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Mortality attributable to chronic Kidney disease:

a cohort study based on the ltalian PIRP registry
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OBJECTIVES METHODS

Patients with chronic kidney disease Patients who entered the Prevention of Progressive Renal Insufficiency (PIRP)
(CKD) experience poorer outcomes project between 2006 and 2011 were followed up for at least one year until 2012 or
compared with the general population. death. The PIRP registry collects clinical data on CKD patients living in Emilia-
However, mortality attributable to a Rom.agna, a.Nc.)r.th Egstern italian region with at?out 4.3 million |qhabltants, who
specific disease is often estimated from received an |qd|V|duaI|zed pharmacological and dietary treatment aimed to reduce
cause of death recordings, that may be CKD progression.
iIncomplete or Inaccurate. Relative Relative survival is the ratio of patients’ observed survival to the general population
survival (RS) Is a method that allows to expected survival, obtained from a matched population life table. ISTAT mortality
address these difficulties by estimating tables of the Emilia-Romagna region were used to match CKD patients with the
attributable mortality without relying on general population by calendar year, gender and age for the years 2006-2011.
the recorded causes of death.! It Estimates of excess mortality were then modeled using multiple flexible parametric
provides an estimate of the excess survival analysis.* Analyses were carried out on the subset of eligible patients who
mortality (EM) attributable to CKD. While had complete data at baseline on all the predictors of interest. Missing data at
relative survival Is the standard method baseline were replaced with data from the first available follow-up visit within 6
InN cancer studies and epidemiological months, If any. Exclusion criteria were: age less than 18 years, rare types of
findings are available for Kkidney nephropathy (myeloma or amyloidosis, transplant-related |IRC, Inherited |IRC,
transplant? and dialysis data,® evidence congenital malformative IRC), wrong data on clinical variables or on event dates.
on mortality attributable to CKD using Dialysis was used as a time-varying covariate to adjust for the timing of entry into
relative survival is still lacking. dialysis for patients who underwent this procedure.
RELATIVE SURVIVAL ON MULTIPLE FLEXIBLE SURVIVAL ANALYSIS RESULTS
SUBGROUPS OF CKD PATIENTS ON EXCESS MORTALITY
Cardiovascular comorbidities Covariates L T The study population consisted of 12,293 subjects meeting
= T T AGEatbaseline (ref. 70-79) the time-window inclusion criteria and 12,074 with no
. <50 0.148 0.082 -343 0.001 0049 0441 . . . . .
g 080 50-59 0370 0.118 312 0002 0.198 0.690 exclusion criteria. Patients with complete data were 2,179
= 0.70 60-69 0.567 0.116 -2.77 0.006 0380 0.847 . _ . .
2 060 e 1484 0270 247 0030 103 2119 (18.1% of those eligible). The relative survival estimate at 7
£ 0 <185 3517 1210  3.66 <0.001 1792 6902 years was 0.712, indicating a 28.8% mortality Iincrease
° 25-29.99 0.636 0.111 -2.59 0.010 0.452 0.896 _ _ _ , ,
: e bR 0772 0151129 01% 0522 1142 attributable to CKD disease. Patients without previous CV
: e oGV comorbidiies 12 0000 0.007 -0.02 0981 0.000. events had a 7-year survival comparable to that of the
[P 3b 3598 2394 192 0.054 0977 13.258 : , :
vl L . 1 3666 2418 197 0049 1006 13.352 matched population’s survival, but almost double compared
5 7.449 5.043 297 0003 1.9/6 28.080 . . . . . .
Vears offolow-uf NEPHROPATHY (ref. Glomerulonephritis) with patients with CV diseases (RS=0.516); patients in stage
GFR at baseline O rermive 1012 0 DART D08 2980 5 survival was very low (RS=0.439), like malnourished
:;IZZ'\‘\\"\:'*T‘ veeneshit 1104 053 om0 o oss 2s5 | patients; diabetic CKD was the nephropathy with the lowest
\\ e b S% o o 3% survival. Multivariate analysis showed that dialysis treatment
P e 010 0193 007 0947 0751 1359 reduced EM by 74.2%. An increased EM risk was associated
g o pirone | e oo oS 2 with: older age; BMI under 18.5; baseline GFR higher values;
: e e e ot aee oor ied A cardiovascular comorbidity; dlabete-_s, proteinuria, higher
E :ib phosphate 1.461 0.126 441 <0.001 1.235 1.730 phosphate Ievels and Iower hemOQIObfn
S T Type of nephropathy and gender were not significantly related
R to excess mortality.
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