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1. Diabetic kidney disease (DKD) is the leading cause of end-stage kidney disease in Singapore.
2. Key pathways in the pathogenesis of DKD include chronic hyperglycaemia and renin-angiotensin system 

activation.
3. All patients with Type 2 diabetes mellitus should undergo regular screening for albuminuria.
4. Urine dipsticks are appropriate for albuminuria screening in diabetic patients.
5. A normal serum creatinine level excludes the possibility of DKD. 
6. A 50-year-old man who is newly diagnosed with Type 2 diabetes mellitus and moderate albuminuria is 

unlikely to have DKD, as the pathogenesis of DKD requires the presence of longstanding diabetes mellitus.
7. In patients with DKD and hypertension, the first antihypertensive agent of choice is an angiotensin-converting 

enzyme inhibitor (ACE-I) or angiotensin receptor blocker (ARB).
8. A female patient with Type 2 diabetes mellitus, a urinary albumin-creatinine ratio of 50 mg/mmol and a 

blood pressure of 124/80 mmHg will benefit from an ACE-I or ARB.
9. Serum potassium and creatinine should be checked two weeks after initiation of an ACE-I or ARB.
10. ACE-I or ARB is contraindicated in a patient with estimated glomerular filtration rate (eGFR) 

< 45 mL/min/1.73 m2.
11. A patient with Type 2 diabetes mellitus and persistent albuminuria despite maximal doses of ACE-I will 

benefit from the addition of ARB.
12. A patient with Type 1 diabetes mellitus who has persistent albuminuria despite maximal doses of losartan 

and a glycated haemoglobin level of 8.0% while on metformin and glipizide may benefit from sodium-
glucose cotransporter 2 (SGLT-2) inhibition.

13. SGLT-2 inhibitors should not be started in patients who have Type 1 diabetes mellitus, eGFR 
< 45 mL/min/1.73 m2, a history of diabetic ketoacidosis, frequent urinary tract infections or the risk of lower 
limb amputations. 

14. Non-pharmacologic aspects of DKD management include a low-salt, low-potassium diet, avoidance of 
nephrotoxic drugs and supplements, smoking cessation, vaccinations and weight management.

15. In DKD patients, it is common for the glomerular filtration rate (GFR) to decline at a rate of 
10 mL/min/1.73 m2 per year.

16. A 45-year-old woman with established Type 2 diabetes mellitus and albuminuria is found to have persistent 
haematuria, inflammatory joint pain, leucopenia and thrombocytopenia. She should be referred to a 
specialist for further workup. 

17. Patients with DKD who are asymptomatic should be referred for initiation of renal replacement therapy 
only when eGFR falls to 15 mL/min/1.73 m2.

18. In a patient with GFR < 30 mL/min/1.73 m2, thiazide diuretics should be replaced by loop diuretics.
19. Iron supplementation has little role in the treatment of anaemia in a patient with DKD.
20. Fleet enema should be avoided in patients with advanced DKD.
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