
SYMPOSIUMRENAL MEDICINE
GLOMERULONEPHRITIS

causing clearly defined clinical criteria
(e.g. plasma exchange for patients
with ANCA-positive small vessel
vasculitis with coincident anti-
glomerular basement membrane
antibodies and pulmonary haemorrhage).
The most commonly used
immunosuppressants, along with side
effects, are listed in table 6, p30.

CONCLUSION
Glomerulonephritis can present in
varied forms, and clinical suspicion
coupled with timely testing of renal
function (by analysing both urine and
plasma) will help ensure appropriate
referral to secondary care. Kidney
biopsy is required to confirm and
categorise the diagnosis, and
additional testing for underlying
conditions is often required. Treatment
and follow-up of patients with both
acute and chronic forms of
glomerulonephritis often occurs
across the boundaries of primary and
secondary care, requiring active
patient participation and good
communication between care teams.
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•  advice on smoking cessation 
•  reducing alcohol intake to nationally
recommended targets (3 units/day for
men; 2 units/day for women)

Cardiovascular prophylaxis
Cardiovascular prophylaxis (lipid-
lowering therapy, antihypertensive
therapy and antiplatelet therapy) is
important. In general, patients should
be managed according to standard
national cardiovascular disease
guidelines, since there is little or no
evidence specific to individuals with
chronic glomerulonephritis. At least
one trial (SHARP10) is, however, due to
report shortly on the use of statins in
primary prevention for patients with
pre-dialysis CKD. 

Appropriate blood pressure control
(see table 5, p30)3 achieves two
important outcomes for patients with
chronic glomerulonephritis: reduced
cardiovascular risk, and slower
progression of CKD. Patients with
chronic glomerulonephritis will often
require a number of agents (including
ACEi and/or ARB, as described above)
to achieve these blood pressure
targets. Refractory hypertension (BP
>150/90mmHg despite combination
therapy with three drugs from
complementary classes) warrants
referral to a nephrologist.5

Follow-up of patients with
glomerulonephritis typically involves
close liaison between primary and
secondary care physicians. For
example, managing the fluid balance
of patients with nephrotic syndrome
requires a high degree of patient 
co-operation (daily weights are ideal),
and frequent adjustment of diuretic
dose. Frequent testing for the side
effects of immunosuppressive
therapies sometimes required for
glomerulonephritis (e.g. weekly full
blood count monitoring for patients
starting cyclophosphamide) is often
performed and interpreted by primary
and secondary care teams working
together. In the chronic setting,
managing the complications of CKD
also requires good communication
between GPs and specialists.

Immunosuppression
A variety of immunosuppressive
regimens are used for glomerulonephritis,
with the most intensive usually
reserved for those with RPGN causing
acute kidney injury and/or nephrotic
range proteinuria. The evidence base
for these immunosuppressive
regimens is usually specific to
individual glomerulonephritides

Useful information 

For healthcare professionals:
Edinburgh Renal Unit www.edren.org
The Renal Association’s eCKD Guide
www.renal.org/whatwedo/
InformationResources/
CKDeGUIDE.aspx

For patients: 
www.renal.org/whatwedo/
InformationResources/Patients.aspx
The UK National Kidney Federation
For local kidney patient associations
and other information:www.kidney.org.uk
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Glomerulonephritis is a histological diagnosis made 
on renal biopsy, and is defined as inflammation of the
glomeruli.  It is the second most common renal disease
leading to end-stage renal disease in the UK. Many forms
of acute glomerulonephritis respond well to treatment if
treated early, but result in serious irreversible loss of renal
function if this early treatment opportunity is not recognised.

Glomerulonephritis may present in a variety of ways, 
e.g. incidental detection of asymptomatic renal function
abnormalities, symptoms or signs of the condition
causing the glomerulonephritis, abnormal clinical features
arising from the initial renal function abnormalities and
symptoms and/or signs of end-stage renal disease.

A number of key steps will help identify rapidly  
progressive glomerulonephritis: recognising that the
clinical pattern is compatible with this condition;
comparing current information (both urinalysis and
serum creatinine/eGFR) with historical results; and
additional testing to confirm, quantify and identify the
pattern of abnormal results.

Urology referral is recommended for patients with
visible haematuria, and those with persistent
asymptomatic non-visible haematuria aged ≥50. 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. Community-based follow-up is appropriate
for those with eGFR >60 ml/min, with at least annual
monitoring of urinalysis, quantification of urine protein
excretion, serum creatinine/eGFR and blood pressure. 

Positive urinalysis for protein (≥1+) should prompt: 
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 and clinical
review. Follow-up in the community for patients with
urine PCR of <100 mg/mmol and eGFR >60 ml/min 
is reasonable.

Patients with chronic glomerulonephritis typically
have haematuria, proteinuria and hypertension, and if the
disease is advanced small kidneys may be detected by
renal ultrasound. The goals of treating both the underlying
glomerulonephritis and the consequent chronic kidney
disease are to retard progression of the disease, prevent
complications and prepare patients for renal replacement
therapy in a timely and appropriate manner.




