
Chronic Kidney Disease  – Identification, Evaluation and Management

SUMMARY OF GUIDELINE

Order screening tests* – repeat within 3 months if abnormal 

Tests	 Significant abnormal result =
Serum eGFR† (from serum creatinine)........< 60 mL/min for > 3 months
Urinalysis...................................................WCB or RBC without infection or instrumentation; 		

cellular casts are always abnormal
Urine ACR (albumin/creatinine ratio)...........Elevated on 2 of 3 serial tests done 1 week to 2 months 	

apart: males > 2.0 mg/mmol; females > 2.8 mg/mmol

For full Guideline please go to website: http://www.BCGuidelines.ca

Identify patients at risk 

Includes patients with diabetes, hypertension +/- cardiovascular disease, family 
history of kidney disease, and specific high-risk ethnic groups (First Nations, Pacific 
Islanders, Asians and African descent).

Follow-up tests are normal 

Monitor annually or as clinically 
indicated (see reverse)

Perform a systems review and physical exam.

Consider referral to nephrologist/internist if:

• etiology cannot be determined
• urine protein increasing
• eGFR declining > 10-15% annually
• serum K+ > 6.0 mmol/L repeatedly
• abnormal urinalysis/ACR
• Stage 4, 5 (urgently)
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Follow-up tests are abnormal 

Stage	 Description	 eGFR† (mL/min)
1	 Kidney damage with normal or increased eGFR	 ≥ 90
2	 Kidney damage with mild decrease in eGFR	 60-89
3	 Moderate decrease in eGFR	 30-59
4	 Severe decrease in eGFR	 15-29
5	 Kidney failure	 < 15 or dialysis

• Determine cause of kidney disease
• Consider renal U/S
• Follow care objectives on reverse

*Occasionally a screening test will identify a serious systemic disease or early stages of an acute illness. In patients with active urine sediments (RBC casts or cellular casts +/- protein), constitutional 
symptoms, or unexplained severity of kidney dysfunction, prompt consultation with a specialist and/or re-evaluation of tests is indicated.

†For patients age > 75: accuracy of eGFR is questionable. A conservative approach is recommended for eGFR between 45-60 as it may reflect normal variation, especially if no other abnormalities. Exercise 
caution with respect to medications, dye & risk of acute kidney injury with severe illnesses. Correlation with clinical condition is recommended.
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•	 BP < 130/80.
•	 ACEI/ARB recommended in 

addition to other drugs.** 

Stability of kidney function or 
< 10-15% decline in eGFR annually. 
•	 Reduce abnormal values by 

50% or more from baseline.
•	 ACEI/ARBs recommended.**

•	 Reduce risk in those at high 
risk.

•	 Lipid targets (<70 yrs): LDL 
	 < 2.5; TC/HDL ratio < 4.0.	

A1C: ≤ 7.0% (0.07).
 

	

Adequate nutrition and BMI near 
ideal (18.5-24.9).†† 
Complete smoking cessation.
•	 Hgb within normal range for 

sex if not on ESA treatment, 
Hgb > 110- 125 g/L if on ESA 
treatment. 

•	 Transferrin saturation > 20%. 
•	 Calcium 2.2-2.5 mmol/L.
•	 Phosphorus 0.75-1.4 mmol/L.
•	 iPTH in normal range.
•	 Albumin in normal range.	
Prevention of influenza.

Prevention of pneumonia.

Seroconversion, prevention of 
Hep B (seroconversion rate higher 
if immunized early).	
Avoidance of aminoglycosides, 
NSAIDs, COX-2 inhibitors, 
intravenous or intra-arterial 
radiocontrast studies.
•	 Providing support. 
•	 Optimize self-management.
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CHRONIC KIDNEY DISEASE – CARE OBJECTIVES AND TARGETS

Care	 Objective	 Target

Measure and record at diagnosis and at every visit thereafter. See BC guideline:
Hypertension – Detection, Diagnosis and Management at www.BCGuidelines.ca

Obtain regular measurements of serum creatinine for eGFR (at least q 6 months) 
and after any change in medications, medical intervention, or clinical status.

ACR (microalbumin) every 6-12 months or as clinically indicated.	

•	 Measure after change in medications, medical intervention, or clinical status 
with particular attention to K+.

•	 Check serum creatinine and K+ prior to starting ACEIs and ARBs, within 2 
weeks of starting, and within 2 weeks after dose increase.

•	 Serum creatinine rise >20% or eGFR decrease >15% after dose increase 
should be followed by further measurements within 2 weeks.

•	 Calculate & record CVD risk.
•	 Manage in accordance with relevant guidelines.
•	 Check fasting lipids yearly once target values are achieved & more frequently 

in patients on lipid lowering medication.
•	 Measure A1C q 3 months or as clinically indicated. See Diabetes Care guideline 

at www.BCGuidelines.ca
•	 Long-acting sulfonylureas may be associated with hypoglycemia with unstable 

eGFR, especially those below 45. If recurrent hypoglycemia, or unstable eGFR 
consider using short-acting sulfonylureas or non-sulfonylureas. 

•	 In those with unstable eGFR or acute changes in clinical condition, metformin 
should be held.

Record weight & BMI on each visit for comparison.

Encourage patient to stop smoking, enquire at every visit, support when receptive.
Measure at least yearly (more frequently with advanced CKD):
•	 CBC.
•	 Mineral metabolism (calcium, phosphorus, iPTH).
•	 Nutrition profile (albumin).

Immunize annually.
Immunize every 10 years.

Immunization at a higher level of eGFR more likely to result in seroconversion 
if patient is being considered for hemodialysis. Screening and vaccination in 
consultation with nephrology team.
•	 Reduce risk of acute or chronic deterioration of kidney function.
•	 Adjust renally excreted drugs according to kidney function.

•	 Depression and grief reaction may occur with chronic disease. 
•	 Identify and address psychosocial problems that affect the illness.

NOTES:	 **	 Reduction of proteinuria can be facilitated by the use of ACEI/ARBs. This has been shown to reduce the rate of progression of chronic renal 		
	 insufficiency in hypertensive patients with diabetes or chronic glomerulonephritis.

   	 ††	 In severe CKD (eGFR < 15ml/min), weight loss may indicate a catabolic state and a possible need for dialysis.


