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When should a GP Screen a Patient for Chronic Kidney 
Disease (CKD) 

n today's scenario, moment the person 
reaches the age of thirty, various health 

check-ups are offered to him. Nobody 
worries about the 'cost-effectiveness' in 
these 'executive health profiles'.

But as a family physician, it becomes 
your responsibility to see that no 'serious' 
silent disease is missed in any of the 
members of your patient's family. This will 
depend on the conscience and the 
knowledge of a GP. The moment a family 
member (of any age) comes to you for any 
complaint, take the opportunity to see that 
he or she has no “silent” heart, lung, 
kidney or liver disease, which can possibly 
be tackled at the earliest stage.

For heart- if a murmur is heard, a 2-D 
Echo is required to exclude congenital 
heart disease or a cardio-myopathy. But in 
case of an executive, nothing short of a 
stress test will exclude a silent ischaemic 
heart disease.

What about Kidney diseases?

These are more difficult to diagnose 
than heart disease. Therefore, ESRD (end 
stage renal disease) is very often, the first 
presentation of a patient whose family gets 
a shock on hearing that the patient has to 
go for dialysis (life-long) and they have to 
look for a  kidney donor (for transplant).

The GPs have usually learnt how to 
look after a patient of diabetes and 
hypertension. Drugs like ACE inhibitors 
and angiotensin receptor blockers (ARB) 
have reduced the appearance of albumin 
in cases of nephropathy. Loss of albumin 
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damages the kidney faster. 

Therefore, it is imperative for a GP to 
learn, how to diagnose a silent kidney 
disease at the earliest.

1. Urine test for Albumin- In a rush 
to do various blood tests, doctors 
have forgotten to do urine test for 
albumin. It is as informative for a 
kidney disease as a 2-D Echo or a 
stress test in a heart patient. This 
may be the only presentation of 
chronic glomerulo-nephritis 
where the patient will present 
only when he develops ESRD.

Besides these patients, there 
are patients of diabetes mellitus 
and hypertension who are mostly 
going to develop kidney disease as 
the end point. They may also 
develop heart attack or a brain 
stroke. By doing angioplasty and 
stent or a bypass surgery, the 
heart patients have been looked 
after. Similarly, after doing urine 
test for albumin, 24 hour sample 
of urine should be analysed for 
albumin. Normally, it is not more 
than 30-150 mg. Since collecting 
urine for  24 hours is  a 
cumbersome process, it can be 
simplif ied by doing urine 
albumin/creatinine ratio (cost 
Rs. 300/- to 500/-). It should be 
less than 30. This ratio gives 
accurate information about the 
health of the kidney.

2. Routine Serum Creatinine level- 
Except in acute illnesses like 
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fever, gastro-enterit is and 
dehydration, etc., if the report 
shows the level to be higher than 
normal even by as much as 0.1 
mg, (Normal is 1.2 to 1.5 mg 
depending on the method used by 
different labs.), the conclusion is 
that the patient has chronic 
kidney disease (CRF). So, in a 
diabetic patient, if urine shows 
excess micro-albumin and there 
is raised creatinine level, the 
conclusion is that, not only has he 
developed diabetic nephropathy, 
but also his kidneys have failed. 
(chronic renal failure).

3. There is a third method to find out 
the power of the kidneys. This is 
called GFR (glomerular filtration 
rate). I would compare it to the 
ejection fraction of the heart. 
Normally, GFR is 90-100%. If it 
falls to 60%, it means that the 
kidneys have failed, even if the 
serum creatinine is normal. Later 
on, if GFR falls to below 30%, it 
has a very bad prognosis. Patients 

with GFR of around 15%, need to 
be put on dialysis.

GFR  is calculated after knowing 
blood creatinine level, age, weight, serum 
albumin, etc. with the help of  computer 
software formula. Therefore it is called 
eGFR (estimated GFR). It is the most 
accurate method to code the kidney 
function.

Recently, more costly health check-
ups are being done. With the help of these 
tests, more and more cases are coming to 
light where though the urine showed no 
albumin and serum creatinine was 
normal, eGFR was found to be abnormal. 
On the basis of this finding, very early 
kidney disease could be diagnosed and 
further investigations and treatment 
could be started.

In view of this, the conclusion is that if 
every patient, specially an elderly one, 
should undergo eGFR test before 
administering any drug (which may be 
nephro-toxic at that time) or before doing 
angiography or imaging involving use of a 
dye (which may increase CRF).

INITIAL COMBINATION ANTIHYPERTENSIVES : LET’S ACCELERATE

Monotherapy has proven inadequate to control blood pressure in most patients with hypertension. This failure 
of the drug to lower blood pressure adequately without adding medication, related to physicians’ inertia, is 
associated with increased cardiovascular events in patients on monotherapy.

Combination antihypertensive therapy is not new. In the mid-1960s a fixed - dose combination of reserpine, 
hydrochlorothiazide and hydralazine was available and widely used.

Recent evidence supports the rationale for starting combination antihypertensive therapy because of its effect 
of reaching blood pressure goals with reduced adverse outcomes.

In The Lancet, the results of the ACCELERATE (Aliskiren and the Calcium Channel Blocker Amlodipine 
Combination as an Initial Treatment Strategy for Hypertension) trial confirm and expand the results of Shield. 
More importantly, ACCELERATE extends SHIELD’S findings by showing that starting combination therapy 
helps patients to achieve blood pressure goals faster than does initial monotherapy.

A position paper by the American Society of Hypertension reviewed all the evidence from clinical trials and 
recommended combination antihypertensive therapy, with a blocker of the renin-angiotensin system 
combined with either a calcium-channel antagonist or long-acting thiazide for initial therapy.
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