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前言
⚫台灣透析發生率從2000年每百萬人口331人，增加至2018年每百萬人口523人，仍居世界第一

⚫2020年，治療腎臟疾病的費用為562億元，名列健保支出項目第一；當中有84%都是支付末期腎衰竭患者的

洗腎費用，金額達472億元。

⚫面對台灣透析發生率與盛行率依然持續上升，而且愈來愈遙遙領先世界各國，我們必須再次強調

慢性腎臟病預防的重要性。對於腎功能不佳病患的安全用藥問題，例如長期服用NSAID與Metformin藥物長

期使用於末期腎病患者的現象，雖然近年來有逐漸改善，但仍須提醒臨床照護者小心處方

⚫有加入計畫患者使用NSAID比率較無加入計畫患者來得低

⚫2018年有加入Pre-ESRD計畫的糖尿病透析患者使用DPP4i比率較無加入計畫患者來得高，而無加入計畫患者

使用Metformin、Sulfonylurea、Acarbose 及Insulin 比率較有加入計畫患者來得高

⚫2018年有加入Pre-ESRD計畫的高血壓透析患者使用CCB及Beta blockers 比率都較無加入計畫患者來得高，而

無加入計畫患者使用Potassium-sparing diuretics 比率較有加入計畫患者來得高
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慢性腎臟病簡介



慢性腎臟病定義
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慢性腎臟病的偵測

(一)腎臟損傷可以用直接或間接方法偵測

1.直接證據包括影像學或腎臟切片的組織病理學

影像學檢查包括超音波、電腦斷層、核磁共振和核子醫學掃描，可以偵測腎臟的結構異常，

例如多囊腎、逆流性腎病變、慢性腎盂腎炎和腎血管疾病。

腎臟切片組織病理可以確定腎絲球疾病，例如免疫球蛋白A 腎病變或局部腎絲球硬化等

2.間接證據可以從尿液檢查得知腎臟損傷，當腎絲球發炎或功能異常時，會有血尿或蛋白

尿，但尿液異常也可能是有其他泌尿道病因

(二)eGFR:3個月抽血
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門診三寶:
抽血、驗尿、
超音波



慢性腎臟病檢查時機及頻率

( 一) 建議所有具危險因子的族群都應接受篩檢﹕

1. 對於高危險群，篩檢頻率沒有研究可明確定義。美國衛生院轄下國家腎臟病教育計畫The 

National Kidney Disease Education Program（NKDEP） of the National

Institutes of Health（NIH）建議糖尿病病人每年檢查一次腎功能。

2. 建議有糖尿病且eGFR ﹤ 60 ml/min/1.73m2 的病人，應檢查ACR 或PCR ﹔如果第一次檢查發

現異常，應以清晨第一泡尿液檢體再檢查一次確認。

3. 高血壓病人在診斷、開始治療時都應檢查腎功能， 之後每三年追蹤腎功能（NKDEP）。

4. 有CKD 家族史的人應每三年檢查腎功能（NKDEP）。

( 二) 使用calcineurin 抑制劑如環孢靈素和鋰鹽（lithium）這類具潛在腎毒性藥物，須定期監測

GFR，長期使用NSAID（非類固醇抗發炎藥物）者，至少一年檢查一次GFR。

( 三) 只有持續性微觀血尿、沒有蛋白尿，應每年追蹤血尿、蛋白尿/ 白蛋白尿、GFR及監測血壓。
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EARLY CKD 收案條件
1. CKD stage 1：腎功能正常但有蛋白尿、血尿等腎臟損傷狀況， 腎絲球過濾

率估算值(estimated Glomerular filtration rate, 以下稱 eGFR)≧ 90 ml/min/1.73 

m2 ＋尿蛋白與尿液肌酸酐比值(Urine Protein andCreatinine Ratio，以下稱

UPCR)≧ 150 mg/gm (或糖尿病患者UACR≧ 30 mg/gm)之各種疾病病患。

2. CKD stage 2：輕度慢性腎衰竭，併有蛋白尿、血尿等 eGFR

60~89.9ml/min/1.73 m2 ＋ UPCR≧ 150 mg/gm (或糖尿病患者 UACR≧ 30 

mg/gm)之各種疾病病患。

3. CKD stage 3a：中度慢性腎衰竭， eGFR 45~59.9 ml/min/1.73 m2 之各種疾

病病患。 全民健康保險初期慢性腎臟病醫療給付改善方案

UPCR>150
UACR>30



EARLY CKD照護原則:
四、慢性腎臟疾病併高血壓之照護原則:

1.第一線抗高血壓藥物，應使用ACEI或ARB，除非病人有過敏或其他無法使用之理由。在開始使用ACEI或ARB時，建

議定期追踨腎功能及血鉀。

2.血壓控制之目標為低於130/80mmHg。

3.對於有腎血管狹窄之病患，應小心ACEI或ARB可能引起之急性腎衰竭。

五、慢性腎臟疾病併糖尿病之照護原則:

1.血糖控制之目標，為空腹血糖<160mg/dl及HbA1c＜7.0%。

2.血糖之控制為多方位治療(multifactorial intervention strategy)之一部分。亦須注意血壓及心血管危險因子之控制，必

要時應使用statin及acetylsalicylic acid。

3.Metformin可以使用於初期慢性腎病(CKD，1-3 stage)且腎功能穩定之糖尿病病患。但在腎功能不穩定，嚴重心衰竭

及臨床狀況不佳者，須小心使用。CKD stage 4及stage 5病人不建議使用。

4.使用Sulfonylurea，其他胰島素刺激或胰島素時，以短效者為佳，且應衛教如何辨識及處理低血糖併發症。
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PRE ESRD收案條件
1、 CKD stage 3b 病患：腎絲球過濾率 (Glomerular Filtration Rate,以下稱 GFR) 

30~44.9ml/min/1.73 m2 之各種疾病病患。

2、 CKD stage 4： GFR 15~29.9 ml/min/1.73 m2 之各種疾病病患。

3、 CKD stage 5: GFR < 15 ml/min/1.73 m 2 之各種疾病病患。

4、蛋白尿病患： 24 小時尿液總蛋白排出量大於 1,000 mg 或尿蛋白與尿液肌酸

酐比值(urine protein and creatinine ratio,以下稱Upcr)> 1,000mg/gm 之明顯蛋

白尿病患，不限各 Stage，主要包含 Stage 1、 2、 3a，即腎絲球過濾率估算值

(estimated Glomerularfiltration rate, 以下稱 eGFR)≧ 45~60 ml/min/1.73 m2 之蛋

白尿患者。 全民健康保險初期慢性腎臟病醫療給付改善方案

UPCR>1000



全民健康保險初期慢性腎臟病醫療給付改善方案



糖尿病與慢性腎臟病
GUIDELINE UPDATE







◆Patients with diabetes and CKD have 
multisystem disease that requires treatment from 
a multidisciplinary team of health care 
professionals. These patients are at high risk of 
CKD progression and cardiovascular disease

◆ Comprehensive management includes a 
foundation of lifestyle intervention and risk 
factor management, with additional
pharmacotherapy in selected patients



◆Patients with T1D or T2D, hypertension, and albuminuria(persistent albumin-creatinine
ratio >30 mg/g [3 mg/mmol]) should be treated with a renin–angiotensin system inhibitor
(RASi). 

◆Serum potassium and creatinine should be monitored. Measures to control potassium 
should be considered when serum potassium is elevated to continue RASi when possible.

◆Patients with diabetes, hypertension, and normal albumin excretion are at lower risk of 
CKD progression→ evidence does not demonstrate clear clinical benefits of RASi for CKD 
progression, and other agents are also appropriate for blood pressure management

◆Aspirin should generally be used lifelong for secondary prevention among those with 
established CVD and may be considered for primary prevention among high-risk 
individuals



◆Shortened red blood cell lifespan leads to a bias toward low hemoglobin A1c among 
patients treated with dialysis and erythropoietin stimulating agents

→Studies suggest that the accuracy and precision of hemoglobin A1c, compared with direct 
measurements ofblood glucose, do not vary by estimated glomerular filtration rate (eGFR) 
down to an eGFR of 30 ml/min per 1.73 m2.

→Continuous glucose monitoring (CGM ) is a new technology that directly measures 
blood glucose and is not biased by CKD



◆Dietary prescriptions should be individualized, incorporating values, preferences, and 
resources, and restricting certain foods or nutrients when appropriate (e.g., for treatment of 
hyperkalemia, when present). Decisions should be based on shared decision-making

◆For patients treated with dialysis, particularly peritoneal dialysis, an increase in daily dietary 
protein intake to 1.0–1.2 g per kg body weight is advised to offset catabolism and negative 
nitrogen balance.

◆However, evidence review did not yield convincing data demonstrating clinical benefits of 
weight loss interventions among people with diabetes and CKD, and interventions targeting 
caloric intake may cause harm by promoting malnutrition, particularly in advanced CKD









◆ Metformin dose should be reduced when the eGFR is less than 45 ml/min per 1.73 m2

(and for some patients with eGFR 45–59 ml/min per 1.73 m2 who are at high risk of acute 

kidney injury); and metformin should be discontinued for patients with eGFR less than 

30ml/min per 1.73 m2 or kidney failure 

◆ Metformin may cause vitamin B12 deficiency, and  thusly B12 .Monitoring is advised for 

patients with long- term use (>4 years)



◆ SGLT2:Adverse events included genital mycotic  infections, diabetic ketoacidosis, and 
in 1 study, a concern for lower limb amputation

◆ SGLT2i cause modest volume contraction, blood pressure reduction, and weight loss. 

For patients at risk for hypovolemia (e.g ., due to concomitant diuretic use), providers should 

consider decreasing dose of a diuretic

◆ The cardiovascular outcome trials included patients with eGFR greater than 15 l/min per 

1.73 m2, whereas data with GLP-1 RA in more advanced CKD are limited
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高血壓與慢性腎臟病
GUIDELINE UPDATE 





◆Routine office BP refers to measurements obtained without using these preparations and is 
often called casual office BP. 

◆The BP target cannot be applied if routine BP values are obtained, because large randomized 
trials that examined target BP, such as SPRINT, employed standardized BP

◆There is strong evidence that the relationship between routine office BP and standardized 
office BP is highly variable, for individuals with and without CKD. 







◆Out-of-office BP measurement: home BP , 24 -hour ambulatory BP monitoring( ABPM )
. 

◆Observational studies show a stronger association of out - of - office BP measurement 

than office B P measurements with cardiovascular and kidney out comes in both the 
general

population and CKD population.



◆Dietary Approaches to Stop Hypertension (DASH) diet, and salt substitutes that are 
often used in reduced-salt diets. DASH diets employed to lower BP are rich in 
potassium, and salt substitutes usually contain potassium as the primary cation. These 
approaches may predispose some patients with CKD to hyperkalemia.



◆The recommendation is weak by GRADE standards (2B) because it is based on a 
single, albeit high-quality, randomized trial (SPRINT) with a predefined CKD. subgroup 
showing cardiovascular and survival benefits in the study cohort randomized to a SBP 
goal of <120 mm Hg versus <140 mm Hg.→ Importantly, this recommendation assumes 
that standardized office BP measurement
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UACR>30

必用
ACEi/ARB








