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on i nephropathy: a vicious triangle
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salt sensitivity
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current study from Germany

7115 men and women aged
18-79 years were evaluated
for presence of nephropathy
between 2008 and 2011

Overall prevalence of
reduced kidney function:
(defined as estimated
glomerular filtration rate

< 60 ml/ min/ 1.

2,3 %

ORIGINAL ARTICLE

y with diabetes and hypertension

The Prevalence of Renal Failure

Results From the German Health Interview and Examination Survey for Adults, 2008-2011 (DEGST)

Matthias Girndt, Pietro Trocchi, Christa Scheidt-Nave, Silke Markau, Andreas Stang

TABLE 3

Weighted multivariate analysis of factors influencing kidney damage and
awareness of kidney damage
Endpoint Causal risk factor PR 95% Cl ‘
Smoking status*’
— Current 0.96 |(0.54-1.73)
— Former 1.24 | (0.86-1.78)
— Never 1.0
Diabetes mellitus*'
73 m )| e e (155316
—-No 10
Arterial hypertension*?
- Yes 346 |(1.95-6.12)
~No 10 |

=> close association between nephropathy and type 2 diabetes

Girndt et al. Dtsch Arztebl Int. 2016; 113: 85i 91
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diabetes and chronic kidney disease
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labetes and chronic kidney disease
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labetes and chronic kidney disease
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diabetes and chronic kidney disease
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i current history: declining kidney function, edema for 1 year

i Past history:
- type 2 diabetes, known for 5 years, orally treated
> hypertension

i current medication:

- metformin 2 x 1000 mg
gliclazide 2 x 60 mg
amlodipin/valsartan 1 x 10 mg/160 mg
nebivolol 5 mg
L-thyroxine5 0 Og
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Indings

108 kg, 186 cm, BMI 31.2k g / m]|
blood pressure 180/ 98 mm Hg

bilateral peripheral edema (++)

Lab:

> hemoglobin 12,7 g/dl (14-18)

> creatinine 1,6 mg/dl (<1,2), MDRD-GFR49ml / mi n/ 1. 73 m|] ( >60)
- total protein 6.2 g/dl (6.5-8.5), plasma albumin 2.7 g/dl (3-5)

> hbAlc 8.1%

> total cholesterol 347 mg/dI, triglycerides 894 mg/dI

- urinary protein 6434 mg/g crea (<100), urinary albumin 6483 mg/g crea (<30)

> glucosuria +++
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position using bioimpedance

Body Composition Monitor (Fresenius Medical Care)
Total body water 46.3 L

extracellular water 24.5 L

intrazellular water 21.8 L

E/l-ratio 1.13 (<0,8)

overhydration +5,2 L (N1)
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Nodular glomerulosclerosis, 20% interstitial fibrosis /tubulus atrophy,

severe arteriolosclerosis

13=> diabetic hypertensive nephropathy
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BD 180/98 mm Hg

HbAlc 8.1%

GFR 49 ml/ mi n/ 1.

proteinuria 6434 mg/g Krea

Abraham | et al. Journal of Human Hypertension 2017; 31, 373i 375
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according the Framingham risk score

Calculator: Cardiovascular risk assessment (10-year, men: Patient education)

Input:

Age 38 yr v Results:

Systolic blood pressure 180 mmHg v N
Risk 11.2 9 - 0
Total cholesterol 347 mg/dL - s y 11 ’ 2 /0

HDL cholesterol 150 mg/dL -
On blood pressure medication Yes v
Cigarette smoker No M
Diabetes present Yes -

www.uptodate.com

D DEAgostino et al. Circ 2008
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GFR and albuminuria

albuminuria

All-cause mortality Cardiovascular mortality

ACR ACR ACR ACR ACRH ACR ACR ACR
=10 10-29 J0—2o0 =300 =10 1020 J0—2099 =300

eGFR
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eGFR
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eGFR
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eGFR
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eGFR
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eGFR
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relatives risk according to reference group
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to proteinuria

ORIENT: Olmesartan Reducing Incidence of ESRD in diabetic
Nephropathy Trial (=566, HbA1c 7.5 N1.2 %; BP 141/78 mm Hg)

1.0

<1.0 g/ger Reference - 23.0 (g/gCr)
2>1.0, <3.0 g/gCr 3.02 (1.76-5.19) <0.001

08| =30ggcCr 9.24 (5.43-1573)  <0.001

0.6

0.4

Cumulative event rate

0.2

.J—'-"—'

0 6 12 18 24 30 36 42 48 54
Month

<1.0 (g/gCr)

0.0

event: doubling creatinine, end-stage renal disease, death
Imai E et al. Nephrol Dial Transplant. 2013;28:2526-34
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abetes: <140/ 85 mm Hg

Blood pressure goals in hypertensive patients

2013 Guidelines Europ. Soc. Hypertension / Europ. Soc. for Cardiology (ESH/ESC)

a) is recommended in patients at low—-moderate CV risk;

b) is recommended in patients with diabetes; I

d) should be considered in patients with CHD;

recommend reducing SBP to between 150 and 140 mmHg.

85 mmHg are safe and well tolerated.

| Recommendations Class® | Level® Ref.€
A SBP goal <140 mmHg:
266, 269, 270
270, 275, 276
c) should be considered in patients with previous stroke or TIA; 296, 297
141, 265
e) should be considered in patients with diabetic or non-diabetic CKD. 312, 313
In elderly hypertensives less than 80 years old with SBP =160 mmHg there is solid evidence to 065
In fit elderly patients less than 80 years old SBP values <140 mmHg may be considered, whereas in the
fragile elderly population SBP goals should be adapted to individual tolerability. -
In individuals older than 80 years and with initial SBP =160 mmHg, it is recommended to reduce SBP to
between 150 and 140 mmHg provided they are in good physical and mental conditions. 281
A DBP target of <90 mmHg is always recommended, except in patients with diabetes, in whom values 269, 990
<85 mmHg are recommended. It should nevertheless be considered that DBP values between 80 and 2'93 '

CHD, coronary heart disease; CKD, chronic kidney disease; CV, cardiovascular; DBP, diastolic blood pressure; SBP, systolic blood pressure; TIA, transient ischaemic attack.

Class of recommendation.
®Level of evidence.
“Reference(s) supporting levels of evidence.

J Hypertens. 2013; 31:1281-357
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event:

doubling
creatinine,
end-stage renal
disease,

death

ases renal events

use of ACE-l or AT-
receptor blockers !!!

Imai E et al. Nephrol Dial Transplant. 2013;28:2526-34
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