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Association guidelines (see Useful
information, p22).

If an ACE inhibitor or ARB is being
prescribed care should be taken with
other medications such as NSAIDs,
potassium-sparing diuretics and
trimethoprim which can contribute 
to serious hyperkalaemia if not
monitored carefully. 

Control of blood pressure to
recommended targets (<130/80 mmHg
in those with an ACR >70) and
reduction of proteinuria have
beneficial effects on both renal and
cardiovascular disease progression.17,18

Many GPs will have patients with
diagnosed nephrotic syndrome 
who are also being followed up in
nephrology clinics. After a renal biopsy
has demonstrated the specific cause
of the nephrotic syndrome, many
patients have initial fortnightly or
monthly outpatient appointments
with nephrologists to manage 

diuretic therapy and fluid overload. 
Treatment with ACE inhibitor and

ARB therapy as described above may
be prescribed, while others may be
given steroids, immunosuppressive
treatment with agents such as
tacrolimus or ciclosporin, or cytotoxic
drugs such as cyclophosphamide.
Statin therapy for hypercholesterolaemia,
as well as gastric and bone protection
with regular monitoring for
hyperglycaemia for those on steroids
is also required. Patients are encouraged
to weigh themselves and adjust
diuretic dosing to manage oedema. 

All this requires coordinated
management between primary and
secondary care.

Macrolide antibiotics and some
antifungal drugs can increase
tacrolimus and ciclosporin levels so
interactions with any newly prescribed
medications should be checked.
Those on cyclophosphamide require
regular monitoring of white cell counts
and may experience hair loss, nausea,
altered taste and infertility. For all
immunosuppressive and cytotoxic
agents, patients are at relatively
increased risk of infection, neutropenic
sepsis, and malignancy with
prolonged treatment. Thus higher
doses and prolonged courses of
antibiotics may be required for
common infections, with immediate
referral to the emergency department
if neutropenia is confirmed or even
suspected in the context of sepsis.

Patients should also be encouraged
to use sun protection and participate
in age-specific cancer screening
programmes.

Table 3

Indications for urgent referral in those with an ACR >70 (PCR >100)
Nephrotic range proteinuria
Acute kidney injury or 
eGFR <30 ml/min/1.73m2

Haematuria

Hypertension

Pregnancy

Multisystem disorder

With or without nephrotic syndrome (oedema, serum  albumin <30 g/L)
Stop any nephrotoxic drugs at this stage

Either microscopic or macroscopic could be secondary to
glomerulonephritis. Red flag referral to urology first if >50 years old and
macroscopic haematuria to exclude urological malignancy (if ACR <70
and renal function normal/unchanged)
Malignant hypertension (>220/120 mmHg) or with end-organ damage
(rising serum creatinine, heart failure, visual disturbance, headache)
Those with new onset proteinuria after 20 weeks gestation or an
increase >2 above baseline may be developing pre-eclampsia — discuss
urgently with obstetric team
If alarm features present suggestive of vasculitis or connective tissue
disorder such as rash, joint pain, eye signs, unexplained anaemia,
haemoptysis

Table 2

Comparison of methods to measure proteinuria

Normal
Microalbuminuria
Proteinuria

Nephrotic range proteinuria

Comments

disorders resulting in nephrotic
syndrome.

In the management of CKD, the aim
is to up-titrate ACE inhibitor or ARB
therapy to the maximum tolerated
dose in order to reduce proteinuria to
a urinary ACR <70. Patients should be
warned that they should stop these
drugs temporarily in the presence of
intercurrent illness leading to volume
depletion, e.g. vomiting and diarrhoea,
and to seek medical attention for
blood pressure and renal function and
electrolyte checks if not improving
after 48 hours. 

Slow up-titration of ACE inhibitor 
or ARB dosage every 2-4 weeks,
checking  blood pressure and renal
function one week after any increase
in dose, and aiming to have serum
potassium concentration <6 mmol/L
(and stable) and a creatinine rise 
to no more than 25% above 
baseline is recommended by the Renal

Urine dipstick
nil
nil or trace
+ or ++
0.3-1 g/L
++ or +++
1-3 g/L
+++ or ++++
3-20 g/L
•Qualitative 
•Easy to use 
•Can detect blood,
glucose, nitrites
•Cannot detect
microalbuminuria

ACR mg/mmol
<3
3-30
70

70-200

>200

•Quantitative 
•Measures albumin
excretion 
•Total proteinuria
underestimated 
if proteins other than
albumin present

PCR mg/mmol
<5
5-50
100

100-350

>350

•Quantitative 
•Measures all
urinary proteins 
•Divide PCR by 100
to derive proteinuria
in grams

24 hr collection
<0.15 g
<0.5 g
1 g

1-3.5 g

>3.5 g

•Gold standard
•Cumbersome
•Relies on appropriate
collection techniques




