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LETTERS TO THE EDITOR

Should I start an SGLT-2 
inhibitor in my patient with 
heart failure and chronic 
kidney disease?
To the Editor: The article by Sekerak and colleagues1 
is an excellent highlight of the sodium-glucose 
cotransporter 2 (SGLT-2) inhibitor family’s pluripo-
tent cardiorenal impacts. I offer several suggestions to 
optimize the utilization of this therapeutic class.
 First, regarding dosing, while dapaglifl ozin 5 mg is 
approved by the US Food and Drug Administration 
for glycemic control, the heart failure and chron-
ic kidney disease trials were done exclusively with 
10 mg, which is the only approved dose for these in-
dications. Similarly, empaglifl ozin 25 mg is intended 
for intensifi cation of glycemic control. Use of 10 mg 
of either agent up front, irrespective of indication, 
fosters a “set it and forget it” approach that has been 
benefi cial in uptake of this class, particularly in heart 
failure and chronic kidney disease. 
 Second, the authors write that clinicians should 
monitor for hyperkalemia. However, contemporary 
studies have allayed concerns about hyperkalemia. In 
patients with diabetes, SGLT-2 inhibitors have been 
shown to reduce the risk of hyperkalemia without 
increasing the risk of hypokalemia.2 In EMPEROR-
Reduced (Empaglifl ozin Outcome Trial in Patients With 
Chronic Heart Failure With Reduced Ejection Frac-
tion), there was no difference in rates of hyperkalemia,3 
and in FIDELIO-DKD (Finerenone in Reducing Kid-
ney Failure and Disease Progression in Diabetic Kidney 
Disease), use of SGLT-2 inhibitors decreased the rate of 
hyperkalemia associated with fi nerenone use.4 
 Third, the authors’ recommendation to check a 
basic metabolic panel 2 to 4 weeks after initiating 
SGLT-2 inhibitor therapy may not be universally 
necessary, although it could be reasonable in elder-
ly patients or if there are signifi cant clinical con-
cerns regarding volume status or other factors. As 
articulated by some experts,5 contemporary studies 
have alleviated concerns regarding acute kidney in-
jury, highlighting that the physiological dip in the 
estimated glomerular fi ltration rate (eGFR) induced 
by SGLT-2 inhibitors does not correlate with kid-
ney injury and that, despite this dip, therapy should 
be continued. Therefore, for most patients, it seems 
reasonable to check laboratory values at the next 
routine round of laboratory testing rather than 2 to 
4 weeks after initiation. This approach could reduce 

patient burden and prevent the misinterpretation of 
an expected eGFR dip leading to interruption of this 
critical therapy.
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