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Observational studies have found that anti-neutrophil cytoplas-
mic antibody (ANCA)-associated vasculitis is associated with
increased risks of stroke {sub-distribution hazard ratio 1.49 [95%
confidence interval (CI) 1.10–2.02]} [1], cardiovascular (CV) events
[relative risk (RR) 1.65 (95% CI 1.23–2.22)] and ischemic heart
disease [RR 1.60 (95% CI 1.39–1.84)] [2], while systemic lupus
erythemathosus had greater odds of atherosclerotic CV disease
[adjusted odds ratio (OR) 1.46 (95% CI 1.41–1.51)] [3]. Similarly,
lupus nephritis and ANCA-associated vasculitis increased the
risks of CV-related hospitalization and death among multi-
ethnic Southeast Asians with glomerulonephritis [4]. It is thus
timely that the European League Against Rheumatism (EULAR)
multidisciplinary task force published recommendations for CV
risk prediction and management in lupus and vasculitis, high-
lighting the need for clinicians to be aware of the increased CV
risk and screen for risk factors within 6 months of diagnosis [5].

It is even more imperative that nephrologists caring for pa-
tients with kidney involvement, i.e. lupus nephritis and re-
nal vasculitis, proactively screen and manage CV risks; even
among the general populationwith early chronic kidney disease,
pooled estimates of hazard ratios for CV disease and mortal-
ity ranged from 1.5 to 4.9 compared with normal renal function
[6]. Thus 146 adults with lupus nephritis and ANCA-associated
vasculitis were identified from our single-center electronicmed-
ical records review [4] to evaluate the prevalence of CV risk
assessment during routine nephrology clinical practice. Tradi-
tional CV risk factors such as comorbidity, blood pressure,kidney

function and proteinuria were readily available for all patients.
Table 1 shows that CV risk factors such as hypertension and kid-
ney disease were prevalent {42.5% had an estimated glomerular
filtration rate <60 mL/min/1.73 m2, median urine protein: cre-
atinine ratio 3.2 g/g [interquartile range (IQR) 1.6–5.9]}. Within
6 months after diagnosis, fasting glucose, hemoglobin A1c and
fasting lipid were assessed in 89.7%, 30.1% and 67.1%, respec-
tively. The majority (96.6%) received prednisolone at moderate–
high doses [peak dose 50 mg/day (IQR 30–60)], while renin–
angiotensin system blockers and lipid-lowering medications
(mainly statins) were prescribed to 87.0% and 51.4%, respec-
tively. During the follow-up of 37.9 months (IQR 26.8–60.9), 10
patients (6.8%) had hospitalization for CV events (acute myocar-
dial infarction, congestive cardiac failure or cardiac catheteriza-
tion showing >50% coronary artery stenosis) at 8.1 months (IQR
0.8–32.5) after diagnosis. Hence,more can be done to screen and
optimize CV risk in patients with lupus nephritis and vasculitis
during routine nephrology practice.

Since atherosclerosis may be driven by endothelial dysfunc-
tion in active inflammation, the EULAR guidelines emphasized
the benefits of disease remission and low activity to reduce CV
risk in lupus and vasculitis [5]. However, remission induction
therapy with immunosuppressants such as steroids can exac-
erbate CV risks such as hyperglycemia, hypertension, obesity
and hyperlipidemia [7, 8], thereby propelling interest in steroid-
sparing and steroid-minimization strategies in recent trials and
novel therapies [9, 10]. Further research will be required to as-
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Table 1. CV risk assessment among biopsy-proven lupus nephritis
and ANCA-associated vasculitis

Characteristics All, n = 146

Comorbid conditions
Age at diagnosis (years) 42.6 (32.8–52.6)
Male, n (%) 32 (21.9)
Diabetes, n (%) 12 (8.2)
Hypertension, n (%) 77 (52.7)
Systolic blood pressure (mmHg) 130 (120–140)
Diastolic blood pressure (mmHg) 76 (70–80)
Hyperlipidemia, n (%) 26 (17.8)
Ischemic heart disease, n (%) 4 (2.7)

Laboratory tests performed
Hemoglobin A1c, n (%)

aBefore diagnosis 58 (39.7)
cAfter diagnosis 44 (30.1)

Fasting glucose, n (%)
aBefore diagnosis 118 (80.8)
cAfter diagnosis 131 (89.7)

Fasting lipids, n (%)
bBefore diagnosis 118 (80.8)
cAfter diagnosis 98 (67.1)

IQRs are the 25th–75th percentile.
aPerformed within 6 months before diagnosis.
bPerformed within 24 months before diagnosis.
cPerformed within 6 months after diagnosis.

sess the CV benefits of such strategies in lupus nephritis and
vasculitis.
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