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QTc significantly correlated with LVM (r = 0.223, p = 0.039), QTd
and QTdc correlated with serum ionized Ca2+ (r = 0.335, p = 0.000; r =
0.375, p = 0.000 respectively) and LVM (r = 0.240, p = 0.026; r = 0.23,
p = 0.032 respectively). Stepwise multiple linear regression showed
Ca2+ to be the only independent predictor for both QTd (adjusted R2 =
0.18; beta = 0.44) and QTdc (adjusted R2 = 0.19; beta = 0.45).
Conclusions: Our study, the largest to date and with follow-up survival
analysis, thoroughly describes the characteristics of CAPD and HD
patients, supporting the lack of a significant different impact between
these two dialytic modalities on ECG abnormalities. We also confirm the
paramount influence of subjacent structural cardiac abnormalities on
arrhythmia risk. Calcium represents probably the most relevant elec-
trolyte for this pathology, in ESRD subjects on renal replacement
therapy.

SAT-062
VALIDATING CONTINUOUS GLUCOSE

MONITORING SYSTEM IN HAEMODIALYSIS

PATIENTS
KASHEM, T*1, Begum, NAS1, Fan, S2, Arefin, SU3, Rashid, HU1,

Yaqoob, M2

1Kidney Foundation Hospital and Research Institute-Bangladesh,
Nephrology, Dhaka, Bangladesh, 2Bart's Health NHS Trust, Renal, London,
United Kingdom, 3KidneyFoundation Hospital and Research Institute-
Bangladesh, Nephrology, Dhaka, Bangladesh

Introduction: Continuous Glucose Monitoring System (CGMS) monitors
blood glucose levels continuously by using an electrode inserted under
the skin and without taking either venous or capillary blood. Although
CGMS is widely used, it is uncertain whether this technology will be
applicable in uraemic patients particularly during haemodialysis (HD)
as acute perturbation of anions and cations concentrations may interfere
with the CGMS electrode measurements. We seek to validate CGMS
technology comparing its reading against laboratory blood glucose
(LBG) during HD sessions.
Methods: A prospective single centre study in a tertiary nephrology
hospital in Bangladesh. Fourteen haemodialysis patients with diabetes
underwent simultaneous CGMS and LBG monitoring during HD. Prior
to starting a HD session, patients had venous blood taken for routine
HD investigations. CGMS (Dexcom G4�, San Diego, USA) was started 1
hour pre-dialysis with the initial calibration performed using capillary
blood glucose (GlucoLeader�Enhance, HMD BioMedical, Taipei). LBG
was taken at 10min intervals during HD from the arterial port of the HD
lines. We continued monitoring up to two hours post haemodialysis at
intervals of 15 minutes. LBG results were compared to the corre-
sponding CGMS readings. Dialysate used was contained: Na 65 mmol/L,
K 2 mmol/L, Ca 1.8 mmol/L, Mg 0.5 mmol/L and glucose 0 mmol/L.
Results: CGMS glucose measurements showed a statistically significant
correlation with LBG readings during haemodialysis (r2= 0.77, p<
0.001), Figure 1. However, there was a clear time lag in changes to
glucose measured by CGMS compared to LBG. Interestingly, despite
calibrating CGMS using capillary blood glucose at the start of dialysis,
there was already difference of measured blood and CGMS glucose as
HD started 9.4 (0.9) vs 11.3 (1.0)mmol/L (p<0.005). Nadir of LBG was
reached at 120 min (29% of baseline) whilst nadir of CGMS was reached
later at 150 min (36% of baseline). There was, however, no statistical
difference in the nadir glucose measured by LBG or CGMS; 5.2 (0.4) vs
4.7 (0.5)mmol/L respectively, p=ns. At the end of dialysis (t-240min),
LBG increased more rapidly compared with GCMS (Figure 2)
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Time course of glucose measured by LBG or CGMS during a HD session

Conclusions: There was a statistically significant correlation between
CGMS and LBG glucose readings during a HD session. The CGMS
subcutaneous sensor is coated with glucose-oxidase which catalyze
glucose to hydrogen peroxide. The concentration of glucose is esti-
mated from the magnitude of the electrical charge produced by an
electrical current that promotes the dissociation of hydrogen peroxide.
The accuracy of the CGMS probe to measure glucose is expected to be
impaired due to profound changes to interstitial anion and cation
concentrations during HD. The fact that there was not an increasing
divergence of LBG and CGMS results, suggests that CGMS technology
remains accurate in uraemia.

However, there was significant differences in the time course of
glucose change which was expected because interstitial glucose will
lag changes in blood glucose. The acute perturbation induced by
dialysing against a relatively low glucose dialysate will exacerbate
the differences in blood and interstitial glucose. This has significant
clinical implications for patients that use artificial pancreases that
combine CGMS and insulin pumps in a feedback loop. We suggest
use of these systems during a HD session needs to be carefully
considered.
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Introduction: KDIGO guideline suggests that statin should not be
initiated in hemodialysis (HD) Patients. Fibric acid derivative
(fibrate) is another lipid-lowering drug class capable of reducing
plasma triglyceride, cholesterol and LDL-cholesterol (LDL-C), but has
been rarely used in HD patients due to potential adverse events,
namely myositis and transaminitis. Recent study demonstrated that
low-dose fenofibrate (100 mg) was safe in HD patients. The efficacy
of low-dose fenofibrate and gemfibrozil, two most commonly-used
fibrates, has not been compared before in patients with advanced
CKD.
Objective: To study the lipid-lowering effect and safety profiles of low-
dose fenofibrate and gemfibrozil in HD patients with hyperlipidemia.
Design: Open label, fixed dose, prospective, non-randomized study.
Methods: This was a prospective study of HD patients with hyper-
lipidemia who were initiated on fixed-dose fibrates at Faculty of
Medicine Vajira Hospital between January 2009 and December 2016.
The data collected were baseline characteristics, kidney function, body
mass index and type of fibrate. All patients were followed for 6 months.
Changes in fasting lipid profiles were recorded and compared at 3 and 6
months after initiating treatment. Liver function tests and muscle
enzyme were monitored at the beginning and two months after starting
drugs.
Results: There were overall 82 HD patients recruited to receive fibrate
therapy (29 low-dose fenofibrate and 53 gemfibrozil) without additional
lipid lowering drug. At 6 month, Fenofibrate 100 mg effectively low-
ered both fasting triglyceride and LDL-C (-73% and -18%; p=0.04 and
S29

http://crossmark.crossref.org/dialog/?doi=10.1016/j.ekir.2019.05.086&domain=pdf

	SAT-062 VALIDATING CONTINUOUS GLUCOSE MONITORING SYSTEM IN HAEMODIALYSIS PATIENTS
	Introduction
	Methods
	Results
	Conclusions


