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A s an endocrinologist, I see a large 
number of patients with type 1 
or type 2 diabetes. One of the 

most common complications I see in 
these patients is deterioration of renal 
function.

The benefits of renin-angiotensin 
system (RAS) blockade in patients with 
decreased renal function have been 
well established. The two major classes 
of RAS blocking agents—angiotensin 
converting enzyme (ACE) inhibitors 
and angiotensin receptor blockers 
(ARBs)—have been shown definitively 
to slow the progression of established 
renal disease.1–4 And while the cur-
rent data supporting the use of the 
recently introduced direct renin inhibi-
tors (DRIs), as well as the aldosterone 
blockers (which are considered by 
some to be another class of RAS block-
ing agents), are less clear cut, they are 
nonetheless quite encouraging.

Yet these medications are woefully 
underused in patients with established 
renal disease—precisely the ones who 
need the therapy most. What could 
account for this situation, in which a 
universally acknowledged therapy is 
shunned by a sizable portion of the 
practice community?

The answer is that many provid-
ers are “spooked” by the initial rise 
in the serum creatinine (SCr) level 
that occurs in a significant number of 
patients with renal insufficiency who 
start taking RAS blockers. This phe-
nomenon has been studied extensively, 
however, and a number of experts have 
advised providers not to be overly con-
cerned unless the SCr level increases by 
more than 35% to 40% or continues to 
rise beyond the drug initiation phase.5,6 
In fact, the rise in SCr actually results 

from one of the beneficial effects of 
RAS blockade—the easing of elevated 
efferent (past the glomerulus) arterial 
pressure. With this reduction in filtra-
tion pressure, less creatinine is filtered 
out and serum levels rise. It’s critical to 
remember that, in most cases, this is a 
one-time increase that occurs with RAS 
blocker initiation and the RAS blocker 
will, in the long run, help retard the 
rate of rising SCr levels.

As the U.S. population ages and 
diabetes rates continue to skyrocket, 
renal disease is becoming ever more 
prevalent. Yet providers too often are 
neglecting this devastating condition 
until it reaches a level of severity that 
cannot be ignored. It’s time for all pro-
viders to get on board with the idea 
of early rather than late intervention. 
And there is no better way to slow the 
rate of progressive renal insufficiency 
than with effective RAS blockage. My 
plaintive plea, therefore, is that we stop 
finding reasons to shy away from the 
therapy and start looking for appropri-
ate times to use it. ●
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