CHRONIC KIDNEY DISEASE
WITH TYPE 2 DIABETES AND
CARDIOVASCULAR DISEASE

Comorbidity What to measure

CKD monitoring eGFR, uACR, urinalysis
CVD and dyslipidemia

Diabetes Blood glucose, HbAlc

Dose adjustments based on eGFR

Look
out for

Hyperkalemia if RAS inhibition is included

CKD/CVD risk factors (e.g. anemia,
bone disease, heart failure)
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The KDIGO heatmap can be used as a
tool to guide frequency of monitoring

— Management of T2D + CKD + CVD

Aim of treatment: Slow CKD progression and prevent adverse CV events

Lipid management
Glycemic control
Blood pressure control

GLP-1RA (T2D)
ns-MRA (T2D)
Antiplatelet therapies (ASCVD)

Metformin (T2D)
SGLT2i (T2D)

RAS blockade (HTN)
Statin

Diet
Exercise
Weight
Smoking cessation

When to refer to nephrology

il

il

KFRE score rises

[ty

3

Developing a treatment plan and Unexplained decline in Unexplained

above 3-5% primary care practitioner not eGFR (25 mL/min/1.73m?) significant
confidentin the recommended over 12 months or sudden albuminuria or
first-line treatment decline over days to weeks hematuria

Acronyms:

Blood pressure, cardiovascular risk stratification, lipid status

Low risk (if no other markers
of kidney disease, no CKD)

PRIMARY CARE
MANAGEMENT OF

CKD

Albuminuria categories
Descriptionand range

Al A2 A3
Normal I
to mildly Moderately Severely
increased increased peieased
<30 mg/g 30-299 mg/g 2300 mg/g
<3 mg/mmol 3-29 mg/mmol 230 mg/mmol
Normal or high 290 Treat (1)
Mildly decreased 60-89 Treat (1)
Mildly to moderately 45-59
decreased Treat (1) Treatand refer (3)
Mildly to severely 30
—44
decreased Treatand refer (3) [ Treatand refer (3)
Severely decreased LEEXAl Treatand refer (3) [ Treatandrefer (3) J| Treatand refer (4+)
Kidney failure RGN Treat and refer (4+) f Treatand refer (4+) W Treatand refer (4+)

Numbers: Indicate how often (per year) you should be screening or monitoring. Monitor, treat, or refer: Indicates the
recommended course of action. CKD is classified based on Cause (C), GFR (G), Albuminuria (A).

Moderately increased risk High risk . Very high risk

SGLT2ishould be initiated or continued for those with
CKD and T2D when eGFR =20 mL/min/1.73m?and can
be continued after initiation at lower eGFR levels

Metformin should be initiated/continued when
eGFR 230 mL/min/1.73 m?

RAS inhibitors (ACEi or ARB) should be initiated or
continued as first-line therapy at the maximal tolerated dose

Intensification of statin therapy is recommended for
secondary prevention in patients with established CVD

Aspirin should be used for lifelong secondary prevention
in patients with established CVD

Long-acting GLP-1 RA are recommended for patients
who do not achieve individualized glycemic targets despite
use of metformin and SGLT2i

Additional medications with cardiorenal protective effects,
such as non-steroidal MRAs™* can be used in patients at
residual risk despite standard treatment
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Persistent Resistant Recurring Hereditary
hyperkalemia hypertension kidney stones kidney
disease
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https://kidneyfailurerisk.co.uk/

