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BACKGROUND

FIGURE 1
Inclusion of Persons in Analysis

Those included in analysis were predominately white (47.6%), male (74.0%) with a

TABLE 2 Multivariate Relationship Between

Immunosuppression Measures and CKD
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METHODS
+ D:A:D study participants without CKD and with >2 Cockcroft Gault (estimated
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There was a significant (p<0.0001) interaction between %FU CD4 count <200 and the
D:A:D CKD risk score. Those at the lowest estimated CKD risk had a significantly
higher CKD IR (>25% vs. 0%, 3.57 [2.23-5.70]) compared to those at the highest
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“Lower AIC indicates a better modellstronger predictor
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Poisson regression models were used to determine the relationship otcom  me ot autne st 210

between CKD and each measure of immunosuppression (in separate models) = Al T T
accounting for relevant confounders including demographics, viral hepatitis status, —_——— S
hypertension, diabetes, antiretroviral treatment (ART) and other HIV-related factors

* Akaike Information Criteria (AIC) was used to indicate which measures of
immunosuppression were better CKD predictors

» The strongest immunosuppression CKD predictor was tested for interactions
with the D:A:D CKD risk score, demographics, ART and HIV-related factors

RESULTS
+ Of the 33,144 persons included in analyses 1,588 developed CKD (incidence rate, IR,
7.2 [95%CIl 6.8-7.5])/1000 PYFU) during a median 7.2 years FU (IQR 5.0-8.9), Figure 1

Crude Incidence Rates of CKD per 1000 PYFU
By Measures of Inmunosuppression
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proportion of individuals with confirmed Black African ethnicity

CONCLUSIONS

The strongest association between CKD and immunosuppression was observed for the
relative duration of severe immunosuppression

Immunosuppression was of greatest relative importance as a CKD predictor in persons
at low estimated CKD risk, whereas more traditional renal risk factors dominated at
higher levels of CKD risk

On-going analyses are investigating the association between various measure of
HIV-viremia and CKD

These observations support aggressive ART to maintain or restore immune

function and thereby reduce the immunosuppression associated increased risk of CKD

+7 Age 50-60
+10Age>60  +1 Female +1 Prior CVD
+1 Hypertension +1 Nadir CD4 <200 +2 Diabetes.

- 6 Baseline eGFR>90 + 1 HCV-Ab pos
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