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Introduction and Aims

€ Accelerated loss of renal function is a common finding at later stages of chronic kidney disease (CKD). Many studies have alerted about the potential influence of common prescription medication on CKD
progression

€ Aims: to determine the rate of decline of renal function in advanced CKD, factors associated with faster progression, and the relative importance of common prescription medication in this renal outcome

Patients and Methods

€ Longitudinal observational study in a cohort of adult patients with CKD stage 4 and 5 not on dialysis (2000-2014), who had at least 3 consecutive measures of eGFR (MDRD-4) in a follow-up period greater than 3
months. Patients with recent AKI or in ongoing treatment for glomerular disease or vasculitis were excluded.

€ The rate of renal failure progression was assessed by the slope of the regression line of eGFR over time (days). Expressed as + ml/min/1,73 m?/year.

€ Outcome variables: slope eGFR (continuous variable), and faster progression (steeper than the mean slope value) (dummy variable).
€ Covariates: demographic, BMI, diabetes, comorbidity index (Davies), smoking, SBP and DBP, proteinuria (24 h collection, g/g creatinine). Prescription medication included as potential determinants: diuretics,

ACEi or ARB, dual blockade (ACEi+ARB or DRI), erythopoiesis stimulating agents (ESA), oral anticoagulants (OAC) (acenocumarol), xanthine-oxidase inhibitors (XOi) (allopurinol or febuxostat), proton-pump
inhibitors (PPI), vitamin D analogues (VDA) (calcitriol or paricalcitol), ACEi or ARB withdrawal (wd), fibrates withdrawal, and VDA withdrawal. All patients were treated for controlling hyperphosphatemia and

acidosis.

€ Statistical methods. Multiple lineal or logistic regression analysis. Johnson’s relative weights analysis was used to estimate the relative importance of each potential determinant in the best regression models,
and the results were expressed as percent contribution to multiple R
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Multiple linear regression and relative weights analysis for slope eGFR Multiple logistic regression for faster progression
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Conclusions

€ In addition to highly expected risk factors for CKD progression, common prescription medication (e.g. dual blockade, fibrates, vitamin D analogues, etc.)
are also significantly and independently associated with the rate of decline of renal function at later stages of CKD
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