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¥ Resume

Background. About 80% of kidneys insufficiency/ develops due to Diabetes Mellitus (DM). Patients with end
stage of renal disease (ESRD) presents wide range of biochemical abnormalities and requires hemodialysis. Glycemic
level is critical for hemodialysis outcome. We proposed that glucose fluctuation on hemodialysis linked to blood
biochemical abnormalities.

Material and methods. Total in 45 patients, 15 with DM1 and 21 with DM?2, admitted to hemodialysis unit at the
Republican Specialized Scientific Practical Medical Center of Endocrinology were observed. Patient blood pressure,
body weight, MDRD, blood glucose, blood biochemistry had been assessed.

Results. 46 patients with ESRD on hemodialysis differs by average age (35.9 vs 64.6 years old), body weight
(70.32 kg vs 87.82kg), average DM duration were comparable (19.6 vs 20.79). There were not found any differences
in systolic and diastolic pressure, blood serum enzymes ALT, AST levels, serum creatinine and MDRD between DM1
and DM2 groups. About 40% of DM1 and 64% of DM?2 patients with ESRD on hemodialysis have total Hb level
below 90 mg%. However, when patients distributed according to total hemoglobin level Hb<90 and Hb>90 there were
significant difference in blood serum albumin (in DM1 Hb>90 group 42.69+0.88 g/L vs DM2 Hb>90 group 39.5+1.29
g/L, p<0.05), blood serum sodium level (in DM1 Hb<90 group 128+2.4 mmol/L vs DM2 Hb<90 group 134.9+2.11
mmol/L), phosphates (DM1 Hb>90 group 2.03+0.07 mmol/L vs DM2 Hb>90 group 1.66+0.07 mmol/L) levels.
Comparing glycemia before and after hemodialysis were not showed any significant differences between DM1 and DM?2
groups. However, distribution the groups according to Hb level showed lower glycemia in Hh<90 DM2 group before
(in 1.4 times, p>0.05) and after (in 1.4 times, p<0.05) hemodialysis, which were not seen in DM1 group. We
concluded that DM?2 group especially those with Hb<90 should be aware hypoglycemia during hemodialysis. Since we
Jfound relationship of some parameters with Hb level correlational analysis were performed with all studied parameters.
Interestingly, that total Hb showed well correlation link with glycemia before and after hemodialysis in both DM1 and
DM?2 groups, whereas in DMI patients Hb correlation were shown with DAD, AST, Potassium and sodium level,
whereas in DM2 group correlation Hb were shown with body weight and MDRD.

Conclusion. To determine risk of hypoglycemia and outcome in DM patients checking blood total hemoglobin
level is recommended, if it is lower than 90 mg% be aware hypoglycemia in DM?2 patients.

Key words: Diabetes Mellitus, hemodialysis.
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v Pesiome

Ilayuenmor ¢ mepmunaarvnoti cmaoueii duabemuueckoi negpponamueii (XIIH) umerom wupoxuii cnexmp
Ouoxumuyueckux Hapyuwienuii. Ypoeenv 2auxkemuu A6AAEMCA GANCHLIM 6 YCHeWHOM nposedenuu zemoouasuza. Mot
npeonoaazaem, 4mo KoaeOQHUA 2AUKeMUU 63AUMOCEA3AHbI ¢ Ouoxumuueckumu Hapywenusmu. 45 nawyuenmoe c
caxapuoim ouabemom (CJ]) ¢ XITH, 15 ¢ CHI u 21 ¢ C/]2, naxoduswuecss na cmauuoHapHom aAeveHuu 6 onoeieHuu
2emoduaauza Pecnybauxanckuii Cneyuaausupoeannotii Hayuno Ilpaxmuuecxuii Meouyunckuii Ilenmp Inookpunoaozuu
OvLau obcaedosanvt. Y nawyuenmoe onpedeasau apmepuaavhoe dasaenue, éec meaa, MDRD, yposenv zauxemuu,
Ouoxumuueckue noxazameau Kposu. Pezyavmamot noxasaru, wmo nayuenmor CJ[1 u CJ/]2 pazauuaauce no éospacmy
(35.9 aem npu CJ1 u 64.6 aem npu CJ/[2), éecy meaa (70.32 ke npu C/1 u 87.82xe npu CJ/]2), npodoaxcumeavnocno
3a6o0.aeeanun CJ] 6viaa conocmasuma (19.6 aem npu CH1 u 20.79 aem npu C/H2). Oxoao 40% nayuenmos ¢ CJ[1
u 64% c¢ C/J2 naxoouewuxcs na zemoduaause umeau yposeenv o6uezo Hb kpoeu nuxce 90 mg%. Y nauyuenmos
yposenv aavOymuna naazmot kpoeu (p<0.05), ypoeenv nampus (p<0.05), dpochamos (p<0.05) pazrunaaca e
3aeucumocmu om yposua Hb kpoeu. Cpaenenue eauxkemuu 00 u nocie 2emMo0uaiu3q@ NOKA3AA0 HU3KYIO 2AUKEMUIO
moavko 6 epynne ¢ CJ/2 ¢ nuskum ypoenwem Hb kposu xax oo (6 1.4 paza, p>0.05), max u u nocae (¢ 1.4 pasa,
P<0.05) zemoouaruza. Mot npumau K 661600y, umo nauuenmwvt ¢ CJ[2 na zemoouaiusze ocobenno me, y KOmopoix
yposens Hb kpoeu <90 me% doaxcuvt 6oimy Hacmopoxcenst no noeody zunozauxemuu. B mo e epems,
KOpPeAAUUORHbIIE anaiu3 noxaszaa 3aeucumocms mexncoy oouwum Hb xpoeu u zauxemueii, kax do, max u nocae
2cemoduaauza npu CJ[1 u 2 muna. Ilayuenmot ¢ CJ]1 umeau cuavnyro xoppeasuuonnyro 3saeucumocmv Hb kposu c
yposuem JIANl, ypoenem AcT, xaaus, nampus, mozda xkax ¢ epynne ¢ CJ]2 xoppeasauus 6viaa noxaszana medxncoy
ypoeénem Hb xpoeu u eéecom meaa, MDRD.

Karueesvie caoea: caxapuoii ouabem, zemoduaaus.

N
476 ISSN 2181-712X. «Tub6uémoa sreu kyw> 3 (31) 2020 N




TEMOJUNAJIN3 BUJAH JABOJAHAETTAH KAH/UIN JUABET BEMOPIIAPJIA METABOJIMK
BOFJINKJINKJIAP
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'TolKeHT meauaTpusi THOOUET WHCTUTYTH

TUOOMET MapKasu
3Y3MY kowmmaaru 6uo¢pusnka Ba OMOKMME MHCTUTYTH

v Pesiome

Tepmunaa oapaxncadazu duabem negponamuscu (XITH) 6yazan 6Gemopaap keme Kyasamoazu OGuoxuméeui
y3eapuwaap Guran namoén 6yaaduaap. I'nuxemus zemoduaaus camapaiu Oyaumu y4yn Myxum axamusmea 32aoup.
Temoouarusz eaxmuoazu eauxemusnune yszeapysuanaueu Ouoxuméeuui yzeapuwaap Ouran GoFaux 0e6 maxmuHaaoux.
Kanoau ouabemu (KJ[) eéa XIIH 6yazan 45 6emopoa, yaapoan 15 macuda KJI 1 eéa 21 macuda KJ/[2 6uaan
Pecnybauxa Hxmucocramean Hamui Amaauii Indoxpunoaozus Tub66uém Mapkaszu zemoduaaus 6yaumuda nazopamoa
6yaduaap. bemopaapoa apmepuaa xon 6ocumu, mana easnu, MDRD, xondazu 2aroxo3a muxdopu, Guoxumésui
kypcamxuyaap anuxaandu. Hamuxcarap KJ/[1 ea KJ[2 Gemopaap 2ypyxu opacudazu papxaanum Gemopaap éwu
(35.9 6a 64.6 ém), mana easnu (70.32 ke ¢éa 87.82 k2) da kypuiub, xacariux daeéomuiiiueu oOesapau meme 6yaou
(19.6 6éa 20.79 iuarap). K1 2ypyxoa 40% ea KJ[2 zypyxda 64% Gemopoa ymymuii Konoazu Hb muxoopu 90 me%
dan kamaueu xypcamuadu. bBemopaapoa xon 3apdobudazu aavbymun muxdopu (p <0.05), nampuii (p <0.05),
docpamaap (p <0.05) muxdopu Hb murxoopuza xapaé apxaandu. Inuxemus muxdopunu coaummupuu
2aukemusnune nacmaa6b xemuwunu paxam KJ/[2 da Hb muxdopu xam 6yazan 2ypyxoa zemoduaauzdan aeeéaa (1.4
mapma, p>0.05) ea xeiiun (in 1.4 times, p<0.05) kysamuaou. K/[2 6emopaapoa aiinuxca Hb <90 m2% oan xam
Oyazanaapoa zemooduaaus oaspuda zunozauxemus xaeduoan o020x O6yauwaapu 3apyp de6 xyaoca xuaunou. Illy
Ouaan 6upea Koppeasuyuon maxaua Konoazu ymymuti Hb muxoopu 6usan zemoouaruzoan ageéaa 6éa Keiunzu 2auKemus
muxgdopu opacuda xypuadu. KJ[1 eypyxoazu Gemopaapoa ymymuii Hb muxdopu JIA/l, xondazu AcT, nampui, rxaaui

2Y3CCB kowmuaaru akag. S1.X. Typaky/oB HOMJIM pecy0JMKa UXTUCOCIAIITaH UMW aMajIuil SHIOKPUHOJIOT S

muxdopaapu 6usran, KJ[2 eypyxda sca mana easnu éa MDRD 6uaan rxoppeasuuon 6oFiuxaux kypcamuaou.

Kaaum cy3aap: xanoau ouabem, zemoouaaus.
Introduction]

Diabetes Mellitus is a worldwide pandemic [1] due to
chronic complications shortens life expectancy, worsens
peoples’ life quality, causes blindness, amputations, renal
failure, increases pain and suffer of peoples, dramatically
raises health care expenditure. One of the serious chronic
complications of DM is nephropathy causes renal failure,
which requires hemodialysis [10]. About 80% of kidneys
insufficiency develops due to Diabetes Mellitus (DM).

Glycaemia is a critical factor for the development and
progression of diabetes and its complications. Maintaining
its normal level is important for preventing of diabetes
complications and defines a clinical future. Diabetic
nephropathy (DN) is a one of the severe complications of
DM, develops about 40% patients with DM1 and in 5-10%
patients with DM2 whose have genetic predisposition and
poor glycemic control (5,6). Clinically DN presents in 5 stages
begins with mild microalbuminuria progress to overt
proteinuria towards kidney failure where people need in
hemodialysis (6,7,13). During the hemodialysis glycaemia level
may change even cause emergency situations like
hypoglycemia, hypoxia, provoke heart failure or stroke (3,4).
Patients during hemodialysis often have shown problems
such as myocardial infarction or stroke due to vessel and
blood coagulation [3,4,7]. Another main problem is
hypoglycemia and tissue hypoxia due to glucose fluctuation
[5,6]. People with renal failure addicted to hypoglycemia due
to alteration of insulin degradation by kidney in one side
and metabolic acidosis and uremia in another side [2,8].

We proposed that blood glycaemia level has
fluctuations during hemodialysis, which would be not the
same in patients with DM1 and DM2. Moreover, this
fluctuation depends from blood biochemical markers.
Glycemic level is critical for hemodialysis outcome. We
proposed that glucose fluctuation on hemodialysis linked
to blood biochemical abnormalities.

Based on proposal on the above, the aim of our study
is to analyze the glycemic levels in patients with DN who

undergo hemodialysis. With this goal we analyzed the way
hemodialysis procedure changing glucose levels in patients
with DM1 and DM2 by analyze the patients with end-
stage renal diseases’ data by common blood test and
biochemistry marker in blood during a year.

Material and methods.

Totally 45 patients were observed (Table 1). All patients
are suffered diabetic mellitus with end-stage of diabetic
nephropathy and received hemodialysis treatment at the
Republican Specialised Scientific Practical Medical Center
of Endocrinology after the name of academician Turakulov
Y.Kh., the Health Ministry of Uzbekistan. The patients is
divided into 2 main groups which is DM1 and DM2 to
compare each other for finding out any differences
between types of DM and in case, there is which one is
the main differences and cause and also divided into
subgroup which is blood total hemoglobin level (Hb) and
its derivatives red cell distribution width (RDW-CV).

Patients body weight weighed before hemodialysis in
the mechanical scale manually. Blood pressure measured
using automated BP meter "Omron 3" (Omron Health
Care, USA). Blood glucose level checked before and after
hemodialysis by glucometer Accu-Chek Instant Kit. Total
blood count, urine analysis, blood biochemistry i.e.
creatinine, ALT, AST, Sodium, Calcium, Potassium,
Phosphates, Iron, HbAlc level were performed at the
central laboratory unit of the hospital by standard methods
approved by the Health Ministry of Uzbekistan. Lab data
were taken from patient’s card in laboratory test results
part. Kidneys function estimated by Modification in Diet
Renal Disease (MDRD) equation (6,7).

All data were calculated by Microsoft Excel application
and expressed as M+m and considered as significant when
p<0.05 by Student (14). To show relationship between
parameters correlation analysis performed between the
groups and subgroups. Correlation were considered as
significant when r>0.3 (14).
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Table 1.

Patients characteristics by groups

Groups DM1 DM 2 P (DM1 to DM2)
Total 15 30 -
Man 5 21 -
Woman 10 9 -
Average age 35.93+2.03 64.59+1.40 P<0.05
DM duration 19.60+1.47 21.24+1.33 P>0.05
Body weight 70.32+3.51 87.86+£2.48 P<0.05
MDRD 6.48+0.53 8.05+0.77 P>0.05

Results

As were shown in Table 1 DM1 and DM2 group
patients with ESRD on hemodialysis differs by average
age (35.93+2.03 vs 64.59+1.40 years old, P<0.05), body
weight (70.32 3.52 kg vs 87.82+2.48 kg, P<0.05) and related
with etiology and pathogenesis of these two diseases.
Interestingly, the average DM duration were almost the
same and were 19.60+1.47 and 21.24+1.33 years (P>0.05)
in DM1 and DM2 groups subsequently.

Moreover, MDRD were comparable between two
groups and suggested about renal insufficiency (table 1).

Hb level by groups
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Fig.1 Blood hemoglobin level Hb<90mg% and Hb>90
mg% in DM1 and DM2 patients on hemodialysis.
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In addition, there were no any differences in systolic and
diastolic blood pressure, or blood serum enzymes ALT,
AST, and creatinine level between DM1 and DM2 groups
and suggested about comparable metabolic abnormalities
due to ESRD.

Although patients on hemodialysis were taken
erythropoietin regularly, about 40% of DMI1 and 64% of
DM2 patients had total blood hemoglobin (Hb) level below
90 mg% (Fig.1). Moreover, RDW-CV were higher in
DM2 group by 10%, p<0.05 than in DM2 and together
with lower hemoglobin data suggested about severe impact
on tissue oxygenation in DM2 patients.

Blood serum albumin content were lower in patients
on hemodialysis and shown relationship with blood total
Hb level in type 1 DM, but not in type 2 DM (in DM1
with Hb>90mg% group 42.69+0.88 g/L vs DM2 Hb>90mg%
group 39.5+1.29 g/L, p<0.05). These results suggested about
better regeneration processes in type 1 DM, probably
related to pathogenesis of disease and younger age.

Blood serum sodium level is important for muscle
contractility, nerve conduction, heart rate, fluid retention
and body vitality. Interestingly, blood serum sodium level
(Fig.2) were higher in Hb>90mg% group in DMI
patients, but not in DM2, which probably related to better
capacity to renew and younger age in DMI1.

However, blood serum phosphorus level (Fig.2) were
differs in Hb>90 DM 1 group. High blood phosphorus level
in patients on hemodialysis related with insufficient
kidneys function. Interestingly, in DM2 blood hyper-

Blood serum phosphorus level
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Fig.2. Blood serum sodium and phosphorus level depending from Hb level in patients on hemodialysis. Notes: * -

when P<0.05 between groups
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Fig.3. Glycemia level before and after hemodialysis in groups according to Hb level. Notes: * - when P<0.05

between Hb<90 and Hb>90 groups

phosphatemia state shown tendency to lower in Hb>90
mg% and supposed about relationship between blood Hb
level and kidneys function.

We compared kidney function between the groups.
Blood serum creatinine and MDRD were not differs
between the groups and indicated decline of kidneys
function in all patients on hemodialysis.

Blood glucose level before and after hemodialysis
showed that no changes in DM1 group, whereas final
glycemia in DM2 group were significantly lower than in
DM1 (Fig.3). Normally, body should maintain glucose level
by gluconeogenesis and glycogenolysis. That mechanisms
are too weak in people with DM, especially in those with
ESRD. During hemodialysis dextrose solution usually
prevents hypoglycemia in patients with DM. Our results
showed that during hemodialysis DM2 patients should be
in tight control to prevent wide glucose fluctuations and
hypoglycemia episodes. Moreover, lower blood Hb level
promotes lower glycemia in DM2 patients. That means
red blood cells hemoglobin level should been corrected in

DM2 patients on hemodialysis. This may be related
erythrocytes functions such as insulin binding and insulin
delivery as were proposed in patients with DM in other
studies (12).

In the next step we did correlational analysis
between total Hb and other parameters (Fig.4). It was
surprising that total blood Hb level had mild correlation
link with hematocrit in DM1 (r=0.4) and were in strong
correlation in DM2 (r=0.9). These results may be
explained by red blood cell distribution width RDW-
CD data which was significantly differ between the
groups (13.37 0.3 in DM1 vs 14.64 0.47 in DM2) and
was in agreement with data about erythrocytes functional
activity in DM (15,16).

Blood total hemoglobin level were found in correlation
with ACT (r=0.4), blood sodium (r=0.35), calcium
(r=0.43), phosphates (r=0.38) in DM1 group and with
body weight (r=0.57) and blood iron (r=0.38) in DM2
group. In patients with ESRD due to kidneys damage
filtration and concentration functions were altered.

Relationship between blood H b and metabdlic
parametersin patients on hemodialysis
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Fig.4. Relationship between blood Hb and metabolic parameters in patients on hemodialysis (HD).
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Algorhithm of awareness of Glycemia Fluctuationsin DM patientson hemodialyss
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Fig.5. Algorhithm of awareness of glycemia fluctuations in DM patients on hemodialysis.

Interesting data were shown in DM2 group by
correlation between total blood Hb with glycemia level both
before (r=0.49) and after (r=0.7) hemodialysis, whereas
no any correlation shown in DM1 group. These results
were in agreement with RDW-CD data and suggested about
importance of blood hemoglobin level in glycemia
fluctuations in DM2 patients on hemodialysis.

Based on obtained data we composed an algorhithm
of awareness of glycemia fluctuations in DM patients on
hemodialysis (Fig. 5).

According that algorhithm doctors can easily check
blood count and blood biochemistry data. If Hb is <90mg%
or if blood serum albumin, sodium, calcium, phosphates
level will out of normal ranges glycemia fluctuations should
be checked to avoid hypoglycemia episodes.

Conclusion

To determine risk of hypoglycemia and outcome in
DM patients checking blood total hemoglobin level and
insulin treatment regime are recommended, if it is lower
than 90 mg% be aware hypoglycemia in type 2 DM patients.
In DM patients on hemodialysis in those with total
hemoglobin lower than 90 mg% frequently check sodium
and phosphates in blood biochemistry is recommended.
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