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What You Will Learn in This Module

Welcome to Module 4 of your diabetes training programme
This module covers: By the end of this module, you will be able

x  Pharmacotherapy options

for Type 2 Diabetes x To _identify the appropriate treatment option for individual
patients.
x  Management of Type 2
Diabetes
x When to use the right x Understand the impact of clinical inertia

class of drug
x  Clinical considerations
x Clinical Inertia
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Person Centered Care

REVIEW AND AGREE ON MANAGEMENT PLAN

«  Review management plan

*  Mutual agreement on changes

« Ensure agreed modification of therapy is implemented
in a timely fashion to avoid clinical inertia

»  Decision cycle undertaken regularly
(at least once/twice a year)

GOALS
OF CARE

* Prevent complications
* Optimize quality of life

ONGOING MONITORING AND
SUPPURT INCLUDING:
Emotional well-being
< Check tolerability of medication
«  Monitor glycemic status
< Biofeedback including SMBG,
weight, step count, HbA, ,
blood pressure, lipids

JD
IMPLEMENT MANAGEMENT PLAN

« Patients not meeting goals generally
should be seen at least every 3

SHARED DECISION MAKING TO CREATE A
MANAGEMENT PLAN

ASSESS KEY PATIENT CHARACTERISTICS

«  Current lifestyle

< Comorbidities, i.e., ASCVD, CKD, HF

+  Clinical characteristics, .e.,age, HbA, , weight
* Issues such as motivation and depression
Cultural and socioeconomic context

CONSIDER SPECIFIC FACTORS THAT IMPACT
CHOICE OF TREATMENT

* Individualized HbA,_target

« Impact on weight and hypoglycemia

«  Side effect profile of medication

= Complexity of regimen, i.e., frequency, mode of administration
+  Choose regimen to optimize adherence and persistence

= Access, cost, and availability of medication

Involves an educated and informed patient (and their
family/caregiver)

Seeks patient preferences

Effective consultation includes motivational
interviewing, goal setting, and shared decision making
Empowers the patient

Ensures access to DSMES

months as long as progress is being AGREE ON MANAGEMENT PLAN
made, more frequent contact initially
is often desirable for DSMES Specnfy SMART goals
Specific
- Measurable
ASCVD = Atherosclerotic Cardiovascular Disease - Achievable
CKD = Chronic Kidney Disease - Realistic
HF = Heart Failure - Time limited
DSMES = Diabetes Self-Management Education and Support

SMBG = Self-Monitored Blood Glucose
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Glucose-lowering medication in type 2 diabetes: 2021 ADA Professional Practice Committee
(PPC) adaptation of Davies et al.

FIRST-LINE Therapy is Metformin and Comprehensive Lifestyle (including weight management and physical activity)

NO

TO AVOID

INDICATORS OF HIGH-RISK OR ESTABLISHED ASCVD, CKD, OR HF'

CONSIDER INDEPENDENTLY OF BASELINE A1C,
INDIVIDUALIZED A1C TARGET, OR METFORMIN USE*
N

IF A1C ABOVE INDIVIDUALIZED TARGET PROCEED AS BELOW

+ASCVD/Indicators +HF N . 2 N 2
of Hig! = e = — N >
= Established ASCVD Particularly HFrEF COMPELLING NEED TO MINIMIZE COMPELLING NEED TO COST IS A MAJOR
= Indicators of high (LVEF <45%) HYPOGLYCEMIA MINIMIZE WEIGHT GAIN OR ISSUE"*2
ASCVD risk (age =55 5 & PROMOTE WEIGHT LOSS
years with coronary. (
carotid, or lower-extremity DPP-ai GLP-1RA sGLT2i 1zD
stenosis >50%, ey su* TZD"
l uA«: ] I nmc ] l nmc ] [ -::c s :
above ] for weight SGLT2i
Sarget loss'™ l M A1C above target ]
GLP-1RA sGLT2 R 2 L2
SGLT2i SGLT2i OR OR [ If A1C above target ]
or oR DPP-4i DPP-4i 4 & . sur
Tz TzD on on
TZD GLP-1RA GLP-1 RA with
2 b < 2 saLTzi b { T <
[ i A1C above target ] loss'®
[ If A1C above target ]
Continue with addition of other agents as outlined above ] [ TR ] - 2
¥ ¥ Insulin therapy basal insulin
i
[ i A1C above target ] i il ) with lowest acquisition cost
. or SGLT2! and/or GLP-1 RA not or
addcing ﬁgzs o - tolerated or contraindicated, use PR ——
SIS Uarea’ For patients with T2D Consider the addition of SU* OR basal insulin: regimen with lowest risk of e b et
and CKD* (e.g., 6 GFR weight gain
= TZD? <60 mL/min/1.73 m?) and = Choose later generation SU with
e — thase at Increased risk of lower risk of hypoglycemia PREFERABLY
GLP-1 RA cardiovascular events = Consider basal insulin with lower risk of hypoglycemia® DPP-4i (if not on GLP-1 RA)
Basal insulin® based on weight neutrality
= SU* 7. Proven benefit means it has label indication of <
onr reducing heart failure in this population
1- Proven GVD label b 8 Referto Section 11: 1f DPP-4i not tolerated or
2 Low dose may be better tolerated though less well studied for CVD effects GLP-1 SGLT2i oy e - 7 o or patient already
3 oru-100 RA with with ol g on GLP-1 RA, cautious addition of:
4 J to lower risk proven proven
. e i CoF s b Do ot ovD oD 1 oo CVD, low risk of - SU* - TZD? - Basal insulin
6. Be aware that SGLT2i labelling varies by region end individual agent benefit! benefit"” of 1o welght-relaed comorbidities)
‘with regard to indicated level of #GFR for initiation and use 12, n 1T
& A il rogion iy wbeopiand glucose-lowering medications.
n * Most patients enrolied in the relevant trials were on metformin st baseline as
in HF and to CVOTa. G iz relatively cheaper. glucose-towering therapy.

American Diabetes Association Dia Care 2021;44:S111-S124 PATHEINDER @
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Adapted from: NCL Diabetes Guidelines October 2021

Type 2 Diabeteslanagement Algorithm

Diet & Lifestyle first line therapy 123
Provide Sick Day Guidance To avoid clinical
inertia, reassess
and modify
treatment regularly
(3-6 months)

Does the patient have a CARDIO-RENAL COMORBIDITY?
1

Diet & Lifestyle first line therap

Metformin

If intolerant move to next level

9
Established CVD &) HF or CKD »
Initial therapy

Metformin

If intolerant move to next level

Metformin

If intolerant move to next level

. . eGFR :
Intensive diet & dependent: Alternatives:
ESYLE
management for e
dependent:

+ Sitagliptin“, or

eGFR
dependent:

+SGLT-2i

Empaglifiozin & Canagliflozin have
shown benefitin eCVD 112 13

4
all patients?. +SGLT-2i Gliclazide, or
Consider Dapaglifiozin strongest primary P|Og I |tazo n e7

4,10 4,10

+SGLT-2i
HF: Dapagliflozin & Empagliflozin strongest data 7. 18
CKD: Dapaglifiozin & Canagliflozin strongest data 1618,

prevention data (HF) 5
enrolment

into NCL Low-
Diet
Programme
for eligible . - o
patients, to + Sitagliptin”, or SGLT-2i", or
support . : . . 7
healthier Gliclazide, or Pioglitazone
lifestyle,

If established CVD

+GLP-1RA |+ GLP-1RA, or
Sitagliptin, or
Pioglitazone’

+ GLP-1RA

CVD benefit: Semaglutide (SC only)*4,
Dulaglutide® and Liraglutide!s

Otherwise

weight | *As per NICE NG28, avoid combining SGLT-2i + DPP-4i on < Sltag I | ptl n
ght loss, o ALl 2 !
. cost grounds, unless clinically justified (hypos, weight gain)
and remission
of Type 2

diabetes. 23

+ Gliclazide, or __Treatment
intensification to

Basal insulin achieve
individualised
glycaemic target

+ Gliclazide, or
Basal insulin

(and stop any DPP-4i)

Rescue therapy: Insulin or SU Rescue based therapy i i igh HbA,. Review once symptoms resolved +/- target HbA,. achieved !

When initiating a SGLT2i If HbAlc <58mmol/mol, consider a 25% dose reduction in any concomitant SU or basal insulin & monitor for evidence of hypoglycaemia
MEINESN

When initiating a GLP-1RA or insulin  Contact your Community Diabetes Service if you are not experienced with these



HbAlc Targets T NICE NG28

Involve adults with type 2 diabetes in decisions about their individual HbAlc target.

A For adults with type 2 diabetes managed either by lifestyle and diet, or by lifestyle and diet
combined with a single drug not associated with hypoglycaemia, support the person to aim
for an HbA1c level of 48 mmol/mol (6.5%).

A For adults on a drug associated with hypoglycaemia, support the person to aim for an
HbAlc level of 53 mmol/mol (7.0%).

A In adults with type 2 diabetes, if HbAlc levels are not adequately controlled by a single drug
and rise to 58 mmol/mol (7.5%) or higher: reinforce advice about diet, lifestyle and
adherence to drug treatment and support the person to aim for an HbAlc level of
53 mmol/mol (7.0%) and intensify drug treatment.

Full guidance can be found at NICE.org.uk
TR
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Individualisatioof HbAldargets

In adults with type 2 diabetes, measure HbAlc levels at:
w 31 6-monthly intervals (tailored to individual needs), until the HbAlc is stable on unchanging therapy
w 6-monthly intervals once the HbAlc level and blood glucose lowering therapy are stable

Patients group

Adapted from: NCL Diabetes Guidelines October 2021

Target HbAlc presumption

Patients managed by lifestyle and diet

this must be individualised

< 48 mmol/mol (6.5%)

A
A
A

If all the following apply:

Younger patients < 60 years within 10 years of diagnosis
Without established macrovascular disease (IHD, CVA, PVD)
Taking a single oral agent not associated with hypoglycaemia (metformin, gliptin, SGLT2-i, pioglitazone)

48 mmol/mol (6.5%)

o o oo T T T

If all the following apply:

Younger patients < 60 years within 10 years of diagnosis

Without established macrovascular disease (IHD, CVA, PVD)

Without CKD on dialysis

Low risk for serious consequences of hypoglycaemia

Taking SU/repaglinide/insulin/GLP-1RAOR on more than one oral agent
Without significant comorbidities

53 mmol/mol (7.0%)

T o T I

A
A

If life-expectancy > 10 years and any of the following apply:

Age > 60 years or duration diabetes > 10 years

Established macrovascular disease (IHD, CVA, PVD)

CKD on dialysis

Tight control poses a high risk of the consequences of hypoglycaemia (e.qg. risk of falling,
impaired awareness of hypoglycaemia, people who drive or operate machinery as part of their
job)

Experiences recurrent hypoglycaemia on SU/insulin

Significant comorbidities

58 mmol/mol (7.5%)

Patients who have moderate or severe frailty and/or elderly (>80 years), and/or life-expectancy < 10 years

< 75 mmol/mol (< 9%)

PATHFINDER &3P



Characteristics of an ideal glucose lowering agent

X Efficacy X Tolerability
iZ plasma gl.ucose/ HbiAZ or no hypoglycaemic epi sc
i Z weight i Good tolerability profile
i Zmacrovascular long-term risk
i Z microvascular long-term risk X Utility
i Simple to administer/good
X Durability concordance
i Sustained effect over time I Understandable mode of action
T Prevents/de|ays Compncations T Suitable for use in combination with

other agents

T Suitable for use at all stages of
diabetes

T Suitable across a range of individuals
with a range of comorbidities L\ Barnet
) N Primary Care

@ Training Hub
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Profiles of Antidiabetic Medications

Hypo risk! Weightt BP?* Renalt GI* Genitourinary?!
5 Slig Contraindicated if Moderate
. o i Genital mycotic
SGLT2i Lowers See specific drug SmPCs Neutral infections

See specific drug SmPCs
GLP-1 RA Neutral* Loss Lowers Moderate Neutral
side effects
DPP4i Neutral* Neutral Neutral D°$e a.ldJUSthTnt necess_ary_ Neutral Neutral
Effective in reducing albuminuria®

SuU LT Gain Neutral Im_palred ierel func_:tlon Neutral Neutral
severe increases hypo risk
severe increases risk
. Neutral . Use with caution

AstraZeneca medicines for type 2 diabetes are indicated for glycaemic control. They are not indicated for weight loss or blood pressure reduction.

. Potential secondary benefits . Limitation or likelihood of AEs

Adapted from Garber et al. AEs, adverse events; BP, blood pressure; CrCL, creatinine clearance; eGFR, estimated glomerular filtration rate; Gl, gastrointestinal; Hypo, hypoglycemia.
Note: Profiles depicted are generalised, this is not intended to be a complete representation of the profiles of all the products in these classes and is not intended for promotional use

*Refer to SPC. 6 Ne ut thardppcombinatian used. Wthem psechirdcenmbinatian nvith insulin or a sulphonlyurea, a lower dose of the insulin or sulphonylurea may be required to
reduce the risk of hypoglycaemia /
1. Garber AJ et al (2020 ) Endocr Pract 26: 107-139 . PAT H F I N D E R

2. Giles TD & Sander GE Curr Hypertens Rep. 2007;9:332-337
3. Monami M, et al. Diabetes Obes Metab. 2013;15:112-120.
4. de Boer IH, et al. Diabetes Care 2017;40(9):1273-1284.



Profiles of Antidiabetic Medications

CV risk?! Bone? DKA! Injectable??

Metformin Neutral Neutral

SGLT2i See specific SmPCs See specific SmPCs See specific SmPC

GLP-1 RA See specific SmPCs NEIE] m

DPP4i See specific SmPCs Neutral
Possible atherosclerotic

Su cardiovascular disease risk e

TZD Moderate congestive heart failure risk Moderate fracture risk

- Congestive
LS heart failure risk?A Neutral

Adapted from Garber et al. CV, cardiovascular; DKA, diabetic ketoacidosis; MACE, major adverse cardiovascular events

Note: Profiles depicted are generalised, this is not intended to be a complete representation of the profiles of all the products in these classes and is not intended for promotional use

*Rare cases of DKA, including life-threatening and fatal cases, have been reported in patients treated with SGLT2is. DKA presentation can be atypical, with only moderately increased P ATH F I N D E R
blood glucose values. DKA should be considered in the event of non-specific symptoms such as nausea, vomiting, anorexia, abdominal pain, excessive thirst, difficulty breathing,

confusion and unusual fatigue or sleepiness. ANo limitations according to prescribing information/SPC unless used with pioglitazone

1. Garber AJ et al (2020 ) Endocr Pract 26: 107-139

2. Inzucchi SE, et al. Diabetes Care 2015;38:140i 149.
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Type 2 Diabetes Patient Pathway!®

Diagnosis and Lifestyle . .
Monotherapy Dual therapy Triple therapy Insulin therapy

(\.
@)
108 88 S84 L& L& L&
= s s
ADiagnostic ADiet changes AMetformin Add on: Add on: Alnsulin
. glycaemidest APhysical activity ANonmetformin Aother OAD Aother OAD Alnsulin
% Aother tests AHabit changes OAD AGLPL RA AGLP1 RA intensification
= ABP AAnti-obesity Alnsulin Alnsulin Alnsulin
ASmokingcesatio treatment

3-6 Month Follow Up Evaluation

# All T2D patients # HbA, on target

Key
) . . Endocrinologist (complex
Primary care & Nurse or diabetes Optometrist/ - g e e
physician & specialist nurse ©® Ophthalmologist ‘ Dietitian caseseqil;lglr}g specialist

# HbA, . not controlled

GLP1 RA, glucagaetike protein 1 receptor agonist; OAD, oral antidiabetic drug

International Diabetes Federation 2017. Recommendations For Managing Type 2 Diabetes in Primary CilfeoP§h7anagingtype2-diabetes
American Diabetes Association Diabetes Care 2021;44 (Suppl. 1).

InzucchiSE, et alDiabetesCare2015;38:1460149.

Reference: rcn.org.uk/clinictbpics/diabetes/educatiorpreventionand-the-role-of-the-nurse

Reference: diabetes.co.ultigdiabeteshealthcareteam.html

Reference: diabetes.org/livingith-diabetes/treatmentand-care/whoson-your-health-careteam/your-health-careteam.html

2R
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Type 2 Diabetes Patient Pathway

Diagnosis
Evaluatio

Possibleglycaemicdiagnostictests!
A HbAlctest

A Fastingolasmaglucose —
A Postprandialglucose Who is involved?®

A Randomplasmaglucosein symptomaticpatient

Most of these tests are performed in a

Once T2D diagnosed, other tests are performed, / primary care setting by aurse

including?

A Fulllipid panel Aprimary care physician or GRill

A Bloodpressure review the results, perform the diagnosis
A Liver/kidneyfunction and decide on a management strategy

A cardiovascularisk

A Eyeexam(for retinopathy) Optometrist or ophthalmologisiperforms

A Urinetest (for nephropathy) yearly screening for diabetic retinopathy once
A Footcheck(for peripheralneuropathy) T2DM diagnosed.

Settingglycaemictarget See Local / NICE / SIGN Guidelines for m
Most guidelines consider HbAZZ% as the general target, although information

it is recommended that this target is individualised to the patiént

CV, cardiovascular; GP, general practitioner; T2D, type 2 diabetes

International Diabetes Federation 2017. Recommendations For Managing Type 2 Diabetes in Primary Care 2017.

American Diabetes Association Diabetes Care 2021;44 (Suppl. 1) y
InzucchiSE, et alDiabetesCare2015;38:140149. PATH F I N D E R
Reference: rcn.org.uk/clinicébpics/diabetes/educatiorpreventionandthe-role-of-the-nurse. Accessed August 2021

Referencediabetes.co.uk/nhs/diabetebealthcareteam.html. Accessed August 2021

Reference: diabetes.org/livingith-diabetes/treatmentand-care/whoson-your-health-careteam/your-health-careteam.html. Accessed August 2021

o, wNE
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According to the NICE and National Strategic Framework 9 recommended care processes, blood
pressure targets for people with diabetes are (1.2)

A Below 140/80 mmHg
A Below 130/80 mmHg - If the person has evidence of kidney, eye or cerebrovascular damage

The target level may be different depending on age and any diabetes complications such as eye
damage, kidney damage, heart disease or a stroke.

Please refer to the protocol and/or guidance used in your locality when managing hypertension in

people with diabetes as management strategies may vary due to the framework or clinical body
followed.

DATHEINNER ESER
1) Reference: diabetes.co.uk/diabetksalth-guidelines.htmk last accessed August 2021 >

2) Reference: england.nhs.uk/rightcare/vgpntent/uploads/sites/40/2018/07/nhgightcare pathwaydiabetes.pdf- last accessed Aust 2021




Hypertension in adults: diagnosis and treatment

N I c mﬁﬁl{gﬂrs&deme

Offer lifestyle advice and continue to offer it periodically

Clinic BP

Under
140/90 mmHg

Check BP at least every 5 years and
more often if close to 140/90 mmHg

140/90 to
179/119 mmHg

180/120 mmHg
or more

Refer for same-day sp:

* retinal haemorrhage or papilloedema
(accelerated hypertension) or

» life-threatening symptoms or

* suspected pheochromocytoma

ABPM or HBPM Use clinical judgement for people with frailty or multimorbidity

* Check BP at least every 5 years and more often if clinic BP close to
140/90 mmHg
* [f evidence of target organ damage, consider alternative causes

Under
135/85 mmHg

135/85 to
142/94 mmHg

(Stage 1)

150/95 mmHg
or more

(Stage 2)

{ This iz a summary of the recommendations on diagnosis and treatment from NICE's guideline on

AEPM, y blood pressure itoring; BP, blood pressure; CVD, cardiovascular disease; HBPM, home blood pressure monitori { hypertension in adults. See the original guidance at www.nice.org.uk/guidance/NG136

Referencenice.org.uk/guidance/ng136
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Choice of antihypertensive drug?!, monitoring treatment and BP targets

T ==

Step 1 ACEi or ARB23 CCB

Monitoring treatment

Use clinic BP to monitor treatment.
Measure standing and sitting BP in people
with:

e type 2 diabetes or

* symptoms of postural hypotension or

e aged 80 and over.

Advise people who want to self-monitor to use
HBPM. Provide training and advice.

Consider ABPM or HBPM, in addition to
clinic BP, for people with white-coat effect or

ACEi or ARB%? CCB o~ masked hypertension.
+ + 2
CCB or thiazide-like duiretic ACEi or ARB?? or thiazide-like duiretic g "
§- BP targets
ﬁ Reduce and maintain BP to the following
g targets:
ACEi or ARB®? + CCB + thiazide-like duiretic & Age <80 years:
= e Clinic BP <140/90 mmHg
T *  ABPM/HBPM <135/85 mmHg

Age 280 years:
* Clinic BP <150/20 mmHg
*  ABPM/HBPM <145/85 mmHg

Confirm resistant hypertension: confirmn elevated BP with ABPM or HBPM, check for
postural hypertension and discuss adherence

Consider seeking expert advice or adding a:

ANpIqJowynw Jo Ajel) ypm ajdoad Jo) Juswadpnl

Postural hypotension:
- | il i i is < .
low-dose spironolactone® if blf)od potassun_level is <£_I.5 mmol/1 + Base target on standing BP
= alpha-blocker or beta-blodker if blood potassium level is >4.5 mmol/1
Frailty or multimorbidity:
Seek expert advice if BP is uncontrolled on optimal tolerated doses of 4 drugs L
* Use clinical judgement
*For women ideri gnancy or who are or zae MICE's on in For people with chronic kidney disease, ses MICE's
ine on chronic kldnev disease. For people with heart failure, see MICE's guideline on chronic heart failure
*See MHRA drug safety updates on ACE inhibitors and angiotensin-l receptor antagonists: not for use in pregnancy, which states ‘Use in women who are planning pregnancy
should be avoided unless absolutely necessary, in which case the potential risks and benefits should be di ACE inhibi and angi iin Il receptor us ish and Irish Hypertension Society
during breastfeeding and clarification: ACE inhibitors and angiotensin |l rece r anta; ists. See also NICE's guideline on hyp in Comemitted ta preverting carfiovascular dissase
*Consider an ARE, in preference to an ACE inhibiter in Edults MAfnm and Caribbean family nrlgn This visual summary builds on and updates previous work on
<At the time of publication (August 2019), not all of have a UK isation for this indicatis treatment published by the BIHS (formerly BHS)
- ABPM, y blood itoril ACEi, ACE inhibitor; ARB, angiotensin-Il receptor blocker; BP, blood pressure; CCB, calcium-channel blocker; HEPM, home blood pressure monitoring.

© NICE 2019. All rights reserved. Subject to Motice of rights.
Published: August 2019
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Cholesterol Management

A Cholesterol levels should be measured each year to assess risks of heart disease and other long term
diabetes complications. According to the NICE and National Strategic Framework 9 recommended care
processes, total cholesterol should be less than 5 mmol/l. @

A However, Healthcare Professionals may also treat to lower specific total cholesterol targets and specific
LDL and HDL targets depending on the protocol or guidance they follow.

A Individuals with type 2 diabetes should have their risk for heart disease and stroke assessed by a risk
assessment tool (QRISK)®@

A NICE recommend people with type 1 or type 2 diabetes should be offered 20mg atorvastatin for
primary prevention of CVD®

1) Reference: england.nhs.uk/rightcare/vgontent/uploads/sites/40/2018/07/nhgightcare pathwaydiabetes.pdf- last accessed AugL021
2) Reference: grisk.org/last accessedugust 2021
3) Reference: nice.org.uk/news/article/nisommendswider-useof-statinsfor-preventionof-cvd - last accessed Augusb21
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Checking EGFR

STAGES OF CHRONIC KIDNEY DISEASE % OF KIDNEY

FUNCTION

Stag el Kidney damage with normal kidney function 90 or higher

Kidney damage with mild loss of

Stage 2 89 to 60

kidney function

Sta g — 38 Mild to moderate loss of kidney function 59 to 45

Sta g (=] 3 b Moderate to severe loss of kidney function 44 to 30

Sta g e 4 Severe loss of kidney function 29 to 15 29_1;% b
N

Sta ge 5 Kidney failure Less than 15 Le%ss‘txl:an

* Your GFR number tells you how much kidney function you have. As kidney disease gets
worse, the GFR number goes down.

A

= Y\ Barnet
) R Primary Care

\/ Training Hub PATHFINDER

1) Referencekidney.org/atoz/content/gfr- last accessedugust 2021




Checking for
Albuminuria

Albuminuria categories in CKD

Category ACR (mg/g) Terms

Al <30 Normal to mildly increased
A2 30-300 Moderately increased®
A3 > 300 Severely increased**

*Relative to young adult level. ACR 30-300 mg/g for > 3 months indicates CKD.
**Including nephrotic syndrome (albumin excretion ACR > 2220 mg/g)

PATHFINDER &

Referencekidney.org/professionals/explorgour-knowledge/howto-classifyckd - last accessedugust 2021
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Staging CKD
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Reference: kidney.org/atoz/content/gfrlast accessedugust 2021



