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Diabetic Kidney Disease Shortens Life Span by 16 Years
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Renal disease Is associated with increased

all-cause mortality i
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) QO% ?6 CKD (eGFR <60 mL/min per or CKD
QW@ 1.73 m?)

CKD, chronic kidney disease; eGFR, estimated glomerular filtration rate; MI, myocardial infarction
*Includes participants with or without diabetes and chronic kidney disease
Tonelli et al. Lancet 2012;380(9844):807-14.
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Age-Standardized Rate of Death
from Any Cause (per 100 person-yr)
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Association between albuminuria level and the risk for renal outcomes in
different populations.
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Prognosis of CKD by GFR
and Albuminuria Categories

Albuminuria categories
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Red, very high risk.
KDIGO 2012

Green: low risk (if no other markers of kidney disease, no CKD}; Yellow: moderately increased risk; Orange: high risk;

National Kidney Foundation®



(A) Distributions of chronic kidney disease (CKD) severity in the single disease CKD group and
the combined CKD and peripheral arterial disease (PAD) disease group.\og\a'
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CENTRAL ILLUSTRATION Changes in Cardiovascular Disease Risk During
Chronic Kidney Di: P i

Non-atherosclerotic CVD
LVH
Arrhythmias

Sudden cardiac death P

Arterial calcific2ti
Valve calci¥icat’o.;
Hemnr-hayic stroke

Stage G5D

Risk of fatality after CVD event

Sarnak, M.J. et al. J Am Coll Cardiol. 2019;74(14):1823-38.




Main causes of vascular ageing in CKD

Covic et al. Lancet DE, 2017



Vicious cycle of Osteoporosis and atherosclerosis
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The role of circulating calcifying cells in the bone-vascular axis
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Figure 3
Pathogenesis of Diastolic Heart Failure in CKD
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Estimated adjusted hazard ratios and 95% confidence intervals for the
association of ECF with end-stage kidney disease (ESKD) and with mort@my
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SGLT2 inhibitors may differentially regulate the interstitial vs intravascular
compartment when compared with loop diuretics
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The cardio-renal continuum
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Risk enhancers in Diabetes AMERIC[%N
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