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Abstract
Background
The Y-AIDA study was designed to investigate the renal- and home blood pressure (BP)-modulating effects of add-on dapagliflozin treatment in Japanese individuals with type 2 diabetes mellitus (T2DM) and albuminuria.

Methods
We conducted a prospective, multicenter, single-arm study. Eighty-six patients with T2DM, HbA1c 7.0–10.0%, estimated glomerular filtration rate (eGFR) ≥ 45 mL/min/1.73 m2, and urine albumin-to-creatinine ratio (UACR) ≥ 30 mg/g creatinine (gCr) were enrolled, and 85 of these patients were administered add-on dapagliflozin for 24 weeks. The primary and key secondary endpoints were change from baseline in the natural logarithm of UACR over 24 weeks and change in home BP profile at week 24.

Results
Baseline median UACR was 181.5 mg/gCr (interquartile range 47.85, 638.0). Baseline morning, evening, and nocturnal home systolic/diastolic BP was 137.6/82.7 mmHg, 136.1/79.3 mmHg, and 125.4/74.1 mmHg, respectively. After 24 weeks, the logarithm of UACR decreased by 0.37 ± 0.73 (P < 0.001). In addition, changes in morning, evening, and nocturnal home BP from baseline were as follows: morning systolic/diastolic BP − 8.32 ± 11.42/− 4.18 ± 5.91 mmHg (both P < 0.001), evening systolic/diastolic BP − 9.57 ± 12.08/− 4.48 ± 6.45 mmHg (both P < 0.001), and nocturnal systolic/diastolic BP − 2.38 ± 7.82/− 1.17 ± 5.39 mmHg (P = 0.0079 for systolic BP, P = 0.0415 for diastolic BP). Furthermore, the reduction in UACR after 24 weeks significantly correlated with an improvement in home BP profile, but not with changes in other variables, including office BP. Multivariate linear regression analysis also revealed that the change in morning home systolic BP was a significant contributor to the change in log-UACR.

Conclusions
In Japanese patients with T2DM and diabetic nephropathy, dapagliflozin significantly improved albuminuria levels and the home BP profile. Improved morning home systolic BP was associated with albuminuria reduction.
Trial registration The study is registered at the UMIN Clinical Trials Registry (UMIN000018930; http://​www.​umin.​ac.​jp/​ctr/​index-j.​htm). The study was conducted from July 1, 2015 to August 1, 2018.
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Background
The number of patients with type 2 diabetes mellitus (T2DM) is increasing, and renal and cardiovascular complications often provoke serious conditions in diabetic patients [1–3]. Albuminuria is an important risk factor in the exacerbation of diabetic nephropathy (DN) and onset of cardiovascular diseases (CVD) in patients with T2DM [4–6]. Moreover, remission of albuminuria was associated with reduction in the risk of CVD [5]. Therefore, albuminuria is an important therapeutic target for renal and cardiovascular complications in patients with T2DM. Appropriate blood pressure (BP) management is important to suppress albuminuria [7]. Current guidelines also recommend the intensive control of BP as well as blood glucose to reduce albuminuria and prevent the development of DN [8].
Dapagliflozin is a sodium–glucose cotransporter-2 (SGLT2) inhibitor that primarily acts by increasing the excretion of glucose in urine to decrease the blood glucose level. Several large randomized trials have demonstrated that SGLT2 inhibitors reduce the occurrence of CVD and have renal protective effects in T2DM patients [9–13]. Furthermore, office BP-lowering effects of SGLT2 inhibitors have been demonstrated in these large randomized trials and in other studies [9, 11, 14, 15]. However, subjects in these trials included patients without DN, and few Asian patients were enrolled. In addition, no reports to date have investigated whether SGLT2 inhibitors could lower out-of-office BP in patients with T2DM and DN.
Compared with office BP, out-of-office BP, such as home BP measurements and ambulatory BP monitoring (ABPM), is a better predictor of CVD events, exacerbation of chronic kidney disease (CKD), transition to end-stage renal disease (ESRD), and mortality [16–19]. In the current guidelines, home BP monitoring is recommended for appropriate BP control in patients with T2DM [8]. In addition, both average home BP levels and parameters of BP variability obtained from home BP measurements have been reported as associated with organ damage and CVD events [20]. Furthermore, in patients with T2DM, day-by-day variability in home BP was associated with an increase in urinary albumin excretion, independent of other risk factors [21, 22]. Therefore, improved control of average home BP levels to avoid variability in addition to standard office BP management may represent a potential therapeutic strategy for patients with T2DM.
In the present study, we investigated the renal effects of 24-week add-on dapagliflozin treatment on urinary albumin excretion in Japanese patients with T2DM and DN. We also examined the effects of dapagliflozin on home BP profiles, including average home BP levels and home BP variability.

Methods
This study complied with the ethical principles of the Declaration of Helsinki, and was approved by the institutional ethics committee at each participating hospital. The study is registered at the UMIN Clinical Trials Registry (UMIN000018930; http://​www.​umin.​ac.​jp/​ctr/​index-j.​htm). All patients provided written informed consent prior to participation. Registration and collected data were audited by an independent data management center.
Study design
A 24-week prospective, multicenter, single-arm study was conducted from July 1, 2015 to August 1, 2018 at four hospitals in Japan: Yokohama City University Hospital, Yokohama City University Medical Center, Saiseikai Yokohama South Hospital, and Yokohama Minami Kyousai Hospital.
This study consisted of a 14-week run-in period and 24-week add-on dapagliflozin therapy period. Eligible individuals were aged between 20 and < 80 years old with inadequately controlled type 2 diabetes (HbA1c 7.0–10.0%) and estimated glomerular filtration (eGFR) ≥ 45 mL/min/1.73 m2, based on the revised equation for the Japanese population [23]. To meet the criterion for renal dysfunction, eligible individuals had a urinary albumin-to-creatinine ratio (UACR) ≥ 30 mg/g creatinine (gCr) at screening. The exclusion criteria were as follows: (i) women who were pregnant or breastfeeding; (ii) significantly elevated creatinine kinase (CK) level (CK > 765 U/L); (iii) significantly abnormal liver function (aspartate aminotransferase (AST) > 96 U/L and/or alanine aminotransferase (ALT) > 135 U/L); (iv) New York Heart Association class IV congestive heart failure or acute congestive heart failure; (v) history of diabetic ketoacidosis, diabetic coma, or pre coma within the 6 months prior to screening; (vi) severe infection; (vii) pre or post-surgery; (viii) serious trauma; (ix) known hypersensitivity to dapagliflozin; (x) on-going treatment with SGLT2 inhibitors or a history of treatment with SGLT2 inhibitors in the 1 month prior to screening; and (xi) patients judged by the investigator to be ineligible for some other reason.
After the run-in period, eligible individuals were initially given dapagliflozin 5 mg as add-on to existing therapy in the morning (visit of 0 weeks), and the dose of dapagliflozin could be titrated up to 10 mg daily 8 weeks or 16 weeks after treatment initiation to achieve the HbA1c target (< 7.0%) if necessary. In the study period, anti-diabetic, anti-hypertensive, and anti-dyslipidemia medication regimens were not modified in principle.

Physical findings
Body weight, body mass index (BMI), office BP, and pulse rate (PR) were measured at baseline (0 weeks) and after a period of 8 weeks, 16 weeks, and 24 weeks of treatment.

Home BP and day-by-day home BP variability
All participants took home BP readings using a validated and internet-interfaced BP monitor (HEM-7252G-HP, Omron Corporation, Kyoto) using a mobile telecommunication system (MedicalLINK), which enabled automatic transmission of all home BP readings to a server for data recording after each measurement to allow accurate analysis of the home BP profile [24, 25]. Three home BP readings were taken at 1-min intervals in a sitting position in the morning and the evening for a 7-day study period before the 0 week and 24 week visits. Morning BP was measured before breakfast within 1 h of waking and before taking anti-hypertensive medication. Evening BP was measured before going to bed. The mean morning and evening home BPs were defined as the average of BPs in the morning and evening for the 7-day study period, and were the mean of 3 readings in the morning and evening each day. Morning and evening day-by-day home BP variabilities were defined as the standard deviation (SD) of mean morning and evening home BPs each day for the 7-day study period, as described previously [26].

Nocturnal home BP and nocturnal home BP variability
The HEM-7252G-HP monitor can record BP readings at fixed times, and was preset to record nocturnal home BP measurements at 2:00, 3:00, 4:00, and 5:00 a.m. (4 time points). Participants were instructed to measure their nocturnal home BP for a 7-day study period before the 0- and 24-week visits. Mean nocturnal home BP was defined as the average nighttime BP for the 7-day study period, which represented the mean of 4 readings each night. Nocturnal home BP variability was defined as the SD of mean nocturnal home BP each day for the 7-day study period.

Circadian BP pattern
Based on home BP measurements, circadian BP patterns were classified as follows: non-dipper, dipper, extreme-dipper, or riser pattern. The nocturnal BP decline was defined by calculating the percentage of the decline in the systolic BP during the nighttime. Non-dippers were defined as having nocturnal declines that were 0–10% of the daytime systolic BP. Dippers were defined as having nocturnal declines that were 10–20% of the daytime systolic BP. Extreme-dippers were defined as having nocturnal declines that were > 20% of the daytime systolic BP. Risers were defined as having nocturnal declines that were < 0% of the daytime systolic BP [27]. Daytime systolic BP in home BP measurement was defined as the average of the mean morning and evening home systolic BP. Nighttime systolic BP in home BP measurement was defined as the mean nocturnal home systolic BP.

Laboratory measurements
Blood and urine sampling was performed in a fasted state at baseline (0 weeks) and after 8 weeks, 16 weeks, and 24 weeks of treatment. Urinalysis was performed in spot urine samples at the applicable visits. Measurement methods were as follows. UACR were determined using a turbidimetric immunoassay (SRL laboratory, Tokyo, Japan). Insurance-uncovered laboratory parameters (urine sodium-to-creatinine ratio, urine liver-type fatty-acid binding protein (L-FABP)-to-creatinine ratio, urine type IV collagen-to-creatinine ratio, urine 8-hydroxy-2′-deoxyguanosine (8-OHdG)-to-creatinine ratio, low-density lipoprotein (LDL)-cholesterol, pentosidine) were also measured by SRL Inc. (Tokyo, Japan) as described previously [28–30]. We performed diacron-reactive oxygen metabolites (d-ROMs) test and biological antioxidant potential (BAP) test at a laboratory in Yokohama city university, in order to evaluate oxidative stress and reduction power [31]. Other laboratory parameters were determined using routine methods in the department of clinical chemistry in each hospital.

Endpoints and safety
The primary endpoint was the change in the natural logarithm of the UACR (log-UACR) of the spot urine sample from baseline to 24 weeks. Subgroup analysis was also conducted to determine the change from baseline in the log-UACR at week 24 using angiotensin-converting enzyme (ACE) inhibitors or angiotensin receptor blockers (ARBs) at baseline. Additionally, to interpret the extent of changes in albuminuria for their clinical relevance, the change in the non-logarithmic UACR values were analyzed. Changes from baseline in other measurements, including home BP parameters, were secondary endpoints. Based on home BP measurements, circadian BP patterns were classified at baseline and week 24. Safety and tolerability were assessed based on adverse event (AE) reported throughout the study period. In addition, drug adherence was assessed by the proportion of patients taking dapagliflozin on the visit day during the study period.

Statistical analysis
The primary analysis was the estimation of changes in the natural logarithm of the UACR after per-protocol dapagliflozin treatment for 24 weeks in a single arm using a one-sided paired t-test. Based on a previous study of dapagliflozin [32], we assumed that the natural logarithm of the UACR would be normally distributed, that the change in the natural logarithm of the UACR from baseline to 24 weeks following dapagliflozin treatment would be − 0.5, and that the SD of the primary endpoint would be 1.7. To detect a difference in the primary endpoint in a single arm with a one-sided alpha error of 5% and power of 80%, 72 participants were therefore required.
Data in the text and tables are presented as the mean, mean ± SD, percentage, or median (interquartile range). Data in the figures are presented as the mean ± standard error (SE). For the statistical analysis of the difference from baseline to each visit, the change in each parameter after add-on dapagliflozin therapy for 8, 16, or 24 weeks was analyzed using a one-sided paired t-test. Associations between the primary endpoint and other variables were assessed using Pearson’s correlation coefficients. Multivariate linear regression analyses were performed to identify the factors affecting the change in log-UACR. The independent variables entered into the model for multivariate regression analysis were as follows: diabetes duration, baseline values of fasting blood sugar (FBS), glycated hemoglobin (HbA1c), and white blood cell (WBC) levels, and changes from baseline in the morning home systolic BP, office systolic BP, HbA1c, body weight, and diacron-reactive oxygen metabolites (d-ROMs) at week 24, which were significantly different or showed a decreasing tendency, after 24 weeks of dapagliflozin treatment. Frequency differences in the circadian BP patterns between baseline and week 24 were assessed using the Chi-squared test. Statistical analysis was performed using SAS version 9.4 (SAS Institute Japan) at the department of biostatistics and epidemiology in Yokohama city university graduate school of medicine, and a value of P < 0.05 was considered statistically significant.


Results
Baseline patient characteristics
A total of 86 patients with T2DM and albuminuria were enrolled, and 85 (65 males and 20 females) received study medication. One participant withdrew consent to participate before receiving study medication. Table 1 shows the baseline characteristics of the 85 participants. The mean age of participants was 65.1 years, mean duration of T2DM was 12.6 years, mean HbA1c was 7.83%, and mean BMI was 27.05 kg/m2. The median UACR was 181.5 mg/gCr (interquartile range 47.85, 638.0) with mean eGFR 67.34 mL/min/1.73 m2. Most participants had hypertension (89.2%), and mean office systolic/diastolic BP was 142.2/79.0 mmHg; 68.2% of patients were taking angiotensin II receptor blockers (ARBs) and 4.7% were taking angiotensin-converting enzyme (ACE) inhibitors (Table 1).Table 1Baseline characteristics


	Variables
	Mean ± SD or %

	Age (year)
	65.1 ± 10.1

	Sex (male/female)
	65/20

	Body mass index (kg/m2)
	27.1 ± 4.7

	Diabetes duration (year)
	12.6 ± 9.2

	Current smoker n (%)
	17 (20.0)

	Past smoker n (%)
	32 (37.6)

	Current drinker n (%)
	43 (50.6)

	Past drinker n (%)
	12 (14.1)

	Hypertension n (%)
	74 (89.2)

	Dyslipidemia n (%)
	72 (86.7)

	Hyperuricemia n (%)
	19 (22.9)

	Previous cardiovascular disease n (%)
	21 (24.7)

	Office blood pressure

	 SBP (mmHg)
	142.2 ± 18.9

	 DBP (mmHg)
	79.0 ± 12.0

	Glucose metabolism

	 Fasting plasma glucose (mg/dL)
	156.9 ± 38.4

	 HbA1c (%)
	7.8 ± 0.7

	Renal function

	 Serum creatinine (mg/dL)
	0.9 ± 0.2

	 eGFR (mL/min/1.73 m2)
	67.3 ± 17.6

	 Median UACR (mg/gCr) (interquartile range)
	181.5 (47.9, 638.0)

	Lipid metabolism

	 Total cholesterol (mg/dL)
	184.4 ± 37.5

	 LDL cholesterol (mg/dL)
	102.0 ± 29.0

	 HDL cholesterol (mg/dL)
	52.7 ± 15.4

	 Triglyceride (mg/dL)
	173.8 ± 115.1

	Antidiabetic agents

	 Insulin n (%)
	28 (37.8)

	 Biguanides n (%)
	49 (66.2)

	 DPP-4 inhibitors n (%)
	47 (63.5)

	 Sulfonylureas n (%)
	23 (31.1)

	 α-Glucosidase inhibitors n (%)
	17 (23.0)

	 Thiazolidinediones n (%)
	12 (16.2)

	 Glinides n (%)
	7 (9.5)

	 GLP1 agonists n (%)
	8 (10.8)

	Antihypertensive agents

	 RAS inhibitors

	  Angiotensin II receptor blockers n (%)
	58 (68.2)

	  Angiotensin-converting enzyme inhibitors n (%)
	4 (4.7)

	 Calcium-channel blockers n (%)
	52 (61.2)

	 Diuretics n (%)
	10 (11.8)

	 α1-Blockers n (%)
	2 (2.4)

	 β-Blockers n (%)
	7 (8.2)

	 Spironolactone n (%)
	3 (3.5)

	 α2-Agonists n (%)
	2 (2.4)

	Antihyperlipidemic agents

	 Statins n (%)
	55 (64.7)

	 Fibrates n (%)
	4 (4.7)

	 Antihyperuricemic agents n (%)
	16 (18.8)


Values are mean ± standard deviation (SD)
SBP systolic blood pressure, DBP diastolic blood pressure, HbA1c glycated hemoglobin, eGFR estimated glomerular filtration rate, UACR urine albumin-to-creatinine ratio, LDL low-density lipoprotein, HDL high-density lipoprotein, DPP-4 dipeptidyl peptidase 4, GLP1 glucagon-like peptide 1, RAS renin-angiotensin system





Effects of add-on dapagliflozin therapy on renal endpoints
At 8 weeks, a significant reduction in the natural logarithm of UACR (log-UACR) from baseline was noted, with a difference from baseline of 0.23 ± 0.72 (P = 0.0026) (Fig. 1a). Log-UACR subsequently declined gradually, and there was a further reduction in log-UACR from baseline at 24 weeks (0.37 ± 0.73, P < 0.001) (Fig. 1a). The decrease in non-logarithmic values of UACR from baseline was 109.95 ± 333.04 mg/gCr at week 24 (P = 0.0017) (Fig. 1b). The combination therapy of SGLT2 inhibitors and ARBs/ACE inhibitors is expected to have greater renoprotective effects compared with administration of either drug alone because of synergistic effects in patients with DN [33]. In this study, however, there was no significant difference in the reduction in log-UACR from baseline at 24 weeks between in patients receiving ARBs/ACE inhibitors (− 0.37 ± 0.81, P = 0.0005) and in patients who were not receiving ARBs/ACE inhibitors (− 0.36 ± 0.53, P = 0.0010; the difference in the mean values between patients receiving ARBs/ACE inhibitors and patients not receiving ARBs/ACE inhibitors [95% confidence interval] was 0.00 [− 0.35; 0.35]). On the other hand, although treatment with add-on dapagliflozin initially decreased eGFR at week 8 (− 2.27 ± 7.92 mL/min/1.73 m2, P = 0.0049), continuous treatment with dapagliflozin resulted in a gradual recovery of eGFR afterwards and change in eGFR from baseline to week 24 was not statistically significant (− 1.53 ± 8.58 mL/min/1.73 m2, P = 0.0518) (Fig. 1c).[image: A12933_2019_912_Fig1_HTML.png]
Fig. 1a Natural logarithm of urine albumin-to-creatinine ratio (log-UACR), b non-logarithmic UACR values, and c estimated glomerular filtration (eGFR) induced by add-on dapagliflozin treatment during the 24-week study period. The change from baseline to week 24 was analyzed using a one-sided paired t-test. *P < 0.05, ***P < 0.005, ****P < 0.001






Effects of add-on dapagliflozin therapy on physical findings, markers of arterial stiffness, glucose and lipid metabolism, liver function, and pro-inflammatory markers
From baseline to week 8, add-on dapagliflozin therapy significantly decreased office systolic BP (− 4.4 ± 17.7 mmHg, P = 0.0163) (Table 2). This decrease in office systolic BP was maintained at week 16 and week 24. Office diastolic BP significantly decreased by 2.3 ± 11.0 mmHg (P = 0.0354) at week 24. Add-on dapagliflozin therapy for 24 weeks did not change the pulse rate, but significantly reduced body weight and BMI throughout the treatment period.Table 2Effects of add-on dapagliflozin therapy on physical findings, arterial stiffness, glycolipid metabolism, liver function, and pro-inflammatory markers


	 	Baseline
	Week 8
	Week 16
	Week 24

	BW (kg)
	73.9 ± 16.6
	72.5 ± 16.5****
	72.2 ± 16.6****
	72.1 ± 16.6****

	BMI (kg/m2)
	27.1 ± 4.5
	26.6 ± 4.5****
	26.6 ± 4.6****
	26.5 ± 4.6****

	Office

	 SBP (mmHg)
	142.2 ± 18.9
	137.6 ± 18.4*
	136.8 ± 18.3*
	137.3 ± 19.0*

	 DBP (mmHg)
	79.0 ± 12.0
	77.7 ± 12.7
	77.3 ± 11.3
	75.9 ± 11.4*

	 PR (bpm)
	82.9 ± 14.2
	82.6 ± 14.5
	82.0 ± 13.0
	81.1 ± 12.7

	 PP (mmHg)
	63.2 ± 18.2
	59.9 ± 15.6*
	59.5 ± 17.0*
	61.4 ± 19.0

	 MAP (mmHg)
	100.0 ± 11.8
	97.6 ± 12.9
	97.1 ± 11.5*
	96.3 ± 11.3*

	 Double product (bpm × mmHg)
	11,949.9 ± 2862.8
	11,431.8 ± 2648.7*
	11,309.1 ± 2493.0*
	11,169.4 ± 2534.7**

	FBS (mg/dL)
	156.9 ± 38.4
	143.3 ± 40.9***
	142.0 ± 36.9***
	141.1 ± 42.9***

	HbA1c (%)
	7.8 ± 0.7
	7.4 ± 0.7****
	7.4 ± 0.7****
	7.3 ± 0.7****

	LDL (mg/dL)
	102.0 ± 29.0
	N/A
	N/A
	102.4 ± 31.0

	HDL (mg/dL)
	52.7 ± 15.4
	N/A
	N/A
	54.1 ± 14.9

	T. chol (mg/dL)
	184.4 ± 37.5
	N/A
	N/A
	185.0 ± 35.8

	TG (mg/dL)
	173.8 ± 115.1
	N/A
	N/A
	177.5 ± 130.4

	AST (U/L)
	28.3 ± 12.8
	25.7 ± 8.9***
	24.8 ± 8.5****
	24.1 ± 8.1****

	ALT (U/L)
	33.4 ± 19.5
	28.2 ± 14.8****
	27.1 ± 16.2****
	25.7 ± 14.0****

	ALP (U/L)
	235.0 ± 77.4
	226.6 ± 73.5**
	221.4 ± 71.6****
	221.5 ± 69.2****

	γGTP (U/L)
	47.4 ± 34.5
	39.4 ± 28.6****
	38.5 ± 29.0****
	37.0 ± 25.2****

	WBC (/mm3)
	7289.8 ± 1930.2
	7468.1 ± 1991.5
	7339.3 ± 1767.2
	7182.5 ± 1699.9

	Plt (× 104/mm3)
	22.4 ± 6.4
	22.7 ± 6.6
	22.6 ± 6.5
	22.3 ± 6.5


Values are mean ± standard deviation (SD)
BW body weight, BMI body mass index, SBP systolic blood pressure, DBP diastolic blood pressure, PR pulse rate, PP pulse pressure, MAP mean arterial pressure, bpm beat per minute, FBS fasting blood sugar, HbA1c glycated hemoglobin, LDL low-density lipoprotein, HDL high-density lipoprotein, T. chol total cholesterol, TG triglyceride, AST aspartate aminotransferase, ALT alanine aminotransferase, ALP alkaline phosphatase, γ-GTP γ-glutamyl transpeptidase, WBC white blood cell, Plt platelet, N/A not available
*P < 0.05, **P < 0.01, ***P < 0.005, ****P < 0.001 versus baseline




Pulse pressure (PP: difference between systolic BP and diastolic BP), mean arterial pressure (MAP: 2/3 diastolic BP + 1/3 systolic BP), and double product (heart rate × systolic BP) are markers of arterial stiffness that have been linked to cardiovascular outcomes [34, 35]. Add-on dapagliflozin treatment significantly decreased PP at week 8 (− 3.4 ± 15.3 mmHg, P = 0.0284) and week 16 (− 3.7 ± 18.0 mmHg, P = 0.0372), but not at week 24 (−2.0 ± 18.3 mmHg, P = 0.1745) (Table 2). MAP also decreased by 2.430 ± 11.371 mmHg (P = 0.0332) at week 16 and 2.995 ± 11.988 mmHg (P = 0.0168) at week 24. Furthermore, double product declined by 425.5 ± 1836.5 (P = 0.0321) at week 8, and the improvement in double product was maintained at week 16 and week 24.
Treatment with add-on dapagliflozin resulted in a significant decrease in fasting blood sugar (FBS) and HbA1c at 8 weeks, and this improvement in glucose metabolism was maintained throughout the study period (Table 2). Similarly, parameters of liver function were significantly improved at week 8, and the improvement was sustained at 16 and 24 weeks (Table 2).
Sub-clinical inflammation was reported to be involved in the pathogenesis of endothelial dysfunction, which leads to vascular complications including nephropathy in diabetic patients [36]. However, add-on dapagliflozin therapy for 24 weeks did not change the pro-inflammatory markers, such as WBC and platelets (Plt) in the present study (Table 2).

Effects of add-on dapagliflozin therapy on home BP profile
Baseline morning, evening, and nocturnal home systolic/diastolic BP were 137.6/82.7 mmHg, 136.1/79.3 mmHg, and 125.4/74.1 mmHg, respectively. After 24 weeks of dapagliflozin treatment, changes in morning, evening, and nocturnal home BP from baseline were morning systolic/diastolic BP − 8.32 ± 11.42/− 4.18 ± 5.91 mmHg (both P < 0.001), evening systolic/diastolic BP − 9.57 ± 12.08/− 4.48 ± 6.45 mmHg (both P < 0.001), and nocturnal systolic/diastolic BP − 2.38 ± 7.82/− 1.17 ± 5.39 mmHg (P = 0.0079 for systolic BP, P = 0.0415 for diastolic BP) without an evident increase in PR (Table 3, Fig. 2). In addition, with respect to day-by-day home BP variability; systolic day-by-day BP variability in the morning, evening, and nocturnal period and diastolic day-by-day BP variability in the nocturnal period were significantly decreased at week 24 (Table 3).Table 3Effects of add-on dapagliflozin therapy on home blood pressure profile


	 	Baseline
	Week 24
	P value

	Morning

	 SBP (mmHg)
	137.6 ± 14.5
	129.7 ± 14.8
	P < 0.001

	 SBP-SD (mmHg)
	8.8 ± 4.7
	7.9 ± 3.8
	P = 0.0496

	 DBP (mmHg)
	82.7 ± 10.3
	78.7 ± 10.7
	P < 0.001

	 DBP-SD (mmHg)
	5.2 ± 3.4
	4.9 ± 3.0
	P = 0.1494

	 PR (beats/min)
	72.9 ± 10.6
	71.4 ± 10.8
	P = 0.0785

	Evening

	 SBP (mmHg)
	136.1 ± 17.4
	127.2 ± 14.1
	P < 0.001

	 SBP-SD (mmHg)
	9.4 ± 5.0
	8.4 ± 4.0
	P = 0.0143

	 DBP (mmHg)
	79.3 ± 10.1
	75.0 ± 10.7
	P < 0.001

	 DBP-SD (mmHg)
	5.7 ± 3.1
	5.0 ± 2.5
	P = 0.1331

	 PR (beats/min)
	76.5 ± 11.3
	75.1 ± 11.0
	P = 0.0414

	Nocturnal

	 SBP (mmHg)
	125.4 ± 14.7
	123.5 ± 15.1
	P = 0.0079

	 SBP-SD (mmHg)
	8.9 ± 4.2
	7.3 ± 3.2
	P = 0.0049

	 DBP (mmHg)
	74.1 ± 9.5
	72.8 ± 10.2
	P = 0.0415

	 DBP-SD (mmHg)
	5.6 ± 2.8
	4.7 ± 2.2
	P = 0.0092

	 PR (beats/min)
	67.6 ± 11.2
	65.6 ± 10.3
	P = 0.0260


Values are mean ± standard deviation (SD)
SBP systolic blood pressure, DBP diastolic blood pressure, PR pulse rate
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Fig. 2a Morning home systolic blood pressure (SBP), b morning home diastolic blood pressure (DBP), c evening home SBP, d evening home DBP, e nocturnal home SBP, and f nocturnal home DBP at baseline and after 24 weeks of add-on dapagliflozin treatment (week 24). The change from baseline to week 24 was analyzed using a one-sided paired t-test. *P < 0.05, **P < 0.01, ****P < 0.001






Effects of add-on dapagliflozin therapy on circadian BP patterns
Based on home BP measurements, circadian BP patterns were classified at baseline and week 24. The results of home BP measurement revealed that 33.8% of patients had the dipper pattern, 15.6% of patients had the extreme-dipper pattern, 29.9% of patients had the non-dipper pattern, and 20.8% of patients had the riser pattern at baseline (Fig. 3). After add-on dapagliflozin treatment for 24 weeks, 20.9% of patients had the dipper pattern, 7.5% of patients had the extreme-dipper pattern, 38.8% of patients had the non-dipper pattern, and 32.8% of patients had the riser pattern (Fig. 3). The proportion of dippers and extreme-dippers was decreased, and the proportion of non-dippers and risers was increased (P = 0.0102).[image: A12933_2019_912_Fig3_HTML.png]
Fig. 3The distribution of circadian blood pressure patterns at baseline and after 24 weeks of add-on dapagliflozin treatment (week 24)






Effects of add-on dapagliflozin therapy on urine and systemic oxidative stress markers
Add-on dapagliflozin treatment tended to reduce the urinary liver-type fatty-acid binding protein (L-FABP)-to-creatinine ratio (− 0.121 ± 0.686, P = 0.0555) and diacron-reactive oxygen metabolites (d-ROMs) (− 6.3 ± 39.4, P = 0.0763) at week 24 (Fig. 4). Urine type IV collagen-to-creatinine ratio, urine 8-hydroxy-2′-deoxyguanosine (8-OhdG)-to-creatinine ratio, pentosidine, and biological antioxidant potential (BAP) did not change between baseline and week 24.[image: A12933_2019_912_Fig4_HTML.png]
Fig. 4a Urine liver-type fatty-acid binding protein (L-FABP)-to-creatinine ratio, b urine type IV collagen-to-creatinine ratio, c urine 8-hydroxy-2′-deoxyguanosine (8-OHdG)-to-creatinine ratio, d pentosidine, e diacron-reactive oxygen metabolites (d-ROMs), and f biological antioxidant potential (BAP) at baseline and after 24 weeks of add-on dapagliflozin treatment (week 24). Change from baseline to week 24 was analyzed using a one-sided paired t-test






Assessment of factors contributing to improvement in albuminuria
The univariate correlation analysis identified significant positive relationships between decreased morning home systolic BP and evening home systolic/diastolic BP, and reduction in log-UACR (morning home systolic BP: R = 0.3479, P = 0.0024; evening home systolic BP: R = 0.2820, P = 0.0177; evening home diastolic BP: R = 0.2726, P = 0.0221) (Fig. 5). However, no such relationship was identified between decreased office systolic/diastolic BP, body weight, BMI, FBS, HbA1c, WBC, and Plt, and the reduction in log-UACR (Fig. 5, Additional file 1: Figure S1). Additionally, to examine whether an improvement in the home BP profile contributed to the reduction in log-UACR, we performed the multivariate linear regression analysis of the independent variables including the changes in morning home systolic BP, office systolic BP, weight, HbA1c, and d-ROMs (an oxidative stress marker), which were significantly different or tended to decrease after 24 weeks of dapagliflozin treatment. As shown in Table 4, the results of the multivariate linear regression analysis indicated that the change in the morning home systolic BP was a significant contributor to the changes in log-UACR. In another model, although we added change in the evening home systolic or diastolic BP instead of the morning home systolic BP with variables of the model, no significant association between the changes in log-UACR and variables, including the changes in evening home BPs, was observed (data not shown).[image: A12933_2019_912_Fig5_HTML.png]
Fig. 5Univariate correlation analysis between the decreases in office systolic blood pressure (SBP) and diastolic blood pressure (DBP), morning home SBP and DBP, evening home SBP and DBP, and nocturnal home SBP and DBP, and the decrease in urine albumin-to-creatinine ratio (UACR)




Table 4Multivariate linear regression analysis of factors associated with the change in log-UACR


	 	B
	SE
	β
	P value

	Change in morning home SBP (mmHg)
	0.01626
	0.00733
	0.26330
	0.0305

	Diabetes duration (year)
	− 0.02156
	0.01236
	− 0.24438
	0.0867

	Fasting blood sugar (mg/dL)
	− 0.00332
	0.00219
	− 0.17868
	0.1353

	Change in office SBP (mmHg)
	0.00668
	0.00482
	0.17351
	0.1712

	HbA1c (%)
	− 0.22415
	0.16215
	− 0.18777
	0.1723

	WBC (/mm3)
	0.00005302
	0.00005094
	0.14462
	0.3025

	Change in body weight (kg)
	0.04017
	0.04919
	0.11133
	0.4176

	Change in HbA1c (%)
	− 0.04314
	0.16195
	− 0.03561
	0.7909

	Change in d-ROMs (CARR U)
	0.00057766
	0.00244
	0.03157
	0.8141


Adjusted R2 = 0.1942, P = 0.01. Variables included in the model were changes in morning home SBP, office SBP, body weight, HbA1c, and d-ROMs, and baseline values of diabetes duration, fasting blood sugar, HbA1c, and WBC
B regression coefficient, SE standard error, β standardized regression coefficient, SBP systolic blood pressure, HbA1c glycated hemoglobin, WBC white blood cell, d-ROMs diacron-reactive oxygen metabolites





Safety and tolerability
Eight subjects (9.5%) experienced mild or moderate episodes of hypoglycemia (Table 5). Other AEs reported throughout the study period occurred at a frequency < 3%, or may not have been related to dapagliflozin treatment. No AEs leading to discontinuation were reported. The proportion of patients taking dapagliflozin on the visit day during the study period was 99.6 ± 1.0%. Add-on dapagliflozin treatment was therefore well tolerated, and patients showed good treatment adherence.Table 5Adverse events


	Event
	Grade 1
	Grade 2
	Grade 3

	Special interest categories

	 Hypoglycemia
	6 (7.1%)
	2 (2.4%)
	0 (0.0%)

	 Volume depletion
	2 (2.4%)
	0 (0.0%)
	0 (0.0%)

	 Urinary tract/genital infection
	0 (0.0%)
	1 (1.2%)
	0 (0.0%)

	 Cutaneous symptom
	0 (0.0%)
	0 (0.0%)
	0 (0.0%)

	Others

	 Cold
	2 (2.4%)
	4 (4.7%)
	0 (0.0%)

	 Influenza
	0 (0.0%)
	3 (3.5%)
	0 (0.0%)

	 Pollenosis
	1 (1.2%)
	2 (2.4%)
	0 (0.0%)

	 Hypertension
	0 (0.0%)
	2 (2.4%)
	0 (0.0%)

	 Angina pectoris
	0 (0.0%)
	0 (0.0%)
	1 (1.2%)

	 Cataract
	0 (0.0%)
	0 (0.0%)
	1 (1.2%)

	 Retinal detachment
	0 (0.0%)
	0 (0.0%)
	1 (1.2%)

	 Vitreous surgery due to retinopathy
	0 (0.0%)
	0 (0.0%)
	1 (1.2%)

	 Cough variant asthma
	0 (0.0%)
	1 (1.2%)
	0 (0.0%)

	 Elevated LDL
	0 (0.0%)
	1 (1.2%)
	0 (0.0%)

	 Fever
	0 (0.0%)
	1 (1.2%)
	0 (0.0%)

	 Fracture
	0 (0.0%)
	1 (1.2%)
	0 (0.0%)

	 Hemorrhagic stool
	0 (0.0%)
	1 (1.2%)
	0 (0.0%)

	 Hordeolum
	0 (0.0%)
	1 (1.2%)
	0 (0.0%)

	 Prostatitis
	0 (0.0%)
	1 (1.2%)
	0 (0.0%)

	 Elevated CK
	1 (1.2%)
	0 (0.0%)
	0 (0.0%)

	 Nausea
	1 (1.2%)
	0 (0.0%)
	0 (0.0%)

	 Odontectomy
	1 (1.2%)
	0 (0.0%)
	0 (0.0%)

	 Pruritus
	1 (1.2%)
	0 (0.0%)
	0 (0.0%)

	 Thamuria
	1 (1.2%)
	0 (0.0%)
	0 (0.0%)

	 Wobbliness
	1 (1.2%)
	0 (0.0%)
	0 (0.0%)


Values are n (%)
Evaluation of adverse events (AEs) was performed based on Common Terminology Criteria for Adverse Event version 4.0. Grade 1: mild (no need for therapeutic intervention); Grade 2: moderate (needs therapeutic intervention in outpatient clinic); Grade 3: severe (needs therapeutic intervention by admission); Grade 4: life threatening, or places the participant, in the view of the investigator, at immediate risk of death from the experience as it occurred; Grade 5: death. AEs of Grade 4 or 5 were not reported
LDL low-density lipoprotein cholesterol, CK creatine kinase






Discussion
The main finding of this prospective, multicenter, interventional, single-arm study was that add-on dapagliflozin therapy for 24 weeks reduced albuminuria without decreasing eGFR in Japanese patients with T2DM and early-stage DN (eGFR ≥ 45 mL/min/1.73 m2 and UACR ≥ 30 mg/gCr), concomitant with improvement in home BP profile. Three new findings were obtained in this study: (i) dapagliflozin decreased out-of-office BP, which contributed to the ameliorating effects of dapagliflozin on albuminuria; (ii) dapagliflozin improved BP variability, which is an indicator of BP quality control; and (iii) Japanese patients with T2DM and DN, who have high salt sensitivity genetically and high dietary salt intake, were enrolled as the study population [37, 38].
In this study, UACR was significantly reduced after 8 weeks of dapagliflozin treatment, and this beneficial effect continued until 24 weeks after the start of dapagliflozin treatment, with no reduction in eGFR observed at 24 weeks. This finding suggests that dapagliflozin exerts rapid and sustained renal protective effects on DN, consistent with results from previous studies using SGLT2 inhibitors [10–13, 39–47].
SGLT2 inhibitors are anti-hyperglycemic agents with well-characterized clinical efficacy in the treatment of T2DM. This class of drugs is also reported to exert pleiotropic effects such as decreased body weight, lowered BP, improved arterial stiffness, improvements in nonalcoholic fatty liver disease, and amelioration in endothelial function [9, 11, 14, 15, 39, 43–45, 48–58]. In the current study, glucose-lowering and pleiotropic effects of dapagliflozin were consistently demonstrated [9, 11, 14, 15, 39, 43–45, 48–56]. Although the treatment period with dapagliflozin was only 24 weeks in the present study, short-term improvements in risk markers, especially the albuminuria-lowering properties, with dapagliflozin predict long-term outcomes in patients with T2DM and CKD [59]. The outcomes of several recent clinical trials, such as the EMPA-REG OUTCOME, CANVAS program, and DECLARE-TIMI 58 studies, have indicated the renal protective effects of SGLT2 inhibitors for T2DM patients [10–12]. However, these trials mainly included T2DM patients without DN, and only 10–20% of the patient populations were Asian. Evidence of effects of SGLT2 inhibitors on UACR was limited in Asian patients [60]. More recently, the Canagliflozin and Renal Events in Diabetes with Established Nephropathy Clinical Evaluation (CREDENCE) trial also demonstrated the renal protective effects of a SGLT2 inhibitor for T2DM patients with nephropathy [13]. In the CREDENCE trial, the Asian population was also 19.9%, and out-of-office BPs were not measured. Thus, in the present Y-AIDA study, we focused on Japanese patients with T2DM and DN as the study population. Additionally, we investigated the effects of dapagliflozin on the home BP profile as the key secondary endpoint. Recently, there has been an increasing number of reports about the renal protective effects of SGLT2 inhibitors in T2DM patients with nephropathy [46, 47, 61]. However, there are no reports that have investigated whether SGLT2 inhibitors lower out-of-office BPs in T2DM patients with nephropathy. Additionally, effects of SGLT2 inhibitors on circadian BP patterns, or BP variability, are unknown in T2DM patients with nephropathy.
In the present study, we used a novel home BP measurement device (HEM-7252G-HP) to evaluate the effects of dapagliflozin on out-of-office BP [24]. SGLT2 inhibitors reportedly lower daytime, nocturnal, and 24-h mean BP estimated by ambulatory BP monitoring (ABPM) in hypertensive patients with T2DM [14, 39, 48–52, 62]. However, these studies were of short duration (4–12 weeks), and mainly included T2DM patients without DN. To our knowledge, the present study is the first to demonstrate that add-on dapagliflozin therapy lowers not only morning and evening home BP levels but also nocturnal home BP level over long-term treatment of up to 24 weeks in patients with T2DM and DN. Interestingly, the UACR-reducing effect of dapagliflozin did not correlate with an improvement in glucose metabolism and decrease in body weight or office BP. However, there was a significant correlation between the dapagliflozin-mediated reduction in UACR and the lowering of home mean BP levels. For a causal relationship between reduction in UACR and improvement in the home mean BP levels, it is well known that appropriate blood pressure control can reduce proteinuria in patients with T2DM [7]. Conversely, a decrease in proteinuria could affect blood pressure. It is reported that urinary serine proteases caused by massive proteinuria activate the epithelial sodium channel (ENaC), which leads to increased sodium retention/extracellular fluid and elevated BP in nephrotic syndrome [63, 64]. Although none of the patients in the present study had proteinuria in the nephrotic range, the possibility that dapagliflozin-mediated reduction in albuminuria could lead to a decrease in home BP levels could not be excluded. Additionally, we performed the multivariate linear regression analysis to examine whether the dapagliflozin-induced reduction in the home mean BP levels affected the decrease in UACR. The results showed that the only change in morning home systolic BP was an independent determinant of the decrease in log-UACR. These results suggest that an improved home BP profile contributes to the ameliorating effects of dapagliflozin on albuminuria in T2DM patients with DN.
Asian patients genetically have a high salt sensitivity and a high dietary salt intake [37, 38], and the BP-lowering effects of SGLT2 inhibitors would be a result of their osmotic diuresis and mild natriuresis [39, 65]. Osmotic diuresis might contribute to early decreases in BP by reducing extracellular fluid during SGLT2 inhibitor therapy [66, 67], with natriuresis playing a role in longer term BP reductions [65]. Additionally, dapagliflozin decreases the tissue sodium content of the skin in T2DM patients [68]. Generally, diuretics such as loop and thiazide lower nocturnal BP more than daytime BP [69]. However, in the present study, after add-on dapagliflozin treatment for 24 weeks, the proportion of dippers and extreme-dippers was decreased, and the proportion of non-dippers and risers was increased. These changes might reflect greater reductions in daytime BP compared with those of nocturnal BP. Previous studies also demonstrated that BP reduction with SGLT2 inhibitors persisted throughout a 24-h day with a greater reduction in BP during the daytime compared with nighttime in T2DM patients using ABPM [62]. Kario et al. [70] also reported that empagliflozin treatment for 12 weeks decreased 24-h BP with greater reductions in daytime BP compared with nighttime BP in Japanese patients with T2DM and uncontrolled nocturnal hypertension. This may be partially attributed to the glucose-dependent nature of glycemic control with SGLT2 inhibitors. Osmotic diuresis with SGLT2 inhibitors is likely increased during daytime periods because of higher food and fluid intake. However, urine production during nighttime periods is lower because of circadian rhythms in kidney function. Fluctuation in the sympathetic tone may also affect differences in daytime and nighttime BP regulation with SGLT2 inhibitors.
The current study also showed that add-on dapagliflozin therapy improved the day-by-day variability of home BP, an indicator of quality of BP control, in addition to mean office and home BP levels. Recent studies indicate that the measurement of day-by-day variability of home BP provides a clinically useful distinction between high- and low-CVD risk groups in hypertensive patients [71]. With respect to a possible relationship between BP variability and the progression of renal impairment in T2DM, an increase in day-by-day variability of home BP was reported to be associated with exacerbated albuminuria in T2DM patients with DN [21, 22]. Therefore, the results of the present study indicate that improved BP variability with dapagliflozin partially contributed to the amelioration of DN, and this is the first report to show that SGLT2 inhibitors can not only lower mean BP levels but also improve the quality of BP control.
In the present study, we evaluated urinary biomarkers and oxidative stress markers to explore the mechanism by which dapagliflozin reduces albuminuria in T2DM patients with DN. A decreasing trend was observed for dROMs, an oxidative stress marker, although the change was not statistically significant. Dapagliflozin has been shown to suppress inflammation and oxidative stress in the kidneys of a mouse model of T2DM [72]. In another study with a T2DM mouse model, SGLT2 inhibitors improved albuminuria, glomerular hyperfiltration, and mesangial matrix expansion via an improvement in oxidative stress in the glomerulus [73]. The results of the present study indicate that dapagliflozin may have the potential to reduce oxidative stress in the kidneys of T2DM patients with DN. Some studies reported that improvement in oxidative stress by dapagliflozin contributed to the amelioration of endothelial function in T2DM patients [57, 58]. Sub-clinical inflammation is also involved in the pathogenesis of endothelial dysfunction, which leads to vascular complications including nephropathy in diabetic patients [36]. However, in this study, add-on dapagliflozin therapy for 24 weeks did not change the pro-inflammatory markers such as WBC and Plt. Further studies are therefore required to determine the mechanism responsible for the renal protective action of SGLT2 inhibitors in DN.
The limitations of the present study were as follows. First, the trial design included a single arm, meaning that bias and placebo effects could not be excluded. Second, albuminuria was evaluated through single-spot urine sampling, which may have contributed to large variations in the data. Methods such as 24-h urine collection or multiple spot sampling may provide a more accurate evaluation of albuminuria. Third, this study may be underpowered to estimate the association between the log-UACR decrease and changes in other cardiometabolic parameters because the sample size calculation was based on the expected changes in log-UACR. Fourth, post-prandial glucose levels and continuous glucose monitoring were not measured in this study. It was unknown whether dapagliflozin treatment improved glucose variability, and whether the change in glucose variability affected an improvement in log-UACR.

Conclusion
Add-on dapagliflozin therapy for 24 weeks improved albuminuria levels as well as out-of-office BP parameters including morning, evening, and nocturnal home BP levels and day-by-day variability of home BP in Japanese patients with T2DM and DN. Additionally, improved morning home systolic BP with dapagliflozin was independently associated with amelioration in albuminuria in this population.

Acknowledgements
Financial support: This work was supported by a grant from the Yokohama Foundation for Advancement of Medical Science; a Uehara Memorial Foundation grant; the Kanae Foundation for the Promotion of Medical Science; Grants-in-Aid for Scientific Research from the Japan Society for the Promotion of Science; grants from SENSHIN Medical Research, the Banyu Life Science Foundation International, and Salt Science Research Foundation (18C4, 19C4); and a grant-in-aid from The Cardiovascular Research Fund, Tokyo, Japan. This research was also supported by a grant from the Strategic Research Project of Yokohama City University, Yokohama City University research grant “KAMOME Project”, Japan Agency for Medical Research and Development (AMED), and by The Translational Research program; Strategic PRomotion for practical application of INnovative medical Technology (TR-SPRINT) from AMED.

Authors’ contributions
SK, HW, KA, TY, YT and KT designed and conducted the research. SK, HW, YI, YK, KA, UO, TY, TI, JY, KA, GY, TY, TY, SO, TS, SH, KO, MH, HS, KI, TY, RK, KO, YK, YT and KT collected the data. TM and TY analysed the data. SK, HW, KA, KH, YT and KT wrote the manuscript. All authors read and approved the final manuscript.

Funding
The Y-AIDA study was funded by Astra Zeneca and Ono Pharmaceutical Co. Ltd.

Availability of data and materials
The datasets are available from the corresponding author on reasonable request and approval by the principal investigator.

Ethics approval and consent to participate
This study complied with the ethical principles of the Declaration of Helsinki, and was approved by the institutional ethics committee at each participating hospital. All patients provided written informed consent prior to participation.

Consent for publication
All the authors agree.

Competing interests
UO has received honoraria for speaking from Astra Zeneca and Ono Pharmaceutical Co. Ltd. TY has received research grant support from Astra Zeneca and an honorarium for speaking from Ono Pharmaceutical Co. Ltd. TM has received research grant support from Ono Pharmaceutical Co. Ltd. KA has received research grant support from Astra Zeneca. TY has received honoraria for speaking from Astra Zeneca and Ono Pharmaceutical Co. Ltd. TY has received research grant support from Ono Pharmaceutical Co. Ltd. and honoraria for speaking from Astra Zeneca and Ono Pharmaceutical Co. Ltd. YT has received research support from Ono Pharmaceutical Co. Ltd. and honoraria for speaking from Astra Zeneca and Ono Pharmaceutical Co. Ltd., and has participated in an advisory board for AstraZeneca. KT has received honoraria for speaking from Astra Zeneca and Ono Pharmaceutical Co. Ltd., and has participated in an advisory board for AstraZeneca.


[image: Creative Commons]Open AccessThis article is distributed under the terms of the Creative Commons Attribution 4.0 International License (http://​creativecommons.​org/​licenses/​by/​4.​0/​), which permits unrestricted use, distribution, and reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain Dedication waiver (http://creativecommons.org/publicdomain/zero/1.0/) applies to the data made available in this article, unless otherwise stated.

References
1.
Tomino Y, Gohda T. The prevalence and management of diabetic nephropathy in Asia. Kidney Dis. 2015;1:52–60.Crossref

2.
Emerging Risk Factors Collaboration, Sarwar N, Gao P, Seshasai SR, Gobin R, Kaptoge S, Di Angelantonio E, et al. Diabetes mellitus, fasting blood glucose concentration, and risk of vascular disease: a collaborative meta-analysis of 102 prospective studies. Lancet. 2010;375:2215–22.Crossref

3.
NCD Risk Factor Collaboration. Worldwide trends in diabetes since 1980: a pooled analysis of 751 population-based studies with 4.4 million participants. Lancet. 2016;387:1513–30.Crossref

4.
Katayama S, Moriya T, Tanaka S, Tanaka S, Yajima Y, Sone H, Japan Diabetes Complications Study Group, et al. Low transition rate from normo- and low microalbuminuria to proteinuria in Japanese type 2 diabetic individuals: the Japan Diabetes Complications Study (JDCS). Diabetologia. 2011;54:1025–31.Crossref

5.
Araki S, Haneda M, Koya D, Hidaka H, Sugimoto T, Isono M, et al. Reduction in microalbuminuria as an integrated indicator for renal and cardiovascular risk reduction in patients with type 2 diabetes. Diabetes. 2007;56:1727–30.Crossref

6.
Holtkamp FA, de Zeeuw D, de Graeff PA, Laverman GD, Berl T, Remuzzi G, et al. Albuminuria and blood pressure, independent targets for cardioprotective therapy in patients with diabetes and nephropathy: a post hoc analysis of the combined RENAAL and IDNT trials. Eur Heart J. 2011;32:1493–9.Crossref

7.
Xie X, Atkins E, Lv J, Bennett A, Neal B, Ninomiya T, et al. Effects of intensive blood pressure lowering on cardiovascular and renal outcomes: updated systematic review and meta-analysis. Lancet. 2016;387:435–43.Crossref

8.
de Boer IH, Bangalore S, Benetos A, Davis AM, Michos ED, Muntner P, et al. Diabetes and hypertension: a position statement by the American Diabetes Association. Diabetes Care. 2017;40:1273–84.Crossref

9.
Zinman B, Wanner C, Lachin JM, Fitchett D, Bluhmki E, Hantel S, EMPA-REG OUTCOME Investigators, et al. Empagliflozin, cardiovascular outcomes, and mortality in type 2 diabetes. N Engl J Med. 2015;373:2117–28.Crossref

10.
Wanner C, Inzucchi SE, Lachin JM, Fitchett D, von Eynatten M, Mattheus M, EMPA-REG OUTCOME Investigators, et al. Empagliflozin and progression of kidney disease in type 2 diabetes. N Engl J Med. 2016;375:323–34.Crossref

11.
Neal B, Perkovic V, Mahaffey KW, de Zeeuw D, Fulcher G, Erondu N, CANVAS Program Collaborative Group, et al. Canagliflozin and cardiovascular and renal events in type 2 diabetes. N Engl J Med. 2017;377:644–57.Crossref

12.
Wiviott SD, Raz I, Bonaca MP, Mosenzon O, Kato ET, Cahn A, DECLARE–TIMI 58 Investigators, et al. Dapagliflozin and cardiovascular outcomes in type 2 diabetes. N Engl J Med. 2019;380:347–57.Crossref

13.
Perkovic V, Jardine MJ, Neal B, Bompoint S, Heerspink HJL, Charytan DM, CREDENCE Trial Investigators, et al. Canagliflozin and renal outcomes in type 2 diabetes and nephropathy. N Engl J Med. 2019. https://​doi.​org/​10.​1056/​nejmoa1811744.CrossrefPubMed

14.
Weber MA, Mansfield TA, Cain VA, Iqbal N, Parikh S, Ptaszynska A. Blood pressure and glycaemic effects of dapagliflozin versus placebo in patients with type 2 diabetes on combination antihypertensive therapy: a randomised, double-blind, placebo-controlled, phase 3 study. Lancet Diabetes Endocrinol. 2016;4:211–20.Crossref

15.
Bode B, Stenlöf K, Harris S, Sullivan D, Fung A, Usiskin K, et al. Long-term efficacy and safety of canagliflozin over 104 weeks in patients aged 55–80 years with type 2 diabetes. Diabetes Obes Metab. 2015;17:294–303.Crossref

16.
Fuchs SC, de Mello RGB, Fuchs FC. Home blood pressure monitoring is better predictor of cardiovascular disease and target organ damage than office blood pressure: a systematic review and meta-analysis. Curr Cardiol Rep. 2013;15:413.Crossref

17.
Dolan E, Stanton A, Thijs L, Hinedi K, Atkins N, McClory S, et al. Superiority of ambulatory over clinic blood pressure measurement in predicting mortality: the Dublin outcome study. Hypertension. 2005;46:156–61.Crossref

18.
Agarwal R, Andersen MJ. Prognostic importance of clinic and home blood pressure recordings in patients with chronic kidney disease. Kidney Int. 2006;69:406–11.Crossref

19.
Agarwal R, Andersen MJ. Prognostic importance of ambulatory blood pressure recordings in patients with chronic kidney disease. Kidney Int. 2006;69:1175–80.Crossref

20.
Kikuya M, Ohkubo T, Metoki H, Asayama K, Hara A, Obara T, et al. Day-by-day variability of blood pressure and heart rate at home as a novel predictor of prognosis: the Ohasama study. Hypertension. 2008;52:1045–50.Crossref

21.
Ushigome E, Fukui M, Hamaguchi M, Senmaru T, Sakabe K, Tanaka M, et al. The coefficient variation of home blood pressure is a novel factor associated with macroalbuminuria in type 2 diabetes mellitus. Hypertens Res. 2011;34:1271–5.Crossref

22.
Ushigome E, Matsumoto S, Oyabu C, Kitagawa N, Tanaka T, Hasegawa G, et al. Prognostic significance of day-by-day variability of home blood pressure on progression to macroalbuminuria in patients with diabetes. J Hypertens. 2018;36:1068–75.Crossref

23.
Matsuo S, Imai E, Horio M, Yasuda Y, Tomita K, Nitta K, Collaborators developing the Japanese equation for estimated GFR, et al. Revised equations for estimated GFR from serum creatinine in Japan. Am J Kidney Dis. 2009;53:982–92.Crossref

24.
Takahashi H, Yoshika M, Yokoi T. Validation of two automatic devices: omron HEM-7252G-HP and Omron HEM-7251G for self-measurement of blood pressure according to the European Society of Hypertension International Protocol revision 2010. Blood Press Monit. 2015;20:286–90.Crossref

25.
Kario K, Tomitani N, Kanegae H, Ishii H, Uchiyama K, Yamagiwa K, et al. Comparative effects of an angiotensin II receptor blocker (ARB)/diuretic vs. ARB/calcium-channel blocker combination on uncontrolled nocturnal hypertension evaluated by information and communication technology-based nocturnal home blood pressure monitoring—the NOCTURNE study. Circ J. 2017;81:948–57.Crossref

26.
Kobayashi R, Tamura K, Wakui H, Ohsawa M, Azushima K, Haku S, et al. Effect of single-pill irbesartan/amlodipine combination-based therapy on clinic and home blood pressure profiles in hypertension with chronic kidney diseases. Clin Exp Hypertens. 2016;38:744–50.Crossref

27.
Tabara Y, Matsumoto T, Murase K, Nagashima S, Hirai T, Kosugi S, et al. Seasonal variation in nocturnal home blood pressure fall: the Nagahama study. Hypertens Res. 2018;41:198–208.Crossref

28.
Yanagi M, Tamura K, Fujikawa T, Wakui H, Kanaoka T, Ohsawa M, et al. The angiotensin II type 1 receptor blocker olmesartan preferentially improves nocturnal hypertension and proteinuria in chronic kidney disease. Hypertens Res. 2013;36:262–9.Crossref

29.
Kanaoka T, Tamura K, Wakui H, Ohsawa M, Azushima K, Uneda K, et al. L/N-type calcium channel blocker cilnidipine added to renin-angiotensin inhibition improves ambulatory blood pressure profile and suppresses cardiac hypertrophy in hypertension with chronic kidney disease. Int J Mol Sci. 2013;14:16866–81.Crossref

30.
Kanaoka T, Tamura K, Ohsawa M, Yanagi M, Haku S, Wakui H, et al. Relationship of ambulatory blood pressure and the heart rate profile with renal function parameters in hypertensive patients with chronic kidney disease. Clin Exp Hypertens. 2012;34:264–9.Crossref

31.
Faienza MF, Francavilla R, Goffredo R, Ventura A, Marzano F, Panzarino G, et al. Oxidative stress in obesity and metabolic syndrome in children and adolescents. Horm Res Paediatr. 2012;78:158–64.Crossref

32.
Wilding JP, Woo V, Soler NG, Pahor A, Sugg J, Rohwedder K, Dapagliflozin 006 Study Group, et al. Long-term efficacy of dapagliflozin in patients with type 2 diabetes mellitus receiving high doses of insulin: a randomized trial. Ann Intern Med. 2012;156:405–15.Crossref

33.
Zou H, Zhou B, Xu G. SGLT2 inhibitors: a novel choice for the combination therapy in diabetic kidney disease. Cardiovasc Diabetol. 2017;16:65.Crossref

34.
Kodama S, Horikawa C, Fujihara K, Yoshizawa S, Yachi Y, Tanaka S, et al. Meta-analysis of the quantitative relation between pulse pressure and mean arterial pressure and cardiovascular risk in patients with diabetes mellitus. Am J Cardiol. 2014;113:1058–65.Crossref

35.
Schutte R, Thijs L, Asayama K, Boggia J, Li Y, Hansen TW, International Database on Ambulatory blood pressure in relation to Cardiovascular Outcomes (IDACO) Investigators, et al. Double product reflects the predictive power of systolic pressure in the general population: evidence from 9,937 participants. Am J Hypertens. 2013;26:665–72.Crossref

36.
Domingueti CP, Dusse LM, das Graças Carvalho M, de Sousa LP, Gomes KB, Fernandes AP. Diabetes mellitus: the linkage between oxidative stress, inflammation, hypercoagulability and vascular complications. J Diabetes Complicat. 2016;30:738–45.Crossref

37.
Katsuya T, Ishikawa K, Sugimoto K, Rakugi H, Ogihara T. Salt sensitivity of Japanese from the viewpoint of gene polymorphism. Hypertens Res. 2003;26:521–5.Crossref

38.
Powles J, Fahimi S, Micha R, Khatibzadeh S, Shi P, Ezzati M, et al. Global, regional and national sodium intakes in 1990 and 2010: a systematic analysis of 24 h urinary sodium excretion and dietary surveys worldwide. BMJ Open. 2013;3:e003733.Crossref

39.
Lambers Heerspink HJ, de Zeeuw D, Wie L, Leslie B, List J. Dapagliflozin a glucose-regulating drug with diuretic properties in subjects with type 2 diabetes. Diabetes Obes Metab. 2013;15:853–62.Crossref

40.
Cherney DZI, Zinman B, Inzucchi SE, Koitka-Weber A, Mattheus M, von Eynatten M, et al. Effects of empagliflozin on the urinary albumin-to-creatinine ratio in patients with type 2 diabetes and established cardiovascular disease: an exploratory analysis from the EMPA-REG OUTCOME randomised, placebo-controlled trial. Lancet Diabetes Endocrinol. 2017;5:610–21.Crossref

41.
Petrykiv S, Sjöström CD, Greasley PJ, Xu J, Persson F, Heerspink HJL. Differential effects of dapagliflozin on cardiovascular risk factors at varying degrees of renal function. Clin J Am Soc Nephrol. 2017;12:751–9.Crossref

42.
Heerspink HJ, Desai M, Jardine M, Balis D, Meininger G, Perkovic V. Canagliflozin slows progression of renal function decline independently of glycemic effects. J Am Soc Nephrol. 2017;28:368–75.Crossref

43.
Yale JF, Bakris G, Cariou B, Yue D, David-Neto E, Xi L, et al. Efficacy and safety of canagliflozin in subjects with type 2 diabetes and chronic kidney disease. Diabetes Obes Metab. 2013;15:463–73.Crossref

44.
Barnett AH, Mithal A, Manassie J, Jones R, Rattunde H, Woerle HJ, EMPA-REG RENAL trial investigators, et al. Efficacy and safety of empagliflozin added to existing antidiabetes treatment in patients with type 2 diabetes and chronic kidney disease: a randomised, double-blind, placebo-controlled trial. Lancet Diabetes Endocrinol. 2014;2:369–84.Crossref

45.
Heerspink HJ, Johnsson E, Gause-Nilsson I, Cain VA, Sjöström CD. Dapagliflozin reduces albuminuria in patients with diabetes and hypertension receiving renin-angiotensin blockers. Diabetes Obes Metab. 2016;18:590–7.Crossref

46.
Tsimihodimos V, Filippatos TD, Elisaf MS. SGLT2 inhibitors and the kidney: effects and mechanisms. Diabetes Metab Syndr. 2018;12:1117–23.Crossref

47.
Petrykiv SI, Laverman GD, de Zeeuw D, Heerspink HJL. The albuminuria-lowering response to dapagliflozin is variable and reproducible among individual patients. Diabetes Obes Metab. 2017;19:1363–70.Crossref

48.
Amin NB, Wang X, Mitchell JR, Lee DS, Nucci G, Rusnak JM. Blood pressure-lowering effect of the sodium glucose co-transporter-2 inhibitor ertugliflozin, assessed via ambulatory blood pressure monitoring in patients with type 2 diabetes and hypertension. Diabetes Obes Metab. 2015;17:805–8.Crossref

49.
Townsend RR, Machin I, Ren J, Trujillo A, Kawaguchi M, Vijapurkar U, et al. Reductions in mean 24-hour ambulatory blood pressure after 6-week treatment with canagliflozin in patients with type 2 diabetes mellitus and hypertension. J Clin Hypertens. 2016;18:43–52.Crossref

50.
Ott C, Jumar A, Striepe K, Friedrich S, Karg MV, Bramlage P, et al. A randomised study of the impact of the SGLT2 inhibitor dapagliflozin on microvascular and macrovascular circulation. Cardiovasc Diabetol. 2017;16:26.Crossref

51.
Weber MA, Mansfield TA, Alessi F, Iqbal N, Parikh S, Ptaszynska A. Effects of dapagliflozin on blood pressure in hypertensive diabetic patients on renin-angiotensin system blockade. Blood Press. 2016;25:93–103.Crossref

52.
Tikkanen I, Narko K, Zeller C, Green A, Salsali A, Broedl UC, EMPA-REG BP Investigators, et al. Empagliflozin reduces blood pressure in patients with type 2 diabetes and hypertension. Diabetes Care. 2015;38:420–8.Crossref

53.
Chilton R, Tikkanen I, Cannon CP, Crowe S, Woerle HJ, Broedl UC, et al. Effects of empagliflozin on blood pressure and markers of arterial stiffness and vascular resistance in patients with type 2 diabetes. Diabetes Obes Metab. 2015;17:1180–93.Crossref

54.
Pfeifer M, Townsend RR, Davies MJ, Vijapurkar U, Ren J. Effects of canagliflozin, a sodium glucose co-transporter 2 inhibitor, on blood pressure and markers of arterial stiffness in patients with type 2 diabetes mellitus: a post hoc analysis. Cardiovasc Diabetol. 2017;16:29.Crossref

55.
Ito D, Shimizu S, Inoue K, Saito D, Yanagisawa M, Inukai K, et al. Comparison of ipragliflozin and pioglitazone effects on nonalcoholic fatty liver disease in patients with type 2 diabetes: a randomized, 24-week, open-label, active-controlled trial. Diabetes Care. 2017;40:1364–72.Crossref

56.
Tobita H, Sato S, Miyake T, Ishihara S, Kinoshita Y. Effects of dapagliflozin on body composition and liver tests in patients with nonalcoholic steatohepatitis associated with type 2 diabetes mellitus: a prospective, open-label, uncontrolled study. Curr Ther Res Clin Exp. 2017;87:13–9.Crossref

57.
Shigiyama F, Kumashiro N, Miyagi M, Ikehara K, Kanda E, Uchino H, et al. Effectiveness of dapagliflozin on vascular endothelial function and glycemic control in patients with early-stage type 2 diabetes mellitus: DEFENCE study. Cardiovasc Diabetol. 2017;16:84.Crossref

58.
Solini A, Giannini L, Seghieri M, Vitolo E, Taddei S, Ghiadoni L, et al. Dapagliflozin acutely improves endothelial dysfunction, reduces aortic stiffness and renal resistive index in type 2 diabetic patients: a pilot study. Cardiovasc Diabetol. 2017;16:138.Crossref

59.
Idzerda NMA, Stefansson BV, Pena MJ, Sjostrom DC, Wheeler DC, Heerspink HJL. Prediction of the effect of dapagliflozin on kidney and heart failure outcomes based on short-term changes in multiple risk markers. Nephrol Dial Transplant. 2019. https://​doi.​org/​10.​1093/​ndt/​gfz064.CrossrefPubMed

60.
Yang W, Ji L, Zhou Z, Cain VA, Johnsson KM, Sjöström CD. Efficacy and safety of dapagliflozin in Asian patients: a pooled analysis. J Diabetes. 2017;9:787–99.Crossref

61.
Toyama T, Neuen BL, Jun M, Ohkuma T, Neal B, Jardine MJ, et al. Effect of SGLT2 inhibitors on cardiovascular, renal and safety outcomes in patients with type 2 diabetes mellitus and chronic kidney disease: a systematic review and meta-analysis. Diabetes Obes Metab. 2019;21:1237–50.Crossref

62.
Baker WL, Buckley LF, Kelly MS, Bucheit JD, Parod ED, Brown R, et al. Effects of sodium–glucose cotransporter 2 inhibitors on 24-hour ambulatory blood pressure: a systematic review and meta-analysis. J Am Heart Assoc. 2017;6:e005686.PubMedPubMedCentral

63.
Svenningsen P, Bistrup C, Friis UG, Bertog M, Haerteis S, Krueger B, et al. Plasmin in nephrotic urine activates the epithelial sodium channel. J Am Soc Nephrol. 2009;20:299–310.Crossref

64.
Artunc F, Wörn M, Schork A, Bohnert BN. Proteasuria—the impact of active urinary proteases on sodium retention in nephrotic syndrome. Acta Physiol (Oxf). 2019;225:e13249.Crossref

65.
Kawasoe S, Maruguchi Y, Kajiya S, Uenomachi H, Miyata M, Kawasoe M, et al. Mechanism of the blood pressure-lowering effect of sodium–glucose cotransporter 2 inhibitors in obese patients with type 2 diabetes. BMC Pharmacol Toxicol. 2017;18:23.Crossref

66.
Iizuka T, Iemitsu K, Takihata M, Takai M, Nakajima S, Minami N, et al. Efficacy and safety of ipragliflozin in Japanese patients with type 2 diabetes: interim outcome of the ASSIGN-K study. J Clin Med Res. 2016;8:116–25.Crossref

67.
Schork A, Saynisch J, Vosseler A, Jaghutriz BA, Heyne N, Peter A, et al. Effect of SGLT2 inhibitors on body composition, fluid status and renin-angiotensin-aldosterone system in type 2 diabetes: a prospective study using bioimpedance spectroscopy. Cardiovasc Diabetol. 2019;18:46.Crossref

68.
Karg MV, Bosch A, Kannenkeril D, Striepe K, Ott C, Schneider MP, et al. SGLT-2-inhibition with dapagliflozin reduces tissue sodium content: a randomised controlled trial. Cardiovasc Diabetol. 2018;17:5.Crossref

69.
Uzu T, Kimura G. Diuretics shift circadian rhythm of blood pressure from nondipper to dipper in essential hypertension. Circulation. 1999;100:1635–8.Crossref

70.
Kario K, Okada K, Kato M, Nishizawa M, Yoshida T, Asano T, et al. 24-hour blood pressure-lowering effect of an SGLT-2 inhibitor in patients with diabetes and uncontrolled nocturnal hypertension: results from the randomized, placebo-controlled SACRA study. Circulation. 2018;1:1. https://​doi.​org/​10.​1161/​circulationaha.​118.​037076.Crossref

71.
Hoshide S, Yano Y, Mizuno H, Kanegae H, Kario K. Day-by-day variability of home blood pressure and incident cardiovascular disease in clinical practice: the J-HOP study (Japan Morning Surge-Home Blood Pressure). Hypertension. 2018;71:177–84.Crossref

72.
Tang L, Wu Y, Tian M, Sjöström CD, Johansson U, Peng XR, et al. Dapagliflozin slows the progression of the renal and liver fibrosis associated with type 2 diabetes. Am J Physiol Endocrinol Metab. 2017;313:E563–76.Crossref

73.
Tanaka S, Sugiura Y, Saito H, Sugahara M, Higashijima Y, Yamaguchi J, et al. Sodium–glucose cotransporter 2 inhibition normalizes glucose metabolism and suppresses oxidative stress in the kidneys of diabetic mice. Kidney Int. 2018;94:912–25.Crossref



Publisher's Note
Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.


OEBPS/sidebar.gif





OEBPS/cc-by.png
() _®





OEBPS/A12933_2019_912_Fig2_HTML.png
*hKk

Weeks

85=

o

1 1
(o] 0
[ee] N~

(BHwwW) 4gq Buluion

*kKk

70

Weeks

140 =

135=
130 =
125 =

(BHww) 493 Buiuiopy

120

*hKk

Weeks

d gs5-
8
7

(BHww) 4gq Buiuaag

*kkk

70

24

Weeks

T T T T
o [Tl o Yo}
3 e i &
o (BHww) 4gs bBuiuang

120

*

(BHww) 4gq |euinyooN

*%

70

140 -

e

135
130 =
125 =

(PHWW) 4gS |euinjooN

120

Weeks

Weeks





OEBPS/A12933_2019_912_Fig4_HTML.png
[*2] <t
[0 Yo}
0 ~
L I L
1l 1
Q Q
2
[0
(5}
=
P = O = O
I | T I | T
et = Lo 0 ~ © [T} <
- A = S S =
(] o o o
(6/6r) ones sulunesd
a -01-usbejjoo Al adAy suun ©  (qw/Brl) suipisojuad

0.0555
P =0.9809
1
4

—e
1
24

P =

Weeks

1 1 1
[s2] N ~ (=]
-~ -~ -~ ~

15 =
14 =

1 1 1 1 1
< N o © ©
-~ - -~

(6/6r1) oneu (BwyBu) oneu
© BUIUlleaI-0}-dgVY4-1 auun O BUIUNEBI-01-OPHO-8 duln

Weeks

Weeks

o
2 <
5 ™
s e
Q
ol - o
1 1 1 1 1
s 8 8 8 8 38
s & & & 8§ R
(un) dve
(32}
[(]
N~
S b <
o N
1
Q
= O
1 1 1
o o o o
S > 3 &
o (N ¥YVO) SNOY-P

Weeks

Weeks





OEBPS/contact.gif





OEBPS/A12933_2019_912_Fig1_HTML.png
*kkk
*kkk

*kk

|
]
O
©

1 1
) 0
Ye} <

(1nB/6w Boj) YovN-607

4.0

24

16

Weeks

*kk

*k%k

500

1 1
o o
o o
< [Sp]

(1nb/Bw) ¥OVYN

200

Weeks

*kk

|
N
~

(8]

1 1 1 |
o [o0] © <t
N~ © © o

(w2 L/uiw/jw) Y499

N
©

16 24

Weeks





OEBPS/A12933_2019_912_Fig5_HTML.png
Decrease in log-UACR @ Decrease in log-UACR o Decrease in log-UACR o

Decrease in log-UACR

R =0.1429 b
4 P = 0.2221 @
Q
<
)
o)
o
£
()]
[2]
8 T
5 -50
a
od ®
Decrease in office SBP Decrease in office DBP
(mmHg) (mmHg)
d
4 - R=0.2129
g . P =0.0704
)
E",’ 27 ":'
c “gwrt.
= 9
© ()
& T® %‘ T T
o -20 20 40
o
[a} od ®
Decrease in morning home SBP Decrease in morning home DBP
(mmHg) (mmHg)
49 R =0.2820 f 4 R=0.2726
. P=0.0177 g . P =0.0221
)
2 : 24
¢ 6, o ° o
[ (] -
o ) ° C
[ q_) L]
® »
-20 v 8 4 §  -20 s &% W
24 ° § 24
Decrease in evening home SBP Decrease in evening home DBP
(mmHg) (mmHg)
h
4 R=-0.1368 o 44 R=-0.1802
° P =0.2746 O d P =0.1482
<
. . P
K- g o*d
.O :0 = .‘ ey [ )
* o 8. 8% g ° 3’_) L ® ‘o
© ° .
-20 -10 0 20 30 g -20 -10 10 20 30
()
o ) a 2 °
Decrease in nocturnal home SBP Decrease in nocturnal home DBP

(mmHg) (mmHg)





OEBPS/A12933_2019_912_Fig3_HTML.png
Baseline
(%)

Week 24
(%)

Extreme-

Dipper dipper Non-dipper Riser
33.8 15.6 29.9 20.8
209 |75 38.8 32.8






