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Management of Chronic Kidney Disease (CKD)
*At all stages of CKD the key is good cardiovascular risk control*

Definition of CKD:

CKD is defined as abnormalities of kidney function or structure present for more than 3months, with implications for health. This includes all people with markers of kidney damage and those with a glomerular filtration rate (GFR) of less than 60ml/min/1.73m2 on at least 2 occasions separated by a period of at least 90days (with or without markers of kidney damage). 

Markers of CKD include albuminuria (ACR more than 3mg/mmol), urine sediment abnormalities, electrolyte and other abnormalities due to tubular disorders, abnormalities detected by histology, structural abnormalities detected by imaging, and a history of kidney transplantation.
If a GFR of <60 mL/min is detected on routine screening we recommend repeat testing within 2 weeks

Who should be tested for CKD:

· Monitor GFR at least annually in people prescribed drugs known to be nephrotoxic, such as calcineurin inhibitors (for example, cyclosporin or tacrolimus), lithium and non-steroidal anti-inflammatory drugs (NSAIDs) 
· Offer testing for CKD using eGFRcreatinine and ACR to people with any of the following risk factors:

· Diabetes

· Hypertension

· History of acute kidney injury

· 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 with potential kidney involvement – for example, systemic lupus erythematosus

· Family history of end-stage kidney disease (GFR category G5) or hereditary kidney disease

· Opportunistic detection of haematuria

Assess for albuminuria:

To detect and identify proteinuria, use urine ACR in preference because it has greater sensitivity than protein:creatinine ratio (PCR) for low levels of proteinuria. For quantification and monitoring of levels of proteinuria of ACR 70mg/mmol or more, PCR can be used as an alternative. ACR is the recommended method for people with diabetes.
For the initial detection of proteinuria, if the ACR is between 3mg/mmol and 70mg/mmol, this should be confirmed by a subsequent early morning sample alongside a dipstick check for invisible haematuria. If the initial ACR is 70mg/mmol or more, a repeat sample need not be tested. Regard a confirmed ACR of 3mg/mmol or more as clinically important proteinuria.

Albuminuria categories:

A1 - <3 mg/mmol

A2 - 3-30 mg/mmol 

A3 - >30 mg/mmol

Frequency of monitoring of GFR (number of times per year  by GFR and ACR category for people with, or at risk of category CKD):

	
	
	<3
	3-30
	>30

	eGFR
	Stage/Albumin
	A1
	A2
	A3

	≥ 90
	G1
	1 if CKD
	1
	≥1

	60-89
	G2
	1 if CKD
	1
	≥1

	45-59
	G3a
	1
	1
	2

	30-44
	G3b
	2
	2
	≥2

	15-29
	G4
	2
	2
	3

	<15
	G5
	4
	≥4
	≥4


Risk of cardiovascular disease and renal progression increases as GFR stage advances and albuminuria stage progresses
Notes on CKD management in primary care:

Stage 1-3 CKD

· Most stage 1-3 CKD can and should be managed in primary care

· Mainstay of treatment is good cardiovascular risk control

· If diabetic and stage 1-3 CKD and meet referral criteria - refer to Hospital Diabetes Team

· If non-diabetic and stage 1-3 CKD and meet referral criteria - refer to Renal Team
· If referral criteria not met but advice is required please email kch-tr.Renal @nhs.net
Stage 4-5 CKD

All patients with Stage 4-5 CKD should at least be discussed with renal team, even if not though suitable for aggressive management or renal replacement therapy, as co-morbid illness such as renal bone disease and anaemia are likely. Also patient may benefit from renal conservative care input that can be accessed in primary care.

Please ensure referral criteria are met and all relevant/requested information is provided before referring for nephrology review.  Incomplete referrals may be rejected which will delay your patient’s care.  Please email kch-tr.Renal@nhs.net if you are unsure or have any queries – we will respond within 2 working days.’
Management of invisible (microscopic haematuria):

· Persistent invisible haematuria, with or without proteinuria, should prompt investigation for urinary tract malignancy in appropriate age groups.

· Persistent invisible haematuria in the absence of proteinuria should be followed up annually with repeat testing for haematuria (proteinuria or albuminuria, GFR and blood pressure monitoring as long as the haematuria persists

We would suggest that the following conditions are more appropriate for a referral to Urology

· Recurrent urinary tract infections

· Urinary tract stones 

· Incontinence, neuropathic bladder and bladder instability

· Loin pain (Urological referral only indicated for a demonstrable urological abnormality)

· Assessments of abnormal cysts or angiomyolipomas (unless tuberous sclerosis related)

· Multicystic kidney disease or suspected autosomal dominant polycystic kidney disease is appropriate for nephrology referral

· All suspected urological cancers

· Visible Haematuria 

Indications for renal ultrasound:
· Have accelerated progression of CKD

· Have visible or persistent invisible haematuria

· Have symptoms of urinary tract obstruction

· Have a family history of polycystic kidney disease and are aged over 20 years

· Have a GFR of less than 30 mL/min/1.73 m2 (GFR category G4 or G5)

· Are considered by a nephrologist to require a renal biopsy. 

General primary care interventions:

· Healthy lifestyle advice:

· Smoking cessation where present

· Salt avoidance

· Blood pressure targets:

· CKD alone aim for 120-139/90

· CKD plus diabetes or ACR >70 aim for BP less than 130/80

· Address cardiovascular risk:

· Offer atorvastatin 20mg for all patients with CKD G3 & G4 or use if other indications

· Antiplatelets are only recommended for secondary prevention

· Review medication:

· Consider stopping nephrotoxic agents
· Review doses according to eGFR  e.g. Metformin halve dose if eGFR <45, stop if eGFR <30
· Glycaemic control:

· Aim HbA1C of 7-7.5%in diabetic patients 

· List on CKD register

· Offer seasonal flu and pneumococcal immunisation
Notes on NICE CKD guideline CG182:

The new chronic kidney disease (CKD) guidance CG182 was released by NICE in July 2014. There were a number of important changes

Changes in terminology:

· The new guideline recognised the importance of albuminuria alongside the stage of CKD called G1 to G5 in the new guidance

· Albuminuria is now categorised as A1 to A3

· As G and A worsen as does kidney prognosis and cardiovascular risk increases
Changes in the eGFR equation:

· The equation to estimate the glomerular filtration rate (GFR) will change from the MDRD equation to the CKD-EPI equation in time. The CKD-EPI equation better estimates CKD in those who are close to or above a GFR of 60 mL/min/1.73m2 to more accurately identify patients with CKD. It is likely that across London, hospitals will switch to CKD-EPI in the next few years
Use of Cystatin C assays for some patients:
· Use of Cystatin C has been suggested in the guideline in some patients with borderline CKD to confirm the diagnosis. This test is not widely in use and there is not enough supportive evidence for its use. Across London, renal units are not recommending that this test is used at the current time.
	Kidney Disease Referral Checklist (Diabetic & Non-Diabetic)

	Contact details: 
	The Renal Unit, King’s College Hospital, Bessemer Road, London SE5 9RS
	The Renal Clinic, Princess Royal University Hospital, Farnborough Common, Kent BR6 8ND

	
	Phone
	020 3299 6233
	Email helpline:
	kch-tr.renal@nhs.net

	Referring doctor:
	     
	Patient name:
	     


	Address:


	     
	DOB:
	     

	
	
	Address:


	     


	Phone:
	     
	Phone:
	     

	
	
	NHS No.
	     


Urgent referral reason: 
	 FORMCHECKBOX 
        Acute kidney injury (please see the AKI care pathway for primary care on the Renal section of the KCH website
	 FORMCHECKBOX 
        Malignant hypertension

	 FORMCHECKBOX 
        Hyperkalaemia (>6.5 mmol/L)
	 FORMCHECKBOX 
        Nephrotic syndrome (peripheral oedema, >3g proteinuria and hypoalbuminaemia (Alb <25g/L)



Please contact the Renal SpR on call to discuss cases (KCH switch on 02032999000 and ask for the renal referrals SpR on bleep 622 available 24/7)
Routine referral reason:

	 FORMCHECKBOX 
        GFR less than 30 ml/min/1.73 m2 (GFR category G4 or G5), with or without diabetes*
	 FORMCHECKBOX 
        Sustained decrease in GFR of 25% or more, and a change in GFR category or sustained decrease in GFR of 15 ml/min/1.73 m2 or more within 12 months

	 FORMCHECKBOX 
        Proteinuria (ACR >70 mg/mmol or PCR >100mg/mmol) unless known to be caused by diabetes and already appropriately treated
	 FORMCHECKBOX 
        Proteinuria (ACR >30 mg/mmol (ACR category A3) or PCR >100mg/mmol) and invisible haematuria

	 FORMCHECKBOX 
        Hypertension that remains poorly controlled despite the use of at least 4 antihypertensive drugs at therapeutic doses
	 FORMCHECKBOX 
        Suspected renal artery stenosis (GFR increase from pretreatment baseline is >25% or the serum creatinine increase from baseline > 30% after the initiation of ACE-I/ARB therapy)

	 FORMCHECKBOX 
        Suspected renal anaemia with GFR less than 45 mL/min/1.73m2 & Hb less than 110 g/L
	 FORMCHECKBOX 
   
Known or suspected rare or genetic causes of CKD such as autosomal dominant polycystic kidney disease and systemic diseases such as ANCA vasculitis and SLE

	


CKD stage of the referral:

	G1 (>90mL/min)

 FORMCHECKBOX 


	G2 (60-90mL/min)

 FORMCHECKBOX 


	G3a (45-59 mL/min)

 FORMCHECKBOX 



	G3b (30- 44 mL/min)

 FORMCHECKBOX 


	G4 (15-29 mL/min)

 FORMCHECKBOX 


	G5 (<15 mL/min)

 FORMCHECKBOX 




Dipstick Urinalysis Result:

	Blood:

	Protein:



Protein quantification (Either ACR or PCR result):

	Urine albumin:creatinine ratio result (mg/mmol):



	Urine protein:creatinine ratio result (mg/mmol):




INFORMATION REQUIRED FOR REFERRAL (Complete or include in referral letter)
	Medical history & examination
 ASK  \* MERGEFORMAT 
	     


	Urinary symptoms
	     

	BMI (or weight)
	     

	Medications

	     


	Blood pressure
(including historical results of control)
	     


	Key blood tests:

FBC, U&E, HbA1C
	     


	Serum creatinine & GFR (Include historical results for rate of decline)
	     



Please either complete the form OR include information in letter (must meet criteria)

