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Abstract
Chronic kidney disease (CKD) affects millions of people worldwide and is a major public health problem. Renin‑
‑angiotensin system inhibitors are the backbone drugs for preventing CKD progression but have potential side effects, 
such as hyperkalemia or acute decrease in glomerular filtration rate, which can prevent physicians from starting the 
drugs, or even lead physicians to stop the drug when already in use in advanced CKD patients. In this review, the princi‑
pal studies performed on this topic are summarized.
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INTRODUCTION
Chronic kidney disease (CKD) affects millions of people 
worldwide and is a major public health problem, with one 
in every 10 persons having CKD.1 This disease will rank the 
5th disease in terms of years of life lost in the next few 
years, after ischemic heart disease, stroke, respiratory 
infections, and COPD.2

In addition to a high mortality rate, other consequences 
of CKD include disability, cardiovascular (CV) events, and 
progression to dialysis. According to the European Renal 
Association Registry, 1040 per million people undergo kid‑
ney replacement therapy (KRT) in Europe.3 
It is important to adopt strategies for delaying disease 
progression, and simple measures, such as lifestyle mod‑
ifications, weight loss, regular exercise, smoking eviction, 
and reduced salt intake help delay CKD progression.4

Specific therapies, which are entitled as pillars of CKD 
management, are crucial for disease control, including 
the old renin ‑angiotensin system inhibitors (RASi), the 
new sodium ‑glucose transport inhibitors 2 (SGLT2), 
glucagon ‑like peptide 1 (GLP1) agonists, and, mineralo‑
corticoid receptor antagonist in diabetic albuminuric 
patients. With so many new drugs, with impressive data 
on reducing CKD progression and impressive data on the 
number needed to treat, there is still room for RASi in 
CKD management? 

RENIN‑ANGIOTENSINSYSTEM(RAS)
In addition to the regulation of blood pressure, RAS is also 
important for water and electrolyte balance. 
Renin, secreted from the juxtaglomerular cells, depending 
on the sensing mechanisms in response to (low) blood 
pressure and salt, cleaves angiotensinogen synthetized in 
the liver (its primary source), to form angiotensin I, which 
is transformed by angiotensin ‑converting enzyme (ACE) in 
angiotensin II (Ang II), the active peptide generated by the 
renin ‑angiotensin system.5 This peptide binds to the Ang 
II ‑type 1 receptor on smooth vascular cells and tubules, 
causing not only vasoconstriction and sodium reabsorp‑
tion, but also stimulating the activation of the sympathetic 
nervous system, increasing vascular resistance.5

In the kidneys, angiotensin 1 receptors mediate the action 
of Ang II, causing vasoconstriction mostly in efferent glo‑
merular arterioles, increasing intraglomerular pressure, 
which maintains glomerular filtration rate (GFR), and in‑
creasing sodium reabsorption.6 In the adrenal gland, Ang 
II stimulates aldosterone production, a mineralocorticoid 
that increases sodium reabsorption through the mineralo‑
corticoid receptor.6

In summary, the intrarenal RAS contributes to the patho‑
genesis of hypertension and overstimulation can lead to 
renal tissue injury. The inhibition of Ang II actions prevents 
the raised intraglomerular pressure caused by angiotensin 
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II–mediated constriction of the efferent arteriole and lim‑
its progressive podocyte loss. Additionally, RAS inhibition 
can impair the inflammatory response to RAS activation.
Numerous drugs are used to block the renin ‑angiotensin 
system, and this can be performed at many points in the 
RAS cascade, including ACE inhibition (ACEi) or angioten‑
sin I receptor blockers (ARB),7 which are known for their 
effects in decreasing proteinuria, irrespective of blood 
pressure control.

RENIN‑ANGIOTENSINSYSTEMINHIBITORS
(RASI)
RASi seem to be the backbone drugs for preventing CKD 
progression, not only in diabetes and hypertension, but 
also in some glomerulonephritis and hereditary diseases, 
such as Alport disease.8 
According to the Kidney Disease Improving Global Out‑
comes (KDIGO) guidelines, RASi are a first ‑line therapy 
for preventing CKD progression in patients with CKD 
and proteinuria, with a level of evidence 1A.9 This level 
of recommendation exists not only for diabetic kidney 
disease,9 where the benefit is superior if the drugs are 
initiated in earlier stages, but also in CKD patients with 
hypertension.10 In these patients, the targets for systolic 
blood pressure are below 120 mmHg, and an ACEi or ARB 
should be preferred in albuminuric patients.10

Diabetes and CKD
The guidelines on CKD progression in diabetic patients 
rely on old landmark studies, being 3 of them the most 
important. One of these studies was performed in 1993, 
and demonstrated a decrease in kidney events in type 1 
diabetes with retinopathy in patients receiving captopril.11 
The study found that captopril treatment reduced the risk 
of the primary endpoint by 50%, end ‑stage renal disease 
by 60%, and death or the need for dialysis by 48%.8 The 
beneficial effects of captopril were independent of its 
antihypertensive effects. The RENNAL trial (Reduction of 
Endpoints in Non ‑insulin ‑dependent diabetes with the 
Angiotensin II antagonist Losartan) was a randomized trial 
comparing losartan to placebo in a population of type 2 
diabetes with CKD.12 Patients in the losartan arm had a 
16% reduction in the composite outcome (doubling cre‑
atinine, KRT initiation, or death).12 In addition, losartan 
reduced the incidence of doubled serum creatinine con‑
centration by 25% and end ‑stage renal disease by 28%. 
The study also found that losartan did not significantly 
affect the death rate.
The IDNT study randomized diabetic patients to receive 
irbesartan or amlodipine or placebo, and the results were 
very similar to the RENNAL results.13 Treatment with irbe‑
sartan was associated with a 20% lower risk of the primary 
composite endpoint compared to the placebo group, and 
a 23% lower risk compared to the amlodipine group. The 

risk of doubling the serum creatinine concentration was 
33% lower in the irbesartan group than in the placebo 
group, and 37% lower in the irbesartan group than in the 
amlodipine group. Treatment with irbesartan was associ‑
ated with a 23% lower relative risk of end ‑stage renal dis‑
ease compared with the two other groups. Nevertheless, 
there were no significant differences among the three 
groups in the rates of death or the rates of the cardiovas‑
cular composite endpoint.
A negative study with both ACEi and ARBs was published, 
the VA ‑NEPHRON (Veterans Affairs Nephropathy in Dia‑
betes Study), showing that the use of dual blockade (in 
this case with lisinopril plus losartan) should not be per‑
formed, because of adverse effects (hyperkalemia, acute 
kidney injury),14 and it was terminated earlier due to safe‑
ty concerns. The ONTARGET (ONgoing Telmisartan Alone 
and in Combination with Ramipril Global Endpoint Trial) 
study showed that patients with diabetes and vascular 
disease had no benefit from dual blockage.15 Combination 
therapy with ramipril and telmisartan did not show any 
benefit over ramipril alone and was associated with more 
adverse events, including hypotensive symptoms, synco‑
pe, and renal dysfunction.

Proteinuria
The REIN (Ramipril Efficacy in Nephrology) trial was a 
randomized study that compared patients with CKD treat‑
ed with ramipril or placebo. This study showed that the 
decline in GFR was lower in the ramipril arm for patients 
with proteinuria superior or equal to 3 g, independent of 
baseline serum creatinine.16

Hypertension
The AASK study (African American Study of Kidney Disease 
& Hypertension) randomized patients with CKD to ramipril 
versus amlodipine versus metoprolol. The effect of rami‑
pril in lowering the rate of decline of GFR was only signifi‑
cant in patients with a GFR < 40 mL/min, when compared 
to amlodipine. The presence of proteinuria contributed to 
the effects of the drugs, and those with proteinuria expe‑
rienced a reduced risk of CKD progression with ramipril.17

Implementation
Despite these recommendations and despite these drugs 
having been recommended for many years, implementa‑
tion in clinical practice is still insufficient, as demonstrated 
by a clinical study where only 39% of patients were under 
RASi in a potential universe of 78%.18

Because of its mechanism of action, the use of ACEi or 
ARBs in advanced CKD can be associated with undesirable 
outcomes, such as hyperkalemia or reduction of kidney 
function due to hemodynamic effects. Therefore, its use 
in CKD stage 4 (advanced CKD) is not consensual, as in 
non ‑dialysis CKD stage 5 patients. 
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USEOFRASIINADVANCEDCKD

InitiationofRASiinadvanceCKD
Considering the acute GFR reduction that is expected to 
occur after the introduction of ACEi / ARBs, the recom‑
mendation is to have a tolerance of up to a 30% increase 
in serum creatinine before stopping the therapy. 
One of the studies that addressed the potential risk of 
initiating ACEi / ARB therapy in patients with advanced 
CKD was published in 2006. It was a randomized Chinese 
study that investigated the renal outcomes of benzipril 
initiation versus placebo, comparing two groups: one with 
advanced CKD (serum creatinine – Scr  ‑ from 3.1 – 5 mg/
dL) and moderated CKD (Scr 1.5 – 3 mg/dL).19 Globally, 
the drug was superior to placebo in lowering the num‑
ber of renal adverse events (such as doubling creatinine, 
ESKD, or death). Even so, more patients in the advanced 
CKD group had these outcomes compared to those with 
moderate CKD, and the authors concluded that a greater 
benefit is achieved when starting benzipril earlier in the 
course of the disease.19

In a more recent observational study using data from the 
Swedish Renal Registry, Fu and colleagues compared the 
effect of initiating a RASi (enalapril, ramipril, candesartan, 
losartan) versus a calcium channel blocker (amlodipine, 
felodipine) in advanced CKD (events = dialysis need, kid‑
ney transplant, CV events, and all ‑cause mortality).20 The 
authors demonstrated that initiating RAS inhibitor therapy 
compared with CCBs was associated with a lower risk of 
KRT, but similar risks for mortality and MACE. It should 
be indicated that age was observed to be an interaction 
variable, and older patients did not benefit from the 
drug (in terms of kidney events). They suggested that the 
study provided real ‑world evidence that beginning RASi 
compared to CCB confers potential kidney benefits with 
similar CV protection.20 

DiscontinuationofRASiinadvanceCKD
One of the first studies dedicated to the RASi discontinua‑
tion topic was dated 2010. This was a small observational 
study, including 52 patients, which demonstrated that the 
negative estimated GFR (eGFR) slope before stopping RAS 
inhibitors was reversed 12 months after drug withdrawal, 
among patients with advanced CKD, and this effect per‑
sisted for up to 24 months.21 The authors concluded that 
discontinuation of RAS inhibition delayed the onset of KRT 
in most patients.
In a retrospective propensity score ‑matched cohort study 
conducted in the United States (US), among a cohort of al‑
most 4 thousand patients, discontinuation of ACEi or ARB 
therapy in those with advanced CKD was associated with a 
higher risk of mortality and major adverse cardiovascular 
events (MACE), with no statistically significant difference 
in end ‑stage kidney disease (ESKD) risk.22

Another retrospective cohort study of US veterans with 
non ‑dialysis ‑dependent CKD, including a cohort of more 
than 1 million patients with CKD, among the 141 252 
patients who were given a new prescription of ACEI/ARB, 
its discontinuation was associated with an approximately 
2 ‑fold increased risk of death and a 1.5 ‑fold increased risk 
of ESKD.23 Based on these findings, the authors concluded 
that ACEI/ ARB discontinuation has an adverse long ‑term 
outcome in patients with CKD. Nevertheless, the study 
had two major limitations: as it was an observational 
study, causality could not be proven, and the exact reason 
for discontinuation was not known. The authors suggest 
that these findings highlight the importance of careful 
consideration of factors leading to discontinuation and 
the potential benefits of continued ACEI/ARB therapy in 
patients with CKD.
Another retrospective study comparing continuing and 
stopping RASi was published in the same year. The con‑
tinuing option was associated with less CV (less mortality, 
less major CV events, or increased absolute risk of mor‑
tality and MACE), but with more kidney events, as the 
stopping option had a lower absolute risk of KRT.24

The STOP ACEi trial was an open ‑label, multicentre, ran‑
domized controlled study of ACEi / ARB withdrawal in 
patients with advanced kidney disease. It enrolled 411 
patients and compared the stopping strategy with the 
continuing strategy in patients with advanced CKD, with a 
follow ‑up of up to 3 years.25 The study results were surpris‑
ing, as there were no statistical differences in eGFR slope, 
ESKD, or a composite of a decrease of more than 50% in 
eGFR or the initiation of renal replacement therapy, as 
well as no differences in hospitalization, blood pressure, 
exercise capacity, and quality of life in both groups. The 
authors concluded that discontinuation of RASi inhibitors 
did not lead to a clinically relevant improvement in the 
eGFR or a change in eGFR long ‑term rate of decline.25 
There were some limitations, such as the short follow ‑up 
period, as we know that 3 years is too short to observe 
the progression of kidney diseases. In addition, the study 
population was younger and fitter than the general popu‑
lation nephrologists have in their outpatient clinics.
Recently, a new meta ‑analysis, including four studies, 
such as the STOP ACEi trial, was published to examine 
the effect of RAS inhibitor discontinuation on clinical out‑
comes in patients with advanced CKD. The pooled anal‑
ysis showed that cardiovascular events and ESKD were 
significantly higher in patients in the discontinuation 
group than in those in the continuation group, with no 
difference in all ‑cause mortality.26 The authors concluded 
that continuing RAS inhibitors in patients with advanced 
CKD was associated with a lower risk of cardiovascular 
events and ESKD.
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CONCLUSION
With these contradictory studies on KRT outcomes, but 
most probably positive results on CV events, my view is 
that we should not stop ACEi or ARB medication in pa‑
tients with advanced CKD. While some studies showed 
no significant difference in all ‑cause mortality between 
continuing and discontinuing RAS inhibitors, the overall 
evidence suggests that the benefits of continuing these 
medications outweigh the risks.
It is important to note that the decision to discontinue 
RAS inhibitors should be made on a case ‑by ‑case basis, 

considering individual patient factors, and potential risks 
and benefits. The factors that may warrant discontinua‑
tion include severe hypotension, hyperkalemia, and acute 
kidney injury. However, in the absence of these contra‑
indications, evidence strongly supports the continuation 
of RAS inhibitors in patients with advanced CKD to slow 
disease progression and reduce the risk of cardiovascular 
complications.
The introduction of these drugs should rely on age, per‑
formance status, and previous events or risk of AKI, as well 
as the rate of GFR decline.

Ethical Disclosures 
ConflictsofInterest: The authors have no conflicts of interest to declare.
FinancialSupport: This work has not received any contribution grant or scholarship.
Provenance and Peer Review: Not commissioned; externally peer ‑reviewed.
ConsentforPublication: Not applicable.

REFERENCES
1. Kovesdy CP. Epidemiology of chronic kidney disease: an update 2022. 

Kidney Int Suppl. 2022;12:7 ‑11. doi: 10.1016/j.kisu.2021.11.003. 
2. Foreman KJ, Marquez N, Dolgert A, Fukutaki K, Fullman N, Mc‑

Gaughey M, et al. Forecasting life expectancy, years of life lost, and 
all ‑cause and cause ‑specific mortality for 250 causes of death: refer‑
ence and alternative scenarios for 250 causes of death: reference and 
alternative scenarios for 2016 ‑40 for 195 countries and territoriess. 
Lancet. 2018;392:2052 ‑90. doi: 10.1016/S0140 ‑6736(18)31694 ‑5.

3. Boerstra BA, Boenink R, Astley ME, Bonthuis M, Abd ElHafeez S, 
Arribas Monzón F, et al. The ERA Registry Annual Report 2021: a 
summary. Clin Kidney J. 2024;17:sfad281. doi: 10.1093/ckj/sfad281. 

4. KDIGO 2024 Clinical Practice Guideline for the Evaluation and Man‑
agement of Chronic Kidney Disease. Kidney Int. 2024;105:S117‑
‑s314.. doi: 10.1016/j.kint.2023.10.018. 

5. Cohen JB, Hanff TC, Bress AP, South AM. Relationship Between ACE2 
and Other Components of the Renin ‑Angiotensin System. Curr Hy‑
pertens Rep. 2020;22:44. 

6. Tonneijck L, Muskiet MH, Smits MM, van Bommel EJ, Heerspink 
HJ, van Raalte DH, et al. Glomerular Hyperfiltration in Diabetes: 
Mechanisms, Clinical Significance, and Treatment. J Am Soc Nephrol. 
2017;28:1023 ‑39. doi: 10.1681/asn.2016060666. 

7. Clase CM, Carrero JJ, Ellison DH, Grams ME, Hemmelgarn BR, Jardine 
MJ, et al. Potassium homeostasis and management of dyskalemia 
in kidney diseases: conclusions from a Kidney Disease: Improving 
Global Outcomes (KDIGO) Controversies Conference. Kidney Int. 
2020;97:42 ‑61. doi: 10.1016/j.kint.2019.09.018. 

8. Chen TK, Sperati CJ, Thavarajah S, Grams ME. Reducing Kidney 
Function Decline in Patients With CKD: Core Curriculum 2021. Am J 
Kidney Dis. 2021;77:969 ‑83. doi: 10.1053/j.ajkd.2020.12.022. 

9. de Boer IH, Khunti K, Sadusky T, Tuttle KR, Neumiller JJ, Rhee CM, et al. 
Diabetes management in chronic kidney disease: a consensus report 
by the American Diabetes Association (ADA) and Kidney Disease: Im‑
proving Global Outcomes (KDIGO). Kidney Int. 2022;102:974 ‑89. doi: 
10.1016/j.kint.2022.08.012. 

10. KDIGO 2021 Clinical Practice Guideline for the Management of Blood 
Pressure in Chronic Kidney Disease. Kidney Int. 2021;99:S1 ‑s87. doi: 
10.1016/j.kint.2020.11.003.

11. Lewis EJ, Hunsicker LG, Bain RP, Rohde RD. The effect of angiotensin‑
‑converting ‑enzyme inhibition on diabetic nephropathy. The Collab‑
orative Study Group. N Engl J Med. 1993;329:1456 ‑62. doi: 10.1056/
nejm199311113292004. 

12. Brenner BM, Cooper ME, de Zeeuw D, Keane WF, Mitch WE, Parving 
HH, et al. Effects of losartan on renal and cardiovascular outcomes 
in patients with type 2 diabetes and nephropathy. N Engl J Med. 
2001;345:861 ‑9. doi: 10.1056/NEJMoa011161. 

13. Lewis EJ, Hunsicker LG, Clarke WR, Berl T, Pohl MA, Lewis JB, et 
al. Renoprotective Effect of the Angiotensin ‑Receptor Antagonist 

Irbesartan in Patients with Nephropathy Due to Type 2 Diabetes. N 
Engl J Med. 2001;345:851 ‑60. doi: doi:10.1056/NEJMoa011303.

14. Fried LF, Emanuele N, Zhang JH, Brophy M, Conner TA, Duckworth W, 
et al. Combined Angiotensin Inhibition for the Treatment of Diabetic 
Nephropathy. N Engl J Med. 2013;369:1892 ‑903. doi: doi:10.1056/
NEJMoa1303154.

15. ONTARGET Investigators; Yusuf S, Teo KK, Pogue J, Dyal L, Copland 
I, et al. Telmisartan, Ramipril, or Both in Patients at High Risk for 
Vascular Events. N Engl J Med. 2008;358:1547 ‑59. doi: doi:10.1056/
NEJMoa0801317.

16. Randomised placebo ‑controlled trial of effect of ramipril on decline 
in glomerular filtration rate and risk of terminal renal failure in pro‑
teinuric, non ‑diabetic nephropathy. Lancet. 1997;349:1857 ‑63. doi: 
10.1016/S0140 ‑6736(96)11445 ‑8.

17. Wright J, Jackson T, Bakris G, Greene T, Agodoa LY, Appel LJ, Charleston 
J, et al. Effect of Blood Pressure Lowering and Antihypertensive Drug 
Class on Progression of Hypertensive Kidney DiseaseResults From the 
AASK Trial. JAMA. 2002;288:2421 ‑31. doi: 10.1001/jama.288.19.2421.

18. Foti KE, Wang D, Chang AR, Selvin E, Sarnak MJ, Chang TI, et al. Po‑
tential implications of the 2021 KDIGO blood pressure guideline for 
adults with chronic kidney disease in the United States. Kidney Int. 
2021;99:686 ‑95. doi: 10.1016/j.kint.2020.12.019. 

19. Hou FF, Zhang X, Zhang GH, Xie D, Chen PY, Zhang WR, et al. Efficacy 
and safety of benazepril for advanced chronic renal insufficiency. N 
Engl J Med. 2006;354:131 ‑40. doi: 10.1056/NEJMoa053107. 

20. Fu EL, Clase CM, Evans M, Lindholm B, Rotmans JI, Dekker FW, et 
al. Comparative Effectiveness of Renin ‑Angiotensin System Inhib‑
itors and Calcium Channel Blockers in Individuals With Advanced 
CKD: A Nationwide Observational Cohort Study. Am J Kidney Dis. 
2021;77:719 ‑29.e1. doi: 10.1053/j.ajkd.2020.10.006. 

21. Ahmed AK, Kamath NS, El Kossi M, El Nahas AM. The impact of 
stopping inhibitors of the renin ‑angiotensin system in patients 
with advanced chronic kidney disease. Nephrol Dial Transplant. 
2010;25:3977 ‑82. doi: 10.1093/ndt/gfp511. 

22. Qiao Y, Shin JI, Chen TK, Inker LA, Coresh J, Alexander GC, et al. As‑
sociation Between Renin ‑Angiotensin System Blockade Discontinu‑
ation and All ‑Cause Mortality Among Persons With Low Estimated 
Glomerular Filtration Rate. JAMA Intern Med. 2020;180:718 ‑26. doi: 
10.1001/jamainternmed.2020.0193. 

23. Walther CP, Winkelmayer WC, Richardson PA, Virani SS, Nava‑
neethan SD. Renin ‑angiotensin system blocker discontinuation and 
adverse outcomes in chronic kidney disease. Nephrol Dial Transplant. 
2021;36:1893 ‑9. doi: 10.1093/ndt/gfaa300. 

24. Fu EL, Evans M, Clase CM, Tomlinson LA, van Diepen M, Dekker FW, 
et al. Stopping Renin ‑Angiotensin System Inhibitors in Patients with 
Advanced CKD and Risk of Adverse Outcomes: A Nationwide Study. 
J Am Soc Nephrol. 2021;32:424 ‑35. doi: 10.1681/asn.2020050682. 



181

REVIEW ARTICLE Portuguese Kidney Journal • VOL. 38 • Number 3-4 • July/December 2024

25. Bhandari S, Mehta S, Khwaja A, Cleland JGF, Ives N, Brettell E, 
et al. Renin ‑Angiotensin System Inhibition in Advanced Chronic 
Kidney Disease. N Engl J Med. 2022;387:2021 ‑32. doi: 10.1056/
NEJMoa2210639. 

26. Naveed H, Tirumandyam G, Krishna Mohan GV, Gul S, Ali S, Siddiqui 
A, et al. Effect of Discontinuation of Renin Angiotensin ‑System In‑
hibitors in Patients With Advanced Chronic Kidney Disease: A Meta‑
‑Analysis. Cureus. 2023;15:e37813. doi: 10.7759/cureus.37813.  


	Home Hemodialysis: Unraveling Truths and Myths
	Cláudia Costa ￼1, Marta Neves1,2 

	Effective Communication: A Foundation in Chronic Kidney Disease (CKD) Care
	Filipa Trigo￼1, Cátia Figueiredo￼1, Paulo Santos￼1

	Characteristics and Mortality of Incident Haemodialysis Patients: Analysis of a Portuguese Cohort
	Carolina Branco ￼1#, Joana Gameiro ￼1#, Cláudia Costa ￼1, Bernardo Silva ￼1, Nadiesda Peres ￼1, Mariana Sant’Ana2
	José Agapito Fonseca ￼1, Cristina Outerelo1, Cristina Resina1, 
	José António Lopes ￼1

	NAU ‑ New Areas of Unifying Interest for CKD: A Multidisciplinary Expert Opinion Using the Jandhyala Method
	Jorge Malheiro￼1,2, Francisco Araújo￼3, Andreia Nunes￼4, Clara Almeida5, Inês Aires￼6, João Pedro Nobre￼8, João Sérgio Neves￼9, Jordana Dias12, Miguel Bigotte Vieira￼6,7, Miguel Melo￼13,14, Nuno Capela￼15, Susana Heitor￼16, João Couceiro￼17, Hugo Martinho

	Drug‑Associated Nephrotic Syndrome:              A Global Pharmacovigilance Perspective
	Alexandre Baptista￼1,2, Ana M. Macedo1,2, Ana Marreiros￼1,2, André Coelho￼3

	Eight Years Later: The Evolution and Impact of Patient‑Focused Multidisciplinary Clarification
	Ana Rita Ramos￼1, Filipa Trigo￼1, Rita Valério Alves￼1, Rachele Escoli￼1, Patrícia Barreto￼1, Paulo Santos￼1, 

	Frequency of Th1 and Th17 Cells and IL‑17A Levels in Peripheral Blood and Peritoneal Effluent in a Cohort of Patients Undergoing Peritoneal Dialysis: A Cross‑Sectional Study
	João Grilo￼1, Catarina Reis Santos￼1, Joana Coutinho￼1, Inês Barreto￼2, Raquel Chorão￼1, Rui Alves Filipe￼1, Andreia Monteiro￼3, Mafalda Fonseca￼2, Ernesto Rocha￼1

	Multicystic Dysplastic Kidney: What Changed in Three Decades?
	Diana Raquel Mota Almeida Magalhães￼1, Marta Machado￼2, Catarina Neves￼2, Carolina Cordinhã￼2, Carmen Carmo￼2, Clara Gomes￼2

	Clinical Outcomes in Very Elderly Patients According to Vascular Access at Hemodialysis Start
	Maria Carolina Silva1, José Agapito Fonseca￼1,2, Bernardo Marques da Silva1,2, Claudia Costa1,2, Carolina Branco1,2, Cristina Outerelo1,2, Cristina Resina1,2, José António Lopes1,2, Joana Gameiro1,2

	Optimizing the Use of Renin‑Angiotensin System Inhibition in Advanced Chronic Kidney Disease
	Ana Carina Ferreira￼1,2

	Cystic Kidney Disease: An Early Manifestation of a Rare Syndrome
	Catarina Leuzinger‑Dias￼1, Joana P. Ramos￼1,2, Marta Machado1, Carolina Cordinhã1, Carmen do Carmo1, Clara Gomes1 

	Relapsing Nephrotic Syndrome Case: A Two‑Sided Pathway
	Juliana Damas￼1, Sara Cardoso Fernandes1, Rui Barata1, Mário Góis1, Helena Sousa1, Nuno Moreira Fonseca1, Tiago Assis Pereira1, João Sousa1, Cristina Jorge1 

	Thank You to the PKJ Portuguese Kidney Journal  Authors, Reviewers, and Readers

