Tabellen en Figuren

Figure 50| Definition of remission, relapse, resistance, and dependence for FSGS. CN|, calcineurin inhibitors; FSGS, focal segmental
glomerulosclerosis; PCR, protein—creatinine ratio.
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Figure 51| Evaluation of a patient with FSGS lesion on the kidney biopsy and no evidence of other glomerular pathology. FSGS, focal

segmental glomerulosclerosis.

Figure 52| Causes of secondary FSGS. APOL1, apolipoprotein L1; CMV, cytomegalovirus; CNI, calcineurin inhibitor; EBV, Epstein-Barr virus;
FSGS, focal segmental glomerulosclerosis; HCV, hepatitis C virus; HIV, human immunodeficiency virus; mTOR, mammalian target of rapamycin;
NSAID, nonsteroidal anti-inflammatory drug; SARS-CoV-2, severe acute respiratory syndrome coronavirus 2.




Figure 53| Utility of genetic testing in patients with FSGS. APOL1, apolipoprotein-L1; FSGS, focal segmental glomerulosclerosis.

Figure 54| Initial treatment of primary FSGS. The CNI, while often used twice daily, may be dosed once a day, depending on individual
formulations. Blood levels of CNIs do not provide information on intracellular levels. The target ranges for CNis have been based on the
transplant literature. The KDIGO Work Group acknowledges that targets for glomerular diseases are not known. Most clinicians check these
levels to verify adherence and avoid CNI toxicity. At present, the most reasonable dosing of a CNI may be to titrate in the individual patient to
obtain the desired effect on proteinuria, balancing dose escalation against serum creatinine and reducing the dose if serum creatinine increases
but does not plateau or increases over 30% of baseline. If the serum creatinine level does not fall after dose reduction, the CNI should be
discontinued. CNI, calcineurin inhibitor; FSGS, focal segmental glomerulosclerosis.



Figure 55| Treatment of glucocorticoid-resistant primary FSGS. ‘The CNI, while often used twice daily, may be dosed once a day, depending
on individual formulations. Blood levels of CNI do not provide information on intracellular levels. The target ranges for CNIs have been based on
the transplant literature. The KDIGO Work Group acknowledges that targets for glomerular diseases are not known. Most clinicians check these
levels to verify adherence and avoid CNI toxicity. At present, the most reasonable dosing of a CNI may be to titrate in the individual patient to
obtain the desired effect on proteinuria, balancing dose escalation against serum creatinine and reducing the dose if serum creatinine increases
but does not plateau or increases over 30% of baseline. If the serum creatinine level does not fall after dose reduction the CNI should be
discontinued. ACTH, adrenocorticotropic hormone; CNI, calcineurin inhibitors; eGFR, estimated glomerular filtration rate.

Figure 47| Treatment of FR/SD MCD in adults. The choice of medication should be based on physician and patient preference. FR/SD,
frequently relapsing/steroid-dependent.



