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PosaAiA 2. AikyBaHHg BIC-iHdekuii
B nauieHTiB i3 XXH

2.1. Mu pekomenayemMo Bcix maitieHTiB i3 XXH (G1-G)Y),
sIKi lepeOyBatoTh Ha gianizi (G5D), i peuumieHTiB TpaHCILIaH-
toBaHoi HupKu (G1T-G5T) 3 BI'C omiHioBaTy mIss MOXKIN-
BOCTI Teparlii Ha OCHOBI IPOTUBiIpYCHUX IPEIapaTiB IIPsIMOi mil
(IIIII1O), sax moka3aHo Ha puc. 1 (1A4).

2.1.1. Mu pexomeHIyeMoO, 1100 BUOip KOHKPETHOTO pe-
KMMY TPYHTYBaBCSl Ha MOMNEPEeIHbOMY aHaMHe3i JIiKyBaHHS,
JIIKapChbKUX B3aEMOISIX, IIBUIKOCTI KJIYyOOUYKOBOI (pinbTpartii
(LIK®), cranii ¢pibpo3y MneyiHKK, KaHAWAaTaX Ha TpaHCILIaH-
Tallilo HUPKU i TEeUiHKU i CyMyTHiX 3axXBOploBaHHAX (/A).
SIK1110 TAaHT€HOTUIIOBI CXEMM HEIOCTYITHi, TeHOTHIT (i TTiaTuI)
BI'C mae Bu3Hauatu BuOip JiikyBaHHs (puc. 1).

2.1.2. Jlikyiite KaHAMIATiB Ha TpaHCIUJIAHTALIil0 HUPKUA B
cmiBIpalli 3 UEHTPOM TpaHCIUJIAHTALIil ISl oNTUMi3alii yacy
Tepartii (He ouineno).

2.1.3. YV peuMITiEHTIB TPaHCIUIAHTOBAHOI HUPKM MU PEKO-
MEHIYEMO TMepen JiKyBaHHSIM IIPOBECTH OLIHKY B3a€EMOMIIM
JiKiB Mix cxemoro Ha ocHoBi INIIIIIJ Ta iHIIMMU CymyTHIMU
npenaparamu, BKJIIOYHO 3 IMyHOCYIIPECUBHUMU Mpenaparamu
(14).

2.1.4. Mu peKOMEeHAYEMO KOHTPOJIIOBATH PiBHi iHTi0ITOPiB
KaJbUMHEBPUHY Min yac i micas jgikyBaHHs [T y peuurmi-
€HTIB TpaHCIJIAaHTOBaHOI HUPKHU ( B).

2.2. Yci nanientn 3 XXH (G1-GS5), ski nepeOyBatoTh Ha
nianizi (G5D), i peuunieHT TpaHcruiaHToBaHoi HUpKK (G1T-
G5T) i3 BI'C noBuHHI IpoiiTH TeCTyBaHHS Ha iH(EKIIilo Bipycy
rermatuty B (BI'B) tepen repamiero I/ (ne oyineno).

2.2.1. SIx11o mpUCyTHIil TOBEpXHEBUI aHTUTEH TenaTuty B
|HBsAg|, mamieHTy ciin rmpoiitu oocTexxeHHs 111 Teparii BI'B
(He oyineno).

Chapter 2: Treatment of HCV Infection
in Patients with CKD

2.1: We recommend that all patients with CKD
(G1-G5), on dialysis (G5D), and kidney transplant
recipients (G1T-G5T) with HCV be evaluated for di-
rect-acting antiviral (DAA)-based therapy as outlined
in Figure 1 (1A).

2.1.1: We recommend that the choice of specific
regimen be based on prior treatment history, drug-drug
interactions, glomerular filtration rate (GFR), stage of
hepatic fibrosis, kidney and liver transplant candidacy,
and comorbidities (/A4). If pangenotypic regimens are
not available, HCV genotype (and subtype) should
guide the choice of treatment (Figure 1).

2.1.2: Treat kidney transplant candidates in collabo-
ration with the transplant center to optimize timing of
therapy (Not Graded).

2.1.3: We recommend pre-treatment assessment for
drug-drug interactions between the DAA-based regi-
men and other concomitant medications including im-
munosuppressive drugs in kidney transplant recipients
(14).

2.1.4: We recommend that calcineurin inhibitor
levels be monitored during and after DAA treatment in
kidney transplant recipients (/B).

2.2: All patients with CKD (G1-GS5), on dialysis
(G5D), and kidney transplant recipients (G1T-G5T)
with HCV should undergo testing for hepatitis B virus
(HBV) infection prior to DAA therapy (Not Graded).

2.2.1: If hepatitis B surface antigen [HBsAg] is pre-
sent, the patient should undergo assessment for HBV
therapy (Not Graded).
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2.2.2. Sdlximo HBsAg BincyTHiii, aje BUSBICHO MapKepu I10-
nepenuboi iHbekii BB (HBcAb-nosutusHuii 3/6e3 HBsAD),
BUKJIIOUiITh peakTuBaliro BI'B 3a momomororo anamizy JHK
HBYV, sik1110 moka3HUKU TecTiB (GYHKIIIT MEYiHKY TiABUIIYIOThb-
cs min vac tepamnii [T (#e oyinero).

4.1. OUiHKQ TQ AiIKYBQHHSI KOHAUAQTIB
HQ TPQHCHAQHTALiIO HUPKU
woAo iHpekuii BIC

4.1.1. Mu peKoMeHIyEMO TpaHCILIAHTALlil0 HUPKU SIK Hali-
Kpalluii TeparneBTUYHUI BapiaHT il mauieHTiB i3 XXH G5
He3aexHo Bing HasgBHOCTI BI'C-indexuii ( /4).

4.1.2. Mu nponoHyeMo, 11100 yci KaHAUIATU Ha TPAHCILJIaH-
Tanito HUpKU 3 BI'C mpoxoauan oLiHKy TSDKKOCTI 3aXBOPIO-
BaHHS TI€YiHKM Ta HAsIBHOCTI MOPTAJbHOI TiMepTeH3ii mepen
MPUIAHATTSIM Ha TpaHCIUIaHTaLit0 HUpKU (2D).

4.1.2.1. Mu pekomeHayemo naitieHtam i3 BI'C, kommneHco-
BaHMUM LIMPO30M TeYiHKH i 6€3 MopTaabHOI TilepTeH3sii 130160~
BaHy TpaHCIUIAHTALlil0 HUPKM, a TaKOX MallieHTaM 3 JeKOM-
MEeHCOBAaHUM 1LIMPO30M ab0 KIIIHIYHO 3HAUYIIOIO MOPTAIBHOIO
rirepreH3i€o (TOOTO rpami€HT MeYiHKOBOTO BEHO3HOTO THUCKY
> 10 MM pT.CcT. a00 03HAKY ITOPTAILHOI TiepTeH3ii i Yac Bi3y-
aJtizallil Yu oO0CTeXKeHHsI) MPOBOAUTU OAHOYACHY TPaHCILIAaH-
Talilo nevdiHku Ta HUpKu (/B). JlikyBaHHS MALiEHTIB 3 JIETKOIO
i TOMipHOI0 MOPTAJbHOIO TiMePTeH3i€I0 CJIiJl BU3HAYATU B KOXK-
HOMY KOHKPETHOMY BUTIAJIKY.

4.1.2.2. Mu peKoMeHIyEMO HarpaBiaTH mnaiieHTiB i3 BI'C
i IEKOMIIEHCOBAaHUM ILIMPO30M Ha KOMOIiHOBaHY TpaHCILJIaHTa-
11ito neviHku it Hupku (1B).

4.1.3. Yac nikyBanHs1 BI'C y 3B’13Ky 3 TpaHCIJIaHTalli€10
HUPKU (70 UM TIiC/IsI) Ma€ IPYHTYBATUCS Ha THUIIi JJOHOpa (KU~
BUI UM TPYIHUI JOHOP), Yaci OYiKyBaHHS 3a TUIIOM JOHODA,
MOJIITULII LIEHTPY, 110 PEryII0€ BUKOPUCTAaHHS HUPOK Bim BI'C-
iH(piKOBaHMX TPYIMHUX IOHOPIB, i CTYMEHI TSKKOCTI (Pidbpo3y
MeYiHKM (He oyineHo).

4.1.3.1. Mu pekoMeHayeEMO, 11100 yCi KaHIMAATU Ha TpaH-
crutanTauito Hupku 3 BI'C posrsimanucst nis tepamnii TTITTT
1o abo micns TpaHcrutaHTauii (1A4).

4.1.3.2. Mu 11poroHy€eMo, 11100 KaHIWAaTU Ha TpaHCILJIaH-
Talito HUpKU, iHdikoBaHi BI'C, Bim kuBoro moHopa HUPKU
posrsiaanucs Uis JiKyBaHHS 10 a00 He3a0apoM Iicisl TpaH-
CIUIaHTallii 3aJIeXKHO Bill O4iKyBaHOIO 4acy TpaHCIUIaHTallii
(2B).

4.2. BAKOPUCTQHHSI HUPOK BiA AOHOPIB, iHpikoBaHUX BIC

4.2.1. Mu pekoMeHIy€EMO, 1100 yCiM TOHOpPaM HUPOK MPO-
BOIMBCS CKpUHIHT Ha iHdekuio BI'C 3a normoMoroio iMmyHoJ10-
TiYHOIrO aHaJli3y Ta TeCTyBaHHs HyKJeiHOBOi1 Kucaotu (NAT)
(sixio NAT nocrynnuii) ( 14).

4.2.2. Iicns ouinku idposy nevwinku BI'C-iHdikoBaHi mo-
TEeHUIIHI XXWBi IOHOPU HUPOK, SIKi HE MAlOTh LIMPO3Y, MOBUHHI
npoiitu JikyBaHHs BI'C nepen noHalli€o, SIKIIO PELUITIEHT He
iHpikoBaHuit BI'C; BOHU MOXyTb OyTH TIPUITHSTI 1JIs1 JOHOP-
CTBa, SIKIIIO BOHU JIOCSATAlOTh CTilKOT BipyCOJIOTiYHOI BiIOBi-
ni (CBB) i 3a iHIIMMU 03HaKaMU 3aJIMIIAIOTHCS TTPUAATHUMMU,
o0 OyTu moHOpaMM (He ouyiHeHo).

4.2.3. Mu peKOMEeHAYEMO pO3INISIAaTH TPAHCIUIAHTAIIIO
Hupku Bin BI'C-iH(pikoBaHMX TOHOpPIB HE3aJeXXHO Bil CTaTyCy
BI'C noTeHuUiitHUX pelUITieHTIB TpaHCILIaHTOBaHOI HUpKU (1C).

2.2.2: If HBsAg is absent but markers of prior HBV
infection (HBcAb-positive with or without HBsAb) are
detected, exclude HBV reactivation with HBV DNA
testing if levels of liver function tests rise during DAA
therapy (Not Graded).

4.1: Evaluation and management of kidney
transplant candidates regarding HCV
infection

4.1.1: We recommend kidney transplantation as the
best therapeutic option for patients with CKD G5 ir-
respective of presence of HCV infection ( 14).

4.1.2: We suggest that all kidney transplant candi-
dates with HCV be evaluated for severity of liver disease
and presence of portal hypertension prior to acceptance
for kidney transplantation (2D).

4.1.2.1: We recommend that patients with HCV,
compensated cirrhosis, and no portal hypertension un-
dergo isolated kidney transplantation and that patients
with decompensated cirrhosis or clinically significant
portal hypertension (i.e., hepatic venous pressure gradi-
ent > 10 mm Hg or evidence of portal hypertension on
imaging or exam) undergo a simultaneous liver-kidney
transplantation (/B). Treatment of those with mild-to-
moderate portal hypertension should be determined on
a case-by-case basis.

4.1.2.2: We recommend referring patients with HCV
and decompensated cirrhosis for combined liver-kidney
transplantation (/B).

4.1.3: Timing of HCV treatment in relation to kid-
ney transplantation (before vs. after) should be based on
donor type (living vs. deceased donor), wait-list times
by donor type, center-specific policies governing the
use of kidneys from HCV-infected deceased donors,
and severity of liver fibrosis (Not Graded).

4.1.3.1: We recommend that all kidney transplant
candidates with HCV be considered for DAA therapy,
either before or after transplantation (14).

4.1.3.2: We suggest that HCV-infected kidney
transplant candidates with a living kidney donor be
considered for treatment before or shortly after trans-
plantation depending on the anticipated timing of
transplantation (2B).

4.2: Use of kidneys from HCV-infected donors

4.2.1: We recommend that all kidney donors be
screened for HCV infection with both immunoassay
and nucleic acid testing (NAT) (if NAT is available)
(14).

4.2.2: After assessment of liver fibrosis, HCV-in-
fected potential living kidney donors who do not have
cirrhosis should undergo HCV treatment before dona-
tion if the recipient is HCV-uninfected; they can be ac-
cepted for donation if they achieve sustained virologic
response (SVR) and remain otherwise eligible to be a
donor (Not Graded).

4.2.3: We recommend that kidneys from HCV-in-
fected donors be considered regardless of HCV status of
potential kidney transplant recipients (/C).
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4.2.4. Tlin yac TpaHCIUIaHTalii HUPOK Bil JOHOpIB, iH(i-
koBaHux BI'C, penunienram, He iHdikoBanum BI'C, nentpu
TpaHCIUIAHTALlil TOBMHHI 3a0€3MeYnTH MalliEHTaM BiAIOBiIHE
HaBYaHHS Ta y4acTb B OOTOBOPEHHI 3 MOCTaTHHOI iH(OopMa-
i€l i HamaHHS iHGopMoBaHoi 3roau. IlalieHTy TOBUHHI
OyTHr ToiH(hOPMOBaHI MPO PU3MKU i TIepeBarv TpaHCIUIaHTallii
BI'C-iHdikoBaHOI HUPKHU, BKIIOYHO 3 HEOOXITHICTIO JIIKyBaH-
e I (ke ouineno).

4.2.5. Ilim yac TpaHCIIaHTAllil HUPOK Bil TOHOPIB, iHi-
koBanux BI'C, penunientam, He iHpikoBanum BI'C, neHntpu
TpaHCIUIaHTAallil MOBUHHI minTBepauTu HasiBHicTh TTITITI ms
MoYaTKy JIiKyBaHHSI B paHHbOMY II€piofii MicCJisl TpaHCIIaHTa-
1ii (ke oyineno).

4.3. 3acToCyBAHHS MIATPUMYIOYOT
iMmyHocynpecusHoi tepanii

4.3.1. Mu peKOMEHIYEMO OIIiHUTH PELUITIEHTIB TpaH-
CIUIAaHTOBaHOI HUPKU, siKi orpumyioTh [IITITA, Ha mpeamer
HEOOXiTHOCTI KOPUTYBaHHS J0O3M CYIYTHIX iMyHOZEIIPECaHTIiB

(10).

4.4. N\ikyBQHHS1 yCKAQAHEHb, NMOB’s13aHUX i3 BIC,
Y peumnieHTiB TOAHCIAQHTOBAHOI HUPKN

4.4.1. Mu nponoHyeMo, 11100 Malli€HTH, paHilie iHpikoBaHi
BI'C, saxi gocsrnmu CBB 10 TpaHcIiaHTallii, TpoiuIv TecTy-
BaHHST NAT 4yepe3 3 wmicsili micist TpaHCIUIaHTaLil abo SIKIIO
BUHUKIA 1UCGhYHKIIS nediHku (2D).

4.4.2. PeuunieHTU TPAHCIUIAHTOBAHOI HUPKM 3 LIMPO30M
MOBUHHI TIPOXOJUTH TaKe K CITOCTEPEKEHHsI 3a 3aXBOPIOBAH-
HSIMM TIEUiHKU, SIK i mauieHTu 0e3 TpaHCIUIaHTallil, SIK 3a3Ha-
YeHO B peKOMeHAalisIx AMEpPUKaHCHKOI acoliallii 3 BUBYSHHS
3axBopioBaHb ediHKK (AASLD) (ne oyineno).

4.4.3. BI'C-in¢gikoBaHi peuUMITIEHTA TPaHCILUIAHTOBAHOI
HUPKM TTOBUHHI MIPOXOIUTHU TECTyBaHHS Ha MPOTEIHYPiIO Ipu-
HaMHI KOXHi 6 Mica1iB (1e oyineno).

4.4.3.1. Mu nporioHy€eMO Mali€eHTaM, Y SKMX BUHUKJIA [PO-
TeiHypist de novo (CHiBBiIHOIIEHHSI OiJTOK/KpeaTWHiH y ceui
> 1 r/rabo 6inoK y 24-roanHHil cevi > 1 T2 abo Ginbliie pa3u),
npoBecTH OIOINCi0 AIOTPAHCIIAHTATA i3 3aCTOCYBAHHAM iMy-
HOMJIIOOPECLIEHIIIT Ta eJIEKTPOHHOI Mikpockortii (2D).

4.4.4. Mu pekomeHayeMo JiikyBaHHS 3a cxemoto TTITITIA y
MALI€HTIB 3 MOCTTPAHCIUIAHTALIMHUM TJIOMEPYJIOHE(DPUTOM,
acotuiitoBanum i3 BI'C (1D).

Po3AiA 5. AiarHOCTUKA TA AiKYBAHHS
3AaXBOPIOBAHb HUPOK, NoB’A30HUX
3 iHpeKuieto BIC

5.1. IMauienTiB, iH¢pikoBanux BI'C, i3 TunoBuM mnposiBoMm
iMYHOKOMILJIEKCHOIO MpPOJIihepaTUBHOIO IJIOMEPYIOHE(DPUTY
MOXHa JIiKyBaTH 0e3 MiaATBepaxyoouoi Gioncii Hupku. OmgHak
Oioricist Moxe OyTH ToKa3aHa 3a MEeBHUX KJIiHIYHMX 00CTaBUH
(puc. 3) (e oyineno).

5.2. Mu pekoMeHIyeMO, 11100 Mali€eHTH 3 TIoMepyoHed-
putoM, acotiitoBanuM i3 BI'C, oTpumyBaiu npoTuBipycHY Te-
parmito (1A).

5.2.1. Mu peKOMeHIy€EMO, 1100 MALliEHTH 3 TIIOMepYIoHe (-
putoM, acouiitoBanuM 3 BI'C, 3i cTabiabHOIO (hyHKIIIEIO HUPOK
i 6e3 HeppoTuHOro cuHapomy orpumyBanu IIII1JI nepen iH-
muMu Metonamu JikyBaHHs (1C).

4.2.4: When transplanting kidneys from HCV-in-
fected donors into HCV-uninfected recipients, trans-
plant centers must ensure that patients receive education
and are engaged in discussion with sufficient informa-
tion to provide informed consent. Patients should be in-
formed of the risks and benefits of transplantation with
an HCV-infected kidney, including the need for DAA
treatment (Not Graded).

4.2.5: When transplanting kidneys from HCV-in-
fected donors into HCV-uninfected recipients, trans-
plant centers should confirm availability of DAAs
for initiation in the early post-transplant period (Not
Graded).

4.3: Use of maintenance immunosuppressive
regimens

4.3.1: We recommend that kidney transplant recipi-
ents being treated with DAAs be evaluated for the need
for dose adjustments of concomitant immunosuppres-
sants (1C).

4.4: Management of HCV-related
complications in kidney transplant recipients

4.4.1: We suggest that patients previously infected
with HCV who achieved SVR before transplantation
undergo testing by NAT 3 months after transplantation
or if liver dysfunction occurs (2D).

4.4.2: Kidney transplant recipients with cirrhosis
should have the same liver disease follow-up as non-
transplant patients, as outlined in the American Asso-
ciation for the Study of Liver Diseases (AASLD) guide-
lines (Not Graded).

4.4.3: HCV-infected kidney transplant recipients
should be tested at least every 6 months for proteinuria
(Not Graded).

4.4.3.1: We suggest that patients who develop new-
onset proteinuria (either urine protein-creatinine ratio
> 1g/g or 24-hour urine protein > 1 g on 2 or more occa-
sions) have an allograft biopsy with immunofluorescence
and electron microscopy included in the analysis (2D).

4.4.4: We recommend treatment with a DAA regi-
men in patients with post-transplant HCV-associated
glomerulonephritis (/D).

Chapter 5: Diagnosis
and management of kidney diseases
associated with HCV infection

5.1: HCV-infected patients with a typical presen-
tation of immune-complex proliferative glomerulone-
phritis can be managed without a confirmatory kidney
biopsy. However, a biopsy may be indicated in certain
clinical circumstances (Figure 3) (Not Graded).

5.2: We recommend that patients with HCV-as-
sociated glomerulonephritis receive antiviral therapy
(1A).

5.2.1: We recommend that patients with HCV-asso-
ciated glomerulonephritis, stable kidney function, and
without nephrotic syndrome be treated with DAAs prior
to other treatments (/C).
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5.2.2. Mu peKOMeHAyeEMO, 1100 Mali€HTH i3 3arOCTPEHHSIM
KpiornoOyiHeMii ab0 IIBUAKO MPOTPECylOUrMM TIJI0MEpYJIo-
HedpuToM otpumyBaiu jgikyBanHs [T ta imyHocynpecus-
HUMM 3ac00aMu 3 T1a3M0o00MiHOM abo 6e3 Hporo (1C).

5.2.2.1. PimeHHsT TIpo BUKOPUCTAHHSI iMyHOCYITPECUBHUX
3ac00iB y Malli€HTIB 3 HEPPOTUUYHUM CUHAPOMOM Mae€ MpuitMa-
TUCS iIHAUBIMYaIbHO (He OUiHeHO).

5.2.3. Mu peKOMeHAYEMO IMYHOCYIIpECHMBHY Tepalliio B
MALi€HTIB 3 TICTOJIOTIYHO AKTUBHUM IJIOMEPYJIOHEDPUTOM,
acouiioBanuM i3 BI'C, ki He pearyioTb Ha IIPOTUBIPYCHY Te-
parito, 0co0JIMBO B MALiEHTIB 3 KPiOTrJI0OYyIiHEMIYHUM 3aXBO-
pPIOBaHHSIM HUPOK ( 1B).

5.2.3.1. MU peKOMEHAYEMO PUTYKCUMAaO SIK iMyHOCYIIpe-
CHUBHY Teparito nepioi ginii (/C). M

Ta6bnuys 1. KopoTkuii BUKa KIIFOHOBUX MOJI0XEHb
3 OHoBneHoi iHcTpykyii KDIGO 2022 wopgo BIr C

5.2.2: We recommend that patients with cryoglobu-
linemic flare or rapidly progressive glomerulonephritis
be treated with both DAAs and immunosuppressive
agents with or without plasma exchange (/C).

5.2.2.1: The decision whether to use immunosup-
pressive agents in patients with nephrotic syndrome
should be individualized (Not Graded).

5.2.3: We recommend immunosuppressive therapy
in patients with histologically active HCV-associated
glomerulonephritis who do not respond to antiviral
therapy, particularly those with cryoglobulinemic kid-
ney disease (/B).

5.2.3.1: We recommend rituximab as the first-line
immunosuppressive treatment (/C). M

Table 1. Summary of key messages from KDIGO 2022
HCV Guideline Update

— MMNNAQ e BucokoeekTMBHUMM | [OOPE NepPeHOCATLCS
npw nikyeaHHi BI'C y nauieHTiB Ha BCix cTagisx XXH,
BKJIIOYHO 3 TUMMW, XTO NPOXOAMTb Aianis3Hy Tepanito, i
peuuvnieHTaMm TpaHCNNaHTOBaHOI HUPKK, 6e3 HeobXia-
HOCTi KOpUryBaHHs [o3u

MaHreHoTunoBi cxemu MMM, BKNOYHO 3i cxemamu Ha
OCHOBI COhOCOYBIpY, | CxemMun, NOB’A3aHi 3 FeHOTUMNOM,
€ 6e3neYHnMU 1 edpeKTUBHMUMUK Ana nisHix ctagin XXH
(XHH G4-G5ND a6o G5D) i ons peumnieHTiB TpaH-
CMMIaHTOBaHOI HUPKM, iX MOXHA BUOPATU Ha OCHOBI
MiCLieBOi NPaKTUKK Ta HasBHOCTI KOHKpeTHuX MNIMMN4
— $IKLL0 NaHreHOTUMNOBI CXEMW HEAOCTYMHI, FEHOTUMNN
cnig 3’acyeatu nepep nikysanxam Mrrg

— IHri6iTopn npoTeasu («-npesipu», Taki SK cume-
npeBip, napuTanpesip i rpas3onpesip) NPOTUNoKa3aHi
naujieHtam i3 umpo3om B i C 3a Child-Pugh

— DAAs are highly effective and well-tolerated for
treatment of HCV in patients across all CKD stages,
including those undergoing dialysis therapy and
kidney transplant recipients, with no need for dose
adjustment

Pangenotypic DAA regimens, including sofosbuvir-
based regimens, and genotype-specific regimens are
safe and effective for advanced CKD (CKD G4-G5ND
or G5D) and for kidney transplant recipients, and can
be selected based on local practices and availability of
specific DAAs

— If pangenotypic regimens are not available,
genotypes should be ascertained prior to DAA treatment
— Protease inhibitors (“-previrs” such as simeprevir,
paritaprevir, and grazoprevir) are contraindicated in
patients with Child-Pugh B and C cirrhosis

lMepeknap: k.m.H. M.[]. IBaHoBa M
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