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Diabetes and Chronic Kidney Disease 

Chronic kidney disease (CKD) is diagnosed by the persistent presence of elevated urinary albumin excretion 
(albuminuria), low estimated glomerular filtration rate (eGFR), or other manifestations of kidney damage. It 
occurs in 20–40% of patients with diabetes. CKD typically develops after diabetes duration of 10 years in 
type 1 diabetes but may be present at diagnosis of type 2 diabetes. CKD can progress to end-stage renal 
disease (ESRD) requiring dialysis or kidney transplantation and is the leading cause of ESRD in the U.S. 

Screening Recommendations: 
1. At least annually, urinary albumin (e.g., spot urinary albumin-to-creatinine ratio) and estimated

glomerular filtration rate should be assessed in patients with type 1 diabetes with duration of >5 years
and in all patients with type 2 diabetes regardless of treatment

2. Patients with diabetes and urinary albumin >300 mg/g creatinine and/or an estimated glomerular
filtration rate 30–60 mL/min/1.73 m2 should be monitored twice annually to guide therapy

Treatment: 
• Optimize glucose control to reduce the risk or slow the progression of chronic kidney disease.

• For patients with type 2 diabetes and diabetic kidney disease, consider use of a sodium–glucose
cotransporter 2 inhibitor in patients with an estimated glomerular filtration rate ≥30 mL/min/1.73 m2

and urinary albumin >300 mg/g creatinine.

• In patients with type 2 diabetes and diabetic kidney disease, consider use of sodium–glucose
cotransporter 2 inhibitors additionally for cardiovascular risk reduction when estimated glomerular
filtration rate and urinary albumin creatinine are ≥30 mL/min/1.73 m2 or >300 mg/g, respectively.



• In patients with chronic kidney disease who are at increased risk for cardiovascular events, use of a
glucagon-like peptide 1 receptor agonist reduces renal end point, primarily albuminuria, progression of
albuminuria, and cardiovascular events

• Optimize blood pressure control to reduce the risk or slow the progression of chronic kidney disease.

Diabetic Retinopathy Recommendations 

Diabetic retinopathy is a highly specific vascular complication of both type 1 and type 2 diabetes, with 
prevalence strongly related to both the duration of diabetes and the level of glycemic control. 

Diabetic retinopathy is the most frequent cause of new cases of blindness among adults aged 20–74 years in 
developed countries. Glaucoma, cataracts, and other disorders of the eye occur earlier and more frequently 
in people with diabetes. 

In addition to diabetes duration, factors that increase the risk of, or are associated with, retinopathy include 
chronic hyperglycemia, nephropathy, hypertension, and dyslipidemia 

Screening: 
• Patients with type 2 diabetes should have an initial dilated and comprehensive eye examination by an

ophthalmologist or optometrist at the time of the diabetes diagnosis.

• If there is no evidence of retinopathy for one or more annual eye exams and glycemia is well
controlled, then screening every 1–2 years may be considered. If any level of diabetic retinopathy is
present, subsequent dilated retinal examinations should be repeated at least annually by an
ophthalmologist or optometrist. If retinopathy is progressing or sight-threatening, then examinations
will be required more frequently.

• Women with preexisting type 1 or type 2 diabetes who are planning pregnancy or who are pregnant
should be counseled on the risk of development and/or progression of diabetic retinopathy.

• Eye examinations should occur before pregnancy or in the first trimester in patients with preexisting
type 1 or type 2 diabetes, and then patients should be monitored every trimester and for 1 year
postpartum as indicated by the degree of retinopathy.

• The preventive effects of therapy and the fact that patients with proliferative diabetic retinopathy
(PDR) or macular edema may be asymptomatic provide strong support for screening to detect diabetic
retinopathy.

Treatment: 
Promptly refer patients with any level of macular edema, severe non proliferative diabetic retinopathy (a 
precursor of proliferative diabetic retinopathy), or any proliferative diabetic retinopathy to an 
ophthalmologist who is knowledgeable and experienced in the management of diabetic retinopathy. 

Neuropathy Screening Recommendations

• The diabetic neuropathies are a heterogeneous group of disorders with diverse clinical manifestations.
The early recognition and appropriate management of neuropathy in the patient with diabetes is
important.

• Up to 50% of diabetic peripheral neuropathy may be asymptomatic. If not recognized and if preventive
foot care is not implemented, patients are at risk for injuries to their insensate feet.



• All patients should be assessed for diabetic peripheral neuropathy starting at diagnosis of type 2
diabetes and at least annually thereafter.

• Assessment for distal symmetric polyneuropathy should include a careful history and assessment of
either temperature or pinprick sensation (small fiber function) and vibration sensation using a 128-Hz
tuning fork (for large-fiber function). All patients should have annual 10-g monofilament testing to
identify feet at risk for ulceration and amputation

• Foot ulcers and amputation, which are consequences of diabetic neuropathy and/or peripheral arterial
disease (PAD), are common and represent major causes of morbidity and mortality in people with
diabetes.

• Early recognition and treatment of patients with diabetes and feet at risk for ulcers and amputations can
delay or prevent adverse outcomes.

• The risk of ulcers or amputations is increased in people who have the following risk factors:

o Poor glycemic control
o Peripheral neuropathy with LOPS
o Cigarette smoking
o Foot deformities
o Pre ulcerative callus or corn
o PAD
o History of foot ulcer
o Amputation
o Visual impairment
o CKD (especially patients on dialysis)

Treatment 

• Optimize glucose control to slow the progression of neuropathy in patients with type 2 diabetes.

• Assess and treat patients to reduce pain related to diabetic peripheral neuropathy and symptoms of
autonomic neuropathy and to improve quality of life.

• Pregabalin, duloxetine, or gabapentin are recommended as initial pharmacologic treatments for
neuropathic pain in diabetes.














