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F'Aaea 1. BUmMiptoBOHHS ApTepiaAbHOro
TUCKY

Pexomenmamis 1.1. Mu peKoMeHOyeEMO CTaHIApTU30BaHE
BuMiproBaHHs AT B oici Ha BiIMiHY Bil 3BUYaiiHOTO BUMipIO-
BaHHs AT B ogici mist nikyBaHHs Bucokoro AT y nopociux (1B).

IIpaktnuHa pekoMenaauis 1.1. OcumJIoMeTpUYHUN MPHU-
Jnan st BuMipioBaHHs AT Moxe OyTu KpalllMM, HixXXK pydHUI
MPUCTPIN U1 cTaHAapTU30BaHOTO BUMiptoBaHHSI AT B odici;
OJIHAaK CTaHAAPTH3allisi HAroJoIIyE Ha aleKBaTHIN MiATOTOBI
1o BuMiptoBaHHs AT, a He Ha TUTIi 00JIaTHAHHS.

INpaktnuHa pexkomeHpaanis 1.2. ABromMaTtu3oBaHUil odic-
HuUii pwian ajist BumiptoBaHHs AT, min Harsimom abo 6e3 Ha-
[JIsiLy, MOXe OyTHM HaWKpalluM METOJOM CTaHIApTU30BaHOTO
BuMmipioBaHHs AT B oici.

IIpakTnuna pekomenaauis 1.3. OcoumoMeTpuaHi MpUIagn
MOXYTb OYTM BUKOpPHUCTaHi Ij11 BuMiproBaHHs AT y Mmaii€eHTiB
i3 hibpusiLieto mepeacepib.

Pexomenpauis 1.2. Mu npornoHyemMo 3acTOCOBYBaTH am-
OyiaTopHe BuMiploBaHHs AT 3a m0IMoOMOrorw amMOyJIaTOPHOIO
MoHiTopuHry AT (AMAT) a6o noMalmtHboro MOHiTOpUHTY AT
(AMAT) 3 MeTO10 TOMOBHEHHSI CTAaHAAPTU30BaHUX MOKA3HUKIB
AT nns ynpasninHsg Bucokum AT (2B).

FAaBa 2. BTPYYOHHS Y CNOCI6 XUTTS
AAS SHWKEeHH4 GpTepiGAbHOI'O TUCKY
y nauieHTiB 3 XXH, 9Ki He OTPUMYIOTb AiCAI3
2.1. Cno>XnBAHHS HATPIIO

Pexomenpanis 2.1.1. Mu IpomoHyeEMO CIpsSMyBaHHS Ha
crnoxuBaHHS Hatpito < 2 T Ha AeHb (200 < 90 MMoJIb HATpilO Ha

Chapter 1. Blood pressure
measurement

Recommendation 1.1. We recommend standardized
office BP measurement in preference to routine office
BP measurement for the management of high BP in
adults (1B).

Practice Point 1.1. An oscillometric BP device may
be preferable to a manual BP device for standardized
office BP measurement; however, standardization em-
phasizes adequate preparations for BP measurement,
not the type of equipment.

Practice Point 1.2. Automated office BP (AOBP),
either attended or unattended, may be the preferred
method of standardized office BP measurement.

Practice Point 1.3. Oscillometric devices can be
used to measure BP among patients with atrial fibril-
lation.

Recommendation 1.2. We suggest that out-of-office
BP measurements with ambulatory BP monitoring
(ABPM) or home BP monitoring (HBPM) be used to
complement standardized office BP readings for the
management of high BP (2B).

Chapter 2. Lifestyle interventions
for lowering blood pressure in patients
with CKD not receiving dialysis
2.1. Sodium intake

Recommendation 2.1.1. We suggest targeting a so-
dium intake < 2 g of sodium per day (or < 90 mmol of
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IeHb, a00 < 5 I XJIOpUay HATpilo Ha eHb) Y Malli€HTIB 3 BUCO-
kum AT Ta XXH (2C).

[MpakTuuHa pekomeHaarlist 2.1.1. dieTuuHe oOMexXeHHs Ha-
Tpito 3a3BUYAll HE MiIXOAUTh IS MALli€EHTIB i3 CIIbBTpaya0vor0
Hedporarie.

INpaktnuna pexkomeHaaiiss 2.1.2. JlieTuyHi migxomu 10
npunuHeHHs rireptoHii (DASH) — miera abo BUKOpUCTaHHS
3aMiHHUKIB COJIi, 0araTux KaJi€eM, MOXe He ITiIXOOWUTH IIarli-
€HTaM i3 mporpecyodoro XXH abo mamieHTaM i3 TimopeHiHe-
MIiYHMM TiloaJbAOCTEPOHI3MOM a00 3 iHIIMMH IPUIMHAMU
MOPYIIEHHS eKCKpellil Kajilo, 110 MOTeHLIiAHO MOXYTh OyTU
MOPUYMHOIO TinepKaiemii.

2.2. QiznyHa QKTUBHICTb

Pexomennais 2.2.1. My IporoHyeEMO peKOMEHIyBaTH Ma-
nieHTaM i3 BucokuM AT ta XXH ¢izuuHy aKTUBHICTh cepen-
HBOI iIHTEHCUBHOCTI CYKYITHOIO TPUBAIICTIO HE MeHIIIe HixX 150
XBUJIMH Ha TYKACHb a00 iHTEHCUBHOCTI, CYMIiCHOI 3 iX ceplie-
BO-CYAMHHOIO Ta (iznuHo0 TosiepaHTHicTIO (2C).

IIpaktnuna pekomenpamis 2.2.1. bepits mo yBarm crad
KapaiopecIipaToOpHOI MiATOTOBIEHOCTI, (Di3myHi 0OMeKeHHS,
KOTHITMBHI (byHKIIil Ta pU3UK MadiHb, IPUMNMAIOUYM PIillIEHHS
Mpo 3IOiliCHEHHS Ta iHTeHCHUBHICTb BTpy4YaHb LIOA0 (hi3WUHOI
aKTMBHOCTI B OKPEMUX Malli€HTiB.

ITpakTnuHa pekomenaaiist 2.2.2. @opMmy Ta iHTEHCUBHICTb
Gi3MYHUX HaBaHTaXXEeHb CJIi OpaTH 10 yBaru Ta 3MiHIOBaTH 3a
HEeOoOXiJTHOCTi B OKpeMHUX MauieHTiB. Baxuiusi nepesBaru ist
3I0POB’Sl MOXYTb OYTH OTpUMaHi, HaBiTh AKIIO (i3UYHA aK-
TUBHICTh HUXKUE Bifl 3aIlJTAaHOBAHUX IMOKA3HUKIB [Tl 3arajibHO-
TO HACEJIEHHSI.

FAaBa 3. YNPABAIHHS QPTEPIGABHUM TUCKOM
y nauieHrTiB i3 XXH, i3 aAia6eTom

a60 6e3 HbOro, SIKi He OTPUMYIOTb AICAI3

3.1. LinbOBi 3HQYEHHSI QPTEPIAALHOro TUCKY

Pexomenpanis 3.1.1. Mu npornoHyemMo AOPOCIMX 3 BUCO-
kuM Al i XXH nikyBatu 10 LiJIbOBOIO CUCTOJIYHOIO apTepi-
anbHoro tucky (CAJ) < 120 MM pT.CT., 3a MEPEHOCUMICTIO, 3
BUKOPUCTAHHSM CTaHIAPTHU30BAHOTO 0(hiCHOrO BUMipIOBaHHS
apTepiaJibHOTo TUCKY (2B).

IMpaktnuna pekomenaauis 3.1.1. [ToreHuiitHO Hebe3mey-
HO 3acTocoByBaTu pekoMeHnoBaHy 1ijb CAT < 120 MM pT.CT.
no BuMiptoBaHb AT, OTpUMaHUX HECTaHAAPTU30BAHUM CIIO-
coboM.

IIpaktnuna pexomenmaiis 3.1.2. KuniHIiIMCT MOXYTh 10~
LTbHO 3aIlpOIIOHYBAaTH MEHII iHTEHCUBHY Tepallilo, 110 3HU-
Kye AT, y mauieHTiB 3 ayxke oOMeXXeHOIO TPUBAJICTIO KUTTS
200 CUMIITOMAaTUYHOIO MTOCTYPaJbHOIO TiMIOTEH3I€I0.

3.2. NiKyBQHHSI QHTUrINEePTEeH3UBHUMMU NP ernaparamu,
BKAIOYQIoYU iHriGitopu PAC (iPAC)

PexomeHnpartist 3.2.1. Mu peKOMEHIYEMO pO3MOYaTH Mpu-
oM iHTiOiTOPiB peHiH-aHTioTeH3uHOBOI cuctemu (iPAC) (iH-
ridéitop aHrioTeH3MHIIEpPETBOPpIOOYOro pepmenty [IAIID] abo
OsokaTop perenTopis g0 aHriotreH3uHy II [BPA]) mist mroneit 3
BucokuM AT, XXH Ta BupaxkeHO ITiIBUILEHOIO aJIbOyMiHypi€o
(G1—-G4, A3) 6e3 miabety (1B).

Pexomenpamis 3.2.2. Mu npononyemo posmnovatu iPAC
(IATI® a6o BPA) monsam 3 Bucokum AT, XXH ta noMmipHO

sodium per day, or < 5 g of sodium chloride per day) in
patients with high BP and CKD (2C).

Practice Point 2.1.1. Dietary sodium restriction is
usually not appropriate for patients with sodium-was-
ting nephropathy.

Practice Point 2.1.2. The Dietary Approaches to
Stop Hypertension (DASH) — type diet or use of salt
substitutes that are rich in potassium may not be ap-
propriate for patients with advanced CKD or those with
hyporeninemic hypoaldosteronism or other causes of
impaired potassium excretion because of the potential
for hyperkalemia.

2.2. Physical activity

Recommendation 2.2.1. We suggest that patients
with high BP and CKD be advised to undertake mo-
derateintensity physical activity for a cumulative dura-
tion of at least 150 minutes per week, or to a level com-
patible with their cardiovascular and physical tolerance
20).

Practice Point 2.2.1. Consider the cardiorespiratory
fitness status, physical limitations, cognitive function,
and risk of falls when deciding on the implementation
and intensity of physical activity interventions in indi-
vidual patients.

Practice Point 2.2.2. The form and intensity of
physical activity should be considered and modified
as necessary in individual patients. There may still be
important health benefits even if physical activity falls
below targets proposed for the general population.

Chapter 3. Blood pressure
management in patients with CKD,
with or without diabetes, not receiving
dialysis

3.1. Blood pressure targets

Recommendation 3.1.1. We suggest that adults with
high BP and CKD be treated with a target systolic blood
pressure (SBP) of < 120 mm Hg, when tolerated, using
standardized office BP measurement (2B).

Practice Point 3.1.1. It is potentially hazardous to
apply the recommended SBP target of < 120 mm Hg
to BP measurements obtained in a non-standardized
manner.

Practice Point 3.1.2. Clinicians can reasonably offer
less intensive BP-lowering therapy in patients with very
limited life expectancy or symptomatic postural hypo-
tension.

3.2. Treatment with antihypertensive drugs,
including RAS inhibitors (RASI)

Recommendation 3.2.1. We recommend starting
renin-angiotensin-system inhibitors (RASi) (angioten-
sinconverting enzyme inhibitor [ACEi] or angiotensin
I1 receptor blocker [ARB]) for people with high BP,
CKD, and severely increased albuminuria (G1-G4,
A3) without diabetes (1B).

Recommendation 3.2.2. We suggest starting RASI
(ACEi or ARB) for people with high BP, CKD, and
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minBuineHoo anboymiHnypielo (G1-G4, A2) 6e3 miabery
20).

Pexomennauiss 3.2.3. Mu peKOMEHAYEMO PO3MOYMHATH
iPAC (IAT1® a6o BPA) ntonsim 3 Bucokum AT, XXH Ta cepen-
HbO/3HAYHO BUpaxeHoto anboyminypieto (G1-G4, A2 ta A3) 3
niaberom (1B).

IIpaktTuuna pekomeHnaniss 3.2.1. Moxe OyTh AOLIiIb-
HUM JiKyBaHH mioneii i3 Bucokum AT, XXH Ta BigcyTHiCcTIO
anbOyMiHypii, 3 giabetom a6o 6e3 Hboro, iPAC (IAI1ID a6o
BPA).

IMpakTnuna pexkomenaaiist 3.2.2. IPAC ((AII® a6o BPA)
CJIio TpU3HAYaTU y HaWBUILIM 3aTBEpIKEHii 103i, sika 100pe
MEePEHOCUTHCS, ISl TOCATHEHHS 3a3HaYeHUX MepeBar, OCKijb-
KM IOBeJleHa KOPUCTh OyJia TOCSITHYTA Mil yac BUMPOOYBaHb i3
3aCTOCYBaHHSIM came LIMX J103.

[MpakTnyHa pekomenpamis 3.2.3. 3minm AT, KpeaTuHiHy Ta
KaJIito B CUPOBAaTILi KPOBi CJIill IEPEBIipsITU MPOTSTOM 2—4 THX-
HiB Ticisa moyatky abo 30iibiieHHs 1o3u iPAC, 3aiexHo Bin
notouHoi [ITK® Ta kaito B cMpOBaTIli KPOBi.

Ilpaktnuna pexomenmamiss 3.2.4. Timepkamiemieio,
noB’s13aHoI0 i3 3acTocyBaHHAIM iPAC, yacTo MoXXHa KepyBa-
TU 3a JOMNOMOTIOIO 3aXOIiB IIIOA0 3HMKEHHS piBHS Kajiio B
CUpOBaTIi KPOBi, a HE 3MEHIIEHHS I03U a00 MPUIIMHEHHS
iPAC.

ITpaktnuHa pekomeHpaauis 3.2.5. ITpomoBxkyiiTe Tepariiio
iATI® a6o BPA, ski0 KpeaTuHiH y CMpOBaTIli KpoBi He 3poc-
Tae GiybIre Hix Ha 30 % TpoTsiroM 4 TUXKHIB TTICIIST TTOYATKY JTi-
KyBaHHS a00 301JIbIIIEHHS JO3U.

ITpakTnuHa pekoMeHaaiis 3.2.6. Po3missHETE MOXIIUBICTD
3MEHIICHHS 1031 ab0 TpunuHeHHs puitomy iAITD a6o BPA
Ha TJIi CUMNOTOMATMYHOI TiMmoTeH3ii ab0 HEKOHTPOJIbOBAHOI
rirepkaiieMii, He3BaXkalouM Ha MeIMKaMEHTO3HE JIKyBaH-
HA (TiMOKalEMiYHMMM 3aco0aMM), ab0 3MEHIIEHHS ypeMid-
HUX CUMNTOMIB ITIiI Yac JIiIKyBaHHSI HUPKOBOI HEIOCTATHOCTI
(pIIK®D < 15 mia/xB Ha 1,73 M?).

IIpakTuHa pexomeHnaiis 3.2.7. AHTaroHiCTU MiHepayio-
KOPTUKOIIHUX PELIeNTOPiB e(PEeKTUBHI AJIs1 TiKyBaHHS pedpak-
TEpHOI TiMmepTeH3ii, ajle MOXYTh CIPUYMHUTU TilepKaTiEMit0
a0b0 obepHeHe 3HMKEHHS (PYHKIIIT HUPOK, OCOOJIMBO Y TallieH-
TiB i3 HU3bKUM piBHeM pLLIKD.

3.3. Poab noaBiviHoi Tepanii 3 iPAC

Pexomenpanis 3.3.1. Mu pekoMeHIyeEMO YHUKATU OyIb-
ko1 kombiHauii reparii iAITD, BPA ta npssmoro iHridiTopy pe-
Hiny (I11P) y mamienTiB 3 XXH, i3 miabeTom a6o 6e3 Hboro (1B).

FAaBa 4. YNPABAIHHS ApTepPiaAbHUM
TUCKOM Yy peuunieHTiB
TPOHCNACQHTOBAHOT HUPKU

(XXH G1T-G5T)

[MpaktuuHa pekomennauis 4.1. JlikyBaTu 10pocaux pelu-
Mi€HTIB TPAaHCIUIAHTOBAHOI HUPKU 3 BUCOKUM AT 110 1iTbOBOTO
CAT < 130 mm pr.cT. Ta JIAT < 80 MM PT.CT., BAKOPHUCTOBYIOUK
craHgapTu3oBaHe BuMiproBaHHs AT B odici (1uB. pekoMeHaa-
mito 1.1).

Pexomenpatist 4.1. Mu peKOMEHIYEMO BHUKOPHCTOBYBATHU
IUTiOPOIipUINHOBUI O10KaTop KanbuieBux KaHamiB (BKK)
a00 BPA sx anTurinepTeH3MBHUIM 3aci0 mepIoi JTiHii y 1opoc-
JIMX PEeLUIiE€HTIB 3 TpaHCILIaHTOBaHOIO HUpKoIo (1C).

moderately increased albuminuria (G1—G4, A2) with-
out diabetes (2C).

Recommendation 3.2.3. We recommend starting
RASi (ACEi or ARB) for people with high BP, CKD,
and moderately-to-severely increased albuminuria
(G1-G4, A2 and A3) with diabetes (1B).

Practice Point 3.2.1. It may be reasonable to treat
people with high BP, CKD, and no albuminuria, with or
without diabetes, with RASi (ACEi or ARB).

Practice Point 3.2.2. RASi (ACEi or ARB) should
be administered using the highest approved dose that
is tolerated to achieve the benefits described because
the proven benefits were achieved in trials using these
doses.

Practice Point 3.2.3. Changes in BP, serum creati-
nine, and serum potassium should be checked within
2—4 weeks of initiation or increase in the dose of a
RASI, depending on the current GFR and serum po-
tassium.

Practice Point 3.2.4. Hyperkalemia associated with
use of RASi can often be managed by measures to re-
duce the serum potassium levels rather than decreasing
the dose or stopping RASI.

Practice Point 3.2.5. Continue ACEi or ARB the-
rapy unless serum creatinine rises by more than 30 %
within 4 weeks following initiation of treatment or an
increase in dose.

Practice Point 3.2.6. Consider reducing the dose
or discontinuing ACEi or ARB in the setting of either
symptomatic hypotension or uncontrolled hyperka-
lemia despite medical treatment, or to reduce uremic
symptoms while treating kidney failure (estimated
glomerular filtration rate [eGFR] < 15 ml/min per
1.73 m?).

Practice Point 3.2.7. Mineralocorticoid receptor
antagonists are effective for management of refractory
hypertension but may cause hyperkalemia or a rever-
sible decline in kidney function, particularly among pa-
tients with low eGFR.

3.3. Role of dual therapy with RASi

Recommendation 3.3.1. We recommend avoiding
any combination of ACEi, ARB, and direct renin in-
hibitor (DRI) therapy in patients with CKD, with or
without diabetes (1B).

Chapter 4. Blood pressure
management in kidney
transplant recipients
(CKD G1T-G5T)

Practice Point 4.1. Treat adult kidney transplant
recipients with high BP to a target BP of < 130 mm
Hg systolic and < 80 mm Hg diastolic using stan-
dardized office BP measurement (see Recommenda-
tion 1.1).

Recommendation 4.1. We recommend that a dihy-
dropyridine calcium channel blocker (CCB) or an ARB
be used as the first-line antihypertensive agent in adult
kidney transplant recipients (1C).
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FAaBa 5. YNpABAiHHS apTepiaAbHUM TUCKOM
y Aiten i3 XXH

Pexomenpauist 5.1. Mu npornonyemo ans aiteit i3 XXH
3HUXXYBATU 24-TOAMHHUI CepelHiil apTepialbHUII TUCK 3a
AMAT no < 50-ro mpoueHTWIS IJIST BiKY, CTaTi Ta 3POCTY
20).

IMpaktnuna pexkoMmenaailist 5.2. Y gireit 3 Bucokum AT Ta
XXH, xomu AMAT HemgocTyImHe, pO3yMHUM ITiIXOOO0M € pyd-
He aycKyJbTaTuBHE odicHe BuMiptoBaHHSI AT y cTaHmapTu30-
BaHOMY peXHUMi, KEpOBAHOMY MPOTOKOJAMU, JIJIsI TOCSATHEHHS
CAT < 90-ro npoleHTuIs1 Ui BiKy, CTaTi Ta 3pOCTY HOpMaJib-
HUX JIITEH.

IMpaktnuHa pekomeHpauis 5.3. Bukopucrobyiite iAII®D
a6o BPA sk Teparito nepiioi JiHii ayist Bucokoro AT y nmiteit i3
XXH. i npenapaTtu 3HUKYIOTb IPOTEIHYPilO i 3a3BUYail 1obpe
MEPEHOCSTHCS, ajle BOHU HECYTh PU3MK TillepKajieMii Ta MAlOTh
HECIIPUATIMBUI BIUIMB Ha IIi y BaritHux. M

Chapter 5. Blood pressure
management in children with CKD

Recommendation 5.1. We suggest that in children
with CKD, 24-hour mean arterial pressure (MAP) by
ABPM should be lowered to < 50" percentile for age,
sex, and height (2C).

Practice Point 5.1. We suggest monitoring BP once a
year with ABPM, and monitoring every 3—6 months with
standardized auscultatory office BP in children with CKD.

Practice Point 5.2. In children with high BP and
CKD, when ABPM is not available, manual auscultatory
office BP obtained in a protocol-driven standardized set-
ting targeting achieved SBP < 90" percentile for age, sex,
and height of normal children is a reasonable approach.

Practice Point 5.3. Use ACEi or ARB as first-line
therapy for high BP in children with CKD. These drugs
lower proteinuria and are usually well tolerated, but
they carry the risk of hyperkalemia and have adverse fe-
tal risks for pregnant women. M

lMepeknag: npocp. 4.4. IBaHoB, K.M.H. M.[]. IBaHoBa M
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