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BACKGROUND/OBJECTIVE

Chronic kidney disease (CKD) affects 37 million individuals in the United States,
and 850 million people worldwide

By 2045, 784 million individuals worldwide will be affected by diabetes
>40% of patients with CKD have diabetic kidney disease (DKD)

KDIGO and the ADA recommend the use of guideline directed medical therapy
(GDMT; ACE inhibitors/ARB, SGLT2 inhibitors, GLP 1 receptor agonists) to
reduce the risk of kidney and cardiovascular disease in these patients

The current study aimed to identify predictors of persistent GDMT use,
according to prescribing rates for patients with diabetes and CKD

2020 KDIGO Kidney Int. 2020;98:S1-S115.
2022 KDIGO Kidney Int. 2022
Draznin B, et al. Diab Care 2022;45:S125-S43.




METHODS AND MATERIALS

Population

Data analysis

CURE-CKD Registry of >3.9 million adults and children with and/or at-risk for
CKD in Western US, 2006-2020

Adults 218 years with diabetes, CKD, and eGFR >15 mL/min/1.73 m2, 2015-
2020

Laboratory, demographics, prescription and administrative diagnostic data
At baseline period: from entry through 365 days

Followed up: until the last medication management associated encounter in
2019-2020

Multivariable, binary, logistic regression to identify predictors of persistent
GDMTs
Sensitivity analysis for subset of patients with UACR/UPCR data at baseline

Persistence of prescribing GDMTs for 290 cumulative days

Tuttle KR, et al. JAMA Netw Open. 2019;2(12); Norris KC, et al. BMC Nephrol. 2019;20(1):416.



CHARACTERISTICS OF PATIENTS WITH DIABETES AND CKD, N=39,158

Demographics at entry

Clinical characteristics at baseline

ollow, quarters, median (IQR)

6.9 (3.8-7.7)

Men

19,743 (50.4)

ypertension, n (%)

34,000 (86.8)

Women

19,415 (49.6)

eGFR, mL/min/1.73 m?

ace and ethnicity, n (%)

American Indian or Alaska Native

392 (0.9)

n (%)

39,158 (100.0)

Asian

3,210 (8.2)

mean, SD

2/.9,23.0

Black

2,266 (5.8)

Hispanic or Latino(a)

1,996 (4.1)

36,994 (94.5)

mean, SD

133, 17

Native Hawaiian or Pacific Islander

484 (1.2)

White

Other?

295,142 (64.2)
4,546 (11.6)

25,798 (65.9)

median (IQR)

6.9 (6.3-8.0)

Not Reported

1,962 (4.0)

ACR, mg/qg

Age, y, mean, SD

70, 14

n (%)

17,783 (45.4)

rimary health insurance, n (%)

median (IQR)

57.5(31.7-158.2)

Medicare

Medicaid

Commercial

Uninsured

22.169 (56.6)
2,455 (6.3)
9,313 (23.8)
4,041 (10.3)

PCR, g/g

n (%)

2,025 (5.2)

median (IQR)

0.5 (0.2-1.7)

Unknown




PRESCRIBED MEDICATIONS

Medications at baseline Guideline directed medical therapy persistence
n (%) n (%)

ACE inhibitor/ARB 27,690 (70.7) ACE inhibitor/ARB 15,806 (40.4)
SGLT2 inhibitor 2,228 (5.7) SGLT2 inhibitor 1,831 (4.7)

LP-1 receptor agonist 2,663 (6.8) LP-1 receptor agonist 2,477 (6.3)
A seoes 0

14,773 (37.7)

15,991 (40.8)




PREDICTORS OF PERSISTENT ACE INHIBITOR/ARBS IN PATIENTS WITH DIABETES AND CKD

Predictors Odds Ratio (OR), 95% CI P value
Lower odds ACE inhibitor/ARB persistence Higher odds ACE inhibitor/ARB persistence

Sex (men vs women) | o 1181118, 1.24) <0.001

A%(ﬁrﬂﬁaﬁ_____________L_________&ml%,']_@i__&fm_
ace (non-White vs White) o 1.271 F1.18, 1.26] <0.001
ypertension (yes/no) 1.86 [1.73, 2.00] <0.001 [
GFR (per 10 mL/min/1.73 m?) 1.07 [1.06, 1.08] <0.001 I

GLT2 inhibitor (yes/no) o 1.68 [1.51, 1.87] <0.001
e 1.65[1.51, 1.81] <0.001 [
nsurance (non-commercial vs commercial) 0.89[0.84, 0.95] <0.001

l‘Oﬁ&ﬂ:%S&CH\HJaLh_ I I S S S S S . : B B N 5 B B B B | Jﬁ[o-?(J—O?-B]- ] -<0£01-
Hospitalization .(yées!no) 1.02 [0.96 1.074 0.56
EEEEEN [ EEEEEEN

LP-1 receptor agonist (yes/no)

ollow-up (per quarter) 1.24 [1.23, 1.25] <0.001m
EEEEEEEEEEEEEEEEER EEEEEEEEEEEEEEENED

0.25 g 1.0 ; 4.0 6.0
OR (95% Cl)




PREDICTORS OF PERSISTENT SGLT2 INHIBITORS IN PATIENTS WITH DIABETES AND CKD

Predictors Odds Ratio (OR), 95% CI P value
Lower odds SGLT2 inhibitor persistence Higher odds SGLT2 inhibitor persistence

Sex (men vs women) . o 1.50 [1.35, 1.66] <0.001

Age (per 10 years) 0.951[0.90, 0.99] 0.02

Race (non-White vs White) 1.12[1.01, 1.24] 0.04

Hypertension (yes/no) —— 0.80 [0.69, 0.94] 0.01

. _E_ 5§ R B B N _§F 8 N B B B B B 8 §0 B §B § §8 §B B B § B B § § N N B B &R B ¥ NI
eGFR (per 10 mL/min/1.73 m?) - 1.18[1.15, 1.21]

ACE inhibitor/ARB (yes/no) . 1.71[1.53, 1.90]
.

EEEEEEEEEE NSNS EEE S NN S NN S SN NSNS SN EEEE NN SN NN EEEEEE

Insurance (non-commercial vs commercial) e 0.72 [0.64, 0.81]
Providence vs UCLA Health o— 0.55[0.49, 0.61]
Hospitalization (yes/no) —e— 0.67 [0.58, 0.78]

Follow-up (per quarter) 1.14 [1.10, 1.17] :
EEEEEEEEEEEEEEEEEENTRNTNEENEENARNNRN NN NN EITNNAEEEEEEEEEEEEEEEEESRN

0.25 0.50 1.0 2.0 40 6.0
OR (95% Cl)




PREDICTORS OF PERSISTENT GLP-1 RECEPTOR AGONISTS IN PATIENTS WITH DIABETES AND CKD

Odds Ratio (OR), 95% CI P value

Predictors

Lower odds GLP-1 RA persistence Higher odds GLP-1 RA persistence

Sex (men vs women)
Age (per 10 years)
Race (non-White vs White)

ot

-

H LrtenSIon£ESInc& I N I N N N S S S . - -'--._|

eGFR (per 10 mL/min/1.73 m?)
ACE inhibitor/ARB (yes/no)
SGLTZ2 inhibitor (yes/no)

I . I I I I T O e .
nsurance on commermal.vg merma

EEEN
ospitalization (yes/no)

ollow-up (per quarter)
EEEEEEEEEEEEEEEEEEN

- e e e 7

E B EEEEER
—e—

——

0.25 . 1.0
OR (95% CI)

—eo—

4.0

1.03 [0.94, 1.12] 0.58
0.74[0.72, 0.77] <0.001
0.98 [0.90, 1.07] 0.69
1.07]0.93, 1.24 0.36

1.05[1.03, 1.07] <0.001
1.73[1.58, 1.89] <0.001

4.49 [3.98, 5.05] <0.001

EaLOp

E'EEEEENEN)
<0.001

<0_001:
<0.001 g

0.74 [0.67, 0.81]
0.61[0.54, 0.69]
1.23[1.20, 1.26]

6.0




SENSITIVITY ANALYSIS

» Severely elevated albuminuria (UACR >300 mg/g) or proteinuria
(UPCR >0.5 g/qg) predicted persistent use of GDMTs:

— ACE inhibitors/ARBs prescriptions (OR=1.29, 95%CI=1.19-1.40)
p<0.001,

—or GLP 1 receptor agonists (OR=1.18, 95% CI|=1.04-1.34) p=0.01
—with overall model stability (data not shown)



CONCLUSION

* Prescribing GDMT in patients with diabetes and CKD was suboptimal at
baseline and waned quickly

« Lack of commercial health insurance and the health system predicted
under-prescribing and lower persistent use of GDMT

« The study suggests: adequate insurance coverage and equitable access
to care are important targets to optimize persistent use of GDMTs in

patients with diabetes and CKD
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