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Evaluation of the effectiveness of candesartan, diltiazem, or their combination on normo-,

micro- and macroalbuminuria in type 2 diabetic patients.

Abeer M. Abdulrahman!, Jawad H. Ahmed2, Haider S Abood?

ABSTRACT
Background: One third of diabetic patients ultimately develop nephropathy. Microalbuminuria (MIA) is an

earliest sign for diabetic nephropathy and its measurement is mandatory for early prevention of end stage renal
failure. Drugs which prevent development of MIA may delay deterioration of renal function.

Aim: To evaluate effectiveness of candesartan, diltiazem or their combination on MIA in diabetic patients.
Methodology: 104 diabetic patients attending outpatient clinic at local Basrah hospitals were recruited for the
study, 64 patients had MIA, and 40 patients were normoalbuminuric. Each group was subdivided into three
subgroups; each subgroup was treated with either candesartan 8 mg, diltiazem 90 mg, or their combination for six
months. Albuminuria, FBS, HbAlec, serum creatinine, serum potassium, total cholesterol and blood pressure were
measured after 3 and 6 months. Results: candesartan, diltiazem and the combination significantly reduced MIA at
the end of 3 and 6 months treatment in comparison to baseline. Candesartan significantly reduced MIA from
175.8 * 134 pg/ml at baseline to 76.7 £ 57.4 and 40.1 * 32.5 after 3 and 6 months respectively. Diltiazem reduced
MIA from 122.2 * 102.8 pg/ml to 67.2 £ 52.6 and 51.0 = 37.6 at the end of 3 and 6 months respectively. The
combination reduced MIA from 174.6 £ 106.4 pg/ml to 93.2 £ 67.2 and 46.1 £ 53.0. In normoalbuminuric
patients, the reduction with the three treatment modalities from baseline was small. The three treatments reduced
blood pressure without causing hypotension.

Conclusions: Candesartan, diltiazem, or the combination reduced albuminuria in diabetic patients with normo-,

micro- or macroalbuminuria.
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INTRODUCTION

iabetic nephropathy is the most

common cause of end-stage renal

disease.!" Microalbuminuria
represents the earliest clinical evidence of
diabetic nephropathy.” The WHO has
predicted a worldwide increase in the number
of patients with diabetes from 100 million to
360 million in 20305 and between 20% and
40% of patients with diabetes mellitus
ultimately develop nephropathy.” As the
prevalence of diabetes is increasing, the
prevalence of diabetic nephropathy is expected
to rise as well. Thus diabetic nephropathy has
become one of the most challenging health
problems.® 1t is reported that deterioration in
kidney function can be slowed down by
preventing or decreasing the occurrence of
microalbuminuria.®®  Among the widely
studied groups of drugs with a documented
anti-microalbuminuric effect in diabetes is
angiotensin converting enzyme inhibitors,
angiotensin receptor blockers and calcium
channel  blockers. These drugs were
investigated at variable doses and variable
study designs, in hypertensive and non
hypertensive  diabetic  patients.”  The
conclusions derived from these studies, that
these drugs reduced microalbuminuria to a
variable degree and thus help in preventing
deterioration in renal function independent to

blood pressure  lowering  effects.?%*!
Candesartan reduced albuminuria in diabetic
patients both with micro- and

macroalbuminuria, but in diabetic patients
with normal level of albuminuria, candesartan
initially reduced albuminuria but on long term
treatment this effect tends to disappear.[*?
Diltiazem reduced albuminuria to a significant
level and subsequently possesses
renoprotective properties.*® Both drugs are
effective in the treatment of hypertension as
monotherapy  however, in  high and
uncontrolled hypertension in which more than
one antihypertensive drugs is required, the
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combination of candesartan and diltiazem can
be considered since both drugs are well
tolerated and had no known adverse drug
interactions between them. The aim of the
study therefore was to investigate the
effectiveness of monotherapy with
candesartan, diltiazem as well as the
combination of the two on microalbuminuria
in diabetic patients.

PATIENTS AND METHODS

This study was an open, randomized
controlled clinical trial, performed among
consecutive patients with type 2 diabetic
patients attending the outpatient clinic at
Basrah General Hospital and a private clinic in
Basrah during the period from November 2011
to October 2012. The study included diabetic
patients of either gender with normo-, micro-
or macroalbuminuria. The study protocol was
approved by the College of Medicine Ethics
Committee. The patient’s age was between
25-75 years. Decision to include patients for
the study was based on answering and filling a
questionnaire form and meeting the inclusion
criteria which, in addition to the specified age
range, included diabetic patients with
nephropathy with or without hypertension.
Patients were excluded from the study if they
had one or more of the following criteria:
kidney disease of non-diabetic origin, fever,
heart failure, urinary tract infection, prostatitis,
menstruation, malignancy, pregnancy. Patients
on any treatment apart from anti-diabetic drugs
were excluded. The patients were first screened
for the presence of albuminuria by examining an
early morning urine sample. Two hundred and
nine (209) patients were screened, 95 were
men and 114 were women. One hundred and
five patients were excluded, 83 patients were
lost during follow-up; three women
unexpectedly became pregnant during the
study, and 19 patients due to severe illness.
One hundred and four diabetic patients
fulfilled the inclusion criteria and included in
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the study. Sixty four patients had
microalbuminuria, and referred to
(microalbuminuria group) and 40 patients had
normal albuminuria  (normoalbuminuria
group). Patients in the microalbuminuria group
or normoalbuminuria group were randomly
subdivided into three subgroups, group 1,
group 2, and group 3. Patients in group 1
received candesartan 8 mg (Blopress. Hikma
Pharmaceutical, Jordan), group 2 were treated
with diltiazem 90 mg (Bi-Tildiem, Sanofi-
Aventis, France) and group 3 were treated with
the combination of candesartan 8 mg plus
diltiazem 90 mg once daily. Microalbuminuria
was measured by Eliza method using a special
kit, (DRG Company, USA). For this test 20 ml
of urine were collected in the early morning
and stored at approximately 2-8 -C and
assayed within 5 days after collection. Seven
milliliters of blood was obtained by

Table 1. Patient characteristics

venipuncture for the following measurements:
HbAlc (by Eliza kit set to a wave length of
450 nm), lipid profile (E6, Biolab, France for
cholesterol kit and 0003, Human, Germany for
triglyceride kit), Plasma glucose (measured
spectrophotometrically using kit S591E,
Plasmatec, UK), potassium level
(spectrophotometric method), creatinine level
(H54, Human, Germany), and blood urea by a
standard method.

Statistical analysis

SPSS program version 15 was used for data
analysis. Data were expressed as mean+SD.
Student t-test for independent samples was
used for comparison of means. P-value less
than 0.05 was considered significant.
RESULTS

One hundred and four patients (104) with
diabetes mellitus had completed the study.
Patients characteristic are listed in Table-1.

Parameters Microalbuminuria group (n=64) | Normoalbuminuria group (n=40)

(Mean+SD)

Age (years) 56.5+10.4 47.7+135

Gender (M/F) 22/42 11/29

Duration of diabetes mellitus (years) 11.8+73 6.5+3.0

Type of diabetes (%)

Type 1 25 23

Type 2 75 77

Blood pressure (mmHg)

Systolic blood pressure 1476+ 215 1409+ 16.1

Diastolic blood pressure 89.4 +10.0 85.8+8.0

Microalbuminuria (ug/ml) 155.2 + 116.6 11.5+5.6

Serum creatinine (mg/dl) 0.7+0.2 0.7+0.2

HbAlc (%) 85+19 84+18

Fasting blood glucose (mg/dl) 151.9+55.2 150.8 + 45.9
Candesartan significantly reduced and six months treatment respectively. While

microalbuminuria from 175.8£134 pug/ml at
baseline levels to 76.7+57.4 pg/ml and to
40.1+32.5 pg/ml at the end of three and six
months  treatment  respectively, P-value
<0.001. Diltiazem had significantly reduced
microalbuminuria from 122.2+102.8 pg/ml at
the baseline to 67.2+52.6 pg/ml and to
51.0+£37.6 pg/ml at the end of three months

patients receiving the combination,
microalbuminuria was significantly reduced
from a baseline value of 174.6£106.4 pg/ml to
93.24£67.2 pg/ml and to 46.1+ 53.0 pg/ml at
the end of three months and six months
treatment respectively, P<0.001 and between
the six and the three months values for the
combination, P< 0.01 (Table-2).
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Table 2. The effect of candesartan, diltiazem or their combination on albuminuria in diabetic

patients with micro- or macroalbuminuria.

Microalbuminuria (ug/ml)

Treatments Baseline At the end of three | At the end of six Baseline corrected
Mean £ SD months months value for six months

Mean + SD Mean + SD treatment

Candesartan (n=22) 175.8+ 134 76.7 £57.4% 40.1 £32.5% -135.7 £ 116**

Diltiazem (n=24) 122.2+102.8 67.2 + 52.6% 51.0 +37.6% -71.2+70.9

Combination (n=18) 174.6 + 106.4 93.2 +67.2% 46.1 + 53.01* -128.4 £ 80.9**

candesartan

/diltiazem

1 Significantly different from the corresponding baseline value, P< 0.001
* Significantly different from the corresponding three months value, P< 0.01
** Significantly different from the corresponding value of diltiazem, P-value <0.05

In diabetic patients who are
normoalbuminuric, treatments for six months
exhibited a small but significant reduction in

albuminuria. The baseline value of
albuminuria was 12.1+6.3 pg/ml before
treatment with candesartan which was

significantly reduced to 6.8+2.8 pg/ml at the

end of three months treatment, and further
reduced to 5.1+2.4 pg/ml at the end of six
months treatment, P<0.01. The same pattern of
effect was observed with diltiazem and the
combination of candesartan and diltiazem
(Table-3).

Table 3. The effect of candesartan, diltiazem or their combination on albuminuria in

normoalbuminuric diabetic patients.

Microalbuminuria (ug/ml)
Baseline At the end of At the end of six Baseline corrected
Treatments Mean + SD three months months value for six months
Mean + SD Mean + SD treatment

Candesartan (n=16) 12.1 +6.3 6.8 £2.8 5.1+24*f -1.0+£46
Diltiazem (n=14) 99+45 5.8 +1.9f 3.6 £1.6*t -6.3+4.4
Combination (n=10) 129+5.6 5.1+2.0t 29+ 1.1*f -10.0 £5.7
candesartan /diltiazem

tSignificantly different from baseline values, P< 0.01

* Significantly different from three months values, P< 0.01

Blood pressure was reduced by all treatments treatments  adversely  affect  biochemical

to a safe level and none of them had
hypotension. Results for the effect of treatment
on systolic and diastolic blood pressure are
presented in (Table 4 and 5). None of the
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parameters. Drug interaction with the combination
was not reported.
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Table 4. The effect of candesartan, diltiazem or their combination on systolic blood pressure
in micro- or maroalbuminuric diabetic patients.

Systolic blood pressure (mmHg)
Mean + SD
Treatment .
Baseline After three After six months | Baseline corrected value
months for six months treatment
Candesartan 1499+ 16.9 133+ 10.8 126.1 + 12.5** -27+255
Diltiazem 139.4 + 14.6 131.2+14.0 124.6 + 15.7* -14.2+9.1
Combination 155.8 £29.9 1475+ 17.8 128.8 + 14.2** -28.3+14.2%

* Significantly different from baseline, P-value< 0.05

** Significantly different from baseline, P-value< 0.01

¥ Significantly different from the corresponding value of diltiazem, P-value < 0.01

Table 5. The effect of candesartan, diltiazem or their combination on diastolic blood pressure

in micro- or maroalbuminuric diabetic patients.

Diastolic blood pressure (mmHg)
Mean = SD
Treatment After three After six Baseline corrected value for six
Baseline months months months treatment
Candesartan 93.6 +9.6 82.6+6.8 80 +40.26 -16.9+11.8
Diltiazem 85.6 + 8.6 84.3+8.6 76.2+16.1 -9.6 +14.6
Combination 89.2+10.6 829+6.4 79.2+5.1 -11.3+9.1
DISCUSSION

As the incidence of diabetes is increasing
worldwide, the prevalence of diabetic
nephropathy is increasing.* Urinary albumin
excretion (albuminuria) is a land mark of
kidney damage; however, albuminuria which
is defined as the presence of small amount of
albumin in urine (less than 20ug/ml) is a
valuable early indicator of kidney damage
years before frank albumin is detected in urine.
In the present study ELISA method is used for
measurement of albuminuria. This method is
one of the most sensitive methods available. It
has the advantage of being simple, precise,
sensitive, and easy to perform for quantitative
determination of a broad range of 0.3 t01280
pg/ml of urinary albumin levels.***®! The
present study was designed to investigate the

effectiveness of candesartan, diltiazem or their
combination on diabetic patients with normo-,
micro- or macroalbuminuria in a small
population in Basrah. It is worth mentioning
that racial differences have an impact on the
distribution of microalbuminuria among
populations. The results of the present study
revealed that candesartan at a dose 8 mg/day
had significantly reduced albuminuria in
diabetic patients  with micro- or
macroalbuminuria with a percent reduction in
microalbuminuria of 74% using 8mg. This
result is consistent with other published
studies. One of these studies, 8mg, 16mg and
32mg candesartan significantly  reduced
microalbuminuria by 33% using 8mg, 59% by
16 mg and 53% by 32mg.'" In another study,
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in  which 66 diabetic patients with
microalbuminuria were studied. It was found
that candesartan at a dose of 16 mg once daily
is as effective as lisinopril 20 mg once daily in
reducing microalbuminuria.l’® The percent
reduction in microalbuminuria in this study is
higher than values previously published in the
white population from Europe and United
States. It has been found that
microalbuminuria is two or three folds higher
in the black people with diabetes in
comparison to the white.™*%! However, the
magnitude of reduction in microalbuminuria
by antihypertensive drugs and the contribution
of racial differences to that had not been
sufficiently studied. The studied population in
the present study is sufficiently different
genetically and ethnically from the whites or
the blacks and therefore, the contribution of
racial differences to the observed marked
effect on microalbuminuria cannot be ruled
out. Doses of candesartan lower than doses
used in the present study has been tried and
found effective in lowering microalbuminuria.
Low doses of candesartan have been studied in
127 type 2 diabetic patients with proteinuria.
Candesartan at doses 2, 4, or 8 mg for 12
weeks has been found useful in reducing
proteinuria in comparison to placebo.”” The
effect of candesartan, diltiazem or their
combination on albuminuria in diabetic
patients who had at the time of entry to the
study, normal albumin levels in urine
(normoalbuminuria) was evaluated.
Candesartan in the present study significantly
reduced albuminuria from 12.1 £ 6.3ug/ml at
baseline to 5.1 + 2.4ug/ml at the end of sixth
month, P < 0.01. This result may suggest that
future development of microalbuminuria in
diabetic patients can be prevented by the use
of candesartan. The result of the present study
is, at least in part in agreement, with the results
obtained in a placebo controlled study in
which 5231 diabetics patients were treated
with candesartan for 4.7 years.[* In that study,
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in spite of the obvious effect on
normoalbuminuria in the first six months
treatment with candesartan which is consistent
with our results, such effect disappeared as
treatment continued. It can be speculated that
the lowering effect of candesartan on
albuminuria may unfortunately, disappear if
the study is extended for a long period of time.
The mechanism of renoprotection by
candesartan may be complex. High glucose
stimulates  expression of renin  and
angiotensinogen in mesangial and tubular
cells. This stimulation results in an increase in
local angiotensin Il concentrations which may,
in turn, induce several cytokines and growth
factors. Therefore blockade of the over
expressed renin  angiotensin  aldosterone
system may  lead to renoprotection./*?
Candesartan, in addition has been shown to
have vasodilator effects within the renal
circulation by decreasing renal vascular
resistance which leads to reduce leakage of
aloumin ~ from  capillaries to  renal
glomerulus.”®  The decision to include
diltiazem in this study was made since it is
relatively safe antihypertensive drug and
frequently prescribed to diabetic patients
without interfering with diabetic control. It has
in addition, an additive antihypertensive effect
when used in combination with candesartan
when effective antihypertensive drugs are
required in patients not well controlled by
monotherapy. Diltiazem in the present study
as in other published studies lower blood
pressure to a safe level in addition to lowering
microalbuminuria.®”  Diltiazem has been
shown to have a beneficial effect on diabetic
nephropathy, decreasing proteinuria and
slowing progression of the disease.”® In
addition, diltiazem by decreasing intra
glomerular pressure and dilating efferent
arterioles ®®) may lead to microalbuminuric
lowering effect. Diltiazem has not been
studied previously in normoalbuminuric
diabetic patients. Our results revealed that
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diltiazem 90 mg for six months reduced
albuminuria significantly from 9.9+4.5ug/ml
at the baseline to 5.8+1.9ug/ml and
3.6+1.6pg/ml after treatment at the end of
three and six months respectively, however,
we can not speculate if this reduction in
albuminuria will continue beyond treatment
for six months. The combination, candesartan
and  diltiazem,  significantly  reduced
microalbuminuria in diabetic patients with
micro- or macroalbuminuria and in patients
with  normoalbuminuria,  although  the
magnitude of reduction is not significantly
different from candesartan monotherapy but
the reduction in systolic and diastolic blood
pressure is additive and thus such combination
may provide a reasonable therapeutic approach
for diabetic patients with high blood pressure
not well controlled by monotherapy
particularly if microalbuminuria is detected. In
conclusion candesartan reduced albuminuria in
diabetic patients with normo-, micro- or
macroalbuminuria, a result which was
observed with the combination. Candesartan
alone or combined with diltiazem reduced

albminuria greater than diltiazem
monotherapy. All the three treatments
modalities reduced blood pressure
independently  to their effect on

microalbuminuria.
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