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Dear Colleagues and Friends!

It is a great pleasure to invite you to attend the XVI Baltic Nephrology conference 
in person & virtual. The on-site meeting will occur from October 6th to October 
8th, 2022, in the ATTA convention center and the House of the Blackheads, 
located in Riga, Latvia.

The Covid-19 pandemic has profoundly aff ected our professional activities. 
Thus, we hope the conference will provide a long-expected opportunity to 
review and discuss the latest developments in the fi eld of nephrology. 

The scientifi c program will include a broad range of topics in the fi eld of 
nephrology, including the application of artifi cial intelligence, brain-kidney 
interaction, diabetes mellitus, chronic kidney disease, and renal replacement 
therapy. All accepted abstracts will be presented as posters. The scientifi c 
committee will select outstanding abstracts and case reports for oral 
presentation in a short session on October 7th.

Apart from the exciting scientifi c program, the conference will provide a space 
for networking and discussing plans with colleagues from Baltic countries.

We look forward to seeing you in Riga in October 2022!

Ieva Ziedina, MD, PhD
Conference President
Associate Professor of Medicine, Riga Stradins University
Consultant Nephrologist, Pauls Stradins clinical university hospital
President, Latvian Association of Nephrology



Final program

Thurday, October 6th, 2022
16:00-18:00 Registration

18:00-18:30 Opening Session. Welvcome – National Presidents of Baltic Nephrology Associations

18:30 Opening lecture. Are we walking into a new era of preventing kidney disease progression? 
Christoph Wanner (Germany)

19:30 Welcome snacks at ATTA centre

Friday, October 7th, 2022
Morning Session:
Chairs: Viktorija Kuzema (Latvia), Merike Luman (Estonia)

8:30 Diabetes and CKD. Peter Rossing (Denmark)

9:00 Vascular calcification in CKD. Mai Rosenberg (Estonia)

9:30 Brain-kidney interaction (COST CONNECT project). Inga Arune Bumblyte (Lithuania)

10:00 Peculiarities of antibiotics dosage according to dialysis modality. Romaldas Maciulaitis 
(Lithuania)

10:30-11:00 Coffee Break, Exhibition Visit and Poster Viewing

Noon Session:
Chairs: Kadri Lilienthal (Estonia), Marius Miglinas (Lithuania)

11:00 Current Developments in Lupus Nephritis. Ingeborg Bajema (Netherlands)

11:30 Looking for the new keywords in the management of IgA nephropathy today. 
Viktorija Kuzema (Latvia)

12:00 Focal segmental glomerulosclerosis: clinical perspectives. Aivars Petersons (Latvia)

12:30 Learning Kidney Pathology: Humans and Machines. Arvydas Lavrinavicus (Lithuania)

13:00-14:00 Lunch, Exhibition Visit and Poster Viewing

Afternoon Session:
Chairs: Aivars Petersons (Latvia), Laurynas Rimsevicius (Lithuania)

14:00 How to improve long-term kidney graft survival? Marius Miglinas (Lithuania)

14:30 Anaemia in kidney transplant recipients. Ieva Ziedina (Latvia)

15:00 Individualization of immunosuppression in kidney transplantation. Ruta Vaiciuniene, Rima 
Maslauskiene

15:30-16:00 Coffee Break, Exhibition Visit and Poster Viewing



Chairs: Ruta Vaiciuniene (Lithuania), Ieva Ziedina (Latvia)

16:00-17:30 

1. The role of obesity on the progression of chronic kidney disease in a cohort of adult IgA 
nephropathy patients (Mikus Saulīte)

2. Montreal Cognitive Assessment (MoCA) for Cognitive Screening in Patients with IgA 
Nephropathy compared with a control group (Marija Halturina)

3. Spent dialysate-based hemodialysis adequacy estimation – the case of time average 
concentration of uremic toxins (Joosep Paats)

4. How does Paracetamol Intake Influence the Accuracy of the Optical Monitoring of Uric 
Acid during Dialysis? (Jana Holmar)

5. Living kidney transplantation from elderly donor: a successful case report (Kigitoviča 
Dana)

6. Factors Predicting Delayed Graft Function After Kidney Transplantation 
(Ruta Augliene)

7. Differences in humoral and cellular immunity between healthy and renal disease 
affected patients after complete vaccination with BNT162b2 
(Pfizer-BioNTech) vaccine (Vaiva Kaupė)

19:00-23:00 Gala dinner at the House of the Blackheads

Saturday, October 8th, 2022 
Morning Session:
Chairs: Inga Bumblyte (Lithuania), Alastair Forbes (United Kingdom/Estonia)

8:30 What are the blood pressure targets for CKD patients? Ivan Rychlik (Czech Republic)

9:00 Challenges of Cardiovascular Examination in Hemodialysis Patient Population. Maija 
Motivane (Latvia)

9:30 Curent trends of dialysis. Laurynas Rimsevicius (Lithuania) 

10:00 Polypharmacy and acute kidney injury. Julija Voicehovska (Latvia)

10:30-11:00 Coffee Break

Noon Session:
Chairs: Ivan Rychlik (Czech Republic), Ilze Puide (Latvia)

11:00 The Role of Uremic Toxins in Kidney Failure and Hemodialysis. 
Annika Adoberg (Estonia)

11:30 The associations of hemodialysis access with quality of life.  
Sondra Kybartiene-Maciulaite (Lithuania)

12:00 Potassium management and healthy diet in chronic kidney disease: How to combine both? 
Carla Avesani (Sweden)

12:30 Nutritional support in chronic kidney disease. Alastair Forbes (United Kingdom/Estonia)

13:00 Awarding the best abstracts. Aivars Pētersons (Latvia)

13:10 Final comments. Ieva Ziedina (Latvia)

13:15 Lunch





Abstracts
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Spent dialysate-based 
hemodialysis adequacy 
estimation – the case of 
time average concentration 
of uremic toxins
Joosep Paats 1 , Annika Adoberg 2 , Jürgen Arund 1 , Ivo Fridolin 1 , Jana Holmar 1 , Kai Lauri 3 , 
Liisi Leis 2 , Kristjan Pilt 1 , Risto Tanner 1 , Merike Luman 1, 2 

 1  Department of Health Technologies, Tallinn University of Technology, 19086 Tallinn, Estonia. 
 2  Centre of Nephrology, North Estonia Medical Centre, 13419 Tallinn, Estonia. 
 3  SYNLAB Eesti OÜ, 10138 Tallinn, Estonia

Introduction and objectives
Adequate dialysis treatment improves the survival and reduces morbidity of 
hemodialysis (HD) patients. Kt/Vurea is the most used marker to estimate 
dialysis adequacy; however, it does not reflect the removal of many other uremic 
toxins, and a new approach is needed that can be applied to dialysis sessions 
with varying settings (modality, frequency, duration). We have assessed the 
feasibility of estimating intradialytic serum time-averaged concentration (TAC) 
of various uremic toxins from their spent dialysate concentrations that can be 
estimated non-invasively online with optical methods.

Materials and methods
Serum and spent dialysate levels and total removed solute (TRS) of urea, uric 
acid (UA), indoxyl sulfate (IS) and β2-microglobulin (β2M) were evaluated with 
laboratory methods during 88 hemodialysis sessions in 22 patients with 4 
different dialysis treatment settings. The patients were enrolled into the study 
from the Centre of Nephrology at the North Estonia Medical Centre, Tallinn, 
Estonia. Stability of blood and dialysate flow rates were monitored online and 
dialysis sessions with unstable blood and dialysate flow rates were excluded 
from the analysis. TAC was calculated from serum concentrations and evaluated 
from TRS and logarithmic mean concentrations of spent dialysate (Mln D).

Results
Mean intradialytic serum TAC values of urea, UA, β2M and IS were 11.4±4.6 
mmol/L, 198.4±44.0 µmol/L, 12.8±4.4 mg/L and 69.5±37.8 µmol/L, respectively. 
These serum TAC values were similar and highly correlated to those estimated 
from TRS: 11.4±4.5 mmol/L (R2=0.95), 198.4±39.3 µmol/L (R2=0.80), 11.7±3.1 
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mg/L (R2=0.76), and 68.7±34.7 µmol/L (R2=0.86) and from Mln D 11.6±4.7 
mmol/L (R2=0.94), 198.4±39.6 µmol/L (R2=0.78), 11.8±3.3 mg/L (R2=0.83), and 
69.5±34.9 µmol/L (R2=0.86), respectively. 

Conclusions.
Intradialytic serum TAC of diff erent uremic toxins can be estimated non-
invasively from their concentration in spent dialysate. This sets the stage for 
TAC estimation from online optical monitoring of spent dialysate concentrations 
of diverse solutes and for further optimization of estimation models for each 
uremic toxin. In the future, automatic evaluation of intradialytic serum TAC 
values from optical online monitoring of spent dialysate could provide a more 
convenient and precise measure of the impact of treatment on TAC values and 
allow a real-time, point-of-care adjustment of the dialysis prescription.

Acknowledgement 
The authors wish to thank all dialysis patients who participated in the 
experiments and the funders of this research: the Estonian Centre of Excellence 
in IT (EXCITE) funded by European Regional Development Fund.

Figure 1. Clinical set-up, sample collection, and analysis. The same set-up was 
repeated four times for each patient, each time using a diff erent hemodialysis 
setting. Hemodialysis (HD), high pressure liquid chromatography (HPLC), β2-
microglobulin (β2M), uric acid (UA), indoxyl sulfate (IS), time-averaged concentration 
(TAC), total removed solute (TRS), logarithmic mean concentration (MlnD). 
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Figure 2. a–d Correlation between total dialysate collection based total 
removed solute (TRS) and intradialytic time-averaged concentrations of (a) urea, 
(b) uric acid (UA), (c) β2-microglobulin (β2M) and (d) indoxyl sulfate (IS) in serum 
(TACn) normalized by effective blood flow rate. Black line marks the regression 
line and grey area marks 95% confidence interval of the slope.
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Figure 3. a–d Correlation between intradialytic time-averaged concentrations 
(TAC) of (a) urea, (b) uric acid (UA), (c) β2-microglobulin (β2M) and (d) indoxyl 
sulfate (IS) in serum (TACn) and logarithmic mean concentration (Mln Dn) in 
spent dialysate normalized by eff ective blood or spent dialysate fl ow rates, 
respectively. Black line marks the regression line and grey area marks 95% 
confi dence interval of the slope.
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Figure 4. a–d Bland Altman plots comparing intradialytic time-averaged 
concentration values in serum normalized by effective blood flow rate (TACn) and 
corresponding TACn values estimated from logarithmic mean concentrations 
(Mln Dn) in spent dialysate normalized by spent dialysate flow or from total 
removed solute (TRS) for (a & e) urea, (b & f) uric acid, (c & g) β2-microglobulin 
(β2M) and (d & h) total indoxyl sulfate (IS).
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TACn TACn from TRS TACn from Mln Dn

Urea, mmol/l 11.4±4.6 (n=81) 11.4±4.5 (n=80) 11.6±4.7 (n=69)

UA, µmol/l 198.4±44.0 (n=80) 198.4±39.3 (n=80) 198.4±39.6 (n=74)

β2M, mg/l 12.8±4.4 (n=81) 11.7±3.1 (n=59) 11.8±3.3 (n=53)

IS, µmol/l 69.5±37.8 (n=80) 68.7±34.7 (n=79) 69.5±34.9 (n=73)

Table 1. Mean ± SD values of intradialytic time-averaged concentrations (TACn) 
normalized by blood fl ow rate and estimated from total removed solute (TRS) 
and logarithmic mean concentration (Mln Dn) in spent dialysate normalized by 
spent dialysate fl ow rate for urea, uric acid (UA), β2-microglobulin (β2M) and 
total indoxyl sulfate (IS). 
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Reasons for Non-inclusion on the 
Kidney Transplant Waiting List
Aivita Klecetnikova 2 , Ilze Egle 2 , Jurijs Bormotovs 1, 2 , Vadims Suhorukovs 1, 2 , 
Aleksandrs Malcevs 1, 2 , Janis Jushinskis 1, 2 , Ieva Ziedina 1, 2 , Aivars Petersons 1, 2 ,  
Ilze Puide 1, 2 , Viktorija Kuzema 1, 2 , Maija Motivane 1, 2 

 1  Pauls Stradins Clinical University Hospital, Riga, Latvia 
 2  Riga Stradins University, Riga, Latvia

Introduction and objectives
All potential kidney transplant recipients must undergo an in-depth evaluation 
based on specific regulations of the Transplant Center to get accepted on the 
waiting list at Pauls Stradins Clinical University Hospital. Sometimes patients 
may not be accepted for transplantation due to different reasons. Since 
patients’ examination may be time-consuming and challenging to arrange, 
timely recognition of possible factors for non-inclusion may reduce patients’ 
waiting time until successful kidney transplantation.

The study aimed to identify the most frequent reasons for patients’ non-
inclusion on Latvia’s active kidney transplant waiting list.

Materials and methods
A retrospective analysis of 178 kidney transplant recipient files and subsequent 
applications for inclusion on the waiting list was done at Pauls Stradins Clinical 
University Hospital. Those who received at least one decision of non-inclusion 
by the pretransplant evaluation committee were included in the study - in total, 
108 patients’ medical records were eligible for further non-inclusion reasons 
analysis. 

All non-inclusion reasons were classified into four groups such as: incomplete 
basic tests, need for further examinations, significant organ or system failure, 
and other reasons that are contraindications for kidney transplantation.

Results
Out of the 108 patients who were included in the study, 52.8%(n=57) were male 
and 47.2%(n=51) were female. Mean age of study population was 49 years(SD 
14.3, min=10, max=82). 65.7% (n=71) were haemodialysis patients, 31.5%(n=34) 
were receiving peritoneal dialysis and 2.8%(n=3) were referred for preemptive 
transplantation, 33%(n=36) had previous kidney transplantation.

Overall 510 applications for kidney transplantation were received; 315  (62%) 
were successful however, 194 (38%) were rejected. After 194 rejected 
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application analyses, 409 reasons for non-inclusion were identifi ed, a mean of 
3.79 (SD 2.79; min =1, max=19) per application.

The Patient status on the waiting list at the moment of data collection was as 
follows: 21 of them (19.4%) were on the active waiting list, 5 (4.6%) transplanted, 
and 82 (76%) inactive. 

Subsequently all reasons for non-inclusion were classifi ed according to one 
of the following groups: incomplete basic tests (n =98; 24%), need for further 
examinations (n =144; 35%), signifi cant organ or system failure (n =132; 32%) 
and other reasons (n =35; 9%). Most common missing basic tests were stress 
- ECG (n =21; 22%), rest ECG (n =19; 19%) and esophagogastroduodenoscopy 
(n=13; 13%). Further examination group were more often detailed in heart and 
lung examinations: coronarography or CT angiography for coronary arteries (n 
=45; 31%), Holter monitoring (n =13; 9%) and Thoracic CT (n =12; 8%) mostly 
after recent SARS-CoV-2 infection (n =10; 7%). In signifi cant organ or system 
failure group Anemia (Hgb <100 g/l) was the leading cause (n =32; 24%) for non-
inclusion, followed by cardiac pathology (N =29; 22%), active infection (n =16; 
12%) and gastrointestinal pathology (n =10; 8%). In the fourth group most often 
identifi ed reasons were: use of anticoagulants or dual anti-aggregation therapy 
(n =7; 20%), high BMI (≥40 kg/m2 ) (n =4; 11%), missing correctly completed 
recipient card (n =4; 11%) and not being vaccinated for Covid-19 (n =3; 9%).

Conclusions
The reasons for non-inclusion on the active kidney transplant waiting list are 
very dispersed; however, some of the most frequent can be easily overcome by 
timely planning such as resting ECG or optimising Anemia treatment to reduce 
patients’ kidney transplant waiting time.

Leading reasons for non-inclusion in three of the four groups were related 
to cardiovascular issues indicating the need for optimising cardiovascular 
examination and treatment strategy before application for kidney 
transplantation.

Keywords
Kidney transplantation, reasons for non-inclusion
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Tendencies of renal replacement 
therapy in Latvia
Ilze Egle 1 , Harijs Cernevskis 2 , Aivita Klecetnikova 1 , Viktorija Kuzema 2 , Ilze Puide 2 , 
Aivars Petersons 2 , Ieva Ziedina 2 

 1  Faculty of Medicine, Riga Stradins University, Latvia
 1  Department of Internal Diseases, Faculty of Medicine, Riga Stradins University, Latvia

Introduction
The global estimated prevalence of chronic kidney disease (CKD) is 13.4%, 
and patients with end-stage kidney disease (ESKD) needing renal replacement 
therapy are estimated between 4.902 and 7.083 million.[1]

This epidemiological report aims to present renal replacement therapy 
incidence and prevalence tendencies – hemodialysis, peritoneal dialysis, or 
kidney transplantation, in Latvia over years 2011-2019.

Materials and methods
This epidemiological report is based on data from the Latvian kidney register for 
the years 2011 – 2019 collected and processed by Dr.med. Harijs Cernevskis. 
Methods used in the review are descriptive statistics method and data 
quantitative analysis.

Results
The general tendency in renal replacement therapy type distribution has 
been similar since the year 2011 but the incidence of peritoneal dialysis has 
been slowly increasing until it reached 24% in 2019 compared to 15% in 2011 
(Graph 1). The adverse trend is observed with hemodialysis – its incidence has 
been decreasing from 85% in 2011 down to 76% in 2019. No tendency change 
is observed among kidney transplantation incidence.
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Dominating type of renal replacement therapy by prevalence throughout 
the years 2011-2019 was kidney transplantation – its prevalence has steadily 
increased from 47% in 2011 up to 54% in 2019 (Graph 2). The prevalence of 
patients having functional kidney transplant has outcompeted the prevalence 
of hemodialysis. The observed prevalence of hemodialysis has decreased 
from 45% in 2011 down to 36% in 2019. Peritoneal dialysis has been the least 
prevalent of renal replacement therapy types – it varies from 8-10% throughout 
2011-2019. 

A drop in lethality among patients receiving renal replacement therapy data 
was observed since 2012. In 2012 14% of patients receiving renal replacement 
therapy had deceased, in 2014 – 13% and the lowest incidence of deaths was 
observed in the years 2018 and 2019 – 11%. The highest amount of deaths 
was observed in patients receiving hemodialysis – it was 69% of all patients 
deceased in 2019, 17% of deceased were having a functional kidney transplant, 
and 16%  of deceased were undergoing peritoneal dialysis. 

Conclusions
The incidence of peritoneal dialysis is slowly increasing in Latvia and on the 
contrary incidence of hemodialysis is decreasing slowly. The prevalence of 
patients who have functioning kidney transplant has reached an impressive 57% 
in 2018 in Latvia. A decrease in mortality of patients receiving renal replacement 
therapy was observed. The highest mortality incidence in 2019 was observed 
among patients receiving hemodialysis.

[1] Lv JC, Zhang LX. Prevalence and Disease Burden of Chronic Kidney Disease. 
Adv Exp Med Biol. 2019;1165:3-15. doi: 10.1007/978-981-13-8871-2_1. PMID: 
31399958.
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How does Paracetamol Intake 
Influence the Accuracy of 
the Optical Monitoring of 
Uric Acid during Dialysis? 
J. Holmar 1 , J. Paats 1 , A. Adoberg 1, 2 , L. Leis 1, 2 , M. Luman 1, 2 , J. Arund 1 , K. Pilt 1 , R. Tanner 1 , 
F. Uhlin 1, 3 , I. Fridolin 1 

 1  Department of Health Technologies, Tallinn University of Technology, 19086 Tallinn, Estonia. 
 2  Centre of Nephrology, North Estonia Medical Centre, 13419 Tallinn, Estonia. 
 3  Department of Nephrology and Department of Medicine and Health Science, Linköping 
University, 58185 Linköping, Sweden.

Introduction and Objectives
Optical monitoring methods for the concentration and removal of uremic toxins 
during dialysis have been proposed. Research and development in this area is 
ongoing; therefore, it is important to study if the medicines dialysis patients take 
affect optical methods. It has been shown that paracetamol and its metabolites 
notably affect the spent dialysate ultraviolet (UV) absorbance signal, which is 
used in some developments. Uric acid (UA) is the main UV-absorbing solute 
in spent dialysate at 280 nm, and one of the small uremic toxins. This study 
aimed to evaluate the effect of paracetamol intake on the accuracy of optical 
monitoring of UA concentration in the spent dialysate.

Materials and Methods
43 chronic dialysis patients (33 M and 10 F, 63±17 years old) from Tallinn, 
Estonia (22) and Linköping, Sweden (21) were studied. Each patient was 
followed during four midweek dialysis sessions. Spent dialysate samples 
were collected before dialysis, at 7, 60, 120, 180, and 240 min after the start 
of the session, and from a tank of total dialysate collection. The samples’ UA 
concentrations were determined by HPLC analysis and UV-absorbance spectra 
with the spectrophotometer. Linear regression analysis was used to study the 
relationship between UV absorbance (220-400 nm) and uric acid concentration 
in spent dialysate samples of patients who received paracetamol (N = 200; daily 
dosage=1.0-4.0 g) and who did not receive paracetamol (N =736; dosage=0 g). 

Results
There was a strong linear correlation between UA concentration in dialysate and 
UV-absorbance of spent dialysate at 220-400 nm. Paracetamol intake decreased 
the correlation between UV-absorbance of spent dialysate and UA concentration 
in the region of UV-absorbance of paracetamol remarkably. 
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Figure 1 Correlation between UV absorbance (220-400 nm) of spent dialysate 
and uric acid’s concentration in spent dialysate samples of patients who received 
PAR (PAR+, N = 200) and who did not receive PAR (PAR-, N =736). A normalized 
absorbance spectrum of PAR is given for reference.

Conclusions
Intake of paracetamol in the relatively large daily dosage (1.0-4.0 g) decreases 
the accuracy of the optical (UV-absorbance) method for UA concentration 
determination in the spent dialysate. It should be considered while developing 
optical monitoring methods and using the region of UV-absorbance of 
paracetamol.
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Cytomegalovirus Infection in 
Kidney Transplant patients
Justina Karpaviciute 1 , Aliulyte Ruta 2 , Lukauskaite Urte 1 , Vaiciuniene Ruta 1 , Stankuviene Asta 1  

 1  Hospital of Lithuanian University of Health Sciences Kauno Klinikos 
 2  Lithuanian University of Health Sciences

Introduction
Kidney transplantation (Tx) is the most physiological method of kidney 
replacement therapy. However, a life-threatening risk remains even after 
transplantation. The most common pathogen is cytomegalovirus (CMV), which 
affect up to 1/3 of all recipients (1). Post-transplant CMV infection develops as 
a result of primary infection, transfer of CMV from donor, or reactivation of 
recipient’s latent infection (2).

Methods
We present 3 clinical cases from our center. Patients were diagnosed with 
terminal renal failure and cadaveric kidney transplantations were performed. 
Anti-CMV antibodies were positive in donors and negative in recipients in all 
cases so patients were given 6 months prophylaxis with valganciclovir after 
transplantation.

Cases presentation:
Case 1: A 31-years-old man was hospitalized 5 months after transplantation with 
febrile temperature, pain in the transplant area. Kidney necrosis was detected 
and the graft was removed. After 3 weeks, the patient developed fever and was 
hospitalized again, active CMV infection was confirmed (CMV DNA 3898 copies/
ml). Ganciclovir was prescribed, and a positive response was obtained. After 3 
years re-Tx performed successfully.

Case 2: A 60-years-old man was hospitalized 8 months after transplantation 
due to progressive shortness of breath, dyspepsia. A CT scan was performed 
- inflammatory changes in the lungs, hydrothorax, and reactive changes 
in the ileum were detected. Active CMV disease was confirmed, CMV DNA - 
5099634 copies/ml. Ganciclovir was prescribed. Despite the positive laboratory 
response, there was a progression of CMV pneumonitis, hepatitis, pancreatitis, 
colitis with bleeding - necrosis of the intestinal segment developed - small 
intestine resection was performed, and an ileostomy was formed. Respiratory 
dysfunction and graft failure progressed during treatment. Septic shock 
progressed irreversibly - patient died.
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Case 3: A 54-years-old woman was hospitalized 6 months after transplantation, 
CMV DNA 3760 copies/ml detected. Ganciclovir was prescribed, then 
valganciclovir was continued on an outpatient basis. During subsequent month 
subfebrility occurred, CMV DNA increased to 8671 copies/ml. Resistance to 
treatment was suspected, and the mutation A987G was identifi ed, leading to 
a 50% increased inhibitory concentration for ganciclovir and cidofovir. Foscavir 
was prescribed for 10 days, CMV DNA decreased to 32 copies/ml, but Tx kidney 
function worsened, biopsy confi rmed foscavir nephrotoxicity. After completion 
of treatment with foscavir, viral copies did not increase, prophylaxis with 
valganciclovir was continued. To date, the infection has not recurred.

Conclusions
CMV infection in patients after kidney transplantation can occur in various ways. 
It may be diagnosed even after removal of the graft, be resistant to ganciclovir, 
cause multisystemic infl ammation and end fatally. 
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Assessment of long-term 
survival in patients with 
cardiovascular events after 
kidney transplantation.
Junk Elizabete 2 , Folkmane Inese 1, 2 , Merdane Evelīna 2 , Folkmanis Kristofs 2 , Erts Renārs 2 , 
Kuzema Viktorija 1, 3 , Pētersons Aivars 1, 3 

 1  Pauls Stradiņš Clinical University Hospital, Centre of Nephrology, Riga, Latvia 
 2  Faculty of Medicine, University of Latvia, Riga, Latvia 
 3  Faculty of Medicine, Riga Stradiņš University

Background
Cardiovascular (CV) events are one of the leading causes of death in patients 
with functioning kidny transplant (KT) and long-term graft loss. Detection 
and modifica-tion of potential risk factors (RF) of CV events are essential for 
improving both graft and patient outcomes.

Objective of the retrospective study was to evaluate the incidence of CV events, 
risk factors and long term patient survival in a Latvian cohort of KT recipients.

Patients and methods
A retrospective pilot study was performed using KT data prospectively collected 
at a single institution. A total of 184 patients transplantated from 2008 to 2011 
at the Lat-vian Transplantation Centre were included. For data analysis, patients 
were divided into two groups: patients with CV events (n=70) and patients 
without CV events (n=114). Traditional and non-traditional CV risk factors that 
predict CV events were analysed. Cardiovascular events were defined as the 
presence of myocardial in-farction, invasive coronary artery therapy, cerebral 
vascular events, congestive heart failure, rhythm disturbances or  cardiac 
death. Recipients were classified as having graft dysfunction if their Glomerular 
filtration rate (GFR) was < 60 ml/min per 1.73 m2 body surface area,  calculated 
with the CKD-EPI Creatinine, 2021 equation. Lo-gistic regression analysis was 
used to determine the risk factors. Kaplan-Meier analysis assessing survival of 
patients with and without CV events was also conducted. 

Results
Overall, 70 ( 38%) of all recipients had CV events. Analysis of clinical-
demographic data showed that patients with CV events had a higher mean age 
(60.37 years vs 48.61 years, p<0.001), a higher incidence of smoking (52.9 % vs 
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21.9%, p<0.001) and graft dysfunction was more common (85.7 % vs 72.8 %, 
p=0.03) than patients with-out CV events. In a multifactor analysis using logistic 
regression, signifi cant CV risk factors were confi rmed: age (OR:1.09; P<001); 
smoking (OR:5.80; P<0.001); pro-teinuria (OR:2.31; P=0.038 and time on dialysis 
(OR:1.02; P=0.040). The odds ratio showed that patients with graft dysfunction 
had a 2.24-fold higher risk of developing a CV event than those without graft 
dysfunction (OR=2.24; 95% CI, 1.02-4.92). Kaplan-Meier 120-month survival 
plots for CV events are shown in Figure 1. 

It can be concluded that KT recipients have a high incidence of CV events, 
which occurs in 38% of cases in our study. CV events aff ect the survival of KTR 
compared to patients without CV events. Detection of CV risk factors timely is of 
utmost importance in management of KT recipients.

Kaplan-Meier curves
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Relation of body hydration 
status and fluid therapy 
with the recovery of kidney 
function after transplantation 
Andrejus Bura 1 , Ruta Vaiciuniene 1 

 1  Lithuanian University of Health Sciences. Lithuania, Kaunas 

Introduction 
There are established donor and recipient factors related to the recovery of 
kidney function after transplantation (Tx). However, the value of hyperhydration 
and peritransplant fluid therapy (pTxFlu) remains unclear. 

Aim 
To assess the relation of the body’s hydration status and the amount of fluid 
therapy in the peritransplant period with the Tx kidney’s recovery time (RT). 

Objectives 
1. To evaluate body hydration status before kidney transplantation (kTx). 

2. To evaluate the relation of hydration status with transplanted kidney RT. 

3. To assess the relation of pTxFlu to kidney RT. 

Materials and methods 
The prospective observational study included 174 adult chronic haemodialysis 
patients (pt) (100 men and 74 women), transplanted from 2016 to 2022. 

The pt body hydrations and body composition were evaluated by lung 
sonography (LU) and bioimpedance (BIA). The volume of pTxFlu was collected. 
Tx kidney’s recovery was confirmed on a day of creatinine reduction by 50% 
after Tx. 

Statistical analysis was performed by SPSS Statistics 27. Statistical significance 
is assumed at p<0.05. 

Results 
The mean age of the study pt was 48.54 (SD 12.89) years. Tx kidney’s RT less than 
5 days was observed in 85 pt (48.9%). Pt with RT ≥5 days had a higher BMI 26.67 
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(SD 5.17) vs 24.71 (SD 4.49) (kg/m2) (p=0.008) and took less antihypertensive 
medication - median (min-max) - 2 (0-5) vs 3 (0-9) (p<0.001). Donor age and 
cold ischemic time were signifi cantly higher in RT ≥5 days group. We performed 
BIA in 95 patients before Tx and hypervolemia was diagnosed in 13 (13.7%). 
LU before kTx was performed in 64 patients with hypervolemia in 9 patients 
(14.1%). B-lines were higher in RT ≥5 days (p=0.005). A positive correlation 
between B-lines and total body water/body weight (r 0.276, p=0.032) and 
extracellular water/ body weight (r 0.306, p=0.009) before Tx was found. 

We found a negative correlation between kidney RT and post-Tx fl uid therapy 
(ml/kg) on day 3 (r 0.6, p<0.00) and a positive correlation between kidney RT and 
B-lines before Tx (r 0.291, p=0.02). 

Multivariate logistic regression analysis which included donor age, cold ischemia 
time, fl uid therapy on day 3, recipient BMI and B-lines before Tx showed both 
lung hyperhydration (OR 2.038, 95% C.I. 1.059 – 3.924, p=0.033) and less 
intensive fl uid therapy (ml/kg) on day 3 (OR 0.965, 95% C.I. 0.934 – 0.996, 
p=0.028) were related to longer kidney RT. 

Conclusions 
1. We found 13.7% of patients with hyperhydration detected by bioimpedance 
and 14.1 % by lung ultrasound before Tx. A weak positive correlation between 
both methods was observed. 

2. Lung hyperhydration before Tx was related to longer kidney recovery time. 

3. More intensive fl uid therapy on posttransplant day 3 correlated with shorter 
kidney recovery time.
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Clinico-morphological 
associations in normal weight 
and overweight kidney 
transplant recipients 
Leelo Järv 1, 2 , Živile Riispere 3 , Anne Kuudeberg 4 , Margus Lember 1, 2 , Mai Rosenberg 1, 2 

 1  Department of Internal Medicine, Tartu University 
 2  Institute of Clinical Medicine, Tartu University 
 3  Tartu University Hospital Pathology Department 
 4  Institute of Anatomy and Forensic Medicine, Tartu University

Background
The factors affecting kidney transplant (KTx) outcome have interested scientists 
for decades. The main cause of KTx loss is chronic allograft nephropathy (CAN) 
which is associated with immunological and non-immunological factors. In 
previous studies we have shown worse outcomes in overweight (OW) and obese 
KTx patients. Therefore, we hypothesised that there were more morphological 
fibrosis indicator changes in OW pt-s biopsies. 

Aim of the study
To study clinico-morphological associations in KTx pt-s and compare them in 
normal weight (NW) and OW pt groups. 

Materials and methods
Our retrospective study group consisted of 125 KTx pt-s (76 M and 49 F aged 
20-63 y), who’s serial (baseline and 1 y protocol) KTx biopsies were available for 
the assessment. 

Pt-s were divided in two groups according to their body mass index (BMI, <25 
vs ≥25). The data of the following clinical parameters were collected: kidney 
function (eGFR), acute rejections (AR), resistance index (RI), the number of 
antihypertensive medications, donor age. The following indicators of renal 
fibrosis were evaluated in the morphological examination: tubulointerstitial 
fibrosis (TIF), glomerulosclerosis (GS), collagen-3, TGF-beta.

Results
Important clinico-morphological associations appeared between following 
parameters: donor age and the change in fibrosis score (R=0.2, p<0.05); the 
increase in TIF and 1 y eGFR change (R=-0.4, p<0.05); 1 y RI and increase and 
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collagen-3 (R=0.3, p<0.05); the increase in 1 y TIF and AR (R=0.2, p<0.05); 
recipient age and increase in GS (R=0.3, p<0.05); increase in GS and AR (R=0.2, 
p<0.05), increase in GS and 3 month RI (R=0.3), p<0.05), collagen-3 and 1 y eGFR 
(R=-0.4, p<0.05). In BMI<25 group we found following associations: recipient 
age and 1 y RI (R=0.45, p<0.05); TIF and AR (R=0.3, p<0.05); collagen-3 and AR 
(R=0.4, p<0.05). However, in BMI≥25 group we found following associations: age 
and the number of antihypertensive medications (R=0.4, p<0.05), age and 1 y 
RI (R=0.4, p<0.05), TIF and the change in eGFR (R=-0.6, p<0.05), 1 y RI and the 
change in eGFR (R=-0.4, p<0.05).  

Conclusions
Our study showed that TIF and change in GS associated with worse KTx function 
in OW patients in comparison of NW patients. 
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The incidence of renal 
replacement therapy has been 
consistently lower in Estonia 
for years compared to many 
other developed countries
Mai Rosenberg 1 , Merike Luman 2 , Külli Kõlvald 1 , Jana Uhlinova 1 , Madis Ilmoja 3 , Ülle Pechter 1 , 
Kadri Peedimaa 4 , Kadri Lilienthal 2 .

 1  Tartu University, Tartu University Hospital 
 2  North-Estonia Medical Centre 
 3  West-Tallinn Central Hospital 
 4  Renalis Ltd.

Introduction and objectives
Information on the epidemiology of renal replacement therapy (RRT) provides an 
opportunity to understand the course of the end-stage chronic kidney disease 
(CKD) and evaluate the characteristics of the treatment. In addition, international 
comparisons of this information may improve more detailed analyses to reach 
conclusions on how to improve the diagnosis and management of CKD. The aim 
of the study was to compare the epidemiology of our RRT with other countries

Materials and methods
We will provide information of RRT epidemiological characteristics and the 
current trends of RRT methods in Estonia. The main RRT epidemiological data 
set included the patient’s date of birth, gender, cause of renal failure, date of 
start of first RRT, history of RRT with dates and changes of modality, treatment 
centre, date and cause of death. Incidence, prevalence and mortality rate 
evaluated and compared with other countries.

Results
Results show that incidence data have been continuously low (less than 90 
pmp) in many last years (being 66 p.m.p. in 2008, 84 p.m.p. in 2015, 66 pmp 
in 2017, 90 pmp in 2019, 91 pmp in 2021). The incidence of renal replacement 
therapy has been lower in Estonia for many years compared with the average 
RRT incidence in Europe being 132 pmp (ERA registry data 2019, Boenink et.al., 
CKJ, 2021). Prevalence of RRT continues to increase being 140 pmp in 1996, 
193 pmp in 2000, 530 pmp in 2010, 709 pmp in 2017, 703 pmp in 2019, 750 
pmp in 2021 but still remains lower for years compared with the average 
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RRT incidence in Europe being 893 pmp (Boenink et.al., CKJ, 2021). The main 
reasons are related to the fact that there are fewer diabetes patients among 
RRT patients in Estonia and the average age of dialysis patients is lower than in 
other countries. Mortality rates for all RRT pts have steadily declined in recent 
years, being 15% in 2010, 6% in 2017 and 5% in 2021, despite the COVID-19 
pandemic

Conclusion 
The incidence rate has been consistently stable and low in Estonia already years. 
It appears to have plateaued similarly to other Nordic countries whereas the 
prevalence of RRT continues to increase. In general, the low incidence is a good 
sign that the treatment of CKD complications has probably been successful and 
that not as many patients reach RRT treatment as in other countries.
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Case of severe acute 
pancreatitis in a patient 
on peritoneal dialysis
D. Sila 1, 2 , I. Puide 1, 2 , A. Vasiļvolfa 1, 2 , T. Solovjova 1 , A. Pētersons 1, 2 , V. Kuzema 1 

 1   Pauls Stradins Clinical University Hospital, Centre of Nephrology, Riga (Latvia) 
 2  Riga Stradins University – Riga (Latvia)

Introduction
Acute pancreatitis is common disease and one of the leading causes of 
hospitalizations among gastrointestinal disorders, with high rates of morbidity 
and higher risk of mortality if the necrosis develops. The clinical features in 
dialysis patients and patients without dialysis are similar, but management and 
treatment are complicated because of comorbidities and difficulties of renal 
replacement therapy.

Case presentation
A 48-year-old man with chronic glomerulonephritis, kidney transplantations 
in 1995, 2005, 2016, chronic antibody mediated rejection in 2020, chronic 
hemodialysis from 2020, changed dialysis modality to peritoneal dialysis in 
2021.

Patient was hospitalized for abdominal pain, nausea and vomiting 5 times 
per day.  He was on APD 15l 2.3% Balance solution. Ultrafiltration 1-1.5 liters. 
Peritoneal dialysis effluent was clear. Alcohol containing drinks were used two 
days before hospitalization. 

Objective assessment: vital signs stable. Abdominal physical examination 
demonstrated diffuse pain on palpation. Positive Cullen’s sign. Drained PD 
effluent was slightly hemorrhagic. 

Effluent clinical examination: leukocytes 93 microliter, erythrocytes 
1300 microliter. The blood examination revealed leukocytosis, slightly elevated 
CRP, and elevated lipase and alkaline phosphatase. Abdominal computed 
tomography revealed acute pancreatitis with small fluid collections.

Conservative treatment was started with analgesic, antibacterial Gentamycin 
and Cefazolin intraperitoneal, and peritoneal dialysis was continued.

Patient’s condition worsened- abdominal pain intensified and patient’s 
hemodynamics became unstable. Blood examination revealed increasing 
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leukocytosis and procalcitonin. Effl  uent clinical examination: leukocytes > 
900 microliter, erythrocytes 314 microliter. Adrenomimetics were added i.v., 
Piperacillin/ Tazobactam i.v. and Imipenem/Cilastatinum i.p. Peritoneal dialysis 
has been stopped, and hemodialysis started through ventral venous catheter. 
Abdominal MRI revealed acute pancreatitis with benign cystic structures in 
pancreas.  Patient stabilized; hemodynamics was stable. Hemodialysis was 
stopped and peritoneal dialysis in CAPD regimen restarted. 

Repeated blood analysis: leukocytosis decreased; CRP remained unchanged. 
Repeated computed tomography revealed pancreas destruction and 
peripancreatic fl uid collections, largest in bursa omentalis and multiple 
pseudocysts.  Largest collection has been drained. Culture of the drained 
collection revealed Staphylococcus haemolyticus and Enterococci. After 
pseudocyst drainage, computed tomography was repeated, where multiple 
new pseudocyst formations were observed. Two more drain were inserted. 
After the drainage, hemodialysis was restarted. 

After pseudocyst drainage, patient’s clinical condition and infl ammatory index 
improved, and he was discharged from hospital. 

Repeated control computed tomography was done, and fl uid collection 
resorption was observed, as well as formation of pancreatic pseudocyst, with 
septs and multiple chambers. 

Conclusion
Incidence and mortality of acute pancreatitis among chronic kidney disease 
patients with renal replacement therapy is higher than in patients without 
chronic kidney disease. There are no guidelines about management of acute 
pancreatitis in peritoneal dialysis patients and the possible resume of peritoneal 
dialysis. 

Figure 1. Before drainage
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Figure 2. After the drain was inserted

Reference rage 13.10.21 15.10.21. 20.10.21

Leukocyte 4-10 x10 9/L 16.2 x10 9/L  25,3 x10 9/L   10,8x10 9/L

Leukocyte 2-5,4 x10 9/L 14,1 x10 9/L  21,9 x10 9/L  8,7 x10 9/L

Erythrocyte- 4,2-5,4 x10 
12/L

 4,27 x10 12/L 3,8 x10 12/L 3,14 x10 12/L

Haemoglobin- 100-160 g/l 130 g/l  119 g/l  95 g/l

CRP 0-5 g/l 21,95 mg/l  350,19 mg/l  311,28 mg/l

Procalcitonin 0- 0,05 ng/ml  0,21 ng/ml  1,62 ng/ml  2,0 ng/ml

Lipase 0- 160 U/L Lipase- 1380 U/L Lipase- 547 U/L Lipase- 23 U/L

Alkaline 
phosphatase 124 
U/L

Figure 3. Blood analysis dynamic
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Case Report:  Light Chain Cast 
Nephropathy – the Journey 
to Diagnosis and Treatment
Annika Adoberg 1 , Seppet Joosep 2 

 1  North Estomia Medical Centre
 2  Tartu University Hospital

Introduction:
Light Chain Cast Nephropathy (LCCN) is a rare cause of kidney failure and a 
unique morphological manifestation. The diagnosis of LCCN must rely on renal 
biopsy pathology. We report a case of a patient who developed an acute kidney 
injury secondary to kappa light chain casts.

Case report:
51 y.o male was hospitalized due to chest pain and acute renal failure (creatinine 
150 mkmol/L (<104mkmol/L), marginal albuminuria  (U-Alb/Crea 5,87 g/mol 
(<2,3 g/mol)), anemia (Hb 103 g/L (134-170 g/L), high ferritin) and elevated IgA 
(11,9 g/L (0,7-4,0 g/L)). 

The patient had elevated infl ammatory markers, but microbiological cultures 
were negative, computer tomography revealed hepatosplenomegaly (liver cc 
20 cm, spleen ca 14,5 x 4,4 x 10 cm, index 638). The patient was in good clinical 
condition and the physical examination was found normal.

Renal dysfunction had no response to fl uidtherapy diuresis was about 2 L 
per day.The patient was taking peridopril as antihypertensive treatment and 
retroperitoneal fi brosis was documented in his medical records two years ago, 
successfully treated with glycocorticosteroids, no histological investigation was 
possible due to localisation of the lesion.

Bone marrow was tested because of monoclonal gammopathy– signs of light 
clonal plasmocytosis. Renal biopsia showed hypertensive ischemic lesions and 
a few tubules fi lled with protein casts with a possible light chain tubulointerstitial 
nephritis, but no monoclonal deposits were found. 

Positron emission tomography scan showed collection of contrast media in 
ascending colon and colonoscopy showed an adenomatous lesion in 5...6 
cm area. Histology: adenocarcinoma. After surgical treament, the patient was 
followed up cautiously, IgA was increasing in months. 
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Because of increasing creatinine another kidney biopsy was performed that 
confirmed kappa light chain chrystal nephropathy. Clinically also extrarenal 
deposits were confirmed in liver, spleen, bone marrow and subcutaneous fat.

Autologous stem cell transplantation was performed, after treatment creatinine 
improved from 240 mkmol/L to 108 mkmol/L. The patient has no proteinuria 
and hematopoesis is satisfying.

Conclusion:
Kappa light chain cast nephropathy is a rare disease, but patient appears to 
benefit from early diagnosis.
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Treatment challenge in 
kidney transplant recipient 
with multi-resistant 
infection – a case report
Ričards Lukjančiks 1, 2 , Kārlis Rācenis 1, 2 , Viktorija Kuzema 1, 2 , Ieva Ziediņa 1, 2 , Ivars Geldners 3 , 
Aivars Pētersons 1, 2 

 1  Nephrology centre, Pauls Stradins Clinical University Hospital
 2  Riga Stradins university
 3  Urology centre, Pauls Stradins Clinical University Hospital

Multi-resistant infections are of great importance due to lack of eff ective 
treatment and high morbidity and mortality rates. This case describes a patient 
with kidney transplant, long-term ureteral stent and recurrent episodes of 
pyelonephritis that led to transplant dysfunction. The toxic side eff ects of several 
eff ective antibiotics such as Colistin and aminoglycosides is a major drawback 
of their potential use in multi-resistant infection treatment. Bacteriophages 
are lytic bacterial viruses that replicate in bacteria and cause bacterial lysis, 
therefore it could be a solution for complicated multi-resistant bacterial 
infection treatment. Unfortunately, in our patient the attempt to use phages 
was not possible due to lack of eff ective bacteriophage preparation. Our patient 
was treated with Amikacin that led to infection eradication but caused partial 
hearing loss. 

A 64-year-old woman was admitted to Paul Stradinš Clinical University Hospital 
with complaints about frequent painful urination, fever and fatigue. She 
had 3 kidney transplantation from deceased donors and severe congestive 
heart failure in the past. Last kidney transplantation was complicated with 
recurrent episodes of urostasis and relapsing UTI.  In 2019 after successful 
transplantation ureteral stent was removed after two months, but due to 
urostasis in 2020 January another stent was inserted. Because of Covid-19 
pandemic ureteral stent was not evacuated for 2 years. Patient experienced 
recurrent episodes of urinary tract infection UTI and transplant pyelonephritis 
that were successfully treated with oral antimicrobials (mainly Fosfomycin), but 
transplant dysfunction developed. The main causative agent was pan-resistant 
(PDR) Pseudomonas aeruginosa. In April 2022 cystoscopy was performed with 
attempt to evacuate ureteral stent, but it was unsuccessful because of stent 
fracture in two parts. The distal part of the stent was evacuated while proximal 
part was left inside transplant ureter. After the manipulation another episode 
of urosepsis (PDR P. aeruginosa) and cardial decompensation occurred (PDR P. 
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aeruginosa and Gentamicin resistant E. faecalis were recovered from removed 
stent part).  Antimicrobial therapy was changed from empiric Meropenem to 
Colistin combined with Teicoplanin, but after two weeks acute deterioration 
of kidney function was observed, NGAL in urine increased to 2568.3 ng/ml 
and presumptive diagnosis of Colistin induced ATN (acute tubular necrosis) 
was made. Antimicrobial treatment was changed to Amikacin. In vitro testing 
of patients P. aeruginosa susceptibility to lytic Pseudomonas phages, namely, 
PNM and PT07 showed weak antimicrobial effect. A decision was made to 
continue the treatment with Amikacin and changed to Cefiderocol once 
available in hospital. Afterwards nephrostomy tube was inserted in transplant 
and proximal ureteral stent part evacuation during cystoscopy was performed 
using colouring of transplant ureter ostia with methylthioninium chloride via 
nephrostomy tube. Until the last cystoscopy patient was treated with Amikacin 
for 16 days. To avoid nephro- and ototoxicity antimicrobials were changed 
to Linezolid combined with Cefiderolcol that was available in hospital at that 
moment. After second cystoscopy there was another episode with febrile 
temperature, increasing inflammatory markers and decreased eGFR, gradually 
patient’s condition stabilised and patient was discharged. Two weeks after 
patient developed complete sensorineural hearing loss, most likely, Amikacin 
ototoxicity. After steroid therapy hearing function recovered partly. Three 
months later eGFR improved to prehospital level (creatinine 541→225 µ/l, eGFR 
7→21 ml/min).

This case demonstrates the problem of bacterial multi-resistance in kidney 
transplant recipients. Although, we have a wide range of antimicrobials, therapy 
options are limited because of bacterial resistance and toxic side effects of 
antibiotics in patients with chronic kidney disease. Bacteriophage therapy 
integration could be an option to overcome bacterial resistance and decrease 
conventional drug caused complications.
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Cystic kidney diseases from 
the pediatric nephrologist’s 
point of view
Diana Druse 1 , Sandra Derkevica 2 

 1  Faculty of Medicine, Riga Stradins University, Riga, Latvia
 2  Children’s Clinical University Hospital, Riga, Latvia

Introduction and objectives: 
Cystic kidney diseases are a heterogeneous group of genetic and non-genetic 
disorders. Clinical presentation of cystic kidney diseases is highly varied, ranging 
from asymptomatic presentation to end-stage renal disease and need for renal 
replacement therapy. The aim of the study was to analyze the etiology and 
clinical features of cystic kidney diseases in paediatric population.   

Materials and methods: A retrospective study was made including 51 patients 
under 18 years of age with diagnosis Q61(cystic kidney disease by ICD-10), 
admitted to the Children’s University Hospital from 01.2017 to 12.2021. Data 
was collected from Andromeda database and analyzed by IBM SPSS Statistics 
version 27.0(p<0.05). 

Results: 
51 patients with the mean age of 7.08 ± 4.49 years, 26(51%) were females 
and 25(49%) were males. Unilateral multicystic dysplastic kidney (MCDK) was 
diagnosed in 37(72.5%) patients, autosomal dominant polycystic kidney disease 
(ADPKD) in 13(25.5%), autosomal recessive polycystic kidney disease in 1(2%). 
70.3% of MCDK patients were diagnosed antenatally, 48.5% had compensatory 
hypertrophy of contralateral kidney. 10 patients had urological abnormalities 
(10.8% megaureter, 8.1% ureteropelvic junction obstruction, 8.1% vesicoureteral 
refl ux). Documentary positive family history of ADPKD patients was presented 
in 10 patients (77%). The patients’ mean age of the ADPKD diagnosis was 6.75 
± 4.12 years. Chronic kidney disease was presented in 17(33.3%) patients. 
Overall nephrectomy was done in 14 patients at the mean age 2.1 ± 1.6 years. 
Renal transplantation was done in 1 patient. Proteinuria presented in 19.6%, 
hematuria in 9.8%,  secondary arterial hypertension in 9.8%, secondary anemia 
in 3.9%.

Conclusions: 
Appropriate cystic kidney disease management in pediatric population is 
provided by both nephrologists and urologists. Due to advanced prenatal 
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ultrasound screening, most cases of MCDK are diagnosed before birth. 
Hereditary cystic kidney diseases are uncommon and rarely presented in the 
pediatric nephrologist’s practice. Overall pediatric cystic kidney diseases need 
a close monitoring to observe patients for early detection of complications and 
treatment.
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Comparison of quality of 
life in chronic haemodialysis 
patients with diff erent type of 
permanent vascular access.
Zilvinas Paskevicius 1 , Kybartiene–Maciulaite Sondra 1 , Ramanauskaite Marija 1 

 1  Lithuanian University of Health Sciences

Introduction
More than 893 patients per million population in Europe are aff ected by 
end-stage renal disease (ESRD) and receive renal replacement therapy (RRT), 
corresponding to around 1 patient per every 1000 Europeans. Approximately 58% 
of these patients are treated by maintenance hemodialysis (HD). Furthermore, 
about 75000 new patients start HD each year in Europe according to the 2019 
European Renal Association (ERA) Registry Annual Report [1]. Vascular access 
(VA) is usually required  for the whole life or until kidney transplantation in 
order to receive HD, so the importance of quality-of-life (QoL) measures cannot 
be underestimated. The Medical Outcomes Survey Short Form-36 (SF-36) is 
a widely authorised QoL measure that has been used in various studies [2]. 
Our aim was to evaluate the QoL between chronic haemodialysis patients with 
diff erent types of native VA and central venous catheter (CVC).

Objectives
1. To evaluate diff erences of QoL depending on the type of permanent VA. 

2. To fi nd out how QoL depends on duration of permanent VA.

3. To evaluate main causes why patients prefer to have diff erent type of VA. 

Materials and methods 
We included 70 patients with ESRD who receive HD through diff erent VA: 
proximal and distal AVF, or permanent CVC. Patients fi lled SF-36 and general 
satisfaction of VA questionnaires during an ambulance visit for HD session in 
Lithuanian University of Health Sciences (LUHS) and Kaunas region B. Braun 
Avitum dialysis center. QoL was evaluated using the SF-36 questionnaire. 
Responses were converted to percentages, where higher number represent 
better evaluation. Only patients over 18 years old were included. No comorbid 
diseases were valued. Statistical analysis was performed using “SPSS v22.0” 
package. Chi square test was used to test associations between categorical 
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variables. ANOVA test was used to compare means of independent groups. 
Statistically significant difference was at p < 0,05.

Results 
According to the study data of self-evaluation of physical functioning, role 
limitations due to physical health or emotional problems, energy/fatigue, 
emotional well-being, social functioning, pain and general health deos not 
statistically significant depend on VA (p>0,05). Values of emotional well-being 
were statisticaly significantly higher in patients who have had VA formore than 
1 year (DF 1,67)=(F 4,129)=(sig 0,046). Pain and lower social functioning were 
statistically significantly related with patient willingness to have different type of 
VA (DF 2,62)=(F 3,273)=(sig 0,045), (DF 2,66)=(F 3.35)=(sig 0,041).

Conclusions 
1. Type of vascular access does not statistically significantly relate with better 
self-evaluated QoL. 

2. Longer duration of permanent VA is statistically significantly related with 
better emotional well-being.

3. Feeling of pain and low social functioning are statisticaly significantly related 
with patient preference to have a different type of VA. 

Refferences
1. Boenink R, Astley ME, Huijben JA, Stel VS, Kerschbaum J, Ots-Rosenberg M, 
et al. The ERA Registry Annual Report 2019: summary and age comparisons. 
Clinical Kidney Journal. 2021 Dec 15;15(3):452–72.

2. Finkelstein FO, van Nooten F, Wiklund I, Trundell D, Cella D. Measurement 
properties of the Short Form-36 (SF-36) and the Functional Assessment of 
Cancer Therapy - Anemia (FACT-An) in patients with anemia associated with 
chronic kidney disease. Health and Quality of Life Outcomes. 2018 May 31;16(1).
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Introduction 
Kidney transplant recipients are clinically extremely vulnerable to coronavirus 
disease 2019   (Covid-19) due to prevalent comorbidities and immunosuppressed 
status. Receiving Covid-19 infection prevention by vaccination is essential for 
them to reduce the risk of Covid-19 infection and its complications. Covid-19 
vaccination for kidney transplant patients was made available on 16 February 
2021 in Latvia.

Aim
The study aims to obtain data on the coverage of Covid-19 vaccination among 
patients with a functioning kidney transplant.

Materials and methods
A cross-sectional study about COVID 19 vaccine uptake for the fi rst to fourth 
dose coverage in all prevalent kidney transplant recipients on 31 December 
2020 (who had received a kidney transplant until January 2021 in Pauls Stradins 
Clinical University Hospital) and was monitored in Latvian national e-health 
database until 20 September 2022. 

Results
Out of 579 kidney transplant recipients (50.5% male) 76,8% received fi rst dose 
of covid 19 vaccination, 70,8% were vaccinated with both doses of Covid-19 
vaccines, 35% got one booster dose (3 doses in total), less than 1 % (0,86%) of 
patients received second booster dose. 24,18% of patients did not receive a 
single dose of the Covid-19 vaccine.

Out of fi rst dose vaccination dominating vaccine was Comirnaty (Pfi zer-BioNTech 
Covid-19 Vaccine) 46,7%, then Spikevax (Covid-19 Vaccine Moderna) 23,5%, 
Vaxzevria (Covid-19 Vaccine AstraZeneca) 21.9%, Jcovden (Covid-19 Vaccine 
Janssen) 7,9%.

Out of second dose: Comirnaty 48,8%, Spikevax 28,8%, Vaxzevria 21,9%, 
Jcovden 0,5%.

Out of third dose: Spikevax 61,1%, Comirnaty 38,4%, Vaxzevria 0,5%, Jcovden 0%.
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The fourth dose of vaccine (booster vaccination) received only five patients: 
Comirnaty (1 dose), Spikevax (2 doses), Spikevax bivalent Original/Omicron BA1 
(2 doses). 

Out of 410 patients vaccinated with two vaccination doses, 22% received 
vaccination in the first three months from the beginning of immunization 
(February 2021- April 2021). In six months (February 2021- July 2021), 61% 
of patients received the vaccination, and a year after the vaccination started 
(February 2021-January 2022), 97% of patients got two vaccine doses.

Most vaccines were received in April 2021 (160 doses), March 2021 (142 doses), 
and December 2021 (110 doses).

Conclusions
Although transplant patients were made a priority group for Covid-19 
vaccination, vaccine uptake was slow in this population. Only 70% of the 
prevalent kidney transplant recipients completed primary Covid-19 vaccination 
courses. Providing patients with science-based information from doctors they 
trust may be essential for increasing Covid-19 vaccine uptake among kidney 
transplant recipients.
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Introduction and objectives: 
Autosomal dominant polycystic kidney disease (ADPKD) is a hereditary disorder 
with highly varied clinical presentation. The Rapidly Progressive ADPKD form 
has a higher risk of progression to end-stage renal disease. Tolvaptan is the 
only disease-modifying treatment approved by the European Medicines Agency 
to slow the decline in kidney function in patients with rapidly progressive ADPKD 
PKD1 mutation. Since February 2021, tolvaptan has been available in Latvia. 
This study was made to analyze clinical manifestations of the disease, identify 
the rapidly progressive form, and evaluate the preliminary eff ects of tolvaptan 
therapy.

Materials and Methods: 
A retrospective study included 98 patients with ADPKD from Pauls Stradins 
Clinical University Hospital outpatient clinic. Rapid progression was defi ned 
according to the European Renal Association – European Dialysis and Transplant 
Association1. Height adjusted total kidney volume (HtTKV) was assessed by 
computed tomography according to Mayo imaging classifi cation2. Data were 
collected from ambulatory fi les and were analyzed by IBM SPSS Statistics 
version 27.0 

Results: 
98 ADPKD patients (70.4% females) with a mean age of 61.5±11.3 years were 
identifi ed in 2021. The patients’ mean age of the diagnosis was 35.1±9.6 years. 
The most common renal manifestations were chronic kidney disease (CKD) stage 
I-V (100%), arterial hypertension (87.7%), and recurrent urinary tract infections 
(44.8%). Most common extra-renal manifestations were liver cysts (90.8%), 
hernias (15.6%) and diverticulosis (13.2%). The mean age at the initiation of 
renal replacement therapy was 51±8.5 years. Renal transplantation was done 
in 85 patients at the mean age of 53 ± 8.1 years (71.8% females).
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Rapidly progressive ADPKD was identified in 12 patients (58.3% females). The 
median eGFR decline rate before initiation of specific treatment was 12(9-16) 
mL/min/1.73 m2 per year. Most (50%) of patients were classified as Mayo class 
1C. Treatment with tolvaptan was started in patients with CKD stages I – IV, 
with an eGFR of  26 mL/min/1.73 m2. The median eGFR before therapy was 
68(37-99.2) mL/min/1.73 m2, and HtTKV was 577(526.8-791.3) ml/m. During 
treatment, all patients showed tolvaptan–related polyuria, and neither had 
hepatotoxicity. Five patients completed 12 months of tolvaptan therapy with the 
median eGFR 62(31-74) mL/min/1.73 m2. Decrease in HtTKV was observed in 
3 patients, ranged from 12.2 to 87.1 ml/m. Treatment was stopped in 2 patients 
because of the PKD2 mutation revealed and increasing disease progression.

Conclusions: 
We observed that because of the Covid-19 pandemic, mostly patients with 
rapidly progressive ADPKD or patients with kidney transplants and ADPKD came 
to outpatient visits. Females were more likely than males to seek out health care 
(70.4%/29.6%). None of the patients who received treatment with tolvaptan had 
to stop it due to polyuria, which they cannot compensate for, or side effects. 

1 Gansevoort RT et al. Recommendations for the use of tolvaptan in autosomal 
dominant polycystic kidney disease: a position statement on behalf of the ERA-
EDTA Working Groups on Inherited Kidney Disorders and European Renal Best 
Practice. Nephrol Dial Transplant 2016:31: 337-348].

2 Irazabal MV, et al. Imaging classification of autosomal dominant polycystic 
kidney disease: a simple model for selecting patients for clinical trials. J Am Soc 
Nephrol 2015;26(1):160-72
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Introduction
The risk of having cancer increases after transplantation. Many 
immunosuppressive (IS) agents are associated with an increased risk of 
cardiovascular events and cancer [4]. The median survival of kidney transplant 
patients with cancer is signifi cantly lower than kidney transplant patients without 
cancer [1]. Post-transplant lymphoproliferative disorder is a heterogeneous 
group of lymphoid malignant neoplasms arising after solid organ transplantation 
[2]. There is evidence supporting that IS is associated with an increased risk of 
malignancy and can promote tumor growth [3].

Case
A 60-year-old male kidney transplantation patient with ulcerative colitis had 
been complaining about abdominal pain. He received kidney transplant (KT) in 
year 2010, initial IS consisted of: antithymocyte globulin, calcineurin inhibitor, 
glicocorticosteroid, mycophenolate mofetil. Since year 2015 maintaining IS with 
mycophenolate mofetil, calcineurin inhibitor. KT function was stable through 
the year. In May year 2021 patient had moderately severe covid pneumonia, 
received course of remdesivir (completely 10 days) and anticoagulants. In June 
year 2021 there was episode with melena, that had associated as complications 
to the use of anticoagulants. Due to positive occult blood in the stool and pain 
in stomach patient underwent gastroscopy – gastric mucosae membrane 
atrophy, colonoscopy – ulcerative colitis without infl ammatory signs. No data of 
bleeding or infl ammatory process. As hemoglobin level continued to decrease in 
January year 2022 additional tests were performed such as capsule endoscopy 
and magnetic resonance of the abdominal cavity – there were visible changes 
in the loop of the ileum on the right fl ank in the epigastrium with suspected 
fi stulas nearby in the loop of the small intestine, the highest probability of 
tumor nature. The patient’s case was presented to the oncologist council, it was 
decided to perform operative treatment – March year 2022. Operative material 
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confirmed – intestinal diffuse large B-cell lymphoma. Additional PET/CT scan was 
made – negative. Once again patient was presented in oncologist council with 
nephrologist, decided to reduce IS and to start chemotherapy with Rituximab 6 
courses every three weeks. Nephrologist switched IS therapy to Prednisolone 
every day except on days of specific therapy. Patient started chemotherapy 3rd 
May 2022. Chemotherapy was well tolerated by patient. KT function remained 
same as before reduced IS and specific therapy. Last dose of Rituximab was 
received on 31st August 2022.

Conclusions
In conclusion, the present case report primarily describes KT recipient with 
minimal IS due to chemotherapy. The prognoses of kidney transplant and 
recipient may improve due to following successful IS withdrawal, thereby 
improve graft function and host defenses. Thanks to the work of multidisciplinary 
team, it was possible to diagnose and start the specific therapy on time to this 
complicated patient, as well as to achieve a relatively acceptable result.

Sources
1. Au E., Wong G., Chapman J.R. Cancer in kidney transplant recipients. Nat. Rev. 
Nephrol. 2018;14:508–520. doi: 10.1038/s41581-018-0022-6

2. Ben Sprangers, Vinay Nair, Vincent Launay-Vacher, Leonardo V. Riella 
and Kenar D. Jhaveri. Risk factors associated with post–kidney transplant 
malignancies: an article from the Cancer-Kidney International Network. Clinical 
Kidney Journal, 2018, vol. 11, no. 3, 315–329

3. Dantal J., Soulillou J.-P. Immunosuppressive Drugs and the Risk of Cancer 
after Organ Transplantation. N. Engl. J. Med. 2005;352:1371–1373. doi: 10.1056/
NEJMe058018.

4. Gallo A, Miele M, Badami E, Conaldi PG. Molecular and cellular interplay in 
virus-induced tumors in solid organ recipients. Cell Immunol. 2019;
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Introduction and objectives.
Kidney transplantation (KTx) is the most optimal method of renal replacement 
therapy. Delayed graft function (DGF) is an early inpatient period complication, 
which infl uence short and long-term renal transplantation outcomes. In this 
study, we investigated the deceased donor and recipient factors that infl uence 
and predict the probability of DGF.

Materials and methods. 
Retrospective study was performed at the Hospital of LUHS Kauno klinikos 
from 04-05-2000 to 31-12-2019. All 476 cases of deceased donor KTx were 
included in analysis of factors for DGF. Based on logistic regression analysis, 
we identifi ed potential donor and recipient risk factors predicting the likelihood 
of delayed graft function (DGF). The threshold values of quantitative variables 
were assessed using ROC analysis.

Results. 
DGF was observed in one-third of all kidney recipients (n=140; 29.5 percent). 
Donor age and the duration of hemodialysis before transplantation had the 
greatest prognostic value for DGF after KTx. If a kidney was transplanted from a 
donor > 42 years, the odds ratio (OR) for DGF increased by 2.228 [95 percent PI 
1.414 – 3.431; p=0.001]. The duration of dialysis > 30 months before 

KTx was associated with 2.197 [95 percent PI 1.448–3.333; p<0.001] higher 
OR for DGF after KTx. The OR of DGF was increased by 1.842 [95 percent PI 
1.218 – 2.785; p=0.004] with a history of donor arterial hypertension and by 
1.719 with ECD KTx [95 percent PI 1.128 – 2.619; p=0.012]. If serum creatinine 
level > 92 μmol/l, serum urea level > 7.3 mmol/l – the probability of DGF after 
KTx increased by 1.502 [95 percent PI 1.000 – 2.255; p=0.001] and by 2.152 
[95 percent PI 1.352 – 3.437; p=0.001], respectively. Donor proteinuria > 0.29 g/l 
increased the OR of DGF by 2.005 [95 percent PI 1.224 – 3.285; p=0.006]. In 
the case of retransplantation, the OR of DGF were 2.001 higher [95 percent 
PI 1.043 – 3.839; p=0.037]. The signifi cant factors predicting DGF in the fi nal 
model (Nagelke R2=0.76, prognostic value 72.1 percent, Constant – 1.930, 
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p<0.001) were: donor age > 42 years (OR 1.912 [95 percent PI 1.193 – 3.066]), 
serum creatinine level > 92 μmol/l (OR 1.625 [95 percent PI 1.049 – 2.516]) and 
duration of dialysis before KTx > 30 months (OR 2.270 [95 percent PI 1.165 – 
3.517].

Conclusions. 
DGF was predicted by donor age over 42 years, serum creatinine higher than 
92  µmol/l and duration of hemodialysis before transplantation longer than 
30 months.
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(MoCA) for Cognitive 
Screening in Patients with 
IgA Nephropathy compared 
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Viktorija Kuzema

Background. 
IgA nephropathy (IgAN) is the most common form of glomerulonephritis 
worldwide and one of the causes of chronic kidney disease (CKD). Patients with 
CKD are at an increased risk of both dementia and its prodrome, mild cognitive 
impairment, which are characterized by defi cits in executive functions, memory 
and attention.

The aim of the study was to investigate the association of cognitive decline with 
renal function in patients with IgAN and compare with control group’s MoCA 
results.

Methods.  
This prospective study took place from January 2020 till January 2022 in Pauls 
Stradins Clinical University Hospital. Patients with IgAN were included. Diabetes 
mellitus, oncology, acute infl ammation processes were exclusion criteria. GFR was 
calculated using MDRD Equation. Patients were assessed with a MoCA. Patients 
overall and each category MoCA score was compared with control group’s results.

Results. 
Seventy-six patients were included in the study. The mean age was 41.67 ± 10.62 
years (IQR 35-47.75; range, 21-65), with predominance of male sex (64.5%), 
mainly with higher education (43.4%). Dialysis was performed in 7 patients, 
transplantation in 14 patients. The average duration of illness was 60 months ± 
104.8 (IQR 36-120, range 1-456 months/38 years). Average GFR was 53 ± 35.6 
(IQR 27.25-93.5, range 3-131) ml/min/1,73m2, urea 9.1 ± 9.24 (IQR 6.7-14.2, 
range 4-62), hemoglobin 136 ± 15.3. MoCA ≤ 26 was observed in 43.4% of the 
patients. The MoCA correlated weakly with the patients age (p=0.024, r=0.25). 
Urea level correlated with abstraction task (p=0.017, r=0.21). The worst results 
were seen in memory and visuospatial tasks. 
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50 healthy controls were included in control group with predominance of male 
sex (60%), with mean age 42.4 ± 11.11 (IQR 34-51; range 22-66). The mean 
MoCA result was 27.41 points, MoCA ≤ 26 was observed in 26%. Comparing the 
quantitative indicators of patients and the control group by categories of the 
MoCA test, only one statistically significant correlation was found in category of 
delayed recall (rs=-0.223, p = 0.048). Control group individuals had better mean 
score in all MoCA categories, however they were not statistically significant 
except for delayed recall. 

Conclusion. 
Weak association exists between cognitive function and the age of patients. 
Correlation between urea level and patient abstract intellection was found. No 
correlations have been found between GFR decline and MoCA score. Healthy 
controls have better MoCA results than IgAN patients, statistically significant for 
delayed recall task.
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Kidney Donor Profi le Index (KDPI) was fi rst developed in the United States of 
America as a tool for clinicians to evaluate the quality of a donated kidney and 
decide on accepting it. KDPI is a numerical measure of kidney function from 
0% to 100%, and it is used to estimate how long the kidney may function after 
a transplant. Calculations of KDPI use the following parameters: donor’s age, 
height, weight, race, cause of death, history of hypertension and diabetes, 
exposure to HCV, and serum creatinine.

We retrospectively gathered data from 94 deceased patients who had donated a 
kidney in Latvia from January 2018 until September 2022. IBM SPSS software was 
used for the statistical analysis. KDPI was calculated using scaling factors and KDRI 
to the KDPI Mapping Table, which is based on the OPTN database as of March 5, 
2021. Where possible, KDPI was also compared to the values of serum creatinine, 
cystatin, NGAL, and microalbuminuria to determine whether the results of these 
laboratory tests should be included in the calculations in the future.

Of the 94 donors, 50 were male, and 44 were female. After data analysis, we 
found that the mean KDPI was 55.24%, and the median KDPI was 56%, with 
the highest value of 8% and the lowest value of 98%. Kurtosis and skew were 
negative for KDPI. 85.1% of the donors were positive for anti-CMV IgG, but only 
4.3% were anti-CMV IgM positive, and 2.1% were in the grey zone of the test. 
92.6% of the donors were anti-EBV VCA IgG positive, and 87.3% were positive 
for anti-EBV EBNA IgG. 13.83% of the donors had a history of alcohol abuse. For 
22 kidneys, the LifePort Kidney Transporter system was used. 

No correlation between KDPI, serum creatinine, microalbuminuria, and NGAL 
was found, but for 60 patients for whom a cystatin test was performed, a weak 
correlation between cystatin and KDPI was discovered with r=0.256. The mean 
KDPI was higher in the female group than in the male group.

KDPI should be validated in each population because characteristics such as 
race cannot be used in the calculations. After all, Latvia’s donor population is 
100% white. There should be extended research to investigate the usability of 
KDPI as a tool for graft failure prediction – now, there is no data about that.
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Background: 
Pancreas transplantation can provide insulin independence, improved survival, 
and improved quality of life for patients with type 1 diabetes mellitus (T1DM). 
The first pancreas transplantation in Estonia was performed in 2015. To date, a 
total of 18 operations have been carried out, 17 of them  simultaneous pancreas 
and kidney (SPK) and one pancreas after kidney transplantation (PAK). Our case 
describes a 31-year-old male PAK recipient.

Case presentation: 
The patient diagnosed with T1DM at the age of 14, developed the need for 
kidney transplant 13 years later. Previously nonsensitized patient received 
a living related donor kidney with 1/4 HLA MM. On the postoperative day 5, 
serum creatinine (S-Cr) was 149 µmol/l. There was a moderate congestion in 
the pelvic system in MRI, probably due to the pressure of the blood vessels 
from the kidney. S-Cr remained stable at same level and allograft functioned 
well without rejections. Six months later he received pancreas transplant from 
a cadaveric brain–dead donor with 4/6 HLA MM.  On postoperative day 5, 
the patient was insulin-free. Two months post-transplant the first episode of  
pancreas rejection occurred, with increases in pancreatic enzymes and a single 
rise of blood glycose. Very low levels of de novo donor-specific antibodies (DSA) 
were identified.   Percutaneous graft biopsy revealed acute cellular rejection 
grade 1-2, which required treatment with thymoglobulin and steroid pulse. Four 
months post-transplant steroid pulse was prescribed again, due to the increase 
of pancreatic enzymes and borderline acute rejection in histology.  The change 
of DSA levels remained clinically insignificant. Reduction of immunosuppressive 
treatment was necessary due to leukopenia, neutropenia and CMV infection. Ten 
months post-transplant, the third episode of increase of pancreatic enzymes 
occurred. Acute cellular rejection of Banff grade 1 was described histologically 
and steroid pulse was prescribed once more.  During the second year after the 
transplantation pancreatic function has been stable. Renal graft function has 
been consistently stable.
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Conclusions: 
Although the presented case comparing to our 17 SPK transplantations 
required higher doses of immunosuppressive drugs, the advantages of PAK 
transplantation - possibility of a pre-emptive living donor kidney transplant, 
better long-term kidney graft survival, signifi cantly decreased waiting time and 
enlargement of the donor pool – were clearly obvious.
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Introduction and objectives
Peritoneal dialysis (PD)-related peritonitis is a serious complication that can 
contribute to high mortality and morbidity in PD patients. It is presented by 
abdominal pain and/or cloudy dialysis effluent with white cell count >100µL and 
positive dialysis effluent culture.

With the rise of Covid-19 pandemic, the monitoring of PD patients was largely 
remote, which could encumber patient training, diagnosis and treatment of 
peritonitis. We compared the peritonitis rate before and during the Covid-19 
pandemic to find out if the remote monitoring has altered the rate of peritonitis 
in our centre.

Materials and methods
Data from the peritoneal dialysis patient registry in Pauls Stradins Clinical 
University Hospital were collected from January 2010 to June 2022, all patients 
on peritoneal dialysis were included, all peritonitis episodes were registered. 
Peritonitis rate was calculated among PD patients before (2010-2019) and 
during the COVID-19 pandemic (2020- June 2022). Additionally, we compared 
peritonitis rate between period 2010-2015 and 2016-2020. Peritonitis rate 
was calculated according to ISPD guidelines. Considering assumptions for 
quantitative data analysis the nonparametric Mann-Whitney U-test was chosen 
to compare the frequencies.

Results
Prevalence of peritoneal dialysis patients in our center during the observed 
period ranged from 64 to 87 patients. No significant difference was found in 
the patient characteristics over the period 2010-2022 and between periods 
compared. 345 peritonitis episodes were observed in 796.42 patient years 
during the period before Covid-19, median rate of peritonitis was 0.41 
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(IQR  =  0.34-0.45). 80 peritonitis episodes were registered in 224.75 patient 
years during the pandemic, median rate was 0.31 (IQR = 0.28-0.37). Results 
of Mann -Whitney U-test showed no statistically signifi cant diff erence in the 
peritonitis rate between these periods (p=0.217).

210 peritonitis episodes were observed in 465.42 patient years during the 
period 2010-2015, peritonitis rate was 0.40 (IQR=0.34-0.60); 178 peritonitis 
episodes were observed in 428.42 patient years during the period 2016-2020, 
mean peritonitis rate was 0.43 (IQR=0.38-0.45). Mann -Whitney U-test showed 
no statistically signifi cant diff erence in the peritonitis rate between these 
periods (p=0.792). 

Conclusions
There was no diff erence in peritonitis rate comparing periods before and during 
COVID-19 pandemic, however there was the trend found of the peritonitis rate 
to decrease over years since 2010. Additionally we did not fi nd diff erence in 
peritonitis rates comparing periods 2010-2015 and 2016-2020.
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Introduction and objectives: 
The complex link between obesity and chronic kidney disease (CKD) progression 
is not entirely understood. Obesity is associated with the early onset of 
glomerulomegaly, hemodynamic changes leading to glomerular hyperfiltration 
and increased albuminuria, potentially reversible with weight loss. 

This review aims to describe and discuss the progression of CKD in IgA 
nephropathy (IgAN) patients with overweight. 

Methods: 
Adult patients treated in Pauls Stradins Clinical University Hospital with 
morphologically proven IgAN were included in the study. Patients with 
secondary IgAN and with ongoing renal replacement therapy were excluded. 
Clinical and laboratory markers were evaluated on the inclusion and second 
visits six months later. In this review we analyzed two CKD progression markers – 
proteinuria and eGFR. After second visit patient kidney function were evaluated 
using delta (Δ) eGFR and Δ proteinuria – the change between first and second 
visit. Patients were divided into three groups based on their BMI: normal weight 
(NW), overweight (OV) and obesity (OB). NW was defined as BMI <25 kg/m2, OV 
with BMI 25-29.9 kg/m2 and OB BMI >30 kg/m2. Estimated GFR was calculated 
with the CKD-EPI creatinine equation, and BMI was calculated with the BMI 
calculator. Clinically significant (CS) proteinuria was characterized as >1g/24h.
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Results: 
The study involved 54 patients: NW group – 18, OV group - 21 and OB – 
15 patients. In all groups baseline eGFR were similar: NW – 66.6 ml/min, OV – 
75.2ml/min and OB – 61.3 ml/min (p-0.501). After 6-month follow-up, the highest 
decrease in Δ eGFR were observed in OB group – 6.3 ml/min, and smallest 
decrease in NW group – 0.02 ml/min. The baseline proteinuria: NW - 0.86g/24h, 
OV – 0.93 g/24h and OB – 0.65 g/24h. A signifi cant diff erence between all group 
baseline proteinuria were not found (p-0.776). Largest CS proteinuria was 
observed in NW group – 33.33% (6 patients) and after 6-month follow-up CS 
proteinuria did not change in this group (p – 0.596). Although a clinically notable 
diff erence was not found in change of CS proteinuria – highest Δ proteinuria was 
detected in OB group – 0.23g/24h vs 0.02 g/24h in NW group. After 6-month 
follow-up 20% (n-3) of patients in OB group developed CS proteinuria. The 
use of angiotensin-converting enzyme inhibitors and Angiotensin II Receptor 
Blockers was similar in all groups. 

Conclusion: 
In our study, after a 6-month follow-up - being obese increased risk of 
development of CS proteinuria of IgAN. Study results indicate that patients 
with obesity tend to develop higher proteinuria faster than patients with BMI 
<30kg/m2 in IgAN. 

The main limitation of signifi cant results is a small sample size group and short 
observation period. 
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Introduction
The limits on living donor age acceptability have increased in the last decade. 
Some single-center reports about kidney transplantation from older living donors 
have not revealed significant complications compared to the control group. 
However, cardiovascular diseases are mentioned as the leading cause of death, 
so attention to the cardiovascular status before kidney donation is essential.

Case presentation
We report on an 87-year-old man who wished to donate a kidney to his 54-year-
old son, who was about to undergo his third kidney transplantation. Potential 
donor and recipient blood groups were identical, and HLA matched 4/8. CDC 
crossmatch was negative. The donor’s medical history was unremarkable 
except for primary arterial hypertension, which was successfully managed by 
Tab. Perindopril/Indapamide 4/1.25 mg once daily. The donor’s preoperative 
biochemistry showed normal renal function with eGFR 85 ml/min/1.73 m², but 
the renal scintigraphy revealed the left kidney GFR 41.2 ml/min, the right – 51.9 
ml/min. The CT angiography showed a.renalis dextra proximal 60-70% stenosis. 
During the assessment of the donor, a treadmill exercise stress test was performed 
that showed the ventricular bigeminy. During the echocardiography examination, 
paroxysmal atrial flutter and fibrillation were documented for the first time in his 
life. The anticoagulant edoxabanum 60 mg once daily was prescribed. The donor 
underwent a right-side nephrectomy. The early postoperative period was without 
complications. Histopathological analysis of the renal allograft biopsy showed 
nine glomeruli (1 globally sclerosed) and no pathologic changes in the glomeruli, 
the interstitium, or the vessels. One year after the kidney donation, there was no 
significant deterioration of the overall state of the donor, as well as the left kidney 
function was stable with eGFR 51 ml/min/1.73m2. Kidney transplant function of 
the recipient was good with eGFR about 48 ml/min/1.73m2.

Conclusions
This case highlights the potential of the older living donor for kidney 
transplantation. Still, more careful attention to the cardiovascular status is crucial 
before the operation to avoid severe complications and prolonged hospital stay.
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Introduction and objectives
Cardiovascular examination is a crucial component of end-stage renal disease 
patients’ pre-transplant evaluation; it determines perioperative risk, optimises 
patient selection and outcomes.

The cardiac evaluation most often includes Electrocardiogram (ECG) and 
transthoracic echocardiography (EHO-KG). Regarding coronary artery disease 
screening in asymptomatic patients, the consensus is lacking and varies among 
transplant centers.

Screening for coronary heart disease in Latvia Transplant Center must be done 
for all patients prior to inclusion on the kidney transplant waiting list. Exercise-
ECG (bicycle) has been used more often since it is easily available, low cost, 
and non-invasive. However, according to the literature, the method’s usefulness 
may be limited in the dialysis patient population due to low exercise tolerance.

The study’s primary objective was to analyse exercise - ECG results in dialysis 
patients population referred for pre-transplant evaluation at Pauls Stradins 
Clinical University Hospital.

Secondary objectives were: to determine possible factors pointing to low 
exercise tolerance and subsequently uninformative examination; to evaluate 
the infl uence of exercise-ECG results on decision-making for additional coronary 
artery investigation.

Materials and methods
A retrospective analysis of 90 kidney transplant recipient fi les at Pauls Stradins 
Clinical University hospital was done. 84 patients’ had exercise-ECG as the fi rst 
screening method for coronary artery disease and were included in the study.

Exercise - ECG result was considered informative or uninformative according to 
the operators’ decision.

Parameters possibly aff ecting test results were also collected: demographic 
data, dialysis modality, end-stage renal disease duration (months), ultrafi ltration 
(<1,5  l, >1,5l), previous kidney transplantation, EHO-KG data (myocardial 
hypertrophy, reduced ejection fraction), as well as recommendations for further 
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examination (CT or conventional coronary angiography).

Data were analyzed using SPSS  by descriptive and conclusive statistical methods.

Results: 
Out of 84 patients included in the study, exercise-ECG was considered 
informative in 35.7% (n=30) and uninformative in 64.3%(n=54) cases. Inducible 
myocardial ischemia was not observed during all 84 stress tests.

Patients’ demographics were as follows: 52.4% (n=44) male, mean age 47.1 
years (SD 12,6 min=27, max=73), 67.8% (n=57) hemodialysis, 28.6%(n=24) 
peritoneal dialysis, 3.6% (n=3) referred for preemptive kidney transplantation, 
40.5% (n=34) had previous kidney transplantation.

There were no statistically significant association between informative/
uninformative test and patients age (mean 47.1/ 50 years; p= 0,9), gender (males 
56%/50%; p=0.6), dialysis mode (hemodialysis 63.3%/68.5%; p=0,8),duration 
of ESRD (38.4/42.4 months; p=0.4) and volume of ultrafiltration > 1.5l 
(64%/63.3%;p=1.0).

Previous kidney transplantation (30%/42.6%;p=0.3) and coronary heart disease 
anamnesis (23.3%/35.2%; p=0.3) more often were related to uninformative 
tests; however, results were not statistically proven.

A statistically significant association was observed between the uninformative 
stress test and reduced left ventricular ejection fraction (<50%) on EHO-KG 
(2%/25.9%;p=0.04).

Recomedations for further coronary artery investigation did not significantly 
differ between both groups: conventional coronarography were recomended 
33.3%/44.4% (p=0.4), CT coronary angiography 16.7%/20.4% (p=0.4).

Conclusions:
Exercise-ECG is the first stress test used for coronary heart disease screening 
in Latvia for end-stage kidney disease patients’ prior to kidney transplantation; 
however, more than half of the results were declared uninformative by the 
operator due to limited patients’ physical ability.

Exercise-ECG results did not significantly influence the recommendation for 
additional cardiovascular tests such as CT or conventional coronary angiography.

Patients with decreased left ventricular ejection fraction may benefit from 
alternative coronary artery examination methods since this group was 
associated with uninformative exercise-ECG.

Considering the low number of patients studied in the analysis, additional studies 
are needed to improve the statistical data and define reliable associations with 
the results of cardiovascular examinations and the factors affecting them in the 
population of dialysis patients.
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Aim
To evaluate the humoral and cellular immune response after two doses of 
BNT162b2 (Pfi zer-BioNTech) vaccine in dialysis patients with end-stage renal 
failure and patients after kidney transplantation, compared to Lithuanian 
University of Health Sciences (LUHS) Kaunas Clinics vaccinated workers (healthy 
people).

Methods
A prospective study at the LUHS Kaunas Clinics included 44 dialysis patients, 136 
patients after kidney transplantation, and 144 vaccinated healthy employees. 3-8 
weeks after full vaccination with BNT162b2 vaccine, IgG class antibodies against 
the spike protein of SARS-CoV-2 were tested (QuantiVac ELISA, Euroimmun), 
and lymphocyte phenotyping was performed. An antibody response after full 
vaccination was considered established when the level of anti-SARS-CoV-2 
antibodies was ≥ 35.2 antibody-binding units (BAU)/ml). Statistical data analysis 
was performed using the SPSS 20.0 package. 

Results
There was no statistically signifi cant diff erence of age between healthy and 
dialysis patients (p>0.05), patients after kidney transplantation were signifi cantly 
younger compared to other groups (p<0.001). After full vaccination, the level of 
anti-SARS-CoV antibodies ≥ 35.2 BAU/ml was found in 100% cases of healthy 
patients, 91% in dialysis patients and only 29% in the group of patients after 
transplantation (p<0.001). Table 1.
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In all studied groups combined a statistically significant negative correlation was 
observed between the anti-SARS-CoV antibody titer and the amount of CD8+ 
T lymphocytes (Spearman’s correlation coefficient = - 0.3, p<0.001) and also, 
the amount of B lymphocytes (r= - 0.3, p <0.001), and a positive correlation 
between antibody titer and CD4/CD8 ratio (r=0.2, p=0.009). When examining 
individual subpopulations, a positive correlation between antibody titer and 
CD3+ T lymphocytes was observed among healthy patients (r=0.4, p=0.007), 
and a positive correlation between antibody titer and B lymphocytes among 
dialysis patients (r=0.3, p= 0.047). No statistically significant correlations 
between antibody titers and T lymphocyte subpopulations were observed in 
transplant patients.

Conclusions
After full vaccination with the BNT162b2 vaccine, the mean anti-SARS-CoV-2 
antibody titer was two times lower in dialysis patients and more than 10 times 
lower in patients after transplantation than healthy controls. Sufficient antibody 
levels were found in only one third of transplanted patients. A positive correlation 
between antibody titer and CD3+ T lymphocytes was observed among healthy 
patients, and a positive correlation between antibody titer and B lymphocytes 
among dialysis patients (r=0.3, p=0.047). No statistically significant correlations 
between antibody titers and T lymphocyte subpopulations were observed in 
patients after transplantation.

Table 1. The level of anti-SARS-CoV-2 antibodies in healthy, dialysis and 
transplanted patients

Healthy Dialysis 
patients

Patients after 
transplantation

Age (years) (mean) 60,62±15,75 62,81±13,36 46,76±20,38 p<0,001

Anti-SARS-CoV 
antibody titre (BAU/ml)

Median 
(min-max)

1651,5 
(68,0-7562,0)

771,0 
(3,0-4373,0)

5,25 
(2,0-3399,7)

p<0,001
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of CKD patients, with prevalence
increasing as CKD worsens.1

Despite receiving standard nephrology
care, approximately half of dialysis and
non-dialysis patients are estimated
to have haemoglobin levels outside
of the recommended range, putting
them at potential increased risk of
serious CV events, all-cause mortality
and a reduced quality of life.2–11
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