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Distribution of costs of point prevalenat general (fee-for-service) Madicare &
Tamwamese patieats with diagnosed (KD, ardiovascular disease & diabetes

General Medicare, age 65+ population, 2008 General Medicare, age 65+ costs, 2008
(n = 23,543 000; mean age 76.2) (52032 bilkon)

Tarwan National Health Insurance, age 65+: Taawan National Health Insurance, age 65+
population, 2008 {(n = 21,788 mean age 749) costs, 2008 (51.07 bilkon)
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oals of CKD Care

s more than a CKD

financial point of view, limiting the
‘_of CKD patients that progress to
is should be major goal of CKD care.
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FIG l—Average course of mean arterial blood pressure, glomerular filtration rate,
and albuminuria before (O) and during (@) long term effective antihypertensive
treatment of nine insulin dependent diabetic patients who had nephropathy.
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Irbesartan slows progression of nephropathy in type 2 diabetes
Effect of irbesartan, amlodipine, and placebo on the course of hypertensive
patients with nephropathy due to type 2 diabetes; the target blood pressure
was similar in the three groups. Treatment with irbesartan was associated
with a risk of the primary end point {(doubling of the baseline serum creatinine,
development of end-stage renal disease, or death from any cause) that was 20
percent lower than placebo and 23 percent lower than amlodipine. (Adapted
from data published in Lewis, EJd, Hunsicker, LG, Clarke, WE, et al. M Engl J4 Med
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Protein restriction slows progression of diabetic nephropathy
Dietary protein restriction — to about 0.6 g/kg per day or 30 to 40 percent
lower than the control group — in two studies in patients with diabetic
nephropathy (left and right panels) led to a 75 percent reduction in the rate of
loss of glomerular filtration rate (GFRJ at 18 to 36 months. {Data from Walker,
A0, Bending, JJ, Dodds, RA, et al, Lancet 1989; 2:1411 and Zeller, K, Whittaker,
E, Sullivan, L, et al, M Engl J Med 1991; 324:73.)



Diabetic Nephropathy:
Iréatment Options

cemic control



Conventional

Intensive

Percent of patients
o
|

Years

Strict glycemic control prevents microalbuminuria in patients
with type 1 diabetes mellitus LCumulative incidence of
microalbuminuria in patients with type 1 diabetes treated with either
conventional or intensive insulin therapy for up to nine years. There was
an increasing benefit of intensive therapy over time (p <0.04). (Data
from The Diabetes Contraol and Complications Trial Eesearch Group, M
Engl J Med 1993; 329:977.)
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ith GFR 30-60 ml/min/1.73m?

nephrologists
,000 new pa"tie r nephrologist

nts per day per nephrologist!

mary physicians — nurse practitioners must be
involved
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