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eGFR > 60 ml/min, with at least annual
monitoring of urinalysis, quantification
of urine protein excretion, serum
creatinine/eGFR and blood pressure.7

Abnormalities identified at presentation
or  annual follow-up visits that meet
the criteria in table 1, left, should
prompt referral to a nephrologist.

Asymptomatic non-nephrotic
proteinuria
Asymptomatic proteinuria is usually
detected as positive urinalysis for
protein, often on routine screening.
Positive urinalysis for protein (≥1+)
should prompt the following:5

• MSU for culture to exclude UTI
• Repeat urinalysis for proteinuria on
two further occasions, preferably on
the first voided sample in the morning
to maximise the sensitivity of the test
and to exclude postural proteinuria
• Quantification of urinary protein
excretion. Spot measurements of the
ratio of protein (total protein, or
albumin) and creatinine
concentrations in urine has now
largely replaced 24-hour urinary
collections, since the results of spot
ratios and 24-hour collections
correlate extremely well, and because
the practical difficulties encountered
by patients when trying to collect all
urine in a 24-hour period renders
many 24-hour collections incomplete
and inaccurate. The Department of
Health recommends urine
albumin:creatinine ratio (urine ACR) in
preference to urine protein:creatinine
ratio (urine PCR) despite the increased
cost, partly because urine ACR is a
more sensitive and precise
measurement, particularly at low but
clinically significant levels of
proteinuria.8

• Clinical review e.g. recent urinary
tract or systemic symptoms, recent
medication changes including herbal
remedies, symptoms of an underlying
systemic disorder associated with
glomerulonephritis e.g. connective
tissue disease, vasculitis, myeloma,
blood pressure check, urinalysis to
assess for haematuria, and
measurement of eGFR.

Nephrology referral should be made
for those meeting the criteria listed in
table 2, above. In general, patients with
< 1 g/day proteinuria (which
approximatelyequates to a urine ACR of
< 70 mg/mmol and urine PCR of <100
mg/mmol) are not offered renal
biopsy, since under these
circumstances most renal biopsies do
not yield a diagnosis that will alter the
patient’s management.5
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creatinine are often detectable only
24-48 hours after rapid worsening of
renal function,4 and that estimates of
glomerular filtration rate by
mathematical formulae (such as the
MDRD equation used to calculate
eGFR) are not accurate when renal
function is changing rapidly (such as in
RPGN).5

RENAL SYNDROMES
Asymptomatic haematuria
Asymptomatic non-visible haematuria
is often detected on routine screening,
and affects up to 1:25 of the general
population. If persistent (2 of 3
dipsticks positive at ≥1+ for blood),
urinary tract infection (UTI),
particularly if the dipstick is also
positive for leucocytes and/or nitrites,
and structural causes need to be
excluded. Urology referral is
recommended for patients with visible
haematuria, and those with persistent
asymptomatic non-visible haematuria
aged ≥50.5, 6

In the absence of a urological cause,
haematuria may indicate an
underlying (typically chronic)
glomerulonephritis. The most
common disease is IgA nephropathy,
but Alport’s disease and thin
membrane disease are important
alternatives. Criteria for referral to a
nephrologist are listed in table 1, above.

Typically, renal biopsy to confirm the
underlying diagnosis is not required,
unless additional features (e.g.
proteinuria, impaired or falling eGFR)
are also present. Community-based
follow-up is appropriate for those with

urine that coincides with an upper
respiratory tract infection (so-called
synpharyngitic haematuria typical of
IgA nephropathy).

Acute and chronic glomerulonephritis
may present with symptoms and/or
signs of end-stage renal disease, such
as lethargy, anorexia, vomiting,
pruritus, oedema, and seizures.

One key aspect of the initial
presentation is the duration of the
condition. Failure to recognise RPGN
may mean that the opportunity to
treat these aggressive conditions, with
immunosuppression, early in the
disease is lost. The consequent
irreversible loss of renal function may
result in the, potentially avoidable,
need for long-term renal replacement
therapy. 

A number of key steps will help
identify RPGN: 
• Recognising that the clinical pattern
is compatible with this condition (see
nephrotic syndrome and acute kidney
injury below)
• Comparing current information
(both urinalysis and serum
creatinine/estimated glomerular filtra-
tion rate (eGFR) with historical results
• Additional testing to confirm,
quantify and identify the pattern of
abnormal results. By measuring serum
creatinine when urinary abnormalities
are first detected (and vice versa), and
by repeating both urinalysis and serum
creatinine/eGFR within five days of the
initial abnormal result,3 the rare but
devastating consequences of RPGN
can be treated appropriately. It is also
important to acknowledge that rises in

Table 2 

Criteria for nephrology referral for non-nephrotic proteinuria and eGFR >60 ml/min
Refer patients with asymptomatic persistent non-nephrotic proteinuria and eGFR >60 ml/min if
one or more of the following are present:
• proteinuria >1 g/day (equates to urine ACR >70 mg/mmol or urine PCR >100 mg/mmol)
• suspected underlying systemic disease (e.g. SLE, vasculitis, myeloma etc)
• confirmed declining eGFR (>4 ml/min in past 12 months, or >10 ml/min any time in past 5 years)
• significant positive family history of renal disease
• proteinuria >0.5 g/day (equates to urine ACR > 30 mg/mmol or urine PCR >45 mg/mmol) if
urinalysis also positive for blood

Table 1 
Criteria for nephrology referral for asymptomatic haematuria and eGFR >60 ml/min
Refer patients with persistent haematuria (after excluding transient causes e.g. UTI and after
negative urological investigation) and eGFR >60 ml/min if one or more of the following are present:
• urine albumin:creatinine ratio >30 mg/mmol (urine protein:creatinine ratio >45 mg/mmol) 
• hypertension
• visible haematuria coinciding with intercurrent infection (usually upper respiratory tract)
• positive family history of haematuria or renal disease
• confirmed declining eGFR (>4 ml/min in past 12 months, or >10 ml/min any time in past 5 years)7




