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If first void specimen not possible use a “spot” (random) urine
IF UACR positive, repeat 1-2 times over 3 months for confirmation

If eGFR<60mL/min/1.73m?, repeat test within 14 days. Small fluctuations in GFR are common and are not necessarily
indicative of progression

Clinically significant change in eGFR - drop of 20% or greater from baseline measure

*imaging or biopsy abnormalities, or proteinuria/haematuria

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

Clinical tip

Clinical tip

Urine protein:creatinine ratio of 100 mg/mmol = daily protein excretion of 1g/24hrs Avoid combinaion of ACE inhibitors and ARBs




Referral toq * Stable eGFR >30 mL/min/1.73m?
nephr0|ogi St iS Urine ACR <70mg/mmol (no haematuria)
not necessary if - Controlled blood pressure

The decision to refer or not must always be individualised,
and particularly in younger individuals the indications for
referral may be less stringent.

Tips for referral:

« Familiarise yourself with your local nephrology unit's
referral guidelines

- Don't refer to a nephrologist if targets of therapy are
achieved.

« Pay attention to CVD risk reduction.

«  Consider discussing management issues with a
nephrologist in cases where uncertainty regarding referral
exists.

Clinical tip

When referring to a nephrologist, ensure patient has current blood chemistry,
quantification of proteinuria and if possible a recent renal ultrasound.
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Treatment targets for people with CKD CKD management according to stage
Paramelter | Treatment and effects on systolic BP
!EI:IhﬂlllhlII-II-II-II-IIIiII-II- [
Smoking Lifestyle modification - refer to New Zealand Description | Kidney damage + | Kidney damage + |Moderate yeGFR | Moderate / servere | Severe yeGFR End-stage kidney
Primary Care Handbook 2012* normal or AeGFR | mild VeGFR VeGFR disease
eGFR(ml/min/ | >90 60 - 89 45-59 30-44 15-29 < 15 or on dialysis
1.73m?) -
Weight BMI at least < 30 and Lifestyle modification - Common Signs | Nil Nil or nocturia, Nil or nocturia, | As for stage 3+ | As for stage 4
ideally < 25 Eg /m?2 refer to Handbook and Symptoms mild malaise, mild malaise, nausea, pruritis,
Waist CFC males < 102 cm SBP reduction 5-20 mmHg = 10 kg loss anorexia anorexia restless legs,
Waist circ females < 88cm dyspnoea
Common Hypertension As for stage 1-2 +| As for stage 1-2 + As for stage 3 + As for stage 4 +
Physical activity >30 mins moderately intensive Lifestyle modification - refer to Handbook Complications Anaemia Anaemia Hyperphosphata | Pericarditis
physical activity/day (3-6 METSs) and “Green Prescriptions”** Sleep Apnoea | Sleep Apnoea | emia Encephalopathy
CvD CvD Acidosis Neuropathy
SBP reduction = 4-9 mmHg Malnutrition Malnutrition Hyperkalaemia
Nutrition Dietary salt intake < 100 mmol/day | Lifestyle modification - Restless legs
(69 salt/day) refer to Handbook
. . .| SBP reduction = 2-8 mmHg su M MARY G U I DE
Dietary protein intake - normal protein
diet (0.75 - 1.0 g/kg/day, with Clinic BP As for stage 1-2 | BP, weight, As for stage 1-2 + | As for stage 4
adequate energy). Low protein diet Assessment Weight urinalysis Fluid overload
not recommended Urinalysis
Alcohol Reduce long-term health risks by | Lifestyle modification - refer to Health Lab General chemistry, eGFR As for stage 1-2 +| Urine ACR Asforstage 3+ | As per monthly
drinking no more than: Promotion Agency*** Recommended upper Assessment | Glucose FBC eGFR plasma blood schiedule
e 2 standard drinks a day for women | limts for safer drinking Lipids o o Iron stores B'OC.hem.'S.try bicarbonate spgmﬂed by Renal
. Y Albuminuria or proteinuria Ca/PO4 Fasting lipids Unit
and no more than 10 standard drinks | e Refer to MOH guidelines PTH (repeat test | FBC
a week on nephrologist | Calcium &
e 3 standard drinks a day for men | SBP reduction = 2-4 mmHg advice) phosphate
and no more than 15 standard drinks PTH
a week
AND at least two alcohol-free days
every week Management | Diagnosis (may require renal biopsy)  |As for stage 1-2 | Early detection | As for stage 3+ | As for stage 4+
 Glinical Fictors | Il [l J1 I Cardiac and idney risk factor + Treat and management | Education regarding | Dialysis or
Blood pressure <140/90 mmHg Lifestyle modification modification complications | Of complications. | yreatment options | transplantation (or
<130/80 mmHg if albuminuria or | ACE inhibitor or ARB first line therapy < 140/90 or < 130/80 if albuminuria |Medication g(gtuiisct;?i%r:]tsoéoses including pre- supportive medical
diabetes Combination therapy with both ACEs and or diabetes review to levels emptive management)
ARBs should be avoided (Urine protein/creatinine 100 mg/mmol appropriate for | transplantation
Proteinuria >50% reduction of baseline value | ACE inhibitor or ARB first line therapy = protein excretion of 1g/24hrs) kidney function. | Dialysis access
Lipids Total cholesterol <4.0 mmol/L Drug treatment and specific lifestyle advice* 'r‘r']gﬁtt’r"iﬂ”g surgery
LDL cholesterol <2.0 mmol/L Treatment based on individual cardiac risk*
HDL cholesterol >1.0 mmol/L Statins less effective wih advanced CKD Frequency of | 6 - 12 months Less frequently if eGFR |3 - 6 monthly 3 - 6 monthly 3 monthly Monthly (shared
Triglycerides <1.7 mmol/L clinical review | stable and treatment targets met with renal unit)
Blood glucose Pre-prandial BSL 4.0 - 6.0 mmol/L | Lifestyle modification®
(for people HbA1c <53 mmol/mol Oral short-acting hypoglycaemics Nephrologist | Consider referral if indication is present | Consider referral | Consider referral | All patients should | Al patients should
with diabetes) Insulin Referral if indication is if indication is be referred to a be referred to a

Use metformin with caution, review with present present nephrologist nephrologist

nephrologist when GFR <30mL/min/1.73m2.
Avoid if GFR <25mL/min/1.73m?

Consider immunisation against influenza and invasive pneumococcal disease for people with diabetes or CKD.

e
Golden Rules! (Advice regarding what to do in the event of dehydration/self management) IG I D n e H e a | t h
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 NEW ZEALAND
different agents are required to achieve target BP
As eGFR declines more drugs will typically be required to achieve target blood pressure 0800 KIDNEY (0800 543 639) www.kidne ys.co.nz
*www.health.govt.nz/publication/new-zealand-primary-care-handbook-2012

**www.health.govt.nz/our-work/preventative-health-wellness/physical-activity/green-prescriptions

*oyaw.alcohol.org.nz Incorporating guidance from KHA-CARI Guidelines www.cari.org.au and the New Zealand Primary Care Handbook 2012

Updated February 2017



