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Dialyse: Les Néphropathies incidentes en 2013 
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Multiple causes of nephropathy in type 2 diabetes 

- classical DN ( > 10 y DM, Proteinuria with retinopathy) 

- hypertensive nephropathy (complications of HTA) 

- ischaemic renal disease (atherosclerosis) 

- Pyelonephritis, T/I disease (HyperK risk, role of 
infection, drugs, hyperuricemia) 

 
If no proteinuria, check for another cause than classical DN 
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Diabetic Nephropathy 





Diabetic nephropathy: 
physiopathology 



Mitch, W. E. N Engl J Med 2004; 

ACE Inhibition or Angiotensin-Receptor Blockade in 
Progressive Nephropathy Associated with Type 2 Diabetes 

Ne PLUS utiliser un 
double blocage 

SRA!! 
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Figure. ACE Inhibition versus Angiotensin-Receptor Blockade in Progressive Nephropathy Associated with Type 2 Diabetes.

Clinical trials indicate that drugs that interrupt the renin-angiotensin system can suppress progressive kidney damage in type 2 diabetes. Angiotensin-converting-enzyme (ACE) inhibitors and angiotensin II-receptor blockers have similar benefits, but they have not been adequately compared in patients in whom macroalbuminuria has been detected. To convert the values for creatinine to micromoles per liter, multiply by 88.4.



Prise en charge du diabète 

HbA1C selon 
comorbidités 

PA<140/85 
mmHg 
Dose max 
possible 

LDL<100  
Si high CV 
risk <70 













Caractéristiques de base de la population 
Pas de différence entre les 2 groupes (pl vs E) 

● Age: 63 ans, 72% H, Caucasiens: 72% 
● IMC 30,7% 
● HbA1C: 8,1% 
● Maladies coronaires: 75% 
● AVC: 23% 
● Artériopathie MI: 21% 
● PA 135/77 mmHg 
● ISRA: 81% et Statines: 77% 

 



Etude Empaglifozine: fonction rénale de départ 

Placebo       Empaglifozine: 



Empagliflozine et protection rénale 
(Empa-Reg) 

● Réduction de risque de : 
● 39% de survenue ou d’aggaravation d’une IR 
● 55% de démarrer un RRT 
● 44% du doublement du taux  de créatinine avec 

DFG < 45 ml/min 
● 38% de progression vers Macroalbuminurie 
● Protection rapide, indépendante de la dose, du 

niveau de fonction rénale initial, de l’âge, du 
sexe, de la race, du nombre d’années de diabète! 



 







Conclusions 

● Diabète = grand risque Maladie rénale 
● Maladie rénale = risque CV> 
● Approche multifactorielle nécessaire 
● Dépistage précoce nécessaire 
● Rôle majeur joué par le MG! 
● Collaboration multidisciplinaire indispensable! 
● Place potentielle des gliflozines chez les patients 

DM à haut risque CV. 
 













     DIABETIC NEPHROPATHY  
  Mesangial expansion   progressing to  Nodules of Kimmelstiel-Wilson 

First cause of ESRD in the XXst century 





Progression of the Diabetic Nephropathy 
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Strippoli et al. J Nephrol 2003;16:487–499 GFR: measured by MDRD or 24h creat clearance 
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The clinical course of diabetic nephropathy parallels the natural history of decline in function in chronic kidney disease. 
In the first phase, renal hypertrophy and hyperfiltration (increased GFR) occur. 
In the second phase, incipient diabetic nephropathy is characterised by the appearance of persistent microalbuminuria. 
The third phase is an established nephropathy stage with clinical evidence of hypertension, renal insufficiency and increasing proteinuria. 
The final phase is ESRD.1 

Strippoli GF, Di Paolo S, Cincione R et al. Clinical and therapeutic aspects of diabetic nephropathy. J Nephrol 2003;16:487–499. 




Adler et al (UKPDS Group). Kidney Int 2003, 63, 225-32. 

NATURAL HISTORY OF DIABETIC NEPHROPATHY  IN TYPE 2 DIABETES 

2 goals :  Prevent 1) End-stage renal disease   2) Death (cardiovascular) 





Empaglifozine et progression de la maladie rénale chez le 
Diabétique type 2 (juillet NEJM 2016) 
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