=40 mL/min  with another abnormality®

30-59 mb/min  (moderate impairment)
15-29 mL/min  (severe impairment)

<135 mlL/min iestablished renal failure)

Why the change?

Until recently the emphasis has been on patients
needing dialysis or transplantation. It is now realised
that less severe chronic kidney disease (CKD} is quite
COmMmOon.

Serum creatinine on its own does not detect minor
degrees of kidney impairment and isn't directly related
to the GFR.

eGFR forms the basis for the classification and
management of CKD.

CKD is an important risk factor for cardiovascular
problems. eGFR makes it easier to tell who should be
offered treatment to reduce the risk.

eGFR makes it easier to work out which patients need
to be referred for specialist investigation and treatment.

The 5 stages of
Chronic Kidney Disease (CKD)

eGFR STAGE

stage 1 CKD
- otherwise regard as normal

60-89 mL/min  with another abnormality* = stage 2 CKD

- otherwise regard as normal
= stage 3 CKD

= stage 4 CKD
= stage 5 CKD
*o.g already known to have proteinuria, haematuria

{but no urological cause), microalbuminuria (in diabetes),
polycystic disease or reflux nephropathy.

If eGFR 60 - 89 ml/min:

On its own this s not an indication for further testing
and does not mean somecne has CKD.

If eGFR <60 ml/min:

Review all previous creatinine/eGFR results to assess rate
of deterioration

Review medication, particularly recent additions
e.g. non-steroidal anti-inflammatory drugs (NSAIDs),
antibiotics, mesalazine, diuretics, ACEIs/ARBs,

Test urine for haematuria and proteinuria. If protein present
request uring proteinfcreatinine ratio,

Assess clinically: for urinary symploms, palpable
bladder, BF, sepsis, heart failure, hypovolaemia,

Repeat serum creatinine measurement within 5 days
to exclude rapid progression, if new finding,

Check referral criteria: ensure entry into a chronic
disease management programme if not indicated

Information needed on referral

s General medical history

* Lrinary symptoms

* Medication

* Examination e.g. B, oedema, bladder
* Urine dipstick for blood and protein

* Urine for PCR if proteinuria present

* Blood count

= Serum creatinine, urea, sodium, potassium,
albumin, calcium, phosphate, cholesterol,
HbAlc (in diabetes)

* All previous creatinine results with dates

Result of renal ultrasound if available,

Criteria for referral

Stages 1/2

= Malignant hypertension {Urgent)
+ Hyperkalaemia (K'=7 mmaol/L) {Urgent)
* MNephrotic syndrome (Urgent)

# lsolated proteinuria (protein:creatinine ratio (PCR) =100mg/mmol)

+ Proteinuria and microscopic haematuria (PCR = 45 mg/mmal}

» Diabetes with proteinuria (PCR =100 mg/mmol) but no
retinopathy

* Macroscopic haematuria (after negative urclogical evaluation)

* Recurrent pulmaonary oedema with nomal left ventricular
function

« Fall of eGFR of =15% during first 2 months on ACEL / ARB

As above, plus:

* Progressive fall in GFR

* Microscopic haematuria (after negative urological tests if
=50 years old)

* Proteinuria (urine protein:creatinine ratio = 45 mg/mmaol)

* Anaemia (after exclusion of other causes)

* Persistently abnormal serum potassium, caleium, phosphate,
iuncuffed sample)

* Suspected underlying systemic illness, eg. SLE, vasculitis, myeloma

* Uncontrolled hypertension le.g. BP = 150/90 on 3 agents)

Stages 4/5 (Urgent)

All patients should be referred or at least discussed farmally with
a nephrologist and offered the options of renal replacement
therapy (RRT) or conservative therapy, even if it is nol anticipated
that RRT will be appropriate. Exceptions may include if the CKD
is part of terminal illness or function is stable and relevant tests
completed and appropriate management implemented with an
agreed treatment plan






