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kidney or urinary tract malignancy,
stones, inflammation, infection or
hyperplasia of prostate or bladder.

In young adults haematuria is often
transient and may be of no
consequence. Brief clinical guidelines
have been published by the British
Association of Urological Surgeons
and the Renal Association on
assessment of haematuria.11
Initial assessment should include:
• History: symptoms of infection,
obstruction or systemic illness
• Examination: blood pressure,
bladder or prostate
• Investigations: 
Blood - serum creatinine and eGFR,
bone profile
Urine - urine ACR, urinalysis and MSU
(exclude UTI)

Indications for referral to nephrology
and urology in patients with
haematuria are listed in table 2, p20.

test but are not an accurate method of
quantifying proteinuria. ACR should
be used to detect albuminuria in
patients with diabetes and all
individuals with reduced eGFR.
Urine ACR: 
• < 3 mg/mmol is normal
• 3-70 mg/mmol should be confirmed
by an early morning urine sample
• > 70 mg/mmol equates to
proteinuria (a confirmatory sample is
not required)

Urine ACR has a greater sensitivity
for low levels of proteinuria than PCR.
For quantification and monitoring of
very high levels of proteinuria, PCR can
be used as an alternative. 

HAEMATURIA 
Asymptomatic non-visible haematuria
is very common in general practice. 
It often has a urological cause such as

»

Box 2

Risk factors (in addition to
proteinuria) for CKD progression 

• Cardiovascular disease
• Hypertension
• Diabetes
• Smoking
• Acute kidney injury
• Persistent urinary outflow tract
obstruction 
• African, African-Caribbean or Asian
ethnic origin
• Chronic NSAID use

IDENTIFYING PATIENTS AT RISK
Once identified CKD can then be
classified according to eGFR and urine
ACR categories (see table 1, p20).
Decreased eGFR and increased ACR
are both associated with adverse
outcomes (such as CKD progression,
AKI, cardiovascular events and all
cause mortality). An individual’s risk of
adverse outcomes may be assessed
using their eGFR and urine ACR
results, along with the other factors
that make progression of CKD more
likely, see box 2, below.

REFERRAL
The decision to make a nephrology
referral for an individual patient with
CKD should be based on assessments
of kidney function (eGFR), the
severity of proteinuria (urine ACR),
concerns about poorly controlled
blood pressure, or suspected inherited
renal disease. 

When considering referral to renal
services the patient’s comorbidities
and wishes should be taken into
account. Consider discussing
management issues with a
nephrologist (virtual referral) where it
may not be necessary for a patient to
attend for hospital-based assessment. 

1. Based on eGFR
• New G5 (eGFR < 15 ml/min/1.73m2):
discuss immediately
• New G4 (eGFR 15-29 ml/min/1.73m2):
refer or discuss
• Progressive CKD on repeat testing
(a sustained decrease > 25% in eGFR
or a change in eGFR category within
12 months or a fall in eGFR  
> 15 ml/min/1.73m2 per year): refer
routinely

2. Based on proteinuria (ACR): 
• > 300 mg/mmol and or nephrotic
syndrome: refer urgently
• 100 mg/mmol: refer routinely
• 30-100 mg/mmol and haematuria:
refer routinely

3. Based on blood pressure
• Poorly controlled hypertension
despite the use of at least three
antihypertensive drugs at optimal
dosage: refer routinely
• eGFR < 60 ml/min/1.73m2 and
inadequately controlled blood
pressure despite two to three
antihypertensive agents: refer
routinely
• Suspected renal artery stenosis: 
e.g. > 25% rise in serum creatinine
after ACE inhibitor (ACEi) or
angiotensin receptor blocker (ARB)

Table 3

Suggested monitoring of CKD in general practice

STAGE

U&E and ACR 
(times per year)

Treatment

Referral

G1 G2 G3a G3b G4 G5

A1-3: once

• Treat BP to a target < 140/90 mmHg  (130/80 if urine ACR ≥70 mmol/mol)
• ACEi or ARB if
-ACR ≥3 mg/mmol + diabetes
-ACR ≥30 mg/mmol + BP ≥ 140/90 mmHg
-ACR ≥70 mg/mmol
• Consider a statin + aspirin 75 mg for secondary prevention 
• Advise lifestyle changes as appropriate

Progressive CKD 
Decrease in GFR  ≥ 15 ml/min/1.73m2 

± urine ACR ≥70 mg/mmol
± systolic BP ≥ 160 mmHg (despite
treatment with multiple agents)

Discussion with or
referral to renal unit 
is usual

Usually automatic 
(Unless not for active
treatment based on
comorbidity)

A1-2: once A1-2: once
A3: twice

A1-2: twice
A3: three times

Four times or more

‘Patients with
higher levels 
of albuminuria 
(in any eGFR stage)
have an increased
risk of progression
to ESRD and other
adverse outcomes’


