Influence of the Secondary Hyperparathyroidism in iron requirements in

dialysis patients on erythropoiesis-stimulating agent therapy.
A prospective controlled study.
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OBIJECTIVES METHODS

To evaluate the influence of the intact parathyroid
hormone (iPTH) level on the iron requirements and

ferrokinetic parameters in hemodialysis patients under ESA
(eritropoyesis stimulating agent) therapy.

Group A Group B Group C p-value
n=9 n=10 n=12

Age (vears) 64 + 11 55 + 13 60 + 22 0.47
Tim e on dralysis (rnonths) 26 [19-38) 38 (17-53) 34 (24-41) 0.73
BME (kg 1) 22 [24-29) 24 (21-33) 29 [25-32) 0.16
[+ fd' 162 %= 02 151 + 02 154 + 01 0.52
aPCR 0.79  [(0.79-0.96) 101 (076-1.26) 0% (0.57-1.08) 0.42
Cholesterol (ma/dl) 132 + 32 135 + 48 153 + 41 0.47
Y, Rl 19 [9-29) I35 (21-55) 26 (18-39) 0.20
Abumin (g 39 = 3 3 = 4 a0 + 3 0.24
Triglycerides{rmg/ dl) a8 (79-205) 135 (99-318) 233 (193-281) 0.05
Viremin B12{pg/ ) 572 = 360 636 * 253 405 + 157 0.13
Folic Acid (ng/ rinl) 19 +* 3 18 + 15 19 + 13 0.98
Corrected calcium (ma/ dl) 91 =+ 03 87 * 05 a0 + 06 0.21
Phosphorus {rng/dl) 38 =+ 12 45 = 11 4.5 + 16 0.45
25 Vramin D (ng/ ) 19 (15-31) 23 (11-33) 25 (14-27) 0.91
PTR (pgfral)log 1979 = 025 237+ 007 2.64 + 01 <0.01
ESA dose 1L week 000 4500{10500) 4000  (3758-9750) S000  (4000-3000) 0.55
ERL 1L kg per weekper gf dl ./ [(4.8-171) 66 (3.3-11.2) 43 (3.2-10.7) 0.55
Comorbidities

Ohd, Yes nl?) 3 [33) 4 (40) 3 (23] 0.75
HTA Yes ni3) 8 (89) 9 (90) 11 (92) 0.97
LLF Yes ml#) 3 133] 3 (30) 9 (/5] 0.06
Treatm ents

Venofer; Yes, il %) 9 (100) 770 9 (75) 0.20
ror, ragf month 100 (100-150) 100 (100-100) 100 (100-200) 0.66
Gingoaleet; Yes, n{%) 1 {11 1 (10 8 (67) <001
Paricglcitol Yes, n(2) 4 (44 g (80) 11  (91) 0.04

DN digbetes mellitus, HT: hypertension, DLF: dyslipidemia; nPCR: normalized protein catabolicrate, TSl transferrin

the weeklyweight-adjusted dose of EPO (U/kefweek) divided by Hbh concentration [gfdl). MedigxSD, median [P 25-F 751,

RESULTS

31 patients completed the study (A:n=9, B: n=10 and C:
n=12). Baseline data in table 1. The hemoglobin levels and

ESA doses were similar in all groups during the study. In

Group A mean iron dose decreased 77 + 66mg/month (P <
0.01), while increased in the groups B (20 + 42mg/month, P
=0.16) and C (33 + 115mg/month, P = 0.33).

There was statistical difference between the mean change In

iron dose between groups A and C (P = 0.003). Transferrin
saturation index (TSIl) changes observed in Group A and C
were significantly different (increased in Group A (median:
2.4%) and decreased in group C (median: 3.7%).

We conducted a prospective, clinically-controlled trial in a chronic dialysis
unit from January 2010 to November 2011. Patients were stratified
according to the iPTH level (Group A: iPTH 150pg/ml, Group B: 150-
300pg/ml and Group C: > 300pg/ml). Follow-up period six months.

Main outcome measure To determine the difference in the iron
requirements in each group from baseline to month 6 and the differences
In the mean change between groups.

ESA dosage was administrated according to the following protocol: i) ESA
dosages were increased by 25% for Hb decreases < 2 g/dl or Hb 29 and <
11 g/dl or by 50% when Hb decreases > 2 g/dl or Hb <9 g/d; ii) ESA
dosages were decreased by 25% for Hb increases 2 1 g/dl or Hb 2 12 and <
14 g/dl, or by 50% for Hb increases > 2 g/dl. If Hb was > 14 g/dl, we
temporarily stopped ESA for a month. Then, we restarted ESA
administration with a 25% reduction of the lower dose previously
administered.

Intravenous iron supplementation (100 mg of iron sucrose, Venofer®) was
prescribed in order to maintain TSI levels > 20% during the study as
heeded.
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Figure 1. Variations from the beginning to the end of the study by groups according to PTHi. (A) Mean
change iron dose, (B) Mean change in % of ESA, (C) Mean change in % of TSI, (D) Mean change in % of
RDW. ESA: erithropoiesis stimulating agent, RDW: red cell distribution width, TSI: transferrin saturation
index. * p<0.005 respect to group A

CONCLUSIONS

- [ron supplementation decreased in patients with the lower IPTH levels, and it was associated and with an increase in TSI, inversely than
those with higher levels.
- These results suggest a possible relationship between IPTH levels and iron requirements.
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