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Pesiome pekomeHAOLN
Summary of Recommendations

Po3aiA 3.2. AiarHoctuka XXH-MXK:
KicTKa

Pexomenoauyis 3.2.1

VYV nmauienris 3 XXH-MXK mMu mpornoHyeMo poBeIeHHS
JIEHCUTOMETPIi SIK JOAATKOBUIA 3aCi0 yrpaBJliHHSI XBOPOOOIO
JIMIIE TOi, KOJIM 1ie BIUIMHE Ha JIiKyBaJibHe pilneHHs. On-
HaK MU BBaXKaeMo, 110 HaWKpaluid Miaxia BKIOYAE MPU-
WHSATTS pillleHHsT 0araTbMa mpodecioHaqaMu, cepen SIKUX
MiCLIEeBi €KCIepTU 3 PEBMATOJIOTiI i 0OCTeonopo3y i Ti rpy-
ITH, 1110 OITiKyI0Thcs marientamMu 3 XXH 3a-5/1.

Pexomendauyia 3.2.2

VY nauienrtiB 3 ycima cragisimu XXH iHGopMaTtuBHICTH
OGioMapKepiB [0 MPOTHO3YBAHHS TiCTOJIOTIYHOI XapakTe-
PUCTUKM KICTOK J0Ci HE MiATBEpPIAXKEHA; MU MPONOHYEMO
po3rigaaTi 0i01Cio KiCTKU K KJIIHIYHO JOLIbHY, SIKIIO
11e MPpU3BEAe A0 3MiH Y JIIKYBaHHI.

IIpore peanizauis 1i€i HeOLiHEHOI peKOMEHAAllil MOXe
OyTH oOMeXKeHa 3aJIe>KHO Bijl MiCLIEeBOTO JOCBiIy.

Po3aiA 4.1. AikyBaHHS XXH-MXK,
CNPSIMOBQOHE HA 3HUKEHHS BACOKOro BMIiCTy
docodary B CUPOBATL KPOBi U MIATPUMOHHS
BMICTY KOAbLLiIO B CUPOBATLi

Pexomenoauii 4.1.1-4.1.2

Mu npononyemo, 1106 aikyBaHHs XXH-MXK Ha Bcix
cramisgx XXH 0a3yBajocs Ha ITOCJIJOBHOMY BUMipIOBaHHI
docdaty, kanbwito i I1TT i 6yno iHaUBiTyani30BaHUM 1
naljieHTa.

Chapter 3.2: Diagnosis of CKD-MBD:
bone

Guideline 3.2.1

In patients with CKD-MBD, we suggest DXA
scanning as an aid to management only if it will im-
pact upon treatment decisions. However, we feel
that the best practice includes multi-professional
decision-making between local rheumatological/
osteoporosis expertise and those teams looking after
CKD G3ato G5D patients.

Guideline 3.2.2

In patients with all stages of CKD, the utility of
biomarkers to predict underlying bone histology is
as yet unproven; we suggest that a bone biopsy may
be clinically appropriate should it lead to changes in
treatment.

However, implementation of this ungraded guid-
ance may be limited dependent upon local expertise.

Chapter 4.1: Treatment of CKD-MBD
targeted at lowering high serum
phosphate and maintaining serum
calcium

Guidelines 4.1.1—4.1.2

We suggest that the treatment of CKD-MBD in
all stages of CKD should be based on serial measure-
ments (trends) of phosphate, calcium and PTH and
individualised to patients.
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YV Benuko6putanii mis nauieHTis i3 XXH 3a-5/1 € mo-
LIABHMM MparMaTUYHUN Ta iHAMBiAyaJli30BaHUM MiaXig
1100 3HXKEeHHS hocdaTiB 10 HOPMAIBHOTO iala30Hy.

Pexomendayia 4.1.3

Y mamientiB 3 XXH 3a-5/1 Mu mponoHyeEMO YHMKATH
rinepkanblieMii, 30epiraloun piBeHb KaJIblil0 CUPOBATKU
HUKYE Bil BEPXHbBOI MEXi KOHTPOJILHOTO Jlialla3oHy JaHOol
Jrabopatopii. ['imokanpLieMilo ciifi KOperyBaTu iHAUBIY-
aJIbHO, OCKIIbKM HaJMipHAa KOPEKIIis MOXe TaKOX 3alllKO-
JUTY TIAIIEHTY.

Pexomenoauisn 4.1.4

V nauienTiB i3 XXH 5/ Mu peKoMeHAYEMO BUKOpPUC-
TOBYBATH Jiali3Hy KOHIEHTpaLIil0 Kaabliilo B Mexax 1,25—
1,5 MMoJb/I1, ajle, SIK 3a3HaYeHO B OPUTiHAJIBHOMY JOKY-
meHTi KDIGO, noBuHHa 306epiraTUcsi THYYKiCTb BHOOpY
KOHLIEHTpallii AianizaTy BiAMOBIAHO 10 KOHKPETHUX BUMOT,
IHAUBiIYyaIbHO U151 TIALlIEHTIB.

Pexomenoauia 4.1.5

Mu niporionyemo, 11106 (pocdartHi 6iHAEpU HE BUKOPUC-
TOBYBAJIMCh 3a3maierias y namieHTiB i3 XXH 3a-5]1, mpote
Oynu 3ape3epBOBaHi ISl TUX, Y KOTO TIPOTPECUBHO 3POCTAE
(abo 3amuIIaeTHCS MOCTiIMTHO BUCOKMM) piBeHb hocaTemii.
3HUXKEeHHS piBHS (pocdaTiB BUMara€ MyabTUIPodeciiHOro
MiaXomy 10 Tepartii.

Pexomenoauis 4.1.6

V nauienTtiB 3 XXH 3a-5/1 My mponoHyeMO OOMEXUTU
3acTocyBaHHs (pocdaTHUX OiHAEPIiB HA OCHOBI KaJbIIilO.

Ha Toit yac sk docdaTHi GiHaAEpHM HA OCHOBI KaJblil0
BC€ IlI¢ BilirparoTh MEBHY POJib B YIpaBIiHHI rinepdocda-
TeMi€elo y gopociaux 3 XXH, ix micuie cepen npemnaparis nep-
1T J1iHii OUTbIlIE HE MOXe OYyTH peKOMEHI0BAaHE, OCOOIUBO
3a YMOBHM, 11O JelIEeBIIi Oe3KalbLi€Bi OiHIEPU-TEHEPUKU
CTalOThb BCE JOCTYITHIIITIMMU.

Pexomenoauin 4.1.8

Mu BBaxaeMo, 110 OOMEXEHHSI CIOKMBaHHS ocda-
TiB nauieHTamu 3 XXH 3a-5]/1 3anuinaeTbcsl HEBia EMHOIO
YacTUHOIO ympaBliHHS rinepdocdaremicro. 3 omisiay Ha
OibLI JOKIaAHY iH(popMallilo mpo BMIcT (pocdatiB y iXi Ta
1X OI0OCTYIMHICTh MOpPaau MalOTh OYTH JOKA30BUMM, iHAU-
BilyaJli30BaHUMM 1 B ifieajli CTBOPEHUMHU CIIellialicTaMu 3
HUPKOBOI Ti€ETOJIOTII.

Po3AiA 4.2. AiKyBAHHS NO3OHOPMOABHUX
pigHie MM y XXH-MXK

Pexomenoayis 4.2.1

Mu npornonyemo, o6 nauieHtd 3 XXH 3a-5 3 npo-
TPECUBHO 3POCTaOYMM a00 TOCTIAHO IMiABUILIEHUM PiBHEM
IITT ouiHroBaNKCh 10AO0 (haKTOPiB, 3MATHUX A0 MOIMMi-
Kallii, 1110 3apa3 BKJIOYalOTh BUCOKMI PiBEHb CIIOXKMBAHHS
docdaris i gediuuT BitamiHy D; pillleHHS mpo JIiKyBaHHS
HE TIOBUHHI TIPYHTYBaTUCS Ha OKPEMOMY ITiIBUIEHOMY
3HayeHHi (Bmicty ITTT).

Pexomenoauin 4.2.2

OHOBJIEHE KEPIBHUIITBO OiJIbIIIe HE PEKOMEHYE PyTUH-
HE BUKOPUCTAHHS KAJIBLIUTPioIy a00 OT0 aHAJIOTIB Y HEfi-
ai3Hux nauieHTiB i3 XXH. Mu npononyemo KiiHinucTam
3aJTUIIATHA MOTO 3aCTOCYBAHHSI TSI TSDKKHUX i TIPOTPECYIOUNX
BUMAAKIB BTOPUHHOIO TirepriapaTupeo3y, MOUYMHAIOUU 3
HU3bKOI J03U 11 YHUKAIOUH TillepKalbLiEMIil.

In patients with CKD 3a-5D, a pragmatic and
individualised approach to phosphate reduction to-
wards the normal range is appropriate in the UK.

Guideline 4.1.3

In patients with CKD G3a-G5D, we suggest
avoidance of hypercalcaemia, maintaining serum
calcium below the upper limit of the reference range
for the laboratory used. Hypocalcaemia should be
managed in an individualised way as over-correction
may also lead to patient harm.

Guideline 4.1.4

In patients with CKD G5D, we suggest using a
dialysate calcium concentration between 1.25 and
1.5 mmol/I but, as stated in the original KDIGO
document, flexibility should be maintained with di-
alysate calcium concentrations to meet specific, in-
dividual patient requirements.

Guideline 4.1.5

We suggest that phosphate binders should not
be used pre-emptively in CKD G3a-G5D patients
but reserved for those with progressively rising or
persistently elevated serum phosphate. Phosphate
lowering requires a multi-professional approach to
therapy.

Guideline 4.1.6

In patients with CKD stages G3a-5D, we suggest
limiting the use of calcium-based phosphate binders.
Whilst calcium-based phosphate binders still have a
role in the management of hyperphosphataemia in
adults with CKD, their place as first line agents in the
majority can no longer be recommended, especially
as generic, lower cost alternatives for non-calcium
containing binders are becoming more widely avai-
lable.

Guideline 4.1.8

We suggest that limiting phosphate intake in pa-
tients with CKD G3a-5D remains integral in the
management of hyperphosphataemia. With more
information available about phosphate in food and
its bioavailability, advice should be evidence-based,
personalised and ideally delivered by Specialist Re-
nal Dietitians.

Chapter 4.2. Treatment of abnormail
PTH levels in CKD-MBD

Guideline 4.2.1

We suggest that CKD G3a-GS5 patients with pro-
gressively rising or persistently elevated PTH levels
should be evaluated for modifiable factors, which
now includes high phosphate intake and vitamin D
deficiency; treatment decisions should not be based
on a single elevated value.

Guideline 4.2.2

The updated guideline no longer recommends
routine use of calcitriol or its analogs in non-di-
alysis CKD patients. We suggest that clinicians
should reserve their use for severe and progressive
SHPT, starting at low dose and avoiding hypercal-
caemia.
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Pexomenoauis 4.2.4

Mu nponoHyeEMO KaJIbLIUMIMETHUKHM, KaJIbIIUTPIOJ i aHa-
Jjoru Bitaminy D mist mikyBaHHs nauieHTiB i3 XXH 5/, sxi
notpedytoTh 3HukeHHs [TTT. [HauBinyansHuit BUOIip JiKy-
BaHHS CJIill TPOJOBXYBAaTU, OEPYUYH 10 YBAaru CYIyTHIO Te-
partiro, a TaKOX piBeHb KaJIblIiio Ta (hocdartib.

J mali€eHTiB i3 TSOKKUM TiMeprnapaTtupeo3oM, sKi He
BiMOBIAAIOTh HA MEAMYHY ¥ (hapMaKOJIOTIUHY Tepariio, M1
MPONOHYEMO MNapaTUPEOIIEKTOMIIO.

Po3AiA 4.3. AiKyBAHHS KiCTOK
6icoochoHaTamu, iHLULMMU NpenapaTamm
AAS AIKYBOHHSI OCTEONOPO3Y U rOPMOHOM
POCTY

Pexomendauia 4.3

V nauienTiB i3 XXH 3a-5/1 i noBeaeHoro MXK mMu npo-
TMIOHYEMO BpaxoByBaTH crelndiyHi nobiuHi edextu (mpe-
MmapariB), pM3WK X MPU3HAYEHHS TTOBUHEH CIiBBITHOCH-
TUCH i3 BU3HAYEHUM (DEHOTHUTIOM KiCTKU.

Po3aiA 5. OuiHKa 1 AiIKYBOHHS KiCTKOBOT
XBOPOOU TPAHCNACQHTOBAHOT HUPKU

Pexomenoauis 5.5

Ax iy Bunagky 3 XXH 3a-5/I, Mu BBaxkaemo, 110 JIeH-
CUTOMETPIisT MOXKe OyTU KOPUCHUM iHCTPYMEHTOM OLIHKU
PU3MKY MEPEIOMiB y PELUIIEHTIB TPAHCIJIAHTATiB HUPOK
(5T). Ha xanb, HaBiTh MPU BOJOAIHHI IMMU JAHUMU HEI0-
CTaTHHO MOKAa3iB 11010 BTPYYaHb, 1110 B TOJAIBIIIOMY 3MEH-
LIYIOTh MaiOyTHI TTEPEJIOMU B MALli€EHTIB MiCIs TPAHCILIaH-
Talii.

Pexomenoauis 5.6

Llsa rpyna mponoHye po3misigaTy 3aCTOCYBaHHS BiTami-
Hy D, KageuuTpiony/anbdakanbliuaony i/abo aHTupe3opo-
TUBHMX 3ac00iB y MEPLINI PiK ITiC/IsT TpaHCIJIAaHTALIil B mTa-
wieHTiB i3 3MeHIneHHssM MIIK i pIIIK® 30 mi/x8/1,73 M2
ITpore, OCKiIBKY KOHCEHCYCY I0J0 ONTUMAIBHOI CTpATeril
JIiIKyBaHHSI aHOMaJliii MeTaboJ1i3My MiHepaJdbHUX PEYOBUH
He iCHYE, iHililoBaHHS aHTUPE30POTUBHUX areHTIiB y TaKUX
JIIofei, SIK i paHilllie, 3aJIeXKUTh BiJl MiCLIEBOTO TOCBIdY.

Oxpemi pexomendauii s dimeii

Mu pekoMeHIyEMO 3aCTOCOBYBaTH (pocdaTHuit GiHaep
Ha OCHOBI KaJIBIIilO SIK TIEPIIy JIiHiIo TirmogocdaTHOI Tepa-
mii B miteit i/abo koMOiHalIi0 3 ceBeslaMepoM abo mepexif
Ha HbOTO, SKIIO B CEPii BUMipiB KaJIblIil0 B CUPOBATIIi KPOBi
CIIOCTEPIra€eThbCsl TEHACHLIIS 10 TEePeBUILEHHS HOPMU Bil-
MOBigHOTO BiKy. M

Guideline 4.2.4

We suggest that calcimimetics, calcitriol and vi-
tamin D analogues are all acceptable therapies for
CKD G5D patients requiring PTH lowering thera-
py. Individual treatment choice should continue to
be guided by considerations of concomitant thera-
pies as well as calcium and phosphate levels.

For those patients with severe hyperparathyroi-
dism that fail to respond to medical or pharmaco-
logical therapy, we suggest parathyroidectomy.

Chapter 4.3: Treatment of bone with
bisphosphonates, other osteoporosis
medications, and growth hormone

Guideline 4.3

In patients with CKD G3a-G5D and evidence of
MBD, we suggest that treatment choices take spe-
cific side effects into account and the risk of their
administration must be weighed against the accuracy
of the diagnosis of the underlying bone phenotype.

Chapter 5: Evaluation and treatment
of kidney transplant bone disease

Guideline 5.5

As with CKD G3a-G5D, we suggest that DXA
may be a useful tool to assess fracture risk in kidney
transplant recipients (G5T). Unfortunately, even
when in possession of that knowledge, there is a pau-
city of evidence regarding interventions that reduce
future fractures in transplanted patients.

Guideline 5.6

This group suggests considering vitamin D, cal-
citriol/alfacalcidol, and/or antiresorptive agents in
the first year post transplant in patients with a re-
duced BMD and eGFR 30ml/min/1.73m?. How-
ever, as there remains no consensus on the optimal
treatment strategy for mineral metabolism abnor-
malities, initiation of antiresorptive agents is likely to
remain guided by local practice in this population.

Paediatric specific recommendations

We suggest a calcium-based phosphate binder as
the first-line phosphate reduction therapy in chil-
dren and either combining with, or switching to,
sevelamer if a series of serum calcium measurements
shows a trend towards the age-adjusted upper limit
of normal. ™

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

KOoHcynbTaHT: akag. HAMHY, yneH-kop. HAHY npodgp. J1.A. Mupir W
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