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INTRODUCTION

The National Renal Healthcare Program began in October 2004. Its activities included: to inform general population about healthy habits and
vascular risk factors, through Primary Health Centres, radio and television and the Integration of renal care into the first level attention. The patients
have been referred to the Nephrologists from the primary care physician or directly from the laboratory when the GFR < 60 ml/min or proteinuria >
0.3 g/l or microalbuminuria > 30 mg/l in diabetic patients. It has an electronic Registry that has included data of the initial and control visits of all
patients with an alarm system to reduce the lost of patients in follow-up. So far, the Reqgistry has accumulated data from 1365 patients.

OBJETIVE:

To analyze the clinical presentation and the outcome of DP.

METHODS:

This is a descriptive-prospective study. From October 2004 to January 31st, 2007, 501 of diabetics patients (DP) were included. The variables
evaluated at the entry of the program were: demographic characteristics, nephropathy, CKD risk factors, cardiovascular comorbidities and stage of
CKD. Outcome has been evaluated by GFR changes (AGFR), ESRD rate and mortality rate. The first, second and last control (1st, 2nd, LstC) data

were compared.

STATISTICS: t- Tests to analyse quantitative variables, x°-test was used to compare qualitative data, Cox proportional hazard model was used to
identify independent predictors for ESRD and mortality. P value < 0.05 was considered statistically significant. All calculations were performed with

SPSS 11.5
RESULT:

The median age was 65.0 (SD 12.3) years, 248 women (49.5 %); white race (96.2%). Type 2 diabetics were 95.2 % and required insulin 20.8 %.
The most frequent diagnose were Diabetic (46.7%) and Vascular Nephropathy (35.9%). The 82% of the DP were referred in the early stages of
CKD (Stages |, I, llIl) (Fig. 1). The most frequent renal risk factors were high blood pressure (HBP), dyslipidemia and obesity (Fig. 2).There was a
high incidence of cardiovascular comorbidities which increase with the progression of the CKD (Fig. 3)
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RAA system blockers, statins, allopurinol, and antiplatelets drugs were significantly more prescribed in the follow-up (Table 1) . When

compare the first and last control, the treatment targets were significantly improved in diastolic blood pressure, cholesterol, TG , cLDL, uric
acid and proteinuria (Table 2). The paired analysis showed an impairment of the GFR rate before enterina the proaram and an
iImprovement after starting the nephrology care (Fig. 4).
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CONCLUSION: The data analysis of the diabetic patients has shown the feasibility of delay the progression
of CKD and the reduction in several cardiovascular and CKD risk factors of progression.




