
Clinical Tips 
 Aim for a reduction of 30% or greater in mg/g urinary albumin in people with CKD who have ≥300 mg/g urinary albumin to 

slow CKD progression.
 Periodically check serum creatinine and potassium levels when ACE inhibitors, ARBs, MRAs, and diuretics are used.
  Do not discontinue ACE inhibitors or ARBs for ≤ 30% increases in serum creatinine in the absence of volume depletion.

Approach to Managing CKD in Diabetes

Why Manage CKD?

BP = Blood pressure
CCB = Calcium channel blocker
CKD = Chronic kidney disease
CVD = Cardiovascular disease

eGFR = Estimated glomerular filtration rate
GLP-1 RA = Glucagon-like peptide 1 receptor agonist
MRA = Mineralocorticoid receptor antagonist
nsMRA = Nonsteroidal mineralocorticoid receptor antagonist

PCSK9i = Proprotein convertase subtilisin/kexin type 9 inhibitor
RAS = Renin-angiotensin system
SGLT2i = Sodium-glucose cotransporter 2 inhibitor

Learn more about

Kidney Health

Management of Chronic Kidney Disease 
in People with Diabetes

Decreases risk of
CKD progression

Reduces 
cardiovascular risk

RAS inhibitor up to maximally tolerated dose (if albuminuria and/or hypertension)*

T2D only All individuals (T1D and T2D)
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Physical activity

Add other glucose-
lowering drugs (e.g., 

metformin if eGFR ≥30),  
if needed to achieve 

individualized glycemic 
goal. The addition of a 
GLP-1 RA or SGLT2i is 
preferred if not already 
on the therapy plan** *

Steroidal MRA 
if needed 

for resistant 
hypertension 
if eGFR ≥45

Dihydropyridine 
CCB and/or 
diuretic if 
needed 

to achieve 
individualized 

BP goal

Regular 
risk factor 

reassessment 
(every 3-6 

months)

Regular 
reassessment 
of glycemia, 
albuminuria, 
BP, CVD risk, 
and lipids

Moderate- or high-intensity statin
SGLT2i** (initiate if eGFR is ≥20; continue until dialysis or transplant)

GLP-1 RA**

Antiplatelet 
agent for 

clinical ASCVD

Ezetimibe, 
PCSK9i, or 
icosapent 
ethyl if 

indicated 
based on 

ASCVD risk 
and lipids

Add other agents with evidence of 
CVD and/or kidney benefit per 

individualized treatment goals and 
preferences (e.g., if on SGLT2i, 
consider addition of a GLP-1 RA 

and/or finerenone to further mitigate 
heart and kidney risk)

American Diabetes Association® (ADA) 

*The majority of participants in SGLT2i, GLP-1 RA and nsMRA kidney outcome trials were receiving background optimized RAS inhibitor therapy. **With demonstrated benefit in this population
***Glucose-lowering efficacy of GLP-1 RAs is preserved at low eGFR; glucose-lowering efficacy of SGLT2i is diminished at lower eGFR. 

Healthy eating

Learn more at professional.diabetes.org | 1-800-DIABETES (800-342-2383)

American Diabetes Association® (ADA) 
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RESOURCES FOR PROFESSIONALS


