NICE Guidelines 2008 : Chronic kidney disease

Hi guys heres my summary of CKD guidelines  adapted from NICE.
Abbreviations used:

ACE inhibitor: angiotensin-converting enzyme inhibitor

ACR: albumin:creatinine ratio

ARB: angiotensin-II receptor blocker

eGFR: estimated glomerular filtration rate

GDG: Guideline Development Group

IDMS: isotope dilution mass spectrometry

MDRD: modification of diet in renal disease

NSAIDs: non-steroidal anti-inflammatory drugs

PCR: protein:creatinine ratio
Classification of CKD
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Stages of CKD? and frequency of eGFR testing

eGFR Description Typical testing frequency®
(ml/min/
173 m?)

Normal or increased GFR, with 12 monthly
other evidence of kidney damage

Slight decrease in GFR, with
other evidence of kidney damage

Moderate decrease in GFR, 6 monthly
with or without other evidence
of kidney damage

Severe decrease in GFR, with 3 monthly
or without other evidence of
kidney damage

5 Established renal failure 6 weekly

Test eGFR®:
Annually in all at risk groups.
During intercurrent illness and perioperatively in all patients with CKD.
The exact frequency should depend on the linical situation. The frequency of testing may be
reduced where eGFR levels remain very stable but will need to be increased if there is rapid
progression.

2 This updates stage 3 of the dassification of CKD adopted by the ‘National service framework for renal services' the U “National Kidney
Foundation kidney disease outcornes qualty inftiative’ INKF-KDOQID.

b Use the suffix (p) to denote the presence of proteinuria when staging CKD, and define proteinuria as urinary ACR

> 30 mg/mmol, o PCR > 50 mg/mmol.

< The information on testing frequency is based on GDG consensus and not on evidence.





Investigations

Testing kidney function

 Report eGFR as well as serum creatinine result

 Use IDMS-traceable simplified MDRD equation to estimate GFR
Correct for ethnicity: multiply eGFR by 1.21 for African-Caribbean or African ethnicity.

Interpret eGFR with caution for people with extremes of muscle mass.

 Advise the person not to eat meat for at least 12 hours before the eGFR blood test.

For all people with diabetes, quantify urinary albumin/protein excretion and confirm first abnormal result on an early morning sample.
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Chronic kidney disease

Testing for proteinuria

Investigation

To detect and identiy proteinuria, use ACR n preferen

Tow levels of proteinura. For quants
alternatve. ACR is the recommended

Do not use reagent strips to identiy
alburin at ow concentratons and

If the initial ACR.

0 mg/mmol and < 701

method for pe

nfim by a subsequent early mor

sample. If the initial ACR is = 70 mg/mimol a repeat sample need not be tested.

© In people without diabetes consider clinically significant proteinuria to be present when the ACR

is = 30 mgmmol

In people with diabetes consider microalburminuria (ACR > 2.5 m/mmol in men and AC
3.5 mg/mmol in wormen) to be dinicalysignificant

Testing for haematuria

© Use reagent strips rather than urine microscopy.
~ Evaluate further if there is a result of 1+ or mor
Do not use urine microscopy to confirm a positve resutt
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diferentite, in the absence of
inuria, from transient haematuria

With or without proteinuria

Without proteinura
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Pages 11-14 are summarised in the management section.
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Management

Lifestyle advice
An appropriately trained professional should discuss the risks and benefits of dietary protein restriction.
Offer dietary advice concerning potassium, phosphate, protein, calorie and salt intake to people with progressive CKD.

Encourage the person to take exercise, achieve a healthy weight and stop smoking.

Progressive CKD

Define progression as a decline in eGFR of > 5 ml/min/1.73 m2 within 1 year, or

> 10 ml/min/1.73 m2 within 5 years.
Take at least 3 eGFRs over at least 90 days.
For a new finding of reduced eGFR, repeat test within 2 weeks to exclude acute kidney injury (acute renal failure).
Chronic use of NSAIDs may be associated with progression; exercise caution and monitor GFR.

Work to optimise the health of people with risk factors for progressive CKD:

cardiovascular disease
smoking

proteinuria 
black or Asian ethnicity

hypertension 
chronic use of NSAIDs

diabetes 
urinary outflow tract obstruction.
In people aged > 70 years, an eGFR in the range 45–59 ml/min/1.73 m2, if stable over time and without any other evidence of kidney damage, is unlikely to be associated with CKD-related complications.

Renal ultrasound

Offer a renal ultrasound to all people with CKD who:
– have progressive 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

– have stage 4 or 5 CKD

– are considered by a nephrologist to require a renal biopsy.

-  advise people with a family history of inherited kidney disease about the implications of anabnormal result before arranging the scan.

Referral to specialist

People with CKD in the following groups should normally be referred for specialist assessment:

– stage 4 and 5 CKD (with or without diabetes)
– higher levels of proteinuria (ACR ≥ 70 mg/mmol) unless known to be due to diabetes andalready appropriately treated
– proteinuria (ACR ≥ 30 mg/mmol) together with haematuria
– rapidly declining eGFR (> 5 ml/min/1.73 m2 in 1 year, or > 10 ml/min/1.73 m2 within 5 years)
– hypertension that remains poorly controlled despite the use of at least four antihypertensive drugs at therapeutic doses.
– people with, or suspected of having, rare or genetic causes of CKD
– suspected renal artery stenosis.
_ People with CKD and renal outflow obstruction should normally be referred to urological services, unless urgent medical intervention is required.

Other complications

Control blood pressure 

Aim to keep systolic blood pressure below 140 mmHg (target range 120–139 mmHg) and diastolic blood pressure below 90 mmHg.
In people with diabetes and CKD or when the ACR is ≥ 70 mg/mmol aim to keep systolic blood pressure below 130 mmHg (target range 120–129 mmHg) and diastolic blood pressure below 80 mmHg6.
Reduce cardiovascular disease risk

Use statins for the primary prevention of cardiovascular disease in the same way as in people without CKD.
Offer statins for the secondary prevention of cardiovascular disease irrespective of baseline lipid values.
Offer antiplatelet drugs for the secondary prevention of cardiovascular disease. 
Manage bone conditions

Measure serum calcium, phosphate and parathyroid hormone concentrations in people with stage 4 or 5 CKD.
Offer bisphosphonates if indicated for the prevention and treatment of osteoporosis in people with stage 1, 2, 3A or 3B CKD.

When vitamin D supplementation is indicated in people with CKD offer:
− cholecalciferol or ergocalciferol to people with stage 1, 2, 3A or 3B CKD
− 1-alpha-hydroxycholecalciferol (alfacalcidol) or 1,25-dihydroxycholecalciferol (calcitriol) to people with stage 4 or 5 CKD.

_ Monitor serum calcium and phosphate concentrations in people receiving 1-alphahydroxycholecalciferol or 1,25-dihydroxycholecalciferol supplementation.

Test for anaemia

 If not already measured, check haemoglobin in people with stage 3B, 4 and 5 CKD to identify anaemia (Hb < 11.0 g/dl). Continue appropriate testing.
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Pharmacotherapy: antihypertensives in people with CKD

Indications

Diabates
ACR > 2.5 ma/mmal (men) or > 3.5 mgmol Offer ACE inhibitors/ARE
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Treat with ACE inhibito

Inform of the importance of reaching the optimal dose, and of moritoring to achieve this safely
Tirate ACE Inhibitors/ARBS to the maximum tolerated therapetic dose before adding a
st eGFR and serum potassium before treatment starts and repeat after 1-2 weeks
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