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Implication for health policy/practice/research/medical education:
In this systematic review and meta-analysis, to find the effect of allopurinol on the treatment of chronic kidney disease, we found, 
allopurinol is effective in reducing blood pressure and uric acid levels.
Please cite this paper as: Pezeshgi A, Jafari S, Pouladvand S, Parsamanesh N, Ghodrati S, Nasri H. Effect of allopurinol on 
the treatment of chronic kidney disease: a systematic review and meta-analysis. J Nephropharmacol. 2023;12(1):e10566. DOI: 
10.34172/npj.2022.10566.

Introduction: Chronic kidney disease (CKD) is defined by glomerular filtration rates (GFR) of less 
than 60 mL/min per 1.73 m2 or albumin to creatinine ratios of greater than 30 mg/g in urine for at 
least three months. Patients with CKD are at risk of developing the condition, leading to end-stage 
renal disease (ESRD). On the other hand, hyperuricemia can result in renal failure, increased blood 
pressure, fibrosis, and the progression of failure. In this study, using the meta-analysis method, we 
are looking to investigate the effect of allopurinol on the treatment of chronic renal failure.
Materials and Methods: In this meta-analysis, which was written based on PRISMA (the Preferred 
Reporting Items for Systematic Reviews and Meta-Analyses) protocol, International databases 
including Cochrane, Web of Science, Scopus, PubMed, and Google Scholar search engine were 
searched. The data were analyzed using STATA (version 14) software, and the significance level of 
tests was considered P < 0.05.
Results: In 13 studies with a sample of 1172 people, allopurinol significantly reduced the serum 
level of uric acid (SMD: -1.28; 95% CI: -1.74, -0.82) more than the control group (SMD: -0.96; 95% 
CI: -2.09, 0.17). Additionally, allopurinol reduced the systolic blood pressure level by (SMD: -0.32; 
95% CI: -0.54, -0.11) mm Hg and it was effective in reducing diastolic blood pressure level by (SMD: 
-0.39; 95% CI: -0.60, -0.17) mm Hg. However, the difference in scores GFR, proteinuria, cystatin C, 
before and after allopurinol were not statistically significant. In the control group, the difference 
in scores before and after the intervention was not significant in any of the above-mentioned cases.
Conclusion: In CKD, allopurinol is effective in reducing blood pressure and uric acid levels. 
However, due to the limited number of studies and the different type of treatment in the control 
group of the studied studies, it is suggested to conduct more studies in this field.
Registration: This study has been compiled based on the PRISMA checklist, and its protocol 
was registered on the PROSPERO website (ID=CRD42022371439, regional ethical code #IR.IAU.
NAJAFABAD.REC.1399.140).

A R T I C L E  I N F O

Keywords: 
Chronic kidney disease 
Allopurinol
Chronic renal failure
Glomerular filtration rate
End-stage renal disease

Article History:
Received: 23 July 2022
Accepted: 5 November 2022 
Published online: 22 November 2022
 

Article Type:
Meta-analysis

A B S T R A C T

Introduction 
Chronic kidney disease (CKD) is a long-term illness 
marked by a decline in kidney function. Diseases affect 
millions of people globally, including individuals with 

diabetes, high blood pressure, and genetic renal disease. 
According to earlier studies, CKD has affected around 
10% of the world’s population (1). In China, the overall 
prevalence of the disease is estimated to be 10.8%, 
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implying that 119.5 million people have CKD (2). Other 
studied showed CKD has a prevalence of 10-13% among 
the population (3).

In both industrialized and developing countries, 
diabetes and hypertension are the leading causes of 
kidney failure (4,5). Glomerular nephritis and obsessive-
compulsive disorder are the most common causes of CKD 
in Asian and Central African countries (6). In addition 
to the mentioned factors, autoimmune illnesses, systemic 
infections, urinary tract infections, kidney stones, lower-
urinary tract blockage, family history of CKD, renal 
volume resection following neoplastic involvement, usage 
of specific medicines, and low birth weight are all clinical 
risk factors for chronic renal failure (5,7,8).

As mentioned, chronic renal failure is a disorder that 
leads to high mortality and can impose irreversible effects 
on patients by lowering their standard of living (9). Patients 
may present with numerous signs, including an increase in 
vascular volume, blood potassium, and phosphate, along 
with metabolic acidosis, hyperparathyroidism, anemia, 
or high blood pressure. Some of these consequences arise 
quickly following a loss in renal function (10).

In this study, an evaluation of studies conducted in this 
field was performed to better understand the association 
between uric acid concentration and disease progression in 
patients with renal impairment. The data were compared, 
and experiments were assessed through a systematic 
review (11) .The aim of this study was to investigate the 
effect of allopurinol on patients with chronic kidney 
failure using a meta-analysis method.

Materials and Methods
Study design
The present study is a meta-analysis examining the role of 
allopurinol on the treatment of chronic renal failure. 

Search strategy
International databases including Cochrane, Web of 
Science, Scopus, PubMed, and Google Scholar search 
engine were explored without language and time 
limitation using standard keywords and MeSH of 
“Chronic kidney disease, Allopurinol, Chronic renal 
failure, CKD” and their Persian equivalents to retrieve 
relevant studies (September 2022). Combinations of the 
keywords were also searched on the mentioned databases 
using “AND” and “OR” operators. The initially retrieved 
studies were entered into EndNote 9 at this stage to detect 
duplicate studies quickly by referring to the software and 
have only one study remain from each group of duplicate 
studies. The list of the references mentioned in all initial 
studies remaining by the end of PRISMA (the Preferred 
Reporting Items for Systematic Reviews and Meta-
Analyses) flowchart was then used for a manual search. 
The following is an example of search strategy developed 
for PubMed: (Chronic kidney disease [Title/Abstract] 
OR chronic renal failure [Title/Abstract] OR CKD [Title/

Abstract]) AND (Allopurinol [Title/Abstract]).

PICO (Patient, Intervention, Comparison, Outcome) 
components
Patients: Chronic kidney disease, Intervention: 
Allopurinol, Comparison: A group of renal patients used 
not allopurinol, Outcome: Renal function.

Inclusion criteria
Studies examining the role of allopurinol on the treatment 
of chronic renal failure entered this meta-analysis. 
The intervention group received allopurinol while the 
comparison group received not allopurinol. 

Exclusion criteria
Low-quality studies based on the quality assessment 
checklist, case report studies, full-text unavailability, and 
studies that had investigated the influence of allopurinol 
and other drugs on the treatment of chronic renal failure 
simultaneously were excluded from the study.

Qualitative assessment of studies
To assess the quality of RCT studies, two researchers used 
the Cochrane Collaboration’s Checklist for Assessing Risk 
of Bias in Randomized Trials including seven different 
items each examining one important dimension or type 
of bias in clinical trials. Each item on the checklist had 
three options high risk of bias, low risk of bias, and non-
applicable.  STROBE (Strengthening the Reporting of 
Observational studies in Epidemiology) checklist was 
also conducted for observational studies. The STROBE 
checklist has 22 sections that cover different sections 
of a report. In this checklist, the sum of the scores is 
decisive, therefore a score of 1-15 indicates low quality, 
16- 30 indicates average quality and 31-44 indicates 
excellent quality. The cut-off point in this study was 15 
points. After the risk of bias was assessed in all studies, 
the inconsistencies between the options of items were 
examined in each study, and all inconsistencies were 
resolved by reaching an agreement between the two 
assessors. 

Data extraction
The two researchers extracted data from the studies 
separately to minimize the risk of bias in reports and 
errors in data collection. Researchers entered the data into 
a checklist including the name of the researcher, type of 
study, study title, year, country, mean age, sample size and 
third researchers examined the extracted data to resolve 
inconsistencies. 

Statistical analysis
Since the primary outcome is quantitative, the effect size 
of the intervention was calculated. In addition, it was 
possible to calculate the intra-group mean difference (MD) 
in the treatment group. The standardized mean difference 
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(SMD), which is a classic measure of effect size, shows 
the strength of the relationship between the intervention 
and the target outcome. Usually, the closer this index 
(SMD) is to zero, the weaker the relationship. And the 
closer it is to one or above, the stronger the relationship. 
If the confidence interval for SMD includes zero, then 
that relationship is not statistically significant, and vice 
versa. The studies were merged based on the number of 
samples, mean, and standard deviation. Cochran’s Q test 
and I2 index evaluated the heterogeneity. There are three 
categories for the I2 index; low heterogeneity (less than 
25%), moderate heterogeneity (between 25% to 75%), and 
severe heterogeneity (over 75%). The fixed-effects model 
is used for low heterogeneity, and the stochastic-effects 
model is used for high heterogeneity. Hence, the stochastic-
effects model was used in the present study. Data analysis 
was analyzed by STATA 14, and the significance level of 
the tests was considered P < 0.05.

Results
Selection of studies
In the first stage, 325 articles were found by searching the 
mentioned databases. By checking the title of the studies, 
144 duplicate studies were excluded. The abstracts of the 
remaining 181 articles were reviewed and 168 articles 
were excluded based on the exclusion criteria. Finally, the 
remaining 13 articles entered the qualitative evaluation 
stage, all of which were of good quality and entered the 
meta-analysis process (Figure 1).

In 13 studies that were conducted on 1172 people, 593 

people were in the control group and 579 people were in 
the case group, and the reviewed articles were published 
between 2005 and 2019. The average age of the case group 
varied from 34 to 72.9 years. On the other hand, in the 
control group, the average age of the participants varied 
from 40.1 to 71.4 years. The dose of allopurinol varied 
from 100 to 300 mg/d. The control group did not receive 
any drug in seven studies, febuxostat in five studies and 
placebo in another study. It should be noted that out of a 
total of 13 articles, four studies were conducted in China, 
two studies in Spain, two studies in Turkey, two studies 
in Japan, one study in England, one study in Thailand 
and one study in South Korea. The minimum follow-up 
period of the studies was 2 months and the maximum 
period was 55.9 months (Table 1).

In the group treated with allopurinol, the levels of systolic 
blood pressure, diastolic blood pressure, and serum uric 
acid were significantly reduced. However, the difference 
in glomerular filtration rate (GFR), proteinuria, cystatin 
C scores before and after allopurinol was not statistically 
significant. In the control group, we also saw that the 
difference in the scores before and after the intervention 
in none of the following cases; diastolic blood pressure, 
serum uric acid, systolic blood pressure, GFR, proteinuria 
and cystatin C, was not statistically significant, and in 
other words, there was no improvement in the failure of 
all patients in the control group (Table 2).

In the intervention (allopurinol) group, uric acid level 
was lower (SMD: -1.28; 95% CI: -1.74, -0.82) (Figure 2) 
than the control group (SMD: -0.96; 95% CI: -2.09, 0.17) 

Figure 1. Process of inclusion of studies in systematic review and meta-analysis.
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(Figure 3). It means that allopurinol administration 
decreases the level of uric acid by -1.28 SMD and except 
a study by Tsuruta et al in 2014, others reported that 
allopurinol significantly decreases the level of uric acid.

In 13 studies with a sample of 1172 people, allopurinol 
significantly reduced the serum level of uric acid (SMD: 
-1.28; 95% CI: -1.74, -0.82). Furthermore, allopurinol 
reduced the systolic blood pressure level by (SMD: -0.32; 
95% CI: -0.54, -0.11) mm Hg and it was effective in 
reducing diastolic blood pressure level by (SMD: -0.39; 
95% CI: -0.60, -0.17) mm Hg. We discuss a number of 
systematic review and meta-analysis studies that have 
been published in the field of investigating the effect of 
allopurinol on blood pressure and hyperuricemia.

In a 2014 systematic review conducted by Fleeman 
et al in England, researchers investigated the effect of 
allopurinol on the treatment of CKD. The results of this 
study showed that there is very little evidence showing 
the effect of allopurinol on reducing the progression 
of CKD or cardiovascular events (25). In a 2022 meta-
analysis by Wu et al three studies were investigated and 

the results showed that allopurinol does not significantly 
improve kidney function and albuminuria in diabetic 
kidney patients. The results of these two studies are not 
consistent with the results of our research (25, 26). In a 
2022 meta-analysis study, Luo et al investigated the effect 
of allopurinol on renal function in diabetic patients. They 
reviewed 10 clinical trial studies and concluded from a 
total of 866 subjects that allopurinol was more effective 
in reducing serum uric acid levels compared to standard 
treatment or placebo )26(.

In 2012, Agarwal and colleagues conducted a meta-
analysis study in which they investigated the effect of 
allopurinol on blood pressure levels. In this meta-analysis, 
10 studies with a sample size of 738 people were examined 
and the researchers came to the conclusion that compared 
to the control group, the patients in the allopurinol 
group had a 3.3 mm Hg decrease in their systolic blood 
pressure and a 1.3 mm Hg in their diastolic blood pressure 
level. These changes were statistically significant which 
is completely consistent with the results of the current 
research (27). In 2020, in a systematic review study that 

Table 2. Comparison of scores before and after the intervention in each of the allopurinol and control groups

Group Variable SMD Low limit Up limit P value I2 (%)

Intervention 

SBP (mm Hg) -0.32 -0.54 -0.11 0.478 0
DBP (mm Hg) -0.39 -0.60 -0.17 1 0

SUA (mg/dL) -1.28 -1.74 -0.82 <0.001 90.9

GFR (mL/min/1.73 m2) -0.13 -0.31 0.05 0.039 49.2

Cystatin C (mg/L) -0.41 -1.78 0.97 <0.001 95.6
Proteinuria (g/dL) -0.25 -0.78 0.28 0.001 84.7

Control 

SBP (mm Hg) -0.18 -0.45 0.09 0.733 0
DBP (mm Hg) -0.19 -0.46 0.08 0.586 0

UA (mg/dL) -0.96 -2.09 0.17 <0.001 98

GFR (mL/min/1.73 m2) -0.29 -0.72 0.14 <0.001 90.4

Cystatin C (mg/L) -0.09 -0.37 0.19 0.820 0
Proteinuria (g/dL) -0.38 -0.76 0 0.046 67.5

SBP; Systolic blood pressure, DBP; Diastolic blood pressure, GFR; Glomerular filtration rate, SUA; Serum uric acid; SMD, standardized mean 
difference.

Figure 2. Forest plot showing effect of allopurinol on serum uric acid 
concentration.

Figure 3. Forest plot showing serum uric acid levels changes in the con-
trol group.

https://www.jnephropharmacology.com


Journal of Nephropharmacology, Volume 12, Issue 1, 2023 https://www.jnephropharmacology.com6 

Pezeshgi A et al

was conducted on three articles, Hu et al compared the 
effect of allopurinol and febuxostat on hyperuricemia. In 
this study, articles whose follow-up period was more than 
12 months were examined. According to the results of this 
research, patients in the febuxostat group compared to 
allopurinol group patients had higher GFR, decreased risk 
of kidney disease progression, and decreased serum uric 
acid levels(28). They discussed the effect of allopurinol and 
febuxostat on hyperuricemia and found in four studied 
studies that in the follow-up of one to three months, the 
change in serum uric acid level was significantly higher in 
the febuxostat group than in the allopurinol group (29). 
A 2013 meta-analysis study by Faruque et al compared 
the effects of allopurinol and febuxostat on chronic gout. 
The researchers in this research, by reviewing five studies, 
concluded that the probability of achieving serum uric 
acid less than 6 mg/dL was higher in patients receiving 
febuxostat than those receiving allopurinol (30). In the 
above three studies, febuxostat was more effective than 
allopurinol in reducing uric acid levels. While in the 
current meta-analysis, the opposite was true.

Conclusion
Based on the results of this study, we concluded that 
allopurinol was effective in reducing systolic and diastolic 
blood pressure levels as well as uric acid. In addition, we 
saw that allopurinol had the greatest effect in reducing the 
level of uric acid and the least effect in reducing the level 
of systolic blood pressure. Also, the effect of febuxostat in 
reducing uric acid level was lower than allopurinol. But 
in the control group, there was no improvement in any of 
the variables of diastolic blood pressure, serum uric acid, 
GFR, proteinuria, cystatin C, and systolic blood pressure. 
Due to the limited number of published studies in this 
field, it is suggested to conduct more studies in this regard 
in the future and to remove the limitations of the current 
study.

Limitations of the study
Due to the limited number of studied studies and the 
diversity of allopurinol dosage, average age and duration 
of follow-up in them, we could not have an analysis 
based on these variables. In addition, in some countries, 
no study had been conducted in this regard, so it is 
recommended that researchers pay attention to this issue 
in the implementation of future studies.

Acknowledgments
The authors would like to thanks Diana Saroukhani 
(Ph.D.) and Rouholah Valizadeh (Ph.D.)
for their editing and curation of the manuscript and their 
guidance. 

Authors’ contribution 
Conceptualization: HN; Methodology, data curation  and 
project administration: SP, HN and AP; Validation, formal 

analysis, investigation, visualization, and supervision: HN 
and SP; Resources and funding Acquisition: SP and AP; 
Writing—original draft preparation: HN, SP, AP and SG; 
Writing—review and editing: NP, SJ, HN, AP and SG.

Conflicts of interest
The authors declare that they have no competing interests. 

Ethical issues
This study has been compiled based on the PRISMA 
checklist, and its protocol was registered on the 
PROSPERO (International Prospective Register of 
Systematic Reviews) website (ID: CRD42022371439). 
The institutional ethical committee of Islamic Azad 
University, Najafabad Branch, Isfahan, Iran, approved 
all study protocols (ethical code#IR.IAU.NAJAFABAD.
REC.1399.140). This study was extracted from M.D., 
thesis of Shabnam Pouladvand at this university. Besides, 
ethical issues (including plagiarism, data fabrication and 
double publication) have been completely observed by the 
authors.

Funding/Support
None.

References
1.	 Johnson DW, Dent H, Hawley CM, McDonald SP, Rosman 

JB, Brown FG, et al. Associations of dialysis modality and 
infectious mortality in incident dialysis patients in Australia 
and New Zealand. Am J Kidney Dis. 2009;53:290-7. doi: 
10.1053/j.ajkd.2008.06.032. 

2.	 Xue L, Lou Y, Feng X, Wang C, Ran Z, Zhang X. Prevalence 
of chronic kidney disease and associated factors among 
the Chinese population in Taian, China. BMC Nephrol. 
2014;15:205. doi: 10.1186/1471-2369-15-205. 

3.	 Ammirati AL. Chronic Kidney Disease. Rev Assoc Med 
Bras (1992). 2020;66Suppl 1:s03-s09. doi: 10.1590/1806-
9282.66.S1.3. 

4.	 Charles C, Ferris AH. Chronic Kidney Disease. Prim Care. 
2020;47:585-595. doi: 10.1016/j.pop.2020.08.001. 

5.	 Sánchez-Lozada LG, Tapia E, Soto V, Avila-Casado C, Franco 
M, Wessale JL, et al. Effect of febuxostat on the progression 
of renal disease in 5/6 nephrectomy rats with and without 
hyperuricemia. Nephron Physiol. 2008;108:p69-78. doi: 
10.1159/000127837. 

6.	 Appel LJ, Wright JT Jr, Greene T, Kusek JW, Lewis JB, Wang 
X, et al; African American Study of Kidney Disease and 
Hypertension Collaborative Research Group. Long-term 
effects of renin-angiotensin system-blocking therapy and 
a low blood pressure goal on progression of hypertensive 
chronic kidney disease in African Americans. Arch Intern 
Med. 2008;168:832-9. doi: 10.1001/archinte.168.8.832. 

7.	 Badve SV, Brown F, Hawley CM, Johnson DW, Kanellis 
J, Rangan GK, et al. Challenges of conducting a trial of 
uric-acid-lowering therapy in CKD. Nat Rev Nephrol. 
2011;7:295-300. doi: 10.1038/nrneph.2010.186. 

8.	 Perkovic V, Ninomiya T, Arima H, Gallagher M, Jardine 
M, Cass A, et al. Chronic kidney disease, cardiovascular 

https://www.jnephropharmacology.com
https://www.crd.york.ac.uk/prospero/display_record.php?ID=CRD42022371439


                            Journal of Nephropharmacology, Volume 12, Issue 1, 2023https://www.jnephropharmacology.com 7

Allopurinol in CKD

events, and the effects of perindopril-based blood pressure 
lowering: data from the PROGRESS study. J Am Soc 
Nephrol. 2007;18:2766-72. doi: 10.1681/ASN.2007020256. 

9.	 Savović J, Weeks L, Sterne JA, Turner L, Altman DG, Moher 
D, et al. Evaluation of the Cochrane Collaboration’s tool for 
assessing the risk of bias in randomized trials: focus groups, 
online survey, proposed recommendations and their 
implementation. Syst Rev. 2014;3:37. doi: 10.1186/2046-
4053-3-37. 

10.	 Smink PA, Bakker SJ, Laverman GD, Berl T, Cooper ME, 
de Zeeuw D, et al. An initial reduction in serum uric acid 
during angiotensin receptor blocker treatment is associated 
with cardiovascular protection: a post-hoc analysis of the 
RENAAL and IDNT trials. J Hypertens. 2012;30:1022-8. 
doi: 10.1097/HJH.0b013e32835200f9. 

11.	 DerSimonian R, Laird N. Meta-analysis in clinical trials 
revisited. Contemp Clin Trials. 2015;45:139-45. doi: 
10.1016/j.cct.2015.09.002. 

12.	 Siu YP, Leung KT, Tong MK, Kwan TH. Use of allopurinol 
in slowing the progression of renal disease through its 
ability to lower serum uric acid level. Am J Kidney Dis. 
2006;47:51-9. doi: 10.1053/j.ajkd.2005.10.006. 

13.	 Goicoechea M, de Vinuesa SG, Verdalles U, Ruiz-Caro 
C, Ampuero J, Rincón A, et al. Effect of allopurinol in 
chronic kidney disease progression and cardiovascular 
risk. Clin J Am Soc Nephrol. 2010;5:1388-93. doi: 10.2215/
CJN.01580210. 

14.	 Kao MP, Ang DS, Gandy SJ, Nadir MA, Houston JG, Lang 
CC, et al. Allopurinol benefits left ventricular mass and 
endothelial dysfunction in chronic kidney disease. J Am Soc 
Nephrol. 2011;22:1382-9. doi: 10.1681/ASN.2010111185. 

15.	 Shi Y, Chen W, Jalal D, Li Z, Chen W, Mao H, et al. 
Clinical outcome of hyperuricemia in IgA nephropathy: 
a retrospective cohort study and randomized controlled 
trial. Kidney Blood Press Res. 2012;35:153-60. doi: 
10.1159/000331453. 

16.	 Sezai A, Soma M, Nakata K, Osaka S, Ishii Y, Yaoita 
H, et al. Comparison of febuxostat and allopurinol for 
hyperuricemia in cardiac surgery patients with chronic 
kidney disease (NU-FLASH trial for CKD). J Cardiol. 
2015;66:298-303. doi: 10.1016/j.jjcc.2014.12.017. 

17.	 Goicoechea M, Garcia de Vinuesa S, Verdalles U, Verde E, 
Macias N, Santos A, et al. Allopurinol and progression of 
CKD and cardiovascular events: long-term follow-up of a 
randomized clinical trial. Am J Kidney Dis. 2015;65:543-9. 
doi: 10.1053/j.ajkd.2014.11.016. 

18.	 Satirapoj B, Wirajit O, Burata A, Supasyndh O, 
Ruangkanchanasetr P. Benefits of Allopurinol Treatment 
on Blood Pressure and Renal Function in Patients with 
Early Stage of Chronic Kidney Disease. J Med Assoc Thai. 
2015;98:1155-61. 

19.	 Yelken B, Caliskan Y, Gorgulu N, Altun I, Yilmaz A, Yazici 
H, et al. Reduction of uric acid levels with allopurinol 
treatment improves endothelial function in patients with 
chronic kidney disease. Clin Nephrol. 2012;77:275-82. doi: 

10.5414/cn107352. 
20.	 Tsuruta Y, Mochizuki T, Moriyama T, Itabashi M, Takei T, 

Tsuchiya K, et al. Switching from allopurinol to febuxostat 
for the treatment of hyperuricemia and renal function in 
patients with chronic kidney disease. Clin Rheumatol. 
2014;33:1643-8. doi: 10.1007/s10067-014-2745-5. 

21.	 Liu X, Wang H, Ma R, Shao L, Zhang W, Jiang W, et al. 
The urate-lowering efficacy and safety of febuxostat 
versus allopurinol in Chinese patients with asymptomatic 
hyperuricemia and with chronic kidney disease stages 3-5. 
Clin Exp Nephrol. 2019;23:362-370. doi: 10.1007/s10157-
018-1652-5. 

22.	 Lee JW, Lee KH. Comparison of renoprotective effects of 
febuxostat and allopurinol in hyperuricemic patients with 
chronic kidney disease. Int Urol Nephrol. 2019;51:467-473. 
doi: 10.1007/s11255-018-2051-2. 

23.	 Zhang X, Wan D, Yang G, Peng Q, Wang X. Febuxostat is 
superior to allopurinol in delaying the progression of renal 
impairment in patients with chronic kidney disease and 
hyperuricemia. Int Urol Nephrol. 2019;51:2273-2283. doi: 
10.1007/s11255-019-02318-8. 

24.	 Sezer S, Karakan S, Atesagaoglu B, Acar FN. Allopurinol 
reduces cardiovascular risks and improves renal function 
in pre-dialysis chronic kidney disease patients with 
hyperuricemia. Saudi J Kidney Dis Transpl. 2014;25:316-
20. doi: 10.4103/1319-2442.128520. 

25.	 Fleeman N, Pilkington G, Dundar Y, Dwan K, Boland A, 
Dickson R, et al. Allopurinol for the treatment of chronic 
kidney disease: a systematic review. Health Technol Assess. 
2014;18:1-77, v-vi. doi: 10.3310/hta18400. 

26.	 Wu B, Chen L, Xu Y, Duan Q, Zheng Z, Zheng Z, et al. The 
Effect of Allopurinol on Renal Outcomes in Patients with 
Diabetic Kidney Disease: A Systematic Review and Meta-
Analysis. Kidney Blood Press Res. 2022;47:291-299. doi: 
10.1159/000522248. 

27.	 Agarwal V, Hans N, Messerli FH. Effect of allopurinol on 
blood pressure: a systematic review and meta-analysis. 
J Clin Hypertens (Greenwich). 2013;15:435-42. doi: 
10.1111/j.1751-7176.2012.00701.x. 

28.	 Hu AM, Brown JN. Comparative effect of allopurinol and 
febuxostat on long-term renal outcomes in patients with 
hyperuricemia and chronic kidney disease: a systematic 
review. Clin Rheumatol. 2020;39:3287-3294. doi: 10.1007/
s10067-020-05079-3. 

29.	 Kim S, Kim HJ, Ahn HS, Oh SW, Han KH, Um TH, et 
al. Renoprotective effects of febuxostat compared with 
allopurinol in patients with hyperuricemia: A systematic 
review and meta-analysis. Kidney Res Clin Pract. 
2017;36:274-281. doi: 10.23876/j.krcp.2017.36.3.274. 

30.	 Faruque LI, Ehteshami-Afshar A, Wiebe N, Tjosvold L, 
Homik J, Tonelli M. A systematic review and meta-analysis 
on the safety and efficacy of febuxostat versus allopurinol in 
chronic gout. Semin Arthritis Rheum. 2013;43:367-75. doi: 
10.1016/j.semarthrit.2013.05.004. 

Copyright © 2023 The Author(s); Published by Society of Diabetic Nephropathy Prevention. This is an open-access article distributed 
under the terms of the Creative Commons Attribution License (http://creativecommons.org/licenses/by/4.0), which permits 
unrestricted use, distribution, and reproduction in any medium, provided the original work is properly cited.

https://www.jnephropharmacology.com

