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PekomeHAQuil
OCHOBHI pekomeHAaLii

IIpumiTka Bin HamionaiabHoro KepiBHuITBa Clearinghouse
(NGC). KepiBanurBo 0Oyio ompaiboBaHo epxKaBHUM
KJIiHIYHUM LIEHTPOM KepiBHUUTB Bin iMeHi HauioHanb-
HOTO iHCTUTYTY OXOPOHHM 3IO0pPOB’SI Ta IEPedOBOTO I0-
rsany (National Institute for Health and Care Excellence
(NICE)). duBuck none «HasaBHICTb CyMyTHiX TOKYMEHTiB»
JIJIsI TIOBHOI Bepcii IIbOro KepiBHUIITBA.

®opMyIIIOBaHHS, 1110 BUKOPUCTOBYIOTHCS B PEKOMEH-
Jaiii 1bOro KepiBHMIITBA (HANPUKIAA, Taki CJI0Ba, SIK
«TIPOMOHYETHCS» 1 «PO3TJISIMAETHCI») O3HAYAIOTh BU3HA-
YEHICTh, i3 SIKOIO CTBOPEHO peKOoMeHaallii (cujia peko-
MEHJaIlii) i BUBHAYAIOThCS B KiHIIi TeKcTy «OCHOBHI pe-
KOMEHaIlii».

Pexomennaiiii, mo3Haueni sk [woBi 2015], [2011],
[2006], [2011, BHeceno 3minu 2015] a6o [2006 poky BHece-
Ho 3minm 2015]:

— [HoBa 2015] BKa3ye, 1110 1OKa3u Oy MEePErISTHYTI i
peKoMeHaalii JoaaHi 800 OHOBJIEHI;

— [2011] BKa3ye Ha Te, 1110 JOKa3W HE MEPETIsAaTNCS
32011 poky;

— [2006] BKa3ye Ha Te, 1110 TOKa3W HE MEePETIsaaIncs
32006 poky;

— [2006, Baeceno 3minu 2015] BKa3ye Ha Te, IO JOKa-
31 He niepersgaanucs 3 2006 poky, aje 10 hopMyJTIOBaHHS
peKoMeHpalii Oy BHECEHI 3MiHM, 1110 3MIHIOIOTH ii 3Ha-
YeHHSI;

— [2011, BHeceno 3minm 2015] Bkasye Ha Te, 110 J10-
Ka3u He mepernsganuca 3 2011, ane 1o ¢popmyTOBaHHS
peKoMeHalii Oy BHECEHi 3MiHM, 1110 3MiHIOIOTh ii 3Ha-
YEHHSI.

Recommendations
Major Recommendations

Note from the National Guideline Clearinghouse
(NGQ). This guideline was developed by the National
Clinical Guideline Centre on behalf of the National

Institute for Health and Care Excellence (NICE). :
See the «Availability of Companion Documents» |

field for the full version of this guidance.

The wording used in the recommendations in
this guideline (for example, words such as «offer»
and «consider») denotes the certainty with which the
recommendation is made (the strength of the recom-
mendation), and are defined at the end of the «Major
Recommendations» field.

Recommendations are marked as [new 2015],
[2011], [2006], [2011, amended 2015] or [2006,
amended 2015]:

— [new 2015] indicates that the evidence has been

reviewed and the recommendation has been added or '

updated;

— [2011] indicates that the evidence has not been

reviewed since 2011;

— [2006] indicates that the evidence has not been
reviewed since 2006;

— [2006, amended 2015] indicates that the evi-
dence has not been reviewed since 2006, but changes
have been made to the recommendation wording that
change the meaning;

— [2011, amended 2015] indicates that the evi-
dence has not been reviewed since 2011, but changes
have been made to the recommendation wording that
change the meaning.
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AIGrHoCTMYHA OLHKA Ta MIAXIA
AO aHeMmii

HiarHocTiyna poJis piBHs remoriooiny (Hb)

PosrisiHbTe HeOOXiIHICTh BUBYEHHSI Ta BEACHHS aHEeMil y
XBOPUX i3 XPOHIYHMUM 3aXBOPIOBaHHSIM HUPOK (XXH), skiiio:

— piBeHb TeMOorJI00iHy 3HMKYEeThCs 10 110 /71200 MEeH-
e (abo 105 r/n Ta MeHIe, SIKIIO BiK 70 2 pOKiB) a00

— Y HUX pO3BUBAIOTHCSI CUMITTOMH, TTOB’SI3aHi 3 aHEMi-
€10 (HaIpUKJIaa, BTOMa, YTPYAHEHE AUXaHHS, MJISBICTD i

i cepueburrs) [2011].

JliarHoCTHYHA POJib BU3HAYEHHS IMIBUAKOCTI KJIyOOYKOBOI

dinpTpamii

I1pu po3paxyHKOBIii LIBUIKOCTI KJTyOOUKOBOI (hiJibTpa-
wii (pIIK®) menire Hix 60 ma/xB/1,73Mm? ciin 3’sicyBatu
MPUYMHY i BCTAHOBUTHU, Ui 3yMoBJieHa aHeMisd XXH. Konu
pILIK® € Ginbiioto abo gopisHioe 60 mi/xB/1,73M?, aHe-
MisT, UMOBIpHO, ITOB’s13aHa 3 iHmmMu mpuanHamu [2006].

JliarHocTHYHI TecTH BU3HAYEHHS CTATYCy 3aJii3a Ta iiMo-
BiPHA BiMOBIIb HA Tepamilo 3ai30M

IIpoBoabTe TeCcTyBaHHS 3 METOIO MIarHOCTUKM Aeilu-
Ty 3a1i3a i BUBHAUEHHSI MOTEHLIMHOI YyTJIMBOCTI A0 Teparil
3aJ1i30M Ta JOBrOCTPOKOBMX ITOTPEO y 3a1i3i KOXKHi 3 Micsii
(KoxxHi 1—3 Mics11i 17151 XBOPUX, SIKi OTPUMYIOTh FeMOIiati3).

— BuKOpHCTOBYIITE BiACOTOK TMTOXPOMHUX €PUTPOLIU-

i TiB (%T'EP; Ginblue Hix 6 %), ane TiIbKYU SIKIIO 06poOKa
! 3pa3KiB KPOBi MOXJIMBA IIPOTATOM 6 TOIUH.

— Sxo 3acrocyBaHHs1 %I EP HeMOXIMBE, BUKOPUCTO-
BYITe 3HaUE€HHS BMiCTy reMoro0iHy B petukynouutax (CHr;
MeHIIIe HiX 29 1T) a00 eKBiBaAJICHTHMI TeCT (HATIPUKIIAM, €K-
BiBAJICHTOM € PETUKYJIOLIMTAPHUI YMICT TeMOIJIO0iHY).

— SK110 1i TeCTM HEeAOCTYIHI a00 y MalieHTa Tajgace-
Misl UM 1i O3HAKHU, JJIS1 AiaTHOCTUKM BUKOPUCTOBYUTE IMO-
€IHAaHHS HacWYeHHs1 TpaHchepuHoM (MeHine HixX 20 %)
i BUMIpIOBaHHSI CHPOBATKOBOTO (hepUTUHY (MEHILE HiX
100 mMxr/n) [HOBa 2015].

He BusHayalite HacM4YeHiCcTh TpaHCc(hepuHOM ab0 He BU-
MiploiiTe (PepUTUH CUPOBATKU OKPEMO JJIsI OLIIHKU CTaTyCy

i mediumty 3amiza B oci6 3 anemieio npu XXH [nosa 2015].

BumipioBaHHS1 epUTPONIOETHHY

He BUKOpPUCTOBYIiTE peryjisipHe BUMipIOBAaHHS PiBHiB
€pUTPOIIOETUHY MJISI IiarHOCTUKK ab0 KOpEeKIlil aHeMil y
xBopux 3 aHemiero mpu XXH [2006].

BeaeHHsa aHeMi

IniniroBannsa Tepamii epuTponoe3-CTUMYJIIOIYUMH AreH-
Tamu (ECA) y xBopux i3 nedinurom 3amiza

ECA Tepanist He MOBMHHA MPOBOAUTUCH 32 HASIBHOCTI a0-
COJTIOTHOTO eiluTy 3aj1i3a 6e3 Kopekilii iforo BMicTy [2006].

MakcumaiibHi piBHI 3aji3a y naumieHTiB 3 aHemiew npu
XXH

VY narieHTiB, SKi JiKyIOTbCS Mpenaparamu 3ajiza, Ch-

i POBaTKOBMI1 piBeHb (DePUTHHY He TTOBUHEH MePEBUIIYBATH
800 Mxr/7n1. [l 3amobiraHHS 1IbOMY 03U 3ajli3a TTIOBUHHI

OyTU MEepPemIsTHYTI TTPUA JOCATHEHHI PiBHS CUPOBAaTKOBOTO
deputuny 500 mxr/m1 [2006].

Kuiniuna kopuctp Tepanii ECA B mamnieHnTiB, KpoB sKux
HACHYEHA 3aJ1i30M

ITntocu i1 MiHYCH TOCTiIKeHHST KOpeKlIlii aHeMii MaloTh
00roBOpIOBATUCS JIIKapsIMU, MaILliEHTAMU 3 aHEMi€l0 Mpu

Diagnostic Evaluation and
Assessment of Anaemia

Diagnostic Role of Haemoglobin (Hb) Levels

Consider investigating and managing anaemia in
people with chronic kidney disease (CKD) if:

— Their Hb level falls to 110 g/litre or less
(or 105 g/litre or less if younger than 2 years) or

— They develop symptoms attributable to anae-
mia (such as tiredness, shortness of breath, lethargy,
and palpitations) [2011].

Diagnostic Role of Glomerular Filtration Rate

An estimated glomerular filtration rate (¢GFR) of
less than 60 ml/min/1.73m? should trigger investiga-
tion into whether anaemia is due to CKD. When the
eGFR is greater than or equal to 60 ml/min/1.73m?
the anaemia is more likely to be related to other
causes [2006].

Diagnostic Tests to Determine Iron Status and
Predict Response to Iron Therapy

Carry out testing to diagnose iron deficiency and
determine potential responsiveness to iron therapy
and long-term iron requirements every 3 months
(every 1 to 3 months for people receiving haemodi-
alysis).

— Use percentage of hypochromic red blood cells
(%HRC; more than 6 %), but only if processing of
blood sample is possible within 6 hours.

— If using %HRC is not possible, use reticulo-
cyte Hb content (CHr; less than 29 pg) or equivalent
tests — for example, reticulocyte Hb equivalent.

— If these tests are not available or the person has
thalassaemia or thalassaemia trait, use a combination
of transferrin saturation (less than 20 %) and serum
ferritin measurement (less than 100 micrograms/li-
tre) [new 2015].

Do not request transferrin saturation or serum
ferritin measurement alone to assess iron deficiency
status in people with anaemia of CKD [new 2015].

Measuring Erythropoietin

Do not routinely consider measurement of eryth-
ropoietin levels for the diagnosis or management of
anaemia in people with anaemia of CKD [2006].

Managing Anaemia

Initiation of Erythropoiesis-Stimulating Agent
(ESA) Therapy in Iron-Deficient Patients

ESA therapy should not be initiated in the pres-
ence of absolute iron deficiency without also manag-
ing the iron deficiency [2006].

Maximum Iron Levels in People with Anaemia
of CKD

In people treated with iron, serum ferritin levels
should not rise above 800 micrograms/litre. In order to
prevent this, the dose of iron should be reviewed when
serum ferritin levels reach 500 micrograms/litre [2006].

Clinical Utility of ESA Therapy in Iron-Replete
Patients

The pros and cons of a trial of anaemia manage-
ment should be discussed between the clinician, the
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XXH Tta yaeHamu ix cimeii ab0 omikyHamu, SIKIIO 1Ie JA0-
peuHo [2006].

ECA He noBUHHI NMpuU3HAYaTUCh TOJIi, KOJM HasIBHi Cy-
MyTHi 3aXBOPIOBaHHS a00 MPOTHO3, HaliMOBIpHillle, 3BO-
IATH HaHiBeIllb IlepeBaru Kopekilii anemii [2006].

IHiuitoBaTH MoIyk cnoco0iB KOpeKIlii aHeMil, KOJIu ic-
HY€ HeBM3HAUCHICTh 1100 HASIBHOCTI CYIYTHIX 3aXBOPIO-
BaHb 200 IPOTHO3Y, III0 MOXKE 3BECTH HaHIBEIlb KOPUCTh
BiI Kopexkiiii aHeMii 3a gomomororw ECA [2006].

I1pu 3acTocyBaHHi ToyaTkoBoi Teparii ECA HeoOXigHO
OLIIHUTHU piBeHb €(PEKTUBHOCTI MIPOOHOTrO JiKyBaHHS ITiCs
Y3TOIKEHHS 4aCOBOI0 iHTepBaJly. Y pa3i morpedu HeoOXi-
HO y3roJUTH B3a€EMHI PillIeHHS MiX JiKapsMM i 0co0oIo 3
aHemiero npu XXH Ta 1i cim’e€to abo omikyHaMu Mpo A0-
LTbHICTh TponoBXeHHs Tepartii ECA [2006].

OrisgHbTe BCiX MalLi€eHTIB, siki moyanu Teparniio ECA
MiCJIST y3rOJKEHOTO iHTepBaly, Ui TOrO 1100 BUPILINUTH,
41 BapTo NpoaoBxXyBaTu BuKopuctanas ECA [2006].

XapuoBi 100aBKI

He cnin nmpusHauyatu Bitamin C, oJieBy KHCIOTY abo
KApHITUH SIK JOIOMIXHI peuOBUHU 151 JIIKYBaHHSI aHeMil
npu XXH [2006].

AHporeHu

V nauienTiB 3 anemiero mpu XXH aHaporeHu He MOBU-
HHi OyTM BUKOPMCTaHI JUIs JTikyBaHHs aHeMii [2006].

l'inepnapaTtupeo3

VY xBopux 3 aHeMieto nipu XXH KJIiHiYHO HasIBHUIA Ti-
neprapaTupeos3 NOoTpiOHO JiKyBaTU AJISI MOJIMIIEeHHST KO-
pexii anemii [2006].

ITanienT-opieaToBanmii morasa: ECA

HapaBatu ocobaMm, $SIKMM 3ampoIlOHOBaHa Tepartis
ECA, Ta ix 1ikapsiM 3arajJbHOI IPaKTUKY iH(GOPMAIIito IIpo
Te, yomy Teparnisg ECA HeoOXigHa, K BOHA Tpallloe i AKi
nepeBaru Ta HebaxaHi epekTy MOXyTh OyTH [2006].

ITing yac MeHeMKMEHTY JIiIKyBaHHSI XBOPUX 3 aHEMI€EIO
npu XXH moBuHHI OyTH y3rojkeHi MPOTOKOIMU, SIKi BU-
3HAYaloTh POJIi Ta BiAMOBIAAJbHICTh MEAMYHUX MpaLliBHU-
KiB Ha eTalTi IepBMHHOI Ta BTOpUHHOI noromoru [2006].

IndopmyBatn maitieHTiB, ski oTpumyoTh ECA-Tepa-
Mil0, TPO BAXJIUBICTh Y3rOJKEHHSI MTPOBEJCHHS Tepartii Ta
Hacainku Hey3romkeHHs [2006].

Y pasi nmpusznauenHi ECA-tepamnii menmnuni mpaitis-
HUKMW TTOBMHHI BpaxOByBaTU IMOOaXaHHsS MalLli€eHTa 11010
JIIKyBaHHS Mig HarasiaoM abo caMOCTiiiHO, 4aCTOTU J03HU,
HasIBHOCTI Ooutto Tipu iH’ex11ii, MmeTony BBeaeHHsT ECA Ta ix
30epiraHHs [2006].

Hns Toro, 106 naiieHTU CaMOCTiHO BM3HA4yall BBe-
neHHs cBoix ECA crmocoboM, 1110 € KJTiHIYHO e(DeKTUBHUM
i 6e3neYHUM, JOMOBJIEHOCTI MOBUHHI OYTH JTOCSTHYTH 3a-
3aerib, 31 3p03yMiMM Ta Oe3MepepBHUM JOCTYIIOM 10
HeoOximaux 3axomiB [2006].

ITporpamMu HABYAHHS MALIEHTA

[TporoHyeMo KyJIbTYpHi Ta BiIMOBiIHi O BiKy TporpamMmu
HaBYaHHS [T BCiX MALIIEHTIB i3 IiarHO30M aHeMii mpu XXH
(Ta ix cimeii Ta omikyHiB). [IporpamMu BapTo IMOBTOPIOBATH HA
MPOXaHHS i BiIMOBIZHO 10 3MiH 00CTaBUH TaiicHTa. BoHu
MOBUHHI ITepeadayaTy HasIBHICTh TAKUX KJIIOYOBUX MMUTAHb:

— IlpaktnuHa iHgopMalis MPo BeAeHHS aHeMil mpu
XXH.

person with anaemia of CKD, and their families and
carers if applicable [2006].

ESAs need not be administered where the pre-
sence of comorbidities, or the prognosis, is likely to
negate the benefits of correcting the anaemia [2006].

Initiate a trial of anaemia correction when there is |
uncertainty over whether the presence of comorbidi-

ties, or the prognosis, would negate benefit from cor-
recting the anaemia with ESAs [2006].

Where a trial of ESA therapy has been performed,
assess the effectiveness of the trial after an agreed in-
terval. Where appropriate, a mutual decision should
be agreed between the clinician, the person with
anaemia of CKD and their families and carers on
whether or not to continue ESA therapy [2006].

Review all people started on ESA therapy after an
agreed interval in order to decide whether or not to
continue using ESAs [2006].

Nutritional Supplements

Supplements of vitamin C, folic acid, or carnitine

should not be prescribed as adjuvants specifically for
the treatment of anaemia of CKD [2006].

Androgens

In people with anaemia of CKD, androgens
should not be used to treat the anaemia [2006].

Hyperparathyroidism

In people with anaemia of CKD, clinically re-
levant hyperparathyroidism should be treated to im-
prove the management of the anaemia [2006].

Patient-centred Care: ESAs

Give people offered ESA therapy and their ge-
neral practitioners (GPs) information about why

ESA therapy is required, how it works and what be- :

nefits and side effects may be experienced [2006].

When managing the treatment of people with
anaemia of CKD, there should be agreed protocols
defining roles and responsibilities of healthcare pro-
fessionals in primary and secondary care [2006].

Inform people receiving ESA therapy about the
importance of concordance with therapy and the
consequences of poor concordance [2006].

When prescribing ESA therapy, healthcare pro-
fessionals should take into account patient prefe-
rences about supervised- or self-administration, dose
frequency, pain on injection, method of supplying
ESA, and storage [2006].

In order for people to self-administer their ESA
in a way that is clinically effective and safe, arrange-

ments should be made to provide ready, reasonable
and uninterrupted access to supplies [2006].

Patient Education Programmes

Offer culturally and age-appropriate patient edu-
cation programmes to all people diagnosed with anae-
mia of CKD (and their families and carers). These
should be repeated as requested, and according to the
changing circumstances of the patient. They should
include the following key areas:

— Practical information about how anaemia of
CKD is managed.
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— 3HaHHs (HaNpUKJIaI, Tpo CUMIITOMU, TO3YBaHHS 3a-
Jliza, IPUYMHU aHEeMil, B3aEMOIiI0 3 iIHIIUMU JIiKaMu, eTa-
MU JTIKyBaHHS ).

— Ilpodeciitba minTpuMkKa (HampuKIIaa, KOHTAKTHA iH-
dopmailisg, KOMyHaJIbHI ITOCIYTH, Oe3MepepBHICTh TOTIISILY,
MOHITOPVHT Ta BiITYKW TIPO €(PeKTUBHICTh PE3yIbTATIB).

— Crioci6 xutTs (Hanpukian, gieta, hisudaHi BIpasu,
HiATPUMaHHS HOPMAJILHOTO CIIOCOOY XXUTTS i 3yCTpiyi 3 iH-
IIMMU TTalliEHTaMU).

— AnanTaitist 0 XpOHIYHMX 3aXBOPIOBaHb (HAIPUKIIAL,

norepeaHs iHGopMallist Ta MOXJIMBI XBOpPOOU i JIIKBifalLis
i cumnTomiB) [2006].

OuiHKa T onTUMI3ALis epUTponoesy

KopucTs Bin aikyBanus ECA

ITpononyiite jikyBaHHs ECA mnauieHTaM 3 aHeMi€lo
npu XXH, gkuio, #MOBipHO, MOXe OyTH KOPUCTH Bill Hel
TSI TIOKpAIIeHHSI IKOCTi 3KUTTH i pisumuHoro ctany [2006].

IlepesmBanHs KpoBi

YHukaiiTe nepeamBaHHS KPOBi, SIKILIO 1I€ MOXJIUBO, Y
XBopux 3 aHeMmiero mpu XXH, y IKux TpaHCIIaHTAaLIist HUP-
KU € omiui€ero JikyBaHHs [2006].

¥V nauienTiB 3 aHemieto nmpu XXH BUHUKAIOTHL CUTYaIlii,
KOJIU KJTiHIYHO MOKa3aHUM € MepeMBaHHSI KPOBi. Y 11X

! BUIIAJKaxX JOTPUMYMTeCH BilMOBIIHMX HALIIOHAJIbHUX K€-
i piBuuuTB [2006, BHEceHO 3minu 2015].

IopiBusinag ECA

Oo6rosoproiite BUOip ECA 3 mauieHToM 3 aHeMi€lo npu
XXH, Koiu nmouynHaeTe JIiKyBaHHS i B MOAAJIbIIOMY CITO-
CTEepeXEeHHi, Oepyyu OO yBaru CTaH Malli€HTa BiIHOCHO
Jiami3y, MUIsIX TPU3HAYEHHS Ta TOKAJIbHY HasiBHiCTh ECA.
Hewmae Hisikmx moxkasiB mpo pisHmito ECA 3 Touku 30py
edexruBHocTi [2006].

YuopsaKyBaHHS JOTJISIY

XBopi 3 aHemi€ero npu XXH moBUHHI MaTU JOCTYI A0
MpU3HAYEHOT KOHTAKTHOI 0coOM abo ocib, sKi Bimmosi-
JaJIbHi 32 KOPEKIIito aHeMil Ta sIKi MalOTb HABUYKHU B TAKKX

! BUAX [TisTbHOCTI:

— MOHITOPUHT Ta ynpaB/iHHS MMEBHOIO KiJIbKICTIO Ma-
LIEHTIB BiIMOBiIHO J0 JIOKAJILHO Y3rOJKEHUX MPOTOKOJIB.

— Hapanng iHdopmaliii, 3HaHb Ta MIATPUMKHU JJIST PO3-
LIMPEHHST MOXJIMBOCTEN MALIiEHTIB Ta iX ciMeli Ta 0cib, SKi
OepyTb y4acTb y JOTJISAII 1X.

— KoopauHaliist Hocayr 10 KOpeKliil aHeMil B MalliEHTIB
i3 XXH, 3a6e3neueHHs1 B3aEMOIii Mi>K BTOPMHHOIO Ta Tep-
BUHHOIO JIJAHKAMW MEIUYHOTO AOIISIAY i3 TICHUM KOHTaK-
TOM J1J151 3a0e3IeUYeHHs JOTJISIAY HailBUILIOTO PiBHSI.

— IlpusHayeHHsT diKapCchbKUX 3aco0iB IJi KOpeKIii
aHeMil Ta MOHITOpUHT ix echekTBHOCTI [2006].

3aoe3neyenns ECA

Tepaniss ECA noBuHHa OyTHU KJIiHiYHO €(heKTHUBHOIO,

i TIOCJIITOBHOIO i 6€3MeYHOI0 y XBOpUX 3 aHeMi€to pu XXH.
Jns DOCATHEHHS 1€l METU JIKYIOUME JIiKap Ta Malli€eHT

TMOBWHHI Y3rOIUTU IJIaH, 10 OPIEHTOBAHUI HA TMAIEHTA i
BKJTIOYAE:
— Oe3MnepepBHICTh MOCTAYaHHS JIKiB;
— THYYKiCTh MPU3HAYEHHSI Ta BBEJICHHSI TIpernapary;
— ypaxyBaHHSI CITOCOOY KUTTS Ta yrogo0aHb Mali€eHTa;
— BapTiCcTh 3a0€3MeUYeHHs IMpenapaToM;

— Knowledge (for example, about symptoms,
iron management, causes of anaemia, associated
medications, phases of treatment).

— Professional support (for example, contact in-
formation, community services, continuity of care,
monitoring, and feedback on progress of results).

— Lifestyle (for example, diet, physical exercise,
maintaining normality, and meeting other patients).

— Adaptation to chronic disease (for example,
previous information and expectations, and resolu-
tion of symptoms) [2006].

Assessment and Optimisation of
Erythropoiesis

Benefits of Treatment with ESAs

Offer treatment with ESAs to people with anae-
mia of CKD who are likely to benefit in terms of qual-
ity of life and physical function [2006].

Blood Transfusions

Avoid blood transfusions where possible in people
with anaemia of CKD in whom kidney transplant is a
treatment option [2006].

In people with anaemia of CKD, there may be
situations where a transfusion is indicated clinically.
In these cases, follow the relevant national guidance
[2006, amended 2015].

Comparison of ESAs

Discuss the choice of ESA with the person with
anaemia of CKD when initiating treatment and at
subsequent review, taking into consideration the pa-
tient’s dialysis status, the route of administration and
the local availability of ESAs. There is no evidence to
distinguish between ESAs in terms of efficacy [2006].

Coordinating Care

People with anaemia of CKD should have access
to a designated contact person or persons who have
principal responsibility for their anaemia manage-
ment and who have skills in the following activities:

— Monitoring and managing a caseload of pa-
tients in line with locally agreed protocols.

— Providing information, education and support
to empower patients and their families and carers to
participate in their care.

— Coordinating an anaemia service for people with
CKD, working between secondary and primary care
and providing a single point of contact, to ensure pa-
tients receive a seamless service of the highest standard.

— Prescribing medicines related to anaemia ma-
nagement and monitoring their effectiveness [2006].

Providing ESAs

ESA therapy should be clinically effective, con-
sistent and safe in people with anaemia of CKD. To
achieve this, the prescriber and patient should agree a
plan that is patient-centred and includes:

— continuity of drug supply;

— flexibility of where the drug is delivered and ad-
ministered;

— the lifestyle and preferences of the patient;

— cost of drug supply;
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— OaxkaHHS CaMOCTIHHOTO JOIJISIIY, SIKIIO MOXKJIMBO;

— PeryJsipHUi Mepenisi riaHy Y KOHTEKCTI 3MiH Io-
Tpeb6 [2006].

ECA: onruMa/ibHui HUIX BBEAECHHS

[TauienT 3 anemiero mpu XXH Ta gikytounii Jikap moBU-
HHi y3roguTH (i, BiZITOBIIHO, TIeperIsaaT) IIJISIX BBeICH-
st ECA, Gepyuu 0 yBarv Taki YMHHUKU:

— TIOITYJISIIiSI TIAIEHTIB (HAIIPUKIIAI, TeMOMiaIi3Hi ma-
LEHTH);

— OOJIIOYICTD iH’ EKIIIIA;

— YyacToTa MPU3HAYEHHS;

— CIoCi0 XKUTTS Ta yIIOA00aHHS Talli€HTa;

— e(eKTUBHICTh (HampUKIad, MiAIKIipHUA abo BHY-
TPILIHBOBEHHUIA IIUTSIX BBEICHHS, ITOPiBHSIHHS ITPeIapariB
KOPOTKOI Ta TPUBAJIOL Iii);

— BapTicTh Ipenapaty [2006].

Jlikyrouomy Jiikapio cjiig BpaxoByBaTH, 11O ITif yac 3a-
crocyBanHss ECA xopoTkoi fii miamKkipHe BBEIeHHS J0-
3BOJISIE BUKOPUCTOBYBATU OUIBII HU3bKi 1O3U IMpEnaparis,
HiX BHyTpiltHboBeHHE [2006].

ECA: no3u i yactora BBe1eHHS

Konu xoperyetbest anemiss ipu XXH, go3a i yacrora
BBenaeHHs1 ECA moBuHHI OyTH:

— BU3HaAYeHi 3a TPUBATICTIO il Ta IUISIXY MPU3HAYEHHS
ECA;

— CKOpEroBaHi IJisl MiATPUMKU LIBUAKOCTI MPUPOCTY
piBHs TeMorio06iHy y Mexax 10—20 r/n/micsis [2006].

OnTuMasibHi piBHI reMOTJI00iHy

[Tpu BU3HAUYEHHI iHAMBITYyJIbHUX Oa’KaHUX PiBHIB re-
MOMI00iHY B 0Ci0 3 aHemieto ipu XXH, Bi3bMiTh 10 yBaru:

— ynomobaHHS MMalli€eHTa;

— CHUMIITOMMU i CYIyTHi 3aXBOPIOBAHHSI;

— HeoOxinHe nikyBaHHs [2011];

Kopexiist reMorno6iHy 10 HOpMaJIbHOTO PiBHSI B Malli-
€HTiB 3 aHemiero npu XXH 3a gornmomoroio ECA 3a3Buuaii
HE PEeKOMEHAYETHCS.

— 3a3BMYail 6axkaHi A0 MiATPUMKM PiBHi reMOrI00iHYy
Bapio0Th y Mexax Mixx 100 i 120 1/ 1j1st 1opocanx, Mo-
Jlogux JroAeit Ta miTel BiKoM 2 pokiB i Oiablre Ta Mix 95
Ta 115 v/71 mIg miTei BiIKOM MOJIOAIIIE 2 POKiB, IO Bimoopa-
JKalOTh HVKHIN HOpMaJIbHUI Aiana30H 1i€l BiIKOBOI IpyTIy;

— 11100 30eperTu piBHiI reMomIO0iHy B paMKax 6axaHo-
o iana3oHy, He MOTPiOHO YeKATU BUXONY PiBHiB FeMOTJIO-
OiHy 3a OaxkaHi MeXi IMepen HalaITyBaHHSIM JIiKyBaHHS
(HampuKIiam, BXXWBATU 3aXOiB, KOJM PiBHi TeMOTI00iHY B
MexXax 5 T/71 10 MeXi HUXKHBOTo aiana3ony) [2011, BHeceHo
3minm 2015].

PosrisiHbTe MUTaHHS PO MPUKAHSTTS PiBHIB reMOIIO-
OiHy HMXKUe Bil OaxkaHOTrO Aiara3oHy, SKILO:

— HeoOxiaHi BUcokKi no3u ECA st focsiTHeHHsT 6axa-
HOTO Aiana3oHy abo

— OakaHWii Jiara30H He JOCSATHYTO TOTIPH TTiIBUIIICH-
s no3u ECA [2011].

Bik cam o co0i He MOBMHEH OyTH BU3HAYHUM (DAKTO-
pom jutst ikyBaHHs1 aHemii ipu XXH [2006].

HanamryBaunnsa nikyBanns npenaparamu ECA

OnTuMisyBaTH CTaH 3aJi3a Mepes Yd OJHOYACHO 3 I0-
yatkoM Teparii ECA i mig yac tepamii 3 ECA [2006, BHe-
ceHo 3minm 2011].

— desire for self-care where appropriate;

— regular review of the plan in light of changing
needs [2006].

ESAs: Optimal Route of Administration

The person with anaemia of CKD and the pre-

scriber should agree (and revise as appropriate) the |
route of administration of ESAs, taking into account

the following factors:

— patient population (for example, haecmodialysis
patients);

— pain of injection;

— frequency of administration;

— the lifestyle and preferences of the patient;

— efficacy (for example, subcutaneous versus
intravenous administration, or long-acting versus
short-acting preparations);

— cost of drug supply [2006].

The prescriber should take into account that when
using short-acting ESAs, subcutaneous injection al-

lows the use of lower doses of drugs than intravenous |

administration [2006].

ESAs: Dose and Frequency

When correcting anaemia of CKD, the dose and
frequency of ESA should be:

— determined by the duration of action and route
of administration of the ESA;

— adjusted to keep the rate of Hb increase be-
tween 10 and 20 g/litre/month [2006].

Optimal Hb Levels

When determining individual aspirational Hb rang-
es for people with anaemia of CKD, take into account:

— patient preferences;

— symptoms and comorbidities;

— the required treatment [2011].

The correction to normal levels of Hb with ESAs
is not usually recommended in people with anaemia
of CKD.

— Typically maintain the aspirational Hb range be-
tween 100 and 120 g/litre for adults, young people and
children aged 2 years and older, and between 95 and
115 g/litre for children younger than 2 years of age, re-
flecting the lower normal range in that age group.

— To keep the Hb level within the aspirational
range, do not wait until Hb levels are outside the
aspirational range before adjusting treatment (for

example, take action when Hb levels are within :

5 g/litre of the range’s limits) [2011, amended 2015].

Consider accepting Hb levels below the agreed as-

pirational range if:

— High doses of ESAs are required to achieve the
aspirational range or

— The aspirational range is not achieved despite
escalating ESA doses [2011].

Age alone should not be a determinant for treat-
ment of anaemia of CKD [2006].

Adjusting ESA Treatment

Optimise iron status before or coincident with the
initiation of ESA administration and during mainte-
nance treatment with ESAs [2006, amended 2011].
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BukopuctaHHsl iHTiIOITOpiB aHTiIOTEH3UMHIIEPETBOPIO-
BasibHOTO (hepMeHTy (IAIID) abo aHTArOHICTIB peLenTo-
piB aHTioTeH3UHY I TUIY He BUKITIOYAETHCS; MPOTE, SIKIIO
BOHM BUKOPUCTOBYIOThCS, CJIiJl PO3TJSIHYTH HEOOXiAHICTh
30inmpmenHs no3u ECA [2006].

BpaxyiiTe HeoOXiIHICTh BUMipIOBaHb PiBHS reMOTII00i-
Hy TIpY BU3HAYEHHI 103U i yacToTw nipu3HadeHHs ECA.

— 3’4coByiiTe MPUINHY HEOUiKyBaHUX 3MiH piBHS Te-
MOTJIO0iIHY (CYmyTHi XBOpoOHM, KpoBOTeua), 1100 BYACHO

! BTPYTUTHUCH Ta ONTUMIi3yBaTH CTaTyC 3aj1i3a.

— 30inpLIeHHs abo 3MeHIeHHs 1o3u ECA ta/abo yac-

! TOTM, KOJMM PiBHI TEMOIJIOOIHY BHMXOISITH 3a BCTAHOBJIE-

HUIA mopir (3a3Buyail Huxkve Bim 105 r/nitp abo BUIIE Bin
115 r/n), abo, HapUKIIaA, KOJW IBUIKICTh 3MiHU PiBHS
reMOIJIO0iHy Ma€ MeBHY TEHIEHIiI0 (Hampukiam, Oibiie
Hix 10 v/1/mic) [2006, BHeceno 3minu 2011].

JlikyBanHns neinuty 3aji3a: Kopekuis

ITpornonyiiTe mnaiieHTam 3 aHewmietro mpu XXH, ski
otpumytots ECA-3asizorepartito, JOCSITHEHHS:

— %TEP menmie Hix 6 % (1oku piBHI (hepUTHUHY BUIILI
3a 800 MKT/KT).

— JlocSITHeHHS TeMOIIO0iHY PETUKYIOLUTIB a00 eKBi-
BaJICHTHE JOCiIKEHHSI BUIlle Bia 29 Or (10K piBHi cUpo-
BaTKOBOTO (hepuTHHY BuIli 3a 800 MKT/KT).

SKio BUIIE3a3HAYEeHi TECTU HEIOCTYIHI abo malLlieHT

i Mae TajiaceMito 4 ii O3HaKM, Tepamis 3aji30M IMOBMHHA

MiATPUMYBAaTU PiBHI HAaCUYEHHS TpaHC(hEPUHOM IIOHAal
20 % i peputuHy cuposBaTku nmoHan 100 MKr/j (1oKu piBHi
CcUpOBaTKOBOTO (hepuTHHY Bullli 3a 800 MKT/1). Binbmricts
marieHTiB motpedyoTh S00—1000 Mr 3ariza 1Ist JOPOCIUX
a00 eKBiBaJIEHTHY 103y JJIs1 AiTel €AMHOI0 a00 PO3AiIEHOIO
J103010 3aJI€XKHO BiJl MiArOTOBKU. BHYTPillIHLOBEHHO 3aJ1i30
MOBMHHO BBOIMTHUCH B YMOBax OOCTYITHOTO OOJIaTHAHHS
17151 peaHimaii [Hoa 2015].

JlikyBanHs nediuuTy 3aji3a: TAKTHKA

ko %I'EP craHOBUTbL MeHILIE HiXX 6 %, PETUKYJIOLM -
TapHUIA YMICT reMorio0iHy a0o eKBiBaleHTHUI TECT Mepe-

i BuLIye 29 nr abo HACUYEHICTh TPAHCHEPUHOM € OibIION0
i HixX 20 % i peputuH cupoBatku moHaz 100 MKT/J1, Ipormo-

HYEMO KOPEKIIi0 PiBHIB 3ali3a y MalLli€EHTIB 3 aHEMi€I0 P
XXH, sxi orpumyiots ECA.

Pexxum nmosyBaHHS Oyae 3ajiexXaTw Bill MOJAJBHOCTI,
HanpuKiaaa, MalieHTH Ha reMojiaji3i moTpedyloTh eKBi-
BasieHT 50—60 MI BHYTPillIHbOBEHHOTO 3aJ1i3a Ha THXICHb
(exBiBaJleHTHA m03a M1 AiTel | MTI/Kr/TUXIeHb) [HoBa
2015].

ECA: MoHiTOpHHT cTaTyCy 3aJi3a mix Jyac JiKyBaHHS

3anpornoHyiiTe Tepariio 3aji30M HaliieHTaM, sIKi OTpU-
MytoTh Teparnio ECA p1s miarpuMaHHs:

— %TI'EP no 6 % (moku piBHi (bepuUTHHY BHUILI 3a

800 MxT/M);

— PETUKYJOLUUTAPHUII piBeHb reMoriobiHy abo eKBi-

{ BaJIEHTHUI1 TecT mepeBuuIye 29 NT (10KM PiBHi (PepUTUHY

ui 3a 800 MKT/7);

— piBeHb HacM4eHOCTi TpaHcepuHoM noHan 20 % i pi-
BeHb (pepuTrHY cupoBaTku mmoHam 100 MKr/m (moKu piBHI
deputuny Buili 3a 800 MKT/J1).

Mapkep crarycy 3ajiza MOBUMHEH KOHTPOJIIOBATHCS
KOXHi 1—3 Micsl1i y XBOpUX, SIKi OTPUMYIOTb TeMOIiai3.

Use of angiotensin-converting enzyme (ACE)
inhibitors or angiotensin type II receptor antagonists
is not precluded, but if they are used, an increase in
ESA therapy should be considered [2006].

Take into account Hb measurements when deter-
mining the dose and frequency of ESA administra-
tion.

— Investigate the cause of an unexpected change
in Hb level (that is, intercurrent illness, bleeding) to
enable intervention and optimise iron status.

— Increase or decrease ESA dose and/or frequen-
cy when Hb measurements fall outside action thresh-
olds (usually below 105 g/litre or above 115 g/litre),
or for example when the rate of change of Hb sug-
gests an established trend (for example, greater than
10 g/litre/month) [2006, amended 2011].

Treating Iron Deficiency: Correction

Offer people with anaemia of CKD who are re-
ceiving ESAs iron therapy to achieve:

— %HRC less than 6 % (unless ferritin is greater
than 800 micrograms/litre).

— Reticulocyte Hb count or equivalent tests above
29 pg (unless serum ferritin is greater than 800 micro-
grams/litre).

If the above tests are not available or the person
has thalassaemia or thalassaemia trait, iron therapy
should maintain transferrin saturation greater than
20 % and serum ferritin level greater than 100 mi-
crograms/litre (unless serum ferritin is greater than
800 micrograms/litre).

Most patients will need 500 to 1000 mg of iron for
adults or equivalent doses for children, in a single or
divided dose depending on the preparation. Intrave-
nous iron should be administered in a setting with fa-
cilities for resuscitation [new 2015].

Treating Iron Deficiency: Maintenance

Once %HRC is less than 6 %, reticulocyte Hb
count or equivalent tests are above 29 pg, or transfer-
rin saturation is greater than 20 % and serum ferritin
level is greater than 100 micrograms/litre, offer main-
tenance iron to people with anaemia of CKD who are
receiving ESAs.

The dosing regimen will depend on modality, for
example haemodialysis patients will need the equivalent
of 50 to 60 mg intravenous iron per week (or an equiva-
lent dose in children of 1 mg/kg/week) [new 2015].

ESAs: Monitoring Iron Status During Treatment

Offer iron therapy to people receiving ESA main-
tenance therapy to keep their:

— %HRC less than 6 % (unless serum ferritin is
greater than 800 micrograms/litre);

— Reticulocyte Hb count or equivalent tests above
29 pg (unless serum ferritin is greater than 800 micro-
grams/litre);

— Transferrin saturation level above 20 % and se-
rum ferritin level above 100 micrograms/litre (unless
serum ferritin is greater than 800 micrograms/litre).

The marker of iron status should be monitored
every 1 to 3 monthsin people receiving haemodialysis.
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V mauieHTiB Ha cTanii nepenaianizy ado y TUX, XTO OTpU-
MY€ TMepUTOHealbHUI Aiani3, piBHI 3a3BUYail BiICTEXY-
IOThCSI KOXHIi 3 Micsli. AKIo 1i XBopi MaloTb HOPMAJIbHY
dopMyJTy KpOBi, MaJIO KOPUCTi B MEPEBIipLIi CTaTyCy 3ajiza
[HOBWMIT 2015].

Tepamnig 3ani30M y nauieHTis i3 nedinurom 3amisa, sKi He
otpumyioTh Tepaniio ECA

3anponoHyiTe Teparilo 3aJ1i30M XBOPUM 3 aHEMIEIO
npu XXH i3 medimtom 3aii3a, IKi He OTPUMYIOTh Teparlito
ECA, no obrosopenHs npusHaueHHs teparnii ECA.

— OOroBoploiiTe pU3UKHU Ta MepeBaru BapiaHTIB JIiKy-
BaHHs. bepiTh 10 yBaru BUOip naiieHTa.

— J171s1 XBOpUX, SIKi HE OTPUMYIOTh TeMOJIiasli3, PO3IJISIHbTE
MUTAHHS PO MPU3HAYEHHS MIpenapariB 3aj1i3a nepopajbHo,
TepuI HiXX TPOITOHYBATH BHYTPIITHBOBEHHE BBEICHHS. K10
iCHye HeNepeHOCHMICTh TMEPOpaIbHUX MpernapaTiB 3alisa,
a0o 1ILTHOBI PiBHI TeMOMIO0IHY HE OYJIM JOCSITHYTI TPOTSTOM
3 micsi (muB. «ONTUMAaITBHI PiBHI TeMOTJIO0IHY» ), TIPOTIOHY-
IOTb TEPAMIIO MpenapaTamMu 3aJ1i3a BHyTPILIHbOBEHHO.

J11s1 XBOpUX, SIKi OTPUMYIOTh reMoJlialli3, 3alpOnoHy -
Te BHYTPILIHBOBEHHUI IUISIX BBEIEHHS 3aJli3a. 3aIporo-
HYITE epopaabHUii LIJISIX BBeICHHS 3aj1i3a JJ1s1 TTalli€HTIB,
SIKi OTPUMYIOTh TeMOiani3, TUIbKH SKIIO:

— BHYTPIlIIHbOBEHHE BBEACHHS 3ajli3a MPOTUIIOKAa3aHEe
abo

— XBOpUIA BUPIlIyE HE BBOAUTU 3aJ1i30 BHYTPIllIHbO-
BEHHO TIiC/iI OOTOBOPEHHSI BiMHOCHOI €(EeKTUBHOCTI Ta
nobiyHUX eDEeKTiB MEPOPATTBHOTO Ta BHYTPILIHBOBEHHOTO
nsixiB [HoBa 2015].

OOroBopIOiiTe pe3yabTaTH Tepallii 3aj1i30M i3 MallieH-
TOM, a00, 32 HEOOXiTHOCTI, 3 OTo CiM’€10, a00 OIiKyHAMM
i 3amporonyiite Tepamnito ECA 3a HeoOxigHoCTi (muB. «Ile-
peBaru jikyBaHHs1 ECA») [noBa 2015].

Tepamig 3amizom mia xBopux i3 medinurom 3amiza, gxi
oTpumyioTh Tepamito ECA

3anporoHyiTe TiKyBaHHSI 3aJ1i30M XBOPUM 3 aHEMI€EIO TTPU
XXH i3 nediuntoM 3ai3a, siKi oTpuMyoTh Tepamniio ECA.

— OOroBopiTh pU3UKHU Ta MEPEeBaru BapiaHTIB JiKyBaH-
Hsl. 3BaxkaiiTe Ha BUOip MailieHTa.

— JIng 1opocinX i MOJIOAUX JIIOEH MPOMOHYIOTh BHY-
TPIITHBOBEHH U NIUISIX BBEICHHS 3aJTi3a.

— Jluig mite#t, iKi OTpUMYIOTh T€MO/Iialli3, MPOTOHYITE
BHYTPILIHbOBEHHU I 1IUISIX BBEICHHS 3aJ1i3a.

— Jns giteit, siKi HE OTPUMYIOTh FeMO/Iiali3, PO3TJsHb-
T€ MOXJIMBICTH TEepOpaJbHOrO IIUISIXy BBEACHHS 3aji3a.
SKIo y AUTMHU HETEePEeHOCUMICTh IMepopaibHuX (GHopM
3aji3a abo IIJIbOBUI piBeHb I'€MOIIOOIHY HE MOXe OyTu
JOCSITHYTUI MPOTSATOM 3 MicsuiB (IuB. «ONTUMAaJbHI piB-
Hi reMorj100iHy»), MPOIMOHYITe BHYTPIIIHBOBEHHUI 1ILISIX
BBeICHHS 3aiti3a [Hosa 2015].

3arponoHyiite repopaabHe JiKyBaHHS 3aJ1i30M JOPOC-
JIUM Ta MOJIOIWM JIIOSIM, SIKi OTpUMYIOTh Teparito ECA,
JIVIIIE SIKIIO:

— BHYTPIIIHLOBEHHU} IILJISIX BBEJICHHST TTPOTUTIOKA3a-
HUI1 200

— MAL[iEHT BUPILIYE HE BBOAUTU 3aJ1i30 BHYTPIlLIHbO-
BEHHO TIiCJIsI OOrOBOPEHHSI BiZHOCHOI e€(PeKTUBHOCTI Ta
NoOIYHUX e(PEeKTiB MepopaJbHOIO Ta BHYTPIllIHLOBEHHOTO
1sIxiB [HoBa 2015].

In people who are pre-dialysis or receiving peri-
toneal dialysis, levels are typically monitored every
3 months. If these people have a normal full blood
count there is little benefit in checking iron status
[new 2015].

Iron Therapy for People Who Are Iron Deficient |

and Not on ESA Therapy

Offeriron therapy to people with anaemia of CKD
who are iron deficient and who are not receiving ESA
therapy, before discussing ESA therapy.

— Discuss the risks and benefits of treatment op-
tions. Take into account the person’s choice.

— For people who are not receiving haemodialy-
sis, consider a trial of oral iron before offering intra-
venous iron therapy. If they are intolerant of oral iron
or target Hb levels are not reached within 3 months
(see «Optimal Hb Levels»), offer intravenous iron
therapy.

For people who are receiving haemodialysis,

offer intravenous iron therapy. Offer oral iron |

therapy to people who are receiving haemodialysis
only if:

— intravenous iron therapy is contraindicated
or

— the person chooses not to have intravenous
iron therapy after discussing the relative efficacy and
side effects of oral and intravenous iron therapy [new
2015].

Discuss the results of the iron therapy with the
person or, where appropriate, with their family or
carers and offer ESA therapy if needed (see «Benefits
of treatment with ESAs») [new 2015].

Iron Therapy for People Who Are Iron Deficient

and Receiving ESA Therapy

Offer iron therapy to people with anaemia of
CKD who are iron deficient and who are receiving
ESA therapy.

— Discuss the risks and benefits of treatment op-
tions. Take into account the person’s choice.

— For adults and young people, offer intravenous
iron therapy.

— For children who are receiving haemodialysis,
offer intravenous iron therapy.

—For children who are not receiving haemodi-
alysis, consider oral iron. If the child is intolerant of
oral iron or target Hb levels are not reached within 3

months (see «Optimal Hb Levels»), offer intravenous

iron therapy [new 2015].

Offer oral iron therapy to adults and young people |

who are receiving ESA therapy only if:

— intravenous iron therapy is contraindicated
or

— the person chooses not to have intravenous
iron therapy after discussing the relative efficacy and
side effects of oral and intravenous iron therapy [new
2015].

When offering intravenous iron therapy to peo-
ple not receiving haemodialysis, consider high-dose
low-frequency intravenous iron as the treatment of
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Konu nporoHyeTe BHYTPIlLIHBOBEHHUWI IILISIX BBEACHHS
3aJli3a Mali€eHTaM, sIKi He OTPUMYIOTb TeMOIiali3, PO3IJISTHb-
T€ BUCOKI JO3W 3 HU3BKOIO YaCTOTOIO BHYTPIITHLOBEHHO SIK
Tepariito BUOOPY ISl AOPOCIUX i MOJIOAMX JIIOIE MpU CIIPoOi
JIOCSITTH BiTHOBJIEHHSI PiBHS 3aJ1i3a. Bi3bMiTh 10 yBaru take:

— ynonob6aHHs maiieHTa 3 aHeMieto ipu XXH, abo, 3a
HEOOXimHOCTI, ciM’1, a00 OMiKYHIB;

— BUTpaTU HA IPU3HAYCHHS Ta TOTJISI;

— BapTiCTh MiCIIEBOTO HAIXOMKEHHS TIperapary;

— HasIBHICTb 3aC00iB peaHiMallii.

BHyTpiltHbOBeHHE TTpU3HAYEHHS 3aj1i3a B HU3bKIil 1031

! i 3 BICOKOIO YaCTOTOIO MOXe OYTH JOLIBHILIMM TS BCiX

JITe i 1St AOPOCIUX, SIKi OTPUMYIOTh FeMOoiai3 y Bilmo-
BimHWX 1IeHTpax [Hosa 2015].

MOHITOPUHr AiKyBOHHS aHeMii npu XXH

MoHiTopuHr cTaTyCy 3aji3a

XBopi 3 aHemiero mpu XXH He MOBUHHI EpeBipATH pi-
BEHb 3aJ1i3a paHille HiX 4Yepe3 OAUH TUXKIEHbD IiCJIs OTPU-
MAaHH$ BHYTPILTHbOBEHHUX ITpENaparis 3a1i3za. TpuBaicTb
yacy JIJI1 MOHITOPUHTY CTaHy 3aj1i3a 3aJIeXXUTh BiJl IpU3HA-
YEHOTro Mpenapary i1 ymicty 3aiiza [2006].

I1naHoBuUit MOHITOPUHT 3aJ1i3a 3a piBHEM (DePUTUHY CU-
pPOBATKU AJIs 3a1100iraHHs MepeHaCUYEHHIO CJIiJl TPOBOIM -

i Tv pa3 Ha 1—3 micaui [2006, Bueceno 3minu 2015].

MoHiTopyBaHHS PiBHIB reMOIJIO0iHY

Y xBopux 3 aHeMiero pu XXH KOHTposmoiiTe reMOoro0iH:

— Kox#i 2—4 tuxHi y dasi innykirii Teparii ECA.

— Koxni 1-3 micsinti y pasi reparii minrpumanus ECA.

— Yacrimre micis kopexirii mo3u ECA.

— ¥ KJIiHIYHUX yMOBax 00€piTh Yac Mmicjist 0OTOBOPEHHS
3 MaLiEHTOM 3 ypaxyBaHHSIM 3pYYHOCTI I MiCLI€BOI CUCTe-
MU 0XOopoHU 310poB’s [2006].

BusiBaenns pesucrentaocti 10 ECA

ITicng Toro, sIK iHIN MPUYMHU aHeMil, TaKi SIK CYIyT-
Hi XBOpOOU ab0 XpOHIYHi KpOBOBTpPATU, OYyJIM BUKIIIOUEHI,
nauieHTH 3 aHeMi€ero mpu XXH MoXyTb BBaxKaTucs pe3uc-

i TeHTHUMU 10 ECA, gkino:

— OaxaHi piBHi reMOrIo0iHy He Oy MOCSTHYTI, He-
3Baxkaloum Ha JiikyBaHHs emnoetuHoMm 300 MO/Kr/Tmx-
JeHb abo Oinblie mimmkipHo, ado 450 MO/Kr/TrXaeHb
abo Oinbllle BHYTPILIHBOBEHHO, ab0 AapOErnoeTUHOM
1,5 MKT/KT/TUXEeHb, 260

— HasiBHA MOCTiliHa HEOOXiIHICTh Y MPU3HAYEHHI BUCO-
kux 103 ECA mig minTpuMKu 6axkaHoro piBHSI TeMOIJIO0iHY
[2006].

V nauientiB i3 XXH icTuHHa epuTpolMTapHa arnJjasis
(IEA) xapakTepu3y€eThcsl HU3bKMM YMCJIOM PETUKYJIOLIUTIB
pa3oM 3 aHeMi€lo i HasIBHICTIO HEUTPaTi3ylOunX aHTUTII.
IEA miaTBepaXyeThbCsl HASIBHICTIO aHTUTII 10 €pUTPOTIOe-
TUHY Pa30M 3 BiICYTHICTIO KJIiITUH-TIONEPEIHUKIB €pUTPO-

i imHOTO psIMY B KicTKOBOMY MO3KY [2006].

Y xBopux 3 aHemieo npu XXH antoMiHieBY TOKCHY-
HICTb CJIiT pPO3MISIAATH SIK MOTEHUIMHY PUYNHY 3HUKEHOL
Binmosimi Ha ECA Ticiiga BUKITIOUEHHS iHIIUX IMPUIWH, Ta-
KUX SIK CYMyTHi XBOpoOU i XxpoHiuHi KpoBoBTpaTu [2006].

MenemkMeHT pe3ucTenTHOCTI 10 ECA

V nmauieHTiB 3 anemiero npu XXH, gki 3HaxoasThCA Ha
Jiali3i i B IKMX MiJO3PIOEThCS aIOMiHiEBA TOKCUYHICTb,

choice for adults and young people when trying to
achieve iron repletion. Take into account all of the
following:

— preferences of the person with anaemia of CKD
or, where appropriate, their family or carers;

— nursing and administration costs;

— cost of local drug supply;

— provision of resuscitation facilities.

Intravenous iron administered at a low dose and
high frequency may be more appropriate for all chil-
dren and for adults who are receiving in-centre hae-
modialysis [new 2015].

Monitoring Treatment of Anaemia
of CKD

Monitoring Iron Status

People with anaemia of CKD should not have
iron levels checked earlier than 1 week after receiving
intravenous iron. The length of time to monitoring of
iron status is dependent on the product used and the
amount of iron given [2006].

Routine monitoring of iron stores to prevent iron
overload using serum ferritin should be at intervals of
1 to 3 months [2006, amended 2015].

Monitoring Hb Levels

In people with anaemia of CKD, monitor Hb:

— Every 2 to 4 weeks in the induction phase of
ESA therapy.

— Every 1 to 3 months in the maintenance phase
of ESA therapy.

— More actively after an ESA dose adjustment.

— In a clinical setting chosen in discussion with
the patient, taking into consideration their conve-
nience and local healthcare systems [2006].

Detecting ESA Resistance

After other causes of anaemia, such as intercur-
rent illness or chronic blood loss, have been excluded,
people with anaemia of CKD should be considered
resistant to ESAs when:

— an aspirational Hb range is not achieved despite
treatment with 300 IU/kg/week or more of subcutane-
ous epoetin or 450 IU/kg/week or more of intravenous
epoetin orl.5 micrograms/kg/week of darbepoetin or

— there is a continued need for the administration
of high doses of ESAs to maintain the aspirational Hb
range [2006].

In people with CKD, pure red cell aplasia (PRCA)
is indicated by a low reticulocyte count, together with
anaemia and the presence of neutralising antibodies.
Confirm PRCA by the presence of anti-erythropoi-
etin antibodies together with a lack of pro-erythroid
progenitor cells in the bone marrow [2006].

In people with anaemia of CKD, aluminium toxicity
should be considered as a potential cause of a reduced re-
sponse to ESAs after other causes, such as intercurrent ill-
ness and chronic blood loss, have been excluded [2006].

Managing ESA Resistance

In haemodialysis patients with anaemia of CKD
in whom aluminium toxicity is suspected, perform
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BUKOHATE TecT i3 aeepoKcaMiHOM Ta MeperisiHbTe Bia-
MOBiIHO 10 iX BeneHHs [2006].

PosrnstHbTe TUTaHHS TIPO HATIpaBJICHHS IO CTielliaricTa
st BukmodeHHs1 ECA-innykoBanoi [EA [2006, BHeceHO
3minm 2011].

Poan nepesmBanns kposi npu peuctenTHocTi 10 ECA

PosrisiHbTe MOXKIMBE HaMpaBJIeHHs NallieHTa 10 Bifli-
JIEHHSI TeMaTOoJI0Tii, 0COOJMBO AKIIO € MiA03pa Ha reMaTo-
JoriyHe 3axBopioBaHHs [HoBa 2015].

O11iHITh i OOrOBOPITH PU3MKM Ta MEpPeBaru repejamBaH-
HSI €pUTPOLIUTIB i3 MaILliEHTOM a00, 32 HEOOXiTHOCTI, 3 10TO
ciM’€ro uu omikyHoM [HoBuii 2015].

Bi3bMiTh 10 yBaru HasiBHi CUMIITOMU TAlLli€EHTA, SIKiCTh
JKUTTS, iCHYIOUi XBOpPOOM i IIaHC MaiOyTHBHOI YCITiIIHOT
TpaHCIUIaHTallii HUPKHU BiATIOBIAHO A0 PiBHiB rFeMOTI00iHY,
PO3MipKOBYIOUM MPO HEOOXiTHICTh MepeUuBaHHS €pUTPO-
nuTiB [HoBa 2015].

[TepernsiHbTe 00’€M €pPUTPOLUTIB IS TIEPETUBAHHS i
pO3TJsIHbTE BUTIPOOYBaibHUI Tiepion npunuHeHHss ECA
y monei, siki pe3ucteHTHI 10 ECA (3a3Buuail Ha reMofi-
ani3i i Ha Bucokiit mo3i ECA) i B pa3i yacTux nepeimBaHb,
KOJIU:

— yci 000poTHI MpuUnHU pe3ucTeHTHOCTI 10 ECA Oynu
BpaxoBaHi i BUKJIIOUEHI Ta

— CTaH JIIOAWHU HecTabiIbHU (0€3 CyMyTHiX 3aXBOPIO-
BaHb, TaKUX K iH(PEKIIil) Ta

— MAali€HT OTPUMYE aleKBaTHUH Jiais.

IlepernsgHbre 00’€M €pUTPOLIUTIB IS TMepeTUuBAHHS
MiX 1 Tta 3 micsamamu mmicns mpunuHeHHs Tepamrii ECA.
Axmo o6’eM mepennBaHb 30iTBIINBCS, PO3IISTHBTE Bil-
HosyieHHs Teparii ECA [HoBa 2015].

a desferrioxamine test and review patient’s manage-
ment accordingly [2006].

Consider specialist referral for ESA-induced
PRCA [2006, amended 2011].

Role of Blood Transfusion in Managing ESA Re-
sistance

Consider referring people with ESA resistance to i

a haematology service, particularly if an underlying
haematological disorder is suspected [new 2015].

Evaluate and discuss the risks and benefits of red
cell transfusion with the person or, where appropri-
ate, with their family or carers [new 2015].

Take into account the person’s symptoms, qual-
ity of life, underlying conditions and the chance of
a future successful kidney transplant, in addition to
Hb levels, when thinking about the need for red cell
transfusion [new 2015].

Review the rate of red cell transfusion and con-
sider a trial period of stopping ESA in people who

have ESA resistance (typically on haemodialysis and |

on high-dose ESA) and are having frequent transfu-
sions when:

— all reversible causes of ESA resistance have
been taken into account and excluded and

— the person’s condition is otherwise ‘stable’
(without intercurrent illness such as infection) and

— the person is receiving adequate dialysis.

Review the rate of red cell transfusion between 1
and 3 months after stopping ESA therapy. If the rate
of transfusion has increased, consider restarting ESA
therapy [new 2015].
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