
 

World Congress on Cancer Science and Therapy, March 26-27, 2019 | Brussels, Belgium, 

2019 
Vol.3 No.2 

 Extended Abstract 

Incidence and Risk Factors of Sudden Cardiac Death in End Stage Renal Disease 
Patients Undergoing Haemodialysis: A Retrospective Study 
Dr. Muhammad Tassaduq Khan 
Health Icon Medical and Diagnostic Center, Pakistan

Abstract 

Hemodialysis is the decision of renal substitution treatment for patients 

who need dialysis intensely, and for some patients as upkeep treatment. It 

gives magnificent, quick leeway of solutes.  

A nephrologist (a clinical kidney expert) chooses when hemodialysis is 

required and the different boundaries for a dialysis treatment. These 

incorporate recurrence (what number of medicines every week), length of 

every treatment, and the blood and dialysis arrangement stream rates, just 

as the size of the dialyzer. The creation of the dialysis arrangement is 

likewise in some cases balanced as far as its sodium and potassium and 

bicarbonate levels. As a rule, the bigger the body size of an individual, the 

more dialysis he/she will require. In North America and the UK, 3–4 hour 

medicines (at times as long as 5 hours for bigger patients) given 3 times 

each week are run of the mill. Two times every week meetings are 

constrained to patients who have a considerable lingering kidney work. 

Four meetings for every week are frequently recommended for bigger 

patients, just as patients who experience difficulty with liquid over-

burden. At last, there is developing enthusiasm for short day by day home 

hemodialysis, which is 1.5 – 4 hr meetings given 5–7 times each week, 

generally at home. There is likewise enthusiasm for nighttime dialysis, 

which includes dialyzing a patient, as a rule at home, for 8–10 hours of the 

night, 3–6 evenings for each week. Nighttime in-focus dialysis, 3–4 times 

each week, is likewise offered at a bunch of dialysis units in the United 

States.  

Introduction 

Conventional hemodialysis  

Conventional hemodialysis is generally completed three times each week, 

for around three to four hours for every treatment (Sometimes five hours 

for bigger patients), during which the patient's blood is drawn out through 

a cylinder at a pace of 200–400 mL/min. The cylinder is associated with a 

15, 16, or 17 check needle embedded in the dialysis fistula or unites, or 

associated with one port of a dialysis catheter. The blood is then siphoned 

through the dialyzer, and afterward the handled blood is siphoned once 

again into the patient's circulation system through another cylinder 

(associated with a subsequent needle or port). During the methodology, 

the patient's circulatory strain is firmly observed, and on the off chance 

that it turns out to be low, or the patient builds up some other indications 

of low blood volume, for example, sickness, the dialysis chaperon can 

direct additional liquid through the machine. During the treatment, the 

patient's whole blood volume (around 5000 cc) courses through the 

machine like clockwork. During this procedure, the dialysis tolerant is 

presented to seven days of water for the normal individual. 

Membrane and flux 

Dialyzer films accompany diverse pore sizes. Those with littler pore size 

are classified "low-motion" and those with bigger pore sizes are 

designated "high-transition." Some bigger particles, for example, beta-2-

microglobulin, are not expelled at all with low-motion dialyzers; of late, 

the pattern has been to utilize high-motion dialyzers. Notwithstanding, 

such dialyzers require more up to date dialysis machines and top notch  

 

dialysis answer for control the pace of liquid expulsion appropriately and 

to forestall reverse of dialysis arrangement polluting influences into the 

patient through the film.  

Dialyzer films used to be made principally of cellulose (got from cotton 

linter). The outside of such films was not entirely biocompatible, in light 

of the fact that uncovered hydroxyl gatherings would initiate supplement 

in the blood passing by the layer. Hence, the fundamental, 

"unsubstituted" cellulose film was adjusted. One change was to cover 

these hydroxyl bunches with acetic acid derivation gatherings (cellulose 

acetic acid derivation); another was to blend in certain aggravates that 

would hinder supplement actuation at the film surface (altered cellulose). 

The first "unsubstituted cellulose" layers are no longer in wide use, 

though cellulose acetic acid derivation and altered cellulose dialyzers are 

as yet utilized. Cellulosic layers can be made in low-motion or high-

motion setup, contingent upon their pore size.  

Another gathering of layers is produced using engineered materials, 

utilizing polymers, for example, polyarylethersulfone, polyamide, 

polyvinylpyrrolidone, polycarbonate, and polyacrylonitrile. These 

manufactured films actuate supplement less significantly than 

unsubstituted cellulose layers. Manufactured layers can be made in either 

low-or high-transition arrangement, however most are high-motion.  

Nanotechnology is being utilized in the absolute latest high-transition 

films to make a uniform pore size. The objective of high-transition films 

is to pass generally huge particles, for example, beta-2-microglobulin 

(MW 11,600 daltons), however not to pass egg whites (MW ~66,400 

daltons). Each layer has pores in a scope of sizes. As pore size expands, 

some high-motion dialyzers start to let egg whites drop of the blood into 

the dialysate. This is believed to be unfortunate, albeit one way of 

thinking holds that evacuating some egg whites might be helpful as far as 

expelling protein-bound uremic poisons. 

Background 

Hemodialysis, likewise spelled haemodialysis, or essentially dialysis, is a 

procedure of purging the blood of an individual whose kidneys are not 

working ordinarily. This kind of dialysis accomplishes the extracorporeal 

evacuation of waste items, for example, creatinine and urea and free 

water from the blood when the kidneys are in a condition of kidney 

disappointment. Hemodialysis is one of three renal substitution 

treatments (the other two being kidney transplant and peritoneal dialysis). 

An elective technique for extracorporeal partition of blood segments, for 

example, plasma or cells is apheresis.  

Hemodialysis can be an outpatient or inpatient treatment. Routine 

hemodialysis is led in a dialysis outpatient office, either a reason 

assembled room in an emergency clinic or a committed, independent 

center. Less as often as possible hemodialysis is done at home. Dialysis 

medicines in a center are started and overseen by particular staff 

comprised of attendants and professionals; dialysis medicines at home 

can act naturally started and oversaw or done mutually with the help of a 

prepared aide who is normally a family member.  
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Methods 

End Stage Renal Disease (ESRD) patients undergoing haemodialysis are 

prone to suffer from Sudden Cardiac Death (SCD). The present study was 

sought to evaluate the incidence and risk factors of SCD in ESRD patients 

on haemodialysis in Pakistani population. 

 

Material and Methods: The study recruited 202 eligible ESRD patients 

undergoing haemodialysis. Baseline characteristics of the study 

participants with and without Sudden Cardiac Arrest (SCA) were recorded 

using self-reported questionnaires. SCA and SCD events were identified 

by reviewing medical records and death certificates. 

Results 

Out of 202 patients, 37 (18.3%) suffered from the episode of SCA, 18 

(48.6%) of which succumbed to death. ESRD patients who endured SCA 

were statistically older in comparison with their non-SCA counterparts 

(58.2 ± 11.4 vs. 52.3 ± 9.3 years, P<0.001). The HTN (67.6% versus 

64.8%, P = 0.001), DM (62.2% versus 59.4%, P = 0.004), CAD (45.9% 

versus 41.8%, P = 0.001) and Congestive Heart Failure (CHF) (35.1% 

versus 34.5%, P = 0.002) were significantly prevalent in ESRD cohort 

with SCA in contrast to non-SCA. We also found LVH (62.2% versus 

48.5%, P<0.001), ventricular tachycardia (51.4% versus 30.9%, P<0.001) 

and ventricular fibrillation/flutter (56.8% versus 25.5%, P<0.001) to be 

statistically higher in ESRD patients on haemodialysis with SCA event.  

Discussions 

Through multivariate logistic regression analysis, we evidenced 

hypokalemia (OR = 1.247, CI 1.214 – 1.278, P<0.001); CAD (OR 1.886, 

CI 1.469 – 2.342, P<0.001); LVH (OR 1.861, CI 1.392 – 1.953, P<0.001); 

ventricular tachycardia (OR = 1.253, CI 1.012 – 1.386, P<0.001); and 

ventricular fibrillation/flutter (OR = 0.547, CI 0.518 – 0.773, P<0.001) to 

be significantly and independently associated with SCD in ESRD patients 

on haemodialysis. 

Conclusion 

The prevalence of SCD among ESRD patients on haemodialysis with 

SCA episode is very high. CAD and ventricular tachyarrhythmias were 

statistically significant among ESRD patients on haemodialysis with SCA 

in comparison with non-SCA and were independently associated with the 

prevalence of in-patient SCD among ESRD patients with SCA on 

haemodialysis. 

Keywords  

End Stage Renal Disease; Haemodialysis; Sudden Cardiac Arrest; Sudden 


