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Nefropatia diabetica:

primera causa d’inici de TSR a Catalunya®

Table 3. Incidence and prevalence according to primary renal disease, 2014

Incidéncia Prevalenca
Incidencia Prevalencia
Incidence Prevalence
Malaltia renal primaria
Enfermedad renal primaria n pmp n pmp
Primary Renal Disease
Glomerular Glomerular Glomerular 135 18,0 2.027 269.,6
Poliquistosi Poliquistosis Polycystic 74 9.8 1.037 137.9
Intersticial Intersticial Interstitial 83 11,0 1.149 152.8
_Vascular Vascular Vascular 146 19,4 1.159 154 1
=== | Diabetis Diabetes Diabetes 259 34.4 1.410 187.5
Altres Otras Others 109 14,5 865 115,0
Desconeguda Desconocida Unknown 372 49,5 2.216 294,7

(*): amb excepcid de la MRC no filiada

RMRC Informe 2014



Nefropatia diabetica:

primera causa d’inici de TSR a Espanya*
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Nefropatia diabetica com a causa de TSR:

Incidencia | prevalencia molt variable entre paisos

Registros — a2l i I I
Ao os de L( =«~0NT Comparaciones internacionales
Enfermos Renales E CRGARIACIN RACKIMAL 0F TRASPLANTES.
Incidencia || Prevalencia || Trasplante || Mortalidad | Supervivencia !
___________________________________________________________________________ [ e ]l
Fuente: United States Renal Data System. 2015 USRDS annual
| ] S I 2 D S data report: Epidemiology of Kidney Disease in the United States.
= === National Institutes of Health, National Institute of Diabetes and
Digestive and Kidney Diseases. Bethesda, MD, 2015.
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Major comorbilitat en els malalts

amb nefropatia diabetica en TSR

Figure 80. Concomitant diseases according to primary renal disease. Cases on 31 December 2014
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.. Pero sembla que disminueix la incidencia de
TSR entre els malalts amb nefropatia diabetica

Table 1. Incidence rates of patients initiating renal replacement therapy with DCKD among the
general DM population of Catalonia

Years
1994 2002 2006 2010
Incidents in RRT with 119 203 210 217
DCKD?
Prevalence of DM in 4.8% 5.9% 5.9% 5.7%
general population”
Estimated DM 243,120 308,073 352,501 365,595
population in Catalonia®
Crude rate (95% CI)° 4895 (401.5-577.4) | 6589 (568.3-749.6) | 595.7 (515.1-676.2) | 593.6 (514.6-672.5)
Adjusted rate (95% CI)d 509.1 (484.6-533.7) 645.3 (621.6-669.0) 602.6 (581.4-623.9) 600.0 (578.4-621.6)

o

Comas. NDT 2013;28:1191-8




TSupervivencia dels malalts amb nefropatia

p<0.001
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Disminuci6 de la mortalitat

de la nefropatia diabetica en TSR

Figure 101. Mortality according to primary renal disease and treatment period. RRT patients, 1986-2014
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Evolucio incidencia ERC5D en diabetics

e Envelliment + obesitat = *prevaléncia DM2 en paisos
desenvolupats

e Millores prevencio 12 i 22 tendeixen a L ECV i Tt esperanca vida
en diabetics.

e Paradoxa: { incidéncia MRCT diabética mentres *prevaléncia
DM2 en poblacio general.
— Millores terapeutiques:
e BSRAA
e Millor control glicemic
— Biaxos:
e Diabetics arriben més anyosos a MRCT:

— “Mprevaléncia DM2 tractament conservador o no derivacio a
Nefrologia?

e Canvis en 'atribucié diagnostica amb el temps

Couchoud. NDT 2013,;28:1073-6



La nefropatia diabetica no es diagnostica

habitualment per biopsia renal

Figure 14. Diagnostic tests according to primary renal disease. New cases, 2014
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Problemes codificacio nefropatia diabetica als

registres

e Diagnostic clinic
— BR <10% casos

e Registres europeus:
— 30-40% incidents TSR: son diabetics

— Nomeés un 20% diagnosticats de nefropatia diabéetica (ND)

Diabetis com a causa de la MRP: moltes variacions entre
nefrolegs:

— Actitut conservadora: DN només si BR o proteinuria elevada i/o
retinopatia diabetica associada

— Actitut pragmatica: DN en tota MRC del diabétic (llevat que una biopsia
renal ens indiqui una altre causa no diabeética)

Couchoud. NDT 2013;28:1073-6



Concepte canviant

NEFROPATIA MALALTIA RENAL
DIABETICA > DIABETICA

Non-proteinuric pathways in loss of renal function in
patients with type 2 diabetes

Esteban Porrini, Piero Ruggenenti, Carl Erik Mogensen, Drazenka Pongrac Barlovic, Manuel Praga, Josep M Cruzado, Radovan Hos,
Manuela Abbate, Aiko PJ deVries, for the ERA-EDTA diabesity working group.

— Classic phenotype
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Porrini. Lancet Diabetes Endocrinol 2015;3:382-91
Martinez-Castelao. J Clin Med 2015;4:1207-16
Tuttle. Diabetes Care 2014,;37:2864-83



Pitjor supervivencia en diabetes com a MRP que si

nomes diabetis com a comorbilitat

Survival in dialysis patients is different between patients

with diabetes as primary renal disease and patients

with diabetes as a co-morbid condition

Diferéncia consistent
en diferents subcategories
i entre DP o HD.
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Years
Number of patients at risk
No DM 10,580 9,3718,048 6,884 5,484 4918
DMPRD 3,621 3,094 2,461 1,892 1,4511,102
DM Co-M 1190 1,005 811 646 528 418

Schroijen. Diabetologia 2013;56:1949-57



Dialisi en pacients amb nefropatia diabetica

Quan?
Quan iniciar la dialisi en la malaltia renal diabetica




Quan comencar dialisi en els diabetics amb

MRC?: guiles

Timing of start of dialysis in diabetes mellitus patients: a
systematic literature review*

Clinical Practice Guideline on management of patients
with diabetes and chronic kidney disease stage 3b
or higher (eGFR <45 mL/min)

Chapter 1.2. Should patients with diabetes and CKD stage
5 start dialysis earlier, i.e. before becoming symptomatic,
than patients without diabetes?

Statements

1.2.1  We recommend initiating dialysis in patients with
diabetes on the same criteria as in patients with-
out diabetes (1A).

IDEAL: 34% DM i no diferencies inici preco¢ (FGe 10-14)
Vs tarda (5-7 ml/min/1,73 m2) [en realitat, 12 vs 9,8]

Nacak. NDT 2016,31:306-16
NDT 2015,30:ii1-142



Dialisi en pacients amb nefropatia diabetica




DP vs HD en nefropatia diabetica

Similar Outcomes With Hemodialysis and Peritoneal
Dialysis in Patients With End-Stage Renal Disease

Table 4. Hazard Ratios (HRs) for Mortality in 3 Different Cohort Periods in 8 Subgroups, Based on Age, Diabetic Status, and Level
of Baseline Comorbidity Adjusted Using IPTCW
HR (95% CI)2
Diabetic Status, I
Age,y =1 Comorbidity 1996-1998 1999-2001 2002-2004
Nondiabetic
18-64 Absent 0.94 (0.84-1.05) 0.89 (0.82-0.97)b 0.72 (0.63-0.81)b
Present 1.08 (0.996-1.17) 0.97 (0.89-1.06) 1.00(0.90-1.11)
=(5 Absent 1.03 (0.96-1.11) 1.02 (0.93-1.11) 0.92 (0.84-1.01)
Present 1.13(1.07-1.20)0 1.18 (1.11-1.25)b 1.06 (0.99-1.13)
Diabetic
18-64 Absent 1.16 (1.10-1.23)0 1.21 (1.13-1.29)b 1.08 (0.99-1.18)
Present 1.30 (1.23-1.37)0 1.19(1.12-1.27)® 1.13(1.04-1.22)"
=(5 Absent 1.29 (1.18-1.41)0 1.33 (1.23-1.44)b 1.16 (1.05-1.29)b
Present 1.38 (1.29-1.47)0 1.26 (1.18-1.35)b 1.21 (1.11-1.31)b

Abbreviations: Cl, confidence interval; IPTCW, inverse probability of treatment and censoring weighting.
zDveraII relative risk of death between peritoneal dialysis and hemodialysis over the course of a 5-year follow-up.
P=.01.

USRDS
>620000 HD, >64400 DP. Mehrotra. Arch Intern Med 2011;171:110-8
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Dialysis in Patients With End-Stage Renal Disease
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DP vs HD en nefropatia diabetica:

millor DP primers 2 anys de dialisi

1007 P Comparing Mortality of Peritoneal and Hemodialysis
95| urvivalby initialmodality | pitients in the First 2 Years of Dialysis Therapy:
A Marginal Structural Model Analysis
0
851 e USA, DaVita, n >23700
| PD . ..
: ! e e Seguiment 2 anys, incidents
80 o
3 N 2001-4.
| L“"‘\ \ . « e _»
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‘: '\..________ eN go .
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DP vs HD en:

revisio sistematica

Dialysis modality choice in diabetic patients with end-stage
kidney disease: a systematic review of the available evidence

423 citations retrieved 3 papers added
through literature search by personal search

N /

350 Excluded:
* Search overlap
*  Population/outcome not-
pertinent
* Review articles
* (Case reports

76 articles selected for full text

evaluation
51 Excluded:
* 19 inappropriate population
* 15 intervention /comparator
not of interest
* 17 other causes
25 studies
included
23 cohort studies on 2 cohort studies on
incident patients prevalent patients

Couchoud. NDT 2015;30:310-20



DP vs HD en malaltia renal diabetica:

resultats inconsistents... que trii el pacient!
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time
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La mortalitat ha disminuit més en DP que en HD:

en les Ultimes cohorts la supervivencia a 2 i 5 anys dels diabetics,
joves 0 anyosos, no es pitjor que en HD

Relative Survival of Peritoneal Dialysis and sy sis modamty” HD D Al
Haemodialysis Patients: Effect of Cohort and Mode of 8273 (68) 3822 (32) 12095 (100)
Dialysis Initiation Type 1 DM 824 (10) 632 (17) 1456 (12)
James G. Heaf'*, Sonja Wehberg? Type 2 DM 998 (12) 284 (7) 1282 (11)

PY Reglstro danéS. Table 3. Cohort and mor‘tall‘ty

e Mejor prondstico jovenes y no diabéticos en

DP pero en ningun subgrupo la DP fue peor Cohort  HD PD Relative Mortality PD/HD
qgue la HD. 1990-94 1 (ref) 95 (85-1.06) .95 (.85-1.06)
1995-1999 .88 (.8-.97) 8 (.72-.89) 9 (.82-1)

A 200004 79 (.72-86) 66 (.59-.74) 84 (77-92)

ﬁ 2005-10 7 (63-77) 56 (.49-.63) 80 (.71-.89)

=

O

% Table 4. Patient mortality according to modality, age and diabetic status.

g

- Two-year Four-year

= Mortality (%) Mortality (%)

H Modality Diagnosis Age (yrs) 9094 95-99 00-04 05-10 90-94 95-99 00-04 05-10

E PD NonDM <65 18 16 10 1 47 30 23 23

% =>=65 41 40 37 33 69 67 63 60

.g DM <65 34 22 19 21 71 53 48 46

g_ =>=65 74 39 36 39 100 79 74 74

.g HD NonDM <65 24 25 25 23 44 42 41 36

d_] >=65 55 49 48 a4 76 73 70 68

_g DM <65 43 42 n 3 64 64 56 57

: >=65 51 60 59 49 89 84 83 74

w

L

0 5 1 15 2 =) 4 & 6
Time after ESRD (years)

DM: 1990-99 DM: 2000-10
--------- Non DM: 1990-99  =s=e=s=s= Non DM: 2000-10

Heaf. PlosOne 2014,9:e90119



Disminuci6 de la mortalitat

global en DP

Figure 107. Mortality according to cause of death and period. Peritoneal dialysis patients, 1986-2014

Mortalitat per 100
persones/any

Desconeguda Cardiaques Vasculars Infeccioses Hepatiques Socials Neoplasies Miscel-lania

Causa de mort

| 1986-1989 0 1990-1994 0 1995-1999 B 2000-2004 B 2005-2009 m2010-2014

| Mortalitat global per periode 30.4% 22 8% 20.3% 14.5% 9.8% 85% |

Mortalidad global por penodo
Global mortality by period

RMRC Informe 2014



Diferencies mortalitat DP vs HD
No tots els estudis mostren els mateixos resultats

A prime determinant in selecting dialysis modality: With DM e P for interaction < 0.001
peritoneal dialysis patient survival WithoutDM | 4
Hyunwook Kim*, Dong-Ryeol Ryu® With a history of M — P for interaction = 0.001
Without a history of MI o
\ . With a history of CHF —e— ) o
e Tendencia global amb els Without a hisory of CHE .. P forneracton = 0003
. " Witha historyofanycvo | | s
anys a J,mortalitat en DP e sty ofary - P for taracton < 000
Without a history of any CVD o
respecte HD. 0002 04 056 08 10 12 14 116 16 20

4m PD better HD better mp

e En general:
— PD: mortalitat igual o inferior

aHD en no-DMiDM joves. e Al registre corea: PD inferior
— RR mort (DP vs HD) varia 2 HD.

amb el temps: PD millor
supervivencia ler-2n any.

— Risc mort en DP major que
en DP si comorbilitat
cardiaca (isquémica o IC).

Kim. Kidney Res Clin Pract 2017,;36:22-8



Eleccio de tecnica | supervivencia:

registre EDTA 1993-2012

1993-97 1998-2002 2003-07 2008-12 P for trend over time

PD (22%) HD (78%) PD (20%) HD (80%) PD (18%) HD (82%) PD (18%) HD (82%) PD 1D)

Incident patients, n { pmp) 8466 (19.7) 29 368 (68.2) 9805 (22.3) 38 164 (86.7) 9998 (21.9) 44726 (98.1) 9791 (20.7) 45758 (96.6)

Age, years, mean + SD 546+17.1 60.5 + 15.6 562174 634+ 15.1 578+ 17.5 654 £ 14.9 599+17.3 66.4 £ 14.9

Age, years, median 574 64.0 58.7 66.8 60.4 68.9 62.8 69.4

Age 65+ years, % 3Ly 47.2 364 549 39.0 59.6 44.6 61.4 <0.001 <0.001

Sex, % males 60.7 60.2 62.6 61.0 62.0 62.8 652 63.8 <0.001 <0.001

PRD %

| DM 23.7 18.1 240 218 24.1 24.5 220 24.8 0.009 <0.001

HITRVD 116 14.3 144 6.5 o0 5.5 185 133 <0.001 <0.0U1
GN 19.7 16.3 17.6 13.3 17.3 112 16.3 97 <0.001 <0.001
Other 434 50.7 43.0 48.0 42,1 452 41.8 452 0.01 <0.001

Table 2. HRsfor 5-year survival in dialysis patients comparing the survival for PD relative to HD (reference group), in the cohorts of 1993-97, 1998-2002 and
2003-07, adjusted for age, sex, PRD and country

Age 65+

Covariate adjustment

1993-97 1.02 (0.98-1.06) 0.94 (0.89-1.00) 1.08 (1.03-1.14) 1.00 (0.95-1.05) 1.05 (0.98-1.13)
1998-2002 1.00 (0.96-1.03) 0.92 (0.87-0.98) 1.04 (1.00-1.09) 0.96 (0.92-1.00)* 1.09 (1.02-1.16)
200307 |_o0.91 (0.88-0.95)| 0.82 (0.77-0.87) 0.96 (0.92-1.00)* 0.86 (0.83-0.90) 1.03 (0.97-1.10)

Propensity score matching

1993-97 1.02 {0.97-1.06) (.94 {(0.88-1.00} 1.09 (1.03-1.16) 0,99 (0.94-1.05) 1.04 (0.96-1.13)
1998-2002 097 (193101} 0.93 (0.87-0.99) 0000941051 0.93 (0.88-0.98) 1.05 (0.97-1.13)
2003-07 0.88 (0.85-0.92) 0.81 (0.75-0.87) 0.93 {0.88-0.98) 0.84 (0.79-0.88) 0.98 (0.91-1.06)

P
e N=196076 (1993-2012):
— J Prevalencia DP >2007.
— Prevalencia HD: se mantiene >2007
— /MTR anticipado: >1993

— Superv. 1993-97: DP=HD
— Superv. 2003-7: DP > HD
— En diabetics: superv. >2003 DP = HD

Trends in dialysis modality choice and related patient

Van der Luijtgaarden. NDT 2016,;31:120-8
survival in the ERA-EDTA Registry over a 20-year period /Y



Eleccio de tecnica I supervivencia:

registre EDTA 1993-2012

Trends in dialysis modality choice and related patient
survival in the ERA-EDTA Registry over a 20-year period
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FIGURE 1: Five-year patient survival for patients starting dialysis on HD and PD in 1993-97, 1998-2002 and 2003-07, adjusted for age, sex, PRD
and country.

Van der Luijtgaarden. NDT 2016;31:120-8



DP o HD en malaltia renal cronica diabetica: guies

Clinical Practice Guideline on management of patients

with diabetes and chronic kidney disease stage 3b
or higher (eGFR <45 mL/min)

Chapter 1.1. Should patients with diabetes and CKD stage
5 start with peritoneal dialysis or haemodialysis as a first
modality?

Statements

1.1.1  Werecommend giving priority to the patient’s gen-
eral status and preference in selecting renal replace-
ment therapy as there is an absence of evidence of
superiority of one modality over another in patients
with diabetes and CKD stage 5 (1C).

1.1.2 - Werecommend providing patients with unbiased
information about the different available treat-
ment options (1A).

1.1.3  In patients opting to start haemodialysis (HD), we
suggest prefering high flux over low flux when this
is available (2C).

1.1.4  We suggest diabetes has no influence on the choice
between HD or haemodiafiltration (HDF) (2B).

NDT 2015,;30:ii1-142



Factors que dificulten I'eleccio

d’HD o DP en diabetics

Dependencia
Cateter DP

Obesitat

Hipotensio
Arritmies

Dificultats accés
vascular

Sense contraindicacio, lliure eleccid de la técnica

or

A




Avantatges | desventatges teoriques
de I’'HD i la DP en diabetics

o
" 0

Frequents hipotensions, inestabilitat
hemodinamica (mal tolerada en cardiopates)

Frequents problemes d’'accés vascular (risc

+ Aclarament soluts
Millor control volum

VLT LO! isquemia ma)
Assistida (si HD en centre) Anticoagulacié
+ Supervivencia de la técnica Pérdua més rapida FRR
Sense perdua proteines en el dialitzat Hiperkalémia predialisi

Propensié a hipoglicemia

| Inestabilitat hemodinamica
No accés vascular
Domiciliaria
No anticoagulacio
Preserva millor la FRR

Peritonitis, infeccid O. S. | tunel (risc = no
diabétics en DP)

Liquids de dialisi amb glucosa
Pitjor control volum

. ol | Albumina
éeta mes ;Ulie Pérdua proteines al liquid peritoneal
on contro PIA siDPCA o DPCC (hémies, fuites, etc.)

JRisc hipoglicemia
Menys anémia

Alguns malalts poden necessitar ajuda




Estrategies per millorar I'evolucio

dels diabetics en DP

Control dels FRCV

Proteccié FRR Evitar cpptrast lodat, AINE, aminoglucosids,
depleccio volum
Exquisita avaluaci6 i control del volum Furosemida, restriccidé Na, icodextrina, DPA

Us preferent de solucions baixas en PDG,
regimens estalviadors de glucosa

Avaluacio i suport nutricional

Us preferent d’IECA/ARA2

Optimitzar supervivencia tecnica i
transferencia a HD quan calgui

Cotovio. Int J Nephrol 2011:914849



Les guies proposen un algoritme per evitar inici

HD amb cateters en diabetics

Clinical Practice Guideline on management of patients

with diabetes and chronic kidney disease stage 3b
or higher (eGFR <45 mL/min)

Patient eGFR <15 mL/min? |

Chapter 1.3. In patients with diabetes and CKD stage 5, yes no —* gfnr;‘:;‘;“:v”"f?;s;:aﬁ"”
should a native fistula, graft or tunnelled catheter be ' 4

eGFR decline. progressive?
preferred as initial access?

yes
Patient selects HD as RRT modality?

Statements | Vo8
1.3.1 We recommend that reasonable effort be made to Projected life expectancy >1 year
avoid tunnelled catheters as primary access in pa- | ves
tients with diabetes starting HD as renal replace- Vascular mapping: Discuss options
* diameter of vene >2.5mm no
ment therapy (1C). . * diameter of artery >2.0 mm "« native fistula
1.3.2 We recommend that the advantages, disadvan- « positive fist squenching test? « graft
tages and risks of each type of access be discussed o * catheter
with the patlcnt. Creative native vascular access with

= vascular surgeon
* patient

NDT 2015,;30:ii1-142



Inici del TSR per aguditzacio de la MRC:

més frequent en nefropatia diabetica

100% -
80% T
60% -
40% T
20% -
15,2%
0 8,3% 8,3% 509 9,6%
0% 2.0% 2,8%
Glomerular Poliquistosi Intersticial Vascular Diabetis Altres Desconeguda
Manca informacié en 1.092 casos (6,4%) Malaltia renal prignaria p<0,001

Falta informacion en 1.092 casos (6,4%)
Missing information in 1,092 cases (6.4%)

B Evolucid normal

O Aguditzacid

O Presentacié aguda

RMRC Informe 2014



Dialisi en pacients amb nefropatia diabetica

Ccom?

Com fer el control glicemic?



HbAlc | mortalitat CV en diabetics en HD;

curva en J.

..... T Glycemic Control and Cardiovascular Mortality in

— e Case-Mix

T Cmebames Hemodialysis Patients With Diabetes
A 6-Year Cohort Study

2.0

1.5

e N=54,757 DM+HD, DaVita, USA

e Curva en Jsi utilitzem un model de
mesures repetides de la mitjana
ponderada en el temps d’"HbAlc i

Cardiovascular Mortality Hazard Ratio

<5 570 <6 ) < 110 <B aTO ] ) A0 =10

| _ glicemia.
Time-Averaged Hemoglobin Ay (%) e HbAlc 8% o glicemia=200 mg/dL, major
N o Unadisto mortalitat (sobre tot si Hb >11 g/dL).
o —a— Cams ik MCS 1

e Pero HbAlc <6%, major mortalitat CV per
associacié a malnutricié-inflamacié (menor
IMC, albumina, Crp, nPCR).

e |mplicacio clinica: una moderada
hiperglicemia podria no ser un factor de
risc de mortalitat en aquesta poblacio.

1.5

All-Cause Mortality Hazard Ratio

09 1.0

T T T T T T T T
2400 “ﬁ_d?f‘ \’1&‘15‘3 ﬁﬁn,cﬂs ﬁs,c?.m ?_m,dlm ,15{];350 -300

Time-Averaged Glucose (mg/dl)

Ricks. Diabetes 2012;61:708-15



El control glicemic modifica les diferencies de mortalitat

entre DP 1 HD en els diabetics que inicien TSR

Glycemic Control Modifies Difference in Mortality Risk N=902 DM incidents dialisi a Corea (2008-

Between Hemodialysis and Peritoneal Dialysis in 13).
Incident Dialysis Patients With Diabetes e Prospectiu.
Results From a Nationwide Prospective Cohort in Korea . Mediana seguim ent=28m

* Propensity score matching

1.0 4 HbA1c <8,0% 1.0 { — HbA1c 28,0%
= 0.8 - PD = 0.8 -
= =
E ........................ HD E ]
a 081 a os
& o
> >
5 041 B 04 -
= -
£ E
8 o b5 ]
e P=0.021 e P=0.770
u T . L L2 T u wi - - r L
0 20 40 60 80 (i} 20 40 60 80
A Follow-up (months) B Follow-up (months)
No at risk Ho at risk
HD 199 124 61 9 - HD 36 20 10
FD 199 145 75 18 . PD 36 28 17 2

Lee. Medicine 2016;95:e3118



A.

B.

Recomanacions sobre control glicemic del

diabetic en dialisi: guies

Clinical Practice Guideline on management of patients
with diabetes and chronic kidney disease stage 3b

or higher (eGFR <45 mL/min)

Chapter 2.1

Should we aim to lower HbA1C by tighter glycaemic
control in patients with diabetes and CKD stage 3b or
higher (eGFR <45 mL/min)?

Is an aggressive treatment strategy (in number of injections
and controls and follow-up) superior to a more relaxed
treatment strategy in patients with diabetes and CKD stage
3b or higher (eGFR <45 mL/min) and using insulin?

Statements

2.1.1

2.1.2

2.1.3

2.14

We recommend against tighter glycaemic control
if this results in severe hypoglycaemic episodes
(1B).

We recommend vigilant attempts to tighten gly-
caemic control with the intention to lower
HbA1C when values are >8.5% (69 mmol/mol)
(1C).

We suggest vigilant attempts to tighten glycaemic
control with the intention to lower HbA1C ac-
cording to the flow chart in Figure 4 in all other
conditions (2D).

We recommend intense self-monitoring only to
avoid hypoglycaemia in patients at high risk for
hypoglycaemia (2D).

NDT 2015,;30:ii1-142




Maneig DM en dialisi: objectius HbAlc

Comprehensive risk analysis:
FRAILTY of ONE of the following:

* Risk for hypoglycaemia (see Figure 5)

* Poor motivation and attitude of patient

* Decreased general life expectancy

* Cardiovascular disease

* Presence of micro-vascular complications

no

Lifestyle only
or
Therapy with low hypoglycaemia risk

no

T

Diabetes duration > 10 years

=

yes

yes

yes

Clinical Practice Guideline on management of patients

with diabetes and chronic kidney disease stage 3b
or higher (eGFR <45 mL/min)

" <69 mmol/mol

" < 53 mmol/mol

< 8,5%

<7%

» £64 mmol/mol

» <58 mmol/mol

< 8%

<7,5%

NDT 2015,;30:ii1-142



Regims de DP amb menys carrega de glucosa

Randomized, Controlled Trial of Glucose-Sparing
Peritoneal Dialysis in Diabetic Patients

e Regim estalviador glucosa: 85
utilitzava icodextrina i
. N . -5 MNon-glucose sparing - Glucose sparing
aminoacids. _
a& 8.0 -
w
w
e 10,5%HbAlc *
1‘- 7.5 -
0
.-
c
1]
']
= 7.0 -
6.5

Time (months)

Subjects
Mon=glucose sparing 125 107 118
Glucose sparing 119 86 99

Li. JASN 2013;24:1889-900



Resum final

Nefropatia diabetica, 12 causa inici TSR.

Problemes classificacio registres:

— en dialisi, supervivencia diabetis-MRP < diabetis-comorhbilitat.
Amb el temps esta Jincidéncia de TSR en diabeétics.

Esta 4 supervivencia dels diabetics en TSR i acostant-se a la dels
no diabetics.

La supervivéncia en DP P més rapidament que en HD.

— S’ha allargat el punt de creuament entre curves (dels 2 anys en
estudis més antics fins a 5 anys més recentment).

Sense evidencia clara de que cap tecnica (HD o DP) sigui superior a
I"altre en nefropatia diabetica. Si no hi ha altres contraindicacions,
el malalt diabetic ha de poder decidir la tecnica de TSR en funcio
de les seves preferencies i condicionants (igual que els malalts no
diabetics).
Control glicemic: primum non nocere. Evitar la hipoglicemia!

— Menys mortalitat amb HbAlc 7-8% (<8,5% si fragilitat)



. Dra. Esther Ponz, CSPT
. Dra. Belén Marron, DIAVERUM
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