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e GFR is generally estimated (eGFR) from serum creatinine in combination with

e The risk of chronic kidney disease (CKD) increases with both HIV other tactors (Table 1) Figure 1. Baseline Patient Characteristics and D:A:D Full and Short Risk Score Calculation, *Crude CKD Incidence represents the number of CKD cases observed for every 1,000 person-years of follow-up e Patient demographics and clinical characteristics were similar across all 3
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clinical practice and estimated glomerular filtration rate (eGFR) ' L s7Gsses) group appeared harmtul (OPERA IRR ranging from 4.2 to 6.4 vs. D:A:D IRR of
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KEY FINDING:

e Since differences in population characteristic can result in a differential
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Data Source incidence of CKD, we focused on incidence-independent metrics (IRR, alRR, Proportion of Patients (%) 0.1 0.2 03 0.6 13 2.6 5.1 102 205 410
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agents (tenofovir disoproxil fumarate, atazanavir, boosted LSRUASEELSSS:
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diagnosis (= Stage 3) +  Used to develop the D:A:D risk score - (Estimates creatinine)clearance instead of eGFR This research would not be possible without the generosity of the OPERA HIV caregivers and their
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. Short S : : * : - 0 : patients sharing their experiences. Additionally, we are grateful for the following individuals:
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Chronic Kidney Disease Epidemiology Collaboration (CKD-EPI), 2009 Continuous CKD Risk Score (Full Risk Score) Classitication), Rodney Mood (Site Support & Data Analyst)
e Baseline: First observed eGFR >60 ml/min/1.73 m? between 1/1/2002 eGFR = 141 x min(*%7,,1)* x max(°*?7,,1)"2% x 0.9934% x [1.018 if Female] x [1.159 if Black] Patients who devloped CKD, Median (IQR) 5 (3 to 10) 6 (110 12) 6 (1 to 10) 10 (5 - 13) NA * Modeling in the D:A:D derivation cohort was adjusted for baseline intravenous drug use, gender, hepatitis C coinfection, age,
aﬂd 1 2/3 1 /201 6 where SCr =serum creatinine in mg/dL, k = 0.7 for females and 0.9 for males, a is -0.329 for females and -0.411 for males, min indicates the minimum g ' nadir CD4 count, eGFR, hypertension, prior CVD and diabetes. Models in all other cohorts were not further adjusted. S U P PO RT
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