must meet the aims (specific, measurable,
achievable, result-oriented).

Dr Negri summarises by attributing the
fact that they are unachievable due to the
unavailability of drugs such as oral
paricalcitol, sevelamer carbonate and
lanthanum carbonate for their use in pre-
dialysis. This is a simplification of the
reasons that I presented, of which there
are various, although I still continue to
consider this reason as highly important
(it is an opinion).

I agree with Dr Negri that the study by
Block et al® is disturbing. The
methodological criticisms for this are
obvious and numerous.* This is not the
place to analyse it in detail. However, I
believe that it is having excessive impact
due to the fact that it has been published
in one of the most prestigious journals in
our specialty and because it has been

signed by authors with great scientific
backgrounds. We should wait for more
solid evidence, without neglecting the
best evidence available.
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B) BRIEF PAPERS ON RESEARCH AND CLINICAL EXPERIMENTS

Treatment with
megestrol acetate
increases muscle mass
in uraemic patients
Nefrologia 2013;33(3):425-6
doi:10.3265/Nefrologia.pre2013.Feb.11819

To the Editor:

Megestrol acetate is an appetite stimu-
lant used in the treatment of uraemic
patients’ anorexia. When administered
in appropriate doses, it achieves an in-
crease in weight and the improvement
of other nutritional parameters without
significant side effects."

The body compartment responsible for
weight gain induced by megestrol ac-
etate is a subject of controversy. Very
few studies have examined this issue
and the results are conflicting. While
the work by Golebiewska et al. ob-
served a tendency to retain hydros-
aline,? other authors observed increased
fat mass** and increased fat free mass.’

Nefrologia 2013;33(3):424-42

We had the opportunity to analyse
body composition with electrical
bioimpedance techniques in 9 patients
who experienced significant weight
gain after treatment with megestrol ac-
etate.

Our patients are 4 males and 5 females,
between 40 and 80 years of age. None
had residual renal function and they
were treated with three weekly sessions
of haemodialysis. All received a daily
dose of 160mg megestrol acetate.

The baseline electrical bioimpedance
analysis was performed immediately
before the start of treatment with mege-
strol acetate and it was repeated before
withdrawal of the treatment when the
patients were considered to have over-
come a state of malnutrition and expe-
rienced a significant increase in
weight. We used a single frequency
bioimpedance model with the standard
tetrapolar technique (EFG ElectroFlu-
idGraph analyzer, Akern SRL, Flo-
rence, Italy). Bioimpedance studies

were performed after the haemodialy-
sis session, following a five minute rest
period in the supine position, using a
current of 300 microA a 50kHz.

The duration of treatment with mege-
strol acetate ranged between 2 and 12
months (6.5+3.8, mean + standard devi-
ation). The dose of dialysis did not
change during this time period (Daurgi-
das unicompartmental Kt/V: baseline
1.48 end 1.50). After the treatment, pa-
tients experienced an increase in weight
which varied between 2 and 9kg associ-
ated with an increase in the protein cata-
bolic rate (1.25 compared with
0.97g/kg/day, P<.05) , albumin concen-
tration (3.9 compared with 3.50g/dl,
P<.05), serum creatinine (10.1 com-
pared with 8.34mg/dl, P<.05) and urea
(198 compared with 175mg/dl, P<.05),
without there being variations in the
concentration of phosphorus (4.9 com-
pared with 4.8mg/dl) and the dialysis
dose (Daurgidas spKt/V 1.47 compared
with 1.49). Table 1 shows the body com-
position data provided by the bioimped-
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ance analysis before and after treatment
with megestrol acetate.

Treatment with megestrol acetate leads
to a better distribution of total body wa-
ter with increased intracellular water
component. Increased intracellular wa-
ter is consistent with the increase ob-
served in total cell mass. There was an
increase in muscle mass and a small in-
crease, not statistically significant, in
fat mass. This increase in muscle mass
would explain the increase in creatinine
concentration observed in our patients.

Our results correspond to those of a
study performed on a group of patients
selected due to having experienced a
significant weight increase after the
administration of megestrol acetate.
We can conclude that in this group of
patients the increase in weight is not
due to hydrosaline retention but rather,
it is produced at the expense of an in-
crease in lean mass, both of the cellu-
lar and muscular component. This
finding is very significant if we take
into account the association described
between the increase in muscle mass
and the better survival rate of the
uraemic patient.®
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Table 1. Analysis of body composition
megestrol acetate.

by BIA before and after treatment with

Baseline data Post-treatment data P
Dry weight (kg) 56.7+11.2 61.7+13.7 P=0.009
Total body water () 33.8+10.4 35.6+9.9 P=0.356
(% of body weight) (57.9+8.8) (57.7+5.9)
Intracellular volume 49.9+5 56.5+5 P=0.01
(% total body water)
Extracellular volume 50+5.6 44.9+4.8 P=0.01
(% total body water)
Total cell mass (kg) 21.3+6.1 25+7.5 P=0.025
Fat mass (kg) 14.7£7.7 15.5£6.1 P=0.771
Muscle mass (kg) 26.7+7.6 30.8+8.9 P=0.033

426

Milagros Fernandez-Lucas, Sandra Elias,
Gloria Ruiz-Roso, Martha Diaz,

José L. Teruel-Briones, Carlos Quereda
Servicio de Nefrologia.

Hospital Universitario Ramoén y Cajal. Madrid.
(Spain).

Correspondence:

Milagros Fernandez Lucas

Servicio de Nefrologia.

Hospital Universitario Ramoén y Cajal,

Ctra. Colmenar Km 9,100. 28034 Madrid.
(Spain).

mfernandez.hrc@salud.madrid.org

Effectiveness

of haemodiafiltration
with ultrafiltrate
regeneration in renal
failure due to multiple
myeloma

Nefrologia 2013;33(3):426-8

doi:10.3265/Nefrologia.pre2013.Feb. 11892

To the Editor:

Multiple myeloma (MM) is a clon-
al proliferation of plasma cells that
leads to excessive production of a
certain type of immunoglobulin or
a fraction thereof. In 12-20% of
patients, acute renal failure (ARF)
occurs, mainly due to cast
nephropathy (myeloma kidney)
due to tubular damage. Survival
depends on the recovery of renal
function.

We present the case of a 63-year-old
female, without relevant medical his-
tory, who was admitted with ARF sec-
ondary to MM (kappa light chain cast
[LCC]) and remains dependent on re-
nal replacement therapy (RRT) from
diagnosis. Online haemodiafiltration
was performed four times a week, in
sessions lasting 240 minutes, main-
taining residual diuresis (RD: 1000
cc/24 h) and serum creatinine levels
around 5Smg/dl.

The aim of MM treatment is to re-
duce the production of LCC with

Nefrologia 2013;33(3):424-42



