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PRIMARY CARE PROVIDERS ARE THE
FIRST LINE OF DEFENSE AGAINST CKD 

Individuals at risk for CKD are highly prevalent in primary care practices

Primary care professionals can play a significant role in early diagnosis, treatment, and patient education. 

A greater emphasis on detecting CKD, and managing CKD prior to referral, can improve patient outcomes. 

CKD care is Primary Care 



LEARNING 
OBJECTIVES

Recognize those who are risk for CKD 

Apply appropriate diagnostic criteria for 
CKD

Articulate a thorough evaluation to your 
patients with CKD

Appraise strategies to slow progression 
of CKD



THE PROBLEM OF CHRONIC 
KIDNEY DISEASE

Common, Serious and Expensive



CDC Chronic Kidney Disease Initiative

https://www.cdc.gov/kidneydisease/



United States Renal Data Systems 2019



CDC Chronic Kidney Disease Initiative

https://www.cdc.gov/kidneydisease/



THE CASE 
OF MR. H

• 72 yo AA male who presents to your 

clinic for an initial visit

• No complaints

• HTN, DM, HFpEF, CAD, GERD

• Amlodipine, Metoprolol, Omeprazole,  

Atorvastatin, Metformin, ASA

• BP 150/80

• BMI 35

• Is Mr. H at risk for CKD?



CKD RISK FACTORS 

Modifiable 

Non-Modifiable• Diabetes

• Hypertension

• CVD/PVD

• History of AKI

• Frequent NSAID or other nephrotoxic 

drug use

• Structural renal tract disease

• Multisystem diseases with potential 

renal involvement

• Obesity

• Tobacco use 

• Family history of kidney disease, 

diabetes, or hypertension 

• Age 60 or older 

• Race/U.S. ethnic minority status 



THE CASE 
OF MR. H

• 72 yo AA male who presents to your 
clinic for an initial visit

• No complaints

• HTN, DM, HFpEF, CAD, GERD

• Amlodipine, Metoprolol, Omeprazole,  
Atorvastatin,  Metformin, ASA

• BP 150/80

• BMI 35

• He is at risk, but does he have CKD?



DEFINITION OF CKD

• Abnormalities of kidney function or marker of kidney damage present for >3 

months

• Decreased eGFR: <60 mL/min/1.73m2    AND/OR

• Marker of kidney damage

• ACR >30 mg/g

• Urine sediment abnormalities

• Electrolytes and other abnormalities due to tubular disorders

• Abnormalities detected by histology

• Structural abnormalities detected by imaging

• History of kidney transplantation.. 
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REVISED CKD 
CLASSIFICATION

KDIGO 2012

• Improved Risk 

Stratification and 

Prognosis 

• Albuminuria Stages

• GFR stages (3a, 3b)

• Establish a Cause





THE CASE 
OF MR. H

• 72 yo AA male who presents to your clinic 

for an initial visit

• No complaints

• HTN, DM, HFpEF, CAD, GERD

• Amlodipine, Metoprolol, Omeprazole,  

Atorvastatin,  Metformin, ASA

• BP 150/80

• BMI 35

• Cr 1.5 (eGFR 58=>49 cc/min) over last 2 

years

• ACR 525 mg/g

• What is the cause of his CKD?



CAUSE CLASSIFICATION



CKD 
EVALUATION 
FRAMEWORK

Duration and trajectory

Urine studies

Medications

Imaging

Risk factors

Complications



THE CASE 
OF MR. H

• 72 yo AA male who presents to your clinic for 

an initial visit

• No complaints

• HTN, DM, HFpEF, CAD, GERD

• Amlodipine, Metoprolol, Omeprazole,  

Atorvastatin,  Metformin,  ASA

• BP 150/80

• BMI 35

• Cr 1.3=>1.5 (eGFR 58=>49 cc/min) over last 2 

years

• ACR 355 mg/g



Duration and trajectory: Cr .7 in 2010, 1.0 in 2015, 1.3 in 2018, 1.5 in 2020

Urine studies: UA complete no blood, tr-2+ protein since 2015,  ACR 34 in 2007, 256 in 

2015, 525 in 2020

Medications:  No NSAIDs, PPI since 2017

Imaging: No renal ultrasound or abdominal CT scans, no bladder scans 

Risk factors: HTN (140-160s/ in office), DM (HbA1c 8-10%),), PVD (statin), PPI use, 

Obesity

Complications: HTN, No anemia, normal K and bicarb, normal Ca, phos



WHAT IS YOUR DIAGNOSIS?

What can we do to slow 

progression of his CKD?



TARGET RISK 
FACTORS

HTN (140-160s/ in office)

DM (HbA1c 8-10%)

PVD on statin

PPI use

Obesity, BMI 35



CREDENCE TRIAL

• RCT of Canagliflozin (SGLT2 inhibitor) in 

CKD

• eGFR 30- 90 ml/ min and UACR >  300 mg/g 

on ACEI/ARB

• Primary renal outcomes

• 4400 patients over 2.6 years

• Results

• Composite of end-stage kidney disease, 

doubling serum Cr, or renal death lower by 

34%



THE CASE 
OF MR. H

• 72 yo AA male who presents to your clinic for 
an initial visit

• No complaints

• HTN, DM, HFpEF, CAD, GERD

• Amlodipine, Metoprolol, Omeprazole,  
Atorvastatin,  Metformin,  ASA

• BP 150/80

• BMI 35

• Cr 1.3=>1.5 (eGFR 58=>49 cc/min) over last 2 
years

• ACR 355 mg/g

• What is your treatment recommendation?



NOW YOU ARE NOW THE 
FIRST LINE OF DEFENSE AGAINST CKD 



• Sustained AKI or AKI on CKD

• Unclear cause of AKI or CKD

• Persistent albuminuria (ACR >300 mg/g) of unclear 
cause

• Atypical Progression of CKD 

• Active urine sediment: Dysmorphic red blood cells 
or casts, white blood cells casts in absence of 
infection and not due to GU cause

• Hypertension refractory to treatment with 
multiple antihypertensive agents 

• Persistent abnormalities of serum potassium 

• Recurrent or extensive nephrolithiasis

• Unable to manage complications of CKD

WHEN TO 
REFER TO A 

NEPHROLOGIST



SUMMARY

CKD is a significant health problem

Early CKD identification of high-risk individuals 
and appropriate diagnosis can slow progression

Application of an evaluation framework to 
establish a cause and improve management

Nephrology referral when appropriate

Primary Care is CKD care



QUESTIONS?

Thank you,

margaret.fleet@va.gov


