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DIABETIC NEPHROPATHY NOT ONLY KIMMESTIEL-
WILSON
Since the original description of diabetic nephropathy, it has become clear that there are various forms of 
kidney disease attributable to diabetes, including nonclassical glomerular lesions and tubulointerstitial 
disease . 
Diabetic kidney disease" is a clinical diagnosis based upon the presence of albuminuria, decreased 
estimated glomerular filtration rate (eGFR), or both, in patients with diabetes”.

Notably, diabetic kidney disease (DKD) does not indicate  the specific pathological phenotype of kidney 
damage due to diabetes.
Rather, the designation DKD (or "CKD in diabetes") is used to clarify that the underlying pathologic 
phenotype is unknown in most cases.
The likelihood that diabetic glomerulopathy is the underlying pathology of DKD varies widely depending 
upon the clinical circumstances.



HOPE: RELATIVE RISK ACCORDING TO 
QUARTILE OF ALBUMINURIA (N = 9,043)

Gerstein et al, JAMA 2001; 
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“Those with nonalbuminuric CKD showed a slower rate of decline in eGFR than did any other group; however, these 
individuals still carry a greater risk for death and MACE than do those with no CKD.”
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« Non-albuminuric renal impairment is a 
strong predictor of mortality…»
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●Type 1 (acute) – Acute HF results in 
AKI

●Type 2 – Chronic cardiac dysfunction) 
causes chronic kidney disease (CKD)).

●Type 3 – Abrupt and primary worsening 
of kidney function Ex.renal ischemia 
or glomerulonephritis with acute cardiac 
dysfunction

●Type 4 – Primary CKD with contributes 
to cardiac dysfunction

●Type 5 (secondary) – Acute or chronic 
systemic disorders (eg, sepsis or 
diabetes mellitus) that cause 
both cardiac and renal dysfunction.

UpToDate 2023

CARDIORENAL SYNDROME



Kidney–heart risk factor management



Holistic approach for improving outcomes in patients with diabetes and chronic kidney disease



Monitoring of serum creatinine and potassium during angiotensin-converting enzyme inhibitor (ACEi) 
or angiotensin II receptor blocker (ARB) treatment—dose adjustment and monitoring of side effects.
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Patient factors influencing the selection of glucose-lowering drugs other than sodium–glucose 
cotransporter-2 inhibitor (SGLT2i) and metformin in type 2 diabetes (T2D) and chronic kidney disease 
(CKD).



Suggested approach in dosing metformin based on the level of kidney function



Integrated care approach to improve outcomes, self-management, and patient–provider 
communication in patients with diabetes and chronic kidney disease (CKD).429–



Team-based integrated care delivered by physicians and nonphysician personnel supported by 
decision-makers.



CARDIOVASCULAR MANAGEMENT

Diuretics

RAS-RAAS

ARNI

SGLT2 inhibitors

Vasodilators

Inotropic drugs

Ultrafiltration

Vasopressin receptor antagonists



TREATMENT

GENERAL MANAGEMENT interference with ESA; glycated albumin

-PATIENTS NOT ON DIALYSIS doubts on  AC1 values and outcome; insulin dose empiric

PATIENTS ON HEMODIALYSIS     long acting insulin (?) 

PATIENTS ON PERITONEAL DIALYSIS



TROUBLESHOOTING

Hyperglycemia: microvascular disease can cause erratic absorption of insulin from the 
subcutaneous tissue

Severe hyperglycemia and ketoacidosis (dialysis):  hypovolemia and marked 
hypernatremia do not occur, since glucosuria is absent in anuric individuals. The net effect is minimal 
symptoms, even among those with extreme hyperglycemia marked hyperkalemia due to potassium efflux 
from cells

Hypoglycemia severe underdialysis, with poor calorie intake, or occult disease, such as infection or 
malignancy. Drugs that interfering with the counter regulatory response to hypoglycemia (BB, long-acting 
insulin and oral agents)

Alternating hypoglycemia and hyperglycemia:  gastroparesis, timing of insulin injections, 
poor compliance, erratic eating habits, and poor timing of CAPD)



Copyrights apply

VITERBO: CARTELLA CONDIVISA NEFRO-DIABETOLOGIA



CONCLUSIONIS
Diabetic patient with advanced renal disease is a complex clinical feature.

The variables involved are many; patient, drugs, cardiopathy, impaired GFR etc.)

It needs to create a close interaction among all players, including all specialists ( 
multidisciplinary approach).

The aim is to improve the 
patient's quality of life 


