European Journal of Medicine, 2018, 6(2)

Copyright © 2018 by Academic Publishing House Researcher s.r.o.
Published in the Slovak Republic
European Journal of Medicine
Has been issued since 2013.
E-ISSN: 2310-3434

2018, 6(2): 97-103

DOI: 10.13187/ejm.2018.2.97

www.ejournal5.com

Biomarkers of Diabetic Nephropathy Progression
Athena Myrou a , *, Theodoros Aslanidis b, Triantafyllos Didangelos c,
Michalis Karamouzis d, Apostolos Hatzitolios c, Dimitrios Grekas e
Private Practice, Thessaloniki, Greece
National Center of Emergency Care, Thessaloniki Department, Greece
c 1st Propedeutic Department of Internal Medicine, AHEPA University Hospital, Thessaloniki,
Greece
d Biochemistry Laboratory, School of Medicine, Aristotle University, Thessaloniki, Greece
e School of Medicine, Aristotle University, Thessaloniki, Greece
a

b

Abstract
Diabetic nephropathy is a leading cause of morbidity and mortality and leads to an end stage
renal disease (ESRD). Standard biomarkers including serum creatinine, estimated glomerular
filtration rate, and albuminuria do not directly measure renal tissue injury and they are relatively
insensitive to small changes in renal function. Therefore, research focuses on discovering and
validating additional biomarkers that improve risk stratification for future renal function decline
and end-stage renal disease in patients with diabetes, along with already established biomarkers.
In view of this, the utility of urinary biomarkers reported in the literature is discussed in this brief
review.
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1. Introduction
In 2010, worldwide adult population with diabetes mellitus was estimated to be about
285 millions, and by 2030 it is predicted to have an increase by 54 % totaling to about 439 millions
(Tramonti, 2013). Diabetic nephropathy (DN) is one of the leading causes of end-stage renal
disease (ESRD) in developed countries and is becoming more prevalent globally due to the rise in
the incidence of obesity and type 2 diabetes (International Diabetes Federation, 2017). Diabetic
nephropathy develops along with generalized microvascular disease, most often concomitant with
macrovascular disease including cardiovascular, cerebrovascular, and peripheral arterial disease
(Satirapoj, 2014; Satirapoj, 2015). Patients with DN have a higher risk of mortality, (mostly
cardiovascular complications) than diabetic patients without nephropathy (Afkarian, 2013). DN is
a progressive kidney disease caused by alterations in the glomerular capillary and tubular structure
and function induced by the disturbed glucose homeostasis (Berkman, 1973). It affects all renal
cellular elements: glomerular endothelia, mesangial cells, podocytes and tubular epithelia.
Glomerular damage results in proteinuria, due to both increased permeability of plasma proteins,
such as albumin and transferrin, that are normally not freely filtered through the glomerulus and
increased synthesis of extracellular matrix (ECM) proteins (Tisher, 1976). DN severity is accessed
by measuring urine albumin levels (albumin-to –creatinine ratio). Persistent microalbuminuria
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(between 30-300 mg/24hr) or macroalbuminuria (levels >300mg /24hr) is considered a marker
and predictor of DN and its progression to ESRD (Zdler, 2003; Palmer, 2007). However, due to the
inability of microalbuminuria to adequately predict diabetic kidney disease, especially in young
patients or in non-albuminuric diabetic nephropathy, additional biomarkers of glomerular and/or
tubular injury have been proposed to identify early renal dysfunction and structural lesions, even
before microalbuminuria occurs.
The aim of this article is to update, through review of the relevant medical literature, the
most promising biomarkers for early DKD detection. In recent years there has been an active
growing interest in alternative biomarkers that might provide a more sensitive and rapid mean of
detecting progression of diabetic nephropathy.
2. Results
Current biomarkers
In clinical practice, most commonly used markers of renal disease and progression of DN
include serum creatinine, estimated glomerural filtration rate (eGFR), blood urea and proteinuria,
or albuminuria. GFR measures the rate at which the glomeruli filter the plasma and remove waste
products from it. If the kidney is injured the GFR gradually declines and the glomerular function
can be estimated by measuring the GFR. GFR estimation is still largely creatinine based. It is the
best index available to assess kidney function; yet, GFR reflects late functional changes in the
kidney (Currie, 2014).
Clinically, microalbuminuria is considered the earliest manifestation for the onset of diabetic
nephropathy (Mogensen, 1985). However, a large proportion of renal impairment occurs in a
nonalbuminuric state or before the onset of microalbuminuria. Several studies have shown that
diabetic patients can still develop DN without any change in their urinary albumin levels. Recent
studies have raised growing concerns about the value of microalbuminuria as a very predictable
marker of progression to ESRD. These data suggest that microalbuminuria may represent an initial
reversible phase of kidney damage rather than the inevitability of progression to ESRD (Perkins,
2010). In patients with type 1 diabetes and new onset microalbuminuria the development of
advanced chronic kidney disease may not display progressive proteinuria (Perkins, 2007).
Creatinine has been found to be a fairly reliable indicator of kidney function because a high
creatinine level in the blood is associated with poor clearance of creatinine by the kidneys. The use
of serum creatinine as an indirect filtration marker is limited by its biological variability because
several factors influence serum creatinine level other than renal factors, including age, race,
gender, pregnancy, muscle mass, drug metabolism, protein intake, hydration
medications(corticosteroids),drugs. These intraindividual variabilities compromise the
generalizability of the eGFR equations.
The next section links important aspects of DN pathogenesis including the processes of
oxidative stress, tubular damage, and renal inflammation with some of the promising new
biomarkers in serum and urine.
Oxidative stress markers
Oxidative stress plays a pivotal role in cellular injury from hyperglycemia. A significant
correlation between the content of 8-oxo-7, 8-dihydro-2΄-deoxyguanosine (8-OHdG), a product of
oxidative DNA damage, in urine or leucocytes and the severity of diabetic nephropathy and
retinopathy has been reported (Hinokio, 2002). Several studies showed that urinary 8-OHdG is
increased in the urine of diabetic patients with nephropathy and tends to increase with the severity
of the glomerular lesions. Νaito et al demonstrated that the urinary albumin levels increased in
diabetic mice in parallel with the increase in urinary 8-OHdG levels (Naito, 2004). Because the
increased oxidative stress has a primary role in the pathogenesis of DN the 8-OHdG in urine may
be a useful clinical biomarker to predict the development and progression of DN in diabetic
patients.
Pentosidine is one of the best chemically characterized AGE compounds. The intracellular
formation of advanced glycation end products (AGEs) which accumulate in the kidney and are
excreted in the urine, is another pathogenetic aspect of diabetes. In patients with both type 1 and 2
diabetes, a significant association between the degree of albuminuria and urinary AGE-modified
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proteins was found (Coughlan, 2011). Plasma pentosidine level was significantly influenced by the
quality of glycemic control and renal function (Sugiyama, 1988).
There is evidence that uric acid (UA) is involved in varius stages of DN onset and
progression. There is a paradox concerning UA function. Studies have shown that UA is one of the
major antioxidants of the plasma. On the other hand, once UA enters the cell, it can induce
oxidative stress, endothelial dysfunction and cytokine activation. An elevated serum UA level
predicts the development of DN. Randomized controlled trials have demonstrated that chronic
kidney disease progression can be decreased by lowering serum UA levels in diabetic patients
(Jalal, 2013). Uric acid is a potential target for therapeutic intervention in diabetes.
Biomarkers of tubular/glomerular damage
Recently, certain biomarkers which were initially identified in acute kidney injury (AKI) also
have been reported to confer value in evaluating patients with CKD. Biomarkers such as cystatin C,
kidney injury molecule-1 (KIM-1), neutrophil gelatinase-associated lipocalin (NGAL),
angiotensinogen, periostin and monocyte chemoattractant protein-1 (MCP-1) reflect tubular injury.
Cystatin C
Cystatin C is a low-molecular weight protease inhibitor, produced by all nucleated cells in the
body and is reabsorbed and catabolized by the proximal tubule. A prospective observational study
showed that urine cystatin is an independent predictor of CKD progression in type 2 diabetes (Kim,
2013). Elevated cystatin C is a better early predictor compared with serum creatinine-based
formulae. Numerous studies have validated cystatin C as a marker of renal function. In addition,
cystatin C levels not only correlate with progression of nephropathy but also show a more sensitive
marker of early DN when eGFR remains>60mL/min.
Neutrophil – gelatinase associated lipocalin (NGAL)
Neutrophil –gelatinase associated lipocalin (NGAL) also known as oncogene 24p3 is a
secreted glycoprotein. It is a member of lipocalin family of proteins that transport small
hydrophobic ligands. NGAL is expressed in renal tubular epithelium and a rise in urinary
concentrations may provide an indication of acute renal injury. It is a prognostic biomarker in
numerous diseases such as malignant neoplasms and provides protection against bacterial
infection (Bolignano, 2008). NGAL is also considered to be a sensitive and more accurate early
predictor of acute renal damage before the rise in serum creatinine concentration. Higher urinary
NGAL has been associated with the decline in GFR in type 2 diabetic patients with micro- or
macroalbuminuria (Bolignano, 2008; Nauta, 2011). Μodels of acute kidney injury (AKI) to chronic
kidney disease (CKD) transition have implicated its role as a potential biomarker of chronically
injured kidney. In a related study carried out among patients with diabetic nephropathy, elevated
urine NGAL level was reported to be associated with the progressive course of the disease leading
to ESRD (Yang, 2009).
Κidney Injury Molecule-1 (KΙΜ-1)
ΚΙΜ-1 is a membrane protein expressed on the apical membrane of renal proximal tubule
cells and reflects tubular damage in the most advanced stages of the renal disease in diabetic
patients (Han, 2002).This biomarker is undetected when the kidneys are normal. Therefore, KIM-1
is considered a potential novel urinary biomarker in the early detection of AKI. From a crosssectional descriptive study, urine KIM-1 increased in type 2 diabetes mellitus with
normoalbuminuria and midly increased albuminuria. Serum and urine KIM-1 predicted the rapid
decline of GFR (de Carvahlo, 2016; Nielsen, 2012). In a kidney biopsy study of 74 patients with
CKD having various etiologies, KIM-1 was primarly expressed at the luminal side of
dedifferentiated proximal tubules in areas with fibrosis and iflamation (van TImmeren, 2007).
This ectodomain protein segment has been suggested to be a quantitative marker of AKI.
Liver-fatty acid-binding protein (L-FABP)
Liver-fatty acid-binding protein (L-FABP) is expressed in the cytoplasm of human renal
proximal tubules. Renal L-FABP expression is up-regulated and urinary excretion of renal L-FABP
is increased by various stressors, such as urinary protein, hyperglycemia, tubular ischemia, toxins
and salt-sensitive hypertension, which lead to the progression of kidney disease. Urinary L-FABP
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levels reflect the degree of tubulointerstitial damage and are strongly correlated with the prognosis
of CKD patients in clinical studies. In patients with type 1 or type 2 diabetes, urinary L-FABP levels
seem to be higher in patients with normal levels of urinary albumin than in those with
microalbuminuria. Urinary L-FABP may be useful for the early detection of diabetic nephropathy
(Kamijo,2004; Kamijo, 2011).
Αngiotensinogen
Renal angiotensinogen is formed primarly in proximal tubular cells and is secreted in tubular
fluid. The intrarenal angiotensin aldosterone system (RAS) was recently proposed to be involved in
the progression of renal injury in models of hypertension and in kidney diseases (Suzaki, 2007).
Recent studies revealed that high urinary level of angiotensinogen/creatinine was associated with
lower eGFR and hypertension (Hayne, 2015). Angiotensinogen might be useful as an early
biomarker of the activation of the RAAS in diabetic nephropathy.
Pigment Epithelium-Derived Factor (PEDF), Fibroblast Growth Factor 21 (FGF-21)
FGFs are multifunctional proteins with a wide variety of effects. Today FGFs are classified as
intracrine, paracrine and endocrine FGFs by their action mechanisms (Itoh, 2015). Endocrine FGFs
comprise FGF-19, FGF-21 and FGF-23. FGF-21 is a hepatoadipokine with pleiotropic metabolic
regulatory actions.
Pigment epithelium-derived factor (PEDF) and fibroblast growth factor 21 (FGF-21) are two
potential biomarkers of progression in diabetic nephropathy (Hui, 2014). PEDF is a secreted
circulating glycoprotein with anti-oxidative, anti-inflamatory and anti-angiogenic properties,
whereas FGF-21 is a hormone predominantly secreted from the liver and possess multiple
metabolic regulatory properties. In subgroups of diabetic patients with relatively well-preserved
kidney function, with an eGFR>60 mL/min/1,73m2 and normoalbuminuria, serum PEDF and
FGF-21 levels were idependently associated with the progression to micro- or macroalbuminuria
and eGFR decline respectively, even after adjusted for baseline eGFR levels. The elevation in both
serum PEDF and FGF-21 levels reflect on the severity of the underlying renal inflammation and
injury in type 2 diabetes which would contribute to the development and progression of diabetic
nephropathy (Lee, 2015).
Fibroblast Growth Factor 23 (FGF-23)
Several tissues express FGF-23, such as bone tissue, bone marrow vessels ventrolateral
thalamic nucleus, thymus and lymph nodes35. Its principal target is kidney, where it regulates
phosphate reabsorption and production of 1,25(OH)2D3 (Feldman, 2003). Data from Chronic
Renal Insufficiency Cohort (CRIC) study suggested that FGF-23 is superior to existing markers as a
sensitive screening test to identify which patients are developing disordered mineral metabolism in
early CKD (Zhang, 2011). Several other studies identified FGF-23 as a risk factor for CKD
progression. Even though there was however no association between FGF-23 levels and the
severity of AKI, in some AKI models FGF-23 rised more quickly than phosphate levels or NGAL
(Zhang, 2011; Christov, 2013).
Biomarkers of renal inflammation
TNF-a is an important cytokine produced under high glucose conditions by macrophages,
renal tubular cells and glomerular mesangial cells. Apart from being a major participant in
promoting inflammation, TNF-a is known to induce apoptosis and accumulation of ECM in
glomerular and tubular regions leading to alteration of glomerular filtration, tubular permeability
and reabsorption (Donate-Correa,2015; Navarro, 2006). Clinical studies have reported higher
serum and urinary levels of TNF-a in diabetic patients with renal dysfunction, which further
increase with progression of the disease (Navarro, 2006). In terms of excretion of inflammatory
cytokines, urinary concentrations of 27 cytokines in type 2 diabetic patients with normo- and
micro-albuminuria have been evaluated. The inflammatory cytokines act as pleiotropic
polypeptides that regulate inflammatory and immune responses, thus providing important signals
in varius pathologic and physiologic processes, including diabetic nephropathy (Chen, 2008).
Urinary levels of IL-6, IL-8, IP-10, MCP-1, G-CSF, EOTAXIN, RANTES in microalbuminuric
patients were significantly increased compared to those in normo-albuminuric patients or controls.
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Monocyte Chemoattractant Protein-1 (MCP-1)
MCP-1 is a cytokine and as a member of the CC chemokine family is a major factor
influencing macrophage accumulation in animal and human models with renal impairment
(Segere, 2000). MCP-1 is upregulated and expressed in the diabetic glomerular and renal tubular
epithelium and a rise in urinary MCP-1 levels correlates with the extent of interstitial inflammatory
infiltrate. A number of studies indicated that urinary detection of MCP-1 is a reliable early marker
of DN over other conventional markers.
3. Conclusion
Diabetic nephropathy is the leading cause of CKD. Thus, estimation of renal functions is a
crucial task in the management of patients with diabetes.
Over the past few years, a better understanding of DN pathogenesis has revolutionized and
improved the approaches used for treating the patients with diabetes and its associated renal
complications. The identification of biomarkers of early stages of DN, and progression toward
ESRD, is of critical importance. In this review, we have summarized the novel biomarkers, based
on the pathogenesis of the DN and presented a list of several putative prognostic biomarkers.
4. Conflict of interest
None.
References
Adler et al., 2003 – Adler A.l., Stevens R.J., Manley S.E., Bilous R.W., Cull C.A., Holman
R.R. et al. (2003). Development and progression of nephropathy in type 2 diabetes: the UKPDS 64.
Kidney Int. 63: 225-232.
Afkarian et al., 2013 – Afkarian M., Sachs M.C., Kestenbaum B., Hirsch I.B., Tuttle K.R.,
Himmelfarb J. et al. (2013). Kidney disease and increased mortality risk in type 2 diabetes. J Am
Soc Nephrol. 24(2): 302-308.
Berkman, Rifkin, 1973 – Berkman J., Rifkin H. (1973). Unilateral nodular diabetic
glomerulosclerosis (Kimemelstiel-Wilson): report of a case.Metabolism. 22: 715-722.
Bolignano et al., 2008 – Bolignano D., Donato V., Coppolino G., Campo S., Buemi A.,
Lacquaniti A. et al. (2008). NGAL as a marker of kidney damage. Am J Kidney Dis. 52: 595-605.
Bolignano et al., 2008 – Bolignano D., Lacquaniti A., Coppolino G., Campo S., Arena A.,
Buemi M. et al. (2008). Neutrophil gelatinase –associated lipocalin reflects the severity of renal
impairment in subjects affected by chronic kidney disease. Kidney Blood Press Res. 31: 255-258.
Chen et al., 2008 – Chen L., Zhang Y., Li X., Yang R. (2008). Improvement of inflammatory
responses associated with NF-kappa B pathway in kidneys from diabetic rats. Inflamm Res. 57:
199-204.
Christov et al., 2013 – Christov M., Waikar S.S., Pereira R.C., Havasi A., Leaf D.E.,
Goltzman D. et al. (2013). Plasma FGF23 levels increase rapidly after acute kidney injury. Kidney
Int. 84(4): 776-785.
Coughlan et al., 2011 – Coughlan M.T., Patel S.K., Jerums G., Penfold S.A., Nguyen T.V.,
Sourris K.C. et al. (2011). Advanced glycation urinary protein-bound biomarkers and severity of
diabetic nephropathy in man. Am J Nephrol. 34: 347-355.
Currie et al., 2014 – Currie G., McKay G., Delles C. (2014). Iomarkers in diabetic
nephropathy: present and future. World J Diabetes. 5: 763-776.
de Carvalho et al., 2016 – de Carvalho J.A., Tatsch E., Hausen B.S., Bollick Y.S., Moretto
M.B, Duarte T. et al. (2016). Urinary kidney injury molecule-1 and NGAL as indicators of tubular
damage in normoalbuminuric patients with type 2 diabetes. Clinical Biochemistry. 49(3): 232-236.
Donate-Correa et al., 2015 – Donate-Correa J., Martín-Núñez E., Muros-de-Fuentes M.,
Mora-Fernández C., Navarro-González J.F. (2015). Inflammatory cytokines in diabetic
nephropathy. J Diabetes Res. 2015: 948417.
Feldman et al., 2003 – Feldman H.I., Appel L.J., Chertow G.M., Cifelli D., Cizman B. et al.
(2003). The Chronic Renal Insufficiency Cohort (CRIC) Study: design and methods. J Am Soc
Nephrol, 14: S148–S153.

101

European Journal of Medicine, 2018, 6(2)

Han et al., 2002 – Han W.K., Bailly V., Abichandani R., Thadhani R., Bonventre J.V.
(2002). Kiney injury molecule-1 (KIM-1): a novel biomarker for human renal proximal tubule
injury. Kidney Int. 62: 237-244.
Hayne et al., 2015 – Hayne Cho Park, Ah-Young Kang, Joon Young Jang, Hyunsuk Kim,
Miyeun Han, Kook-Hwan Oh, et al. (2015). Increased urinary AGT/Cr ratio may be associated with
reduced renal function in ADPKD. BMC Nephrol. 16: 86.
Hinokio et al., 2002 – Hinokio Y., Suzuki S., Hirai M et al. (2002). Urinary excretion of 8oxo-7,8-dihydro-2-deoxyguanosine as a predictor of the development of diabetic nephropathy.
Diabetologia. 45: 877-882.
Hui et al., 2014 – Hui E., Yeung C.Y. (2014). Elevated circulating PEDF predicts the
progression of DN in patients with type 2 diabetes. J Clin Endocrinol Metab. 99; Ε2169-Ε2177.
International Diabetes Federation..., 2015 – International Diabetes Federation. IDF Diabetes
Atlas 7th edition. Published 2015. (Accessed April 11, 2017).
Itoh et al., 2015 – Itoh N., Ohta H., Konishi M. (2015). Endocrine FGFs: physiology,
evolution, pathophysiology and pharmacotherapy. Front Endocrinol (Lausanne). 29(6): 154.
Jalal et al., 2013 – Jalal D.I., Chonchol M., Chen W., Targher G. (2013). Uric acid as a target
of therapy in CKD. Am J Kidney Dis. 61: 134-146.
Kamijo et al., 2004 – Kamijo A., Kimura K., Sugaya T., Yamanouchi M., Hikawa A.,
Hirano N. et al. (2004). Urinary L-FABP as a new clinical marker of the progression of chronic
renal disease. J Lab Clin Med. 143: 23-30.
Kamijo-Ikemori et al., 2011 – Kamijo-Ikemori A., Sugaya T., Yasuda T., Kawata T., Ota A.,
Tatsunami S. et al. (2011). Clinical significance of urinary L-FABP in diabetic nephropathy of type
2 diabetic patients. Diabetes Care. 34: 691-696.
Kim et al., 2013 – Kim S.S., Song S.H., Kim I.J., Jeom K.Y., Kim B.H., Kwak I.S. et al. (2013).
Urinary cystatin C and tubular prteinuria predict progression of diabetic nephropathy. Diabetes
Care. 36(3): 656-661.
Lee, Lam, 2015 – Lee C.H., Lam K.S. (2015). Biomarkers of progression in DN: the past,
present and the future. J Diabetes Investig. 6(3): 247-249.
Liu et al., 2003 – Liu S., Guo R., Simpson L.G., Xiao Z.S, Burnham C.E., Quarles L.D.
(2003). Regulation of fibroblast growth factor 23 expression but not degradation by PHEX. J Biol
Chem. 278: 37419-26.
Liu, Quarles, 2007 – Liu S., Quarles L.D. (2007). How fibroblast growth factor 23 works.
J Am Soc Nephro. 18: 1637-47.
Mogensen et al., 1985 – Mogensen C.E., Chachati A., Christensen C.K., Close C.F., Deckert
T., Hommel E. et al. (1985). Microalbuminuria: an early marker of renal involvement in diabetes.
Uremia Invest. 9: 85-95.
Naito et al., 2004 – Naito Y., Uchiyama K., Aoi W., Nakamura N., Yoshida N., Maoka T. et
al. (2004). Prevention of diabetic nephropathy by treatment with astaxanthin in diabetic mice.
Biofactors. 20: 49-59.
Nielsen et al., 2012 – Nielsen S.E., Reinhard H., Zdunek D., Hess G., Gutiérrez O.M., Wolf M.
et al. (2012). Tubular markers are associated with decline in kidney function in proteinuric type 2
diabetic patients. Diabetes Research and Clinical Practice. 97(1): 71-76.
Palmer et al., 2007 – Palmer B.F. (2007). Proteinuria as a therapeutic target in patients with
chronic kidney disease. Am J Nephrol. 27: 287-293.
Perkins et al., 2007 – Perkins B.A., Ficociello L.H., Ostrander B.E., Silva K.H., Weinberg J.,
Warram J.H. et al. (2007). Microalbuminuria and the risk of early progressive renal function
decline in type 1 diabetes. Am J Nephrol. 18: 1353-1361.
Perkins et al., 2010 – Perkins B.A., Ficociello L.H., Roshan B., Warram J.H., Krolewski A.S.
In patients with type 1 diabetes and new-onset microalbuminuria the development of advanced
chronic kidney disease may not require progression to proteinuria. Kidney Int. 77(1): 57-64.
Satirapoj, Adler, 2014 – Satirapoj B., Adler S.G. (2014). Comprehensive approach to diabetic
nephropathy. Kidney Research and Clinical Practice. 33(3): 121-131.
Satirapoj, Adler, 2015 – Satirapoj B., Adler S.G. (2015). Prevalence and management of
diabetic nephropathy in western countries. Kidney Diseases. 1(1): 61-70.

102

European Journal of Medicine, 2018, 6(2)

Segerer et al., 2000 – Segerer S., Nelson P.J., Schlöndorff D. (2000). Chemokines,
chemokine receptors and renal disease: from basic science to pathophysiologic and therapeutic
studies. J Am Soc Nephrol. 11(1): 152-176.
Sugiyama et al., 1998 – Sugiyama S., Miyata T., Ueda Y., Tanaka H., Maeda K.,
Kawashima S. et al. (1998). Plasma levels of pentosidine in diabetic patients: an advanced
glycation end product. J Am Soc Nephrol. 9: 1681-1688.
Suzaki Y, Ozawa Y, Kobori H. Internal oxidative stress and augmented angiotensinogen are
precedent to renal injury in Zucker diabetic fatty rats. Inter J Biol Sci.2007; 3(1):40-46.
Tisher, McCoy, 1976 – Tisher C.C., McCoy R.C. (1976). Diabetes mellitus and the kidney.
Perspect Nephrol Hypertens. 3: 105-128.
Tramonti, Kanwar, 2013 – Tramonti G., Kanwar Y.S. (2013). Review and discussion of
tubular biomarkers in the diagnosis and management of diabetic nephropathy. Endocrine. 43(3):
494-503.
van Timmeren et al., 2007 – van Timmeren M.M., van den Heuvel M.C., Bailly V.,
Bakker S.J., van Goor H., Stegeman C.A. KIM-1 in human renal disease. J Pathol. 212: 209-217.
Yang et al., 2009 – Yang Y.H., He X.S., Chen S.R., Wang L., Li E.M., Xu L.Y. (2009).
Changes of serum and urine ngal in type 2 diabetic patients with nephropathy: one year
observational follow-up study. Endocrine. 36(1): 45-51.
Zhang et al., 2011 – Zhang M., Hsu R., Hsu C.Y., Kordesch K., Nicasio E., Cortez A. et al.
(2011). FGF-23 and PTH levels in patients with acute kidney injury: A cross-sectional case series
study. Ann Intensive Care. 14(1): 21.
Νauta et al., 2011 – Νauta F.L., Boertien W.E., Bakker S.J., van Goor H., van Oeveren W.,
de Jong P.E. et al. (2011). Glomerular and tubular damage markers are elevated in patients with
diabetes. Diabetes Care. 34: 975-981.
Νavarro et al., 2006 – Νavarro J.F., Mora C., Muros M., García J. (2006). Urinary tumour
necrosis factor –alpha excretion independently correlates with clinical markers of glomerular and
tubulointerstitial injury in type 2 diabetic patients. Nephrol Dial Transplant. 21: 3134-3434.

103

