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PROGNOSIS
Risk factors associated with progression
of CKD include:
•Cardiovascular disease
•Proteinuria 
•Previous episode of AKI
•Hypertension
•Diabetes
•Smoking
•African, African-Caribbean or Asian
ethnicity
•Chronic use of NSAIDs
•Untreated urinary outflow obstruction 

MONITORING
Most patients with CKD can be
successfully managed in primary care.
Fortunately, CKD is not progressive in
many cases and care should be taken
not to alarm patients unduly who are at
lower risk of progressing to ESRD.
Agreement should be made with the
patient about the frequency of eGFR
and ACR monitoring. The minimum
suggested monitoring from NICE based
on CKD staging annually is outlined in
table 3, below right.

Other factors can be considered in
tailoring the management of individual
patients. Enhanced monitoring may be
required with recent AKI, high-risk
comorbidities (diabetes, hypertension
or heart failure), or changes in treatment
such as introduction or dose changes of
renin-angiotensin-aldosterone system
(RAAS) antagonists or diuretics.
Reduced monitoring may be
appropriate in patients who have opted
for conservative care. 

It is vital to detect accelerated
progression of CKD, this may be a
catalyst for referral to specialist
nephrology services because of the risk
of progression to ESRD. NICE defines
accelerated progression of CKD as:
•Sustained decrease in GFR of 25% or
more and a change in GFR category
within 12 months or
•Sustained decrease in GFR of 
15 ml/min/1.73m2 per year

MANAGEMENT 
Patients with CKD should be provided
with information and education tailored
to the severity of their CKD and personal
risk of progression. 

Patients should be given appropriate
support and have access to their own
data (test results, correspondence
regarding their diagnosis and
management plan) to enable them to
self-manage aspects of their condition. 

Maintaining a healthy weight, smoking
cessation, dietary salt reduction, good
glycaemic control and exercise all help
to minimise CKD progression and also

Table 3

Minimum monitoring recommendations for CKD patients per year6

GFR category G1 
≥90 ml/min/1.73m2

GFR category G2
60-89 ml/min/1.73m2

GFR category G3a
45-59 ml/min/1.73m2

GFR category G3b
30-44 ml/min/1.73m2

GFR category G4
15-29 ml/min/1.73m2

GFR category G5
< 15 ml/min/1.73m2

ACR category A1
< 3 mg/mmol

0 to 1 times a year

0 to 1 times a year

once a year

1 to 2 times a year

2 times a year

4 times a year

ACR category A2
3-30 mg/mmol

once a year

once a year

once a year

2 times a year

2 times a year

4 or more times a year

ACR category A3
> 30 mg/mmol

1 or more times a year

1 or more times a year

2 times a year

2 or more times a year

3 times a year

4 or more times a year

help reduce morbidity and mortality
associated with comorbid conditions
e.g. cardiovascular disease. 

Statin therapy for primary prevention
and antiplatelet therapy for secondary
prevention of cardiovascular disease
should be considered. 

Patients can be advised how to lower
their risk of AKI particularly with regard
to medications and sick day rules. They
should avoid NSAIDs and trimethoprim
containing antibiotics and also be

advised that medications such as
diuretics and RAAS antagonists should
be temporarily withheld when at risk of
dehydration (for example during
vomiting and diarrhoeal illness.)
Diuretics and RAAS antagonists can be
restarted 2-3 days after recovery from
acute illness.

Blood pressure
In patients with CKD, blood pressure
(BP) should be targeted to a clinic

FIGURE 2
GFR and ACR
categories and 
risk of adverse
outcomes


