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Chronic Renal Insufficiency Standards Implementation Study (CRISIS):Impact of risk factors on RRT and mortality, results of 48 month follow-up.
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The Chronic Renal Insufficiency Standards Implementation Study (CRISIS) is a prospective observational study investigating the epidemiology of progression of renal disease and incidence and prevalence of cardiovascular disease (CVD) in a CKD population receiving nephrology care. Patients were treated according to current nephrological practice. This study aims to address the paucity of large-scale studies on the progression of CKD to End-Stage Renal Failure and investigate the factors involved in renal progression and mortality.

1330 patients recruited have been recruited to the study since October 2002. We present data on the first 924 patients with >12 months follow up. The cohort was divided according to stage of CKD with 3a and 3b representing GFR of 45-60ml/min and 30-45ml/min respectively. Cox regression was used to identify factors associated with end-point of RRT or death or combined.

At baseline mean age was 64.3 years, 67% were male, mean GFR 28.6ml/min, with 31% diabetic, 43% having cardiovascular disease, 15% current smokers and 57% on ACE or A2 Receptor blocker. Mean follow-up time was 3.1 yrs, during which 16% reached ESRF requiring renal replacement therapy (RRT) (5.1 per 100 patient-yrs) and 27% died (9.6 per 100 patient-yrs). 40% reached the combined end-point of RRT or death (12.7 per 100 patient-yrs). On univariate analysis younger age, presence of proteinuria, lower GFR and current smokers were more likely to be associated with increased rate of RRT. Older age, proteinuria, presence of diabetes or CVD, lower GFR and absence of ACE/ARB use were associated with increased rate of death. Results of multivariate cox regression analysis for RRT and death are shown in the table. Results were similar for the combined end-point of RRT or death in addition use of ACE or A2RB had a protective effect (OR: 0.77 P<0.05).

	 
	RRT
	Death

	 
	 Odds Ratio
	p
	 Odds Ratio
	p

	24hr proteinuria
	1.18 (1.10, 1.26)
	< 0.0001
	1.19 (1.10, 1.27)
	< 0.0001

	Age
	n.s.
	 
	1.06 (1.05, 1.08)
	< 0.0001

	Female sex
	n.s.
	 
	n.s.
	 

	Diabetes
	n.s.
	 
	1.56 (1.14, 2.12)
	< 0.0001

	ACE or A2RB
	n.s.
	 
	n.s.
	 

	CVD
	n.s.
	 
	1.54 (1.13, 2.08)
	<0.01

	Statin
	n.s.
	 
	0.60 (0.44, 0.80)
	<0.0001

	Smoker
	n.s.
	 
	0.88 (0.79, 0.97)
	<0.01

	Baseline GFR
	0.84 (0.82, 0.87)
	< 0.0001
	0.94 (0.93, 0.96)
	< 0.0001

	CKD Stage  3a
	0 (no RRT)
	N/A
	n.s.
	 

	                3b
	1
	 
	1
	 

	               4
	4.79 (2.26, 10.16)
	< 0.0001
	1.59 (1.09, 2.32)
	<0.05

	               5
	29.59 (13.97, 62.65)
	< 0.0001
	 3.91 (2.53, 6.04)
	< 0.0001


Patients in this study were receiving nephrological care in a tertiary renal centre with active treatment to correct modifiable risk factors. This study demonstrates the high mortality in this population despite intervention and provides evidence for use of ACE/ARB and statins to improve outcomes in these patients.


