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KopOoTKUi 3MiCT HOCTOHOB KAIHIYHOT
NPAKTUKU
CTpyKTYpPQ MEAMNYHOI AONOMOru

Hacranosa 1.1

Mu pekomMeHIyEMO CTBOPIOBAaTU MYJIBTUANCIIUTILTIHAPHI KO-
MaHIM (BKJIIOYAIOUM JiKapsi-aKyllepa, KOHCYJIbTaHTa JliKapsi-
Hedposora/mikapsi-eKCIepTa, a TaKOX aKyllIepKy Y aKyllep-
CbKY I'pyny) U151 HaJaHHsI KOHCYJIbTaLlild i TOITOMOTH XiHKaM i3
XXH, sxi BariTHi ab0 MJIaHYIOTh BariTHICTb. YCi MEIWYHi mpa-
LiBHUKM, sIKi TOMISAAIOTh 3a XXiHKaMM 3 XXH, moBuHHiI MaTu
JOCTYII 10 L€l MyTbTUAMCHUTITIIHapHOT KomMaHau (1D).

N\iku npy BAriTHOCTIi TQ AQKTALT

Hacranosa 2.1

Mu peKOMeHIyEMO BBaXKaTh Oe3ITeYHUMMU JJIST 3aCTOCYBaHHS
MPU BaTiTHOCTI HM3BbKY /103y acHipuHy, HU3bKOMOJIEKYISIPHUIA
remnapuvH, JabeTano, Hipenumin, MeTUIAOIY, IIPEaHi30JI0H, a3a-
TiOMPUH, LIMKIOCIIOPUH, TAKPOIIMYC i Tiapokcuxjiopoxi (1B).

Hacranosa 2.2

Mu pekoMeHIyeEMO NEPEBipsSITU MPOTSTOM YCi€i BariTHOCTI i1
HeraiHo MicJisl MOJIOTiB KOHLIEHTpallil iHri0iTOpiB KaJlbLIMHEB-
pUHY (TaKpoJliMyc, IIUKJIOCIIOPUH), OCKIJIbKM 1X KOHLIEHTpALList
B KpoBi Moxe 3MiHtoBatucst (1C).

Hacranosa 2.3

Mu peKoMeHIyEMO, KOJIU 11¢ MOXKJIMBO, YHUKATH Tperapa-
TiB, SIKi BIUTMUBAIOTh HA META0O0JIi3M iHTi0ITOPIB KaTbLIMHEBPUHY
(HanpuKIam, epUTPOMILIMH, KJIAPUTPOMIIIMH), BaTriTHUM i XiH-
KaM ITicJisl TOJIOTIB, SIKi MPUIMAIOTh TaKpoJiMyc abo LMKIIO-
cnopuH (1D).

Summary of clinical practice
guidelines
Structure of care

Guideline 1.1

We recommend multidisciplinary teams (including
a consultant obstetrician, consultant nephrologist/ex-
pert physician, and expert midwife or midwifery team)
are established to offer advice and care for women with
CKD who are pregnant or planning a pregnancy. All
healthcare professionals caring for women with CKD
should be able to access this MDT (1D).

Medication in pregnancy and lactation

Guideline 2.1

We recommend that low dose aspirin, low molecu-
lar weight heparin, labetalol, nifedipine, methyldopa,
prednisolone, azathioprine, ciclosporin, tacrolimus and
hydroxychloroquine are safe for use in pregnancy (1B).

Guideline 2.2

We recommend concentrations of calcineurin in-
hibitors (tacrolimus, ciclosporin) are checked through-
out pregnancy and immediately postpartum, as blood
concentrations may change (1C).

Guideline 2.3

We recommend that medications which interfere
with calcineurin inhibitor metabolism (e.g. erythro-
mycin, clarithromycin) are avoided in pregnant and
postpartum women taking tacrolimus or ciclosporin
whenever possible (1D).
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Hacranosa 2.4

Mu pekoMmeHayeEMO He TTpuiiMaTy MOGeTHIy MiKogeHoIaT,
MeToTpeKcaT i uuKiIodochamin Imin yac BariTHOCTI, OCKiIbKUA
BOHU TepatoreHHi (1B).

Hacranosa 2.5

Mu peKoMeHIyEMO TIPUTTMHUTHU TIPUiOM MOGETUITY MiKO-
¢eHoaTy 111e 10 BariTHOCTi, OCKiJIbKM HOr0 BUKOPUCTAHHS IIPU
BaTiTHOCTI TIOB’SI3aHE 3 TiJBUIIEHUM PU3UKOM CIIOHTAHHOTO
BUKUIHS 1 TIOpyLIeHHSIM po3BUTKY ruiopa. [lepen 3avartsm
PEKOMEHJIYEThCSI TPUMICSIUHUI iHTepBaJI TSI TIepeXoy Ha 0e3-
MEeYHY JJIsI BariTHOCTI albTepHATUBY 11 3a0e3MeYeHHsI cTabiTiza-
1ii xBopoou it HupkoBoi dynkitii (1C).

Hacranosa 2.6

Mu pekoMeHayeEMO, SIKIIIO iCHYIOTb iHIIIi BapiaHTH JIiKyBaH-
HsI, YHUKATU pUTYKCUMAaOy Mi yac BariTHOCTI Yepe3 pU3UK BU-
CHaxkeHHs1 B-KJIiTUH HOBOHApPOMXKEHMX i HEBiIOMi TOBroCTpO-
KoBi pesyibratu (1D).

Hacranosa 2.7

Mu peKOMeHIlyeMO YHUKATH CUPOJIIMYCY i1 €BepoTiMyCy i
Yac BaTiTHOCTI Yepe3 HeIOCTATHIO KUTbKICTh TaHUX PO Oe3MeKy
(1D).

Hacranosa 2.8

Mu BBaxkaeMo, II0 KOPUCTb €KyJizymaly Ipu BariTHOC-
Ti JUIsI JIIKYBaHHSI OpraHO3aJIesKHUX 3aXBOPIOBaHb, IIBUAIIE 3a
BCe, IepeBeplIyE pU3MK Bif ioro 3acTocyBaHHs (2D).

Hacranosa 2.9

Mu pekoMeHayeMo MeTOPMIH 1T 3aCTOCYBaHHS ITil Jac
BariTHOCTI XXiHKaM, gKi MaioTh nmokasHuK eGFR mo BaritHocTi
> 30 mi1/x8/1,73 M? i cTabiLTBHY (DYHKITIFO HIPOK TIiIT Yac BaTiT-
Hocrti (1D).

Hacranosa 2.10

Mu pekOMEHIIlyeEMO He MOCUJIIOBATU iIMyHOCYIIPECUBHY Te-
pariifo B IIepUIIOJIOrOBOMY IEPioi, a 3MiHM JO3U CTaBUTH B 3a-
JIEXKHICTD Bill KJIIHIYHMX ITOKa3aHb i KOHIIEHTpallii B KpoBi (1D).

Hacranosa 2.11

Mu peKoMeHIYyEMO TO3BOJISITU TOAYBAaTH TPYAIIO XKiHKaM,
SIKi MPUIMAIOTh MPEIHi30JI0H, TiAPOKCUXIOPOXiH, a3aTiONpPUH,
LIMKJIOCTIOPUH, TaKPOJiMYC, eHalalpuJi, KarnTonpui, aMmaoau-
MiH, HidbeauiH, Ja0eTanaoJ1, aTeHOJI0J i HU3bKOMOJICKYJISIPHUI
renaput (1C).

AornomMora Ao BariTHOCTi

Koumpauenuis

Hacranosa 3.1.1

Mu pexoMeHIyEMO KOHCYJIBTYBaHHS 3 Oe31eYHol Ta edek-
TUBHOI KOHTpPALEMILIii IJIs BCiX >KiHOK PEIPOAYKTUBHOTO BiKY 3
XXH (1D).

Hacranosa 3.1.2

Mu pekomMeHIyeEMO IIPOIOHYBaTU Oe3levyHy i e(eKTUBHY
KOHTpalEM1io XiHKaM pelpoIyKTUBHOTIO BiKY, SIKi IpUAMalOTh
TepaTOTeHHi MpernapaTru, MalTh AKTUBHUI TJIOMEpPYyJOHEQPUT,
MPOTSITOM OJTHOIO POKY ITiCJIsI TpaHCIIaHTallii HUPOK abo ro-
CTPOrO BiATOPTHEHHS TPAHCILIAHTATa, a TAKOX OyIb-sKil >KiH-
11i, sika He xoue 3a4yatu (1D).

Hacranosa 3.1.3

Mu peKoOMEeHIYEMO TiTbKM TaOJIETKHU IPOTECTEPOHY, ITi/-
IIKIipHUI IMIJIAHTAT TIPOTeCTEpOHY i BHYTPIillIHBOMATKOBY
MPOTreCTePOHOBY CUCTEMY SIK Oe3MeyuHi it eheKTUBHI J1s1 KiHOK
i3 XXH (1C).

Guideline 2.4

We recommend mycophenolate mofetil, metho-
trexate and cyclophosphamide are not taken in preg-
nancy as they are teratogenic (1B).

Guideline 2.5

We recommend mycophenolate mofetil is stopped
before pregnancy, as use in pregnancy is associated
with an increased risk of spontaneous miscarriage and
fetal abnormality. A 3-month interval is advised before
conception to allow conversion to a pregnancy-safe
alternative and ensure stable disease/kidney function
(1C).

Guideline 2.6

We recommend that, when other treatment options
exist, rituximab is avoided in pregnancy due to the risk
of neonatal B cell depletion and unknown long-term
outcomes (1D).

Guideline 2.7

We recommend sirolimus and everolimus are avoid-
ed in pregnancy due to insufficient safety data (1D).

Guideline 2.8

We suggest the benefits of eculizumab in pregnancy
for organ threatening disease are likely to outweigh risk
(2D).

Guideline 2.9

We recommend metformin can be used in pregnan-
cy for women with a pre-pregnancy eGFR > 30 mls/
min/1.73 m? and stable renal function during preg-
nancy (1D).

Guideline 2.10

We recommend immunosuppressive treatment is
not increased routinely in the peripartum period and
that dose changes are based on clinical indications and
blood concentrations (1D).

Guideline 2.11

We recommend women can breastfeed whilst tak-
ing prednisolone, hydroxychloroquine, azathioprine,
ciclosporin, tacrolimus, enalapril, captopril, amlodip-
ine, nifedipine, labetalol, atenolol and low molecular
weight heparin (1C).

Pre-pregnancy care

Contraception

Guideline 3.1.1

We recommend advice on safe and effective con-
traception is offered to all women of reproductive age
with CKD (1D).

Guideline 3.1.2

We recommend safe and effective contraception is
offered to women of reproductive age who are taking
teratogenic medication, have active glomerulonephri-
tis, are within one year of renal transplantation or acute
graft rejection, and for any woman who does not wish
to conceive (1D).

Guideline 3.1.3

We recommend that the progesterone only-pill, a
progesterone subdermal implant, and the progesterone
intra-uterine system are safe and effective for women
with CKD (1C).
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Hacranosa 3.1.4

Mu peKOMEeHIYEMO eKCTPEHY KOHTpALIET1Iilo JIUILIEe Mporec-
TEPOHOM SIK Oe3reuHy ais xxiHok i3 XXH (1C).

Depmunvricms

Hacranosa 3.2.1

Mu mporioHyeMo 30epekeHHsT (PepTHIBHOCTI JUIST XKiHOK
PETpOayKTUBHOTIO BiKY, SIKi TOTPeOYyIOTh JIiKyBaHHS IIUKI0(hOC-
damimom (2C).

Hacranosa 3.2.2

Mu nponioHyeMo XiHKaM, sIKi paHillle TPOXOIVIIN JIIKyBaH-
HA mukiodocdamizoM, IPoBeCTH paHHE AOCTIIKEHHS IIOHO0
oesrigHocTi (2D).

Hacranosa 3.2.3

Mu pekomeHnyeMo xiHok i3 XXH crpssMoByBaTu Ha KOH-
CyJIbTallilo Tepel BariTHICTIO 10 OTPUMAaHHSI PENpOAYKTUBHOI
noromoru (1D).

Hacranosa 3.2.4

Mu pexomMeHIyEMO MEPEHOC OHOIrO eMOpioHa IS 3MEH-
LIEHHSI pU3UKY YCKJIaIHEHb, OB’ 13aHUX i3 6araToruIiiHO Ba-
riTHicTiO B XiHOK i3 XXH (1C).

Kowncynsmauii neped eacimuicmio ma onmumizayis 6a2imuocmi

Hacranosa 3.3.1

Mu niporionyemo, 11106 kiHkam i3 XXH, siki ruianytoTh Ba-
TiTHICTB, HaZaBajaaCh KOHCYJIBTALLiSI TIepe/l BariTHICTIO MYJIbTH-
JTUCLMTUTIHAPHOIO KOMAH/IOI0, [0 BKJIIOYAE KOHCYJIBTAHTa-aKy-
mepa i Heppostora um Jikapsi-ekcrepra (2D).

Hacranosa 3.3.2

Mu pekomenayemo iHpopMyBaTu XiHOK i3 XXH mpo mia-
BUILEHUI PU3UK YCKJIaIHEHb BariTHOCTi, BKJIIOYAIOUM IIpe-
eKJIaMIICilo, MepeayacHi IMOJIOru, OOMeXEeHHsSI pOoCTy Iuloja i
CIoCTepekKeHHs Y BiIiIEeHHi MaToJIOrii BariTHOCTI, i Mpo Te, 1110
BOHM, LIBUJIIIE 32 BCE, MOTPeOYBAaTUMYTh KecapeBa PO3POIKEeH -
Hs (1C).

Hacranosa 3.3.3

Mwu pexomeHIyeMO, 1100 XKiHKaM i3 BiIOMUMHU CIIAIKOBH-
MU HUPKOBMMU 3aXBOPIOBaHHSIMHU a00 Tio3paMu Ha HUX MPO-
MOHYBajlaCh T€HETUYHA KOHCYJIbTAllis, BKJIIOYHO 3 OIIIHKOIO
pPU3KKY yCHaJKyBaHHS, TIPOTHO30M i BapiaHTaMM BTpYYaHHS i
MPOBEACHHAM IepeIiMITIaHTALIifHOI TeHETUYHOI MiaTHOCTUKI
(1C).

Hacranosa 3.3.4

Mu pekomeHmyeMo xiHkam i3 XXH mmpoBoanTi KOHCYJIETY-
BaHHs Mepel BaTiTHICTIO 3 METOIO ONTHUMI3allii Imepediry BariT-
HOCTI 11 TIOJIOTIB, 1110 MOXe OyTH CIIPSIMOBaHE:

— Ha cTabiJi3allilo aKTUBHOCTI XBOPOOU Mepe BariTHICTIO,
MiHiMi3allito 103K JiKiB, 1110 BIUIMBAIOTh Ha BariTHICTh (1B);

—  ONTHUMi3allilo KOHTPOJIO  apTepiaibHOTO  TUCKY
(< 140/90 MM pT.CT.) i 3acTOCYBaHHSI JIiKiB Mpu BaritHOCTi (1B);

— OINTMMIi3allil0 KOHTPOJIIO TJIiKeMil B XiHOK i3 IIyKPOBUM
niabetom (1A) (muB. po3ain 5.4);

— MiHiMi3allito pu3uKy BIUIUBY TepaTtoreHHux JikiB (1C)
(nuB. po3nain 2);

— CKJIamaHHS IUTaHy JIIKyBaHHS B pa3i HagMipHOTo OJIo-
BaHHS BariTHUX a00 3aroCTpeHHs1/pelinINBY 3aXBOPIOBAHHSI ITi[T
yac BaritHocTi (1D).

Hacranosa 3.3.5

Mu pekomenmyemo xkinkaMm i3 XXH, sKi mpuitMaioTh iHTi-
0iTOpHY aHTiIOTeH3MHIIEPETBOPIOIOUOro (hepMEHTY, IUIAHYBaTH iX
BimMiHy a0o 3aMiHy, KEpYIOUMCh MipOI0 HEOOXiMHOCTI 3aCTOCY-

Guideline 3.1.4

We recommend that progesterone-only emergency
contraception is safe for women with CKD (1C).

Fertility

Guideline 3.2.1

We suggest fertility preservation is considered for
women of reproductive age who require treatment with
cyclophosphamide (2C).

Guideline 3.2.2

We suggest women who have had previous treat-
ment with cyclophosphamide have early investigation
of infertility (2D).

Guideline 3.2.3

We recommend women with CKD are referred for
pre-pregnancy counselling before receiving assisted re-
production (1D).

Guideline 3.2.4

We recommend single-embryo transfer is per-
formed to reduce risk of complications associated with
multifetal pregnancies in women with CKD (1C).

Pre-pregnancy counseling and optimization for pregnancy

Guideline 3.3.1

We suggest women with CKD considering pregnan-
cy are offered pre-pregnancy counselling by a multidis-
ciplinary team including a consultant obstetrician and
nephrologist or expert physician (2D).

Guideline 3.3.2

We recommend women with CKD are advised there
is an increased risk of complications in pregnancy in-
cluding pre-eclampsia, preterm birth, fetal growth re-
striction, and neonatal unit (NNU) admission, and that
they are more likely to require caesarean delivery (1C).

Guideline 3.3.3

We recommend women with known or suspected
inheritable renal diseases are offered genetic counsel-
ling including inheritance risk, prognosis, and inter-
vention options including pre-implantation genetic
diagnosis (1C).

Guideline 3.3.4

We recommend pre-pregnancy counselling for the
optimisation of maternal and neonatal outcomes in
women with CKD, which may include:

— stabilising disease activity in advance of preg-
nancy on minimised doses of pregnancy-appropriate
medications (1B);

— optimising blood pressure control (< 140/90 mmHg)
on pregnancy-appropriate medications (1B);

— optimising glycaemic control in women with
diabetes mellitus (1A) (see section 5.4);

— minimising risk of exposure to teratogenic medi-
cations (1C) (see section 2);

— making a treatment plan in the event of hype-
remesis or disease exacerbation/relapse during preg-
nancy (1D).

Guideline 3.3.5

We recommend women with CKD who are taking
angiotensin converting enzyme inhibitors have a plan
for discontinuation/conversion guided by the strength
of indication for renin-angiotensin blockade and the
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BaHHS ¥ iMOBipHICTIO MiATBEPIKEHHSI BariTHOCTI B MEPLIOMY
TpumecTpi (1B).

Hacranosa 3.3.6

Mu peKoMeHIyeEMO TIPUTTMHUTHA TIPUIOM aHTAarOHICTIB pe-
LIENTOPIB 10 aHTiIOTeH3UHY 10 BariTHOCTi (1D).

Hacranosa 3.3.7

Mu npomonyemo Xxinkam i3 XXH 4-1 i 5-i cramiii, sxi

IUTAHYIOTh BariTHICTb, IIPOMTH TIepelmializHe HaBYAHHS
(2D).
AOrasia 3Q BAriTHICTIO

Ouinka gyukyii HUpoK npu eazimnocmi

Hacranosa 4.1.1

Mu pekoMeHayeMo oliHIOBaTU (YHKIIiI0 HUPOK IpU Ba-
TITHOCTI 3a JOITOMOT0I0 KOHIIEHTpallil KpeaTUHiHy B CMPOBATII
KpoBi, ockinibku po3paxyHoK LIHK® (eGFR) HenilicHuii wis 3a-
crocyBaHHs 1ipu BaritHocTi (1C).

Hacranosa 4.1.2

Mu pekomenayemo xiHkaM i3 XXH matu odiliiitHe KijbKic-
He BU3HA4YeHHS MpoTeiHypii npu BaritHOCTi (1D).

Hacranosa 4.1.3

Mu pekoMeHIyeEMO TTPOBOIUTH KiJIbKiCHE BU3HAYEHHS IIPO-
TeiHypil 3a CHiBBiIHOLIEHHSIM «0ioK : KpeaTuHiH» (CBK) a6o
CHiBBigHOIIEHHSIM <«anbOyMmiH : KpeaTuHiH» (CAK). HoOosuit
30ip ceui ISl KiIbKiCHOTO BU3HAaYeHHs OiJika He roTpioHuii (1B).

Aumenamanvra donomoea

Hacranosa 4.2.1

Mu niportoHyeMo BariTHUM KiHKaMm i3 XXH, siki He Majii KOH-
cynbrauii 3 6oky MJIK niepen BaritHicTiO, 3BepTatucs 10 MK i
OTPUMYBATH Ti XK KOHCYJIbTALlil Ta ONTUMI3allil0 CIIOCTEPEXEHHS,
1O ¥ JIJIsT XKiHOK, SIKi BiZIBiMyIOTh iX Tiepes BariTHicThb (2D).

Hacranosa 4.2.2

Mu pekoMeHayeMO BariTHUM XiHkaM i3 XXH otpumyBaTu
3BUYAHY aHTEHATaJIbHY JIOTIOMOTY Ha JOJATOK /IO CTeliaTbHO-
ro BegeHHs (1D).

Hacranosa 4.2.3

Mu pekoMeHIyeMO cpsIMOBYBaTH BariTHUX i3 XXH Ha cro-
cTepexkeHH: (IaTpoHAXK) M0 JIiKaps aKyliepa-KoHcyabranTa (1D).

Hacranosa 4.2.4

Mu pekoMmeHayemMo BariTHUM XiHKaMm i3 XXH matu moctyn
JI0 3BUYAMHOrO CKPMHIHTY Ha TPUCOMIIO i3 BUTIIyMaue€HHSIM pe-
3yJIbTaTiB BUCOKOTO pu3uKy crnenianictom (1C).

Hacranosa 4.2.5

Mu pexomeHayemo xXiHOK i3 XXH, siki oTpuMyBaiu TepaTo-
TeHHI ImperapaTu B IepIoMy TPUMECTPi, HaMPaBJISITU 10 CIelli-
aJli3oBaHOI (heTanbHOI JikapchKoi rpynu (1D).

Hacranosa 4.2.6

Mu pekoMeHIyeMO BariTHUM XiHkaMm i3 XXH mpoBectu
CKaHYBaHHSI ISl OLIIHKY POCTY i1 CaMOMOYYTTS TJI0Ja B TPEThO-
my Tpumectpi (1C).

Hacranosa 4.2.7

Mu pekoMeHIyEMO BariTHUM KiHKaM, sIKi IPUIMAaiOTh
MPEHI30JI0H i/a00 iHTiIOITOPU KaTbIIMHEBPUHY, 00CTEKYBATUCH
Ha recraniiauit miadet (1C).

Ilpoghinaxmura npeexramncii

Hacranosa 4.3.1

Mu pexomeHnyeMo BariTHUM iHKaM i3 XXH npononysa-
TU HU3BKY 103y aciipuHy (75—150 Mr) w1 3MEeHILEeHHST pPUUKY
PO3BUTKY Tpeekamcii (1B).

likelihood of pregnancy confirmation in the first tri-
mester (1B).

Guideline 3.3.6

We recommend angiotensin receptor antagonists
are discontinued in advance of pregnancy (1D).

Guideline 3.3.7

We suggest women with CKD stages 4 and 5 con-
templating pregnancy are offered pre-dialysis educa-
tion (2D).

Pregnancy Care

Assessment of renal function in pregnancy

Guideline 4.1.1

We recommend renal function in pregnancy is as-
sessed using serum creatinine concentrations as esti-
mated GFR (eGFR) is not valid for use in pregnancy
(1C).

Guideline 4.1.2

We recommend women with CKD have formal
quantification of proteinuria in pregnancy (1D).

Guideline 4.1.3

We recommend quantification of proteinuria is un-
dertaken by protein : creatinine ratio (uPCR) or albumin :
creatinine ratio (UACR). Twenty-four hour urine collec-
tion for quantification of protein is not required (1B).

Antenatal care

Guideline 4.2.1

We suggest pregnant women with CKD who have not
had pre-pregnancy counselling by the MDT are referred
to the MDT and receive the same counselling and opti-
misation as for women attending pre-pregnancy (2D).

Guideline 4.2.2

We recommend pregnant women with CKD re-
ceive routine antenatal care, in addition to specialist
input (1D).

Guideline 4.2.3

We recommend pregnant women with CKD be re-
ferred for assessment by a consultant obstetrician (1D).

Guideline 4.2.4

We recommend pregnant women with CKD have
access to usual trisomy screening with specialist inter-
pretation of high-risk results (1C).

Guideline 4.2.5

We recommend women with CKD exposed to tera-
togenic drugs in the first trimester are referred to a spe-
cialist fetal medicine unit (1D).

Guideline 4.2.6

We recommend pregnant women with CKD have
scans to assess fetal growth and wellbeing in the third
trimester (1C).

Guideline 4.2.7

We recommend pregnant women taking predniso-
lone and/or calcineurin inhibitors are screened for ges-
tational diabetes (1C).

Pre-eclampsia prophylaxis

Guideline 4.3.1

We recommend women with CKD are offered low-
dose aspirin (75-150 mg) in pregnancy to reduce the
risk of pre-eclampsia (1B).
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Hacranosa 4.3.2

Mu BBaxaemo, 110 XiHKaM i3 TOHOPCHKOIO HUPKOIO CJIif
MPOIOHYBAaTU HU3bKY 03y acmipuHy (75—150 Mr) mis 3MeH-
IIeHHsI pU3UKYy Tipeekiamicii (2D).

Ynpaeainus kpoe’anum muckom

Hacranosa 4.4.1

Mu peKoMeHIyeEMO, 1100 LiTbOBUIA apTepiaibHUI TUCK TTij
yac BariTHOCTI 1 kiHOK i3 XXH cranoBuB 135/85 MM pT.CT.
abo MeHIIe, 10 Ma€ OyTH 3a(iKCOBAHO B iCTOPil BariTHOCTI i
moJioriB (rmpuM. hopma Ne 096/0) (1D).

Hacranosa 4.4.2

Mu nporoHyeMO MPOAOBXYBATU aHTUTINIEPTEH3MBHE JTiKY-
BaHHS B XiHOK i3 XXH mix yac BariTHOCTI, MOKM CUCTOJIIUHUIA
apTrepiaJbHUI TUCK He Oyne crabdinbHo < 110 MM pT.CcT. a0 mia-
crojiyauii < 70 MM pT.CT. a00 HacTaHe CUMMOTOMATUYHA TiMo-
TeHsisa (2D).

Hacranosa 4.4.3

Mu peKkOMeHAyEMO BUKOPHCTOBYBATH JabeTanon, Hidenu-
MiH i METWJIAOMY [JIs1 JIIKyBaHHS TiMepTeH3ii Mil yac BariTHOCTI
(1B).

Hacranosa 4.4.4

Mu pekOMeHIlyeEMO He 3aCTOCOBYBATH iHTIOITOPY aHTIOTEeH-
3WHIIEPETBOPIOIOYOTO (DEPMEHTY, aHTArOHICTU aHTiIOTEH3MHO-
BUX PELETNTOPIB i AiypeTUKU s JTiKyBaHHSI TilepTeH3il i yac
BaritHocTi (1B).

Hacranosa 4.4.5

Mu peKoMeH/1yEMO 1iarHOCTYBaTU MOEAHAHY MPEEKIIAMIICi10:

— Yy KiHKH 3 HeripoTeinypuuHoio XXH, sKio B Hei po3BUHY-
Jlacst HoBa rineprensis (cuctoniynuii AT > 140 MM pr.cT. i/abo aia-
crostiuauii AT > 90 mwm pr.cT.) i mpoteinypist (CBK > 30 mr/mMmmoib
abo CAK > 8 mr/mmorb) abo 1MchyHKILiSt MATePUHCHKUX Opra-
HiB micist 20 TvkHIB BariTHOCTI (1B);

— y XiHKU 3 nIpoTeinypnuHoo XXH, sgximo B Hel po3BUHY-
Jacst HoBa TinepTeH3isa (cucrtomiuauii AT > 140 MM pr.cT. i/abo
niactoniyauit AT > 90 MM pT.cT.) a60 nuchyHKIlisS MaTepuH-
CbKux oprasiB micis 20 TukHiB BariTHOcTi (1B);

— y XIHOK i3 XpOHIYHOIO TillepTeH3i€l0 i MpOTeiHypi€lo,
SIKIIIO BOHA pO3BUBAE AUCHYHKIIiI0O MATEPUHCHKHUX OPraHiB Mic-
Jig 20 TvkHIB BaritTHocTi (1B).

Hacranosa 4.4.6

Mu npormoHyeMo XiHKaM i3 XpPOHIYHOIO TillepTeH3i€lo i
MPOTEIHYPI€I0, Yy SKUX PO3BMBAETHCH CTillKa TsKKa Tirep-
TeHsist (cucromivauii AT > 160 MM pT.CT. i/abo miacTomiyHmit
AT > 110 MM pT.cT. a00 BUHUMKJIA HEOOXiTHICTb MOIBOEHHS
AHTUTINEPTEH3UBHUX 3ac00iB) i/a00 3HAYHUM MiABUILEHHSIM
npoteinypii (moaBoeHHs1 CbK a6o CAK mopiBHSIHO 3 paHHBOIO
BaTiTHICTIO) HEraifHO BUKJIIOYATU HASIBHICTH TMOEIHAHOI Ipe-
exytamIicii (2D).

Hacranosa 4.4.7

Mu npornoHyeEMO PO3IJsIaTH BUKOPUCTAHHS aHTIOT€HHUX
mapkepiB (PIGF =+ sFlt-1) gk momoBHeHHS IJis OiaTHOCTUKU
MO€EMHAHOI TIPeeKJIaMIICii 3a1e3KHO Bil HOTOUHUX JOCTIIXKEHb Y
xkiHok i3 XXH (2C).

Benozna mpomboembonis

Hacranosa 4.5.1

Mu pekoMeHayeMO XKiHKaM, SIKi MalOTh MPOTEIHYpil0 He-
¢pornuHoro pmianazony (CBK > 300 mr/mmons a6o CAK
> 250 Mr/MMoJib) TIPONIOHYBATU TPOMOOTPOGIIAKTUKY HU3b-
KOMOJIEKYJISPHUM TerapMHOM TIPU BariTHOCTI i y MiCJISIIOIO-

Guideline 4.3.2

We suggest kidney donors are offered low dose as-
pirin (75—150 mg) to reduce the risk of pre-eclampsia
(2D).

Blood pressure management

Guideline 4.4.1

We recommend that the target blood pressure du-
ring pregnancy for women with CKD is 135/85 mmHg
or less, which should be documented in the woman’s
healthcare record (1D).

Guideline 4.4.2

We suggest antihypertensive treatment in women
with CKD is continued in pregnancy unless systolic
blood pressure is consistently < 110 mmHg systolic,
or diastolic blood is pressure consistently < 70 mmHg
diastolic BP, or there is symptomatic hypotension (2D).

Guideline 4.4.3

We recommend labetalol, nifedipine and methyl-
dopa can be used to treat hypertension in pregnancy
(1B).

Guideline 4.4.4

We recommend angiotensin converting enzyme in-
hibitors, angiotensin receptor antagonists and diuretics
are not used to treat hypertension in pregnancy (1B).

Guideline 4.4.5

We recommend a diagnosis of superimposed pre-
eclampsia is considered:

— in a woman with non-proteinuric CKD, if she
develops new hypertension (systolic BP > 140 mmHg
and/or diastolic BP > 90 mmHg) and proteinuria
(uPCR > 30 mg/mmol or uACR > 8 mg/mmol) or ma-
ternal organ dysfunction after 20 weeks’ gestation (1B);

— in awomen with proteinuric CKD if she develops
new hypertension (systolic BP > 140 mmHg and/or
diastolic BP > 90 mmHg) or maternal organ dysfunc-
tion after 20 weeks’ gestation (1B);

— in a women with chronic hypertension and pro-
teinuria, if she develops maternal organ dysfunction
after 20 weeks’ gestation (1B).

Guideline 4.4.6

We suggest in women with chronic hypertension
and proteinuria that the development of sustained se-
vere hypertension (systolic BP > 160 mmHg and/or
diastolic BP > 110 mmHg or doubling of antihyper-
tensive agents) and/or a substantial rise in proteinuria
(doubling of uPCR or uACR compared to early preg-
nancy) should prompt clinical assessment for superim-
posed pre-eclampsia (2D).

Guideline 4.4.7

We suggest a role for angiogenic markers
(PIGF = sFlt-1) is considered as an adjunct to diag-
nose superimposed pre-eclampsia, dependent upon
on-going research in women with CKD (2C).

Venous thromboembolism

Guideline 4.5.1

We recommend that women with nephrotic-range pro-
teinuria (WPCR > 300 mg/mmol or ACR > 250 mg/mmol)
be offered thromboprophylaxis with low molecular
weight heparin in pregnancy and the post-partum period
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TOBOMY MEpiofi, SIKIIIO HeMa€ Crelr(piuHuX MPOTUIIOKA3aHb,
BKJIIOYHO 3 PU3MKOM IT0JIOTiB 200 akTUBHUX KpoBoTed (1D).

HacraHnosa 4.5.2

Mu BBaxxaemo, 110 MPOTEiHYPis HEHE(DPOTUYHOTO JAiamna-
30HY MPU BariTHOCTI € (haKTOPOM PU3UKY TPOMOO3Y, a TPOMOO-
npodiIaKTUKYy HU3bKOMOJIEKYJISIPHUM TelapuHOM MOXHa pO3-
[JISIIaTH 32 HAsSIBHOCTI JOJATKOBUX (haKTOpiB pusuky (2D).

Anemis

Hacranosa 4.6.1

Mu pekomeHmyeMO BariTHUM XXiHKam i3 XXH, k1o 1e mo-
Ka3aHo, BBOIUTH ITapeHTepanbHe 3a1i30 (1C).

Hacranosa 4.6.2

Mu peKOMEHIYEMO IaBaTU epUTPOITOECTUHCTUMYITIOI0Ui
areHTH, SIKIIO 1Ie IToKa3aHo, mix yac BaritHocTi (1C).

300poé’s kicmok

Hacranosa 4.7.1

Mu pekomenayemo xinkam i3 XXH, ski maioTh aedinut
BiTaMiHy D mpu BariTHOCTi, OTpuMyBaTu 100aBKM BiTamiHy D
(1B).

Hacranosa 4.7.2

Mu peKOMeHIyeEMO MPUITUHATH TTPUMOM KaJIbLIUMiIMETUKIB
npu BaritHocTi (1D).

Hacranosa 4.7.3

Mu pekoMeHIyeEMO TIpUMUHATHA TIPUIMOM HEKaJlbLIiEBUX
docdaTHux 6iHAEpiB Mmig yac BaritHOCTI (1D).

bioncis Hupok

Hacranosa 4.8.1

Mu pekomMeHIyeEMO ITpoBenaeHHsT HedpoOiorcii B mepiiomy
I paHHBOMY IPYTOMY TPHUMECTPi BariTHOCTI, SIKIIO TiCTOJIOTId-
HUI1 IiarHO3 MOXe 3MiHMTH JIiKyBaHH: Ipu BariTHOcTi (1C).

Ioensid y nepeo- i nicasinonozosomy nepiodax

Hacranosa 4.9.1

Mu pekomenayemo kinkaMm i3 XXH orpuMyBaTu pyTUMHHUMI
JIOTJISIT B HABKOJIOMOJIOTOBOMY Tepiofli 3 10AaTKOBUM 3aTyyeH-
HsIM crienianicti (1D).

Hacranosa 4.9.2

Mu pekoMmeHayemo XiHkaM i3 XXH nmpoBoautu cnoctepe-
JKeHHsI, 3adikcoBaHi 1 3aJOKyMEHTOBaHi Mill 4yac OyIb-sSIKOTO
npuiiomy B JikapHi. Cioau BXOIUTh TeMIeparypa, CepLeOuTTsI,
apTepiaJibHU TUCK, YacTOoTa JUXaHHS W HACUYEHHSI KUCHEM.
BinnosigHuii 6an nmonepekeHHsT Mae OyTH po3paxoBaHUii i 3a-
IisTHU BimmoBigHuM YrHOM (1D).

Hacranosa 4.9.3

Mu pekoMeHIyEMO TOIATKOBY OLIIHKY KiHKaM i3 ITiaBUIIe-
HUMU OajlaMU IIKaJIX PaHHBOTO IMOMNEPEMKEeHHS, KiHKaM, SIKi
3HAXOMSTHCS B 30Hi BUCOKOI'O PU3HUKY, i KiHKaM, Y SIKHX € SIKiCh
KJiHiuHi Tpo6aemu. Cioau BXOAUTh AOCTIIXKEHHSI BEHO3HOI'O
TUCKY SIpEMHOI BEHU, ayCKyJbTallisl JIETEHiB i MOHITOPUHTI BU-
BEIeHHS ceui (3a3BMYail He MOTPiOEH CeYOBMIA KaTeTep) Ha J10-
JATOK JI0 3BUYaiiHuX nmapameTpis (1D).

Hacranosa 4.9.4

Mu pekoMmeHayeMoO XiHkaM i3 XXH, sKi MatloTb pU3UK JETi-
npaTallii abo 06’eMHOTO TepeBaHTAXXEHHSI, OYTH T/l HATJISIIOM
MK niepen moyatkom mosoris (1D).

Hacranosa 4.9.5

Mu peKoOMeHIYEMO peryjaroBaTh OajiaHC PITUHU 3 METOI
HiATpUMAaHHS HOPMaJIbHOTO 00’€MY piIUMHU, YHUKHEHHS JeTi-
IpaTallii Ta HaOpsIKy JIETeHiB 3a yJacTIo JiKapiB, SIKi MalOTh JIO-
CBiZl KOHTPOJIIO TiApaTailii Ta HUPKOBUX 3aXBoproBaHHIX (1D).

unless there is a specific contraindication including risk
of labour or active bleeding (1D).

Guideline 4.5.2

We suggest that non-nephrotic range proteinuria in
pregnancy is a risk factor for thrombosis and thrombo-
prophylaxis with low molecular weight heparin should be
considered in the presence of additional risk factors (2D).

Anaemia

Guideline 4.6.1

We recommend pregnant women with CKD are
given parenteral iron if indicated (1C).

Guideline 4.6.2

We recommend erythropoietin stimulating agents
are given if indicated in pregnancy (1C).

Bone health

Guideline 4.7.1

We recommend women with CKD who are vita-
min D deficient be given vitamin D supplementation
in pregnancy (1B).

Guideline 4.7.2

We recommend calcimimetics are discontinued in
pregnancy (1D).

Guideline 4.7.3

We recommend non-calcium based phosphate
binders are discontinued in pregnancy (1D).

Renal biopsy

Guideline 4.8.1

We recommend if a histological diagnosis will
change management in pregnancy then renal biopsy
can be performed in the first and early second trimester
of pregnancy (1C).

Peripartum care

Guideline 4.9.1

We recommend women with CKD receive routine
peripartum care, with additional specialist input (1D).

Guideline 4.9.2

We recommend women with CKD have observa-
tions taken and documented during any hospital ad-
mission. This includes temperature, heart rate, blood
pressure, respiratory rate, and oxygen saturation. An
early warning score should be calculated and actioned
appropriately (1D).

Guideline 4.9.3

We recommend additional assessment for women
with an elevated early warning score, for women con-
sidered to be high-risk, and for any women in whom
there is any clinical concern. This includes examina-
tion of jugular venous pressure, lung auscultation and
urine output monitoring (in-dwelling catheter not usu-
ally required) in addition to routine parameters (1D).

Guideline 4.9.4

We recommend women with CKD at risk of vo-
lume depletion or volume overload are highlighted by
the MDT in advance of delivery (1D).

Guideline 4.9.5

We recommend that fluid balance is managed with the
aim of maintaining normal fluid volume, avoiding dehy-
dration and pulmonary oedema, with input from clinicians
with expertise in fluid balance and renal disease (1D).
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Hacranosa 4.9.6

Mu pekoMeHIyeMO BCiM KJiHILIMCTaM MaTW HACTOpPOXKe-
HICTb IOIO MiIBULIEHOTO PU3UKY HAOPSIKY JIETEHIB Y XKiHOK i3
XXH i npeexnamriciero (1D).

Hacranosa 4.9.7

Mu peKoMeHIyEMO TePMiHU MOJIOTIB 115 XKiHOK i3 XXH Bu-
3HayaTH 3a aKylIePChbKUMM MOKa3aHHSIMU 3 ypaXyBaHHSIM HUP-
KOBMX (DaKTOpiB, BKJIIOYHO 3 MOTipIIeHHSIM (YHKIIi HUPOK,
CUMIITOMAaTUYHOIO Tiroaab0yMiHeMi€l0, HAOPSIKOM JIeTeHIB i
pedpaxrepHoIo TinepreHsieio (1D).

Ilicagnonoeosuii doeaso

Hacranosa 4.10.1

Mu pekomeHayeEMO He TpU3HAYaTH HECTEePOidHi MpOTU3a-
nanbHi 3acobu (1C).

Hacranosa 4.10.2

Mu pekomenayemo xiHkaMm i3 XXH mpoBecTu miaHOBUiA
PaHHI MiCJSIONIOroBUiA KOHTPOJIb cTaHy HUPOK (1D).

Hacranosa 4.10.3

Mu pekomeHyemo xiHkaM i3 XXH npusHavaTtu npemnapa-
TH, SIKi 3aBXIU CYMICHI 3 TOLYBaHHSIM TPYIUIIO, KO 1€ MOX-
JuBo (1D).

Hacranosa 4.10.4

Mu pexomeHmyeMo, mo6 XiHkaMm i3 XXH mporonyBaimm
0e3mneuHy i epeKTUBHY KOHTpAUEIIIi0 Mic/sl MOJIOTiB i BOHU
OTPUMYBAJIM OHOBJIEHI KOHCYJIbTALlil Mepes BariTHICTIO 10 Ha-
CTymHUX BariTHocTel (1D).

CneungiyHi cTaHm

Tpancnaanmayis HUpoK

Hacranosa 5.1.1

Mu pekoMeHIyeMO XiHKaM, SIKUM MPOBeicHA TPaHCIIJIaHTa -
11is1 HUPKU, TTIOYeKaTH, MOKU (hyHKILisi HUIPOK HE CTaHe CTadib-
HOI0 Ha TIpernaparax i B 103aX, 0e3MeYHUX sl BariTHOCTI 10 3a-
YarTs, K IIPaBWIO, IPOTSITOM POKY Iicis TpaHcrutaHTarii (1/0).

Hacranosa 5.1.2

Mu pekoMeHayeMO, 11100 IUIAHM IIOAO IOJOTIB Y XKiHKU i3
TPaHCIUIAHTOBaHOIO HUPKOIO OOrOBOPIOBAIMCH 3 MiCLIEBOIO KO-
MaHJIOI0 3 XipypriuHoi TpaHcIuiaHTali (1D).

Hacranosa 5.1.3

Mu pekoMeHayeEMO, 11100 pexKUM IOJIOTiB Y XKiHOK i3 TpaHC-
TUIAHTOBAHOK HUPKOIO 0a3yBaBCS Ha aKylLIEPCbKUX MOKa3aH-
HSIX 1 MepeBakaHHi MaTepUHCbKUX pU3UKiB (1D).

Hacranosa 5.1.4

Mu pekoMeHayeEMO, 1100 KecapiB PO3TUH Y XKiHKU 3 HUPKO-
BUM TPaHCIUIAHTATOM BUKOHYBAaB HaOLIbII JOCBiTYEHUH 10-
CTYITHUI aKy1ep, B ineani — KoHcynsTaHT (1D).

Hacranosa 5.1.5

Mu pexomMeHIyeEMO XiHKaM, SKi MalOTh TpaHCIIAHTOBaHi
HUPKY 1 MiIIITYHKOBY 3aJ103Y, TPAHCIUIAHTOBAaHI HUPKY I Tie-
YiHKY Ta ITOABiiHI TpaHCIUIAHTOBAaHI HUPKU, MepeOyBaTH ITif
Yyac BariTHOCTI I IOJIOTIB ITiJl CITOCTePEKEHHSIM MYJIBTUINCIIM -
IUTiIHApHOI KOMaHIM, 110 BKJIIOYA€E JIiKapiB i XipypriB-TpaHC-
IUIAHTOJIOTIB y LIEHTPI TpaHcIuiaHTalii (1D).

Mianiz

XKinku, sxi ompumyeanu niompumyroue dianizre AiKyeanHs ne-
peo eazimuicmio

Hacranosa 5.2.1

Mu pekoMeHAyeEMO XiHKaM, sIKi OTpUMYBaJIM Jiajli3 10 Ba-
TiITHOCTi, OTpUMAaTH KOHCYJIBTAIIil0 Meped BariTHICTIO, BKIIIO-

Guideline 4.9.6

We recommend all clinicians are aware of the in-
creased risk of pulmonary oedema in women with
CKD and pre-eclampsia (1D).

Guideline 4.9.7

We recommend the timing of birth for women with
CKD is determined by obstetric indications, with con-
sideration of renal factors including deteriorating renal
function, symptomatic hypoalbuminaemia, pulmo-
nary oedema, and refractory hypertension (1D).

Postnatal care

Guideline 4.10.1

We recommend that non-steroidal anti-inflamma-
tories should not be given (1C).

Guideline 4.10.2

We recommend women with CKD have a planned
early postpartum renal review (1D).

Guideline 4.10.3

We recommend that women with CKD are pre-
scribed medications that are compatible with breast-
feeding whenever possible (1D).

Guideline 4.10.4

We recommend that women with CKD are offered
safe and effective contraception postpartum and re-
ceive updated pre-pregnancy counselling before future
pregnancies (1D).

Specific conditions

Renal transplantation

Guideline 5.1.1

We recommend women with renal transplants wait
until their kidney function is stable on medications that
are safe in pregnancy before conceiving, which is usu-
ally more than one year after transplantation (1D).

Guideline 5.1.2

We recommend that plans for delivery in a woman
with a renal transplant are discussed with the local sur-
gical transplant team (1D).

Guideline 5.1.3

We recommend that mode of delivery in women
with renal transplants is based on obstetric indications
and maternal preference (1D).

Guideline 5.1.4

We recommend that caesarean delivery in a woman
with a renal transplant patient is performed by the most
senior obstetrician available, ideally a consultant (1D).

Guideline 5.1.5

We recommend that women with kidney-pancreas
transplants, kidney-liver transplants, and dual kidney
transplants are managed during pregnancy and delivery
by a multidisciplinary team including transplant physi-
cians and surgeons, at a transplant centre (1D).

Dialysis

Women receiving maintenance dialysis before preg-
nancy

Guideline 5.2.1

We recommend women established on dialysis
prior to pregnancy receive pre-pregnancy counselling
including the options of postponing pregnancy until
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yalouM BapiaHTU MEePEeHEeCEeHHs BariTHOCTI Ha 4yac Iic/Is TpaHC-
MUIaHTallil (SIKIIO 1€ MOXJIMBO) i HEOOXiAHICTb TPUBAJIOTO
yacToro Iiaiisy 1o i mix yac BaritHocTi (1C).

Hacranosa 5.2.2

MM pekoMeHIyeEMO XiHKaM, SIKi OTPUMYBJIM Hiajii3 10
BariTHOCTi, OTPUMYBAaTH TPUBAJIMIA, YaCTUI TeMoiai3 abo B
LIeHTpi, a00 BIOMa, 11100 MOKPAIIUTH PEe3YyJIbTaTH BariTHOCTI
(10).

Hacranosa 5.2.3

Mu mporoHyemMo XiHKaM, SIKi OTPUMYIOTh TeMOiai3 ITif
Yac BariTHOCTI, BCTAHOBUTH O3y Mialli3y, SKa BPaXOBYE 3a/IIII-
KOBY (DYHKIIil0 HUPOK, CIIPSIMOBAaHY Ha PiBeHb CEYOBMHU B KPO-
Bi mepen mianizom < 12,5 mmons/a (2C).

Hacranosa 5.2.4

Mu pekoMeHayeEMO XKiHKaM, SIKi OTpUMYBaJIy ePUTOHEATb-
HUI diajli3 10 BariTHOCTI, IepeUTH Ha reMoiai3 i yac BariT-
HocrTi (1D).

ITlouamok dianizy nid uac eaeimumocmi

Hacranosa 5.2.5

Mu BBaxkaeMo, 10 TreMoJiadi3 CJil MOYMHATU TIpU BariT-
HOCTi, KOJIM KOHLIEHTpallisi CCHOBUHU B MaTepi CTAaHOBUTH 17—
20 MMOJb/J, @ PUBUKU MEePeAYACHUX MOJOTiB MEePEBUILYIOTh
PU3MKY MOYATKY miami3y. J1omaTKoBO 10 KOHILIEHTpPALIil CEYOBH-
HU B Matepi (2D) ciim BpaxoByBaTH recrailito, ITMHaMiKy 3MiH
GyHKIIIT HUPOK, OajaHC pimuHM, OiOXiMIYHI mapaMeTpu, apTe-
piaJIbHUIT TUCK Ta YPEMidHi CUMIITOMH.

Bosuakosuii neghppum i sackyrim

Hacranosa 5.3.1

Mu pekoMeHIyEMO XiHKaM, XBOPMM Ha BOBYaK ab0 BacKy-
JIIT, TTOYeKaTu, MOKU XBOpoOa MPUITUHUTHCS, MPOTSATOM IPU-
HaiiMHi 6 MicauiB 1o 3auaTts (1B).

Hacranosa 5.3.2

Mu peKoMeHIyeEMO BCiM XiHKaM, XBOPUM Ha BOBYAK, MPU-
MMaTH TiZpOKCUXJIOPOXiH ITiJ Yac BariTHOCTI, SIKIIIO 1€ He MPo-
tunokasaHo (1C).

Hacranosa 5.3.3

Mu pekoMeHAyEMO KiHKaM, XBOPUM Ha BOBYAK, CIOCTEPi-
raTu 3a aKTUBHICTIO 3aXBOPIOBaHHS Miz yac BariTHOCTI (1D).

Hacranosa 5.3.4

Mu pekoMeHIyEMO XiHOK, TTO3UTUBHUX Ha aHTH-Ro (SSA)
a0o anTu-La (SSB) anTuTiNA, HaIpaBIISITH HA eXoKapmiorpadito
wioaa B npyromy tpumectpi (1C).

Hacranosa 5.3.5

Mu pexomeHayeMo XiHKamM 3 aHTUdOCOIImiZHUM
CUHIPOMOM i aHaAaMHE30M IiATBEPAXKeHOTro TpomMbOoeMOo-
JIIYHOTO eTi3oay abo monepeaHbOro HeCHPUSITIMBOTO aKy-
IIEPCHhKOTO pe3yJibTaTy (BUKIIOUAIUYM IEPioAUYHY paHHIO
BTpaTy IUIO/JAa) OTPUMYBATH HU3bKOMOJIEKYJISIPHUM Tremna-
PUH MiI yac BariTHOCTI i MPOTSArOM INECTU THUXKHIB IMicCs
noJjoris (1B).

Hacranosa 5.3.6

Mu pekoMeHAYEMO CTEPOiIu, a3aTIONPUH, iIHTIOITOPY KaJlb-
LIMHEBPUHY, BHYTPIIlIHBOBEHHWI iMYHOTIJIOOYJIiH i IJ1a3M000-
MiH 11 JIIKyBaHHS BoBYaKa mix yac BaritHocTi (1C).

Uiabemuuna negpponamis

Hacranosa 5.4.1

Mu pekomMeHIyEMO XKiHKaM, XBOPUM Ha IiadeTHIHy Hedpo-
narito, mepes 3a4aTTsIM IMTPOBOJAUTU ONTUMI3alIlil0 PiBHS IJIIOKO-
31 B KPOBi, apTepiaJIbHOTrO TUCKY i1 mpoTeinypii (1C).

transplantation (when feasible) and the need for long
frequent dialysis prior to and during pregnancy (1C).

Guideline 5.2.2

We recommend women established on haemodial-
ysis prior to pregnancy receive long, frequent haemodi-
alysis either in-centre or at home to improve pregnancy
outcomes (1C).

Guideline 5.2.3

We suggest women receiving haemodialysis during
pregnancy have dialysis dose prescribed accounting for
residual renal function, aiming for a pre-dialysis urea
< 12.5 mmol/1 2C).

Guideline 5.2.4

We recommend women established on peritoneal
dialysis prior to pregnancy should convert to haemodi-
alysis during pregnancy (1D).

Initiating dialysis during pregnancy

Guideline 5.2.5

We suggest haemodialysis should be initiated in
pregnancy when the maternal urea concentration is
17—20 mmol/L and the risks of preterm delivery out-
weigh those of dialysis initiation. Gestation, renal
function trajectory, fluid balance, biochemical param-
eters, blood pressure and uraemic symptoms should be
considered in addition to maternal urea concentration
(2D).

Lupus nephritis and vasculitis

Guideline 5.3.1

We recommend that women with lupus or vasculitis
should be advised to wait until their disease is quiescent
for at least 6 months before conceiving (1B).

Guideline 5.3.2

We recommend that all women with lupus should
be advised to take hydroxychloroquine in pregnancy
unless it is contraindicated (1C).

Guideline 5.3.3

We recommend that women with lupus be moni-
tored for disease activity during pregnancy (1D).

Guideline 5.3.4

We recommend that women who are positive for
anti-Ro (SSA) or anti-La (SSB) antibodies be referred
for fetal echocardiography in the second trimester (1C).

Guideline 5.3.5

We recommend women with antiphospholipid syn-
drome and a history of a confirmed thromboembolic
event or previous adverse obstetric outcome (excluding
recurrent early fetal loss) receive low molecular weight
heparin in pregnancy and for six weeks postpartum
(1B).

Guideline 5.3.6

We recommend that steroids, azathioprine, calci-
neurin inhibitors, intravenous immunoglobulin and
plasma exchange can be used to treat lupus in preg-
nancy (1C).

Diabetic nephropathy

Guideline 5.4.1

We recommend that women with diabetic nephro-
pathy have optimisation of blood glucose, blood pres-
sure and proteinuria prior to conception (1C).
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HacraHnosa 5.4.2

Mu pexomMeHIyEMO XXKiHKaM, XBOPUM Ha 1iabeTUIHY He(hpo-
naTito, MPOAOBXYBATU NMPUIAMATH iHTIOITOPU aHTIOTEH3UHIIE-
PETBOPIOIOYOTO (PEPMEHTY J0 3a4aTTsl, PEryJsipHO MPOBOAUTH
TeCTyBaHHSI Ha BariTHICThb Mmia yac cripo6 3auarts (1C).

Hacranosa 5.4.3

Mu pexkomeHayemo, 100 rpadiky IOIJISIAY, CIIOCTePeXKeH-
HS ¥ JIIKyBaHHS XKiHOK, XBOPMX Ha HiaOeTW4YHY HedpoIIaTiio,
TOTPUMYBAJIMCS BiATIOBIAHO M0 HAlliOHAJIBHUX PEKOMEHaAlliit
1010 miadeTy I Yyac BariTHOCTI, Ha JOJATOK IO CIelliari3oBa-
HOT'0 MOHITOPMHTY HUPKOBOI XBOpOOH ITiz 9ac BariTHocTi (1D).

Inghexuin cenosusionux winsxie (UTI)

Hacranosa 5.5.1

Mu nponoHyemMo XiHKaM i3 pediioKc-HedponaTielo, Bpo-
JKEHMMM aHOMaUTisIMM HUPOK i ceyoBuBinHuX nusaxiB (CAKUT-
CUHIpPOM), XiHKaM i3 XXH, ski mpuiiMaloTh iMyHOCYIIPECUBHI
npenapaTy, a TaKOX >XKiHKaM 3 peLIUAMBYIOUOIO iH(DEKIIil0 ceuo-
Boro tpakty (ICT) B aHamMHe3i aHTUOIOTUKOINPOMITAKTUKY ITif
yac BariTHocTi micist eporo enizoay ICT min yac BariTHOCTI,
BKJIIOUHO 3 Oe3CMMIITOMHOIO 6akTepiypieto (2D).

Hacranosa 5.5.2

Mu pekoMmeHayeMO TponoBxyBatu ripodinaktuky [CT, mo
Oysa mpuM3HavYeHa 10 BariTHOCTI, i Tiji Yac BariTHOCTI 3 BUKOPUC-
TaHHSIM 3ac00iB, BimomMux siK 6e3reuHi (1D).

Pegparoxc-neghponamis ma epodiceni anomanii HUpoK i ce4o-
susionux wiasaxie (CAKUT-cundpom)

Hacranosa 5.6.1

Mu pekoMeHAYyEMO XiHKaM i3 IToNepeaHbOIO OMepalli€lo Ha
CEeYOoBOMY Mixypi (peiMILIaHTallisl CEY0BOY, PEKOHCTPYKIIis Ce-
YOBOI0 Mixypa, YCs1 KOMILIEKCHA IUTS4Ya YPOJIOTisl) 00rOBOpIO-
BaTU MOXJIMBI MPOOJIeMU ITiJl yac BariTHOCTI 3 YPOJIOTOM, SIKUIA
Ma€ IOCBil peKOHCTPYKILil CeYOBOro Mixypa, 11100 OLiHUTHU Ba-
pianTu nosoris (1D).

HacraHnosa 5.6.2

Mu pekoMeHIyeEMO, 11100 BUSIBIEHI aHTEHATAILHO aHOMAaJTii
B HUpKax IUI0/1a i/ab0 CEYOBUBITHUX IILIsIXaX Oy 0OrOBOpeHi
3 (haxiBIsIMU heTaTBHOT MEIULIMHM 1 TUTSY0i Hedposorii 1ist
BU3HAUYECHHS BiIMIOBIIHOTO JIiKyBaHHSI HOBOHapoxkeHuX (1D).

Hacranosa 5.6.3

Mu peKoMeHIyEMO, 1100 AiTSM 3 aHTeHaTaJIbHO BUSIBJICHU -
MM TMOPYIIEHHSIMU B HUPKaX IJ10/1a i/a00 Ceu0BUX LIJISIXiB MPO-
BOIWUIM HAIJISIA B KaTaMHe3i, SIKIIO BUSBJICHI 03HAKM iH(EKIIil
cevoBuBinHux waxis (1C). M

Guideline 5.4.2

We recommend that women with diabetic nephro-
pathy continue angiotensin converting enzyme inhibi-
tors until conception, with regular pregnancy testing
during attempts to conceive (1C).

Guideline 5.4.3

We recommend that the schedule of care, surveil-
lance and management of women with diabetic ne-
phropathy should be untaken according to national
guidelines for diabetes in pregnancy, in addition to spe-
cialist monitoring of renal disease in pregnancy (1D).

Urinary Tract Infection (UTI)

Guideline 5.5.1

We suggest women with reflux nephropathy, con-
genital anomalies of the kidneys and urinary tract (CA-
KUT), women with CKD taking immunosuppression,
and women with a history of recurrent UTI should be
offered antibiotic prophylaxis during pregnancy after a
single UTT in pregnancy, including asymptomatic bac-
teriuria (2D).

Guideline 5.5.2

We recommend pre-pregnancy UTI prophylaxis be
continued in pregnancy using agents known to be safe
(1D).

Reflux nephropathy and Congenital Abnormalities of
the Kidney and Urinary Tract (CAKUT)

Guideline 5.6.1

We recommend women with previous bladder sur-
gery (re-implantation of ureter, bladder reconstruction,
all complex paediatric urology) should be discussed dur-
ing pregnancy with a urologist with expertise in bladder
reconstruction to evaluate options for delivery (1D).

Guideline 5.6.2

We recommend that antenatally detected abnor-
malities in the fetal kidneys and/or urinary tract should
be discussed with fetal medicine and paediatric ne-
phrology specialists to determine appropriate neonatal
management (1D).

Guideline 5.6.3

We recommend that children with antenatally de-
tected abnormalities in the fetal kidneys and/or urinary
tract should have specialist follow up if features of uri-
nary tract infection are identified (1C). M
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