits, or orga-
nized deposits with Mlg-induced damage without Mig deposition, consti-

tute up to 9%, mostly in MM
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OA 11 - ISBP.VN HEART FAILURE IN CKD AND ESKD AND
ITS TREATMENT

Viadimir Tesar

Affiliation:

Professor of Internal Medicine,

Head, Department of Nephrology, 1st Faculty of Medicine and General
University Hospital,

Charles University, Praguem, Czeck

It is a topic of our longterm interest and we published on that topic many

papers with my colleague, cardiologist, prof. Jan Malik (see below)

Heart failure is a common complication of CKD and especially ESKD. |
would provide a short overview of the main types of heart failure according
to its recent new classification and reviewed ESC recommendations of its
medical treatment (including recent progress with sacubitril-valsartan and
SGLT2 inhibitors and also intravenous iron) and their impact on renal out-
come of treated patients). Special attention would be paid to the role of
dialysis ultrafiltration in case of insufficient response to diuretics in patients
with still preserved renal function and in patients with ESKD. | can also dis-

cuss the role of AV fistula on heart function and brain oxygenation.
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OA 12 - ISBP.VN CURRENT STATUS OF ONLINE
HEMODIAFILTRATION IN JAPAN ~ THE ROLE
OF ALPHA1-MICROGLOBULIN

Kenji Sakurai

Affiliation:

Hashimoto Clinic, Japan

At the end of 2021 there were 349,700 dialysis patients, while in 1968, the
year JSDT was founded, there were only 215. Therefore, there were 1600
fold increase in the number of patients during this 53 year-period. Diabetic
nephropathy became the main causative disease of ESRD since 1998 and
CGN had been the leading cause until then.

HDF patients had been increasing year by year since 2012. At the end of
2021, 50.5% of the total number of dialysis patients were receiving HDF.
70.5% of HDF patients are receiving online HDF, and 28.3% are receiving
I-HDF. Over 95% of on-line HDF in Japan are performed with the pre-dilu-

tion mode.

We have reported that in dialysis patients, Restless Legs Syndrome can be
cured by continuous OL-HDF with a reduction rate of a1-microglobulin
(ATM) of 40%, and that high-efficiency removal of A1M is also highly effec-
tive for the treatment of impaired joint mobility, arthralgia and other condi-

tions associated with dialysis amyloidosis.

We could not determine why enhanced removal of A1M improves the
symptoms associated with complications of dialysis therapy. However, in
2018, Kim proposed the following mechanism: These complications of dial-

ysis therapy are caused by chronic microinflammation, and inflammatory
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cytokines, reactive oxygen species and other substances act on one
another at the sites of inflammation; and the antioxidant A1M acts at these
sites to eliminate reactive oxygen species and break the vicious cycle of
inflammation, resulting in the resolution of symptoms. Since then, A1M has
been understood not only as a biomarker of the removal efficiency of large
molecules, but also as a functional molecule that plays an important role in

dialysis therapy.
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OA 13 - ISBP.VN INCREMENTAL AND TWICE WEEKLY
HEMODIALYSIS TRANSITION

Kam Kalantar-Zadeh, M.D., M.P.H., Ph.D.

Affiliation:
Prof ESSOR, Harbor-UCLA Medical Center, David Geffen UCLA School of
Medicine, Los Angeles, CA

In patients with advanced chronic kidney disease (CKD) the optimal transi-
tion of care to renal replacement therapy (RRT), i.e. dialysis or transplanta-
tion, is not known. Mortality and hospitalization risk are extremely high in
the first months following the transition to dialysis. Major knowledge gaps
persist pertaining to differential or individualized transitions particularly in
several key areas: (i) the best timing for RRT transition; (ii) the optimal RRT
type (dialysis versus transplant), and in the case of dialysis, the best mo-
dality (hemodialysis [HD] versus peritoneal dialysis), format (in-center
versus home), frequency (infrequent or twice-weekly versus thrice-weekly
versus more frequent). In many Western countries, patients who transition
to dialysis usually begin thrice-weekly HD regardless of their level of resid-
ual renal function (RRF), which is a major predictor of survival. RRF may
decline more rapidly with thrice-weekly than twice-weekly HD treatments.
In this presentation, the concept of incremental HD with twice-weekly regi-
men is reviewed, in which weekly dialysis dose, in particular HD treatment
frequency, is based on a variety of clinical factors, such as RRF (including
urine output > 0.5 L/d and/or native kidney urea clearance), volume status,
cardiovascular symptoms, body size, potassium and phosphorus levels,
nutritional status, hemoglobin level, comorbid conditions, hospitalizations,

and health-related quality of life. These 10 clinical criteria may identify
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which patients might benefit from beginning maintenance HD therapy
twice-weekly. Periodic monitoring of these criteria will determine the timing
for increasing dialysis dose and frequency. Twice-weekly HD represents a
major paradigm shift for many clinicians and jurisdictions. Therefore, ran-
domized controlled trials of twice-weekly versus thrice-weekly HD such as
the INCHVETS Study are needed to assess the safety and efficacy of
twice-weekly HD to improve health-related quality of life while simultane-
ously reducing costs, protecting fragile vascular accesses, and optimizing

resource use during the first year of hemodialysis therapy.
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PA 01 - ISBP.VN ASSESSMENT OF ARTERIOVENOUS
FISTULAE CREATED ON PATIENTS WITH CEPHALIC VEIN
DIAMETER <2,5 MM

Cao Huu Tri*, Tran Hoang Thinh, Nguyen Huu Phuc, Pham Minh Tuan,
Nguyen Thi Hang Ni, Bui Pham Van

Affiliation
Department of Chest and Vascular Surgery, Nguyen Tri Phuong Hospital,
Ho Chi Minh City, Viet Nam

Objective: Haemodialysis is the main method of treating end-stage renal
disease patients, and creating autogenous AVFs with cephalic veins’ diam-

eter <2,5 mm increases the chance of survivability for those in need.

Subjects and methods: This observational retrospective study of pro-
spectively collected data analyzed end-stage renal disease patients with a
vein diameter of < 2.5 mm, who underwent AVF formation bythe Unit of
Thoracic and Vascular Surgery, Dept. of General Surgery, Nguyen Tri
Phuong Hospital from January 2021 to July 2021. The fistulae were
observed for immediate success and maturity at 3 months. The chi-square
test was used to determine the effect of vein diameter on final maturity. All

data were analyzed using SPSS.

Results: The total number of patients with vein diameter of <2.5 mm was
50, with a mean age of 57,54 + 12,17 years. Vein diameters ranged from
1.0 to 2.4 mm. First-time dialysis success was observed in 48 (96%) cases
after 53,44 £ 9,17 days. Veins of 45 patients (90.0%) showing maturity at 3
months and were used for stable hemodialysis. The overall success rate

for the small caliber veins was 90%.
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Conclusions: Although end-stage renal disease patients present late with
very small diameter veins, these veins, without anatomical abnomalities,
should still be accommodated for permanent vascular access, because
their maturity rates are still acceptable, even though these are lower than
those of patients with adequate sized veins. There is a connection between
vein diameter with female gender, and the maturity of AVFs with the history

of diabetus millitus.

Keywords: AVF, small vein diameter, CKD, haemodialysis.
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PA 02 - ISBP.VN CREATION AND MAINTENANCE
OF VASCULAR ACCESS IN JAPAN

Toshihide Naganuma

Affiliation
Department of Urology, Osaka Metropolitan University Graduate School of

Medicine, Japan,

It is very important for dialysis patients to maintain a single vascular access
for a long period of time. Especially in Japan, with its aging population, high
prevalence of diabetes, and long-term dialysis duration, there are few ves-
sels suitable for arteriovenous fistula (AVF), the golden standard. There-
fore, it is essential to make a good AVF at the time of creation. Further-
more, now that vascular access interventional therapy (VAIVT) therapy
including percutaneous transluminal angioplasty (PTA) has been devel-
oped, the key point is how much the secondary patency rate can be
increased.

For this purpose, monitoring and surveillance are necessary in daily medi-
cal care. Especially in Japan, where the penetration rate of ultrasonogra-
phy equipment is over 80%, management by echo has become essential,
and functional evaluation by measuring flow volume (FV) and resistance
index (RI) and morphological evaluation have become the basics. In addi-
tion, plastic needles are used for puncture in order to prevent vascular
deterioration. Recently, Drug-coated balloons for AVF stenosis and stent
grafts for arteriovenous graft (AVG) stenosis are becoming game chang-
ers. This presentation will explain AVF and AVG creation with videos, and
will also introduce recent trends in VAIVT therapy and echo-based punc-

ture methods and surveillance.
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PA 03 - ISBP.VN PRACTICE OF DIALYSIS CATHETER
PLACEMENT AND ARTIFICIAL VESSEL IMPLANTATION
IN JAPAN

Junichi lida

Affiliation:

Tomakomai Nissho Hospital, Japan

[Background] a) There are two types of dialysis catheters, non-cuff type
(hereafter referred to as "non-cuff") and cuff type (hereafter referred to as
"cuff"), and the number of maintenance dialysis patients with "cuff* cathe-
ters is on a gradual increase in Japan. The thickness (12.0-15.5 Fr.), tip
shape, length, stiffness, and indwelling method vary. b) The main materials

used in dialysis artificial vessels are polyurethane(PU) and e-PTFE.

[Methods]Video clips were used to examine and show the following: a)
The right internal jugular vein route was examined for catheters. b) The
main methods and indications for catheter placement in Japan were intro-
duced. The main implantation methods and indications in Japan were
introduced, and the advantages and disadvantages of the different implan-
tation methods and equipment used were confirmed. b) The standard artifi-
cial vessel implantation video in Japan was introduced. c¢) The standard
artificial vessel implantation video in Japan was introduced. d) The stan-

dard artificial vessel implantation video in Japan was introduced.

[Results] a) In Japan, right internal supraclavicular catheterization is the
most common method of catheterization, in which the right internal carotid
artery is punctured in the middle of the neck area. On the other hand, in

Europe, the U.S. and Southeast Asia, supraclavicular fossa puncture is the
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mainstream, and catheter failure due to length or bending is rare, but punc-
ture complications should be noted. b) PU catheters have been available
for early puncture and less likely to cause edema than e-PTFE catheters
since they were first released. Since last year, it has been manufactured in

Japan, making it even more convenient.

[Summary]a) We use ultrasonography and fluoroscopy to perform a right
internal jugular vein puncture in the middle of the neck to ensure safe cath-
eter placement without catheter failure. b) In our institution, we are commit-
ted to early catheterization of artificial blood vessels to prevent infection. c)
In our institution, we are committed to early catheterization of artificial

blood vessels to prevent infection.
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PA 04 - ISBP.VN EFFECT OF INTERNAL FILTRATION RATE
ON DIALYZER PERFORMANCE
WITH SUPER HIGH FLUX MEMBRANE

Ryoichi Sakiyama’, Michio Mineshima?

Affiliation
1) Department of Biomedical Engineering, Osaka Institute of Technology,
2) Department of Clinical Engineering, Faculty of Medical Science, Junten-

do University.

In 2021, hemodialysis and hemodiafiltration would account for 45.8% and
50.5% of dialysis care in Japan, respectively. For hemodialysis treatment,
several super high flux and high flux dialyzers with highly enhanced inter-
nal filtration are commonly used in Japan. Higher Internal filtration/backfil-
tration (IF/BF), namely, is occurred in those dialyzers. In this study, we
evaluated performance of a super high-flux dialyzer with polyethersulfone

(PES) membrane during an in vitro and a clinical study.

In the in vitro study using PBS or bovine blood, the flow rates of blood (QB),
dialysate (QD) and the ultrafiltration (QF) were set as 200, 500 and 15 or
21 ml/min, respectively. Experimental time was fixed as 60 or 120 min. We
evaluated time course of transmembrane pressure (TMP), ultrafiltration
coefficient (UFR) and the clearance (CL) values in several marker solutes.
And the internal filtration flow rate (QIF) value measured by UFR or Dop-

pler ultrasonography.

In the clinical evaluation, the QB, QD and QF values were set as 210+11.5,
525150 and 11.7+3.5 ml/min, respectively. Dialysis time was fixed as 240

min. Four male patients with 52.0 £ 5.6 kg were participated in the clinical
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study. As a result of the in vitro study using PBS, the average of QIF was
28.7 £ 4.8 ml/min. In bovine blood, the TMP values slightly decreased with
time. The UFR (= QF/TMP) value, therefore, slightly increased with time.
The QIF value decreased within 45 min and became constant after that.
The average of QIF was 86.4 + 7.3 ml/min from 15 min to 120 min. The CL
value for a1-microgloburin (a1MG), one of large molecules, decreased to
32 ml/min or lower within 30 min. In the clinical study, on the other hand,
the TMP value slightly increased and the UFR and QIF value decreased
with time. Time average QIF value was 37.2 £ 5.4 ml/min from 15 min to
240 min. The a1MG CL value decreased from 4.0 £ 0.1 mL/min at 60 min

later after the beginning of the treatment to 1.1 £ 0.4 at 240 min later.

During the in vitro and a clinical study, it was elucidated that a super high
flux membrane dialyzer has a higher a1MG CL value based on the convec-
tive transport induced by highly enhanced internal filtration that is effective
for removal of large molecules such as a1MG. Since dialysate enters the
body through the dialysis membrane by internal filtration, it is important to

keep the dialysate purification.
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PA 05 - ISBP.VN : RELATIONSHIP BETWEEN
POST-DIALYSIS SERUM POTASSIUM CONCENTRATION
AND NUTRITIONAL INDEX

Yukie Kitajima ', Satoshi Yoshikawa 2, Yuzuru Sato ?
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1) Tokyo Healthcare University, Japan
2) Sato Junkanki Hospital, Japan

Objective.

Almost half of dialysis patients have post-dialysis serum potassium levels
below 3.5 mEq/L. Post-dialysis hypokalemia has been reported to be asso-
ciated with mortality. In the present study, we investigated the association
between post-dialysis serum potassium levels and nutritional assessment

indices.

Subjects
94 outpatients on maintenance hemodialysis (62 men, 32 women; mean

age 66.7 years, 11.4 years on dialysis; BMI 21.8 kg/m2).

Methods

The serum potassium level after dialysis and the Geriatric Nutritional Risk
Index (GNRI), a risk index for nutritional disorders in eligible patients, the
Nutritional Risk Index for Japanese Hemodialysis Patients (NRI-JH), which
assesses the nutritional risk for life expectancy after 1 year of hemodialy-

sis, and the nutrient intake were compared.
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Results

Post-dialysis serum potassium levels averaged 3.39 = 0.30 mEq/L. After
dividing the patients into twogroups according to the lower limit of serum
potassium concentration, those with serum potassium levels below 3.5
mEq/L (50 patients) had significantly lower GNRI (83.3, 93.0; p<0.01) and
NRI-JH (4.3, 2.1; p<0.001) than those with serum potassium levels above
3.5 mEq/L (44 patients). There were no significant differences in dietary
energy and protein intake, but potassium intake tended to be lower at

levels below 3.5 mEq/L.

Conclusion
Post-dialysis potassium levels were associated with risk of nutritional dis-
orders and prediction of short-term life expectancy. Potassium intake eeds

to be studied in detail including intake from non-protein foods.
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PA 06 - ISBP.VN THE CLINICAL INTRODUCTION
OF “DIALYSIS RECOVERY TIME” TO THE DAILY PRACTICE
OF HEMODIALYSIS

Toru Hyodo', Motoko Kato?, Momoko Fukazawa?, Shohei Matsuzawa?,
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Affiliation

1: Fureai Clinic Izumi, Yokohama, Japan, 2: Eijin Clinic, Hiratsuka Japan,
3: Juntendo University, Faculty of Medical Science, Urayasu, Japan,

4: Department of Medical Nutrition, Tokyo Healthcare University, Tokyo,
Japan, 5: Kitasato University, School of Allied Health Sciences, Sagamiha-
ra, Japan

[Background.]

The dialysis recovery time (DRT), which is calculated by "How long dose it
take for you to recover from a dialysis session?", was developed by Lind-
say RM et al. (Clin J Am Soc Nephrol. 2006), and later validation reports
have shown that it correlates with various quality of life indicators such as
post-dialysis hypotension, depression, dialysis adequacy, hospitalization
rate, and mortality rate. In the present study, we investigated the useful-

ness by using it in the daily practice of hemodialysis.

[Subjects and Methods]

The subjects were 32 maintenance hemodialysis outpatients. Twenty-four
were males and eight females; 17 were diabetic and 15 were non-diabetic.
The mean age was 70.1 £ 12.9 years. The correlation of each index with
DRT on different days of dialysis was determined. Each index was defined
as serum Alb, K, P, CRP, water removal volume, and water removal rate
relative to DW. In addition, DRT was compared with clinical changes over
a 6-month period, with the addition of an interview before the start of each

dialysis session.
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[Results] DRT was 1.3+1.5 at the beginning of the week, 1.2+1.5 on the
middle of the week, and 1.2+1.4 hours on weekends during dialysis days
and did not differ significantly from each other. No correlations with other
indices were observed. 6-month observation showed that values were
almost constant for each patient, but prolongation during the course was
observed in one case of acute prostatitis, one case of SARS-Cov-2 infec-
tion, one case of excessive water removal due to console failure, and four

cases in which dry weight had to be increased.

[Discussion]
DRT is constant when the patient is clinically stable. It is prolonged when
the patient is ill or the DW no longer fits; it is very useful for clinical applica-

tion to objective interview within 5-10 seconds.
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PA 07 - ISBP.VN THE CHARACTERISTICS OF CORONARY
ARTERY LESIONS REVEALED ON CORONARY
ANGIOGRAPHY IN CHRONIC HEMODIALYSIS PATIENTS

Le Thi Thu Thao

Affiliation:

Department of the Nephrology-Dialysis, Nguyen Tri Phuong Hospital, Ho
Chi Minh City, Viet Nam

Background: Coronary artery disease (CAD) increases the risk of both
short-term and long-term mortality in patients with end-stage chronic
kidney disease who have not or have received renal replacement therapy.
The rate of CAD in dialysis patients is high, estimated at 40-50%1. Unfortu-
nately, it is difficult to reduce the mortality rate from CAD in chronic hemodi-

alysis patients because the lesions are complicated.

Objectives: To evaluate the characteristics of coronary artery lesions in

chronic hemodialysis patients received coronary angiography.

Methods: A retrospective descriptive cross-sectional study was conducted
on chronic hemodialysis patients received coronary angiography at the

Interventional Cardiology Department, Nguyen Tri Phuong Hospital.

Results: Retrospective study of 6-year from October 2016 to the end of
September 2022 recorded 67 cases of chronic hemodialysis patients
received coronary angiography. The rate of multi-vessels lesions in the
study was 67.3%, the rate of diffuse lesions (>2cm) was 74.6%. There are
56.7% of type C coronary artery lesions according to the classification of
the American Heart Association/American College of Cardiology
(AHA/ACC). The rate of coronary artery calcification is 70.2%.
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The short-term mortality rate within 30 days after coronary angiography in
the groups with and without coronary artery intervention was 15.2% and

14.3%, respectively, with no difference, p>0.05.

Conclusions: Most coronary artery lesions in chronic hemodialysis
patients are multi-vessels, calcified, diffuse and complicated. The
short-term outcome of chronic hemodialysis patients associated with CAD

is poor, with a high risk of death.

Key words: coronary artery disease, hemodialysis, dialysis, coronary
angiography
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PA 08 - ISBP.VN ACUTE KIDNEY INJURY ASSOCIATED
WITH DENGUE HEMORRHAGIC FEVER TREATED
BY HEMODIALYSIS

Pham Van Bui, Nguyen T. Kim Tung, Vu T. Minh Hoa,
Nguyen T. Thanh Hang, Nguyen Tri Phuong hospital

Dengue Hemorrhagic Fever is an infectious disease caused by the
Dengue virus. The disease has diverse clinical manifestations, rapidly pro-
gressing from mild to severe, and affects various organs of the body,
including the liver, kidneys, hematology, respiratory system, and brain.

In particular, Acute Kidney Injury is one of the least common complications
of Dengue Hemorrhagic Fever but contributes to increased mortality and
prolonged hospitalization. It is essential to diagnose early to provide appro-
priate management and prevent complications of the disease. In June
2022, Nguyen Tri Phuong Hospital’s Department of Nephrology and Dialy-
sis received 3 cases of Acute Kidney Injury associated with Dengue Hem-
orrhagic Fever, which were unresponsive to continuous renal replacement
therapy (CRRT) but successfully treated by intermittent hemodialysis
(IHD). We would like to report these 3 cases.

Clinical Case Report:

We report two cases of Dengue hemorrhagic fever with AKI:

Characteristics Case 1 Case 2 Case 3

Age, Gender Female, 38 years Male, 28 years Female, 37 years

Reason for admission Post-Dengue-Fever AKI not Dyspnea Post-Dengue-Fever AKI not
recovered (referred from (referred from Hospital for recovered (referred from
Hospital for Tropical Tropical Desease) Hospital for Tropical
Desease) Desease)

Clinical History and Feature

Onset: 3 days with Onset: 5 days with Onset: 04 days with
- Fatigue symptoms: symptoms

- Myalgial - Fatigue - Fatigue

- No fever - Nausel and vomiting - Myalgial
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The patient was hospitalized - Backaches - No fever
and treated at Tropical - No Fever
Disease Hospital for 24 days The patient was hospitalized
with the diagnosis: Dengue and treated at Tropical
hemorrhagic fever - Liver Hospital for 20 days with the
damage - Acute kidney injury diagnosis: Dengue hemor-
- Hypertension. Treatment: rhagic fever - Liver damage -
CRRT, antibiotics, anti-shock, Acute kidney injury -
blood transfusion After that Hypertension. Treatment:
the liver function improved CRRT, antibiotics, anti-shock,
but AKI did not improve. blood transfusion After that
the liver function improved
but AKI did not improve.
Fever No Yes No
Hemorrhage No No

Cardiovascular system

No Abnormality Detected

No Abnormality Detected

No Abnormality Detected

Respiratory system

No Abnormality Detected

Dyspnea (Oxygen — dependent)

No Abnormality Detected

Blood Chemistries

WBC: 6.45 G/L

Hb:7,7g/dl Hct:24%,
PLT:305.

TQ,TCK, IRN: Normal
sUrea: 18,73mmol/l
sCreatinin: 1144umol/l-> 486
umol/l.

Electrolytes: Na/K/CL:
121/3,32/87,4 mmol/L

WBC: 8.86 G/L
Hb:12,7g/dl Hct:35,6%
PLT: 261

TQ,TCK, IRN: Normal
sUre: 18,73mmol/l
sCreatinin:883,9 umol/l

Electrolytes: Na/K/CL:
125/3,1/90 mmol/L

WBC: 13G/L

Hb:90 g/dl Hct: 27.5%
301

TQ,TCK, IRN: Normal
sUre: 37.58mmol/l
sCreatinin:984 umol/l
Electrolytes: Na/K/CL:
130/3,4/93 mmol/L

PLT:

Treatment,
and Evolution

After 3 times of IHD*, urine
gradually increased.and
kidney function improved, At
discharge: creatinin: 201
umol/l. One month later:
sCreatinin: 76 umol/l)

After 2 times of IHD* urine
gradually increased, and
kidney function improved. At
discharge: . sCreatinin: 98.7
umol/l

After 4 times of IHD*, urine
gradually increased, and
kidney function improved.

At discharge: sCreatinin: 81.7
umol/l

*: 4-hour Intermittent Hemodialysis,
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