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Chronic kidney disease (CKD) is defined as either a 
reduction in measured kidney function (eGFR) or urinary
abnormalities (haematuria/proteinuria) or a combination
of both, present for more than 3 months. In the most
recent NICE guidelines 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 or A3. 
The ACR category has been introduced to emphasise
that patients with higher levels of albuminuria have an
increased risk of progression to end-stage renal 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.

Individuals with newly identified reduced eGFR should
have AKI excluded. All newly identified CKD patients
should have blood pressure (BP), dipstick urinalysis,
random urine ACR or urine protein:creatinine ratio
(PCR), glucose, cholesterol and full blood count
checked at the earliest opportunity. An ultrasound scan
should be offered to individuals with increased risk.

Cardiovascular events and progression of CKD are more 
common if albuminuria or proteinuria is present. 
Urine ACR has a greater sensitivity for low levels of
proteinuria in comparison with PCR. Referral for
patients with CKD should be based on assessment of
kidney function (eGFR), the severity of proteinuria
(urine ACR), concerns about poorly controlled BP, or
suspected inherited renal disease. 

BP should be treated ideally to < 140/90 mmHg, if ACR 
> 70 mg/mmol treat BP ideally to < 130/80 mmHg with
ACEi or ARBs as first-choice therapy. Caution must be
exercised when reducing BP in elderly patients with
widespread vascular disease, as kidney perfusion may be
compromised by a fall in BP leading to acute kidney injury. 

ACEi or ARB therapy should be offered to patients with
CKD to reduce proteinuria, a statin should be offered to
those with CKD, and an antiplatelet agent considered
for secondary prevention of cardiovascular disease.
Medication should be reviewed, NSAIDs stopped and
doses of medication adjusted according to eGFR.

administration in patients with
widespread atherosclerotic vascular
disease: refer routinely

4. Known or suspected rare or
genetic cause of CKD

TREATMENT
Blood pressure
Treat blood pressure ideally to 
< 140/90 mmHg with multiple agents
if necessary.7 If ACR > 70 mg/mmol
treat blood pressure ideally to 
< 130/80 mmHg with ACEi or ARBs as
first-choice therapy.7 However caution
must be exercised when reducing
blood pressure in elderly patients 
with widespread vascular disease, 
as kidney perfusion may be
compromised by a fall in blood
pressure leading to AKI.  Serum
creatinine, eGFR and potassium
should be checked 7-10 days after
commencing treatment or changing
dosages of ACEi or ARB. 

Proteinuria
ACEi or ARB therapy should be
offered to patients with CKD to
reduce proteinuria. Treatment should
be offered to patients with CKD and:
• Diabetes with an ACR > 3 mg/mmol 
• Hypertension with an ACR   
> 30 mg/mmol 
• An ACR > 70 mg/mmol7

Cardiovascular risk
A statin should be offered to patients
with CKD, and an antiplatelet agent
considered for secondary prevention
of cardiovascular disease.

Other
Medications should be reviewed,
NSAIDs stopped and doses of
medications adjusted according to
eGFR. Lifestyle modification such as
smoking cessation, reduction of
obesity, increased exercise and
reduction in dietary salt intake are
recommended. Patients should be
offered education regarding their
condition and have access to 
their medical data to encourage 
self-management of their CKD. 

MONITORING
The majority of patients with CKD
may be managed in primary care. 
The amended QOF CKD indicator
recommends that a CKD register be
established and maintained for CKD
G3a to G5 (previously stages 3 to 5).6
This can also include patients with milder
proteinuria (ACR 30-100 mg/mmol),
isolated non-visible haematuria and
stable CKD stages G3 and G4, see
table 3, p21. 

The frequency of eGFR monitoring
should be tailored to changes to the
patient’s treatment (such as change in
dose of ACEi/ARBs, diuretics, NSAIDs)
intercurrent illness and whether they
have chosen conservative management
of their CKD. 

Large rises in serum creatinine 
(> 30%) and a commensurate fall in
eGFR are generally associated with
underlying renal vascular disease,
heart failure treatment and
concomitant acute illness. A falling
eGFR will require closer monitoring
and a sustained fall should be
confirmed by repeating serum
creatinine and eGFR within one month.
Suggestions for management include:
• Temporary cessation of ACEi or
ARBs if the patient is at risk of
dehydration (should not be stopped
indefinitely if these drugs are
prescribed for vascular or renal
protection indications)
• Stop NSAIDs
• Drugs containing trimethoprim can
cause a marked increase in serum
creatinine and serum potassium:
repeat sample 48 hours after
medication complete

CONCLUSION
Although CKD is common, it is
frequently underrecognised resulting
in late diagnosis and increased risk 
of progression. An individual’s risk of
adverse outcomes may be assessed
using their eGFR and urine ACR
results. Effective monitoring and
management of CKD patients within
primary care should allow timely
onward referral, thus reducing the
increased morbidity and mortality
risks associated with late referral.
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‘Patients should
have access to
their medical data
to encourage 
self-management’


