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Table 1. HIV-infected patients on peritoneal dialysis (N=21)

	
	Dead (N=10)
	Alive (N=11)
	p

	Opportunistic events
	6 (60%)
	5 (45.5%)
	0.51

	CD4 T-cell count above 200 cells/mm3
	6 (66.7%)
	10 (90.9%)
	0.18

	Viral load below detection level
	 4 (40%)
	8 (72.7%)
	0.13

	Hepatitis C coinfection
	8 (80%)
	7 (63.6%)
	0.41

	Cardiovascular events
	8 (80%)
	8 (72.7%)
	0.70

	Diabetes mellitus
	2 (20%)
	3 (27.3%)
	0.70

	Bacterial infections
	4 (40%)
	5 (45.5%)
	0.80

	Effective cART
	4 (40%)
	8 (72.7%)
	0.13

	cART regimen

NNRTI-based

PI-based

Other
	0

7 (70%)

3 (30%)
	4 (44.4%)

2 (22.2%)

3 (33.3%)
	0.03


Supplemental Digital Content – Material and Methods

Study Population

We recorded demographic data, etiology of chronic kidney disease (clinical or by biopsy), dialysis modality (hemodialysis or peritoneal dialysis), criteria used to select the dialysis modality (patient’s and/or physician’s decision), duration of dialysis, type of vascular access in hemodialysis, data related to HIV infection (duration of HIV infection, risk factors for HIV, prior AIDS-events, HIV-1 RNA plasma viral load, CD4+ T-cell count, and cART regimens), data related to viral hepatitis coinfection (duration of hepatitis, plasma HCV-RNA viral load and genotype for HCV if available, clinical situation, specific antiviral treatment, and virological response), and data related to renal transplantation (patients who fulfilled the criteria for renal transplantation or patients already on the waiting list). We also requested information on previous bacterial infectious complications (peritonitis in the case of peritoneal dialysis and vascular access–related infections in the case of hemodialysis), diabetes mellitus, and cardiovascular comorbidity (hypertension, myocardial infarction, cerebrovascular events, and peripheral vasculopathy). 

Competing Risk Analysis

Death was a competing outcome while on the renal transplantation waiting list. If competing risks existed, hazards for each type of failure were taken into account. The number of failures due to the competing risk (e.g., renal transplantation) affected the number of failures from the cause of interest (e.g., death before receiving a renal transplant) and, consequently, the estimate of the probability of failure as a result of the latter. Furthermore, failures resulting from the competing risk (renal transplantation) reduced the number of patients at risk of failure resulting from the cause of interest (death without transplantation). As in Kaplan-Meier analysis, incomplete follow-up affected our knowledge of outcome, but not the outcome itself. Irrespective of the number of competing events, patients who did not achieve an outcome of interest during the observation period were censored, acknowledging that any of the outcomes were still possible. Estimates of cumulative incidence for each event type were obtained using the survival functions from all the event types. If a patient experienced a competing event, the potential contribution for that patient thereafter was zero, because failure from the event of interest was no longer possible. We used the Gray test (16) to analyze the effect of HIV on the presence of competing risks and the Fine and Gray method (16) to model the hazard of the cumulative incidence function.

