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The role of diuretics in the management of hemodialysis (HD) patients has not been clearly defined, and guidelines for their use in patients with
end-stage renal disease (ESRD) do not exist. Use of diuretics was shown to increase urine volume and sodium and potassium excretion in
patients on continuous ambulatory peritoneal dialysis therapy. Management of volume status with may reduce the risk of fluid overload and
minimize episodes of hypotension during dialysis. In addition, improved overall fluid balance could slow the development of cardiovascular
disease and minimize complications of existing cardiovascular disease. The larger urine volume that accompanies diuretic use in both continuous
ambulatory peritoneal dialysis and HD patients may allow for a more liberal fluid intake and perhaps allow for a more liberal diet, thus
facilitating improved nutrition.
Diuretic  use was investigated in 16,420 hemodialysis patients  from the Dialysis Outcomes and Practice Patterns Study, a prospective observation
of hemodialysis patients  selected from nationally representative facilities on 3 continents. Logistic regressions were  used to investigate
associations between diuretic use and patient characteristics. Outcomes of interdialytic weight gain ,increased serum potassium and phosphorus
levels, and odds of RRF  after 1 year were investigated. Cox regression was used to analyze the association between  mortality and diuretic use.
Facility diuretic use varied substantially from 0% to 83.9% of patients. Diuretic use decreased sharply after the start of dialysis therapy. Loop
diuretic use ranged from 9.2% in the united states to 21.3% in Europe. Where use within 90 days of starting dialysis therapy ranged from 25.0%
in the United States to 47.6% in Japan. Diuretic use was associated with lower interdialytic weight gain and lower odds of hyperkalemia
(potassium>6.0mmol/L). Patients with RRF on diuretic therapy had almost twice the odds of detaining RRF after 1 year in the study versus
patients not on diuretic therapy. Patients administered  diuretic had a 7% lower all-cause mortality risk (p=0.12) and 14% lower cardiac-specific
risk (p=0.03) versus patients not administered diuretics.
Variation exists in facility practices of  diuretic use. In patients with RRF, there may be benefit associated with continuing diuretic use rather
than automatically discounting diuretic therapy at dialysis initiation.
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The  prevalence of erectile dysfunction (ED) has increased dramatically worldwide in parallel with the aging of the population. In
1995, ED was estimated to be present in more than 150 million men. Considering population aging in Western Countries, estimates
predict that more than 300 million men will be affected by ED by the year 2025. ED is a common and often distressing side effect
of renal failure. It is present 30% of patients with chronic renal failure and in 50% of  patients undergoing dialysis treatment. Uremic
men of different ages report a high  variety of sexual problems including sexual hormonal pattern alterations, reduced or loss of
libido, infertility, and impotence, thereby influencing their well-being. The release of sildenafil citrate, the relationship between ED
and the presence of  cardiovascular disease (CVD)  has been evaluated in several studies. Many of the risk factors for Ed are the
same as those for cardiac disease. CVD and ED are closely interrelated disease processes. Indeed, ED can be considered a symptom
of vascular endothelial damage. Therefore, it can be excepted that impotence will appear along with CVD, and the presence of  ED
suggests the existence of CVD. An accurate evaluation of sexual histories of all men who present to internists, cardiologists, and
also nephrologists for early detection of ED may allow for early diagnosis and management of CVD.
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