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Diagnoz

® Diabetik Boyrok Xastoliyi
Xroniki Boyrok Xostoliyi G4 fonunda inkisaf etmis Koskin Boyrok
Zxdalonmasi C2
Anemiya
Ikincili hiperparatiroidizm



Yumagcig hemodinamikasi
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durgunlug zamani KBZ mexanizmi
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Umumi yanasma

® Koskin boyrak zadalonmasinin miialicasi

@Qidalanma strategiyasinin se¢ilmasi
@Nefrotoksik dormanlar lizro strategiya miioyyanlosdirmak

® XBX progressionunu zoiflodok



Recommendation 3.3.1: We suggest use of diuretics in the management of clinically significant volume overload of children and adults with or at risk of

AKI or AKD (2B).

KBZ vo KBX olanlarda klinik cohatdon shomiyyatli haocm
yuklonmoasinin idars olunmasinda diuretiklorin istifadosini toklif
olunur

Practice Point 3.3.1: Intermittent boluses, rather than continuous infusions of loop diuretics, are appropriate as the initial diuretic management strategy in

adults with or at risk of AKI or AKD

KBZ vo KBX olanlarda 1lkin diuretik mualico strategiyasi kimi loop
diuretiklorinin davaml infuziyasindan daha cox fasiloli venadaxihi
bolus totbiqi mogsadouygun hesab olunur

Recommendation 3.3.2: We recommend initial use of diuretics in preference to extracorporeal fluid removal for adults at risk of or with AKI or AKD who

have clinically significant volume overload in the absence of another indication for RRT (1C).

KBZ va ya KBX olanlarda klinik cohoatdon oshomiyyatli hocm
yluklonmasi olan boytuklords, agor renal avozedici terapiya ti¢lin
basqa gostoris yoxdursa, 1lkin olaraq ekstrakorporal maye
¢ixarilmasindan daha ¢ox diuretiklorin 1stifadasini tovsiys edirik.
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Continuous infusion versus bolus injection of loop diuretics for acute
heart failure
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® Simali Amerika, Avropa va Asiyanin 7 6lkasinda yerloson 32 xastoxanada

aparilmis 7 randomizo olunmus nozarath todqigat

® On son axtarig 29 fevral 2024-cii il tarixinde aparilmisdir

® Sonlanim néqtalari: Xalis ¢aki itkisi, Biitiin sobablardon 6liim, Xastaxanada

qalma miiddoti, Tokrar hospitalizasiya, Kaskin boyrok zodolonmaosi



Analysis 2.1. Comparison 2: Sensitivity analysis - exclusion
of trials with high risk of bias, Outcome 1: Net weight loss (kg)

Continuous infusion

Bolus injection

Mean Difference

Mean Difference

Risk of Bias

Study or Subgroup Mean SD Total Mean SD Total Weight IV, Random, 95% CI IV, Random, 95% CI A B CDEF
Allen 2010 (1) 2.66 2.44 20 1.64 2.34 21 26.8% 1.02 [-0.44 , 2.48] 4 - 2 09000 2 »
Felker 2011 (2) 3.67 4.67 152 3.08 3.54 156  66.8% 0.59 [-0.34, 1.52] - RN R NN
Yayla 2015 (3) 4.6 5.2 15 4.1 2.7 14 6.4% 0.50 [-2.49 , 3.49] Y X X B
Total (95% CI) 187 191 100.0% 0.70 [-0.06 , 1.46] .‘

Heterogeneity: Tau? = 0.00; Chi? = 0.25, df =2 (P =0.88); I = 0%

Test for overall effect: Z = 1.81 (P = 0.07) 2, a6 ) 4

Test for subgroup differences: Not applicable

Favours bolus injection

Favours continuous infusion

Analysis 2.2. Comparison 2: Sensitivity analysis - exclusion
of trials with high risk of bias, Outcome 2: All-cause mortality

Continuous infusion

Bolus injection

Risk Ratio

Risk Ratio

Risk of Bias

Study or Subgroup Events Total Events Total Weight M-H, Random, 95% CI M-H, Random, 95% CI A B CDEF
Allen 2010 (1) 1 20 0 21 4.3% 3.14[0.14, 72.92] P e ® 2 2
Felker 2011 (2) 16 152 13 156  87.9% 1.26 [0.63 , 2.54] _._ N KN K
Shah 2014 (3) 1 30 2 30 7.8% 0.50 [0.05, 5.22] 2 200 2 ?
Total (95% CI) 202 207 100.0% 1.22[0.64 , 2.35] ’

Total events: 18 15

Heterogeneity: Tau? = 0.00; Chi? = 0.91, df =2 (P = 0.63); 2 = 0%

Test for overall effect: Z = 0.60 (P = 0.55)
Test for subgroup differences: Not applicable

0.01 0.1
Favours continuous infusion

1 10 100
Favours bolus injection



Analysis 2.3. Comparison 2: Sensitivity analysis - exclusion of trials
with high risk of bias, Outcome 3: Length of hospital stay (days)

Continuous infusion Bolus injection Mean Difference Mean Difference Risk of Bias
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Random, 95% CI IV, Random, 95% CI A B CDEF
Allen 2010 9.85 11.72 20 8.86 3.82 21  13.1% 0.99 [-4.40, 6.38] — e e ® 2 2
Shah 2014 6.77 3.21 30 5.03 3.33 30 53.0% 1.74 [0.08 , 3.40] ~ 2 60 S 2 2
Yayla 2015 6.6 3.4 15 7.9 4.1 14  33.9% -1.30 [-4.05 , 1.45] —m @Pe® 2 2
Total (95% CI) 65 65 100.0% 0.61 [-1.53, 2.75] ’
Heterogeneity: Tau? = 1.53; Chi? = 3.44, df =2 (P = 0.18); 2 = 42%
Test for overall effect: Z = 0.56 (P = 0.58) 220 10 0 10 20

Test for subgroup differences: Not applicable

Favours continuous infusion

Favours bolus injection

Analysis 2.4. Comparison 2: Sensitivity analysis - exclusion of trials with high risk of bias, Outcome
4: Readmission to hospital following discharge for the longest available follow-up stated in the trials

Continuous infusion

Bolus injection

Risk Ratio

Risk Ratio

Risk of Bias

Study or Subgroup Events Total Events Total Weight 1V, Fixed, 95% CI IV, Fixed, 95% CI A B CDE F
Felker 2011 (1) 42 152 50 156 86.7% 0.86 [0.61, 1.22] i X N K K K
Shah 2014 (2) 7 30 30 13.3% 0.88[0.36, 2.11] —_— 2 2060 2 2
Total (95% CI) 182 186 100.0% 0.86 [0.63, 1.19] ‘

Total events: 49 58

Heterogeneity: Chi2 = 0.00, df =1 (P =0.98); 2= 0%
Test for overall effect: Z = 0.90 (P = 0.37)
Test for subgroup differences: Not applicable
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Favours continuous infusion
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Analysis 2.5. Comparison 2: Sensitivity analysis - exclusion of trials
with high risk of bias, Outcome 5: Acute kidney injury (adverse event)

Continuous infusion Bolus injection Risk Ratio Risk Ratio Risk of Bias
Study or Subgroup Events Total Events Total Weight M-H, Random, 95% CI M-H, Random, 95% CI A BCDEF
Felker 2011 28 146 27 155  78.4% 1.10 [0.68 , 1.78] e e
Llorens 2014 6 36 11 73 21.6% 1.11 [0.44 , 2.75] CN NN N N
Total (95% CI) 182 228 100.0% 1.10 [0.72, 1.68]
Total events: 34 38
Heterogeneity: Tau? = 0.00; Chi2 = 0.00, df =1 (P =0.99); I2 = 0% O.bl 0:1 1 1'0 1(')0
Test for overall effect: Z = 0.45 (P = 0.65) Favours continuous infusion Favours bolus injection

Test for subgroup differences: Not applicable



Mborholos

Doza / Totbiq

Monitoring / Maqgsad

[lkin qiymatlondirma

Furosemid 1,0 mqg/kq IV bolus.
Xasto avvaller diuretik gabul
edirdisa 1,5 mqg/kq istifada edin.

Magsad: Ik 2 saat arzinde >200 ml sidik
ifrazi. Magsada catilarsa, hadaf maye
cixarilmasina nail olunana gadar planli

dozalarla davam edin.

9ger 1-ci marhale ugursuz
olarsa, dozani ikigat artirin

Davamli infuziyaya kecmazdan avval

Eskalasiya (masalan, 160-200 mq IV bolus)| bolus dozasini maksimuma c¢atdirin.
va har 6—12 saatdan bir Maksimal bolus doza: 200 mq.
takrarlayin.
Tiazidebanzer diuretik alave edin Distal nefronda natriumun

Sineriizm (masalan, metolazon 5-10 mqg | reabsorbsiyasini bloklamaq ugun tiazid

J per os va ya xlorotiazid 500 mq preparatini loop diuretikinden 30-60

V). daqgiga avval verin.
intensiviesdirme Davamli IV infuziyaya kegin. Natriurezin sabit saxlanmasi ugun

> Baslangic surat: 5—10 mqg/saat. | dozani 20 mqg/saata gadar artirmaq olar.
Maksimal mualiceya baxmayaraq manfi

Ugursuzlug Boyrak avazedici terapiyanin (BOT) maye balansi alde olunmursa va ya

yenidon qiymotlondirilmasi.

kalium (K*) ve pH ciddi sakilds
pozulursa, BOT nazardan kecirilmalidir.

KDIGO 2026 CLINICAL PRACTICE GUIDELINE FOR ACUTE KIDNEY INJURY (AKI)AND ACUTE KIDNEY DISEASE (AKD)




ADHF with congestion

v

Loop diuretics i.v.

Initial dose 220-40 mg
(furosemide equivalent)
* When taking oral diuretics, doubling the equivalent dose

Within 1 h after

presentation 3
After 1-2 h
v" Urinary output 21.5-2 mL-kg~'-h~!
v" Urinary spot sodium 250-70 mEq/L
v Improvement in symptom and signs of congestion
Y (Improve) ®
4 v
Repeat similar dose of loop diuretics Double dose i.v. Combination
and diuretic therapies
(bolus i.v. g12h or continuous infusion) Maximal dose up to 2—4 or v Thiazide
times the initial dose v Tolvaptan
v Acetazolamide*
A PN
(*Off-label use in Japan)
v
Y (Improve) ) Check diuretic response every 6 h
v Urinary output 21.5-2 mL-kg='-h-"
v" Urinary spot sodium 250-70 mEqg/L
(if enhanced natriuresis)
v Improved signs and symptoms of congestion
Poor response to diuretics
v
Within 24 h Renal replacement therapy

after initial i.v. therapy

JCS/JHFS 2025 Guideline on Diagnosis and Treatment of Heart Failure



Xastomizda

Furosemid

80mg hor 12 saatdan bir vena daxiling



KDIGO 2026 Clinical Practice Guideline for the Management of Anemia in Chronic Kidney Disease (CKD)



Recommendations Class® Level®

Intravenous iron supplementation is recommended
in symptomatic patients with HFrEF and HFmrEF,

and iron deficiency, to alleviate HF symptoms and
¢ 12,41,47-49

improve quality of life.
Intravenous iron supplementation with ferric
carboxymaltose or ferric derisomaltose should be

considered in symptomatic patients with HFrEF and lla g
HFmrEF, and iron deficiency, to reduce the risk of HF ,
hospitalization. '#*1474 5

HF, heart failure; HFmrEF, heart failure with mildly reduced ejection fraction; HFrEF, heart
failure with reduced ejection fraction.

*Class of recommendation.

“Level of evidence.

“Most of the evidence refers to patients with left ventricular ejection fraction <45%.

ESC 2023 Focused Update on Heart Failure



Standart doza secimi

>50 kg:

Iki doza rejimi: vena daxili 750 mg bir dofo; 7 giindon sonra, ikinci

doza olaraq 750 mg bir dofo; maksimum doz: 1,5 g miialico
kursu ucun.

Tok doza rejimi: vena daxili 15 mg/kg bir dofo; maksimum doz: 1 g.

<50 kg:

Vena daxili 15 mg/kg bir dofs; 7 glindon sonra, 1kinci doza olaraq 15

me/ke bir dofo.

UpToDate




UC doza secimi

Ferric Carboxymaltose IV Dosing for Iron Deficiency in Patients With Heart Failure®®

Day 1

Week 6

Week
12

Week
24

Week
36

Weight <70 kg

Hb <10 g/dL

19

500 mg

Recheck iron studies, if iron deficiency persists at weeks

500 mg, only if
ID

500 mg, only if
ID

500 mg, only if
ID

Hb 10 to 14
g/dL

19

No dose

500 mg, only if
ID

500 mg, only if
ID

500 mg, only if
ID

Hb >14 to <15
g/dL

500 mg

No dose

500 mgq, only if
ID

500 mg, only if
ID

500 mg, only if
ID

Weight =70 kg

Hb <10 g/dL

149
19
12, 24, or 36 then

500 mg, only if
ID

500 mgq, only if
ID

500 mg, only if
ID

Hb 10 to 14
g/dL

19
500 mg
redose as needed.

500 mgq, only if
ID

500 mg, only if
ID

500 mg, only if
ID

Hb >14 to <15
g/dL

500 mg

No dose

500 mg, only if
ID

500 mgq, only if
ID

500 mg, only if
ID

UpToDate



Xastomizda

Ferric carboxymaltose
lg vena daxili



Hiperurikemiya

Lumen of Proximal Interstitial Space

Tubule (Basolateral Side)
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Na+ |
/
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Anion
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\
Uric acid UAT—}— “ ~ Uric acid — UAT —)TUI‘iC acid

. J
~

Renal Filtrate '
l Proximal Tubular Cells

EBM CONSULT




Hiperurikemiya mualicasi

® Sidik tursusu >13 mg/dL (>773 mmol/L) oldugda,
asimptomatik hallarda belo dorman mualicosine basla

® Hodof sidik tursusu: <8mg/dl
® {1k secim: Allopurinol
® AD=tYFSx1,5

UUUUUUUU



Xastomizda

Allopurinol 100mg
1/2 hab gundo 1 dofo



KBZ va gidalanma

® Miimkiin oldugca enteral gidalanmaya tistiinliik
verilmolidir

® Progresionu zeiflotmok mogsadila protein gobulunu
mohdudlasdirilmamalidir

® BOM alan KBZ olan xostalorda suda hall olan
vitaminlorin 1stifadasi maslohotdir

UUUUUUUU



XBX progressionunu zaifladak

REDUCTION IN DIABETES COMPLICATIONS

TT@TF TG T

Agents with
Glycemic Blood p Lipid cardiovascular
management management management and kidney
benefit
|| @ || g
% || @ %
\ J \ S . \ e

LIFESTYLE MODIFICATION
AND DIABETES EDUCATION

FANTASTIC FOUR

sGLT2 NON-STEROIDAL g p.1

RECEPTOR
AGONIST

RAAS

INHIBITORS INHIBITORS  MRA

ADEQUATE GLYCEMIC CONTROL




Recommendations and Levels of Evidence for Transitional
Care Management in Patients Hospitalized for Worsening
Heart Failure

Recommendation

To reduce the risk of HF rehospitalization and
mortality and improve QOL, discharge
planning and transitional care management
(continuity of care) should be
implemented.430:1054,1055

To reduce the risk of HF rehospitalization and
mortality, GDMT should be initiated as early
as possible and titrated to optimal doses, with
adjustments continued after
discharge.142,521,522,558,592

In patients with HFrEF, GDMT should be
continued as tolerated and, if therapy is
discontinued or reduced, it should be
resumed and titrated to the optimal dose as
early as possible.1945

Before discharge, an assessment of
congestion should be performed and, if
congestion persists, pharmacological therapy
should be optimized.81:821047,1048

To reduce the risk of HF rehospitalization, an
outpatient visit can be conducted within 14
days after discharge to assess congestion lla B-NR

and consider optimization of HF
treatment_60,142,1025,1026,1056—1058

To reduce the risk of HF rehospitalization,
careful evaluation for signs and symptoms of
HF can be considered during the vulnerable lla C-LD
period within 3—6 months after
discharge_60,142,1025,1026,1041

JCS/JHFS 2025 Guideline on Diagnosis and Treatment of Heart Failure



Xastomizda

Son kreatinin - 4,44 mg/dL
tYFS -12,5 ml/deqg/1,73m?



Day 0 Day 7 Day 90

Recovery (35.2%)

AKI Stage 1 (n=45,361) Recovery (41.0%)

Non-recovery (26.9%)

Death (19.7%)

Chronic KRT initiation (0.7%)
Untested (11.7%)

Untested (23.1%

Death (8.6%)
Chronic KRT initiation (<0.1%)

Wang et al. BMC Medicine (2022) 20:229



Risk faktorlari

Pttpsdororg/0.1186/¢12916-022-02426. BMC Medicine
Patient outcomes following AKl and AKD: oy

a population-based cohort study

Huan Wang'", Emilie Lambourg', Bruce Guthrie?, Daniel R. Morales'?, Peter T. Donnan' and Samira Bell'*

Albuminuriya
[rali yas
Sakorli diabet
Bazalda XBX

Urok catismazlig

Arterial hipertenziya
Obezito
Xorcgong hekayosi

UpToDate



Digqgatinizo gora tasakkur edirom!
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