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* People with HIV (PWH) are at increased risk of chronic kidney Table 2. Adjusted Associations Between Baseline Characteristics and Kidney

disease (CKD) due to traditional and HIV-related factors; kidne - m Function Decline Among Participants With COVID-19, N=517
sease (LKD) due to tradition: bk COVID-19 was independently associated pLlsa e T

function is monitored using estimated glomerular filtration rate ; 2
J J B (95% Cl) p-value oR(95% cry Pvalue

eetR) o with an additional eGFR loss of Alburnin, per 1 g/dL 489(103,875) 0013 -
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* COVID-19 is associated with acute kidney injury via direct viral and Creatinine, per 1 mg/dL 0.99 (0.40,1.59)  0.001 3 (1.20-1.70) <0.001

inflammatorv mechanisms. = Age at COVID (per yr) 0.05 (-0.06, 0.16) 0.36 (0 99-1.05) 0.19

e |ong-term irr)r/1 acts of COVID-19 remain unclear in aging PWH with -5.3 mi/min/1 73m2 over 24 months Race Black (ref White) _1.34 (—4.84,2.16) 045 1.09(0.38-3.15) 0.87
I’? o P u ging Race Hispanic/Other (ref White) _0.46 (-5.17,4.25) 0.85 0. 87 (0.18-4.07) 0.85

multimorbiaity i . Female Sex (vs Male) — —  4.26(1.80-10.1) 0.001
OBJECTIVES: com pared to PWH WlthOUt COVI D 1 9 = CD4 200-500 cells/uL, at COVID, (ref <200) 0.43 (0.13-1.40) 0.16
RIS . . : CD4 2500 cells/uL, at COVID (ref <200) - —  022\(0. 07—0.68) 0.009
1) Identify factc_:rs associated w1tr_1 post-COVID eGFR decline RESULTS Viral load 2200 copies/mL, (ref <200) 424 (-8.78,0.31)  0.07 _
and 225% decline among PWH with COVID-19. Diabetes Mellitus (Yes vs. No) — - 200 (1.01-3.94) 0.046

E , Hepatitis B (Yes vs. No) —9.32 (-14.34, -4.29) <0.001 — —
2? To evaluat_e the 'mpaCt of COVID-19 (VS no COVID-1 9) on ° Among 517 PWH with COVID-1 91 37 (7-2%) developed CKD (Stages “I_V) Model 1 (absolute eGFR) adjusted for age, race/ethnicity, serum albumin, serum creatinine, HIV RNA viral load, hepatitis
kldney function among PWH e CKD cases were older (median 596 vs 3.7 years) and more |ike|y to have B, and CD4 count. Model 2 (225% eGFR decline) adjusted for age, race/ethnicity, serum creatinine, sex at birth, diabetes,
: 0 0/ « ~— . : and CD4 count. Reference categories are shown in parentheses.
diabetes (56.8% vs 33.1%; p=0.006) and current/former injection drug use | | .

METHODS (18.9% vs 7.1%: p<0.001); [Table 1] * Models [Table 2] show that lower albumin and higher creatinine at the most
Participants are from the DC Cohort, an observational study of * Other characteristics were similar (most commonly public insurance and viral recent pre-COVID lab, and any prior chronic hepatitis B, were associated with
approximately 13,200 PWH receiving care in Washington, DC. load <200 copies/mL at diagnosis, all p>0.05). eGFR decllne.. , . . . .
nclusion Criteria: O 410 COVID eGER us | o o - | * Female sex, diabetes, and higher creatinine at COVID diagnosis were associated
_ng USCIlOP ?K/Tna.h 12929(;;6 and One post- € using an Table 1. Demographics and Clinical Characteristics for Participants with COVID- with 225% decline, while CD4 2500 cells/uL was protective.

Index date of Marc , . i i : = : U .
: o St 19 Diagnosis by Status of at Least Moderate CKD (Stages Il-V), N=517 Figure 1. Mean eGFR (95% CI) Change Over Time in PS-Matched Participants
Exclusion Criteria: Preexisting CKD (stages IlI-V), eGFR Overall CKD (Stages Ill-V) With and Without COVID. N=1 318
<60mL/min/1.73m?, or less than 1 month follow-up. Characteristics N (%) No, N (%) Yes, N (%) |p-value ’ ’
. . . N=517 N=480 N=37 COVID Dlagn05|sllndex . v e
COYID-19 cases: SARS-COV—Z mfectlop based on PCR or antigen  |Age at CIO\IQD-19 Diagnosis, median 54.0 (44.7-62.2) |53.7 (44.1-61.9) |59.6 (53.9-65.8) 0.004 i NochangeineGFR s S
testing, antibody evidence of prior infection, or ICD-10 codes. gea"s) (IQR) —- - e 65 ° T I !
: i i : : ace ac : : : : S o | e i X
Controls: absence of SARS-CoV-2 during observation. White| 86 (16.6) 80 (16.7) 6 (16.2) E | |
Outcomes (Changes in eGFR following COVID): o /UH'iPa”'C ‘212 Eig; ‘215 Ei-g; 1 g;; £ | T
: . . . . er/Unknown . . . = L = L
1_) Incident CKD (stages Ill-V), end-stage kidney disease, dialysis or o gt 053 R |
kKidney transplant. Male| 359 (69.4) 335 (69.8) 24 (64.9) i g
2) Absolute change in eGFR over 24 months (6-month intervals). | Seatc Female| 158 (30.6) 145 (30.2) 13 (35.1) o6 - B % =
0 . nsurance atus . Pre-COVID 0-6m 6-12m 12-18m 18-24m
3) 2_25_/0 decline eQFR over 24 months. Public| 365 (70.6) 341 (71.0) 24 (64.9) O
Statistical Analysis (COVID-19 cases): Private| 135 (26.1) 123 (25.6) 12 (32.4)
* Demographic Comparisons among COVID-19 cases were made o | _ Other/Unknown| 17 (3.3) 16 (3.3) 1(2.7) * After PS match, COVID-19 was associated with an additional —1.3
using Chi-square and Wilcoxon Rank Sum. LIna Sinee LIV DIBgranie, MeRs2 167 1242540 178 Vi0al) 190 (IS8R0 510 mL/min/1.73m? eGFR decline per 6 months [Figure 1];
_ _ _ , , History of Opportunistic Infection 0.95 _ 2
* Longitudinal eGFR change was modeled with linear mixed-effects No| 276 (53.4) 258 (53.8) 18 (48.7) * By 24 months, cases had ~5.3 mL/min/1.73m? greater eGFR loss than controls.
models (LME; random intercept/slope; 8 per 6-month intervals). Yes| 241 (46.6) 222 (46.3) 19 (51.4) * Similar 225% decline (9.0% vs 8.4%; OR=1.0, 0.6-1.4) for cases and controls
Odd OR i (OR J 109 J ( CD4 (cells/uL)? 668 (464-905) | 673 (464-908) | 591 (485-840) | 0.22 CONCLUSIONS
s Ratio (OR)). Viral Load < 200 copies/mL at COVID-193 | 469 (90.7) 436 (90.8) 33 (89.2) 0.77
(COV|D -19 Cases and Controls): Smoking Status? 058 Potential limitations include missing vaccination data and possible COVID-19
Propens,ty score (PS) matching (2:1) Current/Former| 272 (52.6) 254 (52.9) 18 (48.7) misclassification among controls.
L . . y issing 5 . 3} : : - e R
* Within PS matched sample, eGFR trajectories modeled using LME  History of IV Drug Use? <0.001 among PWH, supporting routine post-COVID kidney monitoring in HIV care.
and =25% decline using conditional LR. Current/Former| 41 (7.9) 34 (7.1) 7 (18.9) * Results highlight the need to identifty PWH at higher risk, such as those with
o _ Never| 277 (53.6) 252 (52.5) 25 (67.6) comorbidities or coinfections for targeted follow-up and kidney-protective care.
i" h'b'r‘: LR model Matht:m and W TP Missing] 199 (38.5) 194 (40.4) 5 (13.5) 07| ° Prospective studies should clarify mechanisms and test interventions, including
oho alance ample istory of Alcoho use : . : : . : :
Exact: age (+/- 5 year) Current/Former 131 (25.3) 122 (25.4) 9 (24.3) vaccination, to reduce infection-associated CKD in PWH.
CO\[(IIPSE;SES Caliper: race, sex, albumin, 2:1 Nearest Neighbor COVID Cases Never 270 (52.2) 245 (51 .O) 25 (67.6) ACKNOWLEDGEMENTS
. site type, insurance, HIV No Replacement MR _ , Missing| 116 (22.4) 113 (23.9) 3(8.1) P01 DGO 6 116 DX D atitantof HESH FRFISTA(CIGUar Baraa); Faiy & Medital Colnss ing SEIca (ARG Woo) S8 oy iomrUNRersity (FHEy KOTSRS TRE G acrgs
TGRS | Balance: <0.1 SMD for Control Diabetes (Prior fo COVID-19) 180 (34.8) 159(33.1) ARG TR L o i ke S vt N e s s e st i < g
( Control infection, Smoking’ alcohol all covariates N=855 Hepatltis B (Prior to COVID-19) 3D (68) 31 (65) 4 (108) 0.30 Jamegs Petersor?) and Departr:\/entF;f Blostatlstlcz and Blo?n);ormatlcs The GeorgegWashymgton University Medical FacultyAsgomates (Jose Lucar); Howaro?UmversntyP?dult Infectious Disease
Nels abuse, injection drug use, 1: Public Funding includes: DC Alliance, Medicaid, Medicare, Ryan White/ADAP, and Other public funding fotietiy Prossice HOApial (3686/BONION)- UNEY Health Gafs (Gebeyel TaRei); U HAIBHEU8, FacIS!is LG ING: (DEMaRc Hickson): Velarars ATSi Medical Coisr (RaHel
Composite comorbidity 2: Closest measure prior to DC Cohort Enrollment. Denyer); Washington Hospital Center (Adam Klein); and Whitman-Walker Institute (Stephen Abbott). Research reported in this publication was supported by the National Institute of
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