Module 10  Diabetic Kidney Disease

Diabetic kidney disease is usually a clinical diagnosis made based on the
presence of albuminuria and/or reduced eGFR in the absence of signs or
symptoms of other primary causes of kidney damage'.

Urinary albumin-creatinine ratio (ACR) >2.5mg/mmol in men and
>3.5mg/mmol in women? indicate rise in urinary albumin loss. An ACR
>25mg/mmol represents a more severe and established form of renal disease
and is more strongly predictive of total mortality, cardiovascular mortality
and morbidity, and end-stage renal failure. Refer to nephrologists when
indicated (Table 1).

Table 1. When to refer to nephrologists

1. When doubt exists as to the diagnosis of diabetic kidney disease. This
arises with atypical features suggestive of additional or alternative
renal pathology which includes history of diabetes with a very short
duration, the presence of haematuria, significant renal impairment or

proteinuria without other microangiopathy like diabetic retinopathy.

2. When need arises for evaluation in patients at risk of rapid progression

or deterioration of renal function

3. When need arises for the planning of renal replacement therapy with
patients progressing into end stage renal failure [serum creatinine over
300 umol/1].
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Screening of diabetic kidney disease (Figure 1)

» Screening for diabetic kidney disease should be D

performed at least annually.

» Measure random spot urine albumin creatinine ratio (ACR) D
and serum creatinine at least yearly. If the levels are abnormal,
the test should be repeated within 3 months and more often

thereafter to monitor progress.

» In patients with clinical proteinuria, especially those with short
disease duration or without other microvascular complications,
other causes such as urinary tract infection, severe
hyperglycaemia, cardiac failure and other non-diabetes renal

disease (e.g. stone and glomerulonephritis) should be excluded.

Drug Treatment

In the treatment of both micro- and macroalbuminuria, either A
Angiotensin Converting Enzyme (ACE) inhibitors or Angiotensin
Receptor Blocker (ARB) should be used 345

» In the setting of albuminuria or diabetic kidney disease, in
patients unable to tolerate ACE inhibitors and/or ARBs,
consider the use of calcium channel blockers, B-blockers,

or diuretics for the management of blood pressure.

» If ACE inhibitors, ARBs, or diuretics are used, monitor serum
potassium levels for the development of hyperkalemia.
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Figure 1.  Screening and Management of Diabetic Kidney Disease
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Management of increased ACR:

* ACE-inhibitors or Angiotensin Receptor Blockers irrespective of blood pressure level
unless there is significant hypotension e.g. BP <100/60mmHg

* Target blood pressure control <130/80 mmHg, preferably lower

* Target HbAlc <7%

* Lifestyle intervention

¢ Reduce body weight if obese/ overweight

¢ Management of modifiable cardiovascular risk factors
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Refer to specialists
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