



Notes

1. These guidelines have been updated as a consequence of “Chronic Kidney Disease: Early identification and Management of CKD in adults in primary and secondary care” NICE guideline 73 which are available at www.nice.org.

2. Clinical judgement is, of course, still required in deciding the extent and urgency of investigations.

3. Measure urine albumin:creatinine ratio in all patients with CKD regardless of urine dipstick result.

4. Measure serum calcium, phosphate and PTH in stage 4 and 5 CKD (not routinely in stage 3).

5. Check haemoglobin in people with stage 3B, 4 and 5 CKD to identify anaemia. If Hb <11g/dl check haematinics and exclude other causes. Consider trial of oral iron if ferritin <100.
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Basic tests for CKD





Serum creatinine for eGFR


Urine dipstick for blood �(exclude infection or menstruation)


Albumin:creatinine ratio (ACR)





Check eGFR during intercurrent illness or perioperatively in all patients with CKD








Proteinuria and/or Microscopic Haematuria and eGFR ≥ 60 ml/min





Dipstick haematuria�
Refer to Urology if >50 yrs old�
�
�
Otherwise routine CKD management (see page 2)�
�
�
�
�
Dipstick proteinuria�
Request albumin/creatinine ratio (ACR) �
�
�
   (repeat on early morning sample if ACR(30 and <70)�
�
	�
Refer if: ACR ≥70 (PCR ≥100) mg/mmol�            or: ACR ≥30 (PCR ≥50) with dipstick haematuria


(unless know to be due to diabetes and appropriately treated with ACE or ARB)                 �
�
�
Otherwise routine CKD management (see page 2)�
�









eGFR <60 ml/min





Review all old creatinines/GFRs to assess progression 


This needs a minimum of 3 eGFRs over a period of not less than 90 days


Define progression as decline in eGFR of > 5ml/min in 1 year or > 10ml/min in 5 years


If new finding of reduced eGFR repeat within 1-2 weeks (to exclude acute problem)


Assess clinically – urine symptoms/palpable bladder, BP, heart failure, hypovolaemia


Review drugs – for recent additions e.g. NSAIDs, ACE/ARBs, antibiotics (trimethoprim)


Test urine – dipstick for blood and send urine albumin:creatinine ratio (ACR)


Confirm on early morning sample if ACR (30 and <70 mg/mmol


Refer if - eGFR <30, urgent if <15 (unless clinically inappropriate eg advanced malignancy)�            - progressive fall in GFR (>5 ml/min in 1 year or >10ml/min in 5 years)�            - ACR ≥30 (PCR ≥50) and microscopic haematuria�            - ACR ≥70 (PCR ≥100) mg/mmol (unless know to be due to diabetes – see above)�            - suspected systemic illness, e.g. SLE, vasculitis�            - refractory hypertension (>150/90 on 4 agents at full dose, see NICE guideline 34)�            - anaemia (Hb <11 and no other cause – see note 4 below and NICE guideline 39)�            - people with or suspected of having rare or genetic causes of CKD


                         - suspected renal artery stenosis


      	


Continue routine CKD management (see page 2)

















Classification of CKD





Stage�
eGFR�
Description�
Testing frequency�
�
1�
( 90�
Normal eGFR with other evidence of kidney damage�
12 monthly�
�
2�
60-89�
Slight decrease in eGFR with other evidence of kidney damage�
�
�
3A�
45-59�
Moderate decrease in eGFR, with or without other evidence of kidney damage�
6 monthly�
�
3B�
30-44�
�
�
�
4�
15-29�
Severe decrease in eGFR�
3 monthly�
�
5�
< 15�
Established renal failure (includes all people on dialysis)�
6 weekly�
�



Use suffix (p) to denote proteinuria when staging CKD – define as urine ACR ( 30mg/mmol (PCR ( 50)


The exact frequency of testing will depend on clinical situation – reduce frequency if very stable and increase if rapid progression.





Urine protein testing





Test�
Result�
Interpretation�
�
ACR*�
Male�
Female�
�
�
�
<2.5�
<3.5�
Normal�
�
�
>2.5�
>3.5�
Microalbuminuria�
�
�
but less than


30 mg/mmol�



If diabetic see local diabetes guidelines


�
�
ACR*�
≥30mg/mmol�
Clinical proteinuria


(Dipstick for protein +ve)�
�



*ACR = Albumin:creatinine ratio (mg/mmol)


ACR is preferred to PCR as greater sensitivity at low levels





An early morning sample is preferred but not essential


If ACR (30 and <70 mg/mmol confirm on early morning sample 


There is no need for 24 hour urine collections





Information needed for referral or advice





General history


Urinary symptoms


Examination eg. BP, oedema,�bladder


Medication *


eGFR/creatinine – current +  all old values with dates **


urine testing – and ACR 


U&E, Hb (stage 3B or below)�HbA1c (if DM) �


*   and if on ACEi/ARB date of �     starting�**  and as a typed list please not �     as a complete printout              





Routine CKD management





Regular monitoring (see table at top of page)


Advise on smoking, weight, salt, exercise


Cardiovascular prophylaxis according to local guidelines


Renal U/S if progressive CKD, stage 4 or 5, urinary symptoms, haematuria, family history polycystic kidney disease (age >20)


Immunise against influenza and pneumococcus


Review all drugs – avoid nephrotoxics eg. NSAIDs if possible





Blood pressure control 


Target <140/90mmHg if no diabetes or proteinuria


If urine ACR ≥70 mg/mmol or diabetes target <130/80mmHg


Offer ACE/ARB in patients with CKD if:


- Diabetes and microalbuminuria


- Hypertension and ACR ≥ 30 mg/mmol


- ACR ≥ 70 mg/mmol with or without hypertension


- Titrate ACE/ARB to maximum tolerated therapeutic dose


If no diabetes and ACR <30 offer choice of antihypertensive





Using ACEi or ARB





Check eGFR/creat just before�+ 7-10 days after starting�+ 7-10 days after dose change





If creat increases by 20% or eGFR falls by 15%�- repeat with potassium and


  seek advice if confirmed


- look for other causes of


  deterioration eg NSAID





If K+ >6 mmol/l ?haemolysis�- check diet�- stop NSAIDs and LoSalt�- stop K+ retaining diuretic�- stop ACEi/ARB if persistent�
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Offer annual CKD testing to at risk groups





Hypertension or cardiovascular disease


Type 1 or type 2 diabetes


Structural renal disease, calculi, BPH


Multisystem disease, eg SLE


Family history stage 5 CKD/hereditary renal disease


Microscopic haematuria or proteinuria


Nephrotoxics eg NSAIDS, lithium, calcineurin inhibitors
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