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Prevalenza Globale
) 850 Milioni .
CKD &prA  450Milioni

{ con MRC ha il Diabete di Tipo 2 ' -

Diabete e danno renale |
strettamente callegati "

y ~30-35% ~20%
[ con IC ha il Diabete di Tipo 2 \ con IC ha una Malattia
Diabete e rischio Renale Cronica

- cardiovascolare 'y Sindrome Cardiorenale

" Entro il 2040 la CKD diventera la 5° |
causa di morte a livello globale,
con un aumento del 100% degli

anni di vita persi rispetto al 2016 |

. DIAGNOSI PRECOCE
H F STRATEGIE TERAPEUTICHE INTEGRATE
' GESTIONE MULTIDISCIPLINARE

| Hion
. v
&

Herrington W G et al Lancet 2026, 40/: 90-104 °




Diagnosi CKD

Early-stage CKD is usually asymptomatic
requiring laboratory tests for detection

Indicative of CKD
eGFR . .
BlOOd eGFR < 60m|/m|n/'l 3m CKD d"agnosed
sam ple Indicates kidney

function loss

EITHER value EDUCATE
_» Indicative of CKD SCREEN
eGFR > 60ml/min/1.73m? present for
=3 months TREAT

Albumin
Creatinine ' Ra.ndom SPIOt . Indicates
LR NG SAITPEe kidney damage Consider initiation of treatment at first

Validated subsequently with presentation if CKD is deemed likely due to

first-morning void sample presence of other clinical indicators




Diagnosi CKD

Early-stage CKD is usually asymptomatic
requiring laboratory tests for detection

Indicative of CKD

eGFR . .
Blood eGFR < 60mi/min/1.73m CKD diagnosed
sam ple Indicates kidney

function loss

EITHER value EDUCATE
w» Indicative of CKD
eGFR > 60ml/min/1.73m? PLRSenL 10} SCREEN
, =3 months IREAI
Urine | UACR
Albumin
Creatinine . Ra.ndom SpOt > Indicates
Ratio Test urine sample kidney damage Consider initiation of treatment at first

presentation iIf CKD is deemed likely due to

Validated subsequently with presence of other clinical indicators

first-morning void sample




MALATTIE

- R — CARDIOVASCOLAR]
SCREENlNG I S O N AR 1 |

RACCOMANDATO

DIABETICE

FUMATORI

JIRGUTIC ANMCO ISN-KDIGO Early CKD Screening. 2022. Trevisan R et al. J Am Soc Nephrol 2006; Kazanciogdlu R. Kidney Int Suppl 2013; °
L cevnnnne National Kidney Foundation. Aging and Kidney Disease. 2022. Jo W et al. PLoS One 2020; Menon V et al. Kidney International 2005
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KDIGO: classification and prognosis of CKD

v ko complcationy o 0.04/1000 patient-yrs

disease stage relative to a healthy population

Normal or Moderately Severely x 5
mildly increased increased
increased
Al A2 A3
<30 mg/g 30-300 mg/g >300mg/g
<3 mg/mmol  3-30 mg/mmol >30 mg/mmol

eGFR category

Sserranon '’
LI . ]
JuviGhlil 4 1.3 1.5 1.7 2-5

1.5 2-4 2:6 /-2
1-9

13
22131 A All-cause Death or H

s | B ASCVD: MI, Stroke, PAD
C CV Death, HF, AF
D Replacement Tx or AKI

Normal or high G1 (290 mL/min per 1.73 m?)

Mildly decreased G2 (60-89 mL/min per 1.73 m?)

Mildly to moderately

L A G3a (45-59 mL/min per 1.73 m?)

Moderately to severely

" G3b (30-44 mL/min per 1.73 m?)

148 | 1.8 233 | 28 47-7
Severely decreased G4 (15-29 mL/min per 1-73 m?) 408 | 23 513 | 36 84-1
31 4-7

Kidney failure G5(<15ml/minperl73m’) | g 283 | 42 945 | 52 o977

By NS C .
5‘&'[&3 ANMCO KDIGO 2024 clinical practice guideline. Kidney Int 2024;105:S117-314 0
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Reduced eGFR and increased albuminuria are
independently associated with increased risk of CV death

——

L}

Risk of CV death' (HR)

O = N W AR O
N I I —

Adapted from Ninomiya T et al. J Am Soc Nephrol 2009;20:1813 @




ti CKD

| pazien

Prognos

©

Foley RN et al. J Am Soc Nephrol. 2005;16:489

Dalrymple L, et al. J Gen Infern Med. 2011;26:379-385.




Kidney Dysfunction  Cardiovascular
Disease —

& 25 I
B o0 il

(e Uraemic Mineral & Bone

66 Diabetes
” RAAS Activation Toxins : O

a’g okt Orsiioad
Ca" /POy

Vascular Damage - Cardiac Remodeling

m Vascular Calcification
n Endothelial Dysfunction

Left Ventricular Hypertrophy

@ Myocardial Fibrosis

Cardiovascular
~ Complications in CKD

g UTICI ANMCO Sarafidis PA et al. J Cardiometab Syndr 2006;1:58; Ronco C. Contrib Nephrol 2010;164:33; Banerjee S and Panas R. 0
LB L omone  Hellenic J Cardiol 2017:58:342: Leon BM and Maddox TM. World J Diabetes 2015:6:1246: Dzau VJ et al. Circulation 2006;114:2850
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Come abbiamo pensato il rene nel pz CV sino ad oggi

* Renism (nichilismo terapeutico)
-Pratica di limitare terapie/procedure efficaci (CVG, MRA) per timore 1perk e declino eGFR

-Associata a esiti clinicli avversi in pz con CVD + CKD

-Oblettivo clinico: massimizzare GDMT anticipando e gestendo proattivamente gli effett
collaterali renali ed IperK piuttosto che evitare terapie

e Astensione
terapeutica

' Classe Farmacologica GFR 30-60 GFR <30 GFR <15 / Diallsl
- , I
Dose ridotta, Dabi
| DOAC Dose ridotta (monitorare controindicato Controindicatl .
Fondaparinux Dose ridotta/cautela Controlndicato Controindicato |
Levosimendan Cautela/possibile Controlndicato (dati limitati) | Controindicato |
Sacubltril/valsartan Cautela, monitorare Evitare (possiblle Controindicato ‘
continuazione)
| ; |
Cautela, monltorare Cautela {no stenosl
EACE-InIbrIfSartanl adeanal bilaterale) Cautela
Vericlguat I o Possiblle {(non <15} _ I
SGLT2I E:: Inizlare; continua se In PP —




CKD for cardiovascular risk estimation

NO previous cardiovascular disease or
type 2 diabetes

J

sjels

25

— —

000G 000G
B =H SCORE2-
Diabetes
SCOREZ2 SCOREZ2-0OP
(Europe) (Europe) (Europe)
</(0 vears >70 vears Type 2 Diabetes

SCORE2 is recommended in apparently healthy people <70 years of age without established ASCVD, DM, CKD, genetic/rare lipid or BP
disorders for estimation of 10-year fatal and non-fatal CVD risk.* ©

SCORE2-OP is recommended in apparently healthy people >70 years of age without established ASCVD, DM, CKD, genetic/rare lipid or
BP disorders for estimation of 10-year fatal and non-fatal CVD risk.” €

-- In patients with T2DM without symptomatic ASCVD
or severe TOD, it is recommended to estimate

-- 10-year CVD risk via SCORE2-Diabetes.*>"

e UTIC
§6$§CLUB ANMCO

M@ CRITICAL CARE COMMUNITY




Chronic Kidney Disease Prognosis Consortium:

CKD measures improved CVD risk prediction
beyond SCORE2 and SCORE2-OP

SCORE2 population (age SCORE2-OP population (age
In validation datasets 40-69, no diabetes 70+, no diabetes)
Risk ratio of CKD Add-on Risk ratio of CKD Add-on
CKD Stages (eGFR+ACR) to SCORE?2 (eGFR+ACR) to SCORE2-0OP

Risk ratio, Median (1Ql)

CKD at moderate risk 1.29 (1.24, 1.30) 1.15 (1.11, 1.17)
CKD at high risk 1.70 (1.63, 1.74) 1.29 (1.23, 1.34)

Overall 1.03 (1.00, 1.07) 1.04 (0.99, 1.07)

Matsushita et al. Eur J Prev Cardiol. 2023 0




SCORE2 Variables

Age (40-85yrs) 65 :1
Gender Male i
Systolic Blood Pressure (mmHg) 135 _

Total Cholesterol (mg/dL) |

180 v
click on units to change between mg/dL and mmol/L
HDL Cholesterol (mg/dL) e .
click on units to change between mg/dL and mmol/L
Smoking Status Not Current Smoker %
Diabetes "No 2

nianey iveasures Medium risk countries

eGFR (estimated glomerular filtration rate) [

35 vl " o
(mL/min/1.73m?) Original SCORE?2 Original SCORE2 + CKD Add-on
Urine Albumin to Creatinine Ratio (mg/g)
click on units to change between mg/g and mg/mmol | 40 ¢ |

Convert Urine Protein-Creatinine to Albumin-Creatinine

yf ‘ "w“. :

105/ ANMCO https://ckdpcrisk.org 19
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Target terapeuvutici alla luce della CKD

-

| SCORE2/SCORE2-OP <2%}
ireatment goal |+ SCORE2/SCORE2-OP >2% and <10% |
for LDL-C * TOUNY PAUENts (1 1UIVI <33 years;
T2DM <50 years) with DM duration
v | <10years without other risk factors
<3.0 mmol/L Low
Classllb (416 mg/dL) risk /
Class lla

& >50% reduction
from baseline

<1.8 mmol/L
a <1.4 mmol/L

CRITICAL CARE COMMUNITY

l

« FH without other major risk factors
» Moderate CKD (eGFR 30-59 mL/min/1.73 m?)
» DM w/o target organ damage, with DM duration 210 years

» SCORE2/SCORE2-OP 210% and <20% ]|
» Markedly elevated single risk factors, in particular

TC >8 mmol/L (310 mg/dL) or LDL-C >4.9 mmol/L (190 mg/dL)
or BP 2180/110 mmHg

—

or other additional risk factor

« ASCVD (clinical/imaqging)
‘ SCOREZ/SCOREz OP >20%

l. A(‘f‘\ f\ ..... L -:.j l. .....;erncufactor
. Severe CKD (eGFR <30 mIJm|n/1 73 m )

« DIVI &Target organ aamage: 23 major risk ractors;

—_-_‘__-——_‘
L)

or early onset of T1DM of long duration (>20 years)

|+ Patients with ASCVD who experience
| recurrent vascular events while taking

Il and peripheral) arterial disease

| maximally tolerated statin-based therapy
l. Patients with polyvascular (e.g. coronary

.
S

-
-~
-
-
-
~
-
s\
-~

——

Class llb ?:43 :’;;:{_')'
9Class lla for individuals in primary prevention with FH at very high risk
. UTIC : .
icug ANMCO  ESC Guidelines European Heart Journal (2024)

In adults with moderate-to-severe CKD who are
receiving BP-lowering drugs and who have eGFR
>30 mL/min/1.73 m?, it is recommended to target
systolic BP to 120—-129 mmHg, if tolerated.

Individualized BP targets are recommended for those
274,779

with lower eGFR or renal transplantation.

In hypertensive patients with CKD and eGFR >20
mL/min/1.73 m?, SGLT2 inhibitors are

recommended to improve outcomes in the context
776,777

of their modest BP-lowering properties.
ACE inhibitors or ARBs are more effective at

reducing albuminuria than other BP-lowering agents
and should be considered as part of the treatment

strategy for patients with hypertension and
780-782

© ESC 2024

microalbuminuria or proteinuria.

Recommendation 3.4.1: We suggest that adults with high BP and CKD be treated with a target systolic blood pressure

(SBP) of <120 mm Hg, when tolerated, using standardized office BP measurement (2B).

ESC Guidelines European Heart Journal (2024) 45, 3912-4018
Kidney International (2024) 105 (Suppl 4S), S117-S314

@




Appropriatezza diagnostica alla luce della CKD

Symptam score (-1 points)

Clinical likelihood of Appropriate first-line test for
obstructive CAD? suspected CCS

Invasive coronary angiography

DA S HEAMNMWW{IM Pain symptom elther - - ‘\
| | vaﬁ- Functional imaging
rness of troh sndior wovib saehing st (2 poinn)

'immmmﬂmmmmw

PET/SPECT CMR  Stress ECHO

Murmber of risk factors for CAD (0=5):
Farmily history, smoking, dyslipidaemia, hypertension and diabetes CCTA Functional imaging

Moderate OR @’ .
2B o).

PET/SPECT CMR  Stress ECHO

Estimate the Risk Fuw-ﬂw’owﬂ Clhk.al Likelilveod {RF-CL)

Adjust the clinical likelihood CCTA
Q| paene :
, . - . OR
N § Women % Man b Me vomen  § Men
riae 1 '“‘.‘ I‘ O=l J=) #=5§  O=] T=) 45 O=| E=3 45 ¢-| =1 4=% O] T=) =5  B=] J=3 4=5
won GOD DOO OO0 260 VGO0 98
vy OO 999 ... ... aee B |
Aoy DS 8208 T 1 BEIEET Defer further testing
aettit DO 907 @@ nasw»
reto0 OO B 16 19 20 44 44 45

@ESC

ngdg ANMCO ESC Guidelines European Heart Journal (2024) 45, 3415-3537 °
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CKD + Diabetes

CREDENCE (Canagliflozin and Renal Events in Diabetes with
Established Nephropathy Clinical Evaluation)

Study Population Primary Outcome Renal-Specific Outcome

ESRD, 2 x serum =
Randomized Control Trial (N = 4401) ” ( 1 per 1000 patient years :;:aatlhc‘:::es'e death from k v.

e Placebo Cardiovascular Outcome
63 years

Cardiovascular death,
myocardial infarction, v .
Composite of ESRD, doubling of or stroke
.1 serum Cr, renal or CV death
HbAlc = 8.3%

(Cl, 0.59 to 0.82)

m l Alb/Cr =927 mg/g o . o 4 3
Canaghﬂozm per 1000 patient years
-
' eGFR = 56.2

Conclusion: In patients with type 2 diabetes and kidney disease, the risk of kidney failure
and cardiovascular events was lower in the canagliflozin group than in the placebo group.

Perkovic V et al NEJM 2019 e




CKD +/- Diabetes
DAPA-CKD frial

Kidney Cardiovascular

Randomized the i
* Declinein GFR at least 50% * Hospitalization for heart failure

® Double-blind Outcomes
1] Placebo-controlled * ESKD Death from cardiovascular causes

laceno 14.5%  11.3% 6.4% 6.8%

Primary composite Composite kidney Composite cardio- Death from
outcome outcome vascular outcome any cause

e Death from renal causes

N= 4304
GFR 25-75 4%
ml/min @
67.5%
diabetes type 2 &

] 9.2%  6.6%

Conclusion: Among patients with chronic kidney disease, the risk
of any composite kidney or cardiovascular outcomes or death
was significantly lower with dapagliflozin than with placebo.

&

& cus ANMCO Heerspink HJL et al NEJM 2020

™ CRITICAL CAR



betes
EMPA-KIDNEY trial

CKD +/- Dial

Population: Designed to assess the eftects of empagilifiozin in a broad range of patients (~6000 ) with chronic
kidney disease (CKD) at risk of progression, including many patients without diabetes, and patients with low
levels of proteinuna

Trial design

Composite pnmary outcome

s  Empagiifiozin 10 mg once daily
EMPA-KIDNEY + standard of caret

viddence of CKD ot
!"fll Of Kigney adiseqse

SR ‘ ' " Kidney function loss definedas: | | End-stoge kidney disease |
DroC ression _ Placebo once doi'y - «  Sustained reduction of « Dehined as intighon of
‘ standard of core! 240% eGFR decline chronic ceQlysis or
*  Sustaned kidney fransplont
eGFR <10 mi/min/1.73 m¢ / \_Renal death

Event! dnven: 1070 pnimary outcomes: YUk
power alt p<0.035 1o detect on 18% relative
NSk recuc hon

Fowe b == Rl -] a1 — %' B Fi— == o=t & T, T N3 . == Bo= ] P B ] - B T— At =1 =1 e 1 T I 8 i

« Al-Couse NoSproizahon
« First occumrence of hospitaization for
neort fTodure or Y gegth
¢ Al-cause mortQity |

"Bohwein 15 MO ﬁ" 'Y OF ,.'] 16 A X5 6‘09 Oy ware roncomized” T Gusoabne-Crechedo
rreciccl Peapy Ot Ty e

KL ﬁ""f?_'ﬁ”'f-;. ey Ol F?_"»’“ COMOVIEOUAY, &M a4 e ‘J ey o hon riale

- —— wnll el -

T ! W ALIDNEY Coloborote Lroun. N Engl J Med SO DOE 10 TOSE/MNE MO TS

e UTIC
X éCLUB

wmo“‘" CRITICAL CARE COMMUNITY




CKD +/- Diabetes
EMPA-KIDNEY trial

Empagliflozin reduced the risk of the primary outcome of Relative reduction in risk of CV death or kidney

CV death or kidney disease progressiont! disease progression®’
HR (95% Cl)
- All patients (n=660%) v ..
‘ @ Placebo @ Empaglifiozin Baseline diabetes

No [n=3,547) 0.82 {0.48, 0.77)

3
> 30 Yes (n=3.040) 0.64 [0.54, 0.77)
I 4 eGFR, mli/min/1.73 m?
% 00 HR 0.72 i 245 (n=1,399) —— 0.64 [0.44, 0.93)
= (95% Cl 0.64, 0.82) v 30 fo <45 (n=2,928) —— 0.78 (0.62, 0.97)
% £<0.00] S <30 (n=2,282) —_ 0.73 (0.62, 0.84)
ﬁ - R o el UACR, mg/g
- ‘ p—— <30 (n=1,328) ’ —i 101 (0.46, 1.55)
o Te——— 30 to 300 (n=1,844) ——et— 091 (045, 1.26)
U 0.5 | - 1S 2 2.5 >300 (n=3,417} e = 0.67 (0.58, 0.78
— Years — 1 = - Jrenm—
Plocebo 3305 3250 3129 2243 1496 592 0,20 03 1 _2.4
empoglifiodn 3304 3252 3143 >275 1538 424 Favours empaghficzin - Favours placabo

%1205 ANMCO EMPA-KIDNEY Collaborative Group. N Engl J Med 2023;388:117 @

Y™ CRITICAL CARE COMMUNITY



These patients can only be

®
SGLT2i effect on Slope GFR PSR K v
80
= 70+
— ' ;_ . ~ 60 3G
Population: Median F Slupe GFR = {rs A
Number 13 UACR A c S0 A, f’/b/‘/of
Study Age (years) [ | . Chronic phﬂSE £ a0l N
HF (%); Days Mean changes E %
Diabetes (%) (95%C1) e 30
| : ZO\»
— —_— 61 8+12.1 - — _ . -1.6710.11 W D'ff3 0 0.4 ' 0 20.8 Difference: 26.6 years 4'7 S
DAPA-CKD ~— 4 4 | 15-1085 olDifference: 19years ,
Eé -3.59+0.11 0 < 10 N X B 30 35 40 45
£E00 Time to kidney replacement therapy (years)
EM PA- 63.9+13.9

KIDMNEY M.A.;

f=F 75
LL_
0 40 O
DAPACKD = Plgcabn —o—FEimpa
" '; Placebo Fa Bitflozin o 2.5
e )4
=
R 0, 0
— & = .
c = .5 Dapagliflozin E EL P
v .k ~ N
cE -6 F o
OF _7- = .—I—_ 15
s & >\
8 & -8- _{ z —
50 07 g 30 -
- | -8 ~-10- © m—— I D
g8 - E
§E -L- g >~
40 13- Tn O >
-144 9 E = | ; :
-15 1 I I T J I 1 I I I GSE“‘-H'EE d B 12 13 24 a0 a6 q) D
0 2 4 8 12 16 20 24 28 32 36 momth
Patsents, n
Months since Randomization Placebn  3184) 2911 2861 183 2621 1723 1204 2493 D
No. of Participants Empagliflasin 3190 2475 800 TR0 W05 1753 1219 208
Placebo 2152 2029 1981 1866 1795 1753 1672 1443 935 447 157
Dapagliﬂozin 2152 2031 2001 1896 1832 1785 1705 1482 978 496 157

‘& clus ANMCO

YMw®™ CRITICAL CARE COMMUNITY




DAPA-CKD (Dapaglifiozin) | EMPA-KIDNEY (Empaglifiozin)
@’> Farmaco Dapaglifiozin Empagliflozin
225 Numero pazienti 4,304
+H Etd media ~61-62
a& Diabete tipo 2 ~67%
§ 9 eGFR medio ~43 l
§d Range eGFR 25-75 20-<45 or 45-<90+220C
Albuminuria (UACR) >200/~950-1000 mg/g

H Albuminuria bassa (<300)

Non sempre/~400 mg/g

Raro

A Fenotipo prevalente Proteinunica Alto Rischio Fterogenea Piu Ampia

250% declino/ESKD/Morte >40% declino/<10 ml/min/ESKD/
Renale o CV Morte Renale o CV

Ef Endpoint primario




IDNEY

CV Risk Profile: DAPA-CKD vs EMPA-K

EMPA-KIDNEY
(Rischio CV Eterogeneo)

DAPA-CKD
(Alto Rischio CV|

Popolazione pil ampio Y
L & meno selezionara
\ . per nschio CV

a6 Diabete Tipo 2: ~46% (Moderato)

a& Diabete Tipo 2: ~67% (Alto) ﬁ
€@ Fenotipo: Eterogenea, Pil Amp EH

€d Fenotipo: Proteinurica Alto Risck

Albuminuria: Obbligatoria 220

, . VDL _ U Albuminuria: Non sempre richies'c
~ (Mediana ~950-1000 --

(Mediana ~400 mg/g; ~48% <300)




s

EMPOWER program kidney outcome

EMPA-REG OUTCOME®*-4 EMPEROR-R>® EMPEROR-PT EMPA-KIDNEY®
N=7020 N=3730 MN=5988 N=6609

CKD

46% diabetes:
27% CVD

HFpEF
50% eGFR <60
ml/min/1.73 m?

Patient T2D + high CV risk HErEF
population 32% kidney disease 53% CKD

Mean,
ml/min/1.73 m?

74 l 62

36/15
CKD/no CKD

Median, mg/g 18 I

Kidney disease '
progression or CV
¥

&

0 - 28%

(idney
composite’,
similar
(HR vs Pbo 0.95)

Kidney Incident or worsening ' Kidney
composite nephropathy, composite’,
outcomes RRR vs Pbo |-39% RRR vs Pbo |-50%

Long-term
kidney
function, slope
diff. to placebo
ml/min/1.73 m?

+1.73

AKlfacute kidney Acute kidney failure, | Acute kidney failure, | ' AKI, RRR vs Pbo

Kidney safet o . SR
Fh— failure, reduced similar rate similar rate ++22%

1. Zinman B et al. N Engl J Med 2015;373:2117; 2. Wanner C et al. Circulation. 2018;137:119; 3. Tye SC et al. Front Pharmacol 2021;12:786706; 4. Wanner C et al. N Engl J Med

;65 lél-_rlljg AN M CO 2016;375:323; 5. Zannad F et al. Circulation 2021;143:310; 6. Packer M, et al. N Engl J Med 2020;383:1413; 7. Anker S et al. N Engl J Med 2021;385;1451; 8. Voors AA et al. Nature Med

Me® criTicaL care communiTy 2022:28:568; 9. Patorno E et al. Diabetes Obes Metab 2022;24:442; 10. EMPA-KIDNEY Collaborative Group. N Engl J Med 2023;388:117; 11. Wanner C et al. ] Am Soc Nephrol 2018;29:2755@




Effetti nefroprotettivi SGLT2i

- = T—=====T_—;——___h—)
IDUZIONE PRESSIONE '
| TUBULARE E IPOSSIA r— E—— & PROTEINURIA

v « Secrezione distale di sodio

« Feedback tubuloglomerulare
 Riduce iperfiltrazione

 Riduzione riassorbimento sodio e glucosio
« Meno sovraccarico tubulare

« Migliora ipossia renale -
« Migliora integrita tubulare ‘

* Meno Pressione intraglomerulare
l- Meno Proteinuria

=

‘ EFFETTI ANTINFIAMMATORI /

& ANTIFIBROTICI

» Benefici su marcatori antinflammatori

« Benefici su marcatori
antiossidanti

» Benefici su marcatori antifibrotici

'RIDUZIONE PESO CORPOREO (TC1 |
~~| & ACIDO URICO (H,

-~

N\

* Riduzione peso corporeo e tessuto adiposo
* Riduzione acido urico
 Migliora funzione endoteliale

——




CKD and risk modification

Area popul

dlistic approach tc

Risk factors:

« High blood pressure  » Cardiovascular disease
« Diabetes « Family history of CED

:

S P

Tests: Measures: Kidney injury Rescreen
= Blood glucose = Spot uring  Serum creatinine oF cystatin C ® A Ui rid B rotesnur Ll based on

s NSRS A LR (SR + Calculate eGFR future patient
‘lr ASESLment

Determine if test results indicate CKD

c - o » 5 “n : " H
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Lifestyle modifications: Medical treatments: Considerations:

# Srmoking cediation * Blood pressure, diabetes and lipid control * Drug dotsing » CKD/SVD factors

« Weall-balanced dist « ACEI/ARB therapy # Contrast media use = ARBETTIA

# Limit sodiom intake < 2 g /d o SGLTZ inhibition « Hyperkalaamia - Bone disease
l | « Matfarman Heart failure

, - Onhid [Melpatilig €
Jr metabalic scidosis,
» He-teging « Referral to nephrologist when
+ Follow up office visits appropriate
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Multifactorial intervention to change the course of CKD

Lifestyle | Pharmacologic interventions

'ﬁ ' BP 1 RAAS 1 SGLT2  MRA l GLP1-RA/
controf Inhibition b inhibition GIP/GLP1

Vi Delays Dialysis by

. R, — N Years
veeol

Reduces MACE by

X %

GFR decline (ml/min/1.73 m?/year)

Impatto delle Terapie Combinate sulla Funzione Renale e Rischi Cardiovascolari




SGLT2i disease modif

yng therapy for:

. "ASGLT2 inhibitor (canagliflozin, empaglifiozin, or dapagliflozin) is
} recommended in patients with T2D and CKD with an eGFR 220 ml/min/1.73 m?*

EUROPEAN / to reduce the risk of CVD and kidney failure(1A).”**3
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A S5GLT2i (empaglifozin, dapaglifozin) is recommended in patients with HF
with an eGFR > 20ml/min/1.73 m? (empa), > 25 (dapa), regardless of LVEF

EUROPEAN  / to reduce the risk of HHF and CV death (1A)
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, * "We recommend treating patients with T2D, CKD,
*and an eGFR 220 ml/min/1.73 m* with an SGLT2 inhibitor (1A)."*"!~
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@Closing Remarks (1)

QQG CKD va cercata (medicina preventiva/proattiva/di iniziativa)

qﬁu’r’ri | oz CV o arischio (diabetficl, ipertesi, dislipidemici, obesl, etc)
vanno screenatl (dosaggio eGFR + UARC)

%GFR e UARC sono FdR indipendenti e soffostimati di eventl CV

QQO orobabilita dei pz CKD di avere un evento CV e molto piu alta di
quella di andare incontfro a eventi avversi renall, compresa la dialisi

<;@iconoscere e stadiare CKD migliora la stratificazione del rischio CV
consente un migliore management di questi pz
(target terapeuticl, iter diagnostico-terapeutici)




@Closing Remarks (2)

Gl SGLTI sono In grado direndere la CKD un FAR modificabile

¥ Riducono significativamente eventirenall e CV e sono In grado d
rallentare la progressione eGFR Indipendentemente da diabete, grado di
disfunzione renale e per empa da presenza o meno di proteinurio

7 Alla luce degli etffetti degli SGLT2I bisogna ripensare [a CKD
(da tdr di nichilismo/inerzia terapeutica a target farmacologico azionabile)

Y Se precocemente cercata, diagnosticata e tempestivamente traftata
la CKD puo consentire di cambiare |la storia naturale dei pz CV

@ Occorre uno switch-mode da approccio a silos a visione iInfegrato
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