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OBJECTIVES

Chronic heart failure (CHF) and chronic kidney disease (CKD)
share common risk factors and pathophysiological pathways,
such as atherosclerosis, hypertension, neuroendocrine
activation, endothelial dysfunction and inflammation.
Impairment of kidney function is frequently observed in CHF;
it correlates with clinical and neurohormonal status, and

METHODS

1502 consecutive CHF patients were enrolled (age 66+13
years, meanz3SD, left ventricular ejection fraction, LVEF,
33x10%), who underwent a complete clinical and
neurohormonal characterization and were then followed-up
(median 46 months, interquartile range 20-80 months) for the
end point of cardiac death. Glomerular Filtration rate (eGFR)

affects prognosis.

We aimed to identify the prognostic impact of plasma renin
activity (PRA) in patients affected by CHF and CKD.

was estimated by the Cockroft—Gault equation.

RESULTS

Reduced renal function (eGFR = 60 mL/min/1.73 m2) was detected In 644 patients (43%), and was associated with worse
symptoms, lower LVEF, higher incidence of ischaemic aetiology, diabetes and atrial fibrillation. Higher plasma norepinephrine,
NTproBNP and PRA (all p<0.001) were present in patients with CKD. As compared to patients with preserved renal function,
those with CKD had higher cardiac mortality [189 (29%) vs 113 (13.2%), p<0.001]. In CKD patients, at Cox multivariate analysis,
only NT-proBNP (1.65, 1.33-2.04, p<0.001) and PRA (1.25, 1.09-1.43, p=0.001) were independent predictors of cardiac death.
ROC analysis identified a cut-off value for PRA of 3.98 ng/mL/h that predicted prognosis with the greatest accuracy. Finally, the
elevation of both NT-proBNP and PRA identified a subset of patients with the highest risk of cardiac death.
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CONCLUSIONS

Baseline demographic and clinical characteristics, as well as neurohormones

PRA has an independent prognostic value in CHF patients with CKD . The combination of PRA and NT-proBNP identifies a group
of high risk patients, who might benefit of a more intensive care, targeted to enhance renin—angiotensin system antagonism.
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