
Alongside the nephrologist’s
decision to investigate and/or 
actively manage the underlying
glomerulonephritis, patients should be
entered into the same treatment and
follow-up programmes as other
patients with CKD. The goals of
treating both the underlying
glomerulonephritis and the
consequent CKD are to retard
progression of the disease, prevent
complications and prepare patients
for renal replacement therapy in a
timely and appropriate manner.

EVIDENCE-BASED
MANAGEMENT
Proteinuric renal disease
Inhibition of the renin-angiotensin
system with an ACEi and/or ARB
reduces proteinuria independent of
blood pressure-lowering effects,9 and
delays progression of CKD in many
forms of glomerulonephritis. These
agents should therefore be considered
standard management in patients
with proteinuria5 as a consequence of
chronic glomerulonephritis. 

ACEi/ARB should be included in the
antihypertensive regimen if:
• proteinuria >1 g/day (urine ACR 
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asymptomatic, however.
Initial testing may reveal an elevated

creatinine. In the absence of historical
results for comparison, or if previous
tests were normal, an acute kidney
injury should be assumed and
confirmed by an urgent (<5 days3 or
sooner depending on the degree of
impairment) repeat test. In the case of
an acute glomerulonephritis, the
elevated creatinine will typically be
accompanied by haematuria and
proteinuria. 

Small vessel vasculitis is an
important cause of acute
glomerulonephritis, since renal
function may decline extremely
rapidly (RPGN). Early kidney biopsy
and urgent testing for autoantibodies
i.e. anti-neutrophil cytoplasmic
antibodies (ANCA) are therefore
required to ensure that the
appropriate immunosuppressive
therapy is started as early as possible.

Chronic kidney disease (CKD)
It is relatively common for
glomerulonephritis to grumble
indolently without generating symptoms
or signs sufficient to prompt medical
review, and therefore chronic

glomerulonephritis may first present
as CKD of any stage, including end-
stage renal disease. Patients with
chronic glomerulonephritis typically
have haematuria, proteinuria and
hypertension, and if the disease is
advanced small kidneys may be
detected by renal ultrasound. 

For patients with abnormal
urinalysis and CKD, referral to a
nephrologist should be made at an
earlier stage (i.e. stage 1/2 CKD, as
above) than for those with negative
urinalysis. This is because testing for
underlying autoimmune, malignant
and infectious causes of
glomerulonephritis, as well as kidney
biopsy, are undertaken for most
patients with suspected chronic
glomerulonephritis. Patients at or near
end-stage renal disease will often not
undergo biopsy, since the early, active
inflammatory component of the
glomerulonephritis typically initiates
irreversible renal fibrosis in later
stages. Not only does this result in
renal scarring and small kidneys, which
increases the risk of kidney biopsy, but
also means that immunosuppression is
unlikely to yield a significant
improvement in renal function.
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Table 5 

Blood pressure management in patients with chronic glomerulonephritis

CKD
If urine PCR >100 mg/mmol

Table 6 

Immunosuppressive agents and common side effects
Class of agent
Corticosteroids

Calcineurin inhibitors (cyclosporin, tacrolimus)

Azathioprine

Mycophenolate mofetil

Cyclophosphamide

Plasma exchange

Target blood pressure 
130/80
125/75

Common side effects
Hyperglycaemia
Mood change
Weight gain
Infection
Osteoporosis
Peptic ulceration
Renal impairment
Hypertension
Hyperglycaemia
Hypertrichosis
Gum hypertrophy
Bone marrow suppression
Hepatotoxicity
Skin cancer
Diarrhoea
Bone marrow suppression (especially anaemia)
Bone marrow suppression (especially neutropaenia)
Malignancy
Infertility
Haemorrhagic cystitis
Bleeding
Allergic reaction

Threshold for initiating antihypertensives
140/90
130/80




