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Abstract

QUESTION UNDER STUDY: Cardiac resynchronisation
therapy (CRT) with defibrillator back-up (CRT-D) is
widely used in selected patients with moderate/severe heart
failure. Renal failure is common in these patients. Data on
the impact of CRT on renal function are controversial and
limited by short follow-up. The aim of this study was to
describe changes in glomerular filtration rate (GFR) from
baseline compared with 1 and 2 years after CRT implanta-
tion.
METHODS: A total of 284 CRT-D patients with creatinine
levels at baseline and after 1 year were identified in two
prospective registries. In 149 patients, levels after 2 years
were available. GFR in ml/min/1.73 m2 was estimated with
the Modification Diet in Renal Disease equation and pa-
tients stratified into GFR stages 1 to 4.
RESULTS: The population was predominantly male
(75%), mean (± standard deviation) age was 61 ± 7 years
and ejection fraction 24% ± 8 %. GFR was 63 ± 24 ml/min/
1.73 m2 at implantation and 60 ± 24 ml/min/1.73 m2 after
1 year (p = 0.26). At the 2-year follow-up, GFR had de-
creased from 60 ± 21 to 56 ± 21 ml/min/1.73 m2 (p = 0.04).
Mean GFR decreased in stages 1 and 2, remained stable
in stage 3 and improved in stage 4 patients. After 2 years,
GFR had decreased ≥10 ml/min/1.73 m2 in 42%, but im-
proved in only 15% (p = 0.04).
CONCLUSIONS: Overall, mean GFR in CRT-D patients
decreases at 1 and 2 years after implantation, depending
in part on the initial degree of renal function. However,
the chance of further substantial deterioration (≥10 ml/min/
1.73 m2) is considerable.
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Introduction

In selected patients with drug refractory heart failure, car-
diac resynchronisation therapy (CRT) without or with a de-
fibrillator (CRT-D) has been shown to reduce both mortal-
ity and morbidity [1–4] and is now a recommended thera-

peutic option for patients with moderate to severe heart
failure and wide QRS complex [5]. Renal failure is a com-
mon co-morbidity in heart failure patients [6–8] and has
also been recognised as an independent risk factor for mor-
bidity and mortality in these patients [9, 10]. Renal failure
is also common in CRT patients [3, 11] where it has been
shown to be an independent predictor of mortality [10].
Decreased cardiac output and venous congestion as meas-
ured by right heart catheterisation have been proposed as
possible pathophysiological mechanisms [12]. Advancing
renal failure has been shown to be associated with a widen-
ing of the QRS complex [6]. As CRT reduces forward fail-
ure and improves cardiac output, it might also lead to an
improvement in renal function. Current data are controver-
sial and limited by a short follow-up [11, 13]. Therefore,
the aims of this study were: a) to determine changes in ren-
al function over a period of at least one year after implant-
ation, if possible after two years and b) to assess this in dif-
ferent stages of renal failure.

Methods

The patients of the present study stemmed from the pro-
spective ICD registries of the Cardiology departments of
the University of Basel Hospital, Switzerland and of
Erasmus MC in Rotterdam, the Netherlands. The registry
in Basel was started on the 1st of July 1999 and covers
a large part of North-Western Switzerland. The registry in
Rotterdam was started on the 1st of October 1998 and cov-
ers a large area around Rotterdam. They encompassed per
end of September 2009, 777 and 1574 patients respectively.
Out of these registries, all patients in whom a CRT-D was
implanted were identified. Patients were included in the
study if serum creatinine levels at baseline and at least after
one year were available. We excluded 18 patients who had
no creatinine level available at baseline and/or after 1 year
(13 and 5 patients). In a subset of patients, creatinine levels
after 2 years of follow-up were also available. The CRT-D
was implanted according to local practice in the two centres
with conscious sedation and mostly dual-coil/passive ICD
leads in Basel and single-coil/active ICD leads in Rotter-
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dam. All clinical diagnosis (e.g., coronary artery disease or
diabetes) were taken from the patient chart.
GFR was estimated via an internet based calculator [14] us-
ing the abbreviated Modification of Diet in Renal Disease
(MDRD) equation [15]. This model was used for its simpli-
city and wide availability, even though it might overestim-
ate renal function [16]. The creatinine levels used for calcu-
lation were always the last ones determined before CRT-D
implantation (usually the day before) and never taken after
the procedure, as contrast agents used for coronary sinus
venography may have an immediate impact on renal func-
tion. Patients were then stratified into one of 4 GFR stages
[17]: Chronic kidney disease (CKD) stage 1 with a normal
kidney function (i.e., a GFR ≥90 ml/min/1.73 m2); CKD
stage 2 with a mild decrease in kidney function (i.e., a GFR
from 60–89 ml/min/1.73 m2); CKD stage 3 with a moder-
ate decrease in kidney function (i.e., a GFR from 30–59 ml/
min/1.73 m2) and CKD stage 4 with a severe decrease in
kidney function (i.e., a GFR <30 ml/min/1.73 m2). In or-
der to differentiate between clinically important changes in
GFR and mere incidental changes in stages (i.e., a decrease
from 61 to 59 ml/min/1.73 m2 is a change in stage based
on the definition, but obviously not clinically relevant), we
empirically defined a change of ≥ ± 10 ml/min/1.73 m2

as “relevant” and determined these changes as well. Mul-
tivariate analyses were performed to determine predictors
for a “relevant” improvement or impairment of GFR as
defined above. Creatinine levels used for the follow-up de-
termination of GFR were those closest to the time point one
and two years after CRT implantation.

Statistics
Continuous data are expressed as mean values (± one
standard deviation [SD]). The chi-square test or Fisher’s

test were used to compare categorical data. Comparisons of
all continuous variables were calculated using an unpaired
two-sided student’s t-test. Univariate and multivariate ana-
lysis with logistic regression were used to examine the
association between baseline clinical characteristics and
changes in GFR during follow-up. Characteristics entered
in the multivariate analysis included NYHA class, LV-ejec-
tion fraction, QRS width, hypertension, diabetes, diurectics
use, ACE/ARB use and CKD stage 3 or 4. Analyses were
done using SPSS version 16.

Results

The study cohort consisted of 284 patients (165 from Rot-
terdam, 119 from Basel). The population was predomin-
antly male (75%) with a mean age of 61 years (SD 7; range
12–82). Ischaemic and non-ischaemic cardiomyopathy
were almost equally distributed, mean LVEF was 24 % (SD
8). Heart failure drug therapy was on an optimal level with
virtually all patients taking ACE-inhibitors or angiotensin
receptor antagonists. The CRT-D was implanted for
primary prevention in 76% of cases. Baseline characterist-
ics are shown in table 1.
GFR values were available in all 284 patients at baseline
and after 1 year of follow-up, and in 149 (52%) patients
after 2 years of follow-up. GFR at baseline was 62.8 ± 24.3
ml/min/1.73 m2 and 60.3 ± 23.6 ml/min/1.73 m2 after one
year (p = 0.26). In the 149 patients with 2 years of follow-
up GFR decreased from 59.7 ± 21.4 ml/min/1.73 m2 to
55.5±21.5 ml/min/1.73 m2 (p = 0.004).
At baseline, moderate to severe impairment in renal func-
tion (i.e. CKD stage 3 or 4) was present in 50% (143/284)
of the patients. This percentage had not changed after 1
year (150/284; 52.8%) or after 2 years (83/149; 55.7%).

Table 1: Baseline characteristics of the 284 patients.

Overall cohort Basel cohort Rotterdam cohort p-value
Age 61 years (SD 7) 63 years (SD 10) 59 years (SD 12) 0.005

Male gender 214 (75%) 101 (85%) 113 (68%) 0.002

ICD indication

Primary prevention 215 (76%) 88 (74%) 127 (77%) 0.58

Ischaemic cardiomyopathy 131 (46%) 51 (43%) 80 (48%) 0.40

With CABG * 67 (51%) 27 (53%) 42 (52%) 1.00

Ejection fraction (n = 254) 24% (SD 8%) 24% (SD 7%) 24% (SD 7%) 0.63

NYHA class 2.75 (SD 0.49) 2.76 (SD 0.53) 2.73 (SD 0.46) 0.60

II 79 (28%) 34 (29%) 45 (27%)

III 198 (70%) 79 (66%) 119 (72%)

IV 7 (2%) 6 (5%) 1 (1%)

Sinus rhythm 207 (73%) 106 (89%) 101 (61%) 0.0001

Hypertension 119 (42%) 73 (61%) 46 (28%) 0.0001

Diabetes 77 (27%) 30 (25%) 47 (28%) 0.6

QRS width 164 ms (SD 27 ms) 161 ms (SD 31 ms) 167 ms (SD 30 ms) 0.14

Drug therapy at inclusion

ACE inhibitors/ARBs 273 (96%) 115 (97% 158 (96%) 0.77

Diuretics 249 (88%) 109 (92%) 140 (85%) 0.1

Beta-blockers 222 (78%) 96 (81%) 126 (76%) 0.47

Amiodarone 74 (26%) 33 (28%) 40 (24%) 0.58

CKD † stage 1 46 (16%) 21 (18%) 25 (15%)

CKD stage 2 95 (33%) 38 (32%) 57 (34%)

CKD stage 3 124 (44%) 52 (44%) 72 (44%)

CKD stage 4 19 (7%) 8 (7%) 11 (7%)

* Coronary artery bypass graft; † Chronic kidney disease
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Mean GFR of patients in CKD stages 1 and 2 (i.e., those
with a normal or near-normal renal function) decreased, re-
mained stable in stage 3 and improved in stage 4, especially
after a follow-up of 2 years (for details see table 2).
Changes in GFR of ≥10 ml/min/1.73 m2 were observed
in 134/284 patients after 1 year (decrease in GFR of ≥10
ml/min/1.73 m2 in 30%, increase of ≥10 ml/min/1.73 m2

in 17%, p-p-valuevalue 0.19). After 2 years, GFR had de-
creased for ≥10 ml/min/1.73 m2 in 42%, and improved in
only 15% (p-value 0.04). Patients in CKD stages 3 and 4
increased their GFR for >10 ml/min/1.73 m2 more often
than those in stage 1 and 2 (p value 0.0001 after 1 and 2
years). However, because in CKD stages 3 and 4 a similar
rate of patients (20%–25%) exhibited an increase or a fur-
ther decrease of ≥10 ml/min/1.73 m2, respectively, the ef-
fect of CRT on renal function based on baseline GFR and/
or CKD stage is not predictable. Details of changes in the
different stages are shown in table 3.
During follow-up of 45 ± 9 months, 68 patients (24%) died.
There were differences in GFR both at baseline and after 1
and 2 years of follow-up between survivors and nonsurviv-
ors (56 ± 24 ml/min/1.73 m2 in dead vs 65 ± 24 ml/min/
1.73 m2 in surviving patients at baseline; 53 ± 24 ml/min/
1.73 m2 vs 62 ± 23 ml/min/1.73 m2 after 1 year; 43 ± 21
ml/min/1.73 m2 vs 59 ± 20 ml/min/1.73 m2 after 2 years
(p-values 0.008, 0.005 and 0.0001)). Mortality was 17% in
CKD stage 1, 15% in stage 2, 31% in stage 3 and 42% in

stage 4 (p-value 0.007), and 16% in GFR >60 ml/min/1.73
m2 or 32% in GFR <60 ml/min/1.73 m2. Mortality was sim-
ilar in patients with a decrease in GFR of >10 ml/min/1.73
m2 as compared to patients with improved or stable GFR
(29.4% vs 25.0% vs 20.5%). ICD therapies were delivered
in 107 patients (38%). There was no association between
ICD therapy and the different CKD stages (p-value 0.35).
In the univariate analysis, only age (OR per year 0.977
[CI 0.957–0.997] p-value 0.028) and CKD stage 3 and 4
(OR 0.338 [CI 0.123–0.930] p-value 0.036) were negative
predictors for an improvement of GFR >10 ml/min/1.73
m2 after 1 year. In the multivariate analysis only baseline
CKD stage 3 and 4 (OR 0.339 [CI 0.123–0.933] p-value
0.036) remained in the model. Considering an impairment
of GFR > 10 ml/min/1.73 m2 after 1 year, QRS width was
the only significant covariate in univariate analysis (OR per
ms 0.990 [CI 0.983-0.997] p-value 0.005).
In a separate analysis we compared the 77 patients (27%)
with diabetes to the 207 nondiabetic patients. Both at im-
plantation and after 1 year of follow-up, diabetic patients
were in a higher CKD stage (p-values 0.009 and 0.05, re-
spectively) and had lower mean GFR values, but exhibited
a similar decline in GFR (tables 4 and 5). The same shifts in
GFR as in nondiabetics were seen according to CKD stages
(1 – 10 ml, 2 – 8 ml, 3 – 1 ml, 4+ 10 ml). Due to the small
number (n = 38), no analysis was performed after 2 years.

Table 2: Changes of mean glomerular filtration rate (GFR) according to baseline CKD stage after 1 and 2 years.

n Baseline GFR GFR after 1 year p-value
Overall 284 62.8 ± 24.3 60.3 ± 23.6 0.26

Baseline CKD † stage 1 46 (16%) 101.9 ± 13.8 87.5 ± 23.2 0.0005

Baseline CKD stage 2 95 (33%) 73.0 ± 8.0 69.6 ± 14.6 0.04

Baseline CKD stage 1+2 141 (50%) 82.5 ± 17.0 75.5 ± 19.7 0.002

Baseline CKD stage 3 124 (44%) 46.6 ± 7.9 47.4 ± 15.8 0.62

Baseline CKD stage 4 19 (7%) 22.5 ± 5.0 31.8 ± 14.0 0.01

Baseline CKD stage 3+4 143 (50%) 43.4 ± 11.1 45.3 ± 16.4 0.25

Baseline GFR GFR after 2 years p-value
Overall 149 59.7 ± 21.4 55.5 ± 21.4 0.04

Baseline CKD stage 1 24 (16%) 99.5 ± 9.8 74.6 ± 20.1 0.0001

Baseline CKD stage 2 50 (33%) 73.6 ± 8.3 62.3 ± 19.2 0.0002

Baseline CKD stage 1+2 74 (50%) 82.0 ± 15.0 66.3 ± 20.3 0.0001

Baseline CKD stage 3 65 (44%) 47.4 ± 7.5 47.3 ± 16.6 1

Baseline CKD stage 4 10 (7%) 24.1 ± 4.3 29.6 ± 9.4 0.1

Baseline CKD stage 3+4 75 (50%) 44.3 ± 10.8 45.0 ± 17.0 0.78

† Chronic kidney disease

Table 3: Changes in glomerular filtration rate according to baseline CKD stage after 1 and 2 years.

n Increase in GFR ≥10 Decrease in GFR ≥10
After 1 year:
Overall 284 49 (17%) 85 (30%)

Baseline CKD † stage 1 46 3 (7%) 28 (61%)

Baseline CKD stage 2 95 14 (15%) 31 (33%)

Baseline CKD stage 3 124 25 (20%) 26 (21%)

Baseline CKD stage 4 19 7 (37%) 0 (0%)

After 2 years:
Overall 149 22 (15%) 63 (42%)

Baseline CKD stage 1 24 0 (0%) 21 (87%)

Baseline CKD stage 2 50 4 (8%) 24 (48%)

Baseline CKD stage 3 65 15 (23%) 18 (28%)

Baseline CKD stage 4 10 3 (30%) 0 (0%)

† Chronic kidney disease
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Discussion

Main findings of this study
At implantation, 50% of CRT patients had a moderate to
severe reduction in renal function. After 2 years, mean
GFR declined further. An impaired renal function conveys
a worse prognosis. While patients with a normal or mildly
reduced GFR exhibited a significant decrease in GFR dur-
ing mid-term follow-up, patients with severely impaired
GFR improved, but their mean GFR was still <30 ml/min/
1.73 m2.
In a contemporary heart failure population, 40%–50% of
patients present with a GFR of <60 ml, regardless of
whether they are seen in an outpatient setting [6], or wheth-
er they are implanted with an ICD [17] or a CRT-D [3, 10,
18, 19]. 5%–8% of patients had a GFR of <30 ml ml/min/
1.73 m2, often heading towards haemodialysis. In this set-
ting, it is important to know if CRT can affect this course as
it was shown that an ICD offers no benefit in patients with
severely impaired renal function [20].

Evolution of GFR over time
Current literature related to the evolution of GFR in CRT
patients is small and limited by a short follow-up period of
3 to 6 months [11, 13, 19, 21], methodological problems
[14], a main focus on mortality [22] or a vague definition of
CKD stages [20, 21]. In the present study, all 284 patients
had GFR estimations at 1 year follow-up and also almost
50% after 2 years. By combining the literature on short-
term follow-up [11, 18, 21, 22] with our data, we tried to
speculate on the evolution of GFR over a period of 2 years.
Mean GFR decreases slightly (0–2 ml) after 3 to 6 months
and this decrease continues after one and two years (–2.5
ml and –4 ml). However, there are major differences ac-
cording to baseline renal function. In patients with baseline
GFR >60 ml/min/1.73 m2, GFR decreases between 2 and
10 ml/min/1.73 m2 after 3 to 6 months and the decrease
continues further (–7 ml and ‒16 ml, respectively). In pa-
tients with baseline GFR <60 ml/min/1.73 m2, the opposite
effect is seen. GFR initially improves by 1–8 ml/min/1.73
m2, but goes back to baseline after 1 and 2 years. In patients
with GFR <30 ml/min/1.73 m2, the initial improvement of
3–8 ml/min/1.73 m2 is preserved after 1 and 2 years.
CKD stages are somehow arbitrary. We therefore intro-
duced an empirically chosen level of “change of ±10 ml/

min/1.73 m2” to overcome this. Our analysis demonstrated
that the higher the initial CKD stages were, the more pa-
tients showed an increase of >10 ml/min/1.73 m2 of GFR
after 1 and 2 years and the other way round. There was
a continuous rise of this percentage up to 37% in CKD
stage 4. This could be used as a strong argument in favour
of CRT use even in patients with poor renal function.
However, changes seem unpredictable. The analysis based
on individual patient’s GFR demonstrates that a similar rate
(20%–25%) show a substantial change in either direction.
Thus, a recommendation cannot be given to implant a CRT-
D in a patient with advanced renal failure in hope for sub-
stantial improvement of GFR nor to withhold it applying
the argument that renal function will further decrease and
the patient not draw benefit from the device. However, due
to the competing risk of severe renal failure [20], use of
a CRT-pacemaker instead of a CRT-defibrillator should be
discussed with such patients, as here the main goal in them
might be the reduction in morbidity (primarily less hospit-
alisations for heart failure) and not a reduction in mortality.

Response to CRT
As no standardised follow-up programme including serial
echocardiography was performed, we cannot correlate “re-
sponse” and GFR changes, which is a limitation of this
study. Data on such a correlation are scarce. In a small
study (85 patients, follow-up 3 months), patients who “re-
sponded” (i.e. a reduction of 10% in end-systolic volume
of the left ventricle (LVESV)) had a rise of GFR of mean
2 ml, whereas GFR dropped a mean of 13ml in “non-re-
sponders” [13]. A less pronounced difference was seen in
a subgroup of 133 patients published by van Bommel et al.
[21]. “Response” was defined as a reduction in LVESV of
>15%. After 6 months, GFR remained stable in “respon-
ders” (–0.6 ml), whereas it dropped in “nonresponders”
(–4.7 ml, p <0.05). The major limitation of both studies
is their very short follow-up, and no other long-term data
have been presented so far.

Explanations for the findings of this study and
limitations
It seems that in patients with advanced renal failure, some
improve GFR due to better organ perfusion, whereas in
others the damage is already fixed (i.e., significant inter-
stitial fibrosis, tubular atrophy and glomerulosclerosis) and
even with better perfusion no improvement is possible.

Table 4: Absolute values of glomerular filtration rate (GFR) in diabetic (n = 77) vs nondiabetic (n = 207) patients after 1 and 2 years; changes of GFR after 1 year in
diabetics according to baseline CKD stage.

Diabetic Nondiabetic p-value
GFR baseline 58 ± 25 65 ± 24 0.05

GFR at 1 year 55 ± 24 62 ± 23 0.04

GFR at 2 years 49 ± 21 58 ± 21 0.04

Table 5: p-values in diabetic patients 0.5 between baseline and 1 year, 0.06 between baseline and 2 years; in nondiabetic patients 0.3 between baseline and 1 year, 0.01
between baseline and 2 years.

n At baseline After 1 year p-value
Baseline CKD † stage 1 12 99.8 ± 8.6 89.6 ± 17.2 0.08

Baseline CKD stage 2 19 72.9 ± 7.7 65.0 ± 16.4 0.06

Baseline CKD stage 3 35 46.7 ± 8.5 45.6 ± 15.8 0.7

Baseline CKD stage 4 11 22.9 ± 5.0 33.4 ± 16.6 0.06

† Chronic kidney disease
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However, this explanation has the above-mentioned limit-
ation: that we have no data on individual “response”. The
decrease in kidney function within 2 years in CKD stage 1
and 2 patients might not be a sign of ongoing structural kid-
ney damage but be the result of a lower glomerular filtra-
tion pressure by rigorous antihypertensive treatment (e.g.,
ACE inhibitors, angiotensin receptor antagonists). Unfor-
tunately we have no information about whether dosages of
ACE inhibitors, angiotensin receptor antagonists or diuret-
ics were increased in these patients in particular. This is an-
other limitation of the study. In addition, no contemporary
data are available in the literature of a similar patient group
without CRT. Thus it might be that patients without CRT
experience a much larger change in renal function and that
CRT at least prevents severe impairment.

Conclusions

Half of CRT patients have impaired renal function at im-
plantation. Overall, mean GFR decreases significantly after
1 and 2 years. Changes are dependent on baseline CKD
stage. While patients with normal GFR at baseline show a
decrease in GFR, those with very poor GFR experience a
considerable improvement over time. However, evolution
of GFR on an individual basis cannot be predicted, mean-
ing that poor renal function alone should not be used as an
argument against CRT. Further research is necessary, with
an even longer follow-up period and a special focus on dif-
ferent definitions of response and its impact on renal func-
tion.

Funding / potential competing interests: For this survey no
funding has been raised. Lara Hitz, Mischa Kühne, Michael
Dickenmann: nothing to declare Beat Schaer: speaker’s bureau
for Medtronic Christian Sticherling: research support and
speaker’s bureau: Medtronic, Sorin, Biotronik, Boston Scientific
Luc Jordaens: research grant and speaker’s fee: Biotronik,
Boston Scientific, Medtronic, St. Jude Medical, Sorin Stefan
Osswald: research support by Medtronic, St. Jude Medical,
Biotronik, Boston Scientific Dominic Theuns: research grant:
Biotronik, St. Jude Medical
Authors’ contribution: BS and LH: Both authors contributed
equally to this paper.

Correspondence: Beat Schaer, MD, Department of Cardiology,

University Hospital, Petersgraben 4, CH-4031 Basel,

Switzerland, Bschaer[at]uhbs.ch

References

1 Cleland JCF, Daubert JC, Erdmann E, Freemantle N, Gras D, Kappen-
berger L, et al. Cardiac Resynchronization-Heart Failure (CARE-HF)
The effect of cardiac resynchronization on morbidity and mortality in
heart failure. N Engl J Med. 2005;352:1539–49.

2 Bristow MR, Saxon LA, Boehmer J, Krueger S, Kass DA, De Marco
T, et al. Comparison of Medical Therapy, Pacing and Defibrillation in
Heart Failure (COMPANION) Investigators Cardiac-resynchronization
therapy with or without an implantable defibrillator in advanced chron-
ic heart failure. N Engl J Med. 2004;350:2140–50.

3 Tang ASL, Wells GA, Talajic M, Arnold MO, Sheldon R, Connolly S, et
al. for the Resynchronization–Defibrillation for Ambulatory Heart Fail-
ure Trial (RAFT) Investigators Cardiac-Resynchronization therapy for
mild-to-moderate heart failure N Engl J Med. 2010;363:2385–95.

4 Moss AJ, Hall WJ, Cannom DS, Klein H, Brown MW, Daubert JP,
et al. for the MADIT-CRT Trial Investigators Cardiac-Resynchroniza-
tion Therapy for the Prevention of Heart-Failure Events N Engl J Med.
2009;361:1329–38.

5 Dickstein K, Vardas PE, Auricchio A, Daubert JC, Linde C, McMurray
J, et al. Committee for Practice Guidelines of the European 2010 Fo-
cused Update of ESC guidelines on device therapy in heart failure. An
update of the 2008 ESC guidelines for the diagnosis and treatment of
acute and chronic heart failure and the 2007 ESC guidelines for cardiac
and resynchronization therapy. Developed with the special contribution
of the Heart Failure Association and the European Heart Rhythm Asso-
ciation. Eur J Heart Fail. 2010;11:1143–53.

6 Heywood JT, Fonarow GC, Yancy CW, Albert NM, Curtis AB, Gattis
Stough W, et al. Influence of renal function on the use of guideline-
recommended therapies for patients with heart failure. Am J Cardiol.
2010;105:1140–6.

7 Schiffrin EL, Lipman ML, Mann JFE. Chronic kidney disease: effects
on the cardiovascular system. Circulation 2007;116:85–97.

8 DA Theuns, BA Schaer, OII Soliman, D Altmann, C Sticherling, ML
Geleijnse, et al. The prognosis of implantable defibrillator patients
treated with cardiac resynchronization therapy: comorbidity burden as
predictor of mortality. Europace 2011;13:62–9.

9 Hillege HL, Nitsch D, Pfeffer MA, Swedberg K, McMurray JJ, Yusuf S,
et al. Candesartan in Heart Failure: Assessment of Reduction in Mortal-
ity and Morbidity (CHARM) Investigators. Renal function as a predict-
or of outcome in a broad spectrum of patients with heart failure. Circu-
lation. 2006;113:671–8.

10 Goldenberg I, Moss AJ, McNitt S, Barsheshet A, Gray D, Andrews ML,
et al. Relation between renal function and response to cardiac resyn-
chronization therapy in Multicenter Automatic Defibrillator Implant-
ation Trial–Cardiac Resynchronization Therapy (MADIT-CRT). Heart
Rhythm. 2010;7:1777–82.

11 Boerrigter G, Costello-Boerrigter LC, Abraham WT, St. John Sutton
MG, Heublein DM, Kruger KM, et al. Cardiac resynchronization ther-
apy improves renal function in human heart failure with reduced glom-
erular filtration rate. J Card Fail. 2008;14:539–46.

12 Damman K, Navis G, Smilde TDJ, Voors AA, van der Bij W, van
Veldhuisen DJ, et al. Decreased cardiac output, venous congestion and
the association with renal impairment in patients with cardiac dysfunc-
tion. Eur J Heart Fail. 2007;9:872–8.

13 Fung JWH, Szeto CC, Chan JYS, Zhang Q, Chan HCK, Yip GWK,
et al. Prognostic value of renal function in patients with cardiac resyn-
chronization therapy. Int J Cardiol. 2007;122:10–6.

14 http://nephron.org/MDRD_GFR.cgi by Stephen Z. Fadem, M.D.,
FACP, FASN and Brian Rosenthal, last accessed 16th of November 2011

15 Levey AS, Bosch JP, Breyer Lewis J, Greene T, Rogers N, Roth D for
the Modification of Diet in Renal Disease Study Group A more accur-
ate method to estimate glomerular filtration rate from serum creatinine:
a new prediction equation. Modification of Diet in Renal Disease Study
Group. Ann Intern Med. 1999;130:461–70.

16 Frank M, Guarino-Gubler S, Burnier M, Maillard M, Keller F, Gabutti
L. Estimation of glomerular filtration rate in hospitalised patients: are
we overestimating renal function? Swiss Med Wkly.
201219;142:w13708. doi: 10.4414/smw.2012.13708.

17 K/DOQI clinical practice guidelines for chronic kidney disease: Evalu-
ation, classification, and stratification. Am J Kidney Dis.
2002;39:S1–S266.

18 Goldenberg I, Moss AJ, McNitt S, Zareba W, Andrews ML, Hall WJ,
et al. Relations among renal function, risk of sudden cardiac death,
and benefit of the implanted cardioverter defibrillator in patients with
ischemic left ventricular dysfunction. Am J Cardiol. 2006;98:485–90.

19 Adelstein EC, Shalaby A, Saba S Response to cardiac resynchronization
therapy in patients with heart failure and renal insufficiency. Pacing
Clin Electrophysiol. 2010;33:850–9.

20 Goldenberg I, Vyas AK, Hall WJ, Moss AJ, Wang H, He H, et al. for
the MADIT-II Investigators Risk stratification for primary implantation
of a cardioverter-defibrillator in patients with ischemic left ventricular
dysfunction. J Am Coll Cardiol. 2008;51:288–96.

21 Van Bommel RJ, Mollema SA, Borleffs CJ, Bertini M, Ypenburg C,
Marsan NA, et al. Impaired renal function is associated with echocardi-

Original article Swiss Med Wkly. 2013;143:w13863

Swiss Medical Weekly · PDF of the online version · www.smw.ch Page 5 of 6

mailto:Bschaer@uhbs.ch
http://nephron.org/MDRD_GFR.cgi


ographic nonresponse and poor prognosis after cardiac resynchroniza-
tion therapy. J Am Coll Cardiol. 2011;57:549–55.

22 Lin G, Gersh BJ, Greene EL, Redfield MM, Hayes DL, Brady PA. Ren-
al function and mortality following cardiac resynchronization therapy.
Eur Heart J. 2011;32:184–90.

Original article Swiss Med Wkly. 2013;143:w13863

Swiss Medical Weekly · PDF of the online version · www.smw.ch Page 6 of 6


	Changes in renal function over time in patients with cardiac resynchronisation therapy
	Abstract
	Introduction
	Methods
	Results
	Discussion
	Conclusions
	References


