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Table 1. CKD stages and cardiovascular risk based on eGFR  and albuminuria categories [2].

Persistent albuminuria categories 

A1 
<30 mg/g

A2 
30–300 mg/g

A3 
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G1

 ≥90
Low risk moderately increased risk high risk

G2

60–89
Low risk moderately increased risk high risk

G3a

45–59
moderately increased risk high risk very high risk

G3b

30–44
high risk very high risk very high risk

G4

15–29
very high risk very high risk very high risk

G5

<15
very high risk very high risk very high risk

The initial assessment of albuminuria should be 
based on measuring the urine albumin-to-creatinine 
ratio (ACR) or, alternatively, on urine dipstick testing for 
albumin with automated reading and ACR quantifica-
tion. If total urine protein is measured, a measurement 
of the urine protein-to-creatinine ratio (PCR) is preferred. 
If not available, urine dipstick testing for total protein 
with automated or manual reading may be performed. 
In all cases, a first-morning midstream urine sample is 
recommended for both adults and children. If an ACR 
value exceeding 30 mg/g is detected in a random urine 
sample, the result should be confirmed by repeat testing 
using a subsequent first morning void in the midstream 
urine sample [2].

Establishing Chronicity 
CKD is defined by kidney abnormalities persisting 

for at least 3 months (or more than 90 days), a threshold 
used to distinguish CKD from acute kidney disease (AKD) 
and acute kidney injury (AKI), which differ in etiology, 
management and outcomes. Evidence of chronicity can 
be established through prior documentation of reduced 
eGFR, prior albuminuria or urine sediment abnormalities, 
imaging suggestive of chronic damage (e.g. reduced kid-
ney size or cortical thinning), histopathological features 
(fibrosis or atrophy), relevant medical history (conditions 
that cause or accelerate CKD), or repeat measurements 
that confirm persistence beyond three months. 

Chronicity should not be determined by a single 
abnormal eGFR or ACR, as these values may only reflect 
recent AKI/AKD. When CKD is clinically likely based on 
supporting evidence, initiating CKD-directed manage-
ment at first presentation may be appropriate to avoid 
delaying management. Repeat testing remains impor-
tant for accurate diagnosis and staging.

Etiology of CKD
Beyond establishing chronicity and stage, the 

cause of CKD remains important, as it guides more 
appropriate therapy to slow progression to kidney 
failure (e.g. in glomerular diseases), provides further 
information about the risk of progression (e.g. in IgA 
prediction tools), and helps to understand contribut-
ing factors [5].

To determine the etiology of CKD, we must use a 
comprehensive assessment that includes clinical con-
text, personal and family medical history, social and 
environmental factors, medication review, physical 
examination, laboratory investigations, imaging mo-
dalities, as well as genetic and pathological analyses for 
diagnosis. Healthcare providers must consider referrals 
to expert centers.

CKD Management 
Management of CKD should follow a comprehensive 

treatment strategy to slow disease progression and 


