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Introduction Results
e Atrial fibrillation/flutter (Afib) is associated with significant morbidity and Utility of the CHA DS ,-VASc Score in Incident Dialysis Patients Development of a Dialysis-Specific Score Figure 3: Risk of Stroke or TIA by Score Category and Anticoagulation Status
l(TE(S)rRtIaDI)Itly and is common among patients with end-stage renal disease e More than 80% of patients initiating dialysis with a preexisting diagnhosis e A logistic model was used to identify components of a dialysis-specific iﬁc?!gﬂiﬁo? n0 anticoagulation . Qﬁc?!;f;ﬁo? no anticoagulation .
' of Afib had a CHA DS, -VASc score of 23 (Table 1). score to identify patients likely to benefit from anticoagulation, and to i e ;
e Oral anticoagulants reduce the risk of ischemic stroke while imposing risk B C el . ] ] ] assign them coefficients (Table 2). owrisk: & 02 L Low Probability> & i
of hemorrhagic stroke and gastrointestinal bleeding. The dlstrlbuho.n gf patients by (.:HA2DSZ VASc score category (0-2, 3-5, . . : g i = i
and 6-9) was similar among patients who were and were not treated - Quartiles of risk score were determined for the study cohort ? : & Q2 ,
- Among the general population, patients with a CHA,DS,-VASc risk with oral anticoagulation. ¢ |n the highest quartile of this score, use of oral anticoagulant was 5 —e— < i
>COTE of 22 are c.on5|dered to be O.f moderajce-hlgh stroke risk, and are e Overall, patients with CHA_DS_-VASc scores of 3-5 and 6-9 had higher associated with a lower point-estimate for risk of stroke/TIA, referent to v & i | e i
considered candidates for oral anticoagulation.? T T : . High Risk® & i High Probability > & |
rates of stroke or transient ischemic attack (TIA) compared to those with no anticoagulant use. Vo] —e | - ;
e Applicability of the CHA DS, -VASc score to the ESRD population is not scores of 0-2, with similar rates of gastrointestinal (Gl) bleeding (Figure 2). _ In contrast, no such trend was observed when considering patients in . . . .
clea.r. | - e Within each CHA DS _-VASc score category, rates of these two any category of CHA DS _-VASc, including the highest (6-9). et et st (Anicongulation va. No Antcoagulation]
B Prlor eﬁOrtS tO deVe|Op pODUIahOn-SpeCIﬁC rISk SCOTES WETE mOderately OUtCOmeS WEere Similar among paﬁents WhO dld vS. dld nOt receive Oral Z?;c:(;)lla(:briil?r of beneficial effect of oral anticoagulant treatment with respect to stroke or TIA
successful for patients with earlier stages of chronic kidney disease, but anticoagulation (Figure 2). ’ ° i

were unsuccessful for those with ESRD.3

Table 1: Patient Characteristics by Oral Anticoagulant Fill Status Figure 2: Rates of Stroke or TIA and Gl Bleed by CHA ,DS ,-VASc Score Category Summary and Conclusions
and Oral Anticoagulation Status

Objectives

e Among incident dialysis patients with pre-existing Afib, the CHA DS, -

No

e Determine the utility of the CHA DS _-VASc risk score among patient with Anticoagulant Fill Anticoagulant Fill - Std Diff  P-Value g * g VASc score does to some degree discriminate based on subsequent risk
ESRD initiating dialysis with a preexisting diagnosis of Afib N =1907 N =835 (%) ) . _ of stroke, but does not appear to influence oral anticoagulant prescribing
. . . Time at risk, days 336.2£267.7 384.0 £ 271.5 56 ol il behavior and does not appear to identify patients who will benefit from
e Develop an ESRD-specific score that may be used to identify those A + <D 730 £ 10.4 798 £ 10.0 103 0.01 £ . 5 . . PP yP
. el Co . . . . ge, years, mean + 7 £ 10. .6 + 10. - - £ 5 - ~ oral anticoagulation therapy.
patients initiating dialysis with a preexisting diagnosis of Afib who are Sex. female. n (%) 966 (50.7) 375 (44.9) 115 0.006 5, 5, —
more likely to benefit from oral anticoagulation Race. n (%) 001 o E e Other scoring systems, such as the one developed here, can more
White 1244 (65.2) 599 (71.7) 14.0 32_ g meaningfully stratify such patients with respect to the likelihood of
Black 369 (19.4) 134 (16.1) -8.7 0 ” B receiving a benefit from oral anticoagulation therapy.
Methods Hispanic 179 (9.4) 58 (7.0) -8.9 . . . o T
Other/unknown 115 (6.0) 44 (5.3) -3.3 ; | | ; | | - This score did not consider bleeding risk; clinical judgement must be
Stroke or TIA Gl Bleed Stroke or TIA Gl Bleed . . .
o . Vascular access, n (%) 0.01 CHA DS, -VASc Category CHA, DS -VASc Category applled when Uusing any scoring SYStem.
Figure 1: Study Schematic AVF 204 (10.7) 121 (14.5) 11.5 == o= s NoAnicapition il BN . . . .
Dialysis Censoring or AVG 58 (3.0) 30 (3.6) 3.1 Anticoagulation (][] [ e Further work is needed to refine and validate this scoring system or to
initiation Day 90 31 December 2012 CVC 1645 (86.3) 684 (81.9) -11.9 "Significantly different referent to CHA DS_-VASc 0-2 (left panel) based upon unadjusted incidence rate ratios. Within each develop independent Scoring Systems that appropriately |dent|fy Wthh
Anticoagulant fill? Etiology of ESRD, n (% 0.12 CHA_ DS, -VASc category, no statistically significant differences in outcome rates observed between patients who did or did - - : - : :
AFib diagnosis l« Risk score value % Stroke or TIA, Gl bleed # Diabg’zles % 894 (46.9) 356 (42.6) 85 not have an anticoagulant fill (right panel) based upon adjusted incidence rate ratios. dIaIySIS patients with Afib would benefit from ant Coagulatlon.
. | Hypertension 598 (31.4) 279 (33.4) 4.4
Medicare A & B Medicare A, B, & D Other 415 (21.8) 200 (24.0) 5.2 . . . .
Table 2: Componen he Dialysis-Specific Risk Score
| | o o o BMI, kg/m2, mean + SD 291+ 7.9 303+ 9.0 142 <0.001 able 2: Components of the Dialysis-Specift References
e Patients were adult, non-Veterans Affairs beneficiaries who initiated hemodialysis at a large dialysis : . Odds Ratio
organization (LDO) in 2010 or 2011; were enrolled in Medicare Parts A, B, and D as of dialysis Diabetes, n (%) 1336 (70.1) 551 (66.0) -8.7 0.03 Characteristic Coefficient ’ AVATIR Wi et 1A Co Nl 2014 Eobro(ol a0 E
initiation; had an existing Afib diagnhosis as of dialysis initiation based on Medicare A and B claims; and CHF, n (%) 987 (51.8) 486 (58.2) 13.0 0.002 (95/" CI) - (TIEEImaAYEr , €t al. ; Am >oc Nephro eb;22(2):349-57.
) . : ! ] 3 2. Lip GY, et al. Chest 2010 Feb; 137(2):263-72.
continued hemodialysis at the LDO for at least 90 days. . Constant 0.1272657 0.88 N/A ! e
CVD, n (%) 200 (10.5) 109 (13.1) 8.0 0.05 : : 3. Bautista J, et al. Clin Kidney J 2015 Apr; 8(2):226-31.
e Exposure status was ascribed based on the presence of at least one Medicare Part D claim for Institutional living, n (%) 343 (18.0) 94 (11.3) 190 <0.001 C(.)nges.tlve he.a.rt failure 0.3156719 1.37(1.09,1.73) 0.008
a prescription fill for an oral anticoagulant between dialysis initiation and day 90, and upon the ! ' ' ' ' Hispanic ethnicity -0.3896992 0.68 (0.44, 1.05) 0.08
calculated value of either the CHA DS_-VASc score or the dialysis-specific risk score (see below). C(l)'!ézDSZ'VASC score, n (%) 354 (18.6) 164 (19.6) 0.80 Central venous catheter -0.344466 0.71(0.53, 0.95) 0.02 ACkn owledgments
o Outcomes, ascertained based on claims data, were considered from day 91 until the earliest of study 3-5 1327 (69..6) 574 (68:7) Diabetes -0.3507975 0.70(0.55,0.90) 0.006
_ : We extend our sincere appreciation to the teammates in more than 2,000 DaVita clinics who work every day to take care of patients and also
end (31 December 2012) or IQSIS to fcglgw up. Com.parlﬁns bztweedn Iexposure groups were made 6-9 226 (11.9) 97 (11.6) Female sex -0.217744 0.80 (0.64, 1.02) 0.07 to ensure the extensive data collection on which our work is based. We thank DaVita Clinical Research® (DCR®), and particularly members
using intention-to-treat principles an OX proportional hazard moaeils. Abbreviations: AVF, arteriovenous fistula: AVG, arteriovenous graft: BMI, body mass index: CHF, congestive heart failure: CVC, central venous a Represents the underlying odds of benefit from oral anticoagulation therapy, to which the odds ratios are of theSHeaIthcarSe AnSaIyt]iqcs.and Insightcs teamc| for hel.pful fclisrfussigns. The iata reportgglherefhive be(;n supplidegl by the Unri]tedldSEates Renal
e Adialysis-specific risk score was developed using a logistic model fit by step-wise elimination of non- catheter; CVD, cerebrovascular disease; SD, standard deviation applied. Data Syste (USRDS).The interpretation and reporting of these data are the responsibilty of the authorts)and in no way shold be seen 2
contributing variables (P >0.1). Outcomes supporting the use of anticoagulation were considered as Score is ;:alkc':ulated by surpmin% tge8202r;sztgqt. pl;s t(r)u?3 Eezlgxéa?nlt Cfegﬁéige;‘is;gg the study population, quartile This study was funded by DaVita, Inc.
oral anticoagulation and no stroke/transient ischemic attack (TIA), and no oral anticoagulation and 82?%28; 4672%0fi‘f"5f7'83’17', Q4 2.0 47’1%3’1'7' e ’ Correspondence: steven.brunelli@davita.com
stroke/TIA. Outcomes disfavoring use of anticoagulation were the converse (oral anticoagulation and Abl; ol confia , t ’I. VA ot anficab Poster available at www.davitaclinicalresearch.com
stroke/TIA, and no oral anticoagulation and no stroke/TIA). reviations: L1, Connaence interval, T/A, Ot applicable American Society of Nephrology Kidney Week, October 31 - November 5, 2017: New Orleans, LA
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