	Item
	Section 1: Concept of CKD

	1
	CKD is considered to be a decrease in renal function (glomerular filtration rate-GFR<60ml/min/1.73m2) with persistence for at least three months.

	2
	Renal damage is diagnosed using direct methods (renal biopsy) or indirect markers such as albuminuria or proteinuria, altered urinary sediments, or imaging tests, with persistence for at least three months

	3
	CKD is categorised based on GFR using the following scale: 
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- “mlimin/1,73 m? de forma persistente durante al menos tres meses.

2. Se considera dafio renal diagnosticado por metodos directos (biopsia renal) o directos por
‘marcadores como albuminuria o proteinuria, alteraciones del sedimento urinario o pruebas de
e imagen de forma persistente durante al menos tres meses

= 3.La ERC se debe estudiar por el nivel de FG segun la siguiente escala.

- 1 290 Dafio renal con FG nomal

z Datio renal, igero descenso
2 o089 Gel FG

N 3 3050 Descenso moderado del FG
4 1520 Descenso grave del FG
5 <150 didisis Predidlsis adisis

: Los estadios 35 consituyen Io que 5 conoce habituaments cormo siigenci renal”
Estas alteraciones deben confimarse curante al menos 3 meses
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STAGE  GFR (ml/min/1.73m2)  DESCRIPTION

Renal damage with normal FGR

Renal damage, mild decrease in GFR

Moderate decrease in GFR

Severe decrease in GFR

Predialysis/dialysis

Stages 3-5 are commonly referred to as “renal failure”. Symptoms must persist for at least 3 months.



	Item
	Section 2: Detection and Diagnosis of CKD

	4
	All patients with CKD –renal failure (GFR<60ml/min) and/or renal damage- must be monitored to evaluate the evolution of disease stages, potential reversibility of disease, and prognosis in order to optimise treatment options.

	5
	In all male patients older than 60 years of age with CKD, an ultrasound must be used to rule out the presence of obstructive urinary pathology.

	6
	Groups of patients at risk for developing CKD and who should go through a screening process include: older than 60 years of age, hypertensive, diabetic, cardiovascular disease, and those with family members with renal failure. 

	7
	Screening for CKD consists of evaluating GFR and albuminuria at least once per year in at-risk patients. 

	8
	Renal function should not be assessed solely based on evaluations of serum creatinine levels. GFR should be estimated using a standardised formula, preferably the MDRD equation (Modification of Diet in Renal Disease). Alternatively, the Cockcroft-Gault formula can be used.

	9
	Creatinine clearance measured in 24-hour urine samples does not generally improve the accuracy of GFR estimates derived from equations.

	10
	When predictive equations are used, a numerical value for GFR should only be reported if this value is <60ml/min, not when the value is greater than this cut-off. 

	11
	Urinary protein excretion should be evaluated preferably using albumin/creatinine ratios in single urine samples (normal <30mg/g), preferably in the first morning urine.

	12
	Albumin/creatinine ratios provide a good estimate of proteinuria and obviate the need for taking 24-hour urine samples.

	Ítem
	Section 3: Treatment Approach in Patients With CKD

	(13)
	In the general treatment of patients with CKD, special emphasis should be placed on controlling typical vascular risk factors. The treatment objectives are: 

	13 A
	Control of BP<130/80mm Hg (125/75mm Hg if the albumin/creatinine ratio is >500mg/g).

	13 B
	Reduction of proteinuria (with the objective of reaching an albumin/creatinine ratio <300mg/g) with ACE inhibitors or ARBs. 

	13 C
	Control of dyslipidaemia: c-LDL<100mg/dl and c-HDL>40mg/dl.

	13 D
	Control of diabetes: HbA1c<7%.

	(14)
	In the general approach for patients with stage 3-5 CKD (renal failure), special attention must also be placed on avoiding iatrogenic event:

	14 A
	Adjustment of medications based on GFR, especially in the elderly.

	14 B
	Avoiding whenever possible the use of NSAIDs.

	14 C
	Precautions when using metformin and oral anti-diabetics that are eliminated through the kidneys (the majority), and avoiding their use altogether when GFR<30ml/min.

	14 D
	Avoiding uncontrolled combinations of drugs that produce potassium retention: ACE inhibitors, ARBs, potassium-sparing diuretics, NSAIDs, and beta-blockers.

	Ítem
	Section 4: Referral of Patients With CKD to Nephrology

	15
	Patients >70 years of age with stable stage 1-3 CKD (GFR>30ml/min) and albuminuria <500mg/g can be treated in primary care with no need for referral to nephrology, as long as BP and other vascular risk factors are properly controlled.

	(16)
	Referral of patients <70 years of age: 

	16 A
	Patients < 70 years of age with GFR>45ml/min should be referred to nephrology if albumin is increasing or >500mg/g, or in the presence of complications (anaemia: Hb<11g/dl after correcting ferropoenia, or inability to control  vascular risk factors such as AHT refractory to treatment). These patients should be monitored through primary care or by joint collaboration as necessary.

	16 B
	Patients <70 years of age with GFR<45ml/min should be referred to nephrology. Joint follow-up with primary care may be appropriate in certain circumstances.

	17
	All patients with stage 4-5 CKD must be referred to nephrology. 

	18
	In addition to the aforementioned criteria, diabetic patients should be referred to nephrology if albuminuria is present: albumin/creatinine ratio (confirmed) >300mg/g, despite providing appropriate treatment and BP control.

	19
	In addition to the aforementioned criteria, diabetic patients should be referred to nephrology if albuminuria increases despite providing appropriate treatment

	20
	In addition to the aforementioned criteria, diabetic patients should be referred to nephrology in the event of AHT refractory to treatment (using three different drugs at maximum doses with no effect). 

	21
	With the objective of providing a protocol for joint patient follow-up between primary care and nephrology, the following algorithm is proposed:

FG estimado MDRD = MDRD-estimated GFR

ERC = CKD

Atencion primary = Primary care

Nefrologia = Nephrology

Meses = Months

Individualizado = Individualised

año o no revision = 1 year or no follow-up 
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	22
	Upon each follow-up session of CKD patients in primary care, anaemia should be monitored. If CKD stage 3-5 and Hb<11g/dl, referral should be considered for a nephrology consultation in order to evaluate treatment with erythropoietin-stimulating agents.

	(23)
	Upon each follow-up session of CKD patients in primary care, diet habits should be reviewed, with recommendations given regarding what type of diet should be followed based on GFR values, as follows:

	23 A
	CKD 1-3: low-sodium diet in the case of AHT.

	23 B
	CKD 4-5: diet limitations for sodium, phosphorous, and potassium.

	24
	Upon each follow-up session of patients with CKD stage 3 or higher in primary care, the following should be measured: haemogram, blood biochemistry (glucose, serum creatinine, urea, Na, K, Ca, P, albumin, and cholesterol), MDRD-estimated GFR, urine biochemistry (single urine sample from first morning urine), albumin/creatinine ratio, urinary sediments, and monitoring of any prior alterations (analyses of 24-hour urine samples are not necessary).  


