Discussing CKD with Patients  - reference : Mitra PK, Tasker PR, Ell MS. Chronic Kidney Disease (10 minute consultation). BMJ 2007; 334:1273. (16 June 2007).

Ask about.

1. Symptoms of CVD, urinary tract disease and other underlying systemic disease.

2. Risk factors for CVD and renal disease including drugs and FH.

Examination and investigation.

1. BP, weight, abdo for kidneys and bladder.

2. Urinanalysis & culture if required.

3. Calculate serial eGFRs.

Management

1. According to stage of CKD

2. Lifestyle advice and support eg., diet.

3. CVD risk factor management

4. Referral if necessary

5. Offer another appt to discuss further.

Explain.

1. Explain CKd & eGFR.

2. Reassure CKD is common and most patients do not go to develop established renal disease. However, they do have increased risk of CVD.

3. Explain relationship between CKD and hypertension.

4. Explain what is required in terms of further investigation, management and follow up.

eGFR – The case against. Reference: Giles PD, Fitzmaurice DA. Formula estimations of GFR: Have we got it wrong? BMJ 2007; 334: 1198-1200. (9 June).

1. eGFR is no more reliable than creatinine as a monitoring tool.

2. At higher GFR levels (ie., CKD stage 1 & 2), the validity of eGFR to accurately measure GFR is in question (less correlation between eGFR and that measured by isotope methods).

3. Reporting eGFR on all adult serum creatinine has effectively introduced a screening programme for CKD without reference to established criteria for a national screening programme: We do not know the sensitivity; specificity; PPV, NPV of the test. There is no diagnostic test available as part of the screening programme.

4. Variations in method to assay serum creatinine between labs and over time has effect on eGFR. 

5. Therefore useful in staging 3-5 but not in detecting 1&2 as too much overlap with normal population.

The case for. Reference: Lamb E. eGFR & chronic kidney disease. Time to move forward. BMJ 2007; 335: 111 (21 July).

1. Increase in referrals to secondary care is likely to be temporary due to the referral of patients with prevalent disease. Most can safely be managed in primary care if guidelines are followed.

2. Reporting eGFR has improved the clinical interpretation of an established test. Indications for this test have not changed.

3. The aim is to reduce the late referral of patients with advanced disease.

4. It is not perfect in terms of validity and reliability but is continually being improved.

