LOUISIANA

DEPARTMENT OF

= HEALTH

Diabetes-Related Kidney Disease




LOUISIANA
DEPARTMENT OF HEALTH

Robert Brooks Robey, MD

Dr. Robey is Associate Chief of Staff for Research at the Southeast Louisiana
Veterans Health Care System (SLVHCS) and is Professor of Medicine at both Tulane
University and LSU Health Mew Orleans. In addtion to his administratve
responsibilities overseeing the research operations at SLVHCS, he is an active
practicing Nephrologist and participates in the full spectrum of undergraduate and
graduate medical education activities. He is board-certified in both Internal Medicine
and Nephrology and is a certified Specialist in Clinical Hypertension. He also holds a
number of national leadership positions and 1s both current New Orleans Regional
Councilor for the Louisiana Chapter of the Amencan College of Physicians and
President of the Medical Advisory Board of the National Kidney Foundation of
Louisiana. Prior to his relocation to Louisiana, Dr. Robey was Associate Chief of Staff
for Research and Founding Chief of the Section of Mephrology and Hypertension at
the White River Junction VA Medical Center and a member of the faculty of Medicine,
of Physiology and Biophysics, and of Medical Education at the Geisel School of
Medicine at Dartmouth. At Geisel, he was heavily involved in curricular redesign and
co-designed & co-directed their new preclinical Renal Medicine curriculum. Previously,
he was on the faculty of the University of llinois at Chicago College of Medicine.
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Disclosure

In the past 24 months, | have NOT had any financial relationships
with any ineligible companies.
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Disclaimer

The Louisiana Department of Health (LDH) employees, contractors,
affiliates, et al. have no actual or potential conflict- of- interest in
relation to this program presentation. The content herein is intended
for general guidance, not as legal advice.

Laws and regulations take priority if there are any differences. Only
LDH’s Secretary or Surgeon General can give official statements. LDH
cannot speak for other government agencies, and if you need legal
advice, you should consult a lawyer.
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Diabetes-Associated Kidney Disease

« Diabetes — most common primary cause of

ESRD in the US

« CKD prevalence 1~4X in Diabetes
* 1in non-white & older cohorts

CKD Markers in DM, HTN, CVDz, & Obesity
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Diabetes-Associated Kidney Disease

Terminoloqgy
- Diabetic Nephropathy (DN)

— Diabetic glomerulopathy

— Histopathological diagnosis Diabetes-Associated Patholoqy
- Diabetic Kidney Disease (DKD) * 2642 consecutive native kidney Bxs -
— Presumptive clinical diagnosis C‘f'“ng'a5';oeirr‘]ar')tzavtv'}%‘§y Laboratory
« CKD ' P
« Albuminuria m DN alone £ - 36%

* Late manifestation of disease

— Association with other diabetic
end-organ complications ONon-DN dz alone

m DN + Non-DN dz

— Steadily progressive course Data from Sharma, CJASN, 2013

Duration of DM — best predictor of DN alone.
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General Albuminuria-Associated Risks

Increased risk for all-cause & CV mortality
* Increased risk for ESRD, AKI, & CKD progression

All-Cause Mortality Cardiovascular Mortality * Risks additive to those associated w/ reduced GFR alone
Summary of - o * Unlike GFR, risks associated with albuminuria
. . ] = demonstrate no threshold effect
Relative Risks ;= -
from ‘N ‘M Prognosis of CKD
- E‘N N ?N N . . .
Continuous N PR B by GFR and Albuminuria Categories
Meta -AnaIySIS LR ! LR ; Ps{sisl:t.:r;l‘;l;lf‘l;r:r;:r‘ﬁ:s;eegories
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Prognosis of CKD by GFR
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) ) ) . KDIGO 2012 increased incroased | incroased
End Stage Renal Disease Acute Kidney Injury Progressive CKD
= g <30 mg'g 30-300 mg'g =300
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% T ‘(-E . ; i G1 Nomal or high =80
5 i G2 Mildly decreased &0-89

Gla Mildly o moderataly

Acgjusted HR
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1 1 1
Adjusted HR
i
1
Adjusted OR
4 168
1 1
_H/J
GFA categories (mUmin/ 1.73m")
Description and range

docraasad 45-59
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Modified with permission from Macmillan Publishers Ltd. Levey AS, de Jong PE. Coresh J, et. al

: . o —_— Modified with permission from Macmillan Publishers Ltd. Levey AS, de Jong PE. Coresh J, et. al. ‘ National Kicineyv Foundation™ Kidney Int 2011: 80: 17-28.
‘ National Kidney Foundation Kidney Int 2011: 80- 17-28.
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NatU ral H iStO ry - 100~ Cumulative Proteinuria in DM

2
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Natural History of Diabetic Nephropathy —
Classic Clinical Stages

Hyperfiltration
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BP & CKD Onset/Progression

CKD in Proteinuric T1DM

MAP {I"I"Im Hg} 24 _ e Hyperfensive
a5 a8 101 104 107 110 113 116 118 801 o Diabetics
I:' LI B L I LI LN B ; fre v ryprryryprrrrpgrreygd E 604 ”-.-"" -
" 00 _ :E 40+ L7
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/ ; s ‘ , R
Do o : 801 o’ - Diabetics & 20 . /,-/-‘_‘ iabetics
o ' 2 = M , . , .
5 8L | T 60 . s ! 2 3 ‘ 5
E %. : : E £0- L ® Time inferval (yeors)
— v - Ni J
= % & - ', : E 20{ i D:-z:z::m'" Hasslacher, Hypertension, 1985
E .10 L : : L4 Renal Functional Decline
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12 = : : Time interval (yeors)
130/85 140/90 -
-14 L 3
Summary of studies on nephropathy progression used in figure ,E,
s Parving HH et al. Br Med J, 1988 = Moschio G et al. N Engl J Med, 1986° g
s \iberti GC et al. JAMA, 1003 = Bakris GL et al. Kidney Int, 1996 -ﬁ
e Klaur S et al, N Eng J Mad, 1993* = Bakris GL. Hypertension, 1997 8 0 20 30 40 50 60
e« Hebert L et al. Kidney Int, 1994 = GISEN Group, Lancet, 1997° 7i
ime (months)
# Laebovitz H et al. Kidney Int, 1994 H lacher. H on. 198
Bakris, AJKD, 2000 asslacher, Hypertension, 5
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Diabetes is a Systemic Disease!

Diabetic Kidney Disease is typically associated with other end-organ sequelae of DM.

TABLE 5. COMMON PROBLEMS IN PATIENTS WITH TYPE 2 DIABETES
AND ADVANCED DIABETIC NEPHROPATHY.

Microvascular complications
Retinopathy (nonproliferative and proliferative)
Polyneuropathy (including autonomic polyneuropathy)
Cystopathy (detrusor paresis)
Gastroparesis
Diarrhea or constipation
Impotence
Foot (neuropathic) problems

Macrovascular (atherosclerotic) complications

Coronary heart disease

Cerebrovascular disease (ischemic)

Arterio-occlusive disease (legs and distal arteries)

Ischemic nephropathy (renal-artery stenosis and cholesterol embolism)

Ritz, NEJM, 1999 Froiect
ECHO
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Diabetic vs. Non-Diabetic Kidney Disease?

Box 2. Other Cause(s) of CKD Should Be Considered in the
Presence of Any of the Following Circumstances

« Absence of diabetic retinopathy;

« Low or rapidly decreasing GFR;

« Rapidy increasing proteinuria or nephrotic syndrome;

+ Refractory hypertension;

+ Presence of active urinary sediment;

« Signs or symptoms of other systemic disease; or

« >30% reduction in GFR within 2-3 months after initiation
of an ACE inhibitor or ARB.

Reproduced with pemission of NKF from KDOQI diabetes
and CKD guideling.”

Tuttle, AJKD, 2014 Project
®
ECHO
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DKD Screening

80 -{

UACR Testing in CKD
Medicare 2006-2017

« Low CKD awareness in both

patients & health care providers T .l Y
o e DM, N0 HTN
- New renoprotective therapies 2 s —— TN, 10OM
available to alter the course of 5§ —Neiher
disease if implemented in a timely
manner 1 =y
By Diabetes
100 { — Diabetes, abnomal Nicholas, ASN NephSAP, 2022
« Screening . 2: e EEE:?%N%M Follow-Up Testingat1y
— T1DM — Annually, starting 5 y s/p Dx gm—
&0
— T2DM — Annually, starting at Dx £ s0-
. & 40 -
- Screening Tests % 20- ‘66 (161170
. . o 20- L
— Albuminuria (UACR) 10 e 15.9;;;;.;;1?5
~ SCr&eGFR 0| sy g
0 3 ﬂé 9 12

Xu, Ann Int Med, 2024
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If additional cardiorenal risk reduction or glycemic control
needed, consider combination SGLT2/GLP-1 RA

HOLISTIC PERSON-CENTERED APPROACH TO T2DM MANAGEMENT
PREFERABLY henfit I i pputato A D A E A S D
SGLT2i with primary evidence of reducing CKD progression -
continued until initiation of dialysis or transplantation = ati allproachets lha:_llm\fidelthe efficacy

________________________ 0 achieve goals:

% \“‘“e ' M e Metformin OR Agen?[s} including C o n s e n s u s
adequa!e E.FFICAIZY to achieve and
Consider local Complication [ weatment geals
setting and and priority in high-risk individuals

+ASCVD/Indicators of High Risk fesatices screening Health befavior

+CKD (on maximally tolerated dose of ACEi/ARB) 2 0 2 2
Use SGLT2i in people with an eGFR 20 mL/min per 1.73 m once initiated should be Elyl:emic Management: Choose
COMBINATION therapy that provide
health care surveillance Consider avoidance of hypoglycemia a
decision-making modification

GLP-1 RA with
proven CVD benefit

SGLT2i with proven
CVD benefit

Monitoring and

Language matters ongoing review

If additional cardiorenal risk reduction or glycemic
control needed, consider combination SG6LT2/GLP-1 RA

— @ PRINCIPLES OF CARE

Diabetes structured Reducing risk of
education and support GOALS OF CARE hypoglycemia
= Prevent complications
+ Dptimize quality of life

COMPONENTS OF CARE

Ensure strategies are in place to detect and

optimize management of CV risk factors' including Achievement and Maintenance of

Psychosacial Effective practice and Weight Management Goals:
organization of

CVrisk factor screening and surveillance [ Set individualized weight management goals ]

Social Consider

determinants Avoid underlying | L ; i
BP lowering of health therapeutic physiology Eeneml.llieslyle.aldwce. Intansive evidence-
inertia medical nutrition based structured
therapy/eating patterns/ weight management
Lipid lowering physical activity program
Antithrombotic agents Consider medication Consider metabolic

for weight loss surgery

Smoking cessation When choosing glucose-lowering therapies:

Consider regimen with high-to-very-high dual
glucose and weight efficacy

Davies, Diabetes Care, 2022
(2022 ADA-EASD Consensus) Project

ECHO,
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USE OF GLUCOSE-LOWERING MEDICATIONS IN THE MANAGEMENT OF TYPE 2 DIABETES

HEALTHY LIFESTYLE BEHAVIORS; DIABETES SELF-MANAGEMENT EDUCATION AND SUPPORT (DSMES); SOCIAL DETERMINANTS OF HEALTH (SDOH)

0 AV0ID
THERAPEUTIC
INERTIA REASSESS
AND MODIFY TREATMENT
REGULARLY

(3-6 MONTHS)

Goal: Cardiorenal Risk Redu Patients with Type 2 Diabetes (in addition to comprehensive CV risk management)*

+ASCYD! +Indicators of high risk +HF +CKD Glycemic Management: Choose Achievement and Maintenance of C o n Se n S u s
Defined differently across While definitions vary, most Current or prior eGFR <40 mL/min per 1.73 m? OR approaches that provide the Weight Management Goals:
CVOTs but all included comprise =55 years of age symptoms albuminuria (ACR 23.0 mg/mmol efficacy to achieve goals: [ Setindividualized weight management goals ]
individuals with established with two or more additional of HF with [30mg/g]). These measurements Metformin OR Agent(s) including
CVD (e.g., M, stroke, any risk factors (including obesity, documented may vary over time; thus, a repeat COMBINATION therapy that provide
revascularization procedure). hypertension, smoking, HFrEF or HFpEF measure is required to document CKD. adequate EFFICACY fo achieve General lifestyle advice: Intensive evidence-
Variably included: conditions dyslipidemia, or albuminuria) and maintain treatment aoals medical nutrition hased structured
such as transient ischemic Y therapy/eating patterns/ weight management
attack, unstable angina, . Consider avoidance of hypoglycemia a physical activity program
amputation, symptomatic +CKD (on maximally tolerated dose priority in high-risk individuals
nat of ACEIARE)
o asymﬂpton?lc coronary 1 Consider medication Consider metabolic
arlery tisease. J— PREFERABLY In general, higher efficacy approaches for weight loss EIL Ay
with proven SGLT25 with primary evidence of have greater llkel!hnnd of achieving - . .
HF benefit reducing CKD progression glycemic goals When choosing glucose-lowering therapies:
+ASCVD/Indicatars of High Risk in this e SELTE i peopls ithan oGFR Efficacy for glucose lowering Consider regimen with high-to-very-high dual
population 220 mL/min per 1.73 m; once initiated Very High: glucose and weight efficacy
GLP-1 RA? with proven SBLTZi® with proven shauld be continued until initiation Dulaglutide {high dose),
CVD benefit CVD benefit of dialysis or transplantation Semaglutide, Tirzepatide |
_GI._P ; HTA _h_ OR _E;D; _f'_'f_ Insulin Efficacy for weight loss
- with proven enefit i - - .
Very High:
SGLTZi not tolerated or contraindicated linl_nhlnalml;ﬁl]lal, EOAT hmat_lo)n Sema luetir:e :’girze atide
If HbA,_ above target ) njectable (BLP-1 RA/Insulin| g . lirzep
- High: High:
If HbA, above target, for patients GLP-1 RA (not listed above), Metformin, Dulaglutide, Liraglutide
3 "
! B N . on SGLT2i, consider incorporating a SGLTZi, Sutfonylurea, TZD Intermediate:
« For patients on a I_BI.P-I. RA consider adding SGLT2i with 6LP-1 RA or vice versa Intermediate: GLP-1RA (not listed above), SGLT2i
proven CVD benefit or vice versa DPP-4i N .
. TI0A 'nutral. )
l DPP-4i, Metformin
¥ ¥ +

[ If additional cardiorenal risk reduction or glycemic lowering needed ]— ﬁ

If HbA, ahove target

4

* In people with HF, CKD, established CVD or multiple risk factors for CVD, the decision to use a GLP-1 RA or SGLT2i with proven benefit should be independent of background use of metformin; { A strong
recommendation is warranted for people with CVD and a weaker ion for those with indi of high CV risk. Moreover, a higher absolute risk reduction and thus lower numbers needed to treat
are seen at higher levels of baseline risk and should be factored into the shared decision-making process. See text for details; # Low-dose TZD may be better tolerated and similarly effective; § For SGLT2i, Cv/
renal outcomes trials demonstrate their efficacy in reducing the risk of composite MACE, CV death, all-cause mortality, MI, HHF, and renal outcomes in individuals with T2D with established/high risk of CYD;

# For GLP-1 RA, CVOTs demonstrate their efficacy in reducing composite MACE, CV death, all-cause mortality, MI, stroke, and renal endpoints in individuals with T2D with established/high risk of CVD.

Identify barriers to goals:

« Consider DSMES referral to support self-efficacy in achievement of goals
+ Consider technology (e.g., diagnostic CGM) to identify therapeutic gaps and tailor therapy
« Identify and address SDOH that impact achievement of goals

Davies, Diabetes Care, 2022
(2022 ADA-EASD Consensus)
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DKD Pathogenic Targets for Renoprotection

Hypertension

F—— GLP1R agonist

T RAS activity F——RAAS » Atherosclerosis

MRA inhibitor e Microvascular disease
RAAS inhibitor
SGLT2 inhibitor
High sodium intake 4 1 3
l Glomerulosclerosis + Fibrosis « Capillary rarefaction
e Inflammation = Intima-media thickening
Extracellular _ | SGLT?
volume expansion inhibitor
r L
l , Development and 4 Perfusion
progression of DKD )
" ) T Creatinine
Dyslipidemia > 1 UACR \
T I Kidney hypoxia
GLPIR : 1
agonist [
SGLT2
Tubulo-interstitial Diabetic inhibitor —— 1 O, consumption
lesions glomerulopalhy 7

Fibrosis F——RAAS inhibitor
MRA

l‘ ERA

I

Inflammation F——— GLPIR agonist

SGLT2 inhibitor

MRA
ERA

Hyperglycemia

AGE

I

—— GLP1R agonist
SGLT2Z inhibitor

GLP1R agonist
SGLT2 inhibitor

I

Dysmetabolism

A

Insulin resistance

-

Obesity

RAAS inhibitor——  Hyperfiltration
SGLT2 inhibitor I

F—— GLP1R agonist

;

GLP1R agonist

SGLT2 inhibitor

Van Raalte, Nat Rev Nephrol, 2024
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Table 1| Large cardiovascular outcome trials of kidney-protective therapies

Study (yoar) Intervantion Population () Primary outcoms Result (HR [95% C11)

Renin-anglotensin-aldosterone systom inhibitors

Captopril (1993) Captopril Insulin-dependeant Doubling of baseline serum creatinine to O4E [016-0.69]

[ACE inhibitor) diabetes, DED (409} =177 pmaolfL

IDNT (2007) Irbesartan (ARB) T2DM, DKD (1,715) Composite of doubling of baseline serum 0.B0 [0.86-0.97] varsus
creatining, onset of kidney fallure and death placebo; 077 [063-0093]
from any cawsa varsus amlodipine

REMAAL {Z007) Losartan (ARE) T2DM, DK {1.513) Composite of doubling of baseline serum 084 [0.72-0.98]
creatining, onset of kidney fallure and death
from any cawsa

Sodium glucose cotransporter-2 iInhibitors

CREDEMNCE (2019) Canaglifiozin T2DM, DED {4, 407) Composite of doubling of baseline serum 0.70 [0.58-0.82]
creatinine, onset of kidney fallure and death
from renal or cardiovascular disease

DAPA-CKD (2020) Dapagliflozin T20M. non-diabetic  Composite of 50% reduction In eGFR. 061 [051-072)
CED {4,304) onset of kidney fallure and death from
renal or cardiovascular causes
EMPA-KIDMEY (2023) Empagliflozin T20M, non-diabetic  Composite of 40% reduction in eGFR, onsat 072 [0.64-0.82)
CKD (6.609) of kidney fallure, death from renal causes and
death from cardiovascular causes
Mineralocorticold antagonist
FIDELIC-DED (2020) Finerencong T2DM, DKD (5.734) Composite of A0% reduction In eGFR, onsat 082 [073-0.83]
of kidney fallure and death from renal causes
Endothalin receptor antagonist
SOMAR (2018) Atrasentan T2DM, DKD (2,648) 40% reduction In eGFR or onset of kidnay 065 [0.49-0.88]

fallure Including renal death

ACE, anglotensin converter enzyma; ARB, anglotensin receptor blocker; Cl, confidence Interval; KD, chronic kidney diseasa; DED, diabsatic kidney disease; 8ZFR, estimatad glomenular
filtrathon rate; HR, hazard ratio; T20M, type 2 diabetes mellius.

Van Raalte, Nat Rev Nephrol, 2024
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KDIGO 2022 Clinical Practice Guidelines — Diabetes Management in CKD

I

Regular
risk factor
reassessment
(every 3-6
months)

Lipid management Additional
risk factor
control
4 g

Additional

Glycemic Blood drugs with

control pressure control heart and

kidney
protection
First-line
%& = 5 drug
@ therapy
GLP-1 RA Antiplatelet therapies ns-MRA
(T2D) (ASCVD) (T2D) Lifestyle
= and self-
O ’;F) -\ , (N management
Q0P @’ &P
Metformin SGLT2 inhibitors RAS blockade Statin
(T2D) (T2D) (HTN)
Q- % >
o W
Diet Exercise Smoking cessation Weight

Diabetes with CKD

Navaneethan, Ann Int Med, 2023

L4

P o

Lifestyle
Healthy diet Physical activity Smoking cessation Weight management
SGLT2i Metformin RAS inhibitor at maximum
First-line (Initiate if eGFR >20; (if eGFR >30) tolerated dose (if HTN*)
drug therapy continue until dialysis
or transplant) % % % ‘,

Regular reassessment
of glycemia, albuminuria,
BP, CVD risk, and lipids

Additional
risk-based
therapy

o} X

GLP-1 RA if needed to
achieve individualized
glycemic target

Hee

Other glucose-lowering
drugs if needed to
achieve individualized
glycemic target

Dihydropyridine CCB Antiplatelet
ACR =30 mg/g and and/or diuretic* if agent for
normal potassium needed to achieve clinical ASCVD

individualized
% % BP target %
%

Nonsteroidal MRA" if

Steroidal MRA if
needed for resistant
hypertension
if eGFR >45

&)
O

Navaneethan, Ann Int Med, 2023

Regular
risk factor
reassessment
(every 3-6
months)

Moderate- or
high-intensity statin

al

Ezetimibe, PCSK9i,

or icosapent ethyl if

indicated based on
ASCVD risk and lipids

ol

T2D only

All patients
(T1D and T2D)

Project
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A First Major Kidney Disease Event B First Kidney-Specific Component Event
e 100 359 Hazard ratio, 0.76 (95% Cl, 0.66-0.88) 1604 257 Hazard ratio, 0.79 (95% Cl, 0.66-0.94)
90 309 p_0,0003 ) 90 20
£ 30 2 Placebo £ s0-
H 20 H 15
s 7 15 o £ 7o 10
£ 604 10 Semaglutide £ 60 Semaglutide
b 5 o
5 50 5 50 B
. ° & 10 L s B e B S N & 0 t .
& 404 0 6 12 18 24 30 36 42 48 8 404 0 15 K d E t
& &
Semaglutide in T2DM & CKD (2024) | :: | 15t Kidney Events
5 20 5 204 ° M H
- | ajor
0 T - T T T T T O T T T H HY -+
0 6 12 18 24 30 36 42 48 6 12 18 24 30 36 42 43 o | ney- peC| iIC
Months since Randomization Months since Randomization
No. at Risk No. at Risk
Placebo 1766 1736 1682 1605 1516 1408 1048 660 354 Placebo 1766 1736 1682 1605 1516 1408 1048 660 354
Semaglutide 1767 1738 1693 1640 1572 1489 1131 742 392 Semaglutide 1767 1738 1693 1640 1572 1489 1131 742 392
C Death from Cardiovascular Causes D Total eGFR Slope
100+ 159 Hazard ratio, 0.71 (95% Cl, 0.56-0.89) 42
904
@ 46
£ 80 10 Placebo E
o
g 707 g ~ Semaglutide
£ 60 Semaglutide (=8
[ £ 424
e 5 GFR Decline R
I B e e e e S =
= g}! 404 0 6 12 18 24 30 36 42 48 E 404 l e ec Ine ate
l CV Mortallty § 30 & 334 Placebo
&‘: 20+ 2 Difference in annual slope, 1.16 ml/min/1.73 m2/yr
104 36 (95%¢10.86-147)
P<0.001
04 T T T T T T T 04— T T T T
0 6 12 18 24 30 36 42 48 0 12 52 104 156 208
Months since Randomization Weeks since Randomization
No. at Risk No. at Risk
Placebo 1766 1737 1697 1641 1601 1544 1185 772 437 Placebo 17661663 15731609 1490 1441 1284 876 609 199
Semaglutide 1767 1739 1703 1665 1627 1583 1234 838 460 Semaglutide 1766 1665 1590 1606 1521 1468 1345 952 651 218
E First Major Cardiovascular Event F Death from Any Cause
1007 207 Hazard ratio, 0.82 (95% Cl, 0.68-0.98) 100+ 257 Hazard ratio, 0.80 (95% Cl, 0.67-0.95)
907 15 P=0.029 90+ 20- P=0.01
@ @
T 809 T 804
H 10 i s 15 Placebo
2 70 = 70
K Semaglutide © 10 Sesaliide
T 60 5 E 604 5 g
[ a s
5 507 o= %5 50 o
M T T T T T T T T T o 1 T T T T T T T T
an 404 0 6 12 18 24 30 36 42 48 o 40 0 6 12 18 24 30 36 42 48
£ 304 § 30 .
P o] P o All C Mortalit
15t Maior CV Event g B — || ause Mortality
! ajor ven _— o ,
0 T T T T T T T T 0 =T T T T T T T
o] 6 12 18 24 30 36 42 48 0 6 12 18 24 30 36 42 48
Months since Randomization Months since Randomization
No. at Risk No. at Risk
- Placebo 1766 1721 1663 1583 1535 1478 1133 731 418 Placebo 1766 1737 1697 1641 1601 1544 1185 772 437
Perko\"c’ NEJM, 2024 Semaglutide 1767 1725 1672 1622 1575 1515 1176 793 430 Semaglutide 1767 1739 1703 1665 1627 1583 1234 838 460
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Take Home Points

Not every subject with DM gets * BP & Glc control remain mainstays of

LLW |
DKD, but albuminuria largely management:
identifies & prognosticates those * Renoprotective interventions offer the
that do. — Screen! opportunity to alter the course of

. . . : . I
DKD is a relatively late systemic disease if detected early!

complication of systemic disease. — * ACEi/ARB
Look for other end-organ * SGLI2i |
complications of DM! * GLP1R Agonists

Higher albouminuria levels are _° MRA , o
associated with faster eGFR decline!  * Dietary protein restriction (0.8 g/kg/d)

. . . . may offer additional benefits.
DKD is typically diagnosed clinically _ , , o
— Refer subjects with atypical clincal ~ * Consider interactive comorbidities
features to Nephrology for when managing patients with DKD
evaluation & possible biopsy! (e.g. HTN & Apol1l risk allele status).

Y
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