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QI o Z T Sixtol HRIR oM EESHE MAder ZH2 JIEE ZHO|LE 24412 EE
Fuh HAL T RARREF?
#IE HueFE ZHE
ol PYSEE StxfolA| e XRE Qo BEStE HYUH

We recommend standardized office BP measurement
in preference to routine office BP measurement for
the management of high BP in elderly patients with

CKD(ungraded good practice statement: implementation
guidance)

Good Practice Statement

2. HMEI KQ2
L0l b 2 EHH SEXL0]|A| 5HE 2,000 mg D|2tO 2 AF MF|E H[$hot= Z40| AFUE, A2tA| Abt
E 24 9l o3 ofg) HiX|of| ==20| =7t
Uz HISZE oHTE
ol PRy SEE SXtolAH DY &2lE fIste oFF 2,000
mg O|2e = AF MF E Hohote e ZURE AT
It is conditionally recommended to limit sodium intake to ~ Z=HE &1 =3

less than 2,000 mg per day to manage hypertension in
elderly patients with chronic kidney disease.
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3. HHEEKQ3
QI IR ZEHE SIXL0]|7| St 302 0|4 = 52| 0|4 Rith 2SS A= 20| AIYE, g2t
AHLE 2 PSS ol YX|of| =20] El=71?
HIE HupZE 2HSE
QI PRI ZEE 2HXI0lAH| 3= 52 0|4, S1F 30& 0|49 #&lA
ol gith 2ES XFE HIslCt
Regular aerobic exercise for at least 30 minutes per day, THEHED "=

at least 5 times per week is conditionally recommended
for elderly patients with chronic kidney disease.

4. HHEZ KQ4
QI BEMB T SIXto| £27(8Q SHE 120 mmHg O[8t2 MESH= Z40| AILE, AYHA| Atgt
£ 3 T ET ofst viX|of| =20| E=7H120 vs. 130 mmHg)?
H2 Anez L=
Lol TR ZEY SiXto| i E o2 Qs =74y SHE
135 mmHg 0|2t 2 8h= 248 T2t
To prevent complications in elderly patients with chronic ~ =R &1 =S

kidney disease, the systolic blood pressure target is
considered to be less than 135 mmHg.
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IR SRS SXte| 2ET (YRS 60 mmHg O|2IHX] W= 20| AFLE, g2 AfYE 3l ot
=]
o

fX|0ll ==20| E[=7H60 vs. 80 mmHg)?

Azng AILE  ARE

ol oheEE shRte] A |HYS BESE Ha MY
7|Z02 85 mmHgE EX| =2 H|ersict

It is suggested that diastolic blood pressure in elderly
patients with chronic kidney disease should not exceed

85 mmHg based on standardized office blood pressure

standards.
6. HMEZ KQ6
Lol O Z T SIXLo|A| OHK| QEIMT St AAK|K[ACE] £ QFXIQEIMIIEH|XICHH[ARB]SE
AHESH= 0| CFE Ao HhS AFESH= 20l HIsH AFLE, :!%*?MI AIUE 5l PR ST ofst
2X|0f| 20| =7 HE| - K| QEIAMAIAH|K|(RASI) (K| QEIAT S AK|MI[ACE] = K|

HIMNS=EHKITHH[ARB]) vs. CTHE AIZ Q| HtofE]?

A2 ATE  RE
9l HYE S BRI ObX| QTN T AR = 91|
QHANSSHAEITIS SOt XS THE A% Herof 2ot At
UE, MU AUE U BISTY ofst RIS 9P RO
2 ;e 4 Quct.

P
Y
B
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o

We suggest, on an individualized basis, using an ACE
inhibitor or an ARB, rather than other antihypertensive
drug classes, in elderly patients with CKD to reduce all-
cause and cardiovascular mortality and to slow CKD
progression.
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(ungraded good practice statement: implementation guidance).

We recommend standardized office BP measurement in preference to routine
office BP measurement for the management of high BP in elderly patients with
CKD (ungraded good practice statement: implementation guidance).

7) o], ARAALS EEHQ WHOE Zslolof ATHE 4) [1.2)
we} iQlo] At FHHAgo] 9 B9, FEHo] Wold & glonz Bt BT B

2 o] gstolo} gk,

=
2, vlEashs W0 248 AR RS Bao WET B2 Fgo] Ir3,4]. ol
weh, v EEohE WASAHL B A % AR oo Kol glom, Mk U &
o 79 v EEshe WY S4gto] BB PRt WA ek & glo] nEgte] At 9l

E A1 E-L2 GRADE 7]&°] Wt ungraded good practice statement: implementation

guidance® /4=t
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H 5. Good Practice Statement criteria

Is the message really necessary in regard to actual health care practice? Yes)

After consideration of all relevant outcomes and potential downstream

consequences, will implementing the good practice statement result in Yes)

large net positive consequences?

Is collecting and summarizing the evidence a poor use of a guideline

Yes)
panel’s limited time and energy (opportunity cost is large)?
Is there a well-documented clear and explicit rationale connecting the Yes)
es
indirect evidence?
Is the statement clear and actionable? Yes)

E3 =1

-

Kim HL, Lee EM, Ahn SY, et al. The 2022 focused update of the 2018 Korean
Hypertension Society Guidelines for the management of hypertension. Clin Hypertens
2023;29:11.

. Kidney Disease: Improving Global Outcomes (KDIGO) Blood Pressure Work Group.

KDIGO 2021 clinical practice guideline for the management of blood pressure in
chronic kidney disease. Kidney Int 2021:99:51-S87.

Agarwal R. Implications of blood pressure measurement technique for implementation
of systolic blood pressure intervention trial (SPRINT). J Am Heart Assoc 2017;6:e
004536.

Drawz PE, Agarwal A, Dwyer JP, et al. Concordance between blood pressure in the
systolic blood pressure intervention trial and in routine clinical practice. JAMA Intern
Med 2020;180:1655-1663.

Dewidar O, Lotfi T, Langendam MW, et al.; eCOVID-19 recommendations map
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collaborators. Good or best practice statements: proposal for the operationalisation and
implementation of GRADE guidance. BMJ Evid Based Med 2023;28:189-196.

2. HHEFE KQ2
QI DR Z EE SHXL0||A| 3HR 2,000 mg 0|2t 2 AF 13|15 NBHsh= 20| AMUE, A2A| AL
2

E 24 3 oY Ty ofot IX|of| =20| =71

Population: =@l ZHEAZEH 60AM| 0|4, FHATA|{2HE 60 mL/min/1.73 m? 0|2t

Intervention: 5tF 2,000 mg 0|2t A& M| &|$t

Comparators: 20| QH

Outcomes: AfUE, MEZHA| AIUE, THEZEHH of5}

]

1 2 LI Y ZEY Ao AH| 0t 22|E 2I5H0] 5% 2,000 mg IRtz A5 HF S Het

It is conditionally recommended to limit sodium intake to less than 2,000 mg per
day to manage hypertension in elderly patients with chronic kidney disease.

2%
202241 WEE AT A0l AGalo] vAE gt B vjeh R A
EHATONA AT TG (GFR)O] 50% F431AL 84 Zeobedo] = Wiz Z7hst

Ay Wr12Ey S 23k A1EEE I renal composite outcome)] HAS Ta
A7l A& Bt sHAT AFYE, A8dAES O4E, gk S A= /19
0)gt aHE EQI6HA] ot

Ol

202049 AFAel7F ol A= Y2 2 AN 13379 =29 HEHEA S Al1F
AL 2wl AT Fe E 7IZte] st vl dF= mHeH 1AL FARISA
o 2 535 B2 sPAIE 1919 Ajo] &5 Aot AEdA do] dwdS 24T A
TolA 109 AFEE, A2dAde TAE, A7 TAE T-o] Qlrke Hilke T3]
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A} AT AFolM Fe2rld SAFA DAL b Aol AWk Alglo] AetH TR A Y
Ajolof gt 2ALTE Aol A A SA4H =9 HETEY

Halo] A A&7t £ A0R FEH10]. 53] =1l Hat &8 A3l 1,9984
4,586 mg/¥ollAl 20079 3,478 mg/YE At oL 2017H0lE B+ 4oF HFFS F
A A AT 212%, o449 149%he w2 JHIZ A4 5ol ARgshe FER7T FEY
A Aoz EAEHAT11-12]. = k=19 A G40l dit Aoes Wg Aoz A= A
H4 T2 52 Sot0] AR AR IS ASBIAY ATt SRS Al QlRt HEE 4
Ho] wso] Wasith & IRA2, ke 5 HHEgo R AARe] A2 SXE A9
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Dietary therapy compared to no dietary therapy for elderly patients with chronic kidney disease

Patient or population: elderly patients with chronic kidney disease
Setting: outpatients

Intervention: dietary therapy

Comparison: no dietary therapy

Ne of . . Anticipated absolute effects
S —— Certainty of  Relative = : -
Outcomes £ (stu dri)es) the evidence effect RISK. with RISI‘( di .erence What happens?
(GRADE) (95% CI) no dietary with Dietary
Follow-up therapy therapy

Overall mortality We found no studies and
—not reported therefore do not know.
Cardiovascular mortality We found no studies and
—not reported therefore do not know.
Cardiovascular disease

We found no studies and
development

therefore do not know.
—not reported

The mean CKD Dietary therapy ma
CKD progression (eGFR) . MD 0.5 higher y ) Py may
194 0000 progression resultin little to no
- Follow up: 3 months b (4.27 lower to i i
MCID: 5 mijminf173 (1RCT) Low® (eGFR) was 527 higher) difference in CKD
‘ ' 52.27 2/ g progression (eGFR).




ce

Proteinuria
- Follow up: 3 months
- MCID: 64 mg/day **

194
(1RCT)

0000

Low

ab

The mean
proteinuria was
264.75

MD 71.95 lower
(150.64 lower to
6.74 higher)

Dietary therapy may
reduce proteinuria.

ESRD development
—not reported

We found no studies and
therefore do not know.

AKI development
—not reported

We found no studies and
therefore do not know.

Overall adverse events —
not reported

We found no studies and
therefore do not know.

Treatment related
adverse events
—not reported

We found no studies and
therefore do not know.

* The risk in the intervention group (and its 95% confidence interval) is based on the assumed risk in the comparison group and the
relative effect of the intervention (and its 95% Cl).

AKI: acute kidney injury; Cl: confidence interval; CKD: chronic renal disease; eGFR: estimated glomerular filtration rate; ESRD: end
stage renal disease; MCID: minimally clinically important difference; MD: mean difference; RCT: randomized controlled trial
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GRADE Working Group grades of evidence

High certainty: we are very confident that the true effect lies close to that of the estimate of the effect.

Moderate certainty: we are moderately confident in the effect estimate: the true effect is likely to be close to the estimate of the
effect, but there is a possibility that it is substantially different.

Low certainty: our confidence in the effect estimate is limited: the true effect may be substantially different from the estimate of the
effect.

Very low certainty: we have very little confidence in the effect estimate: the true effect is likely to be substantially different from the
estimate of effect.

Explanations

a. Downgraded by one level due to study limitations: most information from the included study at some concerns of randomization process,
and deviation from the intended intervention.

b. Downgraded by one level due to imprecision: confidence interval crosses the assumed threshold of clinically important difference.

* MCID: from Mayne TJ, Nordyke RJ, Schold JD, Weir MR, Mohan S. Defining a minimal clinically meaningful difference in 12-month estimated

glomerular filtration rate for clinical trials in deceased donor kidney transplantation. Clin Transplant 2021;35:14326.

** MCID: 25% improvement from baseline (control: 256.81 mg/day).
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ShiH, Su X, Li C, Guo W, Wang L. Effect of a low-salt diet on chronic kidney disease
outcomes: a systematic review and meta-analysis. BMJ Open 2022:12:e050843.

Huang L, Trieu K, Yoshimura S, et al. Effect of dose and duration of reduction in
dietary sodium on blood pressure levels: systematic review and meta-analysis of
randomised trials. BMJ 2020;368:m315.

Arakawa K. Rethinking salt reduction in older adults with hypertension. Hypertens
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2l DR Z T 2IXI0j|7| 3IF 302 Ol¢f F= 53 0|4} Rita: 2FE A= 20| AHLE, HE2A
AMYE 8 TESEY ofs Yo ==20| ==71?
PICO 24
Population: l=! SHAZEHH 60| 0|4, EHAFLA|02HE 60 mL/min/1.73 m2 0|2t
Intervention: 5t% 30 0|4 = 52| 0|& R 2 &
Comparators: LAHlgt Q|
Outcomes: AFYE, HHZHA MU E, TS EE A4t
HIE
M1 3. ol DR SEE SHXI0f|A| 3= 52 0|4, 5tF 30& O|&te] FAIXQl QU4 RS XEZ
HIBICE
Regular aerobic exercise for at least 30 minutes per day, at least 5 times per week
is conditionally recommended for elderly patients with chronic kidney disease.
279
PHZE S5 Nags 28 oksle A4 So] Ak % o1l A4 58 A
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Exercise compared to usual care for elderly patients with chronic kidney disease

Patient or population: elderly patients with chronic kidney disease

Setting: outpatients
Intervention: exercise
Comparison: usual care

Ne of Certainty . Anticipated absolute effects
articipants of the Relative
Outcomes & P . effect Risk with Risk difference What happens?
(studies) evidence (95% CI) ] )
Follow-up (GRADE) ° usual care with Exercise
Overall mortality 26 fewer per The evidence is very
+ Follow up: 35 months 128 @000 HR0.72 97 per 1000 1,000 uncertain about the effect
- MCID: 2% absolute (1RCT) Very low*®  (0.24 10 2.20) pert, (73 fewer to of exercise on overall
difference 104 more) mortality.
Overall mortality 120 fewer per  The evidence is very
(dichotomous) .
ol 9.1 12234 @000 RR 0.59 292 per 1000 1,000 uncertain about the effect
© OVY up: years (3NRSs) Very low™®  (0.41t0 0.85) PErT: (172 fewer to 44  of exercise on overall
+ MCID: 2% absolute ” ) talit
difference S mortalty.
Cardpvasgular 30fewerper  The evidenceis very
mertaly (?"gh‘?tgmous) 7176 ®000  RROG2 . . . 1000 uncertain about the
orowtip: b (2 NRSs) Very low™®  (0.41t00.93) Pert (46 fewerto5  effect of exercise on
+ MCID: 2% absolute . i
fewer) cardiovascular mortality.

difference




8¢

Cardiovascular

The evidence is very

36 fewer per i
disease development 4 5ng @000 RR 0.74 1,000 uncertain about the
. FoIIon up: 12 years (1NRS) Verylow®® (063 0 0.86) 138 per 1,000 (51 fewer to 19 effec.t of exerusg on
+ MCID: 3% absolute cardiovascular disease
. fewer)
difference development.
CKD progression
(eGFR) 133 0000 The mean eGFR MD 2.59 higher Exercise may result in little
« Follow up: 6 - 35 (2 RCTs) Low?® ranged from (3.71 lower to to no difference in CKD
months 34.7to 671 8.88 higher) progression (eGFR).
+ MCID: 5 ml/min/1.73m?2*
Proteinuria We found no studies and
—not reported therefore do not know.
ESRD development 79 fewer per
« Follow up: 12 years 4508 [ 1 ]0[@) RR0.72 284 per 1,000 1,000 Exercise may reduce
- MCID: 3% absolute (1NRS) Low® (06510 0.80) ' (99 fewerto 57  ESRD development.
difference fewer)
AKI development We found no studies and
—not reported therefore do not know.
Overall adverse The evidence is very
events 53 @000 not uncertain about the effect
+ Follow up: 6 months (1RCT) Very low®®  estimable’ of exercise on overall

+ MCID: 5% absolute
difference

adverse events.
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Ne of Certainty Anticipated absolute effects

articipants of the Relative
Outcomes & F.) . effect Risk with Risk difference What happens?
(studies) evidence o > )
(95% ClI) usual care with Exercise

Follow-up (GRADE)

Treatment related .
We found no studies and

adverse events — not
therefore do not know.

reported

* The risk in the intervention group (and its 95% confidence interval) is based on the assumed risk in the comparison group and the
relative effect of the intervention (and its 95% Cl).

AKI: acute kidney injury; Cl: confidence interval; CKD: chronic renal disease; eGFR: estimated glomerular filtration rate; ESRD: end
stage renal disease; HR: hazard ratio; MCID: minimally clinically important difference; MD: mean difference; NRS: non-randomized
study; RCT: randomized controlled trial; RR: risk ratio

GRADE Working Group grades of evidence

High certainty: we are very confident that the true effect lies close to that of the estimate of the effect.

Moderate certainty: we are moderately confident in the effect estimate: the true effect s likely to be close to the estimate of the
effect, but there is a possibility that it is substantially different.

Low certainty: our confidence in the effect estimate is limited: the true effect may be substantially different from the estimate of the
effect.

Very low certainty: we have very little confidence in the effect estimate: the true effect is likely to be substantially different from the
estimate of effect.

Explanations
a. Downgraded by one level due to study limitations: most information from the included study at some concerns or high risk of randomization
process, deviation from the intended intervention, and selection of reported results.



oy

b. Downgraded by two levels due to imprecision: wide confidence interval crosses the assumed threshold of clinically important difference or
very rare events.

c. Downgraded by two levels due to study limitations: some confounders are not analyzed and adjusted in the included studie(s).

d. Downgraded by one level due to inconsistency: clinically important heterogeneity.

e. Downgraded by one level due to imprecision: confidence interval crosses the assumed threshold of clinically important difference.

f. No event in both groups

*MCID: from Mayne TJ, Nordyke RJ, Schold JD, Weir MR, Mohan S. Defining a minimal clinically meaningful difference in 12-month estimated

glomerular filtration rate for clinical trials in deceased donor kidney transplantation. Clin Transplant 2021;35:€14326.
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4. #UEE KQ4
w0l BHREY BIX{0| 4273 SEE 120 mmHg O[SH2 Aot 20| MEE, Bz AeE
% BB ot} BXIoll E20] £1=7H(120 vs. 130 mmHg)?

PICO 24

Population: Q! PHYZ T 60A| 0|4, FEAIRA|0{2HE 60 mL/min/1.73 m2 0| gt
Intervention: £&7 |22 120 mmHg O[stZ |X|
Comparators: %7222 130 mmHg O[st2 |X|

Outcomes: AfUE, MEZHA| AIUE, THEZEHH of5}

1

1 4. 01 PR SEYE StAfo| efES oS 2o 5712 FHE 135 mmHg 0|2HR= 3h=

To prevent complications in elderly patients with chronic kidney disease, the
systolic blood pressure target is considered to be less than 135 mmHg.

27199%

2021 KDIGO9] E#efo] ¥t AgA oAM= ot AHEALS 7o &
%718% (120 mmHgE ZHE A8 2 At glom wlloA s o2 Exg
AL YA gheH1l. tigtAlAslsle] drEEEy € 1ESTE ARAHIAME Y
oA B3k AeAEA S 71E0E £57]18Y 120 mmHg "THS 32 Abgict

1. ot 1EGFEE JEAFAE ], ST ZEo 199, AE 7o &2
4ol e AN EYGol FEE =l THITEE e B Y-S NS A Aljtet
k. 284 KDIGO AZA oA wRlofA 5het Y ZRE AT 4 Sl 2A7
SPIRNT®] 7} #£4] Aol A= 804 ol A+ tiAlIAE £5718% 120 mmHg 7]
oh= M5 AR oA A28 A E SATEY A4S FRlstEou 3493%

GAREA TR0l 30% o1 Ache B EATHAL FE it Edets]ol

A Zo A T gt E2 140/90 mmHg wvte 2 23

157} B4HE TS ey 2xe] 82 130/80 mmHg VT2 288 Ae
}

e SERATS]. 22 ARNA =9 &2 571892 140 mmHg 7Rk
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F712 BASI o 2AE w9 5o g B7HEQI 5718Y 120 mmHg PO &
AE= 23 28A] 982 2 Blwe 1709 vl A H oA SAPTE(HR 0.38, 0.11-
1.32) 9@ @7] 4124 9] ¥P¥(RR 0.98, 0.41-2.04)S 74 AFS HAoU EAH oz {935}

A ATH6). SPRINT A9 $& AtolA 7141 v & 7H 1,330 o]k £4Is}
AL o $27184S 120 mmHg |9te 2 2FsH= AL whdZEd APYRR 1.05, 0.53-
2.07), €5 (RR 0.75, 0.54-1.02) ¥ Z7]A5A 9] 2AH(RR 0.69, 0.26-1.81)°1 2o 7
Ofgt S HolA] ZHTHT. YT SF7Y 5718 Hiol| I3 FAAHRAAY
VALUE dolA %718% 135 mmHg ]9l Z2et 52 19%] gk 3AbE0] vd)
THdZEH el YRR 0.45, 0.35-0.57) L 275289 TAYHR 0.28, 0.14-0.57)9] 2

o 92 Az AYolH BEshE BYEHol HHSEA] e FAS 1T 1 557
9 120 mmHg T|gtolgk= 7S ZxE FA LAl o]
RS BRI 2= glck. o]t Ago A NEA ZrHE 2AE
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Intensive blood pressure control (SBP <120 mmHg) versus standard control (SBP 2120 mmHg) in elderly patients with chronic kidney

disease

Patient or population: elderly patients with chronic kidney disease
Setting: outpatients

Intervention: intensive blood pressure control (SBP <120 mmHg)
Comparison: standard control (SBP 2120 mmHg)

Ne of Certainty

Anticipated absolute effects

Risk difference

articipants of the Relative L ith i i
Outcomes P p . effect standard et Il What happens?
(studies) evidence o blood pressure
(95% Cl)  control (SBP =
Follow-up (GRADE) 120 mmHg) control (SBP <
9 120 mmHg)
Overall mortality The evidence is very
(dichotomous) 49 fewer per uncertain about the
- Median follow up: 1.36 275 0000 RR 0.25 66 per 1000 1,000 effect of intensive blood
years (TNRS) Very low®®  (0.03to 1.83) Pers (64 fewerto 55 pressure control (SBP <
+ MCID: 2% absolute more) 120 mmHg) on overall
difference

mortality.

Cardiovascular
mortality
—not reported

We found no studies and
therefore do not know.
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Anticipated absolute effects

Ne of Certainty . . . Risk difference
- Relative Risk with L .
Outcomes part|0||i>ants CTf the effect standard et s What happens?
(studies) evidence (95%Cl)  control (SBP = blood pressure
Follow-up (GRADE) . mmHg)_ control (SBP <
120 mmHg)
Cardiovascular
?:jiocrrtwac])lgmous) 30 fewer per The evigence is very
- Follow up: 9 - 13 7176 @000 RR 0.62 78 per 1,000 1,000 uncertain abogt the
years (2 NRSs) Very low®®  (0.41t0 0.93) ! (46 fewerto5  effect of exercise on
fewer) cardiovascular mortality.
+ MCID: 2% absolute
difference

Cardiovascular
disease development
—not reported

We found no studies and
therefore do not know.

CKD progression —not
reported

We found no studies and
therefore do not know.

Proteinuria — not
reported

We found no studies and
therefore do not know.




o

ESRD development
(KRT)
- Median follow up: 1.36 275 @000
years (TNRS) Very low®
+ MCID: 3% absolute
difference

RR0.98
(0.47 t0 2.04)

131 per 1,000

3 fewer per
1,000

(70 fewer to 137
more)

The evidence is very
uncertain about the
effect of intensive blood
pressure control (SBP
<120 mmHg) on ESRD
development.

AKI development
—not reported

We found no studies and
therefore do not know.

Overall adverse
events —not reported

We found no studies and
therefore do not know.

Treatment related
adverse events
—not reported

We found no studies and
therefore do not know.

* The risk in the intervention group (and its 95% confidence interval) is based on the assumed risk in the comparison group and the

relative effect of the intervention (and its 95% Cl).

AKI: acute kidney injury; Cl: confidence interval; CKD: chronic renal disease; ESRD: end stage renal disease; KRT: kidney replacement

therapy; MCID: minimally clinically important difference; NRS: non-randomized study; RR: risk ratio; SBP: systolic blood pressure
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GRADE Working Group grades of evidence

High certainty: we are very confident that the true effect lies close to that of the estimate of the effect.

Moderate certainty: we are moderately confident in the effect estimate: the true effect is likely to be close to the estimate of the effect,
but there is a possibility that it is substantially different.

Low certainty: our confidence in the effect estimate is limited: the true effect may be substantially different from the estimate of the effect.

Very low certainty: we have very little confidence in the effect estimate: the true effect is likely to be substantially different from the
estimate of effect.

Explanations
a. Downgraded by two levels due to study limitations: some confounders are not analyzed and adjusted in most of the included studies.
b. Downgraded by two levels due to imprecision: wide confidence interval crosses the assumed threshold of clinically important difference.



2025 27 7|gte] =0l BHYZEE

1.

48

rtot

ixtol

gt

o £ TIRA|A

=
aney

Kidney Disease: Improving Global Outcomes (KDIGO) Blood Pressure Work Group.
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It is suggested that diastolic blood pressure in elderly patients with chronic
kidney disease should not exceed 85 mmHg based on standardized office blood
pressure standards.

27199%
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Intensive blood pressure control (DBP <85 mmHg) versus standard control (DBP 285 mmHg) in elderly patients with chronic kidney

disease

Patient or population: elderly patients with chronic kidney disease

Setting: outpatients

Intervention: intensive blood pressure control (DBP <85 mmHg)
Comparison: standard control (DBP =285 mmHg)

Outcomes

Ne of
participants
(studies)
Follow-up

Certainty

of the Relative
evidence effect
95% ClI
(GRADE)  (95% €

Anticipated absolute effects

Risk with
standard
control (DBP =
85 mmHg)

Risk difference

with intensive

blood pressure
control (DBP
<85 mmHg)

What happens?

Overall mortality
—not reported

We found no studies and
therefore do not know.

Cardiovascular
mortality
—not reported

We found no studies and
therefore do not know.

Caradiovascular
disease development
—not reported

We found no studies and
therefore do not know.
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CKD progression

Intensive blood pressure

(composite renal 5 fewer per
control (DBP < 85 mmH

outcome) 13800 0000 RR 0.85 1,000 ( o 9
« Follow up: 3 -6 years (1RCT*) Low? (0.68 t0 1.07) 35 per1,000 (11 fewer to 2 may resultn lttle to

© P 4 ' ' no difference in CKD
+ MCID: 5% absolute more) .

difference progression.
Proteinuria We found no studies and
—not reported therefore do not know.
Intensive blood pressure

E'SRD aevelopment 4 fewer per control (DBP < 8p5 mmHg)
(t::mlle N eYZnt)fs 13790 €000 HR0.46 8 per 1,000 1,000 may result in little to ’

olowup:3=6years 4 gy Low* (02610081 P (6 fewerto 1 Y \
+ MCID: 3% absolute — no difference in ESRD

difference

development.

AKI development
—not reported

We found no studies and
therefore do not know.

Overall adverse
events — not reported

We found no studies and
therefore do not know.

Treatment related
adverse events
—not reported

We found no studies and
therefore do not know.




S

* The risk in the intervention group (and its 95% confidence interval) is based on the assumed risk in the comparison group and the
relative effect of the intervention (and its 95% Cl).

AKI: acute kidney injury; Cl: confidence interval; CKD: chronic renal disease; DBP: diastolic blood pressure; ESRD: end stage renal
disease; HR: hazard ratio; MCID: minimally clinically important difference; RCT: randomized controlled trial; RR: risk ratio

GRADE Working Group grades of evidence

High certainty: we are very confident that the true effect lies close to that of the estimate of the effect.

Moderate certainty: we are moderately confident in the effect estimate: the true effect is likely to be close to the estimate of the
effect, but there is a possibility that it is substantially different.

Low certainty: our confidence in the effect estimate is limited: the true effect may be substantially different from the estimate of the
effect.

Very low certainty: we have very little confidence in the effect estimate: the true effect is likely to be substantially different from the
estimate of effect.

Explanations

a. Downgraded by two levels due to study limitations: most information from the included study at some concerns or high risk of
randomization process, deviation from the intended intervention, and selection of the reported result.

* Post-hoc analysis
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Intensive blood pressure control (SBP/DBP <135/85 mmHg) compared to standard control (SBP/DBP 2135/85 mmHg) for elderly
patients with chronic kidney disease

Patient or population: elderly patients with chronic kidney disease

Setting: outpatients

Intervention: intensive blood pressure control (SBP/DBP <135/85 mmHg)
Comparison: standard control (SBP/DBP 2135/85 mmHg)

Outcomes

Ne of
participants
(studies)
Follow-up

Certaint
Ity Relative
of the
evidence effect
% ClI
(GRADE) (95% Cl)

Anticipated absolute effects

Risk difference

Risk with L. .
with intensive
standard blood pressure
control (SBP/ contrzl (SBP/
DBP 2135/85
DBP <135/85
mmHg)
mmHg)

What happens?

Overall mortality
—not reported

We found no studies and
therefore do not know.

Cardiovascular
mortality
—not reported

We found no studies and
therefore do not know.

Cardiovascular
disease development
—not reported

We found no studies and
therefore do not know.




95

Anticipated absolute effects

Risk difference

Ne of Certainty . Risk with o .
. Relative with intensive
participants of the standard
Outcomes . ] effect blood pressure What happens?
(studies) evidence (95% Cl) control (SBP/ trol (SBP/
Follow-up  (GRADE) ° DBP 21 contro
2 35/85 DBP <135/85
mmHg)
mmHg)
(CKD progtreSS|or|1 19 fewer per Intensive blood pressure
composite rena
control (SBP/DBP <
outcome) 13800 0eCO  RRO49 . q000 1000 135/85 (mml-/| ) may result
« Follow up: 3 -6 years (1RCT*) Low® (0.381t0 0.62) pert (23 fewerto14 g v )
in little to no difference in
+ MCID: 5% absolute fewer) CKD .
difference progression.
Proteinuria — not We found no studies and
reported therefore do not know.
ESRD development Intensive blood pressure
time to event Gfewerper  ntrol (SBP/DBP <
( ';“ﬁ \ eveg )6 13802 0600 HR 0.30 8 per 1,000 1,000 135/85 mmHg) may result
- Follow up: 3 -6 years a '
TRCT* L 1510 0.61 7 fi t
+ MCID: 3% absolute (TRCT") ow (01510 061) ]Eeweevr\;er 03 in little to no difference in

difference

ESRD development.

AKI development
—not reported

We found no studies and
therefore do not know.
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Overall adverse We found no studies and
events —not reported therefore do not know.

Treatment related
adverse events
—not reported

We found no studies and
therefore do not know.

* The risk in the intervention group (and its 95% confidence interval) is based on the assumed risk in the comparison group and the
relative effect of the intervention (and its 95% Cl).

AKI: acute kidney injury; Cl: confidence interval; CKD: chronic renal disease; DBP: diastolic blood pressure; ESRD: end stage renal
disease; HR: hazard ratio; MCID: minimally clinically important difference; RCT: randomized controlled trial; RR: risk ratio; SBP:
sysstolic blood pressure

GRADE Working Group grades of evidence

High certainty: we are very confident that the true effect lies close to that of the estimate of the effect.

Moderate certainty: we are moderately confident in the effect estimate: the true effect is likely to be close to the estimate of the
effect, but there is a possibility that it is substantially different.

Low certainty: our confidence in the effect estimate is limited: the true effect may be substantially different from the estimate of the
effect.

Very low certainty: we have very little confidence in the effect estimate: the true effect is likely to be substantially different from the
estimate of effect.

Explanations

a. Downgraded by two levels due to study limitations: most information from the included study at some concerns or high risk of randomization
process, deviation from the intended intervention, and selection of the reported result.

* Post-hoc analysis
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Kidney Disease: Improving Global Outcomes (KDIGO) CKD Work Group. KDIGO 2024
Clinical Practice Guideline for the Evaluation and Management of Chronic Kidney
Disease. Kidney Int 2024;105(4S):S117-S314.

Kidney Disease: Improving Global Outcomes Blood Pressure Work Group. KDIGO 2021
clinical practice guideline for the management of blood pressure in chronic kidney
disease. Kidney Int 2021;99(3S):S1-S87.

SPRINT Research Group; Wright JT Jr, Williamson JD, Whelton PK, et al. A
Randomized Trial of Intensive versus Standard Blood-Pressure Control. N Engl J Med
2015;373:2103-2116.

Lewington S, Clarke R, Qizilbash N, Peto R, Collins R; Prospective Studies Collabo-
ration. Age-specific relevance of usual blood pressure to vascular mortality: a meta-
analysis of individual data for one million adults in 61 prospective studies. Lancet
2002;360:1903-1913.

Beddhu S, Chertow GM, Cheung AK, et al.; SPRINT Research Group. Influence of
Baseline Diastolic Blood Pressure on Effects of Intensive Compared With Standard
Blood Pressure Control. Circulation 2018;137:134-143.

Pajewski NM, Berlowitz DR, Bress AP, et al. Intensive vs Standard Blood Pressure
Control in Adults 80 Years or Older: A Secondary Analysis of the Systolic Blood
Pressure Intervention Trial. J Am Geriatr Soc 2020;68:496-504.

Olsen E, Sgraas CL, Schmieder RE, et al.; Valsartan Antihypertensive Long-term Use
Evaluation Trial (VALUE) Investigators. Low Achieved Systolic Blood Pressure Related
to Kidney Protection in Diabetic and Non-Diabetic High-Risk Hypertensive Patients.
Am J Hypertens 2025 in press.
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We suggest, on an individualized basis, using an ACE inhibitor or an ARB, rather
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+

than other antihypertensive drug classes, in elderly patients with CKD to reduce
all-cause and cardiovascular mortality and to slow CKD progression.
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KDIGO 2021 RH3ZE<] B¢ ¥ dIABA A= T 7ok Adgle] 74
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Renin-angiotensin system inhibitor compared to non-renin-angiotensin system inhibitor for elderly patients with chronic kidney

disease

Patient or population: elderly patients with chronic kidney disease
Setting: outpatients

Intervention: RASI

Comparison: non RASI

N2 of Certainty

Anticipated absolute effects

participants of the Relative
Outcomes (studi : effect Risk with non  Risk difference What happens?
studies) evidence (95% ClI) ) . .
Follow-up (GRADE) ° RASI with RASI
Overall mortality (HR) 2 fewer per The evidence is very
« Follow up: 3 years 698 @000 HR 0.99 167 per 1000 1,000 uncertain about the
- MCID: 2% absolute (3RCTs) Very low®®  (0.65 to 1.50) Pers (55 fewerto 73 effect of RASi on overall
difference more) mortality.
(Zl\(er:all mortality 13 more per The evidence is very
( F";“;’ Omc-);S)ears 698 @000 RR108 . . 1000 uncertain about the
VY p: Sy (3RCTs) Very low®®  (0.79to 1.47) Pers (35 fewerto 78  effect of RASi on overall
+ MCID: 2% absolute mor mortalit
difference eI ortalty-
Cardiovascular . .
itv (HR 24 fewer per The evidence is very
m;)rl':a 1ty ) 2)_ 3 498 0000 HR 0.72 88 per 1000 1,000 uncertain about the effect
© OVY up: years (3RCTs) Very low®®  (0.38101.38) Pers (54 fewerto 31  of RASI on cardiovascular
+ MCID: 2% absolute )
more) mortality.

difference
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Cardiovascular

mortality 27 fewer per The evidence is very
(dichotomous) 498 @000 RR 0.70 88 per 1,000 1,000 uncertain about the effect
« Follow up: 2 — 3 years (3RCTs) Very low*  (0.37 t0 1.29) ' (56 fewerto 26 of RASI on cardiovascular
+ MCID: 2% absolute more) mortality.

difference

Cardiovascular

mortality 27 fewer per The evidence is very
(dichotomous) 498 @000 RR 0.70 88 per 1,000 1,000 uncertain about the effect
- Follow up: 2 - 3 years (3RCTs) Very low*  (0.37t0 1.29) ! (56 fewer to 26 of RASi on cardiovascular
+ MCID: 2% absolute more) mortality.

difference

Cardiovascular

disease development 9 fewer per The evidence is very
(dichotomous) 357 @000 RR0.94 147 per 1,000 1,000 uncertain about the effect
« Follow up: 2 - 3 years (2 RCTs) Very low®™®  (0.57 to 1.54) ' (63 fewerto 79  of RASi on cardiovascular
* MCID: 3% absolute more) disease development.
difference

CKD progression The evidence is very
(eGFR) The mean eGFR  MD 2.6 lower .

« Follow up: 3 years 229 .Oo?bc ranged from (15.03 lower to uncertain abc.>ut the

- MCID: 5m/ (2 RCTs) Very low™” 37361039.57 984 higher) effect of .RAS| on CKD
min/1.73mz * progression.
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. .
’\_l 'Of Certainty Relative Anticipated absolute effects
participants of the
Outcomes . . effect - - —— What happens?
(studies) evidence (95% CI) Risk withnon  Risk difference
0
Follow-up  (GRADE) RASI with RASi
CKD progression
(dichotomous) - . )
d din eGER > RR1.20 4 more per The evidence is very
ng/rease ne 88 @000 0 Oé o BT 1,000 uncertain about the
° (1RCT) Very low®” ) pert (19 fewer to effect of RASi on CKD

« Follow up: 3 years 18.58) .
. MCID: 5% absolute 366 more) progression.
difference
CKD progression
(dichotomous) - 10 more ber
serum creatinine g RASi probably results in

levati 15245 o000 RR1.38 25 per 1,000 1,000 little to no difference in
elevation (1RCT)  Moderate® (115t0166) > "o " (4 more to 17 :
- Follow up: 3—6 years E— CKD progression.
+ MCID: 5% absolute
difference

The mean . .

Albuminuri change from MD 1 lower The evidence is very

FoLTIr;\:\;1 822 years &8 000 basel?ne in (3.91 lower to uncertain about the

' 1RCT Very low®” : ffect of RASI

+ MCID: 0.5 mg/day ** ( ) erylow albuminuria was 1.9 higher) erect o ron

6

albuminuria.
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ESRD development 0 fewer per ) )
RASI probably results in
« Follow up: 3—6 years 15245 0000 RR 0.95 1,000 ) P ) J :
a 7 per 1,000 little to no difference in

+ MCID: 3% absolute (1TRCT) Moderate®  (0.64 to 1.41) (2 fewerto 3

. ESRD development.
difference more)
AKI development The evidence is very

RR 3.59 .
« Follow up: 3 years 88 0000 (01510 uncertain about the
- MCID: 3% absolute (1RCT) Very low®"* 8'5 57) effect of RASI on AKI
difference ' development.
AKI development RR 3.59 The evidence is very
« Follow up: 3 years 88 0000 © 15' to uncertain about the
+ MCID: 3% absolute (1RCT) Very low®™* 8'5 67) effect of RASi on AK|
difference ’ development.
Treatment related The evidence is very
58 fewer per )

adverse events RR 0.30 uncertain about the

Foll 3 88 000 (0.03to 83 per 1,000 1,000 effect of RASion

olow up: 3 years (1RCT)  Very low™ ' BErs, (81 fewer t0 132

+ MCID: 3% absolute 2.58) treatment related

difference

more)

adverse events.

*The risk in the intervention group (and its 95% confidence interval) is based on the assumed risk in the comparison group and the
relative effect of the intervention (and its 95% Cl).
AKI: acute kidney injury; Cl: confidence interval; CKD: chronic renal disease; eGFR: estimated glomerular filtration rate; ESRD: end

stage renal disease; HR: hazard ratio; MCID: minimally clinically important difference; MD: mean difference; RASI: renin-angiotensin
system inhibitor; RCT: randomized controlled trial; RR: risk ratio
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GRADE Working Group grades of evidence

High certainty: we are very confident that the true effect lies close to that of the estimate of the effect.

Moderate certainty: we are moderately confident in the effect estimate: the true effect is likely to be close to the estimate of the
effect, but there is a possibility that it is substantially different.

Low certainty: our confidence in the effect estimate is limited: the true effect may be substantially different from the estimate of the
effect.

Very low certainty: we have very little confidence in the effect estimate: the true effect is likely to be substantially different from the
estimate of effect.

Explanations

a. Downgraded by one level due to study limitations: most information from the included study at some concerns or high risk of randomization
process, deviation from the intended intervention, and/or selection of reported results.

b. Downgraded by two levels due to imprecision: wide confidence interval crosses the assumed threshold of clinically important difference or
very rare events.

c. Downgraded by one level due to inconsistency: clinically important heterogeneity.

d. No event in control group

* MCID: from Mayne TJ, Nordyke RJ, Schold JD, Weir MR, Mohan S. Defining a minimal clinically meaningful difference in 12-month estimated
glomerular filtration rate for clinical trials in deceased donor kidney transplantation. Clin Transplant. 2021;35(7):e14326. doi:101111/ctr14326

** MCID: 25% improvement from baseline (control: 2 mg/day)
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Kidney Disease: Improving Global Outcomes Blood Pressure Work Group. KDIGO 2021
clinical practice guideline for the management of blood pressure in chronic kidney
disease. Kidney Int 2021:99(3S):S1-S87.

Ndumele CE, Neeland IJ, Tuttle KR, et al.; American Heart Association. A Synopsis of
the Evidence for the Science and Clinical Management of Cardiovascular-Kidney-
Metabolic (CKM) Syndrome: A Scientific Statement From the American Heart
Association. Circulation 2023;148:1636-1664.

American Diabetes Association Professional Practice Committee. 11. Chronic Kidney
Disease and Risk Management: Standards of Care in Diabetes-2025. Diabetes Care
2025;48:5239-S251.

CHEHAIENSHS], nEQfZ R T2 X & [Internet]. CHEMMASHS], ¢2025 [cited 2025 July 10].
Available from: https://ksn.or.kr/bbs/index.php?page=2&code=guideline_k.
Garcia-Prieto AM, Verdalles U, de José AP, et al. Renin-angiotensin-aldosterone
system blockers effect in chronic kidney disease progression in hypertensive elderly
patients without proteinuria: PROERCAN trial. Hipertens Riesgo Vasc 2024;41:95-103.

Iseki K, Arima H, Kohagura K, et al.; Olmesartan Clinical Trial in Okinawan Patients
Under OKIDS (OCTOPUS) Group. Effects of angiotensin receptor blockade (ARB) on
mortality and cardiovascular outcomes in patients with long-term haemodialysis: a
randomized controlled trial. Nephrol Dial Transplant 2013;28:1579-1589.

Nakamura T, Kanno Y, Takenaka T, Suzuki H; Efficacy of Candesartan on Outcome in
Saitama Trial Group. An angiotensin receptor blocker reduces the risk of congestive
heart failure in elderly hypertensive patients with renal insufficiency. Hypertens Res
2005;28:415-423.

Olsen E, Jamerson K, Schmieder RE, et al. Effects of valsartan vs amlodipine and
achieved lower blood pressure on the incidence of end-stage kidney disease: The
VALUE Trial. Eur J Intern Med 2025;133:55-63.

Howard K, White S, Salkeld G, et al. Cost-effectiveness of screening and optimal

management for diabetes, hypertension, and chronic kidney disease: a modeled
analysis. Value Health 2010;13:196-208.

10. Palmer AJ, Annemans L, Roze S, Lamotte M, Rodby RA, Cordonnier DJ. An economic
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evaluation of irbesartan in the treatment of patients with type 2 diabetes, hypertension
and nephropathy: cost-effectiveness of Irbesartan in Diabetic Nephropathy Trial (IDNT)
in the Belgian and French settings. Nephrol Dial Transplant 2003;18:2059-2066.

Coyle D, Rodby RA. Economic evaluation of the use of irbesartan and amlodipine in
the treatment of diabetic nephropathy in patients with hypertension in Canada. Can J
Cardiol 2004;20:71-9.
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Identification of studies via databases and registers )

Records identified from*
Databases (n = 2046) Records removed before screening:
Registers (n = 30) Duplicate records removed (n = 388)
Crey literatures (n = 2)
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8
=
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o
=
=
c
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o

l l

Records screened (n = 1690) Records excluded** (n = 1677)
o Reports sought for retrieval (n = 13) Reports not retrieved (n = 0)
5
o
O
@ Reports assessed for eligibility (n = 13) Reports excluded:

Wrong population (n = 4)
Wrong intervention (n = 4)
Wrong study design (n = 2)

Studies included in review (n= 3)
Reports of included studies (n = 3)

o
9]
°
=
3]
=
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Date of search: 2025-03-21, DB: Ovid-Medline

No. Searches Results
1 Kidney Diseases/ 91373
2 exp Renal Replacement Therapy/ 243395
3 Renal Insufficiency/ 18524
4 exp Renal Insufficiency, Chronic/ 143501
5  Diabetic Nephropathies/ 31736
6 diabetic kidney disease*tw. 6288
7 diabetic nephropath*tw. 23684
8 exp Hypertension, Renal/ 19883
9 dialysis.tw. 129690
10 (hemodialysis or haemodialysis).tw. 93615
11 (hemofiltration or haemofiltration).tw. 4756
12 (hemodiafiltration or haemodiafiltration).tw. 3571
13 (kidney disease* or renal disease* or kidney failure or renal failure).tw. 280007
14 (ESRF or ESKF or ESRD or ESKD).tw. 24358
15 (CKF or CKD or CRF or CRD).tw. 73955
16 (CAPD or CCPD or APD).tw. 13444
17  (predialysis or pre-dialysis).tw. 5965
18  Uremia/ 19135
19  (uremic or ur?emia).tw. 30909

20 Tor2or3ordor50r6or7or8or9or10or1lori12ori3ori4ori5or 670817

16 or17 or18 or19
21 hypertension/ 268183

22 hypertens*tw kw. 554612

23 ((elev* or high* or rais*) adj3 (arterial pressure or blood pressure or 58611

diastolic pressure or systolic pressure)).tw,kf.

24 ((elev* or high* or rais*) adj3 (bp or dbp or sbp)).tw,kf. 18403

25 21or22or23or24 639133
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exp aged/ or exp geriatrics/ or exp geriatric psychiatry/ or exp geriatric

nursing/ or exp *geriatric psychiatry/ or exp *dental care for aged/ or exp

*health services for the aged/ or (elder* or eldest or frail* or geriatri* or old

age* or oldest old* or senior* or senium or very old* or septuagenarian*

or octagenarian* or octogenarian* or nonagenarian* or centarian* or 3969142
centenarian* or supercentenarian* or older people or older subject* or

older patient* or older age* or older adult* or older man or older men or

older male* or older woman or older women or older female* or older

population* or older person*).ti,ab,kf.

27 20and25and 26 19703
28 exp Sodium Chloride/ 70340
29 Sodium, Dietary/ 9493
30 Diet, Sodium Restricted/ 6596

((sodium or salt) adj5 (low or high or alter* or reduce* or reduction or

31 restrict* or intake* or diet* or increas* or decreas* or change* or changing 121699
or control or regulat* or manag*)).tw.

32 28or29o0r30o0r31 182556

33 27and 32 483

34 exp animals/ not humans.sh. 5319713

35 33not34 480
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Reference list

Included

de Freitas 2020

de Freitas AB, Nicoletto BB, Machado d'Almeida KS, Romano de Medeiros Bastos NM,
Manfro RC, Souza GC. Effects of dietary counseling on sodium restriction in patients with
chronic kidney disease on hemodialysis: a randomized clinical trial. Saudi J Kidney Dis
Transplant 2020;31:604-613.

McMahon 2013

McMahon EJ, Bauer JD, Hawley CM, et al. A randomized trial of dietary sodium restriction in
CKD. J Am Soc Nephrol 2013;24:2096-2103.

Trakarnvanich 2024

Trakarnvanich T, Chailimpamontree W, Kantachuvesiri S, et al. Effect of a low salt diet on the
progression of chronic kidney disease: a prospective, open-label, randomized controlled
trial. J Prim Care Community Health 2024:15:21501319241297766.
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Excluded study

Wrong population
NCT05589428

NCT05589428. Effectiveness of low-salt bread on the total sodium intake in patients with
chronic heart failure and chronic kidney disease (LoSa Pilot Study) Assessed 17 May 2025:
https://clinicaltrials.gov/study/NCT05589428.

Wang 2020a

Wang W, Chonchol M, Seals DR, Nowak KL. Dietary sodium restriction decreases urinary
NGAL in older adults with moderately elevated systolic blood pressure free from chronic
kidney disease. J Investig Med 2020;68:1271-1275.

Wang 2020b

Wang W, Chonchol M, Seals D, Nowak K. Dietary sodium restriction lowers a urinary
biomarker of kidney tubular damage in adults with moderately elevated systolic blood
pressure free from chronic kidney disease. J Investig Med 2020;68:A151-A152.

Saran 2017

Saran R, Padilla RL, Gillespie BW, et al. A randomized crossover trial of dietary sodium
restriction in stage 3-4 CKD. Clin J Am Soc Nephrol 2017;12:399-407.

Wrong intervention
Efremova 2022

Efremova E, Shutov A. Adherence to dietary recommendations by elderly patients with
cardiovascular comorbidity and chronic kidney disease. J Hypertens 2022;40:253.

Kim 2021

Kim HY, Choi HS, Kim CS, et al. Effect of urinary angiotensinogen and high-salt diet on
blood pressure in patients with chronic kidney disease: Results from the Korean cohort
study for outcome in patients with chronic kidney disease (KNOW-CKD). Korean J Intern
Med 2021:36:659-667.

Lee 2017

Lee HS, Lee KB, Hyun YY, Chang Y, Ryu S, Choi Y. DASH dietary pattern and chronic kidney
disease in elderly Korean adults. Eur J Clin Nutr 2017;71:755-761.

Nerbass 2015

Nerbass FB, Pecoits-Filho R, Mcintyre NJ, Shardlow A, Mcintyre CW, Taal MW. Reduction in
sodium intake is independently associated with improved blood pressure control in people
with chronic kidney disease in primary care. Br J Nutr 2015;114:936-942.
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Wrong study design
Imai 2023

Imai N, Sakurada T, Osako K, Shibagaki Y. Twenty-four-hour urinary salt excretion on
admission predicts significant weight loss with seven-day dietary salt restriction in
hospitalized patients with chronic kidney disease: a single-center study. Saudi J Kidney Dis
Transplant 2023;34:111-116.

Vecchi 2021

Vecchi L, Bonomini M, Palumbo R, Arduini A, Borrelli S. Mild sodium reduction in peritoneal
dialysis solution improves hypertension in end stage kidney disease: a case-report study.
BMC Nephrol 2021;22:170.
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CKD progression (eGFR)

Dietary therapy Usual diet Mean Difference Mean Difference
Study or Subgroup _Mean SD Total Mean SD Total Weight IV. Random, 95% CI IV, Random, 95% CI
Trakarnvanich 2024 5277 18.03 99 52.27 1583 95 100.0% 0.50 [-4.27,5.27)
Total (95% Cl) 99 95 100.0%  0.50 [-4.27,5.27]
Heterogeneity: Not applicable -1=D ’5 : é 1=D
Testfor overall effect: Z=0.21 (P =0.84) Favours usual diet Favours dietary therapy

Proteinuria

Dietary therapy Usual diet Mean Difference Mean Difference
tudy or Subgrou Mean D Total Mean D Total Weight [V, Random, 95% ClI IV, Random, 95% CI
Trakarnvanich 2024 1928 21763 99 26475 32813 95 1000% -71.95[15064, 6.74)
Total (95% CI) 99 95 100.0% -71.95[-150.64, 6.74]
e o o b
estior averall effect £=1. e Favours dietary therapy Favours usual diet
Intention-to-treat Unique ID Study ID. Experimental Comparator Outcome Weight DI D2 D3 D4 D5 Overall
KQ2 Trakarnwanich 202: Dietary therapy Usual diet CKD progression (eGFR) 1 ' N BN BN ] @ @ Lowrisk
KQz-1 Trakarnwanich 202: Dietary therapy Usual dist Broteinuris 1 i ' © 0 © @ ! Some concerns
. High risk

D1 Randomisation process
D2  Deviations from the intended intervention
D3  Mising outcome data

D4  Measurement of the outcome

D5 Selection of the reported resuit
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( Identification of studies via databases and registers )

Records identified from*
Databases ( n = 2016) Records removed before screening:
Registers (n =102) Duplicate records removed (n = 477)
Crey literatures (n = 2)
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Records screened (n = 2643) Records excluded** (n = 2620)
,E’ Reports sought for retrieval (n = 23 Reports not retrieved (n = 0)
G
(7]
Reports assessed for eligibility (n = 23) Reports excluded:

Wrong population (n =13)
Wrong study design (n = 1)

Studies included in review (n=7)
Reports of included studies (n = 9)

o
9]
o°
=
3]
£

78



VI. B2=

Date of search: 2025-03-29, DB: Ovid-Medline

No. Searches Results
1 Kidney Diseases/ 91405
2  exp Renal Replacement Therapy/ 243499
3 Renal Insufficiency/ 18529
4 exp Renal Insufficiency, Chronic/ 143608
5  Diabetic Nephropathies/ 31767
6 diabetic kidney disease*tw. 6237
7 diabetic nephropath*tw. 23626
8 exp Hypertension, Renal/ 19883
9 dialysis.tw. 129445
10 (hemodialysis or haemodialysis).tw. 93413
1 (hemofiltration or haemofiltration).tw. 4754
12 (hemodiafiltration or haemodiafiltration).tw. 3565
13 (kidney disease* or renal disease* or kidney failure or renal failure).tw. 279281
14 (ESRF or ESKF or ESRD or ESKD).tw. 24285
15 (CKF or CKD or CRF or CRD).tw. 73660
16 (CAPD or CCPD or APD).tw. 13420
17  (predialysis or pre-dialysis).tw. 5959
18  Uremia/ 19134
19  (uremic or ur?emia).tw. 30861
20 Tor2or3ordor50r6or7or8or9or10or1lori12ori3ori4ori5or 669777

16 or17 or18 or19
21 hypertension/ 268281

22 hypertens*tw, kw. 553405
23 ((elev* or high* or rais*) adj3 (arterial pressure or blood pressure or 58499

diastolic pressure or systolic pressure)).tw, kf.

24 ((elev* or high* or rais*) adj3 (bp or dbp or sbp)).tw,kf. 18330
25 2lor22or23or24 637817

exp aged/ or exp geriatrics/ or exp geriatric psychiatry/ or exp geriatric
nursing/ or exp *geriatric psychiatry/ or exp *dental care for aged/ or exp
*health services for the aged/ or (elder* or eldest or frail* or geriatri* or old
age* or oldest old* or senior* or senium or very old* or septuagenarian*
26 oroctagenarian* or octogenarian* or nonagenarian* or centarian* or 3970338

centenarian* or supercentenarian* or older people or older subject* or
older patient* or older age* or older adult* or older man or older men or
older male* or older woman or older women or older female* or older
population* or older person*).ti,ab,kf.
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27 20and25and 26 19716
28 exp Exercise/ 269532
29 exp Exercise Therapy/ 70096
30 exp Exercise Movement Techniques/ 11445
31 exp Physical Fitness/ 38822
32 (exercise or exercises).tw. 373745
33 kinesiotherap*tw. 309
34 (physical adj2 (rehabilitation* or training or activit* or fitness)).tw. 193309
35 ((resistance or strength or aerobic) adj2 (training or exercise or 49655
program¥*)).tw.
36 28or29o0r300r31or32o0r33or34or35 655344
37 27and 36 510
38 exp animals/ not humans.sh. 5322057
39 37not38 509

Reference list

Included

Bohlke 2022

Bohlke M, Barcellos FC, Santos IS, Mielke Gl, Vargas MM, Hallal PC. Effects of a 16-week
physical training on clinical outcomes in patients with hypertension and chronic kidney
disease: NEPHROS post-trial follow-up. Cad Saude Publica 2022;38:e00061521.

Barcellos FC, Del Vecchio FB, Reges A, et al. Exercise in patients with hypertension and
chronic kidney disease: a randomized controlled trial. J Hum Hypertens 2018;32:397-407.
Barcellos FC, Santos IS, Mielke GI, del Vecchio FB, Hallal PC. Effects of exercise on kidney
function among non-diabetic patients with hypertension and renal disease: randomized
controlled trial. BMC Nephrol 2012;13:90.

Bruinius 2022

Bruinius JW, Hannan M, Chen J, et al; CRIC Study Investigators. Self-reported physical
activity and cardiovascular events in adults with ckd: findings from the CRIC (Chronic Renal
Insufficiency Cohort) Study. Am J Kidney Dis 2022;80:751-761.

Kuo 2022

Kuo CP, Tsai MT, Lee KH, et al. Dose-response effects of physical activity on all-cause
mortality and major cardiorenal outcomes in chronic kidney disease. Eur J Prev Cardiol
2022;29:452-461.
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Otobe 2021

Otobe Y, Yamada M, Hiraki K, et al. Physical exercise improves cognitive function in older
adults with stage 3-4 chronic kidney disease: a randomized controlled trial. Am J Nephrol
2021;52:929-939.

Qu 2022

Qu X, Tong X, Hou X, Zhang J, Hou L, Chen J. Trends in Adherence to Recommended
Physical Activity and Its Association with Mortality and Disease Progression among US
Adults with Chronic Kidney Disease. Am J Nephrol 2022;53:591-602.

Sheshadri 2023

Sheshadri A, Lai M, Hsu FC, et al. Structured moderate exercise and biomarkers of kidney
health in sedentary older adults: the lifestyle interventions and independence for elders
randomized clinical trial. Kidney Med 2023;5:100721.

Thompson 2022

Thompson S, Wiebe N, Stickland MK, et al. Physical activity in renal disease and the effect
on hypertension: a randomized controlled trial. Kidney Blood Press Res 2022;47:475-485.

Excluded study

Wrong study population
Abdelbasset 2022

Abdelbaset WK, Ibrahim AA, Althomali OW, Hussein HM, Alrawaili SM, Alsubaie SF. Effect
of twelve-week concurrent aerobic and resisted exercise training in non-dialysis day on
functional capacity and quality of life in chronic kidney disease patients. Eur Rev Med
Pharmacol Sci 2022;26:6098-6106.

Agustin 2022

Agustin WR, Safitri W, Kurniasari D, Setiyawan S, Murharyati A, Fitriana RN. Intradialytic
Exercise on Changes in Blood Pressure in Chronic Kidney Failure Patients during
Hemodialysis Therapy. Open Access Maced J Med Sci 2022;10:1-5.

Chavez-Mendoza 2020

Chavez-Mendoza C, MANZO-ARELLANO LI, SANTILLAN-CERON A, CASTILLO-JUAREZ
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Guo 2024
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RBR-4ycx6xp

RBR-4ycx6xp. The Effect of Physical Exercise Performed During Hemodialysis on Blood
Pressure, Heart Rate, Oxygenation, Muscle Strength, Fragility and Fatigue of People with
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ShiK, Zhu'Y, Lv J, et al; China Kadoorie Biobank collaborative group. Association of physical
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Wrong study design
Newman 2019

Newman W, Pollard BA, Wingard C, Pariser GL. High intensity interval training improves

kidney function in a patient with chronic kidney disease. Cardiopulm Phys Ther J
2019;31:e24-e25.
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Overall mortality

Exercise Usual care Risk Ratio Risk Ratio
Study or Subgroup  Events Total Events Total Weight M-H. Random, 95% CI M-H. Random, 95% CI
Bruinius 2022 979 2604 574 1110 342% 0.73[0.67,0.79) =
Kuo 2022 400 2794 339 1714 332% 0.72[0.63,0.83] -
Qu 2022 1685 1717 581 2295 325% 0.38[0.32, 0.45] —&
Total (95% CI) 7115 5119 100.0% 0.59 [0.41, 0.85]) -
Total events 1544 1494
Heterogeneity: Tau®= 0.10; Chi*= 56.83, df= 2 (P < 0.00001}); F= 96% sz 0:5 1 i é

Test for overall effect: Z= 2.83 (P = 0.005)

Cardiovascular mortality

Favours exercise Favours usual care

Exercise Usual care Risk Ratio Risk Ratio
Study or Subgroup  Events Total Events Total Weight M-H. Random, 95% CI M-H. Random, 95% CI
Bruinius 2022 269 2238 151 926 57.6% 0.74 [0.61,0.89) -
Qu 2022 36 1717 100 2295 42.4% 0.48[0.33,0.70) ——
Total (95% Cl) 3955 3221 100.0% 0.62 [0.41, 0.93] ~
Total events 305 251 . . .

Heterogeneity: Tau®=0.07; Chi*= 4.06, df=1 (P=0.04), F=75%
Test for overall effect Z=2.29 (P=0.02)

0.2 0.5

1

2

5

Favours exercise Favours usual care
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Cardiovascular disease development

Exercise Usual care Risk Ratio Risk Ratio
Study or Subgroup _ Events Total Events Total Weight M-H, Random, 95% CI M-H. Random, 95% CI
Kuo 2022 284 2794 237 1714 100.0% 0.74 [0.63, 0.86)
Total (95% Cl) 2794 1714 100.0% 0.74 [0.63, 0.86] ¢
Total events 204 237
Heterogeneity. Not applicable 071 1' 1'0 1001

Test for overall effect: = 3.73 (P = 0.0002)

Favours exercise Favours usual care

Testfor overall effect: Z= 0.81 (P=0.42)

CKD progression(eGFR)
Exercise Usual care Mean Difference Mean Difference
Study or Subgroup Mean _SD Total Mean SD Total Weight IV, Random, 95% ClI IV, Random, 95% CI
Bohika 2022 69.8 222 47 B71 238 42 430% 2.70[6.90,12.30] =
Otobe 2021 372 145 23 347 137 21 57.0% 250[-5.83,1083] i
Total (95% Cl) 70 63 100.0% 2.59[-3.71,8.88] "'
Heterogeneity: Tau®= 0.00; Chi*= 0.00, df=1 (P = 0.98); F= 0% '110 5 ) 5 150

Favours usual care Favours exercise



ESRD development
Exercise Usual care Mean Difference Mean Difference
Study or Subgroup _Mean _ SD Total Mean SD Total Weight [V, Random, 95% ClI IV, Random, 95% CI
Bohika 2022 69.8 222 47 B71 238 42 430% 2.70[-6.90,12.30) =
Otobe 2021 37.2 145 23 347 137 21 57.0% 250[-5.83,1083) i
Total (95% Cl) 70 63 100.0% 2.59[-3.71, 8.88] "’
Heterogeneity: Tau®= 0.00; Chi*= 0.00, df=1 (P = 0.98); F= 0% f I - I t
Testf Il effect Z= 0.81 (P = 0.42) 050 5 10
estior overall eiect £=1. o Favours usual care Favours exercise
Intention-to-treat Unique ID Study ID Excperimental Compamtor Outcome Weight DI D2 D3 D¢ D5 Overall
KQ3_1.1 Bohlke 2022 Exergise Usual care Overall mortdity 1 ' . ' . ' . . Low rick
KQ3a 12 Bohlke 2022 Exercize Usual care CKD progression (eGFR) 1 ' . ' . ' . 1 Some concems
KQa_2_1 Otbe 2021 Exercize Usual care CKD progression (eGFR) 1 : r 9 o @ @ @ vk
KQ3 22 Otobe 2021 Exerdise Usual care Overall adverse events 1 ' ' . . . .
Q3 31 Thompson 2024 Exercize Usual care CXD progression (eGFR) 1 ® +r 0 0 @ D1 Randomisation process
K033 2 Thompson 2024 Exercise Usual care Overall adverse events 1 o '+ 0 0O @ DZ  Deviaions from the intended intervention

D3  Missing outcome data
D4  Mezsurement of the outcome

D5  Selection of the reported result
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( Identification of studies via databases and registers )

Records identified from*
Databases ( n = 2982)
Registers (n = 61)
Grey literatures (n = 2)

c
o
e}

@
k3]
5=
S

=

[}
ke]

Additional sources (n=1)

Records removed before screening:
Duplicate records removed (n = 892)

l

l

Records screened (n = 2164)

Records excluded** (n = 2157)

Reports sought for retrieval (n = 7)

Reports not retrieved (n = 0)

Screening

Reports assessed for eligibility (n = 7)

Reports excluded:
Wrong study population (n = 1)

Studies included in review (n= 4)
Reports of included studies (n = 6)

o
[9)
)
=
[
=

Date of search: 2025-03-29, DB: Ovid-Medline

No. Searches Results
1 Kidney Diseases/ 91375
2  exp Renal Replacement Therapy/ 243407
3 Renal Insufficiency/ 18526
4 exp Renal Insufficiency, Chronic/ 143517
5  Diabetic Nephropathies/ 31745
6 diabetic kidney disease*tw. 6295
7 diabetic nephropath*tw. 23689

87



2025 27 7|gte] Lol By ZEY StRjo| et 2 T X[E

8 exp Hypertension, Renal/ 19883
9 dialysis.tw. 129705
10 (hemodialysis or haemodialysis).tw. 93626
11 (hemofiltration or haemofiltration).tw. 4756
12 (hemodiafiltration or haemodiafiltration).tw. 3572
13 (kidney disease* or renal disease* or kidney failure or renal failure).tw. 280080
14 (ESRF or ESKF or ESRD or ESKD).tw. 24359
15 (CKF or CKD or CRF or CRD).tw. 73985
16 (CAPD or CCPD or APD).tw. 13446
17 (predialysis or pre-dialysis).tw. 5966
18  Uremia/ 19135
19 (uremic or ur?emia).tw. 30913
20 Tor2or3ordor5or6or7or8or9or10or1lori2ori3ori4ori5or 670916

16 or17 or18or19

exp aged/ or exp geriatrics/ or exp geriatric psychiatry/ or exp geriatric

nursing/ or exp *geriatric psychiatry/ or exp *dental care for aged/ or exp

*health services for the aged/ or (elder* or eldest or frail* or geriatri* or old

age* or oldest old* or senior* or senium or very old* or septuagenarian*
21 oroctagenarian* or octogenarian* or nonagenarian* or centarian* or 3969853

centenarian* or supercentenarian* or older people or older subject* or

older patient* or older age* or older adult* or older man or older men or

older male* or older woman or older women or older female* or older

population* or older person*).ti,ab,kf.
22 20and 21 145222
23 exp blood pressure/ 316881
24 (blood pressure* or bloodpressure*).tw. 362319
25 23o0r24 522736

((goal? or intensive* or strict* or target* or tight*) adj4 (antihypertensive?
26 or hypertensive? or bp or control or dbp or diastolic or pressure? or sbpor 246508

systolic or treat*)).tw.
27 25and 26 16158
28 22and?27 1036
29 exp animals/ not humans.sh. 5320041
30 28not29 1034
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Reference list

Included
Chavez-lfiguez 2023

Chévez-lfiguez JS, Zaragoza JJ, Camacho-Guerrero JR, et al. Systolic Blood Pressure and
the Risk of Kidney Replacement Therapy and Mortality in Patients with Chronic Kidney
Disease Stages 4-5. Kidney Blood Press Res 2023;48:556-567.

Kurasawa 2023

Kurasawa S, Yasuda Y, Kato S, et al; REACH-J CKD collaborators. Relationship between
the lower limit of systolic blood pressure target and kidney function decline in advanced
chronic kidney disease: an instrumental variable analysis from the REACH-J CKD cohort
study. Hypertens Res 2023;46:2478-2487.

Lewis 2021

SPRINT Research Group; Lewis CE, Fine LJ, Beddhu S, et al. Final Report of a Trial of
Intensive versus Standard Blood-Pressure Control. N Engl J Med 2021;384:1921-1930.
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Olsen E, Jamerson K, Schmieder RE, et al. Effects of valsartan vs amlodipine and achieved
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Excluded study

Wrong study population

Kim 2023

Kim BY, Lee JI, Lee HM, et al. Association of Blood Pressure With Cardio-Renal Events and
Mortality in Type 2 DM: A National Health Insurance Database. J Clin Endocrinol Metab
2023;109:227-236.
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SBP <120 vs. >120 mmHg

Overall mortality

{0 1070 [aialc ke G20T

Hazard Ratio Hazard Ratio
Study or Subgroup log[Hazard Ratio] SE_Weight IV. Random, 95% ClI IV, Random, 95% CI
Chavez-Lniguez 2023 09676 065343 1000%  0.38[0.11,1.32] W
Total (95% CI) 100.0% 0.38[0.11,1.32] e Oj
Heterogeneity. Not applicable :ﬂ 01 0:1 1"0 100: %E'
Testfor overall effect Z=1.53 (P =013) Favours SBP < 120mmHg Favours SBP > 120mmHg ?&
]
10
et
ESRD development (KRT) [54
SBP <120mmHg  SBP > 120mmHg Risk Ratio Risk Ratio rrui
Study or Subgroup Events Total Events Total Weight M-H, Random, 95% CI M-H, Random, 95% CI m
Chavez-Lhiguez 2023 ) 62 28 213 100.0% 0.98 [0.47, 2.04] Pal
1)as
Total (95% ClI) 62 213 100.0% 0.98 [0.47, 2.04]
Total events g 28

Heterogeneity: Not applicable P H

PRiC _ 0.01 0.1 1 10 100
Testfor overall effect 2=0.05 (P =0.36) Favours SBP < 120mmHg Favours SBP > 120mmHg
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SBP <120 vs. >120 mmHg

CKD progression (composite renal outcome)

SBP <120mmHg  SBP < 140mmHg Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H, Random, 95% ClI M-H, Random, 95% CI
Lewis 2023 17 1330 16 1316 100.0% 1.05[0.53, 2.07]
Total (95% Cl) 1330 1316 100.0% 1.05[0.53, 2.07]
Total events 17 16
Heterageneity: Not applicable I t f t i
. _ oo 0.1 1 10 100
Test for overall effect. Z=0.14 (P = 0.89) Favours SBP < 120mmHg Favours SBP = 140mmHg
Albuminuria
SBP <120mmHg  SBP < 140mmHg Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H. Random. 95% Cl M-H, Random, 95% CI
Lewis 2023 64 1330 85 1316 100.0% 0.75(0.54,1.02] .
Total (95% ClI) 1330 1316 100.0% 0.75[0.54,1.02] L 4
Total events 64 a5
Heterogeneity: Not applicable b1 o1 " 100

Test for overall effect: Z=1.83 (P =0.07)

Favours SBP < 120mmHg Favours SBP = 140mmHg



Risk Ratio
M-H. Random, 95% CI

ESRD development (KRT)
SBP <120mmHg  SBP < 140mmHg Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H. Random, 95% ClI
Lewis 2023 7 1330 10 1316 100.0% 0.69 [0.26,1.81]
Total (95% Cl) 1330 1316 100.0% 0.69 [0.26, 1.81]

Total events 7 10
Heterogeneity: Not applicable
Test for overall effect: Z=0.75 (P = 0.45)

SBP <130 vs. >130 mmHg

CKD progression (composite renal outcome)

1

—iF

-ﬂ—- | |

0.2 05 1 2 5

SBP <130mmHg SBP = 130mmHg Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H. Random, 95% CI
Olsen 2025 86 5036 334 8766 100.0% 0.45[0.35, 0.57]
Total (95% ClI) 5036 8766 100.0% 0.45 [0.35, 0.57]
Total events a6 334

Heterogeneity: Not applicable
Testfor overall effect 2= 6.71 (P < 0.00001)

0.1 10
Favours SBP < 120mmHg Favours SBP < 140mmHg
Risk Ratio
M-H, Random. 95% CI
<>
0.05 0.2 5 20

Favours SBP < 130mmHg Favours SBP = 130mmHg
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ESRD development (time to event)

Hazard Ratio Hazard Ratio
Study or Subgroup _ log[Hazard Ratio] SE Weight V. Random, 95% CI |V, Random, 95% CI
Qlsen 2025 -1.27 0.36 100.0% 0.281[0.14,057) —._
Total (95% Cl) 100.0%  0.28 [0.14,0.57] -
Heterogeneity: Not applicable ; t f 1
e _ 0.01 0.1 10 100
Testfor overall sffect Z= 3.53 (P = 0.0004) Favours SBP < 130mmHg Favours SBP = 130mmHg
ESRD development (dichotomous)
SBP <130mmHg  SBP = 130mmHg Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H. Random, 95% CI M-H, Random, 95% CI
Olsen 2025 9 5036 73 8766 100.0% 0.21 [0.11, 0.43] —F
Total (95% CI) 5036 8766 100.0% 0.21 [0.11,0.43] “‘
Total events ] 73
Heterogeneity: Not applicable ; l t =
_ 0.0 01 1 10 100
Test for overall effect Z= 4.36 (P = 0.0001) Favours SBP Favours SBP = 130mmHg
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4) KQ5 =2l ZHEZEE 2t

7}(60 vs. 80 mmHg)?

7|24 60 mmHg 027K == 20| AFYE, A2 AFYE 3 2HISEYE ofst UX[of =30 &=

DBP <85 vs. >85 mmHg

CKD progression
Hazard Ratio Hazard Ratio
Study or Subgroup  log[Hazard Ratio] SE Weight IV, Random, 95% Cl [V, Random, 95% CI
Olsen 2025 -1.27 0.36 100.0% 0.28[0.14,057)
Total (95% Cl) 100.0%  0.28 [0.14,0.57] i
Heterogeneity: Not applicable 0.01 01 H 10 100

Testfor overall effect Z= 3.53 (P= 0.0004) Favours SBP < 130mmHg Favours SBP = 130mmHg

ESRD development (time to event)

Hazard Ratio Hazard Ratio
Study or Subgroup  log[Hazard Ratio] SE Weight IV, Random, 95% Cl IV, Random, 95% CI
Olsen 2025 -0.78 0.29 100.0% 0.46 [0.26, 0.81) _._
Total (95% Cl) 100.0% 0.46 [0.26, 0.81] -
Heterogeneity: Not applicable lD.l]1 071 1'0 10[1‘

Testfor overall effect: Z=2.69 (P = 0.007) Favours DBP < 85mmHg Favours DBP = 85mmHg
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ESRD development (dichotomous)

Risk Ratio

DBP < 85mmHg DBP = 85mmHg Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H. Random, 95% CI M-H. Random, 95% ClI
Olsen 2025 62 11260 20 2530 100.0% 0.70[0.42,1.15) :.'
Total (95% Cl) 11260 2530 100.0% 0.70 [0.42,1.15] -
Total events 62 20
Heterogeneity: Not applicable ; f f |
e _ 0.01 0.1 1 10 100
Test for overall effect Z=1.41 (P = 0.16) Favours DBP Favours DBP = 85mmHg
SBP/DBP <135/85 vs. >135/85 mmHg
CKD progression (composite renal outcome)
SBP/DBP < 135/85mmHg  SBP/DBP = 135/85mmHg Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H, Random, 95% CI M-H. Random, 95% C|
Olsen 2025 84 4683 338 3117 100.0% 0.49[0.38,0.62]
Total (95% CI) 4683 9117  100.0% 0.49 [0.38, 0.62] >
Total events 84 336 ‘ ) ' .
0.05 0.2 1 5 20

Heterogeneity: Not applicable
Test for overall effect Z=5.97 (P < 0.00001)
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Favours SBP/DBP<135/85 Favours SBP/DBP=135/85



ESRD development (time to event)

Hazard Ratio Hazard Ratio
Study or Subgroup log[Hazard Ratio] SE Weight [V, Random, 95% CI IV. Random, 95% ClI
Olsen 2025 -1.2 0.36 100.0% 0.30[0.15,0.61) f
Total (95% CI) 100.0% 0.30 [0.15, 0.61] “.‘

Heterogeneity: Mot applicable
Testfor overall effect: Z=3.33 (P = 0.0009)

SBP/DBP <135/85 vs. >135/85 mmHg

CKD progression (composite renal outcome)

0.01 01

i 10 1

Favours SBP/DBP<135/85 Favours SBP/DBP=135/85

Risk Ratio
M-H. Random, 95% CI

00

SBP/DBP < 135/85mmHg  SBP/DBP = 135/85mmHg Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H, Random. 95% CI
Olsen 2025 g 4698 73 9104 100.0% 0.24[0.12,0.48]
Total (95% CI) 4698 9104 100.0% 0.24[0.12,0.48]
Total events 9 73

Heterogeneity: Not applicable
Test for overall effect Z= 4.06 (P < 0.0001)

Intention-to-reat  Unique 1D Study ID Experimental Comparator Outcome
KQ4 511 Lews 2021 Intensive BP control (SBStandard BP contrel (SBPCKD progression
KQA 512  Lews 2021 Intensive BP control (SBStandard BP control (SBP Albuminuria
KQ4 521  Oken 2025 Intensive BP control (SBStandard BP contrel (SBPCKD progression
KQ4 522  Oken 2025 Intensive BP control (SBStandard BP control (SBP ESAD development

e

01 1 1
FavoursSBP/DBP Favours SBP/DBP=135/85m

D3 D4 D5 Overal

00 O 0 =
@ @ ©@ O 1 sorewnens
e @ @w=
ee O

D1 Randomization process

D2  Deviaions from the intended intervention

D3 Missing outcome data
D4  Measurement of the outcome

D5 Selection of the reported result

100
mHg
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AHHE AAHH [ACE] = K| 2EIMI=ERIKHHH|

20l Bl MUE, MP2A AYE 3L 2Hd3

EIAAARIHI(RAS]) (QHX| QEIAIT St A I H|KI[ACE]

— =
E 722

EE= QX QB HIXITHHI[ARB]) vs. CHE geforg]?
( Identification of studies via databases and registers )

c
K]
=1
©
L
=
=]
=
[}
k=)

Screening

°
[}
°
=
3}
=

Records identified from*
Databases (n = 3961)
Registers (n =63)
Grey literatures (n=2)

N Records removed before screening:
Duplicate records removed (n = )

l

l

Records screened ( n = 3365)

Records excluded** (n = 3350)

Reports sought for retrieval (n = 15)

Reports not retrieved (n = 0)

Reports assessed for eligibility (

n =15) Reports excluded:

Wrong study design (n =7)
Wrong population ( n=2)
Wrongitervention (n=1)

Reports of included studies (n

Studies included in review (n=5)

=5)

Date of search: 2025-03-29, DB: Ovid-Medline

No. Searches Results
1 Kidney Diseases/ 91384
2 exp Renal Replacement Therapy/ 243437
3 Renal Insufficiency/ 18528
4 exp Renal Insufficiency, Chronic/ 143561
5 Diabetic Nephropathies/ 31760
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6 diabetic kidney disease*tw. 6280
7  diabetic nephropath*tw. 23671
8 exp Hypertension, Renal/ 19883
9 dialysis.tw. 129689
10 (hemodialysis or haemodialysis).tw. 93620
1 (hemofiltration or haemofiltration).tw. 4756
12 (hemodiafiltration or haemodiafiltration).tw. 3572
13  (kidney disease* or renal disease* or kidney failure or renal failure).tw. 279947
14 (ESRF or ESKF or ESRD or ESKD).tw. 24354
15 (CKF or CKD or CRF or CRD).tw. 73912
16 (CAPD or CCPD or APD).tw. 13439
17 (predialysis or pre-dialysis).tw. 5966
18  Uremia/ 19135
19 (uremic or ur?emia).tw. 30904
20 lTor2or3ordor5or6or7or8or9or10or1lori2ori3ori4ori5or 670736

16 or17 or18or19
21 hypertension/ 268224
22 hypertens*tw kw. 554441
23 ((elev* or high* or rais*) adj3 (arterial pressure or blood pressure or 58589

diastolic pressure or systolic pressure)).tw,kf.
24 ((elev* or high* or rais*) adj3 (bp or dbp or sbp)).tw,kf. 18390
25 21or22or23or24 638937

exp aged/ or exp geriatrics/ or exp geriatric psychiatry/ or exp geriatric

nursing/ or exp *geriatric psychiatry/ or exp *dental care for aged/ or exp

*health services for the aged/ or (elder* or eldest or frail* or geriatri* or old

age* or oldest old* or senior* or senium or very old* or septuagenarian*
26 oroctagenarian* or octogenarian* or nonagenarian* or centarian* or 3970329

centenarian* or supercentenarian* or older people or older subject* or

older patient* or older age* or older adult* or older man or older men or

older male* or older woman or older women or older female* or older

population* or older person*).ti,ab kf.
27 20and25and 26 19716
28 exp Angiotensin-Converting Enzyme Inhibitors/ 48638
29 angiotensin converting enzyme inhibit*tw. 23767
30 (ACE or ACE1 or ACEI or ACE-I or ACEs).tw. 50299
31 captopril tw. 120M
32 enalapril.tw. 7049
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33 fosinopril.tw. 571
34 lisinopril.tw. 2829
35 perindopril.tw. 2151
36 ramipril.tw. 2518
37 quinapril.tw. 768
38 benazepril.tw. 813
39 cilazapril.tw. 560
40 trandolapril.tw. 660
41 spirapril.tw. 136
42 delapril. tw. 145
43  moexipril.tw. 103
44 zofenopril tw. 201
45 imidapril.tw. 274
46 Alacepril.tw. 84
47 Temocapril.tw. 171
48 28 0r29o0r300r310or32o0r33or34or350r36or370r38or39or40 93313
or4lord2ord3orddord5ord6ord7
49 exp Angiotensin Il Type 1 Receptor Blockers/ 20763
50 Receptors, Angiotensin/ai [Antagonists & Inhibitors] 0
51 angiotensin Il receptor blocker*tw. 4447
52 (ARBor ARBs).tw. 10079
53 candesartan.tw. 3027
54  eprosartan.tw. 372
55 irbesartan.tw. 2015
56 losartan.tw. 9771
57 olmesartan.tw. 1766
58 telmisartan.tw. 2775
59 valsartan.tw. 5605
60 azilsartan.tw. 308
61 Fimasartan.tw. 130
62 49 or500r51or52or53or54or55or56or57or58or59 or60 or 61 37356
63 48o0r62 116078
64 27and 63 1950
65 randomized controlled trial.pt. 634380
66 controlled clinical trial.pt. 95682
67 randomized.ab. 687142
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68 placebo.ab. 257633
69 drug therapy.fs. 2794580
70 randomly.ab. 457166
71  trial.ab. 747016
72 groups.ab. 2835773
73 650r660r670r68or69or70o0r71or72 6253232
74 exp animals/ not humans.sh. 5320597
75 73not74 5481114
76 64and75 1426
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Iseki 2013
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controlled trial. Nephrol Dial Transplant 2013;28:1579-1589.
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423.

Olsen 2025
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Intern Med 2025;133:55-63.
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Wrong study design
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Wrong population

Abuhasira 2025

Abuhasira R, Burrack N, Turjeman A, Patt YS, Leibovici L, Grossman A. Comparative
Analysis of First-Line Antihypertensive Treatment Classes. Am J Med 2025;13:449-457.
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Wrong intervention

Tong 2006

Tong PC, Ko GT, Chan WB, et al. The efficacy and tolerability of fosinopril in Chinese type 2
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Overall mortality (HR)

Hazard Ratio Hazard Ratio
Study or Subgroup  log[Hazard Ratio] SE Weight IV, Random, 95% CI IV, Random, 95% CI
Garcia-Prieto 2024 01906 08445 6.2% 1.21[0.23,6.33]
Iseki 2013 -0.0305 0.2284 B853% 0.97 [0.62,1.52]
Nakamura 2005 0.0488 0.7257 8.5% 1.05[0.25, 4.35)
Total (95% CI) 100.0% 0.99 [0.65, 1.50]

Heterogeneity: Tau®= 0.00; Chi*=0.07, df= 2 (P=097); F= 0% I

Test for overall effect: Z=0.05 (P = 0.96) 0. Fnal\lours RASI 1 Favours n;g RASI 100

Overall mortality (dichotomous)

RASI Non RASI Risk Ratio Risk Ratio
Study or Subgroup  Events Total Events Total Weight M-H. Random, 95% CI M-H. Random, 95% CI
Garcia-Prieto 2024 3 40 3 48  4.2% 1.20[0.26, 5.62]
lseki 2013 56 235 52 234 904% 1.07[0.77,1.49)
Makamura 2005 4 69 4 72 55% 1.04 [0.27, 4.01] -
Total (95% CI) 344 354 100.0% 1.08 [0.79, 1.47] ’
Total events 63 59 ) ) )

Heterogeneity: Tau®= 0.00; Chi*= 0.02, df= 2 (P= 099, F=0% !

Test for overall effect: Z=0.45 (P = 0.65) 0.01 Fgcfours RASI ! Favours n;g RASI 100



Cardiovascular mortality (HR)

Hazard Ratio

Hazard Ratio

Study or Subgroup _log[Hazard Ratio] SE_Weight IV, Random, 95% CI IV, Random, 95% CI

Garcia-Prieto 2024 01823 14283 53%  1.20[0.07,19.72]

Makamura 2005 0.0488 07257 20.4% 1.05[0.25, 4.35) SR

Ruggenenti 2021 -0.46 038 74.4% 0.63[0.30,1.33] —

Total (95% Cl) 100.0% 0.72 [0.38, 1.38] q'

Heterogeneity: Tau®= 0.00; Chi*= 052, df= 2 (P = 0.77); F= 0% ) 0*1 : 1*0 1 nul

Test for overall effect: Z2=0.98 (P = 0.33) Fa;vours RASi Favours non RASi
Cardiovascular mortality (dichotomous)

RASI Non RASI Risk Ratio Risk Ratio

Study or Subgroup __ Events Total Events Total Weight M-H, Random, 95% CI M-H, Random, 95% CI

Garcia-Prieto 2024 1 40 1 48 51% 1.20[0.08, 18.58)

Nakarnura 2005 4 B9 4 72 211% 1.04 [0.27, 4.01) S

Ruggenenti 2021 11 140 17 129 73.8% 0.60[0.28,1.22] —

Total (95% CI) 249 249 100.0% 0.70 [0.37, 1.29] -

Total events 16 22

Heterogeneity: Tau®= 0.00; Chi*= 0.68, df= 2 (P=0.71); F=0% u‘f1 1 1:u 1nu:

Test for overall effect Z=1.15 (P = 0.25)

Favours RASI Favours non RASI

o7 [aiAlc e 20T
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Cardiovascular disease development (HR)

Risk Ratio Risk Ratio
Study or Subgroup log[Risk Ratio] SE Weight [V, Random, 95% ClI IV, Random, 95% CI
Ruggenenti 2021 -0.07 0.29 100.0% 0.93[0.53,1.65)
Total (95% ClI) 100.0% 0.93 [0.53, 1.65]
Heterogeneity: Not applicable I 1 ' t 1
i _ 0.01 0.1 1 10 100
Test for overall effect Z=0.24 (P=0.81) Favours RASI Favours non RAS
Cardiovascular disease development (dichotomous)
RASI Non RASI Risk Ratio Risk Ratio
Study or Subgroup _ Events Total Events Total Weight M-H, Random, 95% ClI M-H, Random, 95% CI
Garcia-Prieto 2024 3 40 2 48 8.2% 1.80[0.32,10.25)
Ruggenenti 2021 23 140 24 129 91.8% 0.88[0.53,1.48)
Total (95% CI) 180 177 100.0% 0.94 [0.57, 1.54]
Total events 26 26
?etﬂogenemflil T;UT_:?PE; ;Jahl;iﬂdﬁ?ﬁlé df=1{P=044),F=0% '0.01 Uf1 1- 1.0 1DD'
estfor overall effect. 2= 0.26 (P = 0.79) Favours RASi Favours non RASI



CKD progression (eGFR)

RASI Non RASI Mean Difference
Study or Subqroup Mean SD Total Mean SD Total Weight IV, Random, 95% CI

Mean Difference
IV, Random, 95% CI

Garcia-Prieto 2024 -43 11 40 46 04 48 503% -8.90[9.26,-8.54]
Nakarmura 2005 41.25 596 69 3746 6.28 72 497% 3.7911.77,5.81]

Total (95% ClI) 109 120 100.0% -2.60[-15.03,9.84]

Heterogeneity: Tau®= 79.97, Chi*=146.91, df=1 (P = 0.00001); F= 99%
Test for overall effect Z=0.41 (P = 0.68)

Albuminuria

Mean Difference

Garcia-Prieto 2024 5 6625 40 6 7.3

Total (95% CI) 40
Heterogeneity: Not applicable
Test for overall effect 2= 0.67 (P = 0.50)

O
.

48 100.0%  -1.00[-3.91,1.91]

48 100.0% -1.00[-3.91,1.91]

200 0 0 10 20
Favours non RASI Favours RASI

Mean Difference
IV. Random, 95% CI

40 5 0 & 10
Favours RASI Favours non RASI

o7 [aiAlc e 20T
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CKD progression (dichotomous)

RASI Non RASI Risk Ratio Risk Ratio
Study or Subgroup _ Events Total Events Total Weight M-H. Random. 95% ClI M-H. Random, 95% CI
1.8.1 Decreased in eGFR > 50%
Garcia-Prieto 2024 1 40 1 48  0.4% 1.20[0.08, 18.58)
Subtotal (95% ClI) 40 48 0.4% 1.20 [0.08, 18.58] *
Total events 1 1

Heterogeneity: Not applicable
Test for overall effect: Z=0.13 (P = 0.90)

1.8.2 Probably serum creatinine elevation

Olsen 2025 264 7649 190 7596 99.6% 1.38[1.15,1.66) ,
Subtotal (95% CI) 7649 7596 99.6% 1.38 [1.15, 1.66)
Total events 264 190

Heterogeneity: Not applicable
Test for overall effect: Z= 3.43 (P = 0.0006)

Total (95% CI) 7689 7644 100.0% 1.38 [1.15, 1.66] ¢

Total events 265 191

Heterogeneity: Tau®= 0.00; Chi*= 0,01, df= 1 (P= 0.92); F= 0% :n o1 011 ] 110 1nn:
Test for overall effect: Z= 3.44 (P = 0.0006) : Favours RASi Favours non RASi

Test far subaroun differences: Chi*=0.01_df=1 P=092). F=0%



ESRD development
RASI Non RASI Risk Ratio Risk Ratio
Study or Subgroup  Events Total Events Total Weight M-H. Random, 95% CI M-H, Random, 95% CI
Olsen 2025 47 7596 50 7649 100.0% 0.95[0.64, 1.41]
Total (95% CI) 7596 7649 100.0% 0.95 [0.64, 1.41]
Total events 47 50
Heterogeneity: Not applicable I t - t i
o _ 0.01 0.1 1 10 100
Test for overall effect Z=0.27 (P=0.79) Favours RASI Favours non RASI
AKI development
RASI Non RASI Risk Ratio Risk Ratio
Study or Subgroup  Events Total Events Total Weight M-H. Random, 95% CI M-H, Random, 95% CI
Garcia-Prieto 2024 1 40 1] 48 100.0% 3.59[0.15, 85.67] .
Total (95% CI) 40 48 100.0% 3.59 [0.15, 85.67] e —
Total events 1 0
Heterogeneity: Not applicahle '0.01 0f1 1 1-0 100'

Testfor overall effect: Z=0.79 (P = 0.43)

Favours RASI

Favours non RASI

o7 [aiAlc e 20T
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Treatment related adverse events

RASI Non RASI Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H. Random, 95% CI M-H. Random. 95% ClI
Garcia-Prieto 2024 1 40 4 48 100.0% 0.30[0.03, 2.58] -

Total (95% CI) 40 48 100.0% 0.30 [0.03, 2.58] e

Total events 1 4
Heterogeneity: Not applicable
Test for overall effect Z=110(P=0.27)

1 1 1 1
0.01 0.1 1 10 100
Favours RASI Favours non RASI

Intention-to-treat Unique 1D Stdy ID Experimental Comparator Outcome Weight DI D2 D3 D4 DS Overall

KQ6_1_1 Garcia-Pristo 2024 RASI (ACE) Non RASi fnon ACED  Overall mortaity 1 . r @ 0 . ® Lownsk

XQ6_1.2 Garca-Prieto 2024 RASI (ACE) Non RASi (non ACE])  Cardiovacular mortality 1 . ' . . . . | Some concems

KQ6_1 3 Garcia-Pristo 2024 RASI (ACE) Non RASi fnon ACED  Cardiovascular dizeass development 1 . N ] . [ ] . . High risk

XQ6_1 4 Garcia-Prieto 2024 RASI (ACE) Non RASi (non ACE)  CKD progression 1 . R B BN ] .

XQ6_1.5 Garda-Prieto 2024 RASI (ACE) Mon RASI (non ACE)  AKl development 1 . ' . . . ' D1 Randomisation process

0516 Garca-Pristo 2024 RASH (ACE) Non RASi (non ACE)  Overall adverse events 1 ® +r 06 0O . D2  Devistions from the intended interventon

XQ6_1.7 Garda Pricto 2024 RASI (ACE) Non RASi {non ACE)  Treatment related adverse events 1 . r @ . ® . D3 Mising cutcome data

XQ6_2 1 Iseki 2013 RAST (ARE) Non RAS Overall mortdity 1 ' r 0 @ @ D4 Measurement of the cutcome

KQ6_2 2 Iseki 2013 RASH (ARB) Non RASI Cardiovascular morality 1 ' ' . . . @ D5  Selecrion of the reponted resub

KQ6_2.3 Izeki 2013 RASi (ARB} Non RASI Cardiovascular dizease development 1 ' r ® 0 @ @

Q6 2.4 Iseki 2013 RASi (ARB} Non RASE Overal adverse event 1 ' ' . ® © @

KQ6_3_1 Nakamura 2005 RASI (ARB} Non RASI Overall mortaity 1 ' r 9 0 @

XQ6_3.2 Nakamura 2005  RASE (ARB) Non RASE Cardiovascular mortality 1 ' ' . ' ' @

G633 Nakamwra2005  RASI (ARE) Nen RASi Cardiovascular disease development 1 ' r @ v ©

Q634  Nakamwa 2005  RASI (ARB) Nen RASI CKD progression 1 ' : @ @ + O

¥QE 35 Nakamura 2005 RASE (ARB} Non RAS Overal adverse evems 1 v ' 9 0 @

XQ6_4 1 Oisen 2025 RASi (ARB) Non RASi (CCB) CKD progression 1 ' 9 0 0 © @

Q6 4.2 Olsen 2025 RASI (ARB} Non RASi (CCB) ESRD development 1 A BN BN BN ] @

KQ6_5. 1 Ruggenenti 2021 RASE Non-RAS Cardiovascular mortality 1 ' ' . . . @

KQ6_5.2 Ruggenenti 2021 RASI Men-RAS Cardiovascular disease development 1 ' 1l . . . @

¥QE 5.3 Ruggenenti 2021 RASi Non-RAS Overall adverse events 1 ' ' . . . @ 5
T
Jfu
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2.H|2 D2|X0}(Cost PRISMA)

Records identified through
database searching

Identification

Screening

o
()
°
=)
(3]
=

110

KQ2 (n =146)

KQ 3 and 4 (n = 305) Additional records identified

KQ 5 (n = 201) through other sources
KQ6 (n = 248) (n=0)

Records after duplicates removed
KQ 2 (n=146)
KQ 3 (n=305)
KQ 4 and 5 (n = 200)
KQ 6 (n =248)

l

Records screened
KQ 2 (n =146)
KQ 3 (n = 305)

KQ 4 and 5 (n = 200)
KQ 6 (n =248)

Records excluded
KQ 2 (n =145)
KQ 3 (n=304)

KQ 4 and 5 (n=193)
KQ 6 (n=237)

J

= Full-text articles assessed for eligiblity
:-% KQ2(n=1)
i KQ3(n=1)
KQ4and5(n=7)
KQ6 (n=11)

Records excluded
KQ 2 (n=0)
KQ 3 (n=0)

KQ4and5(n=6)
KQ6 (n=7)

J

Cost: study included in qualitative synthesis
KQ2(n=1)
KQ3(n=1)
KQ4and5(n=1)
)




Cost search filter

Date of search: 2025-03, DB: Ovid-Medline

No. Search Results
1 Economics/

2 "costs and cost analysis"/

3 Cost allocation/

4 Cost-benefit analysis/

5 Cost control/

6 Cost savings/

7  Costofilness/

8 Cost sharing/

9 "deductibles and coinsurance"/
10  Medical savings accounts/

1 Health care costs/

12 Direct service costs/

13 Drug costs/

14 Employer health costs/

15  Hospital costs/

16 Health expenditures/

17 Capital expenditures/

18  Value of life/

19  Exp economics, hospital/

20  Exp economics, medical/

21 Economics, nursing/

22 Economics, pharmaceutical/
23  Exp "fees and charges"/

24 Exp budgets/

25  (low adj cost).mp.

26 (high adj cost).mp.

27  (health?care adj cost$).mp.

28  (fiscal or funding or financial or finance).tw.
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29  (cost adj estimate$).mp.

30 (cost adj variable).mp.

(
(

31 (unit adj cost$).mp.
(

32 (economic$ or pharmacoeconomic$ or price$ or pricing).tw.
33  or/1-32
Included

1) Estimated Impact of Achieving the Australian National Sodium Reduction Targets on
Blood Pressure, Chronic Kidney Disease Burden and Healthcare Costs: A Modelling
Study

2) Applicability and cost-effectiveness of the Systolic Blood Pressure Intervention Trial
(SPRINT) in the Chinese population: A cost-effectiveness modeling study

3) The cost-effectiveness of irbesartan in the treatment of hypertensive patients with type
2 diabetic nephropathy

4) Cost-effectiveness of screening and optimal management for diabetes, hypertension,
and chronic kidney disease: A modeled analysis

5) An economic evaluation of irbesartan in the treatment of patients with type 2 diabetes,
hypertension and nephropathy: cost-effectiveness of Irbesartan in Diabetic Nephropathy
Trial (IDNT) in the Belgian and French settings

6) Economic evaluation of the use of irbesartan and amlodipine in the treatment of diabetic
nephropathy in patients with hypertension in Canada

12



3. Xt Mz & o2|=x0f(Preference PRISMA)

Records identified through
database searching

KQ2(n=187)
KQ 3 (n = 546) Additional records identified
KQ 4 and 5 (n = 251) through other sources
KQ6(n=243) (n=0)
S
3
£ Records after duplicates removed
é KQ2(n=187)
- KQ 3 (n=545)
KQ 4 and 5 (n = 250)
KQ 6 (n = 243)
) I
'g Records screened Records excluded
g KQ 2 (n=187) KQ2 (n=184)
2] KQ 3 (n = 545) — KQ 3 (n=542)
KQ 4 and 5 (n = 250) KQ 4 and 5 (n = 246)
KQ 6 (n =243) KQ 6 (n=238)
= Full-text articles assessed for eligiblity Records excluded
a KQ2(n=3) KQ2(n=2)
= KQ3(n=3) — KQ 3 (n=3)
KQ4and5 (n=4) KQ4and5 (n=4)
KQ6 (n=5) KQ6 (n=5)
Patient preference: study included in
3 qualitative synthesis
E KQ2(n=1)
2 KQ3(n=0)
KQ4and5(n=0)
KQ6 (n=0)

113
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Preference search filter

Date of search: 2025-03, DB: Ovid-Medline

No. Search Results

1 exp Consumer Participation/

5 ((patient$ or consumer$) adj3 (participat$ or decisi$ or
decid$)).ti,ab.

3 Patient Acceptance of Health Care/

4 exp attitude to health/

5 consumer satisfaction/

6 exp *Consumer Satisfaction/

7 Patient Preference/

8 patient-focused.ti,ab.

9 patient-centered.ti,ab.

10  patient-centred.ti,ab.

1 (patient adj3 (attitude$ or preference$)).ti,ab.

12 patient satisfaction.ti.

13 cooperative behavior/

14 exp self-efficacy/

15 self-efficacy.ti,ab.

16 exp adaptation, psychological/

17 coping.ti,ab.

18 ("self-perception" or "self-concept").ti,ab.

19  exp health education/

20  patient education as topic/

21 exp attitude to health/

22 health knowledge, attitudes, practice/

23 informed choice.ti,ab.

24 shared decision making.ti,ab.

25  empowerment.tw.

26 ("focus group" adj3 (patient$ or parent$ or famil$ or
spouse$)).ti,ab.

27  *'Quality of Life"/

28  Quality of Life/px [Psychology]

29  (QoL or "quality of life").ti.

30  personal autonomy/

31 self concept/

32  Consumer Advocacy/

14



=

33 freedom/

34  needs assessment/

35 patient advocacy/

36  self-help groups/

37 life change events/

38 attitude to death/

39 patient-centered care/

40  exp professional-patient relations/

41 self care/

42  self-management.ti.
((patient$ or consumer$ or parent$ or famil$ or spouse$)

43  adj (attitude$ or involvement or desir$ or perspective$ or
activation or view$ or preference$)).ti,ab.

44 expert patient.ti,ab.

45  or/1-44

46  exp decision making/

47  exp communication/

48  stress, psychological/

49  emotions/

50 vignette*ti,ab.

51 or/46-50

52  exp Patients/px [Psychology]

53  (patient$ or consumer$).ti.

54 or/52-53

55 bland 54

56  focus group$.ti,ab.

57  focus groups/

58 narration/

59 qualitative.ti.

60 or/56-59

61 45o0r550r60

Included

Health beliefs related to salt-restricted diet and associated factors in patients on

hemodialysis

115
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@ 120 mmHg 0|2t
@ 130 mmHg 0|2t
@ 140 mmHg 0|2t
@ 160 mmHg 0|2t
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We recommend standardized office BP measurement in
preference to routine office BP measurement for the management
of high BP in elderly patients with CKD (ungraded good practice
statement: implementation guidance)
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It is conditionally recommended to limit sodium intake to less than
2,000 mg per day to manage hypertension in elderly patients
with chronic kidney disease.
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Regular aerobic exercise for at least 30 minutes per day, at least 5
times per week is conditionally recommended for elderly patients
with chronic kidney disease.
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To prevent complications in elderly patients with chronic kidney
disease, the systolic blood pressure target is considered to be
less than 135 mmHg.
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It is suggested that diastolic blood pressure in elderly patients
with chronic kidney disease should not exceed 85 mmHg based
on standardized office blood pressure standards.
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We suggest, on an individualized basis, using an ACE inhibitor
or an ARB, rather than other antihypertensive drug classes, in
elderly patients with CKD to reduce all-cause and cardiovascular
mortality and to slow CKD progression.
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