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V.A. The comprehensive diabetes
examination includes, among
other components, tests for
microalbuminuria and serum
creatinine (and calculation of
eGFR)

Physical examshould include…
examination of the abdomen for
enlarged kidneys,masses, and
abnormal aortic pulsation…

Routine laboratory tests
recommended before initiating
therapy include…blood glucose
and hematocrit; serumpotassium,
creatinine (or the corresponding
estimated glomerular filtration rate
[GFR]), and calcium; and a lipid
profile…Optional tests include
measurement of urinary albumin
excretion or albumin/creatinine
ratio..

KDOQI(NGC, fromAmJKidney
Dis 2002Feb)

ADA(in“StandardsofMedical
Care,”DiabetesCare30(supp1)
2007Jan)

JNC-VII

#1:Definition and Stages of CKD
defined byGFR
#2: Evaluation andTreatment.
1. CKDpatients should be evaluated
for diagnosis, comorbidities,
severity, complications, risk for
loss of kidney function, risk for
CVD

2.Treatment of CKDshould include
dx-based therapy, E&Mof
comorbidities, slowing loss of
kidney function, prevention and
treatment for CVD, cx of dec.
kidney function, preparation for
replacement, and
replacement/transplant

3.Develop clinical action plan.
4.Reviewmedication
5. Incorp. S/M into tx plan
6.Referral to nephrologist for
eGFR<30

#3: Patients at increased risk for
CKDshould be assessed

Comparisonof KDOQI,ADA,and JNC-VIIGuidelines.
FocusonCKD-RelatedGuidelines
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VI.A.1Measure BP at each visit
Goal of 130/80
ACE/ARB

V.D.ConsultationwithRD,weight
loss, reduce fat/carb intake

Serumpotassiumand creatinine
should bemonitored at least 1–2
times/year.

KDOQI (NGC, fromAmJKidney
Dis2002Feb)

ADA(in“StandardsofMedical
Care,”DiabetesCare30(supp1)
2007Jan)

JNC-VII

#4: eGFR should be used for
assessment.
Serumcreatininealone is insufficient
Labs should report eGFR in addition
to creatinine
TimedGFRnecessary only in
exceptional circumstances
#5:Assessment of proteinuria.
Spot urine formost circumstances
Dipsticks acceptable inmost; if
positive, confirmusing quantitative
w/in 3mos.
Adults: screen using albumin-
specific of albumin to creatinine;
monitor CKDpatients using
albumin-to-creatinine
More details that specifically relate to
children
#6: CKDmarkers other than
proteinuria
a. urine sediment or red/white
blood dipstick for CKDor at risk
for CKD

b.kidney imaging for CKDor at risk
for CKD

c. othermarkers showpromise; not
ready yet

#7:GFR andHTN
a.monitor BP for all withCKD
b.treatHTNusing target BP,
nonpharm therapy, and specific
Rx agents (seeGL 13 andGL 15)

#8:GFR and anemia
EvaluateGFR<60 for anemia, incl.
hemoglobin
#9:GFR andnutrition
GFR<60 assess protein and energy
intake
#10: Bone disease andCa andPh
metabolism
GFR<60 evaluate for bone disease
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VI.DAnnual screen

VI.A.1Measure BP at each visit
Goal of 130/80.ACE/ARB
VI.B To slowCKDprogression,
optimize glucose andBP control.
All diabetics: annual test for
microalbuminuria; annual serum
creatinine (to yield eGFR, the best
method for evaluating kidney
function)

VI.B. For treatingmicro/macroalb.,
ACE/ARBunless pregnant.
Reduce protein intake
Monitor serumpotassium if taking
ACE/ARB
Cont. surv. ofmicroalb/proteinuria
Refer to expert in diabetic/renal if
eGFR<60.
Refer to nephrologist if eGFR<30 (in
text, not a guideline)
VI.A annual lipid panel. Statins
recommended formost patients.

CKDdefined by eGFR<60 and/or
albuminuria
Target BP 130/80.
ACE/ARBrecommended; temporary
creatinine increase of up to 35
percentOKunless hyperkalemia
develops.

For eGFR<30, loop diuretics
recommended.

Thiazide diuretics, BBs, ACEs,
ARBs, andCCBs

KDOQI (NGC, fromAmJKidney
Dis2002Feb)

ADA(in“StandardsofMedical
Care,”DiabetesCare30(supp1)
2007Jan)

JNC-VII

#11:Neuropathy
AssessCKDpatients for neurologic
involvement
#12:GFR and functioning
GFR<60 assess for functioning and
well-being
#13: CKDprogression
a. assessGFRdecline
b.estimate rate of decline
c. intervenewith all CKDpatients:
glucose control for diabetics, BP
control, ACE/ARB.
(Proteinrestriction, lipid-lowering,
and partial correction of anemia
inconclusive)

d.Prevent and correct acute decline
due to common causes: volume
depletion, IV radio contrast,
some antimicrobial Rx,NSAIDs,
use ofACE/ARBs, cyclosporine/
tacrolimus, urinary tract obst.

e.Annuallymeasure eGFR,more
often forGFR<60, history of rapid
decline (>4/year), risk factors for
rapid progression, treatment for
progression, risk of acuteGFR
decline

#14: CKD&diabetes
a.CKDwith diabetes: follow
published guidelines for diabetics

b.ACE/ARBparticularly important
c. CKDhave “higher risk” of
diabetic c/c

#15: CKDandCVD
CKDare highest risk for CVD
MeasureCKD for “traditional” CVD
risk
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