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Globally, nearly 10% of the population has
chronic kidney disease (CKD), defined as a
glomerular filtration rate less than 60 
mL/min/1.73 m2 and/or a urinary albumin to
creatinine ratio greater than 30 mg/g (3 
mg/mmol).

Persons with CKD have a substantially high
risk of cardiovascular disease. Indeed, most
persons with CKD are far more likely to develop
a cardiovascular event than to progress to end-
stage kidney disease!!! 





 



DKD, DN, and CKD with diabetes
• “Diabetic kidney disease (DKD)” is a concept that widely recognizes the

pathophysiological change induced by diabetes as the onset and progressive factor of
renal injury and renal function decline, regardless of the level of albuminuria.

 
 
 

DKD may contain multiple renal pathologies,
including nephrosclerosis due to hypertension, renal
changes associated with atherosclerosis, obesity-related
glomerulopathy and gouty nephropathy.
 
DKD needs multi-factorial ttt against metabolic
disorders ( primarily diabetes)













A 68 years old man with long lasting diabetes was referred
because of decreasing eGFR.
He is taking Atorvastatin, Metformin, Gliclazide, sitagliptin and valsartan 320mg.
BP= 130/80   BMI= 32
HbA1C= 8     LDL= 60   Na=139    K=5.2
Serum CR=2.4   eGFR= 38CC/min   eGFR=45CC/min (last year)   Urine Alb/Urine Cr=
800mg/g
CKD stage: G3b, A3
 
What do you recommend?
Add MRB?                
Add SGLT2i ?
 
Does SGLT2i improve kidney outcome at this stage?
 
Dapagliflozin 10 mg was started. 2 weeks later, GFR decreased to 32 CC/min.
What is  your suggestion now?
Dapagliflozin was continued.
6 months later, GFR was 40 CC/min and A/C ratio was 500m/gr.







 
The progression of kidney disease has decreased with
advances in blood pressure (BP) control and renin-
angiotensin- aldosterone system (RAAS) blockade

 
But,  It is not enough

Reno-protective efficacy of RAAS blockers remains
unsatisfactory in patients with DKD

(They decrease CKD progression by 20-30%)
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Hyper-filtration & CKD









 

Start MRA if K< 5
Synergistic effects of nsMRA and
SGLT2i



A 68 years old man with long lasting diabetes was referred
because of decreasing eGFR.
He is taking Atorvastatin, Metformin, Gliclazide, sitagliptin and valsartan 320mg.
BP= 130/80   BMI= 32
HbA1C= 8     LDL= 60   Na=139    K=5.2
Serum CR=2.4   eGFR= 38CC/min   eGFR=45CC/min (last year)   Urine Alb/Urine Cr=
800mg/g
CKD stage: G3b, A3
 
What do you recommend?
Add MRB?                
Add SGLT2i ?
 
Does SGLT2i improve kidney outcome at this stage?
 
Dapagliflozin 10 mg was started. 2 weeks later, GFR decreased to 32 CC/min.
What is  your suggestion now?
Dapagliflozin was continued.
6 months later, GFR was 40 CC/min and A/C ratio was 500m/gr.







3 types of SGLT2i trials

CVO TRIALS
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SGLT2i as std of care in CKD pts (+/-
T2DM)




