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BITR . ZEERKEEE: microalbuminuriaz43%,
macroalbuminuriazJ8%

TADE 2006 1E R B B B2 DEMAND study 2003 Z2N

n=3415 LEZR (%) n=8561 CEZR (%)
IE® 50.3 IER 44
”ﬂzaéaﬁ 23.8 MERERK 44
=] EHFK 25.9 EERERAK 12

Without prior known proteinuria and/or
kidney disease duo to diabetes
Duration: 7.3 yrs, A1C: 7.8 %

Diabetes technology and therapeutics. 2008; Vol 10, No 5:397-403
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a 46.20/0 new dialysis patients’ 3 3 -24(%) patients

principal diagnosis is diabetes with diabetes have nephropathy

In Taiwan P4P program (data in 2014)

PG

In 2020 Kidney Disease in Taiwan Annual Report (data in 2018)

5 P4P: pay-for-performance
1. 2020 Kidney Disease in Taiwan Annual Report (p.56, p71) 2.. J Formos Med Assoc. 2019 Nov;118 Suppl 2:5122-S129. (Participants in P4P)
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Percentage of incident patients with ESRD due to diabetes, 2008 (USDR)

200 Diabetes Glomerulonephritis Other
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Year |Taiwan |Japan |US Year | Taiwan |Japan |US
2005 42% 41.6% 44.1% 2008 44.6% 43.2% | 43.9%
2006 |(43.5% 42.5% | 44.3% 2009 | 43.8% 44.6% | 43.8%
2007 |(44.7% 43.2% | 43.9% 2010 | 45.7% 43.9% | 44.1%
2013 ANNUAL DATA REPORT

USRDS
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[ Arterial underfilling

* Decreased cardiac output e« Decreased effective * Activation of RAAS, SNS
* Decreased RBF, RPF circulating volume e Inflammatory pathways

e Decreased GFR

* Na and H,0 retention

* Increased edema, preload
* Increased afterload

HEART KIDN EY

N /

Venous congestlon

Clin J Am Soc Nephrol. 2013 Oct;8(10):1808-15. * Venous congestion and venous « Decreased AV perfusion gradient * Activation of RAAS, SNS

hypertension, raised IAP * Kidney interstitial edema * Inflammatory pathways




\¢
6

et S

AANBIKEEER

sl

SEFE2RERRERSHIO

A FZ2HRERFHBLTEBNEZARBERTE

(FA) AR TR (%)

140
BHTELFHES p=0.011

120 m 4.0

100

- 82,553 RIS
30 e

60
all 25,997 | 8 997

25
20

20

2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 ( &)

2000-2014=2T2D S {#H

EEZR+9.6% - A%’l+185%

http:/lww.endo-dm.org.fw/DB/book/73/%E8%87%BA%E7%81 %A3%ET%B3%96%E5%B0%BF%E7%97 %85%E5%B9%B4%E9%91%91%202019%E7%AC%AC2%ES5%9E %8B %E7%B3%96 %E5%B0%BF%E7 %97 %85%20%E7%B0%A1%E5%A0%B1.pdf

PERBERRFHUEE, ZERERRFEE 20195828 R % B

10



I B %

Proportion of patients an event (%)

6{E Bl X ~77ER T2D R B iEHi4.5¢

#: CKD(36%) * HF(24%) % &

FER:
JUE’J’-/__1E 7

i
5
F

England Germany Japan

16 %] e Cardiorenal disease (HF or CKD) 14 % 7%
14 % === Stroke ° 6%

=== Myocardial infarction 12 %
12 %] w=== Peripheral artery disease 5%

0,

10 % 10% )
8% 8% e
6 % 6 % 3%
4% 4% 2%
2% 2% 1%
0% 0% 0%

0 2 4 6 8 0 1 2 3 4 0.0 05 1.0 1.5 2.0 25

The Netherlands Norway Sweden
8% 16 %
)
7% 2% 14 %
6% 10% 12%
5% 8% 10 %
4% 6% 8%
3% 6%
4%

2% 4%
1% 2% 2%
0% . J0% 0%

0 1 2 3 4 5 6 0 1 2 3 4 5 6 0 2 4 6 8 10

Time in study (years)

137,081 (18%) developed a first CVRD manifestation,

represented by CKD (36%), HF (24%), stroke (16%), MI (14%) and PAD (10%).

11

CVROD: cardiovascular- and renal disease; Diabetes Obes Metab. 2020 Sep;22(9):1607-1618.



atural history of diabetic nephropathy

TGF
] ] ] RAS activation
GFR _i Urinary protein excretion
Pre Incipient diabetic Overt diabetic End-stage

= | nephropathy : nephropathy : renal disease
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Vora JP, et al. In: Johnson RJ, Feehally J, eds. Comprehensive Clinical Nephrology. New York: Mosby; 2000.
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CKD BVBEBR 758

AER ACR :
i (mg/24 h) (mg/mmol) (mg/g) Tl
A1 <30 <3 <30 IEEEEAHS
A2 30-300 3-30 30-300 PEAS*
A3 >300 >30 >300 EEHS™

AER BEBHEIE : ACR BEH - [IEAEBTLL(E : CKD €M ERRE
* RS G ABYKIE
= SEEREESE (BE0HEES >2200 mg/24h [ACR>2220 mg/g : >220 mg/mmol])



Chronic kidney disease classification by estimated glomerular

filtration rate and albuminuria
2019 ESC Guidelines

Albuminuria categories (albumin:creatinine ratio spot urine)

eGFR
(mL/min/1.73 m? A1 A2 A3
<30mg/g 30-300 mg/g >300 mg/g
G1(>90  [NoCKD | GIA2 G1A3

G2 (60 —89) G2 A2 52 A3
G3a (45-59)  G3aAl G3aA2 G3aA3
G3b (30—44) |G3bAT G3bA3
G4 (15-29) G4 A3
s (<19

Green = low risk; yellow = medium risk; orange = high risk; red = very high risk.
CKD = chronic kidney disease; eGFR = estimated glomerular filtration rate.

Increasing riskd
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Optimizing lipid control in Taiwanese diabetic
patients: A collaborative consensus by the
Diabetes Association of the Republic of China
(Taiwan) and the Taiwanese Association of
Diabetes Educators

Feng-Chih Shen'2(%), Chih-Hsun Chu?, Jung-Fu Chen'?, Chin-Sung Kuo*?, Chih-Yao Hsu®(®), Ching-Han Lin’,
Yi-Jing Sheen®'°, Sheng-Chiang Su'', Kai-Jen Tien'?, Chieh-Hua Lu''(%), Chun-Chuan Lee'*'?, Yi-Sun Yang'>'®,
Shih-Te Tu'’(%), Po-Tsang Chen'®, Ching-Chu Chen'®?°(%), Ming-Nan Chien'*'?, Hung-Yuan Li*' (%,

Wayne Huey-Herng Sheu®??(%), Chien-Ning Huang'>'®*", Chih-Yuan Wang?"#*"(%), Horng-Yih Ou”*!

Table 1 | Recommendations for treatment goals for LDL-C, non-HDL-C, triglyceride, and ApoB according to the cardiovascular risk in patients with
type 2 diabetes mellitus

(Classifications LDL-C Non-HDL-C TG ApoB
(mg/dL) (mg/dL) (mg/dL)
Primary prevention DM aged 4075 years <100 mg/dlor decrease of 30—40% <130 <150 <90
DM with >2 ASCVD risk factors’ <70 mg/dL or decrease ofSD <100 <150 <80
WOrbiditieﬁ
Secondary prevention DM with ASCVD <55 mg/dL and decrease of 50% <85 <150 <65

TAge (>45 for males, >55 for females), family history of early ASCVD, hypertension, smoking, and low HDL-C (<40 mg/dL). *Albuminuria, chronic kid-
ney disease (eGFR <60 mL/min/1.73 m?), retinopathy, neuropathy, and an ankle-brachial index (ABI) <0.9. ASCVD, atherosclerotic cardiovascular dis-
ease; HDL-C, high-density lipoprotein cholesterol; LDL-C, low-density lipoprotein cholesterol; TG, triglyceride.
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USE OF GLUCOSE-LOWERING MEDICATIONS IN THE MANAGEMENT OF TYPE 2 DIABETES

FIGURE 4: HOLISTIC PERSON-CENTRED APPROACH TO T2DM MANAGEMENT

SELTTiwith proven HF .
PREFERABLY benatit in his popelatien
peimary g : i i
: 3 Glycaemic Managemeat: Choose Glycaemic Management: Choese A:Mpnnnl and Maintenance of
uuwm.;:w-:“f::l::m:?;::mm- » that previde the effi approaches that provide the Weight Goals:
rrrrrrr - R to achieve goals: efficacy to achieve goals: [ Setiodnideaiond woight masapement geols J
Nethormin O Ageatis) inclodiog Matformin OR Agentls) iscluding
::'“‘:‘.“("":I:('::’ ""m COMBINATION theragy that provide g :
1 additional cardiorenal risk reductisn or ghycaemic costrol o aae adequate EFFICACY to achieve
[ ‘needed consider combiaation SELT2/GLP-1 RA maintain |mr;-;'|':h 2ad maiatain reatment geols mkj.min bn‘ structured
Consider avoidasce o aomia 2
priarity in high-risk individuals Consider avoidance of bypoglycaemia a physical activity programme
priceity in high-risk individuals
T I Consider medication | | Cansider metabalic
proven CVD benil e PREFERABLY In general, higher efficacy approaches for woight lovs surgery
233 [} likelihosd of achieviag
with proven SEUT2i withprimary evience of = gm‘;l'ﬂ:v:u quﬂx When choosi s os:
. T HE benefit reducing CKD pregressicn _ ) choosing glucose-lowering therapies:
+ASCVD/Indicators of High Risk Inthis e S22 ponn il am oG Efficacy for glucose lowering Ceasider regimen with high-to-very-high dual
popalation 20 mimin per 1.72 ' ence intiated Very High: glucese and weight efficacy
GLP-1 RA" with proven SGLI2i' with proven should be centinued uetl initiatioe Dulaglutide (high dose),
VD besefit VD benefit S et or Emniglataon Semaglutide, Tuzepatide 1
751} m-nn 0" ’n’u ;M '* Insulin Efficacy for weight loss
- proven it A .
: s Cembinatisn Oral. Cembinaticn Very High:
& rateges 12 detect and o SGUI2: tolerat o "
oo st o o Extr? g Achievement and Maintesance of RS of contraadcand Injectable (6LP-1 RAnsaln) Semaglutide, Tirzepatide
e Weight Managemest Goals: I HBA,, above target —_————————— Hight High:
O sk tactar scrvening and survellance rss——— 1£KBA, abave targe,for atients GLP-1 RA (oot listed above), Metformin, Dslaglutide, Liraglutide
1+ Americas Dabetes Assecates Professoeal ot " SEUTZ, Sulfonylurea, T2D Intermediate:
FISIAERSS. B Exheni S + For patients on a GLP-1 RA coasider adding SGLIZi with on SGUTZ, conside incorporatng a : e )
£ lowsring Goneral destyle dvice: | | Indensive evidence- and Fisk Managerent: Standards of Medical ¥ GLP-1 RA or vice versa Intermediate: GLP-1RA (not listed above), SEUIZi
‘medica etiien ‘Sased siractand Care in iobeles- 2022 Dabetes Care, 2022 Jom proven CVD benefit or vice versa —_— oPP-4i Neutral:
Tarapyfeating patarn 1A Sappl 115144-28 - T4 DPP-4i, Metformin
Lipd lowering physical activity ACEQ Asgietentin-Converting Encyme labibiter
A58 Angictensi Receptir Sicckers. ASOVD
Ahesclerstc Condovincdar Disease: 80
Antihreenbotic agests. Blood Pressass; (O Chvasic Kiduey Disesse: = = =
et OF Confiovascalar: 46FR Extimated Glomersiae If additional cardiorenal risk reduction or gtycaemic lowering needed )——{ If HBA, above target
Fillaution Rabe: GLP-1 A, Glacagon-Like &
Smokng cessation ;"n" Bucartor Ao . Moud Fofore: ACE Angistensin-Comverting Ency ; ACR, Albermin/O g Biocher; ASCVD. Carfiovascular Disease: CEM, Cont og: 010,
mn‘-a T20. Trpe 2 Disbetes Chronic Kidsey Disease; (V. Carfiavascular; CVD, Cardiowascutar Disease; CVOT Cartiowascutar Outcomes Teial; DPP-4i, Dipeptidyl Pepticase-4 Inhibitar; eGFR, Estimated Glomenutar Filtratien Rate; GLP-1 RA destity barrers to geals
» Glucagon-Like Pagtide- 1 Receptor Agasist: HF. Heart Fallare: HFpEF. Heart Fallune with preserved Ejection Fraction: HFEF, Heart Fadure with reduced Ejection Fraction: HEF. Nespitalisation for Heart Falluse: & iy £ A
MACE Majo Advase CaniovascelarEvens; ML Myocania itarctioe SOOR, Secial Ontermnants o ealt: ST, Sodhum-Glcase Ciransportr-2 bt 0. Type 2 Dabetes: 20, Thiariiioagione, | * Considlr DSMES referral to support sat-efficacy in achieveman of guals:
Amernican Davies M, Aroda VR, Colins B5, Gablbay A, Green J, Maruther NM, Rosas SE, Del Prato S, Mathieu C, Mingrone G, Rossing P, Tankova T, Tsapas A, Buse 16 + Consider techaology (e.. dagnostic CGM) 1o identfy therapeutic gaps and talartheragy
Diabetes X . : *In pecple with HF, . established (VD e svstipe rsk factses fee OV, the decision 1o use  GLP-1 RA or SGUTZi with proven besefit shotd be independent of ackgyround use of metiarminc} A stroeg * Identify and address SOOH that imgact on achievement of gsats
. Association. Oiattes Core 2022; hetps:/ doi.org/10.2337/322-0034. Diabetologio 2022; Hps://doi.org/10.1007/500125-022-05787-2. European Association recanmendation is warranted for people wifh (VD and a weaker eecommendaion ko those with indicaters of igh O risk, Moreove,a gher absolule risk reduction aed thes lower rurmbers seeded ¥ treal
opyright ADA/EASD 2022

for the Study of Diabetes

are seen at hugher levels of Baseline nsk the o process. See teat for detads; * Low-dose T2D muy be better inlecated and similarty effective; § For SGUT2i OV
renal oucomes trials demoesirate the eficacy in reducing the rsk of composite MACE. OV death, al-cause martalty NI HEF and renal sstcomes in individsals with T20 with establishedihigh risk of OV
# For GLP-1 RA.CVOTs demonstcate their efficacy in reducing composite MACE, (V death, al-cause mortality. ML steake and resal endpoints in indiwidsals with 120 with established ugh risk of (V0.

2 0 Diabetes Care 2022; https://doi.org/10.2337/dci22-0034. Diabetologia 2022; https://doi.org/10.1007/s00125-022-05787-2. https://professional.diabetes.org/content-page/management-hyperglycemia-type-2-diabetes-ada-easd-consensus-report-2022
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Goal: Cardiorenal Risk Reduction in High-Risk Individuals with Type 2 Diabetes (in addition to comprehensive CV risk management)*

USE OF GLUCOSE-LOWERING MEDICATIONS IN THE MANAGEMENT OF TYPE 2 DIABETES

HEALTHY LIFESTYLE BEHAVIORS; DIABETES SELF-MANAGEMENT EDUCATION AND SUPPORT (DSMES); SOCIAL DETERMINANTS OF HEALTH (SDOH) RESULARY

T0 AVOID
THERAPEUTIC
INERTIA REASSESS
AND NODIFY TREATMENT

(3-6 MONTHS)

+ASCVD! +Indicators of high risk +HF +CKD Glycemic Management: Choose Achievement and Maintenance of
Defined differently across While definitions vary, most Current or prior eGFR <60 mL/min per 1.73 m? OR approaches that provide the Weight Management Goals:
CVOTs but all included comprise 255 years of age symptoms albuminuria (ACR 23.0 mg/mmol efficacy to achieve goals: B .
individuals with established with two or more additional of HF with [30 mg/g]). These measurements Mesors 88 Agestl) Inclising [ Set individualized weight management goals ]
CVD (e.g., M, stroke, any risk factors (including obesity, documented may vary over time; thus, a repeat COMBINATION therapy that provide
revascularization procedure). hypertension, smoking, HFrEF or HFpEF measure is required to document CKD. adequate EFFICACY to achieve General lifestyle advice: Intensive evidence-
Variably included: conditions dyslipidemia, or albuminuria) and maintain treatment goals mdical.wtriﬁnn baed structured
such as transient ischemic e e ﬂnrapylgaﬁng pwemsl weight management
attack, unstable angina, : Prioritize avoidance of hypoglycemiain physical activity program
e +CKD (on maximally tolerated dose high-riskindividuals
3 of ACEi/ARB f
£ “';"'“";‘."‘;”‘“" , 1 Consider medication Consider metabolic
e SELT2iY PREFERABLY In general, higher efficacy approaches for weight loss | Surgery
; a8 . have greater likelihood of achieving
with proven SGLT2i¢ with primary evidence of , . - —
HF benefit reducing CKD progression glycemic goals . When choosing glucose-lowering therapies:
+ASCVD/Indicators of High Risk in this Use SGLT2 in people with an eGFR Efficacy for glucose lowering Consider regimen with high-to-very-high dual
population 220 mL/min per 1.73 m¥; once initiated Very High: glucose and weight efficacy
GLP-1 RA* with proven SGLT2if with proven should be continued until initiation Dulaglutide (high dose), -
CVD benefit CVD benefit - "_'"’_“‘_“‘;:"‘_”“_'“‘_""j B Semaglutide, Tirzepatide -
GLP-1 RA with proven CVD benefitif | Insulin Efficacy for weight loss
X i Soa e iah:
SGLT2i not tolerated or contraindicated ?'.nm":tlm'(‘s??li mbmlt.' 0)" Soma l:ir:eu;"i:z'e atide
If A1C above target njectable (GLP- nsulin 9 > P
High: High:
If A1C above target, for patients on 6LP-1 ';Asg':t lsI:tI:: Illme). rze;formin. Dulaglutide, Liraglutide
. : I L SGLT2i, consider incorporating a I, oulfonylurea, Intermediate:
« For patients on a GlP-l. RA, consider adding SGLT2i with 61P-1 A or vice versa Intermediate: GLP-1RA (not listed above), SGLT2i
proven CVD benefit or vice versa DPP-4i Neutral:
. T20A ral:
l DPP-4i, Metformin
[ If additional cardiorenal risk reduction or glycemic lowering needed If ATC above target |
* In people with HF, CKD, established CVD, or multiple risk factors for CVD, the decision to use a GLP-1 RA or SGLT2i with proven benefit should be independent of background use of metformin; 1 A strong Identify barriers to goals:

recommendation is warranted for people with CYD and a weaker recommendation for those with indicators of high CV risk. Moreover, a higher absolute risk reduction and thus lower numbers needed to treat
are seen at higher levels of baseline risk and should be factored into the shared decision-making process. See text for details; » Low-dose TZD may be better tolerated and similarly effective; § For S6LT2i, CV/
renal outcomes trials demonstrate their efficacy in reducing the risk of composite MACE, CV death, all-cause mortality, MI, HHF, and renal outcomes in individuals with T2D with established/high risk of CVD;

# For GLP-1 RA, CVOTs demonstrate their efficacy in reducing composite MACE, CV death, all-cause mortality, MI, stroke, and renal endpoints in individuals with T2D with established/high risk of CVD.

« Consider DSMES referral to support self-efficacy in achievement of goals
« Consider technology (e.g., diagnostic CGM) to identify therapeutic gaps and tailor therapy
« |dentify and address SDOH that impact achievement of goals
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HEALTHY LIFESTYLE BEHAVIOURS; DIABETES SELF-MANAGEMENT EDUCATION AND SUPPORT (DSMES); SOCIAL DETERMINANTS OF HEALTH (SDOH) N
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Goal: Cardiorenal Risk Reduction in High-Risk Patients with Type 2 Diabetes (In addition to comprehensive CV risk management)*

Bif: FERAHE28EKRZ

('L‘“)nHIIAT' AZ LB R
FEL AR NERREEZ )

BiE: 1Zpk S
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( I additional cardirenal isk recuction o glycemic lowsring necded — I AIC above target ]
. pqhvmll CKD, established CVD or mulliple risk factors for CVD, the decision to use a 6LP-1 RA or SGLTZI with mmumn don of background use of metiormin:f A strong Identify barriers to geals:
mmendation is warrasted for peaple with CVD and 2 iume-nnm for those with inficators of high CV risk. Moreover, a higher absolute risk reduction and thas lower nu; ml!nln‘ed freat + Consider DSMES referral to rt self-efficacy in of goals
are seen At higher bevels of daseline risk and should be factored ino the hmdo-usl making precess, See teat for details; * L quZ‘DMNNluunI and similarty effective; § For SGLUI2L CV/ ww ‘w ideatify therapestic and talor therapy
renal outcomes trials demonstrate their efficacy in redacing the risk of coi ite MACE, CV death, all-cause mortality, ML, HHF, and renal oulcames in mmmmmmmum mdm&“ﬁm of goals Lo
¥ For GLP-1 RA, CVOTs demensira mmmm«w death, all-cawse mortality, MI, stroke, and resal endpoints in individuals with T20 wil of OV

Figure 9.3—Use of glucosedowering medications in the management of type 2 diabetes. ACE, a rgotmshmmenmefwmewmﬁc&abtm oaeathheaﬂo ARB, ai rd mmmmmm ccardio-
vascular disease; CGM, continuous glucose monitering; CKD, chronic kidney disease; CV, cardi CVD, cardi ar disease; I; DPP-4i, di idase 4 inhibitor; eGFR, estimated glomeru-

lar filtration rate; GLP-1 Mdmkmgxm receptor agonist; HF, heart falure; HI FpEFhem l\t wtmpreservedemmh ncnm €F, heart (aiurewvth edumdqecnmfracuonmhmpnimmforhemfd e; MACE,
major adverse cardiovascular events; M, myocardial infarction; SDOH, sodal determinants of health; SGLT2I, sodium-glucose cotransporter 2 inhibitor; T2D, type 2 diabetes; T2D, thiazdid nedone. Adapted from Davies et al. (45).

22



2023-2024 ADA Guideline:

T2DEHCKD/E#E - fE—HE=SGLT 2

. . I [ ] [ ]
2022 ADA guideline ! 2023 ADA guideline
|
! e eGFR < 60
Ly
: = _ o e6FR <60 mL/min per 1.73 m? OR #E¥a 2 F
+CKD* I FEEHRITERE albuminuria (ACR 3.0 mg/mmol
CKD and CKD without 1 130 mg/gl). These measwrements
albuminuria albuminuria | may vary over time; thus, a lmil
(e.g. 2200mg/g | (e.9., 6GFR <60 I measure is required to document CKD.
creatining) | mUmin/1.73m) v
AF For patents ith CKD (e.g, 6GFR :
<60 mbJ/min/1.73 m¥) without
PREFERABLY ST NN 1 +CKD (on maximally tolerated dose
S : following to decrease cardiovascular w y
BTl s o B 2FHACEI/ARBfEF  of ACEI/ARB)
-------- g Y o : PREFERABLY |
i with evidence of -
e el Ravin\ o) with I SGLT2i* with primary evidence of 1%. 5‘5 1% Fﬁ
CVOTs péo\w;;n pg;n I reducing CKD progression
-------- OR-======= : . Use SGLTZ in people with an eGFR IE4E S EEIE
s =] B o B ey R REERRIESRER LRGN
B oo 1 SGLT?i ot tolerated. B lT) PR AR B fES 1L - should be continued until initiation SG LT2i
or contraindicated | B4 | S G LT 2 | I]E _ é % of dialysis or transplantation
IAD o e tr b : = petsinipiy OR vl 1 £eGFR = 20ml/min per 1.73 m2 OJ &
, consider W atil - with proven enerit | . A A_- =+ 4=
GLP-1 RA and v versa : SGLT2i not tolerated or contraindicated FASGLT2i - —BEwBiE n/(]" %_E_ £H
‘ : AETEIRE
**Refer to Section 11: Chronic Kidney Disease and Risk Management and specific medication I ) y
label for 6GFR crter, | . If A1C above target, for patients on 2
| SGLT2i SGLT2i, consider incorporating a - VS spp \
| EvFB R &R &4 ; GLP-1 RA or vice versa | BRUSG El:%lﬁ?_ﬁﬁ - OJ3EEAND
: EE:HIGLP-1 RA
I l
1. Diabetes Care Volume 45, Supplement 1, ]anuary 2022 2. Diabetes Care Volume 46, Sup)
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Renal outcome trial of SGLT2i

Empagliflozin 10 mg

Canagliflozin 100 mg Dapagliflozin 10 mg

CREDENCE DAPA-CKD

Study

Publish date April 14,2019 (NEJM) Q Sep. 24, 2020 (NEJM) Q

Status stopped early on stopped early for
demonstration of efficacy overwhelming efficacy

N 4401 4304

Medium duration 2.6 years 2.4 years

Patient population T2D with or without T2D

eGFR >30 to <90 mL/min/1.73 m? eGFR >25 to <75 mL/min/1.73 m?

Renal population

inclusion criteria UACR >300 to <5000 mg/g UACR >200 and <5000 mg/g

>50% sustained decline in eGFR,

Doubling of serum creatinine, ESRD,
ESRD, renal or CV death

Pri Endpoint
rimary tndpoin renal or CV death

EMPA-KIDNEY

Nov. 4, 2022 (NEJM) Q

stop early due to
clear positive efficacy

6609

2 years
with or without T2D

eGFR >20 to <45 mL/min/1.73 m?
or

eGFR >45 to <90 mL/min/1.73 m?
with UACR >200 mg/g (or protein:creatinine
ratio >300 mg/g)

Progression of kidney disease( >40%
sustained decline in eGFR, ESRD, sustained
decline in eGFR to <10, renal death) or CV
death

1. N Engl J Med. 2019 Jun 13;380(24):2295-2306. 2. N Engl J Med. 2020 Oct 8;383(15):1436-1446. 3. https://clinicaltrials.gov/ct2/show/NCT03594110
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Dapagliflozin Canagliflozin Empagliflozin
10 mg
BRAE  E_MERE EREES  REEUE BEREERS S LT IE B %
EEE  RRCKDBRENEENER EEZERH) (%H%S/B\Hﬁ%%(NYHA)%
I CE b TOIN
R mﬁﬁf)ﬁﬁ%ﬁg%
MBS RRE M AR - CIRRE BRI B E(cGFR) T % -

BpIKiBIE R (eGFR)‘FB% : EE,HH%‘W
(ESKD) DRIBEBRA/OMETETRIE

/V\

E=074 = EEE&HKH = -
PR
eGFR eGFR>25 : EH—R10 mg eGFR>30 : BH—= £ _AUERE £ _BINERTE
PR eGFRZ3O C BmEREREN S eGFRZ3O  mERENS
eGFR<25 : AZEZHWBEE - 2AMm eGFR<30 : FE&Z{EMR eGFR<30 AEZEFEH eGFR<30 : £
Forxiga)5 18 - eGFRP& 1@5/]\75’\\255’]r BT ESRDELEMNT : 2EH
A - OJEEFERPREeGFR NE - BENTIRE | 1R
ESKD -~ OB T ORIBERE RIS
9 o eGFR>20 : BT S
GFR<20 AEZEFEH
ENREA  ZILER 7t T

=)

55 BUHEPR A

eGFR>45: K~& H*MJ

eGFR 30-45: RE:% - (IR MERE
HlHEFEE EeGFR H30-4527
B mACHEEER

eGFR<30: f.f

ESRD/&E#: 22

EERABCVDZT2DM

eGFR>30: A/EAEN S

eGFR<30: ERA R - AR LUE
HAR B RS

ESRD/#EMT: 22

27 T2DM: 55 BB RS cvD: O\ M EFK; eGFRIEM 45V S — AR iR 55 A fE FForxiga O FREA O M E S U R FRFH B MR - A2 E MiEEs|
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1. 2023-2024 ADA GuidelinefERik 2 MMEEeaiEEisFliEs:
- {EMetformin, EFEMEYIREESIENE BT EIE
- SGLT2iiEERNEF RS, (EiXDPP4-I
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