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Po3znin 1.1. Tlanientu 3 mykposum aiaderom i XXH 5-i
cTajii MOBUHHI MOYMHATH 3 MEPUTOHEATbHOIO Aiaji3y Yu re-
Moiai3y sK nepmmuii Buoip?

1.1.1. Mu pexoMeHAyEMO HaaaBaTu MPIOPUTET BilMo-
BiJIHO J10 3arajJibHOTO CTaHy Iali€eHTa i Koro modaxaHb y
BUOOPi 3aMiCHOT HUPKOBOI Teparlii, OCKIJIbKU JOKa3U 11010
riepeBar oJHi€l TAKTUKM JiKyBaHHS HaJ iHIIOIO B MALIiEHTIB
3 niabeToMm i 5-10 ctamiero XXH BiacytHi (1C).

1.1.2. Mu pekoMeHIyeEMO HaAaTW MalieHTaM 00’ €K-
TUBHY iH(OpMalilo PO Pi3Hi AOCTYMHI BapiaHTH JIiKyBaH-

i He (1A).

1.1.3. ¥V nauieHTiB, sKi 0aXaOTh MMOYMHATU 3 TEMO-
nianizy (I'/l), Mu HagmaeMo mepeBary BUCOKOMOTOKOBO-
my I['Jl 3aMicTh HU3bKOMOTOKOBOTO, KOJM 1€ JOCTYITHO
(20).

1.1.4. Mu BBaxaemo, IO AiabeT He MAa€ KOIHOIO
BIUIMBY Ha BuOip Mmix I'JI a6o remoniadiaprpauico (I'1D)
(2B).

Po3aia 1.2. Un noBuHHI namieHTH 3 IYKPOBUM Jiade-
ToM i XXH 5-i craaii mounHaTu nianis panime, To0TO 10
PO3BUTKY CHMIITOMATHKH, HiXK NalicHTH 0e3 aiadery?

1.2.1. Mu peKoMeHAyeEMO TTOYMHATU Aiadi3 y MalieHTiB
3 LIYKPOBUM Jia0ETOM 32 TUMM X KPUTEPISIMU, 1110 1 Y XBO-

pux 6e3 giadety (1A).

Hacranosa 1.3. IlaiieHT# BUCOKOTO PU3MKY, HATIPU-

| KJ1az1 3 1iaGeToM, i Ti, uMs HUPKOBA (PYHKLIifl TIOTipLIYETLCS

Oinpin mBUAKUME Temiiamu, Hix pLIIK® 4 mi/xB/pik, mo-
TpeOYyIOTh OCOOJIMBO MUJIBHOTO CIIOCTEPEXKEHHS. Y MICLISIX,
Jle IUJIbHUM HATJIs1 HE € MOXJIMBUM, i B MALIIEHTIB, Y IKUX
YPeMiuHi CUMIITOMM B TOJAIBIIOMY OyIe CKJIaIHO BUSIBH-
T, KpallUM MOKe OyTH IUIaHOBUI MOYaTOK Aiaji3y 1ie 3a
BiJICYTHOCTi CUMIITOMIiB.

Chapter 1.1. Should patients with diabetes and
CKD stage 5 start with peritoneal dialysis or haemo-
dialysis as a first modality?

1.1.1. We recommend giving priority to the pa-
tient’s general status and preference in selecting
renal replacement therapy as there is an absence
of evidence of superiority of one modality over
another in patients with diabetes and CKD stage
5(1C).

1.1.2. We recommend providing patients with un-
biased information about the different available treat-
ment options (1A).

1.1.3. In patients opting to start haemodialysis
(HD), we suggest prefering high flux over low flux
when this is available (2C).

1.1.4. We suggest diabetes has no influence on the
choice between HD or haemodiafiltration (HDF)
(2B).

Chapter 1.2. Should patients with diabetes and
CKD stage 5 start dialysis earlier, i.e. before be-
coming symptomatic, than patients without diabe-
tes?

1.2.1. We recommend initiating dialysis in pa-
tients with diabetes on the same criteria as in patients
without diabetes (1A).

Guideline 1.3. High-risk patients e.g. with diabe-
tes and those whose renal function is deteriorating
more rapidly than eGFR 4 mL/min/year require par-
ticularly close supervision. Where close supervision is
not feasible and in patients whose uraemic symptoms
may be difficult to detect, a planned start to dialysis
while still asymptomatic may be preferred.
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Po3znia 1.3. IIlo € kpamum K NOYATKOBHII IOCTYyN y Na-
uienTis 3 giadeTom i XXH 5-i cragaii: dicryna, npores um Ty-
HeJIbHUii KaTeTep?

1.3.1. Mu peKOMeHAYEMO AOKJIaJaTh PO3YMHMX 3yCUIb
IUISI YHUKHEHHST TYHEJIBHUX KaTeTePiB 3 METOIO TIEpBUHHO-
T0 IOCTYMY B MAlli€HTIB i3 YKPOBUM [1iabeTOM, SIKi HUPKO-
BO-3aMicHy Tepartito mounHaiots 3 ['I] (1C).

1.3.2. Mu peKoMeHIyEMO OOrOBOPIOBATH 3 IMAIliEHTOM
nepeBaru, HeJOJiKM i pu3UKU KOXHOTO 3 TUIIIB JOCTYITY.

Po3nia 1.4. U € KOpHCHUM NPOBEIEHHS TPAHCIUIAHTAIIT
HHMPKH B nauienTis 3 xiaderom ta XXH 5-i cranii?

1.4.1. Mu pekomeHayemo 3abe3redyeHHs iHpopMa-
Li€l0 MPOo pi3Hi BapiaHTW TpaHCIJIaHTAallil Ta iX OYiKyBa-
Hi pe3yJbTaTu MAallieHTiB 3 AiabeToM i 4—5-10 cTamisiMu
XXH, gKi BBaxXawThCs MPUIATHUMU AJIs0 TpaHCILIaHTa-
mii (1D).

Tinekm o0cepBamlifiHi JOCTIIKECHHS OOCTYITHI K TIiI-
TPYHTS JUTsl (hpOpMyBaHHST peKOMEHIAIIIN Y IIbOMY PO3IIiIi.

ITor0zKeHHs TiIbKH )i MAIEHTIB 3 MYKPOBUM IiadeToM
1-ro Tumy i 5-10 cramiero XXH

1.4.2. Mu peKOMEHIYEMO TpaHCIUIAHTALIiI0 HUPKU Bif
JKMBUX JOHOPIB a00 OAHOYACHY TPAHCIJIAHTALIiI0 HUPKU i
MiAIUTYHKOBOI 321034 [JIs1 TTOKpAIlleHHS BUXKUBAHHSI Malli-
eHTiB (2C).

1.4.3. Mu BucTynmaeMo mNpoTH TpaHCIUIaHTallii OCTPiB-
LIEBUX KJIITUH TiC/s1 TPaHCIUIAaHTallii HUPKU 3 METOIO MO-
JinmeHHs BuxkuBaHHs (2C).

1.4.4. Mu TIpOIIOHYEMO TIepecanaKy MillTyHKOBOI 3a-
JIO3U JUISl TIOJIIMIIEHHST BUXKMBAHHS TTiCJISl TpaHCIIaHTAaLIi1
aupku (2C).

PekomMennanii TiJIbKH 11 MAIIEHTIB 3 IYKPOBUM IiadeToM
2-ro Tumy Ta 5-10 cragieio XXH

1.4.5. Mu pekoMeHIyEMO He MPOBOAUTH TpaHCIIJIaHTAa-
{10 MiAIITYHKOBOI 3aJ1031 200 0JHOYACHY TpaHCIUIaHTa-
1110 HUPKM ¥ MiAILTYHKOBOI 3ay103u (1D).

1.4.6. Mu peKOMEHIYEMO He pO3NIsiAaTH AiabeT cam
no cobi sIK MPOTUITOKA3aHHS A0 TpaHCIJIaHTallil HUPKU B
MNali€eHTiB, sIKi BiIMOBiJaI0Th KPUTEPisIM BKIIOUEHHS i1 BU-
KmoueHHs i TpaHctanTauii (1C).

Yacruna 2. IIutaHHsA, IO CTOCYIOTbCS TJIIKEMiYHOTO
KOHTPO.JIO y namientiB 3 giaderom i XXH crazii 3b i Bume
(ITKD < 45 ma/xB)

Po3znin 2.1

A. Un mMOBMHHI MM IIparHYTH 3HWXKCHHS PiBHS
HbAlc muigxom OilbII KOPCTKOTO TIiKEMIYHOTO KOHT-
poito B maiieHTiB 3 miadetom i XXH cragii 3b i Bue
(LIIK® < 45 mi/xB)?

b. Yu niepeBeplirye arpecuBHa cTpaTerist JiKyBaHHS (3a
KIJIBKICTIO iH’€KI11ii1 Ta 3ac00iB KOHTPOJIIO) OLJIbII CIOKIHY
CcTpaTerito JiKyBaHHS y nauieHTiB 3 niabetom i XXH cranii
3b i Bume (pLLIK® < 45 mMi/xB) i 3 BUKOPUCTAHHSIM iHCY-
Jiny?

2.1.1. Mu peKOMEHIyEMO He TTOCYUTIOBATH TJTiIKeMiTHUIA
KOHTpPOJIb, SKINO HasIBHI €301 TSKKMX TilOrIiKeMii
(1B).

2.1.2. Mu peKOMEHIYEMO IOIOBHUTH 3YCUJUISL ISt
OiBII 3KOPCTKOTO TJiKEMIYHOTO KOHTPOJIO 3 METOI0
3HmKeHHs1 piBHsT HbAlc, konm ioro piBeHp > 8,5 %
(69 mMonb/Moib) (1C).

Chapter 1.3. In patients with diabetes and CKD
stage 5, should a native fistula, graft or tunnelled cath-
eter be preferred as initial access?

1.3.1. We recommend that reasonable effort be
made to avoid tunnelled catheters as primary access

in patients with diabetes starting HD as renal replace- |

ment therapy (1C).

1.3.2. We recommend that the advantages, disad-
vantages and risks of each type of access be discussed
with the patient.

Chapter 1.4. Is there a benefit to undergoing re-
nal transplantation for patients with diabetes and CKD
stage 5?

1.4.1. We recommend providing education on
the different options of transplantation and their ex-
pected outcomes for patients with diabetes and CKD
stage 4 or 5 who are deemed suitable for transplanta-
tion (1D).

Only observational data are available to support

guidance in this area.

Statements only for patients with type 1 diabetes |

and CKD stage 5

1.4.2. We suggest living donation kidney trans-
plantation or simultaneous pancreas kidney trans-
plantation to improve survival of suitable patients
(20).

1.4.3. We suggest against islet transplantation af-
ter kidney transplantation with the aim to improve
survival (2C).

1.4.4. We suggest pancreas grafting to improve
survival after kidney transplantation (2C).

Statements only for patients with type 2 diabetes

1.4.5. We recommend against pancreas or simul-

taneous kidney-pancreas transplantation (1D).

1.4.6. We recommend diabetes in itself should
not be considered a contraindication to kidney
transplantation in patients who otherwise comply
with inclusion and exclusion criteria for transplan-
tation (1C).

Chapter 2. Issues related to glycaemic control in
patients with diabetes and CKD stage 3b or higher
(eGFR < 45 mL/min)

Chapter 2.1

A. Should we aim to lower HbAlc by tighter gly-
caemic control in patients with diabetes and CKD
stage 3b or higher (¢GFR <45 mL/min)?

B. Is an aggressive treatment strategy (in number
ofinjections and controls and follow-up) superiorto a

more relaxed treatment strategy in patients with diabe-
tes and CKD stage 3b or higher (¢GFR <45 mL/min)
and using insulin?

2.1.1. We recommend against tighter glycaemic
control if this results in severe hypoglycaemic epi-
sodes (1B).

2.1.2. We recommend vigilant attempts to tighten
glycaemic control with the intention to lower HbAlc
when values are > 8.5 % (69 mmol/mol) (1C).

2.1.3. We suggest vigilant attempts to tighten gly-
caemic control with the intention to lower HbAlc
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2.1.3. Mu nponoHyeMO BXUBAHHS JOAATKOBUX 3yCUJIb
JUIsT OUTBII XKOPCTKOTO TJIiKEMiYHOTO KOHTPOJIIO 3 METOIO
3HUXeHHs1 piBHA HbAlc 3a cxemoro, 300paxeHOI0 Ha
puc. 4, y Bcix iHmux Bunaakax (2D).

2.1.4. My peKOMEHIYEMO iHTCHCUBHUI CAMOKOHTPOJIb
3 METOI0 YHUKHEHHS TiMONIiKeMil y Malli€HTiB 3 BUCOKUM
pU3MKOM rinoriikemii (2D).

Po3nin 2.2. Yn icHyioTh e()eKTUBHIII ATbTEPHATUBH, HiZK
piBenb HbAlc, 1151 OiHKHM IJIIKEMiYHOTO KOHTPOJIIO Y MAI€H-

i TiB 3 niadeTom i XXH crapii 3b i pume (pILIK® < 45 ma/xs/
i 1,73m)?

2.2.1. Mu pexomeHayeMo BukopuctoByBatu HbAlc sk
TUMOBUI MOKA3HUK ISl OLIIHKW JOBTOCTPOKOBOTO TITiKe-
MiYHOro KOoHTpouto y nauieHTiB 3 XXH cranii 3b i Buiie
(pIIK® < 45 mn/xB/1,73 m?) (1C).

Po3nin 2.3

A. Yu mae niepeBary Oynb-sIKMI iHIIWI TTepoOpaibHUN
Mperapar B KOHTEKCTi CMEPTHOCTi/yCKIamTHEeHb/TIiKe-
MIYHOTO KOHTPOJIO y MAL€HTIB 3 I[YKPOBUM JiabeToM
2-ro tuny i XXH cranii 3b i Buiie (pLLIK® < 45 mi/xB/
1,73 m2)?

b. ¥ mauienTiB 3 giabetoM 2-ro tumy i XXH cranii 3b
a60 Buie (pIIIK® < 45 mi/xB/1,73 M?) ui € MaKCUMaJIbHA
rnepopajibHa Tepartisi Kpalioo, HixX MeplIonoyaTkose J0-

! aBaHHs IHCYJIiHY Ha OinbLI paHHil cramii?

according to the flow chart in Figure 4 in all other
conditions (2D).

2.1.4. We recommend intense self-monitoring
only to avoid hypoglycaemia in patients at high risk
for hypoglycaemia (2D).

Chapter 2.2. Are there better alternatives
than HbAlc to estimate glycaemic control in pa-
tients with diabetes and CKD stage 3b or higher
(eGFR < 45 mL/min/1.73 m?)?

2.2.1. We recommend the use of HbAlc as a
routine reference to assess longer term glycaemic
control in patients with CKD stage 3b or higher
(eGFR <45 mL/min/1.73 m?) (1C).

Chapter 2.3

A. Is any oral drug superior to another in terms
of mortality/complications/glycaemic control in pa-
tients with diabetes type 2 and CKD stage 3b or high-
er (eGFR <45 mL/min/1.73 m?)?

B. In patients with diabetes type 2 and CKD stage
3b or higher (¢GFR <45 mL/min/1.73 m?), is maxi-
mal oral therapy better than starting/adding insulin at
an earlier stage?

2.3.1. We recommend metformin in a dose
adapted to renal function as a first line agent
when lifestyle measures alone are insufficient to

KomnnekcHwuin aHanis Comprehensive risk analy-
pU3nKy: sis:
IHAMBIQYyanbHa BPasnuBIiCTb FRAILTY of ONE of the
ab0 OAVH 3 TaKKX: following:
— Pwusuk rinornikemii (ons. | Tak < 69 MMOJIb/MOJTb — RlSI_( for hypoglycaemia |Yes <69 mmol/mol
puc. 5) (see Figure 5)
— lMoraHa moTumBauis abo — Poor motivation and
CTaBJIEHHSA MaLieHTa attitude of patient
— 3HUXEHHS 3arasnbHoi — Decreased general life
TPUBANOCTI XUTTSH expectancy
— KappaiosackynsapHi — Cardiovascular disease
3axXBOPHOBAHHSA — Presence of micro-
— HagBHicTb vascular complication
MIKPOCYANHHUX YCKNNAAHEHb
Hi No
Y A
Tinbkn moandikauis )
Crnocooby XnUTTa Llfe-s'gle only
ato MI < 53 MMOJIb/MOJIb | el Yes,! <53 mmol/mol |
Tepanist 3 HU3LKUM PUBNKOM Therapy with low hypogly-
rinornikemii caemia risk
Hi l No l
Tpvsanicts giabety > 10 net T&| < 64 MMOSIb/MONb | Diabetes duration > 10 years Y85, _ g4 mmol/mol |
Y Y
Hi Tak, N Yes
1 < 58 MMOJIb/MOJb (¢} < 58 mmol/mol
Guideline development group. Nephrol. Dial. Transplant. 2015; 30: ii1-ii142.

PucyHok 4. Anroputm nigTpuMmaHHs yinboBux pisHiB HbA1c y nauieHTiB i3 yykpoBum giabetom i XXH cragii
356 i Buwye (pLUK® < 45 mn/xB)
Figure 4. Flowchart of management targets of HbA 1c in patients with diabetes and SCD stage 3b or higer
(eGFR < 45 mL/min)
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2.3.1. Mu pekoMeHayeEMO MeT(OPMiH Yy 1031, aJanToBa-
Hill 10 (YHKUII HUPOK, SIK areHT MepILIoi JiHil, Koy 3MiHa
crnoco0y XUTTS cama 1o cobi € HeJOCTATHBOIO JUIST OTPU-
MaHHsS piBHSI HbAIC y HeoOXimHOMY Iiama3oHi 3TigZHO 3
puc. 4 (1B).

2.3.2. Mu peKOMeHIyEMO 0T TIpeTnapar 3 HU3bKUM
PU3MKOM PO3BUTKY TimoriikeMii (puc. 5) sIK J0AaTKOBUI
areHT, SKIIO IOJIIMIIeHHS TJIiKeMiYHOTO KOHTPOJIIO BBa-
XKa€eThCS OOIITLHUM, BiloBinHO 10 puc. 4 (1B).

2.3.3. Mu peKOMeHAYEMO iHCTPYKTYBaTH TIAILliEHTIB
1100 TMMYACOBOI BiIMiHM MeT(hOPMiHY Yy BHUIIaIKax BM-
HUKHEHHS 3HEBOIHEHHSI, ITiJ] 9YaC IIPOBEACHHS JOCIiIKEHb
3 KOHTPACTHOIO PEUYOBMHOIO a00 B CUTYallisIX 3 IiJBUILE-
HuM pu3rkoM po3sutky ['YH (1C).

Yacruna 3. ITuranHs, MoB’g43aHi 3 KOHTPOJIEM CepLEBO-
CYAMHHOTO PM3MKY B mamieHTiB 3 niaderom i XXH cranii 3b
i BuIme

get HbA1C in the desired range according to Fi--
gure 4 (1B).

2.3.2. We recommend adding on a drug with a
low risk for hypoglycaemia (fig. 5) as additional agent
when improvement of glycaemic control is deemed
appropriate according to Figure 4 (1B).

2.3.3. We recommend instructing patients to tem-
porarily withdraw metformin in conditions of pend-
ing dehydration, when undergoing contrast media
investigations, or in situations with an increased risk
for AKI (1C).

Chapter 3. Issues related to management of car-
diovascular risk in patients with diabetes and CKD
stage 3b or higher

Chapter 3.1. In patients with diabetes and CKD
stage 3b or higher (eGFR < 45 mL/min/1.73 m?) or
on dialysis and with CAD, is percutaneous coronary

MeTtdopmiH
IHriGiTop anbda-rnoko3naasn
IHriGiTopKn
ounenTnaunnentuaasv-4
IHKpEeTUHOMIMETUNKIN
TiagonignHaioHn

IHriGiTOpY HaTpiN3anexHoro
KOTpaHcnopTepa
roKo3n 2

Metformin

Alfa glucosidase inhibitor
DPP-IV inhibitors

Incretin mimetics

TZD’s

SGLT-2 inhibitors

PucyHok 5. OuiHka pu3uky rinornikemii
Figure 5. Assessment of risk for hypoglycaemia
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Po3zia 3.1. ¥V naunienriB 3 niaderom i XXH cranii 3B i
puie (pIIIK® < 45 mu/xs/1,73 m?) a0 THX, 5AKi nepedyBa-
10Th Ha giaizi 3 IXC, un MaloTh nepeBaru yepesmiKipHe Ko-
ponapne Brpy4anns (YKB), koponapue mynryBanns (AKIII)
a00 KOHCepBaTHUBHE JIKyBAHHS B MIOPiBHSHHI?

3.1.1. Mu pekOMeHIYyEMO HE BiIMOBIISITUCS BiJl KOPO-
HapHoi aHriorpadii 3 ETMHUM HaMipOM YHUKHYTH TTOTEH-
LiliHOTO MOTipiieHHs QYHKILII HUPOK, MOB’S13aHOTO 3 3a-
CTOCYBaHHSIM KOHTPACTY, V MAIli€eHTIB 3 giabetoM i XXH

i cranii 3b i Buie (IHK® < 45 mi1/xB) y 0cib, IKUM KOPO-
HapHa aHriorpadis nokasana (1 D).

3.1.2. Mu pekoMeHIyEMO ONTUMAaJbHE JiKyBaHHS BBa-
JKaTW KpalllMM METOIOM BMOOpY B MALli€HTIB 3 AiaOeTOM i
3b—5-10 cramismu XXH, sxi matotb cradinbHy IXC, 3a Bu-
HSTKOM BEJIMKOI AUISTHKM illleMil a00 3HAYHOTO YpaXkeHHSI
TOJIOBHOI J1iBO1 @00 MPOKCUMAaIbHOI JIiBO1 MEepeIHbOT HU3-
xigHoi aptepii (1C).

3.1.3. Mu peKOMEHIYEMO Y pa3i MOXJIIUBOI PeBACKYJIsI-
pu3anii HagaBatu nepeBary AKII wam YKB y mamieHTiB
3 ypaxXeHHsIM OaraTbox cynuH abo (SYNTAX score > 22)
IXC (1C).

3.1.4. Mu peKoMeHIyeEMO, 1100 MaILli€eHTU 3 JiadeToM
i XXH cranii 3b i Bumie (pLLIK® < 45 mi1/XB) 3 TocTpoIO
KOPOHApHOI CUMMMOTOMATMKOIO JIIKYBaJlCh TaK camo, SIK

i manienty 3 XXH cranii 3b i Bume (pLIK® < 45 mi/xB)
i 0e3 miabety abo 3 miabetom 6e3 XXH cranii 3b i Buiue

(pIIK® < 45 ma/xB) (1D).

Po3nin 3.2. Yu nounHi Mu npu3Havatu inridoitopu PAAC
3 METOI0 KapioBACKYJIIPHOi NPodilakTUKK NalieHTaMm 3 Jia-
oerom i XXH cranii 3b i Bume (pIIIK® < 45 mu/xB/1,73 m?)
i Ha miai3i 3 BU3HAYEHO KapIiaJbHOIO MATOJIOTIEI0 (cepueBa
HEJI0CTATHICTD, ileMiYyHa XBOpoOa cepiis, rinepToHiYHA XBO-
pooa)?

3.2.1. Mu pexomeHayeMo popociaum 3 XXH cranii 3b i
uite (pLLIK® < 45 mi/xB/1,73 M? a00 THM, 1110 Ha Jiati3i)
i miabeToMm, SIKi MarOTh CeplLEeBO-CYAMHHI MMoKa3aHHs (cep-
1IeBa HeIOCTaTHICTh, illleMiyHa XBOpoba ceplis) JiKyBaTU-

i ca IATI® y MmakcuMabHO nepeHocuMmiii 103i (1B).

3.2.2. Mu cTBepIXyEMO, IO MOKM HEAOCTaTHBO I0-
Kas3iB, 11100 BUIpaBAaTH MpU3HAUYE€HHSs 0JIOKATOPiB peLien-
TopiB 1o aHrioioTeH3uHy (BPA) y mopociux maitieHTiB i3
XXH cranii 3b i Bumie (pIIK® < 45 mn/x8/1,73 M2 abo Ha
niamisi) i giabetom, sIKi MalOTh CepIIeBO-CYAMHHI MOKa3aH-
Hs (ceplieBa HEIOCTaTHICTh, illIeMidyHA XBOpoOa cepiis),
aje He nepeHocsTh IAII® (2B).

3.2.3. Mu He peKOMEHIYEMO ITOE€IHYBAaTU Pi3HI Kja-
cu 6J10KaTopiB peHiH-aHrioTeH3nHOBOI cuctemu (IATID,
BPA a6o npsimi iHri6iTopu peHiny) (1A).

Po3znin 3.3. Uu npuzHayaemMo Mu 0eTa-0/10KaTopu 3 Me-
TOI0 MPO(iIaKTUKKU PanToBOi CepleBoi CMepTi Y MmauieHTiB
3 miaberom i XXH craaii 3b i sume (pIIK® < 45 mia/xB/

i 1,73 M?), BKJIIOYAI0YHM THX, XTO 3HAXOAUTHCS HA Tiamizi?

3.3.1. Mu nIporIoOHYEMO TOYaTH 3aCTOCYBaHHS CEJIeK-
TUBHOTO 0€Ta-0JIOKYI0UOTO areHTy SK MEePBUHHY Mpodi-
JIAKTUKY Y TlanieHTiB 3 giadberom i XXH cranii 3B i Buie 3
MIPOIOBXKEHHSIM, SIKIIIO BiH 100pe mepeHocuthbes (2C).

3.3.2. Mu nponoHyeMoO TIpU3HAYE€HHS JMOQPWILHOTO
OeTa-610KaTOpa 3aMiCThb TiAPOdIIBHOIO y MAILli€EHTIB 3 dia-
6eroM i XXH cranii 3b i Buie (pIIK® < 45 mi1/xB) (2C).

intervention (PCI), coronary artery bypass grafting
(CABG) or conservative treatment to be preferred?

3.1.1. We recommend not omitting coronary an-
giography with the sole intention of avoiding poten-
tial contrast-related deterioration of kidney function
in patients with diabetes and CKD stage 3b or higher
(eGFR <45 mL/min) in whom a coronary angiogra-
phy is indicated (1D).

3.1.2. We recommend that optimal medical
treatment should be considered as preferred treat-
ment in patients with diabetes and CKD stage 3b—5
who have stable CAD, unless there are large areas of
ischaemia or significant left main or proximal LAD
lesions (1C).

3.1.3. We recommend that when a decision is tak-
en to consider revascularization, CABG is preferred
over PCI in patients with multivessel or complex
(SYNTAX score > 22) CAD (1C).

3.1.4. We recommend that patients with diabetes
and CKD stage 3b or higher (¢GFR < 45 mL/min)
who present with an acute coronary event should be
treated no differently than patients with CKD stage
3b or higher (¢GFR < 45 mL/min) without diabetes
or patients with diabetes without CKD stage 3b or
higher (¢GFR < 45 mL/min) (1D).

Chapter 3.2. In patients with diabetes and CKD
stage 3b or higher (eGFR < 45 mL/min/1.73 m?) or
on dialysis and with a cardiac indication (heart failure,
ischaemic heart disease, hypertension) should we pre-
scribe inhibitors of the RAAS system as cardiovascular
prevention?

3.2.1. We recommend that adults with CKD
stage 3b or higher (¢GFR < 45 mL/min/1.73 m? or
on dialysis) and diabetes who have a cardiovascular
indication (heart failure, ischaemic heart disease) be
treated with an ACE-1 at maximally tolerated dose
(1B).

3.2.2. We suggest there is insufficient evidence
to justify the start of an angiotensin-receptor block-
er (ARB) in adults with CKD stage 3b or higher
(eGFR < 45 mL/min/1.73 m? or on dialysis) and
diabetes who have a cardiovascular indication (heart
failure, ischaemic heart disease) but intolerance for
ACE-I (2B).

3.2.3. We recommend not combining different
classes of renin angiotensin-blocking agents (ACE-I,
ARBs or direct renin inhibitors) (1A).

Chapter 3.3. In patients with diabetes and CKD
stage 3b or higher (eGFR < 45 mL/min/1.73 m?) or on
dialysis, should we prescribe beta blockers to prevent
sudden cardiac death?

3.3.1. We suggest starting a selective beta-blocking
agent as primary prevention in patients with diabetes
and CKD stage 3b or higher and then continuing it
when tolerated (2C).

3.3.2. We suggest prescribing lipophilic rath-
er than hydrophylic beta-blocking agents in pa-
tients with diabetes and CKD stage 3b or higher
(eGFR <45 mL/min) (2C).
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Po3znin 3.4. ¥V nauienriB 3 niaderom i XXH crazii 3b i
pume (pIIIK® < 45 mu/xs/1,73 M%) 4u CJIil HAM NPArHYTH
3HU3UTH aAPTepiaTbHUI TUCK MEHIIIE Bill HiTbOBOTro, HiXK cepen
HaceJIeHHd B mijiomy?

3.4.1. Mu He peKOMEHIYEMO 3HVKEHHS IIIJTbOBOTO ap-
TEePiaJIbHOTO TUCKY Y MAlli€EHTIB, XBOPUX HA IIYKPOBUI Jia-
oet i XXH cranii 3b i Bumie (pLLIK® < 45 mn/x8/1,73 m?),
Oinbie, HiX y 3arayibHii momyssiii (2C).

3.4.2. Mu npuIlyCKaeEMO, 110 B MAII€EHTIB 3 AiabeToM i
XXH cragii 3b i Buie (pIIK®D < 45 mi/xs/1,73 M?), ane
0e3 mpoTeiHypii BCi JIIKKU JJI9 3HUKEHHST KPOB’STHOTO TUC-
Ky MOXYTb OYTU BUKOPUCTAaHI B 7031, HEOOXiTHii1 IJIs1 3HU-
JKeHHs apTepianbHoro Tucky (2C).

Po3znin 3.5. YUn moBMHHI MU NPU3HAYATH TiMOMiMizeMiyHy
Tepanilo Npyu NepBuHHIi npodinakTui namieHTam 3 aiadGeTom
i XXH cragii 3b i sume (pIIIK® < 45 mu/x8/1,73 m?) a6o
THM, Ki Ha Tiajisi?

3.5.1. Mu peKOMEeHAYEMO TTOYMHATH ITPpU3HAYCHHS CTa-
THHIB manieHTaM 3 miadberoM i XXH 3b i 4-i cramii (1B).

3.5.2. Mu ponoHyeEMO PO3IJISTHYTH IIPU3HAYCHHS CTa-
TUHIB y TTaieHTiB 3 giabeTom i XXH 5-1 cramii (2C).

3.5.3. Mu peKOMeHIyeEMO He TIpU3HaYaTu CTaTUHU Ta-
uieHtam 3 giadetom i XXH 5/1 cranii (1A).

3.5.4. Hemae KoHCEHCYCY B IpyIIi 3 pO3pO0OKU peKOMEH-
Jalliil o0 JOUIIBHOCTI MPUIIMHEHHST MPU3HAYeHHS CTa-
TUHIB y MALIEHTIB i3 LyKpoBUM AiadeTom i XXH 5/1 cramii.

3.5.5. Mu peKOMEHAYEMO MOXJIMBY 3aMiHy CTaTUHY (i-
OopatoM y nauieHTiB 3 XXH 3b cragii, SKi He nepeHocsTh
cratunu (2B).

Po3nin 3.6

A. Y nauienris 3 miadetom i XXH cranii 3b i Bume
(pIIK® < 45 mi/xB/1,73 M?) 41 TIOBUHHI MU PEKOMEH/IY-
BaTU 3aXO[U, CIIPSIMOBAaHI Ha ITiIBUIICHHS €HEPIeTUUHUX
BUTpAT i (Pi3MYHOI AaKTUBHOCTI?

b. V nauientiB 3 miadbetom i XXH cranii 3b i Buie
(pIIK® <45 mi/x8/1,73 M?) 41 MIOBUHHI MU PEKOMEHIyBaTH
3aXO0JIU, CITPSIMOBaHi Ha CKOPOUYEHHSI CTIIOXKUBAHHS €HEePrii?

3.6.1. Mu mpuIycKaeMo, 1o TarieHTaM 3 miabeToM i
XXH cranii 3b i Buie (pLLIK® < 45 mi1/xB) ctig BUKOHY-
BaTU J0AATKOBI (Di3MUHi BIpaBu He MEHILIe TPhOX pa3iB Ha
TIKACHDb TPUBAJIICTIO Bin 1/2 mo 1 TomuHM U151 3MEHIIIEHHST
KMPOBOI MacH it momimmeHHs SI2K (2D).

3.6.2. Mu npumyckaeMo, 110 HEMAa€ KOAHUX HOKa3iB
ILIKOJIM BiJl 3aCTOCYBAHHS iHAMBIAYaJli30BaHOI CXEMU JIIKY-
BaHHS i3 MiaBUIIIEeHUM (iznuHUM HaBaHTaxeHHM (2C).

3.6.3. CtuMyJIioBaHHsI 3MEHILIEHHSI Barv B TALIEHTIB 3
JiaGeToM i HaAMIpHOIO Baroo Tija MU PEKOMEHIYEMO IpPO-
BOJWTH ITiJ, KOHTPOJIEM JliKaps-Ai€Tojora, o0 rapaHTyBaTh
BTpAaTy JIMILIE XKUPOBOi Macu; clif yHukaTu HegoinaHHs (1C).

Po3znin 3.7. V nauienriB 3 niaderom i XXH crazii 3b i
pume (pIIIK® < 45 mu/xB/1,73 M%) yn noBuHHA OyTH peKo-
MEH/I0BAHA AHTUTPOMOOIIMTAPHA TeParisi He3a/Ie2KHO Bl pH-
3MKY CepleBO-CyIUMHHHX 3aXBOPIOBAHL?

3.7.1. Mu peKOMEHAYEMO He OOAaBaTH iHTiIOiTOpHU
rnikonpoteiny IIb/Illa go cranmapTHOro JiKyBaHHS 3
METOI0 CKOPOYCHHS YMCJIa BUIAIKIB CMEPTi, iH(hapKTy
Miokapaa, abo HeoOXiZHOCTI KOPOHAapHOI peBacKYyJIs-
pu3saiii y nauieHTiB 3 giadetom i XXH cranii 3b i Bumie
(pLLIK®D < 45 mi1/XB) Ta rOCTPUMU KOPOHAPHUMU CHH-

Chapter 3.4. In patients with diabetes and CKD
stage 3b or higher (eGFR < 45 mL/min/1.73 m?),
should we aim at lower blood pressure targets than in
the general population?

3.4.1. We suggest against applying lower blood

pressure targets in patients with diabetes and CKD |
stage 3b or higher (¢GFR < 45 mL/min/1.73 m?) !

than in the general population (2C).

3.4.2. We suggest that in patients with diabetes and
CKDstage 3borhigher (¢GFR <45mL/min/1.73 m?)
but without proteinuria, all blood pressure-lowering
drugs can be used equally to lower blood pressure
2C).

Chapter 3.5. In patients with diabetes and CKD
stage 3b or higher (eGFR < 45 mL/min/1.73 m?) or on
dialysis, should we prescribe lipid-lowering therapy in
primary prevention?

3.5.1. We recommend starting a statin in patients
with diabetes and CKD stage 3b and 4 (1B).

3.5.2. We suggest a statin be considered in patients |

with diabetes and CKD stage 5 (2C).

3.5.3. We recommend against starting a statin in
patients with diabetes and CKD stage 5D (1A).

3.5.4. There was no consensus in the guideline de-
velopment group on whether or not statins should be
stopped in patients with diabetes with CKD stage 5D.

3.5.5. We suggest fibrates can replace statins in pa-
tients with CKD stage 3b who do not tolerate statins
(2B).

Chapter 3.6

A. In patients with diabetes and CKD stage 3b or
higher (eGFR < 45 mL/min/1.73 m2), should we

recommend interventions aimed at increasing energy

expenditure and physical activity?

B. In patients with diabetes and CKD stage 3b
or higher (¢GFR < 45 mL/min/1.73 m?), should we
recommend interventions aimed at reducing energy
intake?

3.6.1. We suggest that patients with diabetes and
CKD stage 3b or higher (¢GFR < 45 mL/min) per-
form additional physical exercise at least three times
1/2 to 1 hour/week to reduce fat mass and improve
QoL (2D).

3.6.2. We suggest that there is no evidence of
harm when promoting an individualized regimen of
increased physical exercise (2C).

3.6.3. When promoting weight loss in patients with
diabetes and with overweight, we recommend supervi-

sion of this process by a dietician and to ensure that
only fat mass is lost and malnutrition is avoided (1C).

Chapter 3.7. In patients with diabetes and CKD
stage 3b or higher (eGFR < 45 mL/min/1.73 m?),
should antiplatelet therapy be recommended, regard-
less of the cardiovascular risk?

3.7.1. We recommend against adding glycopro-
tein IIb/IIla inhibitors to standard care to reduce
death, myocardial infarction, or need for coronary
revascularization in patients with diabetes and CKD
stage 3b or higher (¢GFR < 45 mL/min) and acute
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apomamu (I'KC) abo BUCOKMM pU3UKOM BTPY4YaHHS Ha
KopoHapHiii aptepii (1B).

3.7.2. Mu peKoMeHIyeEMO He A0AaBaTH TiIEHOIPUANH a0
THKarpesop 10 CTAaHAAPTHOTO JIIKyBaHHS 3 METOIO CKOPOYEH-
H$1 YMCJia BUMAIKiB CMEPTi, iH(papKTy Miokapaa abo HeoOXi-
HOCTi KOPOHAPHOI peBacKyJIsipy3allii y malieHTiB 3 1iadeToM i
XXH cragii 3b i Buie (pLIK® < 45 mn/xB) i 'KC abo Buco-
KWM PU3MKOM BTpyUYaHHsI HA KOPOHAPHil apTepii, SIKIIO He-
Ma€ T0JaTKOBUX (haKTOPiB PU3UKY KpoBoTedi (2B).

3.7.3. Mu peKOMeHIyEMO TIpU3HAYaTH aCITipMH B IKOC-

i TI BTOpUHHOI TPOMITAKTUKH, IKIIIO HEMAE IIPOTUITOKA3aHb
i 200 modiuHmx eekTiB (1C).

3.7.4. Mu nporoHyEMO MpU3HAYaATU acHipuH B SIKOCTI
MNEePBUHHOI MPOMiTaKTUKKU TiIbKU Y Mali€eHTIB 0e3 goaarT-
KOBUX (hakTOpiB pu3uKy Kposoteui (2C).

coronary syndromes (ACSs) or high-risk coronary
artery intervention (1B).

3.7.2. We suggest not adding a thienopyridine or
ticagrelor to standard care to reduce death, myocar-
dial infarction, or need for coronary revascularization
in patients with diabetes and CKD stage 3b or higher
(eGFR < 45 mL/min) and ACSs or high-risk coro-
nary artery intervention unless there is no additional
risk factor for bleeding (2B).

3.7.3. We recommend starting aspirin as second-
ary prevention, unless there is a contraindication,
side effects or intolerance (1C).

3.7.4. We suggest starting aspirin as primary pre-
vention only in patients without additional risk fac-
tors for major bleeding (2C).

lNepeknaa: npog. . IBaHoB, K.M.H. M. IBaHOBa

Pegaktop: akag. HAMH, uyneH-kop. HAH Ykpaitu npog. J1. Mupir M
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