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BACKGROUND AND AIMS: Although high-dose haemodiafiltration (HDF) has
shown some promising survival advantage compared with high-flux haemodialysis
(HD), the evidence remains controversial. In view of these discrepant results, a
definitive trial is required to determine whether high-dose HDF is superior to high-flux
HD. The comparison of high-dose HDF with high-flux HD (CONVINCE) study will
assess the benefits and harms of high-dose HDF versus conventional high-flux HD in
adults with end-stage kidney disease (ESKD). Here we provide information on the
baseline characteristics of the included patients and evaluate whether the patients
randomised to HDF were able to reach a high-dose convection volume.
METHOD: This international, prospective, open label, randomised, controlled trial is
aiming to recruit 1800 ESKD adults treated with high-flux HD in 9 European
countries. Patients will be randomised 1:1 to high-dose HDF versus continuation of
conventional high-flux HD. High-dose HDF is defined as a convection volume per
session of�23 L (range 61 L). The trial is designed with a follow-up time for each
patient of at least 24 months and will assess all-cause mortality, cause-specific
mortality, cardiovascular events, hospitalisation, patient-reported outcomes, and cost-
effectiveness. For this study we tabulated the baseline characteristics for all randomised
participants by treatment groups. For the patients randomised to HDF, we calculated
the proportion of the patients reaching a convection volume of� 23L. session on the
first visit after baseline (i.e. 3 months) and compared baseline and treatment
characteristics with the patients with a convection volume of <23L/session.
RESULTS: CONVINCE has recruited, until the start of January 2021, 1139 patients in
eight European countries. The mean age was 62.4 (SD: 13.2) years and 62% (n=709)
patients were men. The mean dialysis vintage was 5.0 (6.1) years. The mean systolic
blood pressure (BP) was 141 (22) mmHg, the diastolic BP was 73 (14) mmHg, and the
body mass index (BMI) was 27.6 (5.7) kg/m2. Approximately one-third the patients
had diabetes mellitus and 21% had a history of coronary heart disease at baseline. Of
the patients randomised to HDF, over 85% achieved a convection volume of�23L/
session. There were no apparent differences in baseline and treatment characteristics
between the patients who reached a convective volume of�23L/session versus those
who did not: the vascular access was, respectively, a fistula (82% vs 81%), catheter (13%
vs 14%), and graft (5% vs 5%) access.
CONCLUSION: The CONVINCE study will run up to 2023 and addresses the
question of benefits and harms, regarding survival, hospitalisation, patient-reported
outcomes, and cost-effectiveness of high-dose HDF compared with high-flux HD in
patients with ESKD. This first analysis shows that achievement of high-dose HDF is
feasible for most patients and, most importantly, could be maintained during the
present trial period.
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BACKGROUND AND AIMS: Every year 83,000 Europeans and 6,500 Spanish CKD
patients require dialysis or transplantation. The choice of renal replacement therapy

(RRT) is an important decision that determines the quality of life and survival. A single
therapy option might not be adequate across a patient’s entire lifespan and a majority
of patients change from one RRT modality to another to adapt RRT to clinical and
psychosocial needs. Transitions should be considered as an expected progression in the
patient’s treatment options.
In these circumstances, there are new questions about the best sequence of techniques.
METHOD: This observational study examined a cohort of all incident patients from
the Madrid Registry of Renal Patients (REMER), who initiated RRT between January
2008 and December of 2018. This study used the proportional hazards models and
competitive risk models to examine the impact of transitions between RRT modalities
on survival.
We performed an intention-to-treat (ITT) analysis, according to the initial RRT chosen
and an as treated (AT) analysis, by RRT received (Only HD, Only PD, PD then HD or
HD then PD).
RESULTS: A total of 8,971 patients started RRT during this period in Madrid (6.6
Million population): 7,207 on hemodialysis (HD), 1,401 on peritoneal dialysis (PD)
and 363 received a pre-emptive kidney transplantation (KTX). Incident HD-patients
were older and had more comorbidities. They presented higher mortality (HD group
40.9% vs PD group 22.8% vs 8.3% KTX group, p <0.001) and less access to a transplant
(HD group 30.4% vs DP group 51.6%; p <0.001). Transitions between dialysis
techniques define different groups of patients with different clinical outcomes. Those
who change from HD to PD do it earlier (66% in less than 6 months), are younger and
behave like those treated only with PD. Those who change from PD to HD do so later
(1.5 years on average), are older (61.6 vs 53.5 years) and present higher mortality and
less access to kidney transplantation than the group who initiates in HD and transfer to
PD. Survival analysis by competitive risks is essential for integrated RRT models,
especially in groups such as PD patients, where 58.6% of the patients were considered
as lost follow-up (received a KTX after during the first 2.5 years on PD). This analysis
reflects how patients who change dialysis modality share more characteristics with the
second technique than the original one.
CONCLUSION: Our data suggest that transitions between RRT-techniques describes
different patients, who associate different risks, and should be analyzed in an integrated
manner to define improvement actions. This approach should be incorporated into the
analysis and repports of renal registries.

MO813 Figure 1: (1A) Cumulative incidence curve until change of technique for
those patients who switch from peritoneal dialysis to hemodialysis and from
hemodialysis to peritoneal dialysis. (1B) Kaplan-Meier cumulative incidence curve of
all-cause mortality according to RRT sequence. The HR adjusted for age, sex and
diabetic nephropathy is shown, with TXR being the reference technique (HR = 1).
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BACKGROUND AND AIMS: Experiences from the first wave of the 2019
coronavirus disease (COVID-19) pandemic can aide in the development of future
preventive strategies. To date, risk prediction models for COVID-19-related incidence
and outcomes in haemodialysis (HD) patients are missing.
METHOD: We developed risk prediction models for COVID-19 incidence and
mortality among HD patients. We studied 38 256 HD patients from a multi-national
dialysis cohort between March 3rd and July 3rd 2020. Risk prediction models were
developed and validated, based on predictors readily available in outpatient
haemodialysis units. We compared mortality among patients with and without
COVID-19, matched for age, sex, and diabetes.
RESULTS: During the observational period, 1 259 patients (3.3%) acquired COVID-
19. Of these, 62% were hospitalised or died. Mortality was 22% among COVID-19
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patients with odds ratios 219.8 (95% CI 80.6-359) to 342.7 (95% CI 60.6-13595.1),
compared to matched patients without COVID-19. Since the first wave of the
pandemic affected mostly European countries during the study, the risk prediction
model for incidence of COVID-19 was developed and validated in European patients
only (N=22 826, AUCDev 0.64, AUCVal 0.69). The model for prediction of mortality
was developed in all COVID-19 patients (AUCDev 0.71, AUCVal 0.78). Angiotensin
receptor blockers were independently associated with a lower incidence of COVID-19
in European patients.
CONCLUSION: We identified modifiable risk factors for COVID-19 incidence and
outcome in HD patients. Our risk prediction tools can be readily applied in clinical
practice. The current study can aid in the development of preventive strategies for
future waves of COVID-19.
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BACKGROUND AND AIMS: With the geriatric population increasing, the patients
reaching stage 5 chronic kidney disease (CKD) are older, frailer and have multiple
comorbidities. Technological advances in renal replacement therapy (RRT) and easier
access to dialysis resulted in an expansion on geriatric dialysis population.
Conservative management (CM) is an option that should be considered in this
population, where is crucial to balance the survival and quality of life. Beside mortality,
with this study we aim to evaluated patient-outcomes (hospitalization, falls and
functional capacity) in older and frailer stage 5 CKD patients receiving hemodialysis
(HD) and in CM.
METHOD: We conducted a single center retrospective study in older (� 75years),
frailer (Clinical Frailty Scale – CFS� 5) and with multiple comorbidities (modified
Charlson comorbidity index – mCCI� 5 and) stage 5 CKD patients, admitted in our
Nephrology department between January 1, 2014 to December 31, 2020. The eGFR was
calculated through Chronic Kidney Disease Epidemiology Collaboration formula
(CKD-EPI) at the time of decision or at the time of starting HD. The comorbidities
were stratified using the mCCI and frailty was assessed with CFS at the time of decision
in CM group (CMG) and at the start of HD (HDG). We evaluated hospitalizations,
falls, CFS one-year later and survival in each group. Survival analysis was performed
using the Kaplan–Meier method and was calculated at the beginning of RRT or eGFR
� 15ml/min/1.73m2 in CMG. Differences between the two groups were tested with
Mann-Whitney U method.
RESULTS: A total of 76 patients with indication to start RRT were included: 61.8%
(n=47) initiated HD and 38.2% (n=29) were in CM. The reasons for CM decision were
deterioration of clinical condition (n=11), expected survival less than 6 months (n=8),
patient option (n=5) and cognitive impairment (n=5). Clinical characteristics are
presented in Table 1. The CMG was older [median, IQR: 88 (85.5-90.5) vs 80 (77.0 –
83.0), p < 0.001] and had a lower BMI [23.44 (21.08 - 25.08) vs 26.23 (23.26 – 29.20),
p=0.006]. Both groups did not differ significantly in terms of sex, CKD etiology,
comorbidity or frailty. A total of 66 patients died at the end of the study [CMG 100%
(n= 29) vs 78.7% HDG (n=37)]. The overall survival has higher on the HDG compared
to the CMG with a median survival rate of 503 days (Fig 1). One-year survival rate was
53.5% in HDG vs 24% CMG (p <0.001). The median (IQR) of number of
hospitalizations per patient was greater in the HDG [4 (1.5-6.5) vs 3 (0.5-5.5) CMG]. In
HDG 17% patients had at least one fall vs 3.4% in CMG. In both groups there was a
general deterioration associated to a higher CFS at one-year follow up (p=0.003 HD
group vs p=0.015 CMG).
CONCLUSION: In our study, hemodialysis was associated to improved survival in
older and frailer stage 5 CKD patients compared to CM. However, this group had more
hospitalizations, falls and poor functional status. These outcomes have a crucial impact
on quality of life in this population and should be consider at the time of treatment
decision. One of the limitations of our study was small sample size in both groups. In

the future, we consider that is important to perform multicenter studies focused on
patients-outcomes. We also think that it’s important to understand the patient and
family perspective in terms of quality of life and symptom burden associated to each
treatment option.

MO815 Figure 1: Kaplain Meyer curves comparing CM group vs HD group
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