
Table 1

Recommendations for monitoring patients at risk of developing CKD6

Patient group

Adults who take medications known to 
affect renal function such as calcineurin 
inhibitors (tacrolimus) or chronic use of 
NSAIDs

Adults with the following conditions:
•Diabetes
•Hypertension
•Previous episode of AKI
•Cardiovascular disease
•Structural renal tract disease 
(including renal stone and prostatic 
hypertrophy)
•Gout
• Incidental haematuria or proteinuria
•Family history of end-stage renal 
disease or hereditary renal disease
•Multisystem disease with potential 
kidney involvement (such as systemic 
lupus erythematosus)
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The UK Kidney Association
recommends testing patients with
persistent invisible haematuria for eGFR
and proteinuria. It recommends the
following management:7
•Age ≥40 years; usually refer to
urology. If renal impairment and/or
proteinuria consider simultaneous
referral to nephrology
•Age < 40 or ≥40 years with negative
urological investigations; if no proteinuria
andeGFR ≥60 ml/min/1.73m2 manage
as CKD stage G1/G2. Otherwise, refer to
nephrology 

Note that previous guidance from the
British Association of Urological
Surgeons on haematuria has been
withdrawn since the publication of NICE
guideline NG12. Suspected cancer:
recognition and referral.8 

CKD STAGING
CKD is classified based on GFR and ACR
with the GFR categories G1-G5 similar to
previous GFR thresholds for CKD stages
1-5. ACR is categorised as A1-A3
according to the levels of proteinuria. 
A1-A3 are added to CKD classification to
highlight the risks that proteinuria is
associated with progression to ESRD
and cardiovascular disease, see figure 2,
opposite. The GFR and ACR categories
are listed intable 2, below.

an episode of AKI or during pregnancy.
As serum creatinine is a breakdown
product of creatinine and
phosphocreatine in muscle, caution is
needed interpreting results in patients 
at the extremes of muscle mass. 
For example, individuals with significant
muscle wasting or limb amputees may
have their eGFR overestimated, while
body builders with high muscle mass
may have their eGFR underestimated. 

The updated NICE guidance
recommends omitting ethnicity in
calculating eGFR.6 There is no evidence
to support its use and including ethnicity
in the eGFR calculation risks delaying
appropriate referral and treatment. 
NICE has recommended further
research to establish how best to
estimate GFR in non-Caucasian patients.

Other investigations
All patients identified as having CKD
should have the following parameters
checked at the earliest opportunity.
•Blood pressure
•Full blood profile, glucose and lipid
profile
•Dipstick urinalysis
•Urinary ACR 

Ultrasound imaging should be offered
to all adults with CKD as outlined in box 1,
above right. Patients with suspected
hereditary conditions, such as polycystic
kidney disease, should be counselled
about the implications of an abnormal
result before imaging is requested. 

Assessing for albuminuria or

proteinuria in CKD is important.
Proteinuria predicts those patients at
highest risk of progressive CKD and is
associated with increased risk of
cardiovascular mortality. 

NICE does not recommend the use of
reagent strips in measuring proteinuria
in patients with CKD. Urinary ACR,
rather than urinary protein: creatinine
ratio (PCR), should be the first-line
investigation for proteinuria as it is more
sensitive for detecting low levels of
proteinuria. 

Urinary ACR results are interpreted as
follows:
•< 3 mg/mmol –normal
•3-70 mg/mmol – should be repeated
with an early morning sample in the 
first instance but may represent early
proteinuria
•≥70 mg/mmol equates to proteinuria
(no need for repeat testing) 

At high levels of proteinuria 
(ACR ≥70 mg/mmol) PCR testing may
be used as an alternative. 

HAEMATURIA 
Asymptomatic invisible haematuria is a
common finding on urinalysis. The cause
is often urological such as renal stones,
urological malignancy, urinary tract
infection or hyperplasia/infection of the
bladder or prostate. 

In young people haematuria is often
transient and of little consequence. 
NICE recommends regarding two/three
reagent strips positive for haematuria as
persistent invisible haematuria. 

Table 2

CKD staging

GFR category
G1
G2
G3a
G3b
G4
G5

ACR category
A1
A2
A3

Box 1

Indications for ultrasound scanning of
renal tracts6

•Accelerated progression of CKD
•Visible or persistent invisible
haematuria
•Symptoms of urinary tract obstruction
•Family history of polycystic kidney
disease and aged 20 years or older
•GFR < 30 ml/min/1.73m2

Monitoring for CKD 

•Monitor eGFR at least annually

•Offer eGFR testing and urinary ACR
(see table 3)

GFR (ml/min/1.73m2)
≥ 90
60-89
45-59
44-30
15-29 
< 15

ACR (mg/mmol)
< 3
3-30
> 30


