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Relationship between Protein Energy Wasting and Prognosis in Maintenance Hemodialysis Patients. Wu Leiyun, Jia Qiang, Zhang
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Abstract Objective To explore the incidence of protein energy wasting ( PEW ) and the relationship between PEW and prognosis
in maintenance hemodialysis ( MHD ) patients. Methods Totally 125 stable MHD patients whose dialysis time more than 3 months in our
hospital were enrolled in the prospective study followed up 64 months. The MHD patients were divided into PEW group and non - PEW
group according to the International Society of Renal Nutrition and Metabolism ( ISRNM) criterion of PEW. The endpoint is all — cause
death. Kaplan — Meier analysis was used to evaluate the influence of PEW on MHD patientsall — cause mortality. COX regression analysis
was used to to assess the independent risk factors of all — cause mortality. Results A total of 32 patients died during the 64 — month fol-
low — up. The prevalence of PEW was 29.6% (37/125) in MHD patients. The all - cause mortality was significantly higher in PEW group
than that of non - PEW group(x* =18.299,P =0.000) . Kaplan — Meier survival curve indicated that the survival rate of non — PEW group
was higher than that of PEW group (x* =19.595, P =0.000). Multivariate COX regression analysis showed that PEW was the independ-
ent risk factor of all — cause death in MHD patients( HR =2.837,95% CI.1.109 -7.258,P =0.030). Conclusion  About 1/3 of MHD
patients are accompanied with PEW, which is an independent risk factor of all — cause death in MHD patients. According the PEW diag-
nostic criteria of ISRNM2008 , none of the component evaluation indexes were found to be independent risk factors for all — cause mortality
in MHD patients. Therefore, the nutritional status of MHD patients should be comprehensively evaluated.
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