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Abstract

Senescence or normal physiologic aging portrays the expected age-related changes in the

kidney as compared to a disease that occurs in some but not all individuals. The micro-

anatomical structural changes of the kidney with older age include a decreased number of

functional glomeruli from an increased prevalence of nephrosclerosis (arteriosclerosis,

glomerulosclerosis, and tubular atrophy with interstitial fibrosis), and to some extent,

compensatory hypertrophy of remaining nephrons. Among the macro-anatomical structural
changes, older age associates with smaller cortical volume, larger medullary volume until

middle age, and larger and more numerous renal cysts.

Elderly patients with CKD are a growing social and economic problem. Early identification
and appropriate treatment of CKD in this population may prevent its future expansion
However, current classifications based on various eGFR formulas in the elderly, are like a
fishing trawler that captures a lot of “healthy” elderly patients without overt CKD [48).
Overdiagnosis of CKD contributes to overtreatment in the form of unnecessary referrals to
nephrologists and unnecessary surgeries for dialysis vascular access among patients unlikely
to progress to ESRD. The consequences of underdiagnosis may range from underuse of
preventive therapies to poor preparation for eventual treatment of ESRD, including late
referrals for HD vascular access placement, peritoneal dialysis, or kidney transplantation.
Finding the right balance between overtreatment and undertreatment is challenging but

necessary. [128,129].

The association between CKD and cardiovascular disease seen in many epidemiological
studies in the elderly might not be causal but just a consequence of the shared risk factors
for both conditions [130,131). The CKD-EPI equation should probably replace the MDRD

equation, but the search for better filtration markers and eGFR equations should not stop.

Meanwhile, a wiser cut-off level, may be an eGFR lower than 45 mL/min/1.73m? measured

by the CKD-EPI equation [129]. Incorporation of proteinuria will definitely increase the
sensitivity of the screening for CKD [76,132].
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CURRENT CHRONIC KIDNEY DISEASE (CKD) NOMENCLATURE USED BY KDIGO
CKD is defined as abnormalities of kidney structure or function, present for a minimum of 3 months, with implications for health. CKD is
classified based on Cause, Gl lar filtration rate (GFR) gory (G1-G5), and Albuminuria category (A1-A3), abbreviated as CGA.
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Description and range
Al A2 A3

KDIGO: Prognosis of CKD by GFR Normal to mildly  Moderately Severely
and albuminuria categories I
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G5 Kidney failure

KDIGO 2024 Clinical Practice Guideline for the
luation and Management of Chronic Kidney Disease Green: low risk (if no other markers of kidney disease, no CKD); Yellow: moderately increased risk: Orange: high
risk; Red: very high risk. GFR, glomerular filtration rate.




vaww kidney-international.org introduction, qualifying statements, and key concepts

Identify adults at risk for CKD  «

Test for GFR* and ACR + other markers of kidney damage”

v

GFR <60 ml/min per 1.73 m* or ACR 230 mg/g [3 mg/mmol]
and/or other markers of kidney damage present

v

Test for GFR or ACR if not performed and exclude AKIVAKD

v v
GFR <60 ml/min per 1.73 m? and/or present: GFR 260 ml/min per 1.73 m® and
ACR 230 mg/g [3 mg/mmol] after 3 months ACR <30 mg/g [3 mg/mmol]
or earlier if evidence of chronicity and no other markers of
l kidney damage present

Measure eGFRer-cys if not
performed and available

CKD not present
l Timing of retesting based on
individual characteristics such
Stage according to GFR and ACR as risk of progression
Establish underlying cause
Estimate risk of progression
Initiate treatment

Figure 3| Screening algorithm for diagnosis and staging of chronic kidney disease (CKD) in adults. Risk factor conditions are listed in
Table 5. *For recommended methods to estimate glomerular filtration rate (eGFR), see Section 1.2. "Markers of kidney damage other than
albuminuria may also be used to diagnose CKD, but albumin-to-creatinine ratio (ACR) and GFR are still required to determine stage and
estimate risk of progression. Acute kidney disease (AKD) is defined by the abnormalities of kidney function and/or structure with implications
for health and with a duration of =3 months.” The orange boxes indicate actions in people at risk for CKD and in whom testing should be
performed. The blue boxes indicate testing steps. The green boxes indicate the identification of CKD and its stages and the initiation of
treatment. The purple box indicates the identification of AKD/acute kidney injury (AKI). Please also see the Kidney Disease: Improving Global
Outcomes (KDIGO) Clinical Practice Guideline for Acute Kidney Injury.”




EQUIVALENT ALBUMINURIA CATEGORIES IN CKD

ACR (approximate equivalent)
AER (mg/24 h) (mg/mmol) (mg/g) Terms

Al <30 <3 <30 Normal to mildly increased
A2 30-300 3-30 30-300 Moderately increased’
A3 =300 >30 =300 Severely increased

ACR, albumin-creatinine ratio; AER, albumin excretion rate; CKD, chronic kidney disease.
*Relative to the young adult level.

% Khi danh gia chirc ning thn & ngwdi cao tubi can lwu y:

Khéng nén chi dua vao Xn nwdc tiéu dé tim : :
GFR ma can két hgp mét Protein ni€u hodc Albumin Siéu am,CT,MRI than :danh Dién gidi do va cin bang
cach toan dién gilka cac niéu vi do 1a hai chi sO gia kich thwdc va cau tric acid-base goi y bat thuwdng
xét nghiém va hinh anh quan trong trong danh gia than cla than.
hoc ton thuong than.

e O ngwOi cao tubi néu co sw gidm GFR nhe,khéng cé protein ni€u hodc khong c6 Albumin niéu
va khéng c6 bat thwdng trén hinh anh thén thi c6 thé chi la lao héa sinh ly do tudi .
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Limitations of the present classification system for the elderly.

There are various limitations of the present classification system because it leads to over-
I N T E R N A T I 0 N A L and misdiagnosis of CKD especially in elderly. It is well known that a decline in GFR occurs

with aging, so in the case of the absence of any evidence of a complication of aging, a decline
in eGFR below 60 mL/min/ 1.73m? should not be considered as CKD in the elderly [53-55].

Wetzels et al [56] reported that there is a systematic decline in eGFR and mGFR at a level of
7-10 mL/min/1.73m” per decade after the age of 30-40 years, In addition, this age

dependent decline in eGFR is not associated with the underlying renal morphology [57].

However, findings from a longitudi

ageing was greater in individuals with hypertension than without [58]. The authors reported

a decline in creatinine clearance of 0.75 ml/min/year. However, one-third of subjects

enrolled the study had no decline in kidney function and a small number of subjects had

even an increase in creatinine clearance [58].

In addition, a moderate decline in GFR with aging may occur as part of “normal aging” [56-
28] and for many nephrologists this phenomenon reflec

t all the elderly display a decline in GFR, aged patients with a decline in renal function
have probably a genetic predisposition to biological vascular aging and /or increased

exposure to cardiovascular risk factors [59]. On the other hand, Gansevoort and Jong [30]

suggested that "normal physiology” indicates a kind of benefit and the loss of glomeruli
among elderly is not beneficial at all. Moreover, these authors have suggested that there is no
strong reason to introduce age-specific cut-off values indicating CKD [30].

Regarding the prevalence of CKD stage 3, around 5-8% of the general population can be

defined having CKD stage Il (overall higher among elderly), whereas individuals with an
KDIGO 2024 Clinical Practice Guideline for the eGFR around 45 mL/min/1.73m? are at increased risk for all cause mortality in comparison
Evaluation and Management of Chronic Kidney Disease with these with hicher oiFR 160 611 Thus for manv nenhrolaeists it shonld he hetter tn
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Albuminuria and CKD

The current system for the definition and classification of CKD does not include the presence
of albuminuria in stages I1I-V. Reduced eGFR and/or proteinuria (albuminuria > 30 mg/g of
creatinine) indicates a higher risk of kidney failure, cardiovascular disease, cognitive

impairment and all-cause mortality in the elderly [65-69]. Moreover, Hemmelgarn et al [70’
have investigated the importance of macro-abuminuria on the patients prognosis reporting

that proteinuria is a worse prognostic factor in comparison with the reduction of eGFR alone
and that there is a synergy between them.

According to the NHANES study, the majority (over 90%) of patients with CKD stages [ and II
had only microalbuminuria (30-300 mg per day or 17-250 mg albumin/g creatinine, if men
or 25-350 mg albumin/g creatinine, if female) as a diagnostic criterion [71]. It is well known

that microalbuminuria is an independent indicator of cardiovascular disease and morbidity
reflecting the systemic endothelial dysfunction [72]. However, microalbuminuria can also be

present, or may be influenced by other conditions not necessary “pathological” such as

obesity, fever, exercise, aging and infla ation. hecent studies, have snoOwr th 8]

with microalbuminuria, have an increased risk for ESRD independent of eGFR levels [73,74].

The risk of an elderly person with CKD stage 3 to develop ESRD is around 0.2-0.4% per year
and the presence of concomitant proteinuria increases this risk [74]. However, patients with
CKD sta; without micro- or macro-albuminuria have no increased risk for cardiovascular
or renal events [75]. It is important to note that this group of patients constitutes 4-6% of
the general population and most of them are elderly. Normoalbuminuric patients with CKD
stage 3 have a better prognosis than patients with CKD stage 1 with microalbuminuria [75].
In addition, Tonelli et al [76] in a large cohort study with > 900.000 participants in Canada
has reported that heavier levels of proteinuria, regardless of baseline eGFR (low,

intermediate, or high), were strongly and independently associated with worse clinical

outcomes.
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TEN XET NGHIEM KET QUA
Leucocytes Am tinh
Nitrite Am tinh
2)Urine Sediment (Can Lang):
Red Blood Cells
Leucocytes
Calcium oxalate monohydrate
Calcium oxalate dihydrate
Amor, Phosphate
Uric acid
Casts
Epithelial Cells
Bacteria 0
111 SINH HOA - BIOCHEMISTRY
HbAIC (HPLC)': .
HbAlc (IFCC) 38.47
HbAlc (NGSP) 5.67
Glucose (mmol/L) (FPG)* 5.82

S wan

KHOANG THAM CHIEU MA QT
(A tskh

{Am tinh}

(particles/ul}

(0-15)

(0-15)

arsHoz
(20 - 38,80 mmolmal)
(80-5.70 %alc)
(3.90 - 5,60 mmalL) QTsHoO1

TEN XET NGHIEM

hs CRP

*Pd Loc Céu Than (CKD-EPI)
Creatinin/Serum?

eGFR (CKD-EPI)

KHOANG THAM CHIEU MA QT
(= 3mgt) arstiom

M:06-13F05. LI mgdl)  QTSHO27

2 90 mUmin 73 w)

LDL Cholesterol*
Triglycerides!

GGT
SGOT (AST)!
SGPT (ALT)* 2
IV. MIEN DICH - IMMUNOLOGY
Cortisol/Blood/Morning® (ug/dL) 13.40
Cortisol (nmol/L) 369.7
TSH u.sensitive (3rd G)* 1.89
Free T4* 158
Troponin-1 hs (Abbott)* 10.80
HBsAg (Binh tinh, qualitative)® NEG S/CO 0.550
Angl Hc‘;‘(l‘;}:‘t]; llllv:?: NEG $/CO 0.051

Nguimg: 259-4.13 mmoliL) QTSH093
(Coo: 414 - 4.91; Rt eao = 4.92)
(<170 Nywing: 1,70-225 minoUL) - QTSHOIS
(Catr 226 - 5.64; Rit cac = 5.65)
M <55 UL Fe 36 UL QrsHos4
<35 Uy QrsHoss
te30uL) QrsHors

(6.02.18.4 piiLy qrposs
(1661 - 507.6 amoliL)

032 5 pilmL) QTMDO0Y
(071 -1.85 aghdly qQTMDazs
(M<342ng0 F<1560gl)  QTMDOILL

flndex <1; 5/Co<1) Qmpar7

(/0 < 1; Index < 1) QrMpaIs

V. XET NGHIEM MIEN DICH ELISA - ELISA TEST

HP Test-IgG (Elisa) NEG 7.45 UfmL

HP Test-IgM (Elisa) NEG 23.34 U/mL

Thi gian dayét: 11,25:1 26/0672
Ngudi duyit: DS Trin Hobng Nguyén

<20 UtmL: GRAYZONE: 20 30)
= 30 Utk GRAYZONE: 30 - 40)

In lin 1: 11:25:22 26/06/2025
Truimg khoa xét nghiém

TEN XET NGHIEM  KET QUA KHOANG THAM CHIEU MA QT
Hb 12.40 18 gidLy
Het 36.50 52%)
MCV 91.50 100 L)
MCH 31.00 32 pgi
MCHC 33.90 32 - 36 gidL)
ColonFlag Score 0.056 { Nquy cothip < 0.1}

ColonFlag Nguy E:s'f"l‘p )

11 VI SINH/NUGC TIEU/PHAN/DAM/DICH -
MICROBIOLOGY/URINE/STOOL/SPUTUM/FLUID ANALYSIS
URINARY ANALYSIS: E
1)Chemistry (Sinh Hoa) : *
Glucose Am tinh {mmolL}
Ketone Am tinh (<05 mmolL)
Bilirubin Am tinh (mol/Ly
Urobilinogen Am tinh fpmol/Ly
Color Vang
Clarity Trong
Spe-Gravity 1012 (1.005-1.0300
pH 7.0 16600
Albumin Am tinh (mg/Ly
Protein Am tinh fg/L)

an dinh luong) _ Binh thuong (Bin thuimg < 30 mg/gCry

__Pro/Creat ratio-PCR (ban dinh luong) __ Binh thuémg (Binh thibng <

Blood Am tinh tAsm tinh)
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TEN XET NGHIEM  KET QUA KHOANG THAM CHIEU MA QT
L. HUYET HOC / BONG MAU - HEMATOLOGY / COAGULATION
NFS(C.B.C)(CONG THUT MAU)! .
WBC 9.49 (8.0-10.5)10°91 QrHHOI9
% Neu 65.9 (40-74%)
% Lym . (19-48%)
% Mono . (3-9%)
% Eos 4 0-7%)
% Baso . 0:15%)
# Neu . (1.7 -7.0110°90L
#Lym : (10-4m10%1
# Mono . ©1-1m10%91
# Eos ; 0-05 10°91
# Baso L (0-02) 10~9L
(380560107121 aqmimozo
(12.0-18.0 gidL) QTHHO25

(35.52%)
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58 phu chu BS. NGUYEN DINH LINH
Tinh trang i met

TEM KETQUA
hs CRP 0460
*D Loc Cau Thin (CKD-EPT)
Creatinin/Serum®
__eGFR (CKD.EVI)
LD lesterol

Triglycerides

GoT
SGOT (AST)
SGPT (ALT)*
V. MIEN DICH - IMMUNOLOGY
CortisolBlood/Morning® (ug/dl) 1.0
Cortisol (nmoliL)

TSH wsensitive (rd G)*

™
‘Tropanin-| hs (Abbott)!
HBsAg (Dinh tinh, qualitative)’ A
-\nﬁﬂﬂqw&'{":‘r NEG SICO 0048 (v0n < i < 1)
- SPECIAL TEST

(Breath test)  NEGLHI000 0o < w1tcoy
o lén ¥: 1121113 26062025
i khos 368 Bk
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TEN XET NGHIEM
Leacocytes
Nitsite
2)Urine Sediment (Can Ling):
Red Blood Cells
Lescocytes
Calcwum oxalate monohydrate
Calcium oxalate dihydrate
Amor Phasphate
Uricacid
Casts
Epithelial Colls
Bacteria
WL SINH HOA - BIOCHEMISTRY
HBALC (HPLCY .
HBAIC(FCC) 4523
HbALE (NGSP) 620
Glucose (mmolil) (FPG)* a6
Glueose (mg/dL) oo
NOGRAMME" .
1386
a7
253
1003
Urbe Ackd/Sorum!

CONG TY TNHH ¥ TE HOA HAO - PHONG KHAM DA KHOA _— .
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DT: 02839270284 - 028.36272136, Mall: hoahao254@medic.com.vn | kbim nhanh hon
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Khoa : SIEU AM TONG QUAT - Phong 6
. May: A.EOKA -ProSound a6
KET QUA SIEU AM MAU
D . Naay DK: 26/06/2025 09:37
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Dia chi : Péng Nai
Chindodnsobd - VIEM DA DAY
BS chi dinh + BS. NGUYEN BINH LINH BV chi dinh MEDIC

VUNG KHAO SAT : SIEU AM BUNG TONG QUAT MAU

- GAN: Khiong to, bis déu, céu tric dang dang, khing sang thuong khu tri

- MAT: tii mat khéng sbi, vach méng. Duémg mit trong gan khong dan. Ong mat chii khong sbi, khing dan.

- TUY: Céu tric, kich thude binh thuimg. LACH: khng to, dong dang.
-~ THAN P: khong s3i, khong & nugc. THAN T: khing sbi, khong  nute.
- BANG QUANG: khéng si, khong buéy, vich méng

- Viing chiu khéng u.

- Dong mach cht bung khéng phinh.

- Asites (-). Knong hach & bung.

- Khing tran dich mang phii

KETLUAN:  SIEUAM BUNG CHUA THAY BAT THUONG.

Beafhi:
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S4ecom cute
-

Not iy mikn: Lia 1 BS ko cu: BS. NGUYEN DINH LINH
Lo i stim\ T Tha Tia trang s o

TENXETNGHIEM  KETQUA  KHOANG THAM CHIEU MAQT
130t iy
Het 300 1L
MOV oo
MCH 2980
MCHG
CalonFlag Score
ColonFlag N 7 oo (tiah
11 VI SINH/NUDC TIEU/PHAN/DAMADICH -
MICROBIOLOGY/URINE/STOOL/SPUTUM/FLUID ANALYSES
URINARY ANALY: :
1)Chemistry (Sinh Héa) : .
Ghicoss A tinh
Ketone  Am tink
Bilubin  Am tink
Urobilinogen  Am tink
Color  Vang nhat
Clarity  Trong
SpeGravity 1006
35

Alb/Great ratio-ACR (bin dinh luong) B
Croat ratio-PCR (bin dink

PHIEU KET QUA XET NGHIEM

o tén, NGUVEN THI o N

st ok 1949 Qubctick
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% Baso 02
eNew 519
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# Baso o0
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PHIEU KET QUA XET NGHIEM
AR N vis St e P

Ho tén. Phéi: Nir
Ngby thing nim sinh: 1942 Quéc tich:
58 CCCD/HA chidu:
MEDIC o
Bon vi: Medic
Noi I8y mAu: Liu 1 BS yéu chu: BS. NGUYEN DINH LINH
Loal mAu: MéwsTiéu Tinh trang méu: pat
TEN XETNGHIEM  KET QUA KHOANG THAM CHIEU MA QT
L. HUYET HOC / PONG MAU - HEMATOLOGY / COAGULATION
NFS(C.B.C)CONG THUT MAU)* B
WBC 524 (40- 105110700 amimora
% Neu 511 0. 1%
% Lym 36.0 (1948 %)
% Mono 9.0 @om
% Eos 17 7%
% Baso 0.2 ®-135%
# Neu 2.78 (L7-70) 10790
# Lym 189 (1.0-40) 10°91
# Mono 047 (©1-1.0) 10791
# Eos 0.09 (©-05 10%01
# Baso 0.01 ®
RBC 142 (180 5.600107 121 qrimoz
Hb 14.0 (120- 180 gidL) armmoas
Het 116 @5 52%
MCV 910
MCH n7
MCHC 33.7 3236 gMiL)
RDW 133 o
PLT 170 (130 - 400110 9L QrHHG2!
MPV 8.0 ®30- 1200
*ColonFlag .
RBC 442 (380 56010121

S trasg 1

Ti v M
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~ELINETE0, Ml horhaa 54 com o | M Rhanh b

PID.
Ngby giirding ky: 07:06:43 12/07/2025
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PHIEU I(ET QIJA XET NGHIEM
Ho tén. "ot N
Nghy thiing nim sinh: 1942 Quic tich
S8 CCCD/H§ chifu:
Dia chi
Domi vi: Medic
Noi iy mAu: téa1 BS yitu ciu: BS. NGUYEN DINH LINH
Loai méu: MawN:Tiéu Tinh trang méu: pas
TEN XET NGHIEM KET QUA KHOANG THAM CHIEU MA QT
Uric Acid/Serum* 664 H (M 34.70,F28.57mgdl)  QISHOL
hs CRP 0.970 (3 mg) arshos
*D§ Loc Céu Thin (CKD-EPT) .
Creatinin/Serum? 0.980 (M 0613, F05 - 1.1 mg/dl) QIsHO27
_eGER(CKD-EP)) 57 L (=9%als
LDL Cholesterol* 4.03 (<2 50; Ngwimg: 259413 mmoll) QTSHO93
5 (Cao- 414491, Rét cao = 4.92)
Triglycerides' 212 (<1.70, Nguing: 1.70-2.25 mmoll) QTSHOIS
a (Ca0: 226 - 5.64; Rt ca & 5.65)
GGT* 27.75 (M <35 UL F <36 UL
SGOT (AST)* 3241 (<35 UL
SGPT (ALT) 23.45 <30 UL
IV. MIEN DICH - IMMUNOLOGY
Cortisol/Blood/Morning” (pg/dL) 16.10 (602184 pgily qryipess
Cortisol (nmol/L) 4441 (16614 507.6 amaliL}
TSH u.sensitive (3rd G)* 0.928 1032 5 piliiml) QUMDOOY
Free Td? 151 (071185 ngrdt) anooss
Impuniml hs (Abbott)! 1.80 (Men F<liisgl) QIMDOILI

Thin gian duyit: 07:46:0°
Ngui duyét: DS.Phaim Via B

In 1in 1: 07:46:17 12/07/2025
Truimg khoa xét nghiém

Khoa : Slbu Am Gan - Mach Mau DA - Phong Moch Méu 2
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m Ngiy DK 1 5 03
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b
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BS chi tinh BS. NGUYEN DINH LINH BV chidish - MEDIC

VUNG KHAO SAT : SIEUAM BUNG TO\UQL/\TMAU
AN K 10, bir s, et GAN THAM MO NHE. NOT V01 GAN PHA

MAT: tit mt khag 561, vtch pving. Dutng mit trong gan khoog din n».,m 4t ehi Khéog 551, khong din
TUY: Cit tric, kich thuve: binh thisimg, LACH: kbing Lo, ding dang

~THAN P. khiog 50, kbing i . THAN T: kiiog 161, khing & nucc. DAN TINH MACH THAN TRAL
HANG QUANG: kbing s, khing bwov, vich ming

- Vitng chiu khing u

Bing mach chi bung khdog phich.

Aseites (), Khdeg hach 6 bgng

Khog tran dich miag pbii.

KETLUAN:  GAN THAM MO NHE, NOT VOI GAN PHAI
DAN TINH MACH THAN TRAL

Dé nghi :

FMOT21 iy bem e DAk S1SA034 - P b 10}

Ho tén: Phii: Nir
Ngéy thang nim sinh: 1942 Quéc tich
§6 CCCD/HG chifu:
Bia chi:
Bom vi: Maic
Noi Iy mAu: Lin 1 BS yéu chu: BS. NGUYEN DINH LINH
Lol mAu: MiwN.Tida Tinh trang méu: pat
TEN XET NGHIEM KET QUA KHOANG THAM CHIEU MA QT
Blood Am tinh (Am tinh)
Leucocytes Am tinh (Am tik)
Nitrite Am tinh (Am tiak)
2)Urine Sediment (Cin Lang): i (particlespl)
Red Blood Cells 10 (0:15)

th 2 ,bn khde manh

n ngl dwoc ,eGFR
khong thay dOi so v@ijlan kham trwdc
Két luan:bn giam eGHR do lio hda than

Leucocytes o (0-15
Calcium oxalate monohydrate [ (0-6)
Calcium oxalate dihydrate 0 0-8)
Amor.Phosphate (] (0-8)
Uric acid [} 06
Casts 0 (0-6)
Epithelial Cells 1 (0-10)
Bacteria 0 (0-130)
111, SINH HOA - BIOCHEMISTRY
HbALC (HPLC)": S [
HbAlc (IFCC) 35.08 (20 - 38 80 mmolimal)
HbAlc (NGSP) 5.36 (40-570 %Ale)
Glucose (mmol/L) (FPG)' 6.68 (3.90 5,60 mumolL) arsiool
Glucose (mg/dL) 1202 70.2 - 100 8 mg/dL)
IONOGRAMME?; . qrsosT
Na 136.0 (130 145 mmol/L)
K 3.58 (340-5.1 mmolL)
Ca 229 (2.4 - 2.80 mmol/L)
Cl 1012 (96108 mmol/L)
o TR
Ngay thing nim sinh: 1942 Quéc tich:
6 CCCD/H{ chidu
Dia chi
Dom vi: Medic
No liy mbu: viw1 BS yéu cdu: BS. NGUYEN BINH LINH
Loai mau: Miw Tié Tinh trang miu: bat
TEN XET NGHIEM KET QUA KHOANG THAM CHIEU MA QT
Hb 14.00 2. 18 gL)
Het 4160
MCv 94.00 180- 1000
MCH 3170 26- 32 pa)
MCHC 33.70 132 36 ghdL)
ColonFlag Score 0.043 ( Nguy cu thip <01
ColonFlag N9 €5 i dLow
11. VI SINH/NUOC TIEU/PHAN/DAM/DICH -
MICROBIOLOGY/URINE/STOOL/SPUTUM/FLUID ANALYSIS
URINARY ANALYSIS: = QTVSols
1)Chemistry (Sinh Haa) : .
Glucose Am tinh (mmolL)
Ketone Am tinh {<0.5 mmoliL)
Bilirubin Am tinh fpmovL)
Urobilinogen Am tinh ImoliL)
Color Vang
Clarity Trong
Spe-Gravity 1.009 11.005-1.030)
pH 5.5 “680)
Albumin ___ Amtinh
—_Protein _ Amtinh i
Alb/Creat ratio-ACR (ban dinh luong)  Binh thwimg (Bink thuimg < 30 mg/gCr)

Pro/Creat ratio-PCR (ban dinh luong) _ Binh thuong __(Bish thuemg < 150 mycn)
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Khoa - SLEU AM TONG QUAT - Phing 3
May: Aloka Anpha Ssv
KET QUA SIEU AM MAL

Naky DE: 0062025 10:16

BVchidih - MEDK
SIEU AM BUNG TONG QUAT MAU
HE. kb sa thimg kv 1

og mbt chi khing s, kb

KETLUAN: _ GAN THAM MO NHE

Ho téo: MAL THI BA

N ng min sinh: 3

S6.CCCI/H chidu:

i chi: 18 AP MTIUNG, L TIANK PHC, . 0 TR
e

u ce: BS, NGUYEN DINH LINH

e

KET QUA KHOANG THAM CK
URINARY ANALYSIS: .

1)Chemistry (Sinh Hoa) :

Urobilinogen

Color

Clarity

Spe-Gravity

pH

Albumin

Protein

A én dinh lvong)
Pro/Cre

cocytes
Nitrite
2)Urine Sediment (Cin Ling):

Calcium oxalate dihydrate
Amor. Phosphato
Uric acid

Bn 84 tubi khong|cg tién st gi dic biét
(khoéng cao huyéq ap,khong tiéu

i kiém tra strc khde
gl dwoc.#lao hoa

dworng),dén kha
,bn khée manh a
than do tuOi

U KET QUA XET NHI M

BS. NGUYEN BINH

TEN XET NGHIEM  KET QUA
L HUYET HOC / DONG MAU - HEMATOLOG
NFS(C.B.CHCONG THUT MAU)Y'
WBC
% Neu
% Lym
% Mono
% Eos
% Baso
# Neu
#Lym
# Mono
# Eos
# Baso
REC an
Hb 132
Het 381
MCv 8.2
MCH 30.7
MCHC s
RDW 151
PLT w2
MPV 7.1
1L VI SINH/NUOC TIEU/PHAN/DAM/DICH
M U

LINH

KHOANG THAM CHIFU
GY | COAGULATION

STUM/FLUID ANALYSIS

PHIEU KE

Ho Lés: MAI THI BA
No m sk 1941

bl 14 AP . M UNG . TIAN P, T BN T

T Qul T NoiE
Phai: N

BS yiu chu: BS. NGUYEN DINH LINH

Lopi mis: MimN T Th Tind tr

MA QT

iz

TEN XET NGHIEM
Casts
Epithelial Cells
Bacteria

.

HbAlC (NGSP)

Glucose (mmol/L) (FPG)'

Glucose (mg/dL)
IONOGRAMME

Na

K

ca

a

Urie Acid/Serum?®

bs CRP

*Di Loc Cfiu Thin (CKD-EPY)
Creatinin/Serum’

_eGFR (CKD-EPI)

LDL Cholestarol

Triglycerides'

KHOANG THAM ©




&
£ \

MEDIC

KET LUAN:

Viéc phat hién va diéu tri bénh than man trén ngwoi cao tudi 1a can thiét, tranh dé bénh
than tién trién dén giai doan cudi.

Tuy vay viéc phbi hop chan doan glu’a hién twong 3o héa sinh ly do tudi va cac tiéu
chun chan doan suy than hlen tai can ph0| hop nhau dé tranh viéc chan doan va diéu
tri qua mirc & ngwdi cao tudi, d& giy lo lang cho bénh nhan.

O ngwdi cao tuéi c6 sy suy giam nhe eGFR<60ml/p/1.73m2 nhwng khéng tim ra dwoc
bang chlrng ton thwong than(proteln niéu (-),albumin nleu (-),khéng cé bat thuwdng trén
hinh &nh than)thi rat c6 thé chi la sw ldo hoa sinh ly do tudi.




XIN CAMON SU CHU YL ANGINGHE CUA QUI DONG NGHIEP
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