Predictors of hyperkalemia risk
after hypertension control with aldosterone blockade

according to the presence or absence of chronic kidney disease
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Background TABLES

Al d osterone anta g onists h ave p roven effl Ca Cy fO r Tab 3. Comparisons of baseline characteristics of patients according to the presence or ab

sence of CKD

the management of hypertension and reduction | characteristics No CKD (n = 5684) CKD (n = 891) P value
- . _ : A 64.3 + 12.3 72.3 + 11.8 0.001
of proteinuria; however, they are not widely sgi((ﬁ-.fi?/femaue) 3342/2342 388/503 0.001
used because of the risk of hyperkalemia. We| 8N (mo/d) 34%56  232:126 0001
assessed the predictors of hyperkalemia risk | scrtint/min/a7sm) mask:  giaug ol
following hypertension control using aldosterone Potassium (mEq/L) 41405 42406 0.001
. - .6 £ . G == . :
blockade in the presence or absence of chronic| acer noryes 2 4991/693 734/157 0.001
- - ARB (no/ 5399/285 806/85 0.001
kidney disease (CKD). Diuré:;:s}'ﬁ?/yes) 2621/3063 409/482 0.914
polystyrene sulfonate calcium (no/yes) 4367/1317 584/307 0.001

Figure 1. Mean serum potassium levels before and

Figure 1
A total of 6,575 patients with hypertension gs
treated between January 1, 2000 and November
30, 2012 were evaluated for the safety of an .
aldosterone blockade (spironolactone) added to
pre-existing blood pressure-lowering regimens. 4

Hyperkalemia was defined as a serum K level 2|
5.0 mEq/L. All patients used 3 mechanistically| g 3
=

complementary antihypertensive agents,

including a diuretic and a renin-angiotensin 2

system blocker. Patients were evaluated after 4

and 8 weeks of treatment. The incidence of 1 @ non-CKD
hyperkalemia, significant renal dysfunction (a —m— CKD
reduction of estimated glomerular filtration rate 0 ; , E
[eGFR] = 30%), and adverse effects were Baseline 4 weeks 8 weeks
assessed. Figure 2. Incidence of basal hyperkalemia before and after

spironolactone medication.

. . 60
The incidence of hyperkalemia in the presence % non-CKD
or absence of CKD was 50.4% and 42.6% after 50 - kD -
4 weeks (P = 0.001) and 3.8% and 3.0% after 8

weeks, respectively (P = 0.371). A logistic 40

regression analysis revealed medication, CKD,
basal hyperkalemia, reduction in eGFR, and| 3 30
diabetes were all predictive of hyperkalemia risk
following spironolactone use.

20

- 1
Conclusions 0

Spironolactone was well tolerated in selected 0 : 1 .
CKD patients. The risks of serious hyperkalemia
or significant reduction of eGFR appear to be Figure 3. Reduction in eGFR (>30% reduction in eGFR)
low. Strict monitoring over the first month of| afterspironolactone medication.

treatment followed by standard surveillance for

Baseline 4 weeks 3 weeks

angiotensin-converting enzyme inhibitors and Figure 3
angiotensin II receptor blockers is suggested. 40
Ar --@-- non-CKD|
TABLES —— CKD
30
Table 1. Baseline characteristics 25
Demographic variables .
Male gender 3730 (56.7%) X 20
DM 2323 (39.9%) 15
CKD stage 3 or 4 869 (13.2%)
Number of antihypertensives 4 (3-5) 10
Any RAS blockade 1617 (24.6%) l\.
Any diuretics 3545 (53.9%) 5
Laboratory values
Serum creatine (mg/dL) 0.93 £ 0.46 0 | ;
eGFR (mL/min/1.73 m?) 90.5 + 43.9 4 weeks 8 weeks
Serum Potassium (meqg/L) 41 +0.5
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