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Chronic Kidney Disease Screening, Assessment, Management & Referral 

Practice Points 

• Chronic kidney disease (CKD) is common (> 10% of the population) and early 

detection offers the best hope for improving patient outcomes. 

• An eGFR < 60 mL/min/1.73m2 is common in older people, but is predictive of 

significantly increased risks of adverse clinical outcomes. 

• If the eGFR is ≥ 60 mL/min/1.73m2, and there is no evidence of kidney damage, then 
CKD is not present. 

 

Screening 

1. CKD screening is recommended for at risk patients every 1 to 2 years (yearly for patients with   

diabetes, hypertension, or increased CVD risk).  

2. CKD Screening Includes:-  

• Blood pressure measurement. 

• Serum electrolytes, urea, and creatinine. 

• Measurement of eGFR 

o If eGFR < 60mL/min/1.73m2, repeat within 14 days  

o If ≥ 20% reduction in eGFR on repeat testing, discuss with a nephrologist, as this 

may indicate acute kidney injury. 

• Measurement of urine albumin:creatinine ratio (ACR) 

o If urine ACR positive, arrange 2 further tests over 3 months (preferably first 

morning void).  

o Also consider factors other than CKD  which may increase albumin excretion. 

 

3. If screening:  

• identifies disease, assess further (as below) and initiate CKD management. 

• is negative, rescreen patients at increased risk (BP, eGFR, urine ACR) every 2 years, 

or every year if they have hypertension, diabetes, or increased cardiovascular risk. 

 

Assessment of newly-diagnosed CKD  

1. Additional evaluation including: 

• Full blood count. 

• Fasting lipids and glucose  

• Urine Microscopy, C&S 

• Dipstick urinalysis to identify or exclude haematuria   

• Urinary tract ultrasound scan. 

 

2. If moderate renal impairment (eGFR 30 to 59 mL/min/1.73m2 with microalbuminuria or eGFR 

30 to 44 mL/min/1.73m2 with normoalbuminuria) or severe renal impairment 

(Macroalbuminuria irrespective of eGFR or eGFR < 30 mL/min/1.73m2 irrespective of 

albuminuria), arrange measurement of serum calcium, phosphate, 25-hydroxyvitamin D, 

alkaline phosphatase, and parathyroid hormone (PTH).  

 

3. If these levels are out of range consult a nephrologist. 
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Management of CKD  

Practice Point 

• Chronic kidney disease (CKD) affects more than 10% of the population, but most 

patients never reach end-stage kidney disease. Most die from cardiovascular disease, 

so address this as a key priority. 

• Multiple medications (≥ 3) are often needed to adequately control blood pressure in 

most individuals with CKD 

 
1. Treat hypertension to achieve target blood pressure, (see Heart Foundation Guidelines).  
 
2. ACE inhibitors and ARBs (but not both), at maximal tolerated dose, recommended as first line 

therapy. ACE inhibitors and ARBs can cause a reversible reduction in GFR when treatment is 
initiated. 

 
• If the reduction is less than 25% and stabilises within two months of starting therapy, the ACE 

inhibitor or ARB should be continued. 

• If the reduction in GFR exceeds 25% below the baseline value, the ACE inhibitor or ARB should 

be ceased" and bilateral renal artery stenosis excluded (renal artery ultrasound). 

• ACE inhibitors and ARBs (but not both), at maximal tolerated dose, recommended as first line 

therapy. ACE inhibitors and ARBs can cause a reversible reduction in GFR when treatment is 

initiated. 

• If the reduction is less than 25% and stabilises within two months of starting therapy, the ACE 

inhibitor or ARB should be continued. 

• If the reduction in GFR exceeds 25% below the baseline value, the ACE inhibitor or ARB should 

be ceased and bilateral renal artery stenosis excluded (renal artery ultrasound). 

 

3. Address other cardiovascular risk factors: 

• Optimise diabetes control (target HbA1c 53 mmol/mol, = 7%), treat hyperlipidaemia to target 

(but be aware there may be more side effects of lipid lowering medication in more severe CKD), 

encourage: 

• Weight reduction if overweight or obese 

• Smoking Cessation  

• Reducing alcohol intake  

• Increasing physical activity  

• Low salt diet 

• Consider referral to a dietitian. 

 

4. Review medications 

• Consider cessation or dosage reduction of renally excreted medications. 

• Avoid nephrotoxic medications. 
 

5. Avoid volume depletion. 
 
6. Consider nutritional factors. Specific dietary advice may require formal dietetic consultation, 

especially when heart, renal, and diabetic diets have to be reconciled. 
 
7. Assess for depression (affects 1 in 5 individuals with CKD, and 1 in 3 on dialysis) and 

manage accordingly. 
 
8. Ensure ongoing monitoring occurs at a frequency determined by the severity of CKD. 
 
9. Consider discussion of advance care directive, especially if disease severe (eGFR < 30 

ml/min/1.73m2). 
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Referral 

The decision to refer or not is based on individual patient circumstances. However, in younger 

patients (< 40 years) the indications for referral may be less stringent (consider the possibility of 

genetic disease). Also consider the patient's wishes and any comorbidities. 

Referral is indicated if: 

• eGFR is < 30 mL/min/1.73 m2 

• Persistent macroalbuminuria (urine ACR ≥ 25 mg/mmol in males and ≥ 35 mg/mmol in 

females). 

• A rapid decline in eGFR from a baseline of < 60 mL/min/1.73m2 

• A decline of > 5 mL/min/1.73 m2 over a 6 month period which is confirmed on at least 3 

separate readings. 

• Glomerular haematuria (dysmorphic) with macroalbuminuria. 

• Chronic kidney disease and hypertension that is hard to get to target despite at least three 

antihypertensive agents. 

• Unexplained anaemia (Hb <100 g/L) with eGFR < 45 mL/min/1.73 m2 and adequate iron 

stores (ferritin > 200 g/L and transferrin saturation > 20%). 

 

 

If stable eGFR ≥ 30 mL/min/1.73 m2, urine ACR < 30 mg/mmol (with no haematuria), and 

well controlled blood pressure, referral is not necessary. 
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