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Diabetic kidney disease (DKD) is the leading cause of chronic and end-stage kidney disease worldwide. Its pathogenic mechanism is 
complex, and it can affect the entire structures of the kidneys such as the glomerulus, tubules and interstitium. Currently, the urinary 
albumin excretion rate and the estimated glomerular filtration rate are widely accepted as diagnostic criteria. However, some studies 

have reported a different or non-classical clinical course of DKD, with some patients showing declined kidney function with normal levels 
of albuminuria, known as the ‘non-albuminuric DKD’ phenotype. The pathogenesis of this phenotype remains unclear, but some clinical and 
pathological features have been postulated. This review explores the evidence regarding this topic.
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Diabetic kidney disease (DKD) is the leading cause of chronic kidney disease (CKD) and end-stage 

kidney disease (ESKD) worldwide.1,2 For this reason, early diagnosis and treatment are relevant 

to prevent the progression of this disease. Currently, the urinary albumin excretion rate and the 

estimated glomerular filtration rate (eGFR) are widely accepted as diagnosis criteria, and the 

presence of microalbuminuria has been recommended as the first clinical sign of DKD.3

Beyond this classical clinical course, some studies report a non-classical clinical course of 

DKD, where kidney function declines but albuminuria levels are normal. This group of patients 

is recognized as having the ‘non-albuminuric DKD’ (NA-DKD) phenotype.4–9 Recent evidence has 

shown that around 20–40% of patients with type 2 diabetes mellitus (T2DM) have declining kidney 

function without the presence of albuminuria.10,11 Currently, the pathogenesis of NA-DKD remains 

unclear, but some clinical and pathological features of this phenotype have been postulated. Here, 

we review the evidence regarding this topic.

Diabetic kidney disease
Epidemiology
The rapid increase in the prevalence and incidence of diabetes has led to a rising prevalence 

of diabetes-related complications. DKD, a common microvascular complication of diabetes, has 

become a worldwide public health problem.1

The reported prevalence of NA-DKD varies between regions. The Third National Health and Nutrition 

Examination Survey (NHANES III) data indicated that albuminuria and retinopathy were both absent 

in 30% of adults with T2DM and CKD among US civilians.12 In the UK Prospective Diabetes Study, 

which followed 9,063 patients with T2DM for 15 years, 61% of patients who developed CKD did not 

have albuminuria during the follow-up period.13 In Korea and Japan, the reported prevalence of NA-

DKD among patients with T2DM is 29.1% and 52.7%, respectively.14,15 According to other studies, 

approximately 9.3–71.1% of patients with an eGFR <60 mL/min/1.73 m2 had normal albuminuria.16 

Finally, a Chinese study showed that the prevalence of normal albuminuria but reduced eGFR was 

8.3% in all patients with diabetes, and 63.3% in those who had an eGFR decline.17

Currently, the causes of the increased prevalence of NA-CKD and NA-DKD could be related to 

the widespread use of renin-angiotensin system blockers and their combinations with the new 

classes of hypoglycaemic agents, including sodium–glucose cotransporter 2 (SGLT2) inhibitors and 

glucagon-like peptide 1 receptor agonists (GLP1-RAs). This situation would increase the proportion 

of NA-CKD among subjects with T2DM and renal failure.

Regarding cardiovascular outcomes, patients with albuminuric DKD had the highest risk of adverse 

outcomes compared with patients without DKD. However, results were conflicting when comparing 

patients with albuminuric versus NA-DKD.18
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Therefore, albuminuric and NA-DKD patterns significantly differ in their 

natural history and outcomes. Although NA-DKD is a more favourable 

condition regarding ESKD risk, it is associated with cardiovascular disease 

and its risk factors. Both increased albuminuria and reduced eGFR are 

predictors of ESKD and cardiovascular events in patients with T2DM.6 

Trajectories
Although there are few studies addressing this atypical presentation 

of DKD, factors associated with risk for NA-DKD  include female sex, 

hypertension, active smoking, the absence of diabetic retinopathy and 

the use of renin–angiotensin–aldosterone system (RAAS) inhibitors.15,17,19 

In classical DKD, retinopathy usually precedes albuminuria as a 

microvascular complication; however, without albuminuria, the presence 

of retinopathy supports a pathway of DKD progression distinct from 

that of the classical phenotype.6,9 In patients without diabetes with 

moderate CKD, any type of proteinuria (albuminuria and non-albuminuric 

proteinuria) is present in around 22%.20 As in NA-DKD, tubular damage is 

associated with the presence of inflammatory markers in CKD.20

Of note, NA-DKD appears to have a better clinical course than classical 

DKD, with a slower decline in eGFR and a lower risk of CKD progression.6 

However, some intercurrent factors are associated with worse clinical 

outcomes in patients with NA-DKD.6 Factors such as increasing age, 

macrovascular complications and interstitial nephritis could modify the 

course of the disease.17 Overall, NA-DKD tends to be associated with 

more advanced tubulointerstitial and vascular lesions, but milder typical 

glomerular damage compared with patients with albuminuric DKD.17 

Further exploration of the factors other than albuminuria that contribute 

to disease progression will help elucidate the mechanisms of NA-DKD.

In normal ageing, the annual rate of eGFR decline is estimated to be 

<1 mL/min/1.73 m2; however, in patients with T2DM, the median eGFR 

slope varied from -1.5  mL/min/1.73 m2/year to -4.0  mL/min/1.73 m2/

year.6,21 In healthy individuals, this decline is attributed mainly to age-

related structural changes, such as nephron loss. On the contrary, 

patients with NA-DKD might have different basal conditions, such as 

interstitial nephritis or nephrosclerosis, leading to eGFR decline.21 In 

patients with T1DM with normal albuminuria, an investigation found that 

10% (N=286) experienced a progressive decline in eGFR (≥3.3%/year) 

before the onset of microalbuminuria.22

Histological evidence
Renal biopsy in patients with diabetes is usually performed in those with 

significant renal manifestations such as severe proteinuria, microscopic 

haematuria, rapid and unexplained worsening of kidney function, or 

a decrease of more than 30% in eGFR after starting RAAS inhibitors.6 

Currently, renal biopsy is not routinely indicated in these patients; 

however,  it is still the gold standard for diagnosing diabetic nephropathy 

(DN), and recent evidence favours determining the histology of renal 

disease in patients with diabetes.23,24 Therefore, very few studies have 

analysed renal histological alterations in the early stages of diabetes.25

A recent study from necropsies found that a significant percentage 

of patients with diabetes without early clinical signs of DKD such 

as microalbuminuria already show moderate to severe histological 

involvement related to DN; however, comorbidities and renal progression 

factors did not significantly differ from patients with albuminuria.26 These 

findings suggest early renal involvement in patients with NA-DKD.

The tubulointerstitium is composed of tubular epithelium, vascular 

structures and interstitium, and accounts for 90% of renal tissue.27 

The classical pathological interstitial changes in DN include tubular 

basement membrane thickening, interstitial fibrosis, tubular atrophy 

and arteriosclerosis.28 A study found that interstitial expansion was 

independently associated with reduced kidney function in T1DM.29 

Another investigation in patients with DN showed that interstitial fibrosis 

contributes to further kidney function decline compared with glomerular 

injury, and this decline was independent of albuminuria.30 This suggests 

that eGFR decline is partly related to interstitial injury in T2DM. Ekinci et 

al. found that three of eight (37.5%) patients with NA-DKD had interstitial 

and vascular lesions by renal biopsy, and only 1 in 23 (4.3%) patients with 

albuminuric DKD had interstitial and vascular lesions.31 

Beyond the histological evidence, the prevailing underlying pathology 

of NA-DKD might be macroangiopathy instead of microangiopathy. 

Moreover, some findings suggest that renal impairment in NA-DKD is not 

mainly caused by hyperglycaemia or microangiopathy, and that genetic 

susceptibility, ageing and arteriosclerosis might contribute more to this 

specific phenotype.32 In accordance, investigations reported that eGFR 

decline without albuminuria was associated with age-dependent arterial 

stiffness in patients with and without diabetes.33,34 This may explain why 

other renal conditions such as hypertensive nephropathy or age-related 

nephrosclerosis have similar phenotypes.

Novel biomarkers
Conventional approaches to evaluating and monitoring the early stages 

of DKD have focused on changes in the glomerulus. However, the 

current standard screening tools, albuminuria, and eGFR are especially 

insufficient in detecting early tubular and other kidney damage.35 

Therefore, many tubular biomarkers have been suggested.35

As albuminuria is a marker for glomerular damage, biomarkers that 

reflect other pathological mechanisms of DKD, such as tubular injury, 

would be acceptable complementary DKD markers to albuminuria. 

Tubular injury markers such as α1-microglobulin (A1M), liver-type fatty 

acid-binding protein (L-FABP), N-acetyl-β-D-glycosaminidase (NAG), 

urinary immunoglobulin G and M, and kidney injury molecule-1 (KIM-1) 

are associated with DKD.36

More recently, proteomic and metabonomic analyses have shown 

promise in evaluating the NA-DKD phenotype. Metabonomic assessment 

is a relatively new biological approach that provides global metabolic 

information in biological samples. Hippurate and allantoin are associated 

with reduced eGFR and are potential markers of nephrotoxicity and tubular 

dysfunction.37 Proteomics is a large-scale experimental analysis of proteins 

through protein purification and mass spectrometry. Proteomic studies 

have revealed collagen fragments as a potential biomarker of DKD, even 

3–5 years before the onset of microalbuminuria in patients with diabetes.38

Therapeutic tools
Optimal management of NA-DKD is complex and not entirely known. 

Nonetheless, multifactorial intervention is needed to target kidney 

disease progression and cardiovascular disease risk factors. Initial 

therapy consists of lifestyle modification, including dietary counselling, 

physical activity and smoking cessation support. Furthermore, controlling 

hypertension, dyslipidaemia and hyperglycaemia is essential, as in 

patients with albuminuric DKD (Figure 1).39

Recently, first-line drug therapy proposed by the Kidney Disease 

Improving Global Outcomes (KDIGO) 2020 clinical practice guideline 

for diabetes management in CKD includes RAAS blockade, metformin, 

SGLT2 inhibitors and statins.40 Angiotensin-converting enzyme inhibitors 
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and angiotensin II receptor blockers (ARBs) are widely recommended in 

patients with DKD and albuminuria. However, less evidence exists for 

patients with NA-DKD. Some studies have found that lisinopril, enalapril 

and losartan are effective at reducing progression of kidney disease 

and controlling blood pressure in patients with NA-DKD.41,42 

SGLT2 inhibitors have several cardiovascular and renal benefits in patients 

with diabetes.43–46 In addition to reducing blood pressure and improving 

metabolic parameters such as glycated haemoglobin (HbA1c) and 

weight, SGLT2 inhibitors provide renal protection by correcting glomerular 

hyperfiltration, reducing albuminuria, improving kidney hypoxia and 

reducing proinflammatory and profibrotic pathways.47 Although there 

is no subgroup analysis of albuminuria in the pivotal studies of the 

different SGLT2 inhibitors, the EMPA-REG OUTCOME,46 CANVAS44 and 

DECLARE-TIMI 5843 studies analysed empagliflozin, canagliflozin and 

dapagliflozin, respectively, and included both non-albuminuric and 

albuminuric patients. Of note, DECLARE-TIMI 58 demonstrated the effect 

of dapagliflozin in earlier stages of kidney disease, as 65% of the patients 

showed no expression of any renal markers (eGFR <60 mL/min/1.73 m2, 

micro- or macroalbuminuria; 93% showed eGFR >60 mL/min/1.73  m2 

and 69% showed normal albuminuria) and 59% of patients had no 

previous cardiovascular disease.43 Interestingly, dapagliflozin seems to 

prevent and reduce DKD progression compared with placebo in T2DM 

patients with or without established atherosclerotic cardiovascular 

disease, most of whom had preserved renal function.43,44 Although 

the possible mechanisms of benefit were multiple and incompletely 

understood, in most cases this benefit, seen in all SGLT2 inhibitors, has 

been independently associated with glycaemic control.48 On the contrary, 

one  exploratory analysis of the EMPA-REG OUTCOME study found no 

significant between-group difference in the rate of albuminuria.49 New 

clinical trials explicitly testing the effect of SGLT2 inhibition in patients 

with NA-DKD are needed.

The next step of the therapy proposed by the KDIGO guidelines is GLP1-RAs 

and non-steroidal mineralocorticoid receptor antagonists (NS-MRAs).50–52 

However, in pivotal studies for GLP1-RAs, baseline albuminuria levels 

were not specified, although a trial testing semaglutide did not exclude 

normoalbuminuric patients.53 GLP1-RAs in patients with T2DM and CKD 

are safe and well tolerated, and significantly improve cardiovascular and 

renal variables.50 On the other hand, in NS-MRA studies, there were no 

patients with NA-DKD;49 thus, current recommendations are unavailable 

for these patients.

Finally, given the inflammatory activities associated with diabetes, some 

anti-inflammatory drugs, such as the tumour necrosis factor-α inhibitor 

pentoxifylline, decrease or stabilize the progression of DN with additional 

renoprotective effects.54,55 Because patients with NA-DKD have elevated 

levels of tumour necrosis factor-α and other cytokines, they could 

respond to pentoxifylline. Further studies investigating this and other 

anti-inflammatory drugs in patients with NA-DKD are needed.

Figure 1: Multifactorial intervention to target kidney disease progression and cardiovascular disease risk factors in 
patients with diabetes

ACEi = angiotensin-converting enzyme inhibitor; ARB = angiotensin II receptor blocker; G = grade of kidney disease; GLP1 = glucagon-like peptide 1; HF = heart failure;  
RA = receptor agonist; RAS = renin–angiotensin system; RAAS = renin–angiotensin–aldosterone system; SGLT2 = sodium–glucose cotransporter 2.
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Conclusion
Diagnosing and managing the NA-DKD phenotype represents a real 

challenge for the nephrology community, as more accurate diagnosis 

methods are needed alongside albuminuria. Detecting biomarkers 

early may help to avoid DKD progression. The rapid rise of new agents 

such as SGLT2 inhibitors, GLP1-RAs, NS-MRAs and their combinations 

may contribute to improving the outcomes of patients with NA-DKD, 

though further study is needed. ❑

1. Thomas MC, Cooper ME, Zimmet P. Changing epidemiology of 
type 2 diabetes mellitus and associated chronic kidney disease. 
Nat Rev Nephrol. 2016;12:73–81.

2. Reutens AT. Epidemiology of diabetic kidney disease. Med Clin 
North Am. 2013;97:1–18.

3. Doshi SM, Friedman AN. Diagnosis and management of type 2 
diabetic kidney disease. Clin J Am Soc Nephrol. 2017;12:1366–
73.

4. Laranjinha I, Matias P, Mateus S, et al. Diabetic kidney disease: Is 
there a non-albuminuric phenotype in type 2 diabetic patients? 
Nefrologia. 2016;36:503–9.

5. Korbut AI, Klimontov VV, Vinogradov IV, Romanov VV. Risk 
factors and urinary biomarkers of non-albuminuric and 
albuminuric chronic kidney disease in patients with type 2 
diabetes. World J Diabetes. 2019;10:517–33.

6. Oshima M, Shimizu M, Yamanouchi M, et al. Trajectories of 
kidney function in diabetes: A clinicopathological update. Nat 
Rev Nephrol. 2021;17:740–50.

7. Retnakaran R, Cull CA, Thorne KI, et al. Risk factors for renal 
dysfunction in type 2 diabetes. Diabetes. 2006;55:1832–9.

8. Pichaiwong W, Homsuwan W, Leelahavanichkul A. The 
prevalence of normoalbuminuria and renal impairment in type 
2 diabetes mellitus. Clin Nephrol. 2019;92:73–80.

9. Kopel J, Pena-Hernandez C, Nugent K. Evolving spectrum of 
diabetic nephropathy. World J Diabetes. 2019;10:269–79.

10. Yamamoto Y, Hanai K, Mori T, et al. Kidney outcomes and all-
cause mortality in people with type 2 diabetes exhibiting non-
albuminuric kidney insufficiency. Diabetologia. 2022;65:234–45.

11. Penno G, Solini A, Orsi E, et al. Non-albuminuric renal impairment 
is a strong predictor of mortality in individuals with type 2 
diabetes: The Renal Insufficiency And Cardiovascular Events 
(RIACE) Italian multicentre study. Diabetologia. 2018;61:2277–89.

12. Kramer HJ. Renal insufficiency in the absence of albuminuria 
and retinopathy among adults with type 2 diabetes mellitus. 
JAMA. 2003;289:3273.

13. Retnakaran R, Cull CA, Thorne KI, et al. Risk factors for renal 
dysfunction in type 2 diabetes. Diabetes. 2006;55:1832–9.

14. Yokoyama H, Sone H, Oishi M, et al. Prevalence of albuminuria 
and renal insufficiency and associated clinical factors in type 2 
diabetes: The Japan Diabetes Clinical Data Management study 
(JDDM15). Nephrol Dial Transplant. 2008;24:1212–9.

15. An JH, Cho YM, Yu HG, et al. The clinical characteristics of 
normoalbuminuric renal insufficiency in Korean type 2 diabetic 
patients: A possible early stage renal complication. J Korean 
Med Sci. 2009;24(Suppl. 1):S75.

16. Klimontov VV, Korbut AI. Albuminuric and non-albuminuric 
patterns of chronic kidney disease in type 2 diabetes. Diabetes 
Metab Syndr. 2019;13:474–9.

17. Jia X, Zang L, Pang P, et al. A study on the status of 
normoalbuminuric renal insufficiency among type 2 diabetes 
mellitus patients: A multicenter study based on a Chinese 
population. J Diabetes. 2022;14:15–25.

18. Shi S, Ni L, Gao L, Wu X. Comparison of nonalbuminuric and 
albuminuric diabetic kidney disease among patients with 
type 2 diabetes: A systematic review and meta-analysis. Front 
Endocrinol. 2022;13:871272.

19. Viazzi F, Russo GT, Ceriello A, et al. Natural history and risk 
factors for diabetic kidney disease in patients with T2D: 

Lessons from the AMD-annals. J Nephrol. 2019;32:517–25.
20. Fraser SDS, Roderick PJ, McIntyre NJ, et al. Assessment of 

proteinuria in patients with chronic kidney disease stage 
3: Albuminuria and non-albumin proteinuria. PLoS One. 
2014;9:e98261.

21. Warren B, Rebholz CM, Sang Y, et al. Diabetes and trajectories 
of estimated glomerular filtration rate: A prospective cohort 
analysis of the atherosclerosis risk in communities study. 
Diabetes Care. 2018;41:1646–53.

22. Krolewski AS, Niewczas MA, Skupien J, et al. Early progressive 
renal decline precedes the onset of microalbuminuria 
and its progression to macroalbuminuria. Diabetes Care. 
2014;37:226–34.

23. Bermejo S, Pascual J, Soler MJ. The current role of renal biopsy 
in diabetic patients. Minerva Med. 2018;109:116–25.

24. Bermejo S, García-Carro C, Soler MJ. Diabetes and renal 
disease—should we biopsy? Nephrol Dial Transplant. 
2021;36:1384–6.

25. Tong X, Yu Q, Ankawi G, et al. Insights into the role of renal 
biopsy in patients with T2DM: A literature review of global renal 
biopsy results. Diabetes Therapy. 2020;11:1983–99.

26. Gimenez-Civera E, Puchades Montesa MJ, Terrádez L, et al. 
Histological and clinical findings in adult autopsies of type 
2 diabetes mellitus patients with or without diabetic kidney 
disease. Nephrol Dial Transplant. 2020;35(Suppl. 3).

27. Border WA, Yamamoto T, Noble NA. Transforming growth 
factor beta in diabetic nephropathy. Diabetes Metab Rev. 
1996;12:309–39.

28. Bader R, Bader H, Grund KE, et al. Structure and function of the 
kidney in diabetic glomerulosclerosis. Correlations between 
morphological and functional parameters. Pathol Res Pract. 
1980;167:204–16.

29. Lane PH, Steffes MW, Fioretto P, Mauer SM. Renal interstitial 
expansion in insulin-dependent diabetes mellitus. Kidney Int. 
1993;43:661–7.

30. Taft JL, Nolan CJ, Yeung SP, et al. Clinical and histological 
correlations of decline in renal function in diabetic patients with 
proteinuria. Diabetes. 1994;43:1046–51.

31. Ekinci EI, Jerums G, Skene A, et al. Renal structure in 
normoalbuminuric and albuminuric patients with type 
2 diabetes and impaired renal function. Diabetes Care. 
2013;36:3620–6.

32. Bhalla V, Zhao B, Azar KMJ, et al. Racial/ethnic differences in the 
prevalence of proteinuric and nonproteinuric diabetic kidney 
disease. Diabetes Care. 2013;36:1215–21.

33. Kume S, Araki S, Ugi S, et al. Secular changes in clinical manifestations 
of kidney disease among Japanese adults with type 2 diabetes 
from 1996 to 2014. J Diabetes Investig. 2019;10:1032–40.

34. Bash LD, Selvin E, Steffes M, et al. Poor glycemic control in 
diabetes and the risk of incident chronic kidney disease even in 
the absence of albuminuria and retinopathy. Arch Intern Med. 
2008;168:2440.

35. Bae J, Won YJ, Lee BW. Non-albumin proteinuria (NAP) as a 
complementary marker for diabetic kidney disease (DKD). Life. 
2021;11:224.

36. Papadopoulou-Marketou N, Kanaka-Gantenbein C, Marketos N, 
et al. Biomarkers of diabetic nephropathy: A 2017 update. Crit 
Rev Clin Lab Sci. 2017;54:326–42.

37. Wei T, Zhao L, Jia J, et al. Metabonomic analysis of potential 
biomarkers and drug targets involved in diabetic nephropathy 
mice. Sci Rep. 2015;5:11998.

38. Zürbig P, Jerums G, Hovind P, et al. Urinary proteomics for early 
diagnosis in diabetic nephropathy. Diabetes. 2012;61:3304–13.

39. Leoncini G, Viazzi F, de Cosmo S, et al. Blood pressure reduction 
and RAAS inhibition in diabetic kidney disease: Therapeutic 
potentials and limitations. J Nephrol. 2020;33:949–63.

40. de Boer IH, Caramori ML, Chan JCN, et al. KDIGO 2020 Clinical 
practice guideline for diabetes management in chronic kidney 
disease. Kidney Int. 2020;98:S1–S115.

41. Chaturvedi N. Randomised placebo-controlled trial of 
lisinopril in normotensive patients with insulin-dependent 
diabetes and normoalbuminuria or microalbuminuria. Lancet. 
1997;349:1787–92.

42. Ravid M. Use of enalapril to attenuate decline in renal function 
in normotensive, normoalbuminuric patients with type 2 
diabetes mellitus. Ann Intern Med. 1998;128:982.

43. Wiviott SD, Raz I, Bonaca MP, et al. Dapagliflozin and 
cardiovascular outcomes in type 2 diabetes. N Engl J Med. 
2019;380:347–57.

44. Mosenzon O, Wiviott SD, Heerspink HJL, et al. The effect of 
dapagliflozin on albuminuria in DECLARE-TIMI 58. Diabetes 
Care. 2021;44:1805–15.

45. Neal B, Perkovic V, Mahaffey KW, et al. Canagliflozin and 
cardiovascular and renal events in type 2 diabetes. N Engl J 
Med. 2017;377:644–57.

46. Zinman B, Wanner C, Lachin JM, et al. Empagliflozin, 
cardiovascular outcomes, and mortality in type 2 diabetes.  
N Engl J Med. 2015;373:2117–28.

47. Bailey CJ, Day C, Bellary S. Renal protection with SGLT2 
inhibitors: Effects in acute and chronic kidney disease.  
Curr Diab Rep. 2022;22:39–52.

48. Perkovic V, Jardine MJ, Neal B, et al. Canagliflozin and renal 
outcomes in type 2 diabetes and nephropathy. N Engl J Med. 
2019;380:2295–306.

49. Wanner C, Inzucchi SE, Lachin JM, et al. Empagliflozin and 
progression of kidney disease in type 2 diabetes. N Engl J Med. 
2016;375:323–34.

50. Górriz JL, Soler MJ, Navarro-González JF, et al. GLP-1 receptor 
agonists and diabetic kidney disease: A call of attention to 
nephrologists. J Clin Med. 2020;9:947.

51. Lerma E, White WB, Bakris G. Effectiveness of nonsteroidal 
mineralocorticoid receptor antagonists in patients with diabetic 
kidney disease. Postgrad Med. 2022:1–10.

52. D’Marco L, Puchades MJ, Gandía L, et al. Finerenone: A 
potential treatment for patients with chronic kidney disease 
and type 2 diabetes mellitus. Eur Endocrinol. 2021;17:84.

53. Williams DM, Evans M. Semaglutide: Charting new horizons in 
GLP-1 analogue outcome studies. Diabetes Ther. 2020;11:2221–
35.

54. Rodríguez-Morán M, González-González G, Bermúdez-
Barba MV, et al. Effects of pentoxifylline on the urinary 
protein excretion profile of type 2 diabetic patients with 
microproteinuria; A double-blind, placebo-controlled 
randomized trial. Clin Nephrol. 2006;66:3–10.

55. Leehey DJ. Targeting inflammation in diabetic kidney disease: Is 
there a role for pentoxifylline? Kidney360. 2020;1:292–9.


	_heading=h.gjdgxs



