
serum Na levels tended to be the lowest around the 7th day after onset (Fig. 2).
CONCLUSION: Hyponatremia in COVID-19 may occur secondarily, and a condition
called “COVID-19-induced hyponatremia” might exist.
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BACKGROUND AND AIMS: COVID-19 infection is responsible for respiratory
infection with variable clinical expression from its asymptomatic form to severe
pneumonia associated with acute respiratory distress syndrome and death. Risk factors
related to higher mortality are age over 65 years, cardiovascular, pulmonary and kidney
disease, hypertension, and diabetes. There is limited scientific literature on COVID-19
infection and previous kidney disease, specifically in patients with glomerular and
tubular kidney disease. The aim of this study was to determine general characteristics,
analytical parameters and clinical evolution of patients with kidney disease who have
undergone kidney biopsy and who presented infection or high suspicion of infection by
COVID-19. Identify mortality and associated risk factors.
METHOD: we studied patients with high clinical suspicion of infection or confirmed
infection by COVID-19 from March 2020 to May 15, 2020 of all patients who
underwent percutaneous renal biopsy at the Vall d’Hebron Hospital between January
2013 and December 2019.
RESULTS: 39 of the 553 patients have been diagnosed with COVID-19 infection since
March 2020. The average age was 63615 years and 48.7% were male. Hypertension
was present in 79.5% of patients, chronic kidney disease without renal replacement
therapy in 76.9%, and cardiovascular disease in 64.1%. Nasopharyngeal swab was
performed in 26 patients; older patients (p=0.01), patients with hypertension
(p=0.005), immunosuppression (p=0.01), use of RAS-blocking drugs (p=0.04) and
gastrointestinal symptoms (p=0.02) were more likely to be tested for COVID-19. 22
patients required hospitalization and 15.4% died. In the bivariate analysis, mortality
was associated with older age (p=0.03), cardiovascular disease (p=0.05), chronic
obstructive pulmonary disease (COPD) (p=0.05) and low hemoglobin levels (p=0.006).
Adjusted Cox regression showed that low hemoglobin levels (10.1261.89g/dL) at
admission had 1.81 greater risk of mortality [1.04-3.13; p=0.04].
CONCLUSION: Patients with COVID-19 infection and kidney disease confirmed by
kidney biopsy presented mortality of 15.4%. Swab test for COVID-19 was more likely
to be performed in older, hypertensive, use of RAS-blocking drugs, immunosuppressed
patients and those with gastrointestinal symptoms. Low hemoglobin is a risk factor for
mortality.
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BACKGROUND AND AIMS: Frailty is a measure of physiological reserve and the
ability to respond to physiological stress. Increasing frailty predicts adverse health
outcomes in patients with end stage renal disease (ESRD) Despite this, frailty is not
routinely measured in clinical practice where clinician perception of frailty is used to
inform decision making.
The Clinical Frailty Scale (CFS) is a clinical judgement-based score that is a useful
screening tool for frailty. Increasing frailty measured by CFS is predictive of adverse
outcomes in patients with advanced chronic kidney disease (CKD) including falls,
worsening disability, care home admissions, hospitalizations and ultimately mortality.
It has been widely used in the assessment of patients with COVID-19 to help inform
decisions regarding ceiling of care.
This study aimed to assess the correlation between clinician perception of frailty and
frailty as measured using the CFS.
METHOD: Frailty was assessed for all patients undergoing in centre hospital
haemodialysis (n=53) in a single dialysis unit in Northern Ireland. A CFS score was
calculated for all patients by a clinician who routinely uses the CFS in clinical practice.
Patients with a score of 1-3 were classified as not frail, 4-5 as intermediately frail and 6-
9 as frail.
Nephrologists received basic education about frailty. They were then asked to
categorize their patients as non-frail, intermediately frail or frail.
The relationship between measured and perceived frailty was assessed using percent
agreement. Participant characteristics of frail patients who were misclassified as
intermediately frail or non-frail by clinicians were compared to those patients correctly
classified as non-frail by clinicians. Fisher’s exact test was employed for categorical

variables and t-tests were employed for pseudo normally distributed continuous
variables.
RESULTS: Of the 53 participants, the median age was 59 years (26-89). 41.5% were
women. The median time on dialysis was 1.6 years.
According to the CFS, 6 patients were categorised as non-frail, 30 patients as
intermediately frail and 17 as frail.
Among frail participants, 41% were correctly perceived as frail by their nephrologist.
Among non-frail participants, 100% were correctly perceived as non-frail by their
nephrologist.
Among those who were frail according to the CFS, those misclassified as intermediately
frail or non-frail, were younger (median age of those misclassified 49 years vs 62 years
of those not mis-classified, P=0.03) but did not differ by sex (P=1), time on dialysis
(P=0.39), presence of diabetes (P=0.30) or presence of vascular disease (P=1).
CONCLUSION: In this study of adult patients undergoing chronic haemodialysis,
perceived frailty correlated with measured frailty using the CFS less than 50% of the
time. This suggests that clinical perception is not an accurate surrogate for frailty status
in this population group. Additionally, this study suggests that younger patients with
ESRD are less likely to be correctly perceived as frail. Such misclassification could
influence clinical decisions for treatment, including candidacy for kidney
transplantation.
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BACKGROUND AND AIMS: The optimal use of immune and target therapies, the
optimal use of standard chemotherapy (CT) is of paramount importance, especially for
patients affected by chronic kidney disease (CKD) who require dose adjustment
according to the glomerular filtration rate (GFR) to avoid acute kidney injury (AKI)
establishment. Immune checkpoint inhibitors (ICIs) and platinum-based
chemotherapy (CT) are options for the palliative treatment of metastatic non-small cell
lung cancer (NSCLC). Recently, CT in combination with immune-checkpoint
inhibitors has become the treatment of choice for this setting of patients. Therefore, it
is fundamental to investigate the potential nephrotoxic effects of both treatments and
their potential additive effects on renal function.
Aim of our study was to compare the nephrotoxic effect of both ICIs and CT (cisplatin
and carboplatin-based) in a consecutive cohort of patients affected by metastatic
NSCLC.
METHOD: A consecutive cohort of 126 patients treated in first-line for NSLCL was
enrolled in a single tertiary Hospital between 2018 and 2020. Inclusion criteria were:
age (> 18 years old), eGFR (> 15 ml/min/1.73), histological diagnosis of metastatic
NSCLC. Each patient underwent immunotherapy or CT according to clinical
conditions, comorbidities and programmed death ligand 1 (PD-L1) expression status.
eGFR (using CKD-EPI formula 2009) was detected at baseline and after each cycle of
immunotherapy or CT (using cisplatin or carboplatin) in order to determine the
correct renal status using the K-DIGO 2012 guidelines for AKI stages and CKD classes.
Pts were subdivided into CKD categories G according to their eGFR values before and
after the treatment. AKI onset was evaluated by rise in creatine levels according to K-
DIGO criteria. Clinical stage according to cTNM (AJCC TNM system-2019) was
collected at baseline before the first treatment. Comorbidities (e.g., diabetes, blood
hypertension, overweight and obesity) were also included. Comparison between
numerical variables was performed using linear regressions; between groups using
Kruskal-Wallis rank sum test for numerical variables and Pearson’s Chi square test for
categorical variables. Log rank test was used to test differences between groups in terms
of AKI onset during the therapy.
RESULTS: Clinical and pathological characteristics are reported in table 1. From the
analysis, no significative differences were detected between Immunotherapy and CT
group for age, gender, basal serum creatinine, basal eGFR, basal BMI, diagnosis of
diabetes, hypertension, basal CKD G group or overall AKI onset. Treatment cycles
were significantly different between the two groups (p<0.001) with a short median
number of cycles for the CT group. No significative difference in terms of decay of
eGFR calculated as final-basal values was detected (p=0.8). AKI onset over cycles was
significantly different between the two groups (p=0.02), observing a higher risk of
developing earlier AKI for CT group (cisplatin or carboplatin) (13,9%) with respect to
immunotherapy (7,4%) (figure 1 and 2).
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