
The eGFR and potassium should be
measured before commencement of
therapy and 7-10 days after initiation
or a dose increase. If any changes in
these values are detected guidance
should be followed as shown in box 4,
below.3

To reduce cardiovascular disease
risk, statin therapy and antiplatelet
therapy should be considered, and it is
important to aim for good glycaemic
control.1

RECENT DEVELOPMENTS
Virtual nephrology service
Some centres have developed a
virtual nephrology service which may
involve virtual clinics or 24-hour
access to specialist advice via a
telephone service. In one centre more
than one-fifth of outpatient referrals
were seen at a virtual clinic. Innovative
approaches such as these have
demonstrated a cost-effective, rapid
access approach for non-complicated
CKD in conjunction with the
traditional outpatient clinic service.9

There are obvious benefits for both
patients and physicians, and in the
present financial constraints, with an
aging population, it is likely that this
approach will become more widely
adopted.

SYMPOSIUMRENAL MEDICINE
CHRONIC KIDNEY DISEASE 

This may be most noticeable with 
ACE inhibitor or angiotensin receptor
blocker (ARB) therapy. Withdrawal of
these agents in elderly patients with
progressive CKD may arrest, or even
reverse, the decline in function. 

Patient education
This is an integral part of improving
compliance with treatment measures
(e.g. antihypertensive therapy) and is
of particular relevance in CKD as the
condition is often asymptomatic until
advanced stages. 1,3

Lifestyle modification is also vital.
Dietary advice with respect to caloric
and salt restriction should be given
along with support for smoking
cessation.1,3

Pharmacotherapy
A blood pressure target < 130/80 mmHg
should be aimed for in those with
proteinuria (urine ACR >70 mg/mmol),
and/or those with diabetes (first-line
agent should be an ACE inhibitor or
ARB). Otherwise the target should be
<140/90 mmHg in accordance with
the current NICE guidelines.3

ACE inhibitor/ARB therapy should
be titrated to the maximum tolerated
dose in those with proteinuria. 
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There are two important caveats
when considering referral. First,
fluctuation in renal function is
common, particularly in elderly
patients with CKD. A fall in eGFR can
result from any intercurrent illness 
(e.g. chest or urinary infection),
medication (commonly trimethoprim
or NSAIDs), or volume depletion
(caused by diarrhoea or increased
diuretic therapy). Referral is this
subset should ideally be made after
serial eGFR measures, which show a
progressive decline over time. 

Second, it is important to consider
the individual patient’s wishes and
comorbidities. The majority of elderly
patients, even with severe CKD, will
not have a decline in function that will
lead to significant renal problems in
their lifetime.6 In such cases referral to
the nephrology team may be unhelpful
both for the individual themselves,
who will have unnecessary anxiety
and potentially investigations, and for
overall service provision. 

MANAGEMENT
The key issues to address are:
•Minimisation of progression of CKD
— particular attention to blood
pressure control and reducing
proteinuria 
•Management of cardiovascular risk
•Avoidance of inappropriate
prescribing — i.e. nephrotoxic drugs
and dose adjustment of renally
excreted medication 

It is important to note however that
the evidence base for tight blood
pressure control in elderly individuals,
particularly with atherosclerotic
disease, is not robust. A blood
pressure of, for example, 120 mmHg
systolic may actually be detrimental 
to renal perfusion and result in
deterioration in renal function. 

‘To reduce 
cardiovascular
disease risk,
statins and
antiplatelet
therapy should
be considered’

Box 3 

Indications for referral to renal services 1,3
•Stage 4/5 CKD with or without diabetes
•Higher levels of proteinuria (ACR ≥70 mg/mmol) unless known to be due to
diabetes and appropriately treated
•Proteinuria (≥30 mg/mmol) together with haematuria
•Rapidly declining eGFR (>5 ml/min/1.73m2 in 1 year or >10 ml/min/1.73m2 

in 5 years)
•Uncontrolled hypertension despite treatment with four antihypertensive agents
•Suspected renal artery stenosis
•Suspected rare or genetic cause of CKD

Box 4 

Dose adjustment to therapy
Decline in renal function during commencement or dose increase of 
ACE inhibitor/ARB therapy2

If eGFR decrease <25% or
plasma creatinine increase  <30%:
•Do not modify dose
•Repeat after 1-2 weeks

If eGFR decrease ≥25% or 
plasma creatinine increase  ≥30%:
• Investigate other causes for renal
dysfunction e.g. volume depletion,
NSAIDs
If no other cause found:
•Stop the ACE inhibitor/ARB therapy
or reduce it to previously tolerated
dose
•Commence alternative
antihypertensive therapy if indicated




