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Po3AiA 1. KOMNAEKCHO AOMOMOra Xsopum
HO LyKpoBum aiabet i XXH

1.1. MMPAKTNKQ KOMIMAEKCHOrO AiKyBQHHS Aia6ety
Ta XXH

Ilpakmuynuit nynkm 1.1.1. TlauieHTiB 3 giaGeToM i XpoHiu-
HOIO0 XBOpo0Ooio HUpoK (XXH) cmig aikyBaTu 3a JOIIOMOTIOIO
KOMIUIEKCHOI CTpaTerii 3MeHIIIeHHSI PU3MKiB ITPOrpecyBaHH: 3a-
XBOPIOBaHHSI HUPOK i CEpILIEBO-CYIMHHUX 3aXBOPIOBAHb (puC. 2).

Chapter 1: Comprehensive care
in patients with diabetes and CKD

1.1 Comprehensive diabetes and CKD
management Practice

Practice Point 1.1.1: Patients with diabetes and
chronic kidney disease (CKD) should be treated with a
comprehensive strategy to reduce risks of kidney disease
progression and cardiovascular disease (Figure 2).

1.2. BAOKOAQ PeHiH-aHrioteH3nHoBoi cucremu (PAC)

Pexomenoayis 1.2.1. MU peKOMEHIYEMO PO3IOYATH JIiKY-
BaHHS iHTiIOITOPOM aHTiIOTEH3MHIIEPETBOPIOIOYOr0 (hepMEeHTY
(IATTI®) a6o GmokatopoM perentopiB aHrioreHsuny II (BPA)
MauieHTiB 3 aiaberom, TirepTeH3ielo Ta anbOyMiHypi€w i TH-
TPYBATH 11i JIiKW 10 HAWBUIIOI 3aTBEPIKEHOI 103U, SIKa Tiepe-
Hocuthes (1B).

1.2 Renin-angiotensin system (RAS) blockade

Recommendation 1.2.1: We recommend that treat-
ment with an angiotensin-converting enzyme inhibitor
(ACEi) or an angiotensin II receptor blocker (ARB) be
initiated in patients with diabetes, hypertension, and al-
buminuria, and that these medications be titrated to the
highest approved dose that is tolerated (1B).

KoedpiLieHTn nepepaxyHKy yMoBHUX OANHULL B oanHuli CI

YmMoBHa oguHMLUA KoediuieHT nepepaxyHKy OpuHuus Cl
KpeaTuHiH mr/an 88,4 MMOJSIb/N
mokoza mr/an 0,0555 MMOJIb/N

Mpumitka: ymoBHa oagnHULS x KoegbilieHT nepepaxyHKy = oanHuys ClI.
Conversion factors of conventional units to Sl units

Conventional unit Conversion factor Sl Unit
Creatinine mg/dl 88.4 mmol/I
Glucose mg/dl 0.0555 mmol/I

Note: conventional unit x conversion factor = Sl unit.
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ITlpakxmuunuit nynkm 1.2.1. 1ng nauieHTiB 3 1iabeToM, ajib-
OyMiHypi€l0 i HOpMaJbHUM apTepiaJlbHUM TUCKOM MOXKe OyTU
po3srisinyTo jgikyBaHHs iATT® a6o BPA.

IIpaxkmuunuii nynkm 1.2.2. KoHTpotoiTe 3MiHU apTepiaib-
HOTO THCKY, KpeaTHHIHY Ta KaJlilo B CUPOBATIIi KPOBi MPOTATOM
2—4 TVXHIB MiCJsT TTOYaTKy abo 30ibineHHs go3u iATTD a6o
BPA (puc. 4).

Ipaxkmuynuii nynkm 1.2.3. TlpomoBxKyiite Tepariio iATID
a06o BPA, sxi1o piBeHb KpeaTUHIHY B CUPOBATLIi KPOBi HE 3pOC-
Tae Oinbire Hixk Ha 30 % MPOTITOM 4 TUXKHIB MiCJIs MTOYaTKY Ji-
KyBaHHs a00 30ibIIeHHs 1031 (puc. 4).

Ilpakmuunuii nynkm 1.2.4. PekoMeHyiiTe KOHTpaLeMlio
KiHKaM, sIKi oTpuMyoTh Teparito iATI® a6o BPA, i mpunuHith
3aCTOCYBaHHS LIMX TpeNapariB y XiHOK, fKi IUIAHYIOTb BaritT-
HiCTh 200 3aBariTHIIN.

IIpakmuunuii nynkm 1.2.5. Tinepkaniemis, mos’si3aHa 3 BU-
kopuctaHHsM iAITD abo BPA, yacto Moxke OyTH ycyHyTa 3a-
XOJlaMU IIOJO0 3HIKEHHSI piBHS KaJlilo B CUPOBATIIi KPOBi, a He
3MEHILEHHSIM 1031 a00 HeralHuM npurnuHeHHsM iATID abo
BPA (puc. 4).

Ipaxmuynuii nynkm 1.2.6. 3HIXKYyiiTe 103y 00 TPUTTUHSII-
Te Teparito iAII® a6o BPA Ha Ti cMMNTOMAaTUYHOI TiMOTEH-
3ii a00 HEKOHTPOJILOBAHOI TimepKamieMii, (110 30epira€Tbcs)
He3BaXarouu Ha MeIuYHe JiKyBaHHs, OMMCaHe B MPaKTUYHO-
My TyHKTi 1.2.5, a60 [1j1s1 3MEHIICHHSI CUMIITOMIB ypeMii ITif
yac JiikyBaHHS HUpPKoBOi HemoctaTHOCTI (pLIK® < 15 mu/
xB/1,73 M?).

IIpakmuunuii nynkm 1.2.7. BUKOpUCTOBYiiTE JIMIlIE OIUH
npernapatr omHo4yacHo g OnokyBaHHsS PAC. TloemnannHs
iATI® 3 BPA a6o noegnanHs iAIT® adbo BPA 3 mpsiMmuM iHTri6i-
TOPOM pEHiHy NOTEHIIHO IIKiIJINBE.

Ilpakmuunuii nynkm 1.2.8. AHTaroHicT MiHepaJIOKOPTH-
KOITHHMX peleNnTopiB eeKTUBHI IS TIKyBaHHS pedpaKTepHOI
rirepTeHsii, ajge MOXyTb CIIPUUYMHUTH TilepKalieMiio abo 000-
POTHE 3HIMKEHHSI KJIyOOUKOBOI (ibTpallii, 0COOIMBO cepen
Mali€eHTIB i3 HU3bKUM piBHeM pLIIK®.

Practice Point 1.2.1: For patients with diabetes, al-
buminuria, and normal blood pressure, treatment with
an ACEi or ARB may be considered.

Practice Point 1.2.2: Monitor for changes in blood
pressure, serum creatinine, and serum potassium wi-
thin 2—4 weeks of initiation or increase in the dose of an
ACEi or ARB (Figure 4).

Practice Point 1.2.3: Continue ACEi or ARB therapy
unless serum creatinine rises by more than 30 % within
4 weeks following initiation of treatment or an increase
in dose (Figure 4).

Practice Point 1.2.4: Advise contraception in women
who are receiving ACEi or ARB therapy and discon-
tinue these agents in women who are considering preg-
nancy or who become pregnant.

Practice Point 1.2.5: Hyperkalemia associated with
the use of an ACEi or ARB can often be managed by
measures to reduce serum potassium levels rather than
decreasing the dose or stopping the ACEi or ARB im-
mediately (Figure 4).

Practice Point 1.2.6: Reduce the dose or discontinue
ACEIi or ARB therapy in the setting of either symptom-
atic hypotension or uncontrolled hyperkalemia despite
the medical treatment outlined in Practice Point 1.2.5,
or to reduce uremic symptoms while treating kidney
failure (estimated glomerular filtration rate [eGFR]
<15 ml/min per 1.73 m?).

Practice Point 1.2.7: Use only one agent at a time to
block the RAS. The combination of an ACEi with an
ARB, or the combination of an ACEi or ARB with a
direct renin inhibitor, is potentially harmful.

Practice Point 1.2.8: Mineralocorticoid receptor an-
tagonists are effective for the management of refractory
hypertension but may cause hyperkalemia or a revers-
ible decline in glomeular filtration, particularly among
patients with a low eGFR.

Kareropii anb6yminypii npn XXH

. LLUBA CAK (npn6n13HuUiA eKBiBaneHT) :
KaTteropis PiBeHb
(Mr/24 4) (Mr/mmonb) (mr/r)
A1 <30 <3 <30 Big HopmanbHOro 4o NOMIPHO NiIABULLEHOrO
A2 30-300 3-30 30-300 MomipHO nigBuLLEHNA?
A3 > 300 > 30 > 300 Pisko nigBuLLeHMIA®
CAK — cniBBigHOLeHHs1 anb6ymiHy/kKpeaTtuHidy; LUBA — wwsuakicTe BuUBefleHHs1 anb6ymiHy; @ — BiHOCHO

PiBHS1 B MOJIOAUX BOPOCIINX; ° — y TomMy 4Yuncni npn HeghpoTudHomy cuHapomi (LUBA 3a3Buyavi > 2200 mr/24 ron

[CAK > 2200 mr/r; > 220 Mr/MMOJIb]).

Albuminuria categories in CKD

AER ACR (approximate) equivalent)
Category Terms
(mg/24 h) (mg/mmol) (mg/g)
A1 <30 <3 <30 Normal to mildly increased
A2 30-300 3-30 30-300 Moderately increased?
A3 > 300 > 30 > 300 Severely increased®

ACR, albumin-creatinine ratio; AER, albumin excretion rate; CKD, chronic kidney disease.

aRelative to young-adult level.

bIncluding nephrotic syndrome (AER usually > 2200 mg/24 h [ACR > 2200 mg/g; > 220 mg/mmol]).
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1.3. BiaAMOBQ Bia KYPiHHS
Pexomendayis 1.3. 1. Mu peKOMEHIYEMO MTPOMOHYBATH XBO-
puM Ha 1ykpoBuii giadet i XXH, sKi BXXMUBalOTh TIOTIOH, Bil-
MOBUTUCH BiJl BXXUBaHHSI TIOTIOHOBUX BUp0oOiB (1D).
Tpakmuunuii nynkm 1.3. 1. Jlikapi MOBUHHI KOHCYJIBTYBaTH
nauieHTiB i3 piadetrom i XXH 1110710 3MeHIIIEHHS] TTACUBHOTO
MayliHHSL.

Po3AiA 2. MOHITOPUHT rAiKeMmii i iAboBI
NOKA3HUKM B NMALLIEHTIB i3 LLYKPOBUM
Aia6etom i XXH
2.1. KOHTPOAB raikemii
Pexomendayis 2.1.1. Mu peKOMEHIYEMO BUKOPHCTOBYBA-
™™ TeMoryiobin Alc (HbAlc) mist MOHITOPUHTY TJIiKEMiYHOTO
KOHTPOJTIO B MALIEHTIB i3 1lyKpoBuM niadetom i XXH (1C).
IIpakmuunuii nynkm 2.1.1. MOHITOPUHT JTOBrOCTPOKOBOTO
TJIiKeMivHOro KOHTpoJIto 3a HbA ¢ aBivi Ha pik HOUITbHU TSt

1.3 Smoking cessation

Recommendation 1.3.1: We recommend advising pa-
tients with diabetes and CKD who use tobacco to quit
using tobacco products (1D).

Practice Point 1.3.1: Physicians should counsel pa-
tients with diabetes and CKD to reduce secondhand
smoke exposure.

Chapter 2: Glycemic monitoring
and 'rqr%e'rs in patients with diabetes
and CK
2.1 Glycemic monitoring

Recommendation 2.1.1: We recommend using he-
moglobin Alc (HbAlc) to monitor glycemic control in
patients with diabetes and CKD (1C).

Practice Point 2. 1. 1: Monitoring long-term glycemic
control by HbAlc twice per year is reasonable for pa-

lporHo3s nepe6iry XXH 3a LUK® i piBHem anb6ymiHypii

KaTteropii nepcucTyro4oi anb6ymiHypii
XapakTepuctuka i piBeHb

A1l A2 A3
MporHo3 nepe6iry XXH 3a LUK® i pisHem anb6ymiHypii:
KDIGO 2012 aggﬂ':g:;::(, MomipHo  Piako
ninBuillena nigBuLeHa nigBuLeHa
< 30 mr/r 30-300 mr/r > 300 mr/r
<3 mr/mmonb | 3-30 mr/Mmmonb | > 30 Mr/Mmonb
— G1 | HopmanbHa abo Bucoka >90
Q § g G2 | He3HayHO 3HMXEHaA 60-89
E R §_ ;:'; G3a | HeaHauHO a60 MOMipHO 3HWkeHa | 45-59
Q1=
© 8 £8 | G3b | MomipHo a60 cunbHo aHixkera | 30-44
E S ®©
=& |G4 |CunbHo sHmkeHa 15-29
X
G5 | HupkoBa HepocTaTHICTb <15

3eneHni — HU3bKWUI PU3NK (3a BiCYTHOCTI iHLUNX MapKepiB YLUKOAXEHHs1 HUPOK a6o XXH); >xoBTuUi — nomipHo
niaBULLEHNI PU3NK; MOMapaH4YeBUIN — BUCOKUI PU3UK; YEPBOHUIN — AlyXKe BUCOKMNI PUSKK.

Prognosis of CKD by GFR and albuminuria category

Prognosis of CKD by GFR and albuminuria categories:
KDIGO 2012

Persistent albuminuria categories
Description and range

G1 | Normal or high > 90

G2 | Mildly decreased 60-89

G3a | Mildly to moderately decreased 45-59

G3b | Moderately to severely decreased | 30-44

G4 | Severely decreased 15-29

GFR categories
(ml/min per 1.73 m2)
Description and range

G5 | Kidney failure <15

Al A2 A3
Normal to mildly Moderately Severely
increased increased increased
< 30 mg/g 30-300 mg/g > 300 mg/g
< 3 mg/mmol 3-30 mg/mmol | > 30 mg/mmol

Green, low risk (if no other markers of kidney disease, no CKD); yellow, moderately increased risk; orange, high

risk; red, very high risk.
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MNali€HTiB i3 yKpoBuM aiadetom. HbAlc Moxe BUMipioBaTUCs
10 4 pasiB Ha piK, SIKIIO MeTa TIiKeMii He T0CsATHYTa, abo Ticst
3MiHM aHTUTINEPIIiIKEeMIYHOI Tepartii.

IIpakmuunuii nynkm 2.1.2. PeTenbHICTb i TOUHICTh BUMi-
proBaHHs1 HbA ¢ 3HMKYy€eThCs Tipu Tiporpecytodiii XXH (4-5),
0CO0JIMBO cepel MaliEHTIB, sIKi OTPUMYIOTh JIIKYBaHHS fiati-
30M, Yy IKUX BUMiptoBaHHsI HbA1c MaoTh HU3bKY HallilHICTb.

ITlpaxmuynuti nynkm 2.1.3. Tloka3HUK KOHTPOJIIO TJIKeMil
(IIKT'), orprMaHMit Ha OCHOBI JaHUX Oe3IePEPBHOIO MOHITOPUH-
ry rmoko3u (BMI'), moxe OyTu BUKOpUCTaHU IS iHAeKcallil
mikemii B oci0, y sskux HbAlc He BignoBinae 6e3nocepeaHbo Bu-
MipSTHUMU PiBHSIMU TJTIOKO3M B KPOBi A00 KJIIHIYHUM CUMITTOMAM.

ITlpakmuunuii nynkm 2.1.4. 1logeHHUIA MOHITOPUHT TJIiKe-
Mii 3a mormoMorotro bMI' a6o caMOKOHTpPOJIIO PiBHSI INIIOKO3U B
kpoBi (CKPT') Moxke nmonmomMorTu 3aro0irty rirnoriikemii i mo-
KpaILUTHU TJiKEMIYHUIA KOHTPOJIb MPU BUKOPUCTAHHI aHTHUTI-
MepriiikeMiuHOI Tepartii, 1110 3arpoKy€e PO3BUTKOM TillOTJTiKeMii.

Ipakmuunuii nynkm 2.1.5. 115 mauieHTiB i3 IIyKPOBUM
niadetom (ILIJ1) 2-ro tumny i XXH, sKi BUpilIWIM He TIPOBO-
IUTU IIOASHHWI MOHITOPWHT IIiKeMii 3a momomoroio bBMI
abo CKPI, kpamumu € rirmormikeMiuHi mpemnapatu, 3 IKMMU
OB’ SI3aHUM OLIbILI HU3bKUI PU3MK TIITOTIiKeMil, i iX ciim mpu-
3HAYaTU B 033X, 1110 BiAnoBinawTh piBHIO pIITK®.

tients with diabetes. HbAlc may be measured as often
as 4 times per year if the glycemic target is not met or
after a change in antihyperglycemic therapy.

Practice Point 2.1.2: Accuracy and precision of
HbAlc measurement declines with advanced CKD
(G4-G)), particularly among patients treated by dialy-
sis, in whom HbAlc measurements have low reliability.

Practice Point 2.1.3: A glucose management indica-
tor (GMI) derived from continuous glucose monitoring
(CGM) data can be used to index glycemia for indi-
viduals in whom HbAlc is not concordant with directly
measured blood glucose levels or clinical symptoms.

Practice Point 2. 1.4: Daily glycemic monitoring with
CGM or self-monitoring of blood glucose (SMBG)
may help prevent hypoglycemia and improve glycemic
control when antihyperglycemic therapies associated
with risk of hypoglycemia are used.

Practice Point 2.1.5: For patients with type 2 diabe-
tes (T2D) and CKD who choose not to do daily glyce-
mic monitoring by CGM or SMBG, antihyperglycemic
agents that pose a lower risk of hypoglycemia are pre-
ferred and should be administered in doses that are ap-
propriate for the level of eGFR.

(o bes ey
\ '—\9\/ 7\/ nai?el:m . "\'(\,/:/ Psa?ir:"e‘s
AHTHarperaHTHa Antiplatelet
Tepanis . . therapies
Binbwicte Most
S o S, nauieHTis «% «% patients
S S e PP
IHriGiTopn Bnokaga SGLT2 RAS
H3KTT-2 PAC ) inhibitors blockade
Yci All
y @\@ i E nauieHTn j/@/ @g i ﬁ patients
L0 R G i
() KoHTponb [ S Blood l
KoHTponb  aptepianbHoro  KoHTposb Glycemic pressure Lipid
rnikemii TUCKY piBHSA ninigis control control  management
& &
| P | P2
oy 4 I )
Bnipasu XapuyBaHHs BiomoBa Bif KypiHHA Exercise Nutrition Smoking cessation
Lia6et npn XXH Diabetes with CKD

PucyHok 2. KoHTposib HUPKOBO-cepLueBux ¢haKTopis
puU3nky. KoHTposnb riikemii 6a3yeTbcsi Ha BUKOPUCTAHHI
iHcyniny npu giabeti 1-ro Tuny ta Kom6iHauii meTghop-
MiHy Ta iHri6itopieB H3KTI-2 (iH3KTI-2) npu yykpoBo-
my piaéerti 2-ro tuny, konn plUIK® craHosutb > 30 ms/
xB/1,73 M. IH3KTI -2 pekomeHAYyOTb nayieHTam i3 gia-
6eTom 2-ro TNy Ta XPOHIYHOKO XBOPO6OI HUPOK. IH-
riyBaHHs1 peHiH-aHrioTeH3UHOBOI CUCTEMU PEKOMEH-
AYETbCS nauieHTam 3 anb6yMmiHypiero i rinepreHsieto.
Sk npaBsuno, acnipuH cnif 3acTtocoByBaTu MPOTArom
yCbOro XWTTs1 A1 BTOPUHHOI NPOYinaKTuKu B TnX, y
KOro giarHocToBaHo cepLieBO-CYANHHI 3aXBOPIOBaHHS,
i ioro MoxxHa po3arnsgaTtu siK 3acié nepBUHHOI NpPogi-
JIaKTUKU B OCi6 i3 BUCOKUM PUSUKOM, NPV MOABIVIHIN aH-
TUarperaHTHIv Tepanii, Lo 3aCTOCOBYETbCSA B NaLi€HTIB
nicnsi rocTporo KOpPoOHapHOro CUHAPoOMy abo 4Yepes-
LUKipHOro KopoHapHoro BTpy4YaHHs. PAC — peHiH-aH-
rioteHanHoBa cuctema; H3KTI -2 — Hatpin-3anexHuin
KOTpaHcriopTep r/roKo3u 2

Figure 2. Kidney-heart risk factor management. Gly-
cemic control is based on insulin for type 1 diabetes
and a combination of metformin and SGLT2 inhibitors
(SGLT2i) for type 2 diabetes, when eGFR is > 30 ml/min
per 1.73 m?. SGLT2i are recommended for patients
with type 2 diabetes and chronic kidney disease
(CKD). Renin-angiotensin system (RAS) inhibition is
recommended for patients with albuminuria and hy-
pertension. Aspirin generally should be used lifelong
for secondary prevention among those with estab-
lished cardiovascular disease and may be considered
for primary prevention among high-risk individuals,
with dual antiplatelet therapy used in patients after
acute coronary syndrome or percutaneous coronary
intervention. RAS, renin-angiotensin system; SGLT2,
sodium-glucose cotransporter-2
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[ Poanouat npuiiom IAN® a6o GPA ]

}

| KoHTpontoBaTu piBeHb KpeaTuHiHy Ta Kanito B CMpoBaTLi KpOoBi |4
| (npoTarom 2—4 TvxHIB nicna no4aTky Tepanii abo 3MiHW J03K) |

Hopmokaniemis

36inbLUEeHHs piBHSA
KpeaTuHiHy < 30 %

lnepkaniemis

}

36inbLUEHHS piBHSA ’

KpeaTuHiHy > 30 %

36inbLwiTe o3y iAMNd a6o
BPA a6o npoposxywiTe
npuimMaT MakcumasbHO
nepeHocumy o3y

— Ornag npenaparis, ki
npuAMaoTb 0AHOHACHO
— [MNomipHe crnoxuBaHHs Kanito
— PoarmnsanyTu:
- OiypeTunku
- 6ikapboHaT HaTpito
- LUKT-KaTioHOOOMIHHWKM

— Ornag npuund N'YH
— Kopuryeatu rinoBosiemito
— lMepernsaHyTi cynyTHI Nikn
(Hanpwvknag, piypeTtvkn, HM33)
— Po3rnsaHy TV HasBHICTb CTEHO3Y
HMPKOBOI apTepii

[3MeHLLII/1TI/1 noasy iAN® a6o BPA a6o NPUNUHATY iX NPUIIOM K KpaHii 3aci6}7

PucyHok 4. MoHITOpUHI piBHS KpeaTuHiHy Ta Kasito B cupoBarLi Kposi nig Yac nikysaHHs IAl1® a6o BPA:
KOpeKLUisi 03U Ta MOHITOPUHI No6iYHnx eqhekTiB. IANI® — jHri6iTop aHrioTeH3NHNepPeTBOPHIOYOro hepMeHTy;
I'YH — roctpe ypaxeHHs1 HUpoK; BPA — 651okatopu pevenTtopis aHrioteH3uHy Il; LUKT — Lu1yHKOBO-KULLIKOBUM
TpakT; HM33 — HectepoiaHi npoTn3anansHi 3aco6m

[ Initiate ACEi or ARB }

l

Monitor serum creatinine and potassium

| (within 2—4 weeks after starting or changing dose) |

Normokalemia

< 30% increase
in creatinine

v

Hyperkalemia

A,

> 30% increase

in creatinine

Increase dose of ACEi or ARB
or continue on maximally
tolerated dose

— Review concurrent drugs
— Moderate potassium intake
— Consider:

- diuretics
- sodium bicarbonate
- Gl cation exchangers

A,

— Review for causes of AKI
— Correct volume depletion
— Reassess concomitant medications
(e.g., diuretics, NSAIDs)
— Consider renal artery stenosis

[Reduce dose or stop ACEi or ARB as last resort}i

Figure 4. Monitoring of serum creatinine and potassium during ACEi or ARB treatment — dose adjustment
and monitoring of side effects. ACEi, angiotensin-converting enzyme inhibitor; AKI, acute kidney injury; ARB,
angiotensin Il receptor blocker; Gl, gastrointestinal; NSAID, nonsteroidal anti-inflammatory drug
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ITlpakmuunuit nynkm 2. 1.6. Ipuctpoi BMTI miBuako po3BuBa-
I0ThCS 3 6e3/1194 10 DYHKIIIOHATBHUX MOXIUBOCTEH (HAMpUKIIa,
BMTI y pexxuMi peabHOTo yacy i 3 nepiofuyHUM CKaHYBaHHSIM).
Hogi npuctpoi BMI" MoXyTh MaTu niepeBaru Uisl AesIKUX Talli-
€HTIB 3aJICXKHO BiJT IX LIIHHOCTEIA, IiJIeil i BITog00aHb.

2.2. LlinbOBIi MOKA3HUKU rAiKeMii

Pekomendayin 2.2.1. Mu peKOMEHIYEMO iHIWBiTyaJIbHUI
minsoBuit piBeHb HbAlc y miamasoni Bix < 6,5 % no < 8,0 %
y TIaLi€eHTIB i3 myKpoBuM aiadetoM i XXH, sIki He JiKyrOTbCs
nianizoMm (1C).

Ilpakmuunuii nynkm 2.2. 1. beaneyHomy TOCSITHEHHIO HYX-
YKMX LIbOBUX MoKasHuKiB HbAlc (Hanpuknan, < 6,5 % a6o
< 7,0 %) moxe cipusitt BMTI" a6o CKPT i BubGip aHTUTiNepriti-
KeMiuyHUX 3ac00iB, SIKi He TTOB’s13aHi 3 TiMOmIiKeMi€l0.

IIpakmuunuii nynkm 2.2.2. Tlokasnuku BMI, Taki sik yac
y Jiama3oHi Ta 4yac y TiMoriikeMii, MOXYTb PO3TJISIIATUCS SIK
anprepHaTuBu HbAIC 111 BU3HAYeHHST LILOBUX ITOKA3HUKIB
TIiKeMii B IeSIKUX TalliEHTIB.

PosAiA 3. 3MiHM cnOCOBY XUTTH
B NALEHTIB i3 LYKPOBUM
Aia6etom i XXH

3.1. Xapy4yyBQHHS

ITlpaxmuunuii nynkm 3. 1. 1. TauienTn 3 niaberom i XXH mo-
BUHHI TOTPUMYBATUCS iHAUBIAYaJIbHOI JIETU 3 BUCOKUM BMiC-
TOM OBOUIB, (PPYKTiB, LIJIBHOTO 3¢pHa, KJIITKOBUHU, 00OOBUX,
POCIMHHUX OiNKiB, HEHACMYEHUX XUPIB 1 TOPiXiB, 3 HU3bKUM
BMicTOM 00pobseHoro M’sica, padiHoBaHUX BYIJIEBOMIB i i/~
COJIOIKEHUX HAIOIB.

Pexomendayis 3.1.1. Mu nporioHyeMO TiATPUMYBaTH CIIO-
>KMBaHHS Oinika B po3mipi 0,8 r 6inka/Kr macu Tina/no0y B TUX,
XTO cTpaxzaae Bin miadety i XXH i He nikyerbcs miamizom (2C).

Ilpakmuunuii nynkm 3.1.2. TlanieHTH, sIKi OTPUMYIOTh Te-
MoJialli3, 0COOJIMBO MepUTOHEATbHUN Iiajli3, TOBUHHI CITIOXU-
Batu Bin 1,0 go 1,2 r Gijka/Kr Macu Tijia Ha q00y.

Pexomendayis 3.1.2. Mu nporoHyeMo, 1100 CIIOXUBAHHS
HaTpito cTaHoBUJIO < 2 T HATpito Ha AeHb (260 < 90 MMOJIb Ha-
Tpilo Ha IeHb, a00 < 5 T XJIOPUY HATPilO HA AeHb) Y MAalLliEHTIB
i3 niaberoM i XXH (2C).

IIpaxkmuunuii nynkm 3. 1.3. CriiibHE TIPUHSTTS pillleHb Ma€
OyTH HapiXKHUM KaMeHEeM OpPiEHTOBAHOTO Ha MallieHTa yIrpaB-
JIIHHSI XapuyBaHHsIM Y TMallieHTiB i3 giadetom i XXH.

ITlpakmuunuii nynkm 3.1.4. AKpenuToBaHi MocTadyajibHUKN
MPOAYKTiB XapuyBaHHSI, 3aPEECTPOBaHI AIETOJIOTH 1 Me1aroru 3
niabeTy, TpOMaaChKi MeAWYHI MpalliBHUKNA, KOHCYJIBTaHTH a00
iHIIII MEAWYHI IMpalliBHUKY ITOBMHHI OyTH 3ay4eHi 10 MiXKIKC-
LIMIUTiIHApHOI TOTIOMOTI'M B rajly3i XapuyBaHHs Malli€HTIB i3 mia-
6etom i XXH.

Ilpakmuynuit nynkm 3.1.5. MeauuHi npaliBHUKKU TTOBUHHI
BPaxOBYBaTW KYJBTYPHI BiIMiHHOCTi, XapyoOBY HENEpeHOCHU-
MiCTb, BIIMIHHOCTI B XapuOBUX pecypcax, KyJiHapHi HAaBUYKH,
CYMYTHI 3aXBOPIOBAaHHS i BapTiCTh MPU peKOMEHIALlii JiETUI-
HUX BapiaHTIB MalieHTaM i ix ciM’sim.

3.2. QisnyHa aKTUBHICTb

Pekomendayin 3.2.1. My peKOMEHIYEMO TAILliEHTaM i3 IIy-
KpoBuM miadbetom i XXH ¢isnuHy aKTUBHICTh IIOMipHOI iHTE€H-
CUBHOCTI IPOTSITOM CYKYITHOI TPUBAJIOCTI HE MeHIle HixX 150

Practice Point 2.1.6: CGM devices are rapidly evol-
ving with multiple functionalities (e.g., real-time and
intermittently scanned CGM). Newer CGM devices
may offer advantages for certain patients, depending on
their values, goals, and preferences.

2.2 Glycemic targets

Recommendation 2.2. 1: We recommend an individu-
alized HbAlc target ranging from < 6.5 % to < 8.0 % in
patients with diabetes and CKD not treated with dialy-
sis (1C).

Practice Point 2.2.1: Safe achievement of lower
HbAlc targets (e.g., < 6.5 % or < 7.0 %) may be fa-
cilitated by CGM or SMBG and by selection of anti-
hyperglycemic agents that are not associated with hy-
poglycemia.

Practice Point 2.2.2: CGM metrics, such as time in
range and time in hypoglycemia, may be considered as
alternatives to HbAlc for defining glycemic targets in
some patients.

Chapter 3: Lifestyle interventions
in patients with diabetes and CKD
3.1 Nutrition intake

Practice Point 3.1.1: Patients with diabetes and
CKD should consume an individualized diet high in
vegetables, fruits, whole grains, fiber, legumes, plant-
based proteins, unsaturated fats, and nuts; and lower in
processed meats, refined carbohydrates, and sweetened
beverages.

Recommendation 3.1.1: We suggest maintaining
a protein intake of 0.8 g protein/kg (weight)/d for
those with diabetes and CKD not treated with dialy-
sis (2C).

Practice Point 3.1.2: Patients treated with hemodi-
alysis, and particularly peritoneal dialysis, should con-
sume between 1.0 and 1.2 g protein/kg (weight)/d.

Recommendation 3.1.2: We suggest that sodium in-
take be < 2 g of sodium per day (or < 90 mmol of sodium
per day, or < 5 g of sodium chloride per day) in patients
with diabetes and CKD (2C).

Practice Point 3.1.3: Shared decision-making should
be a cornerstone of patient-centered nutrition manage-
ment in patients with diabetes and CKD.

Practice Point 3.1.4: Accredited nutrition providers,
registered dietitians and diabetes educators, community
health workers, peer counselors, or other health wor-
kers should be engaged in the multidisciplinary nutri-
tion care of patients with diabetes and CKD.

Practice Point 3.1.5: Health care providers should
consider cultural differences, food intolerances, varia-
tions in food resources, cooking skills, comorbidities,
and cost when recommending dietary options to pa-
tients and their families.

3.2 Physical activity

Recommendation 3.2. 1: We recommend that patients
with diabetes and CKD be advised to undertake mode-
rate-intensity physical activity for a cumulative duration
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XBWIMH Ha TYKAEHb a00 10 piBHSI, CyMiCHOTO 3 iX CeplIeBO-Cy-
JMHHOIO i (hizuuHOIO ToslepaHTHicTIO (1D).

IIpakmuunuii nynkm 3.2.1. PexomeHpauii 3 ¢izuuyHoi ak-
TUBHOCTI MOBHWHHI BpPaxXxOBYBaTW BiK, €THiYHE MOXOMIXKEHH!,
HasSBHICTB iHIIMX CYMYTHIX 3aXBOPIOBAaHb i IOCTYII IO PECYpPCiB.

Tpakmuunuii nynkm 3.2.2. TlalieHTaM cJtif peKOMEeHyBaTh
YHUKATH CUASIOTO CIIOCOOY JKUTTSI.

Ilpakmuunuii nynkm 3.2.3. 1N MalieHTiB 3 MiaABUILIEHUM
PU3MKOM TafiHb MEIWYHI MpaliBHUKA ITOBUHHI JaBaTU PeKO-
MEHIALlil OO0 iIHTeHCUBHOCTI (pi3MYHOI aKTUBHOCTI (HU3bKa,

of at least 150 minutes per week, or to a level compatible
with their cardiovascular and physical tolerance (1D).

Practice Point 3.2. 1: Recommendations for physical
activity should consider age, ethnic background, pres-
ence of other comorbidities, and access to resources.

Practice Point 3.2.2: Patients should be advised to
avoid sedentary behavior.

Practice Point 3.2.3: For patients at higher risk of
falls, health care providers should provide advice on the
intensity of physical activity (low, moderate, or vigo-

®di3n4yHa aKTUBHICTb
XapuyBaHHs

5 Tepanis cnocoby XutTs
Brpara Barn

MeTtdhopmiH IHri6itop H3KTI -2
0%0 Tepars LIKD LIK®D LLIK®
°® e % i Pa0 [Ef mans | + P Riania
3MeHWMTU  MpurnHnT  TpUnuHUTY He posnounHaTn MpunuHuTn
nosy npunom npunom npunom npunom

— Kepytouuncb ynofob6aHHAMM NaLieHTis,
CYMyTHIMM 3aXBOPIOBAHHAMM,

pLLUK® i BuTpaTtamu

— BknoYHO 3 nauieHTamm

{ AroHicT peuenTopis MM-1 ’
J 3 pLLK® < 30 mn/xe/1,73 M2 a60 TuMK,
7]

(kpaiwe)
[lHriﬁiTOp J:l,ﬂﬂ-4]( IHCyniH
CynbcoHin-

][ T30
CeyvyoBMHa
IHriGiTop anbcpa-rnoko3uaas

Q(a [HopaTtkosa nikapcbka Tepanis,
[ 90 HeobxigHa AN KOHTPOIO rikeMii

fKi NiKyloTbCA Aianiaom
— [Oue. puc. 20

PucyHok 18. Anroputm siikyBaHHs1 Ipy BUGOPI aHTUrinepriikemidHnx npenaparis Ans nayieHtis i3 LJ4-2 i XXH.
TlikTorpama HUpKu BKa3ye Ha po3paxyHKOBY LUBUAKICTb K1y604KOBOI (hinbTpadii; nikTorpama anaparta gns
Aianisy Bka3ye Ha gianiz. XXH — xpoHi4Hi xBopobu Hupok; AllM-4 — gunentugunnentugasa-4;

[Tr-1 — rmokaroHonogi6Hwmi nentug 1; H3KTI -2 — HaTtpii3anexHuii KoTpaHcrnopTtep rimokosu 2; U4-2 —
yykposwuii giaéet 2-ro tuny; T3] — tiazoniguHgioHn

5 Lifestyle therapy

Physical activity
Nutrition
Weight loss

Reduce dose Discontinue

Discontinue

Do not initiate

Metformin SGLT2 inhibitor
o8, Firstiine GFR GFR GFR
e e g . . e | . .
©@ " therapy % <45 % <30 Dialysis |+ % <30 |8 ]t Dialysis

Discontinue

Additional drug therapy as
needed for glycemic control

GLP-1 receptor agonist

‘ (preferred)

— Guided by patient preferences,
comorbidities, eGFR, and cost

{DPP-4 inhibitor][ Insulin

— Includes patients with eGFR

~—

[Sulfonylurea ][ TZD ]

< 30 ml/min per 1.73 m? or
treated with dialysis

Alpha-glucosidase inhibitor See Figure 20

Figure 18. Treatment algorithm for selecting antihyperglycemic drugs for patients with T2D and CKD. Kidney
icon indicates estimated glomerular filtration rate (eGFR; mli/min per 1.73 m?); dialysis machine icon indicates
dialysis. CKD, chronic kidney disease; DPP-4, dipeptidyl peptidase-4; GLP-1, glucagon-like peptide-1; SGLT2,

sodium-glucose cotransporter-2; T2D, type 2 diabetes; TZD, thiazolidinedione
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nomipHa abo eHepriiiHa) i TUITy BIIpaB (aepOoOHi MPOTU CUJIOBUX
ab0 o0OuaBa TUIIN).

ITlpakmuunuit nynkm 3.2.4. JlikapsiM c1il po3rJIssTHyTH MOX-
JIMBICTb KOHCYJIBTYBAaHHSI/3a0XOUEHHsI TALIIEHTIB 3 OXUPiH-
HsIM, niabetom i XXH o cxymHeHHs, 0cOOJMBO MallieHTam 3
pLIK® > 30 mur/xB Ha 1,73 M.

PosAiA 4. AHTUrinepraikemiyHa Tepanis
B NALEHTIB 3i LYKPOBUM AiQGETOM 2-ro TUny
i XXH

Ilpakmuynuii nynkm 4.1. YnpapiiHHS TJIiKeMi€lo y maiti-
enTiB i3 LI 2-ro tuny i XXH noBMHHO BKJIIOUATH Tepariiio
Croco0OM XKUTTS, JIIKyBaHHSI IepLIoi JIiHil MeTdhopMiHOM i
iHTiIOITOPOM HATpili-3aJIeXKHOr0 KOTpaHCIopTepa TJIIOKO3U 2
(iH3KTT-2) i momaTkoBy MeIMKaMEHTO3HY Tepartito, sIKIIO 1
HeoOXiHO IS KOHTPOJIIO Tiiikemil (puc. 18).

Ilpakmuunuii nynkm 4.2. binburicts nauieHTis i3 L1 2-ro
turry, XXH i pLlHK® > 30 mui/xB Ha 1,73 M? OTPUMYIOTH KO-
PUCTD BiJl JIiKyBaHHS sIK MeThopMmiHoM, Tak i iIH3KTT2.

rous) and the type of exercises (aerobic vs. resistance,
or both).

Practice Point 3.2.4: Physicians should consider ad-
vising/encouraging patients with obesity, diabetes, and
CKD to lose weight, particularly patients with eGFR
> 30 ml/min per 1.73 m2.

Chapter 4: Antihyperglycemic
therapies in patients with type
2 diabetes (12D) and CKD

Practice Point 4.1: Glycemic management for pa-
tients with T2D and CKD should include lifestyle
therapy, first-line treatment with metformin and a so-
dium-glucose cotransporter-2 inhibitor (SGLT2i), and
additional drug therapy as needed for glycemic control
(Figure 18).

Practice Point 4.2: Most patients with T2D, CKD,
and eGFR > 30 ml/min per 1.73 m? would benefit from
treatment with both metformin and an SGLT?2i.

9 4y j
Hug*
Bucokui
py3nK
ACCC3

-

e

PucyHok 20. ®akTopu nayieHTa, siki BiMBaroTb Ha BUGIp npenaparis, L0 3HUXKYIOTb PiBEHb ITTIOKO3MU,
Kkpim iH3KTI -2 i meTgpopmiHy, npn LU4-2 i XXH. IAI" — iHri6iTop anbgha-rnokosmgasn; ACCC3 —
arepocKIepoTHUYHI cepLeBo-CyANHHI 3axBoproBaHHs; XXH — xpoHiyHi xBopobu nupok; OIMI-4 — iHri6itop
Avnentuaunnentugasu 4; plUIK® — po3paxyHkoBa LWBUAKICTb Kiy604koBoi ¢hinbTpadii; AP ITIM-1 — aroHict

peuentopa rnokaroHonogi6Horo nentugy 1; iH3KTIM -2 —

iHri6iTopn HaTpii-3aneXxHoro KoTpaHcnoprTepa

rimoko3u 2; CC — cynbpoHinceqoBura; L-2 — yykposwuii giabet 2-ro tuny; T3] — TiazoniguHgioHn
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ITlpakmuynuii nynkm 4.3. Ynono0aHHs Talli€HTa, CYITyTHi
3axBopioBaHHs1, pLIIK® i BapTicTh MOBUHHI BU3HA4YaTH BU-
0ip JOJATKOBUX TpernapaTiB ISl JIIKyBaHHS TJIiKeMil, KOJIu 1ie
HeoOXiJHO, i3 3araJIbHOO IepeBarolo aroHicTa peuernTopa rio-
karoHononioHoro nierrtuay 1 (FTITT-1) (puc. 20).

4.1. MetdopMiH

Pexomenoayis 4.1.1. Mu peKOMEHIYEMO JIIKyBaTH Talli€H-
1iB i3 LI 2-ro tumy, XXH i pllIK® > 30 mi1/xB Ha 1,73 M? MeT-
¢dopminoMm (1B).

Ilpakmuynuii nynkm 4.1.1. JlikyiiTe peuunieHTiB HUPKO-
Boro tpaHcruianTary 3 LI 2-ro tumny i pIIIK® > 30 mu/xB Ha
1,73 M? MeTpOpMiHOM BiAMOBIAHO HO PeKOMEHALIIi IS MaLli-
enTiB i3 LI/1 2-ro tumy i XXH.

Ipaxmuunuii nynkm 4. 1.2. Koutposoiite plIIK® y nauieH-
TiB, SIKi OTPUMYIOTh MeT(POpMiH. 30LIBIINTH YACTOTY MOHITO-
punry, Ko pIIIK® cranosuts < 60 Mi1/xB Ha 1,73 M? (puc. 22).

Ipaxkmuunuii nynkm 4.1.3. Kopuryiite no3y metdhopmiHy,
ko pIIIK® cranosuts < 45 mut/xB Ha 1,73 M2, i UIs JeSIKMX

Practice Point 4.3: Patient preferences, comorbidi-
ties, eGFR, and cost should guide selection of addi-
tional drugs to manage glycemia, when needed, with
glucagon-like peptide-1 receptor agonist (GLP-1 RA)
generally preferred (Figure 20).

4.1 Metformin

Recommendation 4. 1.1: We recommend treating pa-
tients with T2D, CKD, and an eGFR >30 ml/min per
1.73 m? with metformin (1B).

Practice Point 4.1.1: Treat kidney transplant recipi-
ents with T2D and an ¢GFR > 30 ml/min per 1.73 m?
with metformin according to recommendations for pa-
tients with T2D and CKD.

Practice Point 4.1.2: Monitor eGFR in patients trea-
ted with metformin. Increase the frequency of monitoring
when the eGFR is < 60 ml/min per 1.73 m? (Figure 22).

Practice Point 4.1.3: Adjust the dose of metformin
when the eGFR is < 45 ml/min per 1.73 m?, and for

High-risk

Figure 20. Patient factors influencing the selection of glucose-lowering drugs other than SGLT2i and metformin
in T2D and CKD. AGl, alpha-glucosidase inhibitor; ASCVD, atherosclerotic cardiovascular disease; CKD, chronic
kidney disease; DPP4i, dipeptidyl peptidase-4 inhibitor; eGFR, estimated glomerular filtration rate; GLP1RA,
glucagon-like peptide-1 receptor agonist; SGLT2i, sodium-glucose cotransporter-2 inhibitor; SU, sulfonylurea;
T2D, type 2 diabetes; TZD, thiazolidinedione
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nauieHTiB, ko plIIK® craHoButh 45—59 Mi/xB Ha 1,73 m?
(puc. 22).

IIpaxmuyunuii nynkm 4. 1.4. BUKOHyiiTe MOHITOPUHT Malli€H-
TiB, 1110 JIIKYIOTbCSI MET(POpMiHOM TTOHAM 4 pOKU, Ha HAsSIBHICTb
Aediuunty Bitaminy B, ,.

4.2. IHriGiTopu HATPIN-3AAEXXKHOro KOTPAQHCnoprepa
rarokosu 2 (iH3KTr-2)

Pekxomendayin 4.2.1. Mn peKOMeHIYEMO JIiIKyBaTH ITalli€H-
1iB 3 I 2-ro Ty, XXH i pIIK® > 30 mu/xB Ha 1,73 M? 3a
nornomoroto iH3KTT-2 (1A).

Ilpakmuunuii nynkm 4.2.1. IH3KTI 2 moxe Oytu nomaHuit
IO iHIIMX aHTUTINepNIiKeMiYHUX IpernapaTiB ISl IMalli€HTiB,
YMi TJIKeMivHi i1 B JaHWI Yac He TOCITHYTi abo sIKi gocsira-
[OTh MIIKEeMIYHUX LiJel, ajle MOXYTb 0€3MeYHO JOCATTU HUXK-
YOi METH.

IIpakmuunuii nynkm 4.2.2. JIns1 nauieHTiB, y SIKUX J0AaT-
KOBE 3HWXXEHHSI PiBHS TJIIOKO3U MOXKe 30UIBIINTU PU3UK PO3-
BUTKY TiroryikeMii (HanpuKiam, Ti, XTO JIKYEThCSI iHCYJTIHOM
200 cyIb(OHIICEYOBUHOIO i B TAHWI Yac JOCATAIOTh LITHOBUX
MOKAa3HUKIB TJiKeMii), MOXe 3HaIOOUTHCS MPUIMUHEHHS abo
3MEHILEeHHS 1031 aHTUTINEepIIiKeMiYHOro IIperapary, aje He
MeTdopMmiHy, 11100 nojermut gonaBaHHsg iH3KTI-2.

Ilpakmuunuii nynkm 4.2.3. Ipu Bu6opi iH3KTT -2 chix Bin-
JIaBaTy MPiOPUTET IMpenapaTaM 3 TOKYMEHTaIbHO MiATBEpIXKe-

some patients when the eGFR is 45—59 ml/min per
1.73 m? (Figure 22).

Practice Point 4.1.4: Monitor patients for vitamin
B12 deficiency when they are treated with metformin
for more than 4 years.

4.2 Sodium-glucose cotransporter-2 inhibitors
(SGLT2i)

Recommendation 4.2.1: We recommend treating pa-
tients with T2D, CKD, and an eGFR > 30 ml/min per
1.73 m? with an SGLT2i (1A).

Practice Point 4.2.1: An SGLT2i can be added
to other antihyperglycemic medications for patients
whose glycemic targets are not currently met or who
are meeting glycemic targets but can safely attain a
lower target.

Practice Point 4.2.2: For patients in whom additional
glucose-lowering may increase risk for hypoglycemia
(e.g., those treated with insulin or sulfonylureas and
currently meeting glycemic targets), it may be neces-
sary to stop or reduce the dose of an antihyperglycemic
drug other than metformin to facilitate addition of an
SGLT2i.

Practice Point 4.2.3: The choice of an SGLT2i
should prioritize agents with documented kid-

pLUK® < 30}%[I'Ipmnvmiﬂ; NpUoM MeTOPMIHY; He PO3noYnHawTe Noro I'IpMVIOM]

Hi

pLLUK® = 60

pLLK® 45-59

pLLIK® 30-44

[Mpenapar HeraHOro BMBINbHEHHS:

KOXHi 7 OHIB O MakcMmanbHOi Jo3u

— [MoyaTkosi 500 a6o 850 mMr oanH pas Ha AeHb
— TutpyiTe Bropy Ha 500 a6o 850 Mr/poby

[Mo4mHaTV 3 NONOBMHM
003V i TUTpyBaTh o
NOSIOBMHN MaKCUMaIbHOI
PEKOMEHL0BAHOI [03K

Moyatok ABO

Ao3yBaHHA Mpenapat NofoBXeHOro BUBINbHEHHS:
— FKLL0 € NobivHi edhekTn 3 60Ky LLKT npm
NpUOMI Npenapary HeramHoro BMBINbHEHHS
— MoyaTkogi 500 Mr Ha AeHb
— TwuTpynTe Bropy no 500 Mr/go6y KOXHi 7 OHIB
[0 MaKcMmarbHoi 103

KoHTtponionte

BiTamiH B,

LLlopHHo AKLLO 3aCTOCOBYETLCA METOPMIH NoHa 4 poku abo icHye puank aediumTy BiTaminy B }

|

MoHiTopyiite

MpyHaiMHi LWOopoKy [ MpuHaimHi KoxHi 3—6 micsuis ]

pLLK® 45-59

pLUKD 30-44

dyHKLit0
HUPOK
pLLUK® = 60
Mopanblie MponoBxyiite
KOpUryBaHHsl [O3U npuimarm
Taky X o3y

MpopoexyiTe npuitmati
TaKy X po3y. Po3rnaHytu
3MEHLLIEHHS! 1031 3@ NEeBHUX
YMOB (AVB. TEKCT)

[MonosvHa fo3un

PucyHok 22. 3anpornoHoBaHu¥ niaxig Ao [O3YBaHHA MeThOpPMiHY Ha OCHOBI (YyHKUIi HUpOK. PLLIK® —
pO3paxyHKoBa LUBUAKICTb K/Ty604KOBOI ¢pinbTpayii (y mn/xs/1,73 m?); LUKT — LnyHKOBO-KULLUKOBUUA TPaKT
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HUMHU IIepeBaraMiu JUIsi HUPOK ab0 CepLeBO-CYIMHHOI CUCTEMU
i BpaxoByBatu plLIIK®.

lIpakmuunuiit nynkm 4.2.4. JJouinbHO yTpuUMyBaTucs Bil
npuitomy iH3KTT -2 mig yac TpuBajsioro rojoayBaHHsI, Xipyp-
TiYHOTO BTpYYaHHST a00 KPUTUYHOTO 3aXBOPIOBAHHSI (KOJIU Ta-
LIIEHTU MOXYTb MaTH OUTBIIUI PUBUK PO3BUTKY KETO3Y).

Ilpakmuunuii nynkm 4.2.5. SIxuio nauieHT miepeOyBae B
TPYIIi pU3HMKY PO3BUTKY TilIOBOJIEMil, PO3IITHETE MOXJINBICTh
3HIKEHHSI 103 Tia3uay abo TMeTIbOBOTO AiypeTrKa 10 Mmovar-
Ky nikyBanHs iH3KTI'-2, mpokoHCyabTyliTe Malli€HTIB PO
CUMIITOMHU BOJIEMiYHOTO BUCHAXEHHS 1 HU3bKOTO KPOB’STHOTO
TUCKY, a TAKOX IMPOCTEXKTE 32 BOJEMiUYHMM CTAHOM ITiCJISI T10-
YaTKy JIiKyBaHHsI MpernapaToMm.

ITlpakxmuunuii nynkm 4.2.6. Moxe Bin0yTHucst 000pOTHE 3HU-
sxeHHst nokazHuka pLLIIK® i3 mouaTkom nikyBaHHs iH3KTT -2,
1110, SIK TIPABUJIO, HE € TIOKA3aHHSM ISl TPUTTMHEHHS Tepartii.

IIpakmuunuii nynkm 4.2.7. Ha movatky tepamnii iH3KTI -2
PO3YMHO 11 TpoIOBXKYyBaTH, HaBiTh K110 pLIIK® magae Huk4e
3a 30 My1/xB Ha 1,73 M2, 3a BUHSITKOM HEIepeHOCUMOCTi 200 IMo-
YaTKy HIPKOBO-3aMiCHOI Tepalrii.

Ilpakmuunuii nynkm 4.2.8. IH3KTI -2 He Oynu HajexXHUM
YHOM BUBYEHI B PELIMITIEHTIB HUPKOBOI'O TpaHCILIaHTaTa, SIKi
MOXYTb OTpUMATU KOpUCTH Bif JikyBaHHs iH3KTI-2, ane ma-
IOTh MPUTHIYEHU I iIMYHITET i MOTEHIIMTHO CXUJIbHI 10 MiABUIIE-
HOro PU3MKY iH(MEeKIiil; ToMy peKoMeHaallis BUKOPUCTOBYBaA-

ney or cardiovascular benefits and take eGFR into
account.

Practice Point 4.2.4: It is reasonable to withhold
SGLT2i during times of prolonged fasting, surgery, or
critical medical illness (when patients may be at greater
risk for ketosis).

Practice Point 4.2.5: 1f a patient is at risk for hypo-
volemia, consider decreasing thiazide or loop diuretic
dosages before commencement of SGLT2i treatment,
advise patients about symptoms of volume depletion
and low blood pressure, and follow up on volume status
after drug initiation.

Practice Point 4.2.6: A reversible decrease in the
eGFR with commencement of SGLT2i treatment may
occur and is generally not an indication to discontinue
therapy.

Practice Point 4.2.7: Once an SGLT?2i is initiated, it
is reasonable to continue an SGLT?2i even if the eGFR
falls below 30 ml/min per 1.73 m?2, unless it is not toler-
ated or kidney replacement therapy is initiated.

Practice Point 4.2.8: SGLT2i have not been
adequately studied in kidney transplant recipients, who
may benefit from SGLT2i treatment, but are immuno-
suppressed and potentially at increased risk for infec-
tions; therefore, the recommendation to use SGLT2i

keGFR < 30]ﬂ>[ Stop metformin; do not initiate metformin]

No

eGFR = 60

eGFR 45-59

eGFR 30-44

Immediate release:

Dose initiation OR
Extended release:

— Initial 500 mg daily

until maximum dose

Initial 500 mg or 850 mg once daily
Titrate upwards by 500 mg/d or 850 mg/d
every 7 days until maximum dose

— If Gl side effects from immediate release

— Titrate upwards by 500 mg/d every 7 days

Initiate at half the dose
and titrate upwards to
half of maximum
recommended dose

!

l

[ Annually if on metformin for more than 4 years or at risk of vitamin B,,deficiency ]

! !

[ At least every 3—6 months ]

eGFR 45-59

eGFR 3044

Monitor
vitamin B,,
Monitor
kidney At least annually
function

eGFR = 60
Subsequent

Continue
same dose

dose adjustment

Continue same dose.
Consider dose reduction in
certain conditions (see text)

Half the dose

Figure 22. Suggested approach in dosing metformin based on the level of kidney function. eGFR, estimated
glomerular filtration rate (in mli/min per 1.73 m?); Gl, gastrointestinal
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™ iH3KTI -2 He 3aCTOCOBYEThCS 10 PELIMITIEHTIB HUPKOBOTO
TpaHCIUIaHTaTa (IUB. peKoMeHaalito 4.2.1).

4.3. AroHictu peLenTopis rAloKQroHOrnoAi6Horo
nentupy 1 ([M1-1)
Pexomenoauia 4.3. 1. Tlauientam i3 LI 2-ro tuny i XXH, s1xi
He NOCATIW iHAMBIIyaJbHUX LIJIBOBUX TMOKA3HUKIB TIiKeMil,
He3Baxarodu Ha 3actocyBaHHs MeTdopminy i iH3KTT -2, abo
SIKi He MOXXYTh BUKOPUCTOBYBATH 11i TIperiapaTti, MM peKOMEH-
IIpakmuunuii nynkm 4.3. 1. I1pu BUOOpi aroHicTiB pelenTo-
piB no I'TTI-1 cnig BinmaBaTu mpiopuTeT mperaparam i3 3amo-
KYMEHTOBaHUMM CEPILIEBO-CYIUHHUMM TMepeBaraMu.
Tlpakmuunuit nynkm 4.3.2. 11106 3BecTv 10 MiHIMyMy MOOIUHi
edekTr 3 60Ky KMIIIKOBO-IIUTYHKOBOIO TPAKTY, TIOYHITh 3 HU3bKOI
no3u aroHicTiB perienTopiB o ['TITT-1 i moBiibHO TUTpYiiTe (pUc. 27).
IIpakmuunuii nynkm 4.3.3. Aronictu peuentopiB qo ['TTI-1
HE CJIiJ1 3aCTOCOBYBaTH B KOMOIiHallil 3 iHTiOiTOpaMu TUTIENITH-
nunrentunasu 4 (AT111-4).

does not apply to kidney transplant recipients (see Re-
commendation 4.2.1).

4.3 Glucagon-like peptide-1 receptor
agonists (GLP-1RA)

Recommendation 4.3.1: In patients with T2D and
CKD who have not achieved individualized glycemic
targets despite use of metformin and SGLT2i, or who
are unable to use those medications, we recommend a
long-acting GLP-1 RA (1B).

Practice Point 4.3.1: The choice of GLP-1 RA
should prioritize agents with documented cardiovascu-
lar benefits.

Practice Point 4.3.2: To minimize gastrointestinal
side effects, start with a low dose of GLP-1 RA, and
titrate up slowly (Figure 27).

Practice Point 4.3.3: GLP-1 RA should not be used
in combination with dipeptidyl peptidase-4 (DPP-4)
inhibitors.

AP I'mn-1 [o3a DYHKLiSA HAPOK
Oynarnytug 0,75 mri 1,5 Mr oguH pa3 Ha TxaeHb | He noTpebye Kopekuii goau.
Mpunmatn npy pLLUK® > 15 mn/xs/1,73 m?
EkceHatng 10 MKr aBivi Ha foby Mpn KnKp > 30 mn/xs
EkceHaTng nofoBxeHoro 2 Mr OfiMH pa3 Ha TUXAeHb Mpn KnKp > 30 mn/xs
BUBINbHEHHSI
Niparnytvg 0,6; 1,21 1,8 Mr oguH pas Ha foby He noTtpebye kopekuii 4o3u.

O6mexeHi gari npu Tsxkin XXH

JlikenceHatunpg 10 i 20 MKr oguH pas Ha Joby

He notpebye Kopekuii fo3u.
O6mexeHi gani npu Tsxkin XXH

Cewmarniotng (iH’ekuis) 0,51 1 Mr oiMH pas Ha TMXXAEHb

He notpebye KopekLii no3u.
O6MmexeHi gaHi npy Tsxkin XXH

Cemarniotug (nepopanbHo) |3, 7 abo 14 Mr LWogHs

He noTtpebye kopekujii [osun
O6MmexeHi oaHi npu Tsxkin XXH

PucyHok 27. [losyBaHHs1 gocTynHoro aroHicta peyenropis I'T'T1-1 i mogudgpikauis goau npn XXH. XXH — xpoHiyHi
XBopobu HUpok; KnKp — knipeHc KpeatuHiHy; pLLIK® — po3paxyHkoBa LUBUAKICTb K/Ty604KOBOI ¢hinbTpadii;
AP [TIM-1 — aroHicT peyenTopa rnrokaroHonogiéHoro nentugy-1

GLP-1 RA Dose CKD adjustment
; No dosage adjustment
Dulaglutide 0.75 mg and 1.5 mg once weekly Use with €GFR > 15 ml/min per 1.73 m?
Exenatide 10 pg twice daily Use with CrCl > 30 ml/min

Exenatide extended-release 2 mg once weekly

Use with CrCl > 30 ml/min

Liraglutide

0.6 mg, 1.2 mg, and 1.8 mg once daily

No dosage adjustment
Limited data for severe CKD

Lixisenatide 10 pg i 20 pg once daily

No dosage adjustment
Limited data for severe CKD

Semaglutide (injection) 0.5 mg and 1 mg once weekly

No dosage adjustment
Limited data for severe CKD

Semaglutide (oral) 3 mg, 7 mg, or 14 mg daily

No dosage adjustmen
Limited data for severe CKD

Figure 27. Dosing for available GLP-1 RA and dose modification for CKD. CKD, chronic kidney disease; CrCl,
creatinine clearance; eGFR, estimated glomerular filtration rate; GLP-1 RA, glucagon-like peptide-1 receptor

agonist
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Tlpaxmuunuii nynkm 4.3.4. PU3uK rinoriikeMii, ik paBuiio,
HU3bKMIA MPU BUKOPUCTAHHI aroHicTiB peuentopis go ['TTI-1
MpU CaMOCTIHHOMY 3aCTOCYBaHHi, ajle PU3UK 301TbLIYETHCS,
ko AP TTIIT-1 BUKOPUCTOBYETHCS OAHOYACHO 3 iHIIUMU
JIIKApChKMMU 3aco0aMM, TAKUMHU SIK CYJIb(OHiIIceYoBUHA abo
iHcysiH. MoxJinBo, Oyae MOTPiOHO 3MEHILIUTU 103U CYJIb(hO-
HiJICeYOBUHU i/a00 iHCYITiHY.

PosaiA 5. MiaAxoan A0 BeA€HHS NALEHTIB

i3 LyKpoBum aia6etom i XXH

5.1. OcBiTHI nporpamm AAsl CQMOBPSIAYBQHHS
Pexomendayis  5.1.1. Mu peKOMEHIYEMO BIIPOBAIUTH

CTPYKTYPOBaHY OCBITHIO ITPOrpamMy i3 caMOBPSIIyBaHHS ST AO-

ISy 3a JTI0AbMU i3 ykpoBuM aiadetoM i XXH (1C).
IIpaxkmuunuiit nynkm 5.1.1. CucTeMU OXOPOHU 3I0POB’SI

MOBUHHI PO3IJISTHYTH MOXJIUBICTh BIPOBAIKEHHS CTPYKTYPO-

BaHOI TIpOrpaMy CaMOBPSIIYBaHHS IS TIALliEHTIB 3 AiabeToM i

XXH 3 ypaxyBaHHSIM MiCIIeBUX OCOOJIMBOCTE, KYJILTYpH i1 Ha-

SIBHOCTIi pecypciB.

5.2. KoMQHAHW KOMIA@KCHUM AOTASIA

Pekomendayin 5.2.1. Mu mponoHyeEMO TUPEKTUBHUM Opra-
HaM Ta ocobaM, SIKi MPUIMarOTh iIHCTUTYLIMHI pillleHHs, 3Miii-
CHIOBATH KOJIEKTUBHY KOMITJIEKCHY JOTTOMOTY, OpiEHTOBaHY Ha
OLIIHKY PM3UMKY I pO3IIMPEHHs IpaB i MOXJIMBOCTEN MallieH-
TiB, U HalaHHS KOMILJIEKCHOI JJOMIOMOTHY MalieHTaM 3 Jiade-
toM i XXH (2B).

Ipakmuunuii nynkm 5.2. 1. KomaHaHa KOMIUIEKCHA TIOTTOMO-
ra, mMaTpuMyBaHa 0cO6aMU, sIKi MPUMMAIOTh PillIeHHS, TOBUHHA
HaJlaBaTUCs JIiKapsIMU Ta CTOPOHHIM TIepCOHAIOM (HaIpUKJIIa/,
HaBYCHUMU MeJICECTpaMu i JdieTojoraMu, bapMmarieBTaMu, Me-
TUIHUMU TIOMIYHUKAMM, TPOMaJICbKUMU TTPAIliBHUKAMH i TIPH-
XWJIBHAKAMU OTHOJITKIB), ITepeBaxkHO 3i 3HaHHIM XXH. M

Practice Point 4.3.4: The risk of hypoglycemia is
generally low with GLP-1 RA when used alone, but
risk is increased when GLP-1 RA is used concomitantly
with other medications such as sulfonylureas or insulin.
The doses of sulfonylurea and/or insulin may need to
be reduced.

Chapter 5: Approaches

to management of patients

with diabetes and CKD

5.1 Self-management education programs

Recommendation 5.1.1: We recommend that a
structured self-management educational program be
implemented for care of people with diabetes and CKD
(1C).

Practice Point 5.1.1: Health care systems should
consider implementing a structured self-management
program for patients with diabetes and CKD, taking
into consideration local context, cultures, and avail-
ability of resources.

5.2 Team-based integrated care

Recommendation 5.2.1: We suggest that policyma-
kers and institutional decision-makers implement
teambased, integrated care focused on risk evaluation
and patient empowerment to provide comprehensive
care in patients with diabetes and CKD (2B).

Practice Point 5.2.1: Team-based integrated care,
supported by decision-makers, should be delivered by
physicians and nonphysician personnel (e.g., trained
nurses and dieticians, pharmacists, health care assis-
tants, community workers, and peer supporters) prefe-
rably with knowledge of CKD. M

lNepexknap: npodh. 4.4. IeaHos, k.m.H. M.[]. IBaHoBa

KoHcynbraHT: npogp. J1.K. Cokonosa
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