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The ACR category has been introduced
to emphasise that patients with higher
levels of albuminuria (in any eGFR
stage) have an increased risk of
progression to ESRD and other
adverse outcomes, including higher
risks of cardiovascular events and all
cause mortality. 

CAUSES 
Common causes of CKD include
conditions such as diabetes,
atheromatous renal vascular disease,
glomerulonephritis (see Timely
diagnosis and treatment essential in
glomerulonephritis, p13),9 pyelonephritis
and polycystic kidney disease.

Most cases of CKD in the elderly are
caused by the cumulative effect of
other disease states, especially
hypertension and atherosclerosis. The
CKD classification system will identify
many elderly patients with a low eGFR
but without progressive kidney failure.
It is important not to alarm these
individuals unduly with a misplaced
diagnosis of advanced kidney failure.

SCREENING
Testing for CKD using eGFR and ACR
should be offered to patients with the
following risk factors:7
• Diabetes
• Hypertension
• Cardiovascular disease (ischaemic
heart disease, chronic heart failure,
peripheral vascular disease or cerebral
vascular disease)
• Structural renal tract disease,
recurrent renal calculi or prostatic
hypertrophy
• Multisystem diseases that may
impact on kidney function 
(i.e. systemic lupus erythematosus,
rheumatoid arthritis, sarcoidosis)
• Family history of  ESRD or
hereditary kidney disease
• Two to three years post acute
kidney injury (AKI), even if serum
creatinine had returned to baseline
• Opportunistic detection of
haematuria

eGFR should be monitored at least

annually in patients prescribed drugs
known to be nephrotoxic such as
calcineurin inhibitors (ciclosporin or
tacrolimus), lithium and NSAIDs.7 CKD
may be identified in many patients
during follow-up of diabetes, heart
failure or ischaemic heart disease
under current QOF indicators.

BASELINE INVESTIGATIONS 
For individuals with newly identified
reduced eGFR the first step is to
exclude AKI. Review of previous serum
creatinine (and eGFR) tests may
confirm CKD. If no previous renal
function tests are available then the
patient should have a repeat serum
creatinine and eGFR within one week
to exclude AKI with rapid loss of renal
function.  

In all newly identified CKD patients
the following parameters should be
checked at the earliest opportunity:
• Blood pressure
• Dipstick urinalysis
• Random urine ACR or urine
protein:creatinine ratio (PCR)
• Glucose, cholesterol and full blood
count

An ultrasound scan should be
offered to certain individuals with
CKD,7 see box 1, below. In patients 
with a family history of inherited
kidney disease the implications of an
abnormal result should be discussed
before imaging is arranged. 

TESTING FOR PROTEINURIA
Cardiovascular events and
progression of CKD are more common
if albuminuria or proteinuria is
present.8,10 NICE guidance suggests
that reagent strips for dipstick
urinalysis provide a simple screening

Table 1

Classification of CKD

GFR category
G1
G2
G3a
G3b
G4
G5

ACR category
A1
A2
A3

Box 1

Indications for an ultrasound scan of kidneys and renal tract in patients
with CKD

• Symptoms of urinary tract obstruction
• Visible haematuria, or persistent non-visible haematuria if > 40 years old 
• eGFR categories G4 or G5 (eGFR < 30 ml/min/1.73m2)
• Accelerated progression of CKD
• Family history of polycystic kidney disease

Table 2

Urological and nephrological evaluation of haematuria

Urological evaluation including renal imaging and cystoscopy is
required in all patients with significant haematuria as defined by:

Visible haematuria (macroscopic or gross haematuria) at
any age

Non-visible haematuria (microscopic or dipstick-positive
haematuria) if: 
• Symptomatic at any age (hesitancy, frequency, urgency,
dysuria) 
• Persistent (defined as 2 out of 3 dipsticks positive) and
aged > 40 years

If a urological cause is excluded, a nephrology referral should
be considered if the patient meets any of the CKD criteria
for referral or has:

Significant proteinuria (ACR ≥ 30 mg/mmol or 
PCR ≥ 50 mg/mmol = 0.5 g/24hr)

Evidence of progressive CKD 
• A sustained decrease in eGFR ≥ 25% and a change in GFR
category within 12 months or
• A sustained decrease in eGFR > 15 ml/min/1.73m2 per year

Stage 4 or 5 CKD (eGFR < 30 ml/min/1.73m2) 

Isolated haematuria (i.e. in the absence of significant
proteinuria) with hypertension in those aged < 40 years

Visible haematuria coinciding with intercurrent (usually
upper respiratory tract) infection 

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

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

In the most recent NICE guidelines
for CKD, published in July 2014,7 the
various CKD stages 1-5 are now
represented by G (for GFR) categories
(G1-5) which have the same eGFR
thresholds as previous CKD guidelines.
The ACR category is denoted as A 
(for albuminuria) with three categories:
A1, A2 and A3,7,8 see table 1, below. ‘Advanced CKD is

associated with 
an increased risk 
of AKI, falls, frailty
and mortality’


