Updated February 2017

Age > 60 years
if other risk
factors present
Diabetes
High blood
pressure
Cardiovascular
disease
Smoking
Obesity
Family history of
kidney disease
Maori and Pacific
people
South Asians
Hx of AKI
Nephrotoxin use

Serum creatinine
to determine
eGFR
Urine ACR
Blood pressure

As above, plus:
monitor eGFR 3 monthly
HbA1c
avoid nephrotoxic drugs
prescribe antiproteinuric drugs (ACE
inhibitors or ARBs) if appropriate
address common complications
ensure drug dosages appropriate for level
of kidney function
consider indications for a referral to a
nephrologist

As above, plus refer patients with
diabetes to nephrology
As above, plus referral to nephrologist
is usuallly indicated for physical and
psychosocial preparation for renal
replacement therapy (dialysis, preemptive transplantation) or supportive
medical management
As above, plus referral to a
nephrologist

- and
** hypertension, diabetes, smoker, age > 60 yrs, obesity, family history of kidney disease, Maori
Pacific people, South Asians, history of acute kidney injury (or AKI)

Prognosis of CKD by GFR and albuminuria category*
Albuminuria stage
Kidney
function
stage

GFR
2
(mL/min/1.73m )

1

≥90

2

60-89

3a

45-59

3b

30-44

4

15-29

5

<15 or on dialysis

Normal
(urine ACR mg/mmol)
Male: < 2.5
Female: < 3.5
Not CKD unless

Microalbuminuria
Macroalbuminuria
(urine ACR mg/mmol) (urine ACR mg/mmol)
Male: 2.5-25
Female: 3.5-35

Male: > 25
Female: > 35

haematuria, structural or
pathological abnormalities
present

For patients with CKD, the combination of a low GFR and
albuminuria or proteinuria places them at a greater risk of
CKD progression at all ages, than those with just low GFR
or albuminuria/proteinuria
Repeated testing is needed to pick up the patient with
rapidly deteriorating kidney function (a sustained decline in
eGFR of more than 5ml/min/1.73m²/yr)
A measured or estimated GFR <45mL/min/1.73m² is
associated with increased risks of adverse renal,
cardiovascular and other clinical outcomes, irrespective of
age

Persistent significant albuminuria (urine ACR≥70mg/mmol)
A consistent decline in eGFR of >15mL/min/1.73m² over
a twelve month period which is confirmed on at least two
separate readings.
Haematuria with ACR>30

Consult local guidelines for full details

** New Zealand Primary Care Handbook

Refer to MOH guidelines

Lifestyle modification*
Oral short-acting hypoglycaemics
Insulin
Use metformin with caution, review with
nephrologist when GFR <30mL/min/1.73m².
Avoid if GFR <25mL/min/1.73m²

People with moderate or severe CKD are at very high risk of a CVD event
Achieving adequate BP targets will often require the use of more than one agent particularly for those with DM where on average three
different agents are required to achieve target BP
As eGFR declines more drugs will typically be required to achieve target blood pressure
*www.health.govt.nz/publication/new-zealand-primary-care-handbook-2012
**www.health.govt.nz/our-work/preventative-health-wellness/physical-activity/green-prescriptions
***www.alcohol.org.nz

Urine ACR
eGFR
Biochemistry
Fasting lipids
FBC
Calcium &
phosphate
PTH

Early detection
and management
of complications.
Adjustment of
medications doses
to levels
appropriate for
kidney function.
Lipid lowering
monitoring.

As for stage 4+
Dialysis or
transplantation (or
supportive medical
management)

Urine ACR <70mg/mmol (no haematuria)

When referring to a nephrologist, ensure patient has current blood chemistry,
quantification of proteinuria and if possible a recent renal ultrasound.

