How to Cope with the Surge of Diabetes in PD?
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Topics

= Should diabetic patients be offered PD?
* What is the target for blood glucose control?
* How they can control blood glucose?

Mortality in matched hemodialysis and
peritoneal dialysis patients
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Mortality in matched hemodialysis and
peritoneal dialysis patients
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The differential impact of risk factors on mortality in
hemodialysis and peritoncal dialysis.
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The differential impact of risk factors on mortality in
hemodialysis and peritoneal dialysis.
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Comparing mortality rates on CAPD/CCPD and
hemodialysis:Canadian experience
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Dialysis outcomes in Colombia study: A comparison of patient
survival on peritoneal dialysis vs hemodialysis
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Hemodialysis and Peritoneal Dialysis: Comparison of adjusted
mortality rates according to the duration of dialysis: Analysis of
the Netherlands Cooperative Study
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Hemodialysis and Peritoneal Dialysis: Comparison of adjusted
mortality rates according to the duration of dialysis: Analysis of
the Netherlands Cooperative Study
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Peritoneal dialysis in Romania: analysis of differences
in mortality by dialysis modality and influence of risk
factors in a national cohort

TABLE &
c (D8] per 1007 i o (HD=PE)
' idity, Cause of End i }. and Age
Patient stratum HD ] R (HIPD)
Comorbid conditions  Causeof ESRD  Age Deaths DR Deaths DR Crude DR Adjusted RR (5% CT)
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HD= mwumm peritoneal distysn: DM = diabetes mellitus: RR = relative risk.
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Survival analysis:Comparing peritoneal dialysis and
hemodialysis in Taiwan
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Target for blood glucose control

+ Target HbA,, for people with diabetes should be < 7.0%,
ir ive of the or at of CKD. (A)

+ The patient on long-term dialysis therapy no longer needs to achieve

good ply 1to p deterioration of kidney function.
However, good control may still prevent or slow the progression of
tinopathy pathy, and possibly macro lar di

Survival imp: with better glycemi trol in patients on
peritoneal dialysis and hemodialysis therapy.

Predialysis glycemic control is an independent predictor of
clinical outcome in type II diabetics on continuous ambulatory

peritoneal dialysis.
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Patients with decreased kidney function have increased
risks for hypoglycemia.

(1) d d cl of insuli mdsomeoftheon!agmlsused
to treat diabetes, and (2) impaired kidney gh "
Wﬂhm(heedhdmymlhcmmofglﬁmewsmndmbyme

kidney is d 1. This red in i reduce the ability of a
patient who is becoming hypoglycemic as the result of excessive insulin/oral agent
dosage or lack of food intake to defend against hypoglycemia. About one third of
dation is carried out by the kidney, and impaired kidney function is
mmndmlhnpdanaedhﬂﬂﬁn{mlmmmmmmlmlm
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5-fold i the fr y of severe hypogly ia. Thercfore, it is imp
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reduce doses of medicines (insulin and oral agents) as needed to avoid
hypoglyccmia
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Insulin preparations in diabetes and CKD

Table 23, ” 1 Effect
Duration of E¥ect Irulin ar athon
Rapid-acing Reguiar nsuin
Lisgre nsuin sohuban
Insubn aspartale sobition
Intsemadale-acing lscphane nsaln sus pension (NPH]
Loag-acing lnsuln gargne
Irusuin detemr
D not  lovel of kidney jon, but
djusted based on t itoring to balance goals of glycemic
control with aveiding hypoglycemia.
FDOCL 2007

Oral hypoglycemic agents in diabetes and CKD
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Glucose absorption in peritoneal dialysis

= Gl is a very ful osmotic agent in peritoneal dialysis.

* Does systemically absorbed glucose contribute to increased
mortalilty especially in elderly diabetic patients? (voneher, Kidney 1nt. 2004)

* Excessive glucose absorption may play an important role in many
of the metabolic imbalances, such as the dyslipidemia, hyperinsuli-
nemia, insulin resistance, oxidative stress, inflammation, and alter-

ed adipokine levels. gsurkats. seminDial 2001)

Glucose sparing in peritoneal dialysis
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Figure 1| Math I ling of glucose ab in CAPD
patients with varous sport ch ristics. The
model assumes three shorts dwells of 5h and a long dwell of 9h,
Legend: L = low (MTAC 5,96 ml/minl; LA = low-average (MTAC
BA5ml/mink; HA « high-average (MTAC 11.7 ml/min); H = high
{MTAC 163 mbimin).

Holmes C, Kidney Int. 2006

Glucose sparing in peritoneal dialysis

Table 3| Comparison of icodextrin and 2.5% dextrose during
the long dwell in CAPD patients

Dwveedl time Net LF Ho UF efficiency  UF efichoncy delned s e
hi Ami} absorbed (gd  (mligh

2.5% Dextrose 100 4018 171442 193:07 79:13 il oy
Icodextrin 06006 39933 ME20 B33
Pl 0001 <0.0001 <005 <0.0001

CAPDL confinuenst amtlsory peronsal diskyis CHO, carbohydiate: UF. ulirafitra

tion,
Vakues are mesn - 1e.

Table 4| Comparison of icodextrin and 4.25% dextrose
during the long dwell in APD patients

Dwell time  Net UF CHO  UF efficiency
thi (mi)  absorbed ig)  (mbgh
425% LLF YA 10286 7214 ERER R
Dextrase
codestiin MIL0] 540446 S62:24  108EL
Pvalue 064 <0001 = 0001 « 0001

APD, automated paritonsd dskysii: CHO, carbohydrate: UF, ulnssitraton
Wahars ane mean =+ Le.

Holmes C. Kidney Int. 2006

Glucose sparing in peritoneal dialysis

Table 65 ies for impl ion of gl i

1. Reduction for the need for peritoneal ultrafiltration
(a) Dietary salt and water restriction
(b Use of diuretics

20 ion of peritoneal with minimization
of glucose use
() Appropriate design of prescription
(b} Use of icodextrin for the long dwell
(c) Use of amino-acids-based solution in short dwells

Holmes C. Kidney Int. 2006
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Glycemic control in diabetic CAPD patients assessed by
continuous glucose monitoring system

P<0.0001
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Summary

Diabetic patients with younger age, and less comorbid
conditions may have survival advantage from PD compared to
HD especially in early period of dialysis (~2 years)

Target HbA, for CKD patients with diabetes should be
<7.0%.

Be alert to the increased frequency of severe hypoglycemia in
CKD patients with diabetes.

Glucose sparing strategies in PD should be considered.
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