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LIFESTYLE MANAGEMENT IS FOUNDATIONAL FOR CKD

MANAGEMENT

* We recommend that patients with diabetes and CKD be advised to undertake
moderate-intensity physical activity for a cumulative duration of at least 150
minutes per week, or to a level compatible with their cardiovascular and
physical tolerance (1D).

* We recommend advising patients with diabetes and CKD who use tobacco to
quit using tobacco products (1D).
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LIFESTYLE MANAGEMENT IS FOUNDATIONAL FOR CKD

MANAGEMENT — DIETARY RECOMMENDATIONS

e Patients with diabetes and CKD should
consume an individualized diet high in
vegetables, fruits, whole grains, fiber,
legumes, plant-based proteins, unsaturated
fats, and nuts; and lower in processed
meats, refined carbohydrates, and
sweetened beverages (PP).

* We suggest maintaining a protein intake of
0.8 g/kg body weight/d for those with CKD
diabetes and CKD not treated with dialysis
(2C).

* We suggest that sodium intake be <2 g of
sodium per day (or <90 mmol of sodium
per day, or <5 g of sodium chloride per
day) in people with CKD (2C).
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PHARMACOTHERAPY: UNCHANGED RECOMMENDATIONS

 We recommend that treatment with an angiotensin-converting enzyme
inhibitor (ACEi) or an angiotensin Il receptor blocker (ARB) be initiated in
people with diabetes, hypertension, and albuminuria, and that these
medications be titrated to the highest approved dose that is tolerated
(1B).

 We recommend treating adults with type 2 diabetes (T2D), CKD, and an
eGFR 220 ml/min per 1.73 m? with a sodium-glucose cotranporter-2
inhibitor (SGLT2i) (1A).




SGLT21 MARKEDLY IMPROVE KIDNEY & CARDIOVASCULAR
OUTCOMES

Kidney disease progression
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Semaglutide for CKD in Patients with Type 2 Diabetes:
“FLOW”ing with the Semaglu“TIDE”

METHODS Major kidney Death from Adverse event leading

disease events any causes to discontinuation

International, double-
blind, placebo-controlled
28 countries

Type 2 DM and CKD:

GFR 50-75 ml/min +

ACR 300-5000 mg/g
or

GFR 25-<50 ml/min +
ACR 100-5000 mg/g

69 - A

[
Major kidney disease events- kidney failure, 250% reduction in GFR, death from CV or kidney-related causes

Placebo 7.5 events . .
O = 1766 0/ per 100 279(15.8%) 211(11.9%)
Q

patient-years
5 HR 0.76 HR 0.80
@ (95% Cl, 0.66-0.88) (95% Cl, 0.67-0.95)

. 5.8 events
SR L B 227(12.8%) 233(13.2%)
n=1767 @ patient-years

\

Median follow-up,

3.4 years
HR= Hazard ratio

Reference: Perkovic,V et al. Effects of Conclusion: Semaglutide reduced the risk of clinically important kidney

Semaglutide on Chronic Kidney Disease in outcomes and death from cardiovascular causes in patients with type 2
Patients with Type 2 Diabetes. NEJM, May 2024. diabetes and chronic kidney disease.

VA by Anjana Gopal X@anjanagopal9



. __________________________________________________J4
INCRETIN MIMETICS REDUCE CKD PROGRESSION

(50% GFR DECLINE, KIDNEY FAILURE, KIDNEY DEATH)

A Composite kidney outcome

GLP-1receptor agonist ~ Placebo Hazard ratio Weight
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Badve SV et al, Lancet Diabetes Endocrinol 2024
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INCRETIN MIMETICS REDUCE CARDIOVASCULAR EVENTS

A Major adverse cardiovascular events

GLP-1 receptor agonist  Placebo Hazard ratio Weight
(n/N[%]) (n/N[%]) (95% CI) (%)
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Heterogeneity by diabetes status p=0-24 Favours GLP-1 receptor agonist  Favours placebo

Badve SV et al, Lancet Diabetes Endocrinol 2024
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EXPANDED INCRETIN MIMETIC RECOMMENDATION (2026)

* We recommend a long-acting GLP-1-based therapy for people with T2D
and CKD who are at high risk of major adverse cardiovascular or kidney
events or who have not achieved individualized glycemic targets (1A).

e Offer GLP-1-based therapy to people with T2D and CKD who have
established atherosclerotic cardiovascular disease or urine albumin-
creatinine ratio (UACR) 2100 mg/g despite foundational therapies for
diabetes and CKD (PP).

e Offer GLP-1-based therapy to people with T2D and CKD who have not met
individualized HbAlc- or CGM-based glycemic targets or who have met
such targets using less desirable glucose-lowering drugs, which could be
dose-reduced or discontinued in favor of GLP-1-based therapy (PP).




FINERENONE IMPROVES KIDNEY & CARDIOVASCULAR
OUTCOMES — FIDELITY POOLED ANALYSIS
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Death from cardiovascular causes 32249 181 364 (5.6)  1.84 —— 088 (0.76-1.02) 0082
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Agarwal R et al, European Heart Journal 2001



FINERENONE IMPROVES KIDNEY & CARDIOVASCULAR
OUTCOMES INDEPENDENT OF SGLT2! (FIDELITY)
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Rossing P et al, Diabetes Care 2022




Finerenone and empagliflozin: is the combination better than either %
agent alone in CKD and Type 2 Diabetes? #NephJC

Methods m i ‘I\)I UAg;irgg a > 30(? eGFR

. H kalemia drop atday 30
0@0 Randomized, yperkalemia P y
=°= double-blind trial

Empagliflozin
29% § 3.8% 1.1%
cxo+120 (@S

14 countries Finerenone
@ 32% l 11.4% 3.8%

98% ACEi/ARB users
e 23% GLP-1RA users
Empagliflozin & Finerenone - —l
* Stratified according :)_).%
to eGFR and UACR @

Conclusion: Among persons with both chronic kidney disease and type 2 diabetes, initial therapy NIRRT TTISET
CONFIDENCE Investigators. Finerenone with

Empagliflozin in Chronic Kidney Disease and

9.3% 6.3%

“ No unexpected adverse events

with finerenone plus empagliflozin led to a greater reduction in the urinary albumin-to-creatinine
ratio than either treatment alone. VA by Michelle Fravel Type 2 Diabetes. N Engl J Med. 2025 Jun 5.




FINERENONE REDUCES ALBUMINURIA IN T1D (FINE-ONE)

1.2—, Least-squares geometric mean ratio for finerenone vs. placebo over 6 mo,

_ 0.75 (95% Cl, 0.65-0.87) Washout
® 1.14 p=<0.001 period
=
v, 10 1
E % 0.0 Placebo
------ -
3 3 0.8-
w E #i
: % 0.7+ Finerenone .=
= | - 4
a° 06 }
-
0.5
3 )’
0.0 I I |
Baseline 3 6 Follow-up
Months since Randomization
No. of Patients
Placebo 122 122 122 106
Finerenone 120 120 120 114
Least-Squares Geometric Mean Percentage 21 28 14

Difference vs. Placebo

Heerspink HJ et al, NEJM 2026
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CHANGES TO NSMRA RECOMMENDATIONS (2026)

* We recommend adding a nonsteroidal mineralocorticoid receptor antagonist (nsMRA)
with proven kidney or cardiovascular benefit for people with T2D, an eGFR 225 ml/min
per 1.73 m2, normal serum potassium concentration, and albuminuria (230 mg/g [>3
mg/mmol]) while on maximum tolerated dose of RAS inhibitor (RASi) (1A).

* Nonsteroidal MRA are most appropriate for people with T2D who are at high risk of CKD
progression and cardiovascular events, as demonstrated by persistent alouminuria
despite other foundational therapies (PP).

* For people with T2D treated with RASi who have persistent albuminuria and normal
serum potassium, an SGLT2i and nsMRA can be initiated simultaneously (PP).

* Practice Point 4.4.3: To mitigate risk of hyperkalemia, select people with consistently
normal serum potassium concentration and monitor serum potassium regularly after
initiation of a nsMRA (PP).

* We suggest adding an nsMRA with proven kidney or cardiovascular benefit for people
with T1D, eGFR 225 ml/min per 1.73 m2, normal serum potassium concentration, and
albuminuria (2200 mg/g [220 mg/mmol]) while on maximum tolerated dose of RASi
(2C).




WHAT ABOUT STATINS?

* In people with diabetes and CKD, initiate statin-based regimens for
atherosclerotic cardiovascular disease (ASCVD) risk reduction with more
intensive low-density lipoprotein cholesterol (LDL-C) targets for people with
diabetes and CKD at higher ASCVD risk (PP).

* Add non-statin, lipid-lowering therapy with proven cardiovascular benefit, alone
or in combination, to people with diabetes and CKD who are unable to achieve
their risk-based LDL-C targets with maximally tolerated statin alone (PP).

* Consider measuring lipoprotein (a) (Lp(a)) cholesterol levels at least once, as
higher Lp(a) levels are associated with higher cardiovascular risk and help guide
intensity of preventive therapies (PP).

Meta-analysis effects of statins in CKD:

« MACE: RR 0.72 (0.66-0.79), high certainty

 All-cause mortality: RR 0.83 (0.73-0.96), high certainty

» Cardiovascular death: RR 0.77 (0.69-0.87), high certainty

* Myocardial infarction: RR 0.55 (0.42-0.73), moderate certainty

Tunnicliffe D et al, Cochrane Database Syst Rev 2023
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COMBINATION THERAPY IS THE EXPECTATION

* Treat people with diabetes and CKD with a comprehensive strategy to reduce risks of
kidney disease progression and cardiovascular disease (PP).

* Use a personalized approach to implement combinations of lifestyle and pharmacologic
interventions for individual people with diabetes and CKD with a goal to maximize kidney

and cardiovascular protection by reaching an optimal combined regimen as quickly as
possible (PP).

* Use a personalized approach to determine the best treatment plan, based on baseline
and ongoing reassessments of risk factors. Prioritize interventions that are expected to
provide the greatest benefit early on, optimize doses, and sequence treatments in a way
that minimizes adverse effects and supports long-term adherence (PP).

* Assess adherence at each clinical encounter to maximize benefits of effective lifestyle
and pharmacologic interventions. Identify and mitigate barriers to adherence, including
access to treatments and adverse effects, whenever possible (PP).

* Initiating multiple interventions simultaneously may accelerate achievement of optimal
individualized combination regimens when adverse effect profiles are nonoverlapping or
studies suggest safety of simultaneous initiation (PP).




2026 KDIGO GUIDELINE PARADIGM

- lm o

Healthy diet Physical activity Smoking cessation Weight agement

-

Regular
risk factor
reassessment
(every 3-6
months)

Foundational
pharmacotherapy

Additional risk-based

pharmacotherapy
" T2D only
- . Al patients
Treatment (TIDand T2D)
targets




2026 KDIGO CLINICAL PRACTICE GUIDELINE FOR
MANAGEMENT OF DIABETES & CKD

1. Definitions, prevention, case-finding, 2.

staging, and cardiovascular risk
Glycemic monitoring & targets
Lifestyle interventions

Comprehensive management

Lk N

Approaches to management




THANK YOU!

Comments:

Peter Rossing, MD, DMSc E
Steno Diabetes Center Copenhagen, Denmark

Erin D. Michos, MD, MHS
Johns Hopkins University, USA

M. Luiza Caramoir, MD, PhD, MSc
Cleveland Clinic Foundation, USA

Sankar D. Navaneethan, MD, MS, MPH
Baylor College of Medicine, USA

Juliana C.N. Chan, MBChB, MD
The Chinese University of Hong Kong

Hellena Habte-Asres, PhD, MsC Tami Sadusky, MBA

King’s College, UK Patient representative, USA CONEY 0
é"’é\‘;’%
] ) -'f’i 7 v\
Hiddo J.L. Heerspink, PhD, PharmD Nikhil Tandon, MBBS, MD, PhD %“Q \ I&“
University of Groningen, NL All India Institute of Medical Sciences, India %;“::-_‘-,o%@o*’

Faical Jarraya, MD, MSc, FERA

Sfax University and H Chaker University Hospital, TN

Kamlesh Khunti, MD, PhD
University of Leicester, UK

Adrian Liew, MBBS

Mount Elizabeth Novena Hospital, Singapore

Katherine R. Tuttle, MD
Providence Health Care, USA

Christoph Wanner, MD
University Hospital of Wurzburg, Germany

Sophia Zoungas, MBBS, PhD
Monash University, Australia

American
Diabetes
- Association.

2 P>

EAS D European Association
for the Study of Diabetes

Adiy,

o
IO
"‘/- paTaN.,




	Slide 1
	Slide 2: Disclosures
	Slide 3: Timeline of KDIGO Guidelines for Diabetes & CKD
	Slide 4: 2022 KDIGO Clinical Practice guideline for diabetes management in CKD
	Slide 5: Lifestyle management is foundational for CKD management
	Slide 6: Lifestyle management is foundational for CKD management – dietary recommendations
	Slide 7: Pharmacotherapy: unchanged recommendations
	Slide 8: SGLT2i markedly improve kidney & cardiovascular outcomes
	Slide 9
	Slide 10: Incretin mimetics reduce CKD progression (50% GFR decline, kidney failure, kidney death)
	Slide 11: Incretin mimetics reduce cardiovascular events 
	Slide 12: Expanded incretin mimetic recommendation (2026)
	Slide 13: Finerenone improves kidney & cardiovascular outcomes – FIDELITY pooled analysis
	Slide 14: Finerenone improves kidney & cardiovascular outcomes independent of SGLT2i (FIDELITY)
	Slide 15
	Slide 16: Finerenone reduces albuminuria in T1D (FINE-ONE)
	Slide 17: Changes to nsMRA recommendations (2026)
	Slide 18: What about statins?
	Slide 19: 2026 KDIGO guideline paradigm
	Slide 20: Combination therapy is the expectation
	Slide 21: 2026 KDIGO guideline paradigm
	Slide 22: 2026 KDIGO Clinical Practice guideline for management of Diabetes & CKD
	Slide 23: THANK YOU!

