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Abstract 

Background: Chronic kidney disease (CKD) is highly prevalent in older adults, yet dis-
tinguishing pathological CKD from age-related decline in kidney function remains chal-
lenging. KDIGO guidelines recommend combined assessment of estimated glomerular 
filtration rate (eGFR) and urinary albumin-to-creatinine ratio (uACR), but implementation 
in primary care is uncertain. We evaluated CKD screening patterns, KDIGO risk catego-
ries, and the prognostic value of eGFR and albuminuria for all-cause mortality in adults 
aged ≥ 75 years. Methods: We conducted a retrospective population-based cohort study 
of 587,603 community-dwelling adults aged ≥ 75 years using Primary Care electronic rec-
ords. Complete CKD screening was defined as at least two eGFR and two uACR meas-
urements ≥ 3 months apart during 2015–2019. CKD prevalence, KDIGO risk categories, 
and 40-month all-cause mortality were assessed. Multivariable Cox regression models 
evaluated the independent and joint associations of eGFR and albuminuria with mortality. 
Results: Only 19.0% of participants underwent complete KDIGO-recommended screen-
ing, mainly because of limited albuminuria testing. Among screened individuals, CKD 
prevalence was 25.7%, with over half classified as high or very high KDIGO risk. Mortality 
increased progressively with declining eGFR, increasing albuminuria, and worsening 
KDIGO risk. Macroalbuminuria (HR 1.87, 95% CI 1.75–2.00) and eGFR < 30 mL/min/1.73 
m2 (HR 1.91, 95% CI 1.79–2.04) were independently associated with mortality. 
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Conclusions: Complete KDIGO-recommended screening was performed in only one in 
five adults aged ≥ 75 years, identifying a major implementation gap in primary care. Al-
buminuria provided prognostic information beyond eGFR, improving identification of 
older adults at highest risk of death. These findings support systematic combined eGFR–
uACR assessment to improve risk stratification, guide kidney-protective management, 
and inform healthcare planning for ageing populations. 

Keywords: chronic kidney disease; follow-up studies; albuminuria; estimated glomerular 
filtration rate; all-cause mortality; aged 
 

1. Introduction 
Chronic kidney disease (CKD) is a prevalent condition worldwide and a major con-

tributor to morbidity, mortality, and health-care costs, particularly those related to cardi-
ovascular disease. An estimated 850 million people are affected globally, with prevalence 
ranging from 8% to 16% [1]. CKD-related mortality continues to increase, and the CKD is 
projected to become the fifth leading cause of death globally by 2040 [2]. 

The burden of CKD continues to raise, driven primarily by population aging and the 
increasing prevalence of cardiovascular risk factors, notably type 2 diabetes mellitus, obe-
sity, and hypertension, which remain the leading causes [3]. Despite its high prevalence, 
CKD is frequently underrecognized; epidemiologic studies indicate that up to 85% of 
older adults with CKD are unaware of their condition, which delays the implementation 
of preventive and therapeutic interventions [4]. 

In Spain, population-based studies such as ENRICA and IBERICAN have reported 
CKD prevalence rates ranging from approximately 14 to 15% in the general population [5] 
[6]. Prevalence increases sharply with age, exceeding 20% among individuals older than 
60 years and reaching up to 40% among octogenarians and those with coexisting cardio-
vascular disease [7]. Projections suggest that CKD may become one of the leading causes 
of death in Spain in the coming decades, with important clinical and socioeconomic con-
sequences [8]. 

Early detection of CKD is essential to delay disease progression and reduce associ-
ated morbidity and mortality. Primary care plays a central role in identifying individuals 
at increased risk through systematic assessment of the estimated glomerular filtration rate 
(eGFR) and the urinary albumin-to-creatinine ratio (uACR), particularly among older 
adults, who have a high burden of comorbidities and cardiovascular risk [9,10]. 

According to Kidney Disease: Improving Global Outcomes (KDIGO) guidelines, 
CKD is defined by the presence of structural or functional kidney abnormalities persisting 
for more than three months, irrespective of etiology. Diagnosis is based on an eGFR < 60 
mL/min/1.73 m2 and/or markers of kidney damage, including uACR ≥ 30 mg/g, abnormal 
urinary sediment, or structural abnormalities, confirmed on at least two measurements. 
CKD is classified according to eGFR categories (G1–G5), and albuminuria categories (A1–
A3), based on either the albumin excretion rate or the uACR. This combined framework 
provides robust stratification of the risk of kidney disease progression, cardiovascular 
events and both all-cause and cardiovascular mortality, as demonstrated across at least 49 
cohort studies [11]. 

Despite this established framework, important uncertainties remain regarding the 
relative prognostic contribution of its two core components, uACR and eGFR, in very old 
adults. Although both markers predict adverse outcomes and mortality in the general 
population, few studies have directly compared their associations with all-cause mortality 
in individuals aged 75 years or older, a group in which age-related decline in kidney 
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function may reduce the discriminative capacity of the eGFR. To our knowledge, this 
question has not been adequately addressed in a well-defined elderly cohort, leaving an 
important gap in risk stratification for this rapidly growing segment of the population. 

Distinguishing physiological renal ageing from pathological chronic kidney disease 
is particularly challenging in very old adults. Glomerular filtration rate declines progres-
sively with age due to structural and functional changes in the kidney, and this reduction 
does not necessarily indicate active kidney disease. As highlighted by Epstein’s seminal 
review on renal ageing [12], age-related GFR decline may reflect normal senescence rather 
than clinically relevant renal injury. In this context, albuminuria provides complementary 
information that helps differentiate physiological ageing from pathological CKD, as it cap-
tures glomerular and tubular damage not explained by ageing alone. Understanding this 
distinction is essential for accurate CKD classification and risk stratification in individuals 
aged ≥ 75 years 

Furthermore, our study was conducted exclusively in individuals aged 75 years or 
older and represents one of the largest contemporary series reported to date outside of 
meta-analyses. In addition, no previous study has evaluated the prognostic impact of re-
nal function decline and albuminuria in Mediterranean population, where demographic 
structure, comorbidity patterns, and lifestyle factors differ from those of Northern and 
Central European countries. These differences may influence mortality rates stratified by 
age and sex, underscoring the need for region-specific evidence. 

This study has four main objectives. First, we aimed to estimate the proportion of 
individuals aged 75 years or older in January 2020 who underwent complete CKD screen-
ing during the preceding five years (2015–2019). Second, we aimed to determine the prev-
alence of CKD detected through screening and to describe its prognosis stratification by 
sex. Third, we evaluated 40-month mortality (2020–2023) according to CKD stage and an-
alyzed mortality rates stratified by sex and age group. Finally, we aimed to compare the 
relative impact of the uACR and eGFR on all-cause mortality in this older population. 

2. Material and Methods 
2.1. Study Design and Participants 

This study was a retrospective, longitudinal, population-based analysis nested 
within the Aged-Madrid cohort. The cohort profile has been described in detail elsewhere. 
Briefly, it comprises all individuals aged 75 years or older who were alive and residing in 
the Community of Madrid on 1 January 2020, which was used as the index date. To char-
acterize kidney function and its clinical context, we examined a five-year preindex period 
from 1 January 2015, to 31 December 2019, during which baseline laboratory, clinical, and 
anthropometric data were collected from routinely recorded health records. 

The source population included 587,603 older adults covered by the Spanish National 
Health System, representing 98.6% of all residents aged ≥ 75 years in the Madrid region 
in 2020 (595,652 individuals). Among them, 111,557 individuals had undergone complete 
CKD screening and constituted the analytic subgroup for CKD ascertainment according 
to KDIGO criteria [11]. 

2.2. Data Source 

Data were obtained from the same sources used to construct the Aged-Madrid cohort 
[13]. Primary care electronic medical records (EMRs) provide information on diagnoses, 
risk factors, lifestyle variables, and laboratory tests, and these data sources have been pre-
viously validated for major chronic conditions [14–17]. Hospital discharge records (CMBD) 
were used to confirm cardiovascular and renal diagnoses. Laboratory information sys-
tems supplied serum creatinine, eGFR, and uACR values, while pharmacy dispensing 
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records from the Official College of Pharmacists of Madrid captured medication exposure. 
Mortality data were obtained through linkage with the National Death Index (INDEF). 
All datasets were linked using anonymized unique identifiers and integrated into a single 
curated database. 

2.3. Study Variables 

Definition of Complete CKD Screening, CKD Diagnosis, and KDIGO Risk Classification 

Kidney function was assessed using the CKD-EPI equation for eGFR and the urinary 
albumin-to-creatinine ratio (uACR), in accordance with KDIGO recommendations. Com-
plete CKD screening was defined as having at least two eGFR and two uACR measure-
ments obtained at least 3 months apart during the five-year preindex period (2015–2019), 
thereby ensuring assessment of chronicity and reducing misclassification due to transient 
changes in kidney function or albuminuria, consistent with previous epidemiological 
studies that used repeated measurements to confirm CKD [18,19]. 

Among individuals meeting the complete-screening definition, CKD was diagnosed 
when persistent kidney abnormality was documented across repeated measurements. 
Specifically, CKD was considered present if at least one KDIGO marker of kidney damage, 
either reduced eGFR or elevated uACR, was abnormal on both determinations, regardless 
of whether the same marker was altered on each occasion. Accordingly, CKD was diag-
nosed under any of the following conditions: (a) both eGFR values were <60 mL/min/1.73 
m2; (b) both uACR values were ≥30 mg/g; or (c) both markers were abnormal on both 
determinations. 

Participants with complete screening were classified according to the KDIGO 
heatmap risk categories. eGFR was categorized as G1 (≥90 mL/min/1.73 m2), G2 (60–89 
mL/min/1.73 m2), G3a (45–59 mL/min/1.73 m2), G3b (30–44 mL/min/1.73 m2), G4 (15–29 
mL/min/1.73 m2), and G5 (<15 mL/min/1.73 m2). Albuminuria was categorized as A1 (<30 
mg/g), A2 (30–300 mg/g), and A3 (>300 mg/g). KDIGO risk strata (low, moderate, high, 
and very high risk) were assigned using the most recent eGFR and uACR values recorded 
during the preindex period. 

Comorbidities present before the index date were identified using ICD10, and ICPC2 
codes, including hypertension, dyslipidemia, obesity, type 1 and type 2 diabetes, ischemic 
heart disease, stroke, heart failure, peripheral arterial disease, and previously diagnosed 
CKD. Socioeconomic status was approximated using the MEDEA deprivation index, an 
area-level measure based on small geographic units that incorporates neighborhood un-
employment, low educational attainment, manual employment, and temporary employ-
ment. Higher scores indicate greater deprivation. 

2.4. Data Processing and Analysis 

2.4.1. Data Curation 

The data quality procedures mirrored those applied in the Aged-Madrid cohort. Im-
plausible laboratory or blood pressure values were reviewed and corrected when possible; 
otherwise, they were excluded. Duplicate records were removed only when date of birth, 
sex, and multiple identical laboratory values coincided. 

2.4.2. Missing Data 

Several variables in the Aged-Madrid cohort contained missing values, as previously 
described in the original cohort publication [13]. In the present analysis, missingness was 
restricted to functional status variables, including activities of daily living and instrumen-
tal activities of daily living, which were available for 59.4% of individuals with complete 
CKD screening. These variables were not required for CKD classification, KDIGO 
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stratification, or mortality analyses. Therefore, they did not affect the main exposure or 
outcome variables. No imputation was performed because functional status is a clinically 
complex construct that cannot be reliably inferred from the available covariates, and im-
putation would risk introducing non-plausible values and model misclassification in this 
older population. 

2.4.3. Statistical Analysis 

Continuous variables were summarized as means with standard deviations or medi-
ans with interquartile ranges, as appropriate, and categorical variables were expressed as 
counts and percentages. Group comparisons were performed using t-tests, ANOVA, the 
Mann–Whitney U test, the Kruskal–Wallis test, the chi-square test, or Fisher’s exact test, 
as appropriate. 

The prevalence of KDIGO-defined CKD was estimated with 95% confidence intervals 
and stratified by sex. For descriptive purposes, we also generated a cross-sectional contin-
gency table based on the most recent eGFR and uACR measurements, which does not 
account for persistence and therefore reflects point-in-time kidney function rather than 
confirmed CKD. 

Mortality rates were calculated as the number of deaths divided by the total person-
years of follow-up and expressed per 1000 person-years. Person-time was accrued from 
baseline until death or censoring at the end of follow-up. Rates were estimated with 95% 
confidence intervals assuming a Poisson distribution and were stratified by CKD category, 
sex, and age group. 

Kaplan–Meier survival curves were generated for descriptive crude analyses of the 
uACR, eGFR, and combined KDIGO categories of eGFR and uACR. Additional Kaplan–
Meier curves stratified by sex were used to visually compare survival patterns across kid-
ney function and albuminuria strata. 

To assess the prognostic relevance of both eGFR and uACR categories, we fitted Cox 
proportional hazards models to estimate their independent associations with all-cause 
mortality. Models were adjusted for age, sex, and a comprehensive set of potential con-
founders, including diabetes mellitus, hypertension, obesity, cancer, myocardial infarc-
tion, stroke, and the use of antiplatelet agents, statins, renin–angiotensin–aldosterone sys-
tem (RAAS) inhibitors, dipeptidyl peptidase-4 (DPP-4) inhibitors, and sodium–glucose 
cotransporter-2 (SGLT2) inhibitors. To assess the robustness of the findings, we performed 
a sensitivity analysis excluding patients who died during the first year of the COVID-19 
pandemic, given that this period may have introduced additional variability and potential 
distortion in the estimates. 

We additionally constructed a joint eGFR–uACR risk matrix by incorporating cross-
product interaction terms between eGFR and uACR categories into the Cox proportional 
hazards model, using eGFR ≥ 60 mL/min/1.73 m2 and uACR < 30 mg/g as the reference 
category. This matrix summarizes the combined association of reduced eGFR and ele-
vated albuminuria with mortality across KDIGO-based risk strata, whereas the conven-
tional Cox model estimates the independent association of each marker after adjustment 
for confounders. 

Data were processed and analyzed using SPSS, version 26.0 (SPSS Inc., Chicago, IL, 
USA), and R, version 4.4.0 (R Foundation for Statistical Computing, Vienna, Austria). 

3. Results 
The Aged-Madrid cohort included 587,603 individuals. On the index date, 111,557 

participants (19.0%) had ≥2 eGFR and ≥2 uACR measurements recorded between 2015 
and 2019 (Figure 1). Among them, 65,614 (58.8%) were women and 45,943 (41.2%) were 
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men, with a mean age of 82.6 years (SD 5.3). The prevalence of hypertension was 82%, 
diabetes 46.6%, and the remaining comorbidities are shown in Table 1. 

Table 1. Baseline characteristics of older adults (≥75 years) undergoing complete CKD screening in 
primary care. 

 Completed Screening 
(n = 111,557) 

Age, years 82.6 (5.3) 
Male, sex 45,943 (41.2) 
Severe or total dependence, n/N 2478/45,296 (5.5) 
Hypertension 91,514 (82.0) 
Diabetes Mellitus 51,973 (46.6) 
Dyslipidemia 71,438 (64.0) 
Dementia 7330 (6.6) 
Myocardial infarction 6069 (5.4) 
Stroke 7469 (6.7) 
PAD 6450 (5.9) 
Atrial Fibrillation 18,667 (16.7) 
Known CKD 10,465 (9.4) 
Cancer 22,109 (19.8) 
BMI, ksg/m2 29.1 (4.7) 
Deprivation index 0.14 (0.91) 
Antiplatelet drugs 32,250 (31.6) 
Diuretics 57,401 (51.5) 
Beta-blockers 26,715 (23.9) 
Calcium-channel blockers 33,362 (29.9) 
Metformin 38,145 (34.2) 
Insulin 11,388 (10.2) 
NSAIDs 10,599 (9.5) 
DPP-4 inhibitors 20,918 (18.8) 
SGLT2 inhibitors 3403 (3.1) 
GLP-1 receptor agonists 984 (0.9) 
Statins 69,930 (62.7) 
RAAS inhibitors 79,564 (71.3) 
Notes: Values are presented as mean (standard deviation) for continuous variables and count (per-
centage) for categorical variables. N is total number of participants with available information. CKD: 
chronic kidney disease. CKD screening status was categorized as: fully completed (≥2 eGFR and ≥2 
uACR measurements separated by ≥3 months), partially completed (only one marker or insufficient 
repetition), and no evidence of screening (absence of qualifying eGFR and uACR measurements). 
Asterisks indicate a significant linear trend across screening status categories. BMI: body mass index. 
PAD: peripheral artery disease. DPP-4 inhibitors: dipeptidyl peptidase-4 inhibitors. SGLT2 inhibi-
tors: sodium-glucose co-transporter 2 inhibitors. GLP-1 receptor agonists: glucagon-like peptide-1 
receptor agonists. NSAIDs: Non-steroidal anti-inflammatory drugs. The deprivation index corre-
sponds to the MEDEA deprivation index, an area-level socioeconomic indicator derived from cen-
sus variables (unemployment, manual employment, temporary employment, low educational at-
tainment). Scores are standardized, with higher values indicating greater deprivation. 
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Figure 1. Flowchart of CKD Screening Status and CKD Detection in Adults ≥ 75 Years (n = 587,603). 

3.1. CKD Prevalence 

Among the 111,557 individuals with complete CKD screening, 28,724 met KDIGO 
criteria for CKD, corresponding to a prevalence of 25.7% (95% CI, 25.4–26.0%). As shown 
in Table 2, 20,442 individuals (18.3%) had eGFR < 60 mL/min/1.73 m2, and 12,733 (11.4%) 
had albuminuria (uACR ≥ 30 mg/g). Concurrent reduction on eGFR and albuminuria was 
present in 4451 individuals (4.0%), whereas 15,991 (14.3%) had isolated eGFR reduction 
and 8282 (7.4%) had isolated albuminuria. 

Table 2. Contingency table of eGFR and albuminuria categories (n = 111,557). 

eGFR < 60 mL/min/1.73 m2 uACR ≥ 30 mg/g  uACR < 30 mg/g  Total 
Yes 4451 (4.0%) 15,991 (14.3%) 20,442 (18.3%) 
No 8282 (7.4%) 82,833 (74.3%) 91,115 (81.6%) 

Total 12,733 (11.4%) 98,824 (88.6%) 111,557 (100%) 
Classification was based on at least two eGFR measurements < 60 mL/min/1.73 m2 and/or at least 
two uACR measurements ≥ 30 mg/g, obtained at least three months apart. Values in parentheses 
represent percentages calculated over the total study population (n = 111,557). 

3.2. KDIGO Heatmap Categories According to the Most Recent eGFR and uACR Values Among 
Individuals with Complete Screening 

Among individuals with complete screening, the KDIGO heatmap showed that 10.31% 
(95% CI, 10.12–10.49) were classified as high risk and 5.75% (95% CI, 5.44–5.70) as very 
high risk (Table 3). Sex-stratified distributions are provided in Supplementary Tables S1 
and S2. 
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Table 3. KDIGO heatmap categories among 111,557 adults aged ≥ 75 years with complete CKD 
screening, based on the most recent eGFR and uACR values recorded between 2015–2019. 

eGFR/uACR A1 A2 A3 Total 
G1 3834 (3.44) 677 (0.61) 49 (0.04) 4560 (4.09) 
G2 61,926 (55.51) 12,358 (11.08) 994 (0.89) 75,278 (67.48) 
G3a 14,829 (13.29) 4960 (4.45) 602 (0.54) 20,391 (18.28) 
G3b 5503 (4.93) 3105 (2.78) 535 (0.48) 9143 (8.20) 
G4 894 (0.80) 921 (0.83) 272 (0.24) 2087 (1.87) 
G5 15 (0.01) 44 (0.04) 39 (0.03) 98 (0.09) 
Total 87,001 (77.99) 22,065 (19.78) 2491 (2.23) 111,557 (100) 
Values in parentheses represent the relative frequency (%) with respect to the total population (N = 
111,557). eGFR: estimated glomerular filtration rate; UACR: urine albumin-to-creatinine ratio. G1 
(≥90 mL/min/1.73 m2), G2 (60–89), G3a (45–59), G3b (30–44), G4 (15–29), G5 (<15). A1 (<30 mg/g), A2 
(30–300 mg/g), A3 (>300 mg/g). Cells are color-coded according to KDIGO risk categories: green = 
low risk (if no other markers of kidney damage are present), yellow = moderately increased risk, 
orange = high risk, and red = very high risk. 

3.3. KDIGO Heatmap Categories According to the Most Recent eGFR and uACR Values Among 
Individuals with CKD (KDIGO Diagnostic Criteria) 

Among participants meeting KDIGO diagnostic criteria for CKD, 32.33% (95% CI, 
31.79–32.87) were classified as high risk and 21.16% (95% CI, 20.69–32.87) as very high risk 
(Table 3). 

Among the 28,724 individuals aged ≥75 years with a CKD diagnosis, most fell within 
low-to-moderate KDIGO heatmap categories, predominantly G3a–A1 and G3b–A1. Albu-
minuria was the main driver of higher risk: categories A2 and A3 shifted patients toward 
high and very-high risk even when eGFR remained above 45 mL/min/1.73 m2. Very-high-
risk strata were concentrated in individuals with eGFR < 45 or A3 albuminuria, highlight-
ing substantial heterogeneity in risk despite a uniform CKD diagnosis (Table 4). 

Table 4. KDIGO heatmap categories among 28,724 individuals aged ≥75 years with a CKD diagnosis, 
based on the most recent eGFR and uACR values recorded between 2015–2019. 

eGFR/uACR A1 A2 A3 Total 
G1 0 (0.00) 289 (1.01) 40 (0.14) 329 (1.15) 
G2 0 (0.00) 5559 (19.35) 778 (2.71) 6337 (22.06) 
G3a 7514 (26.16) 3813 (13.27) 553 (1.93) 11,880 (41.36) 
G3b 4656 (16.21) 2931 (10.20) 525 (1.83) 8112 (28.24) 
G4 803 (2.80) 901 (3.14) 268 (0.93) 1972 (6.87) 
G5 13 (0.05) 43 (0.15) 38 (0.13) 94 (0.33) 
Total 12,986 (45.21) 13,536 (47.12) 2202 (7.67) 28,724 (100) 
Values in parentheses represent the relative frequency (%) with respect to the total population (N = 
111,557). eGFR: estimated glomerular filtration rate; uACR: urine albumin-to-creatinine ratio. G1 
(≥90 mL/min/1.73 m2), G2 (60–89), G3a (45–59), G3b (30–44), G4 (15–29), G5 (<15). A1 (<30 mg/g), A2 
(30–300 mg/g), A3 (>300 mg/g). Cells are color-coded according to KDIGO risk categories: green = 
low risk (if no other markers of kidney damage are present), yellow = moderately increased risk, 
orange = high risk, and red = very high risk. 

Sex-stratified analyses (Tables 5 and 6) showed clear differences in risk profiles. Men 
exhibited a more proteinuric phenotype, with higher prevalence of A2 and A3 albuminu-
ria (55.07% and 10.42%, respectively), whereas women predominantly fell into A1 
(53.26%). In contrast, women showed a greater proportion of advanced eGFR stages, par-
ticularly G4 (8.31% vs. 4.94% in men). As a result, men accumulated more high and very-
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high KDIGO risk combinations driven by albuminuria, while women were concentrated 
in moderate-risk strata driven by reduced eGFR but lower albuminuria. 

Table 5. KDIGO heatmap categories among 12,337 men aged ≥75 years with a CKD diagnosis, based 
on the most recent eGFR and uACR values recorded between 2015–2019. 

eGFR/uACR A1 A2 A3 Total 
G1 0 (0.00) 165 (1.34) 16 (0.13) 181 (1.47) 
G2 0 (0.00) 3149 (25.52) 503 (4.08) 3652 (29.60) 
G3a 2719 (22.04) 1916 (15.53) 337 (2.73) 4972 (40.30) 
G3b 1379 (11.18) 1232 (9.99) 282 (2.29) 2893 (23.45) 
G4 159 (1.29) 318 (2.58) 133 (1.08) 610 (4.94) 
G5 1 (0.01) 14 (0.11) 14 (0.11) 29 (0.24) 
Total 4258 (34.51) 6794 (55.07) 1285 (10.42) 12,337 (100) 
Values in parentheses represent the relative frequency (%) with respect to the total population (N = 
111,557). eGFR: estimated glomerular filtration rate; uACR: urine albumin-to-creatinine ratio. G1 
(≥90 mL/min/1.73 m2), G2 (60–89), G3a (45–59), G3b (30–44), G4 (15–29), G5 (<15). A1 (<30 mg/g), A2 
(30–300 mg/g), A3 (>300 mg/g). Cells are color-coded according to KDIGO risk categories: green = 
low risk (if no other markers of kidney damage are present), yellow = moderately increased risk, 
orange = high risk, and red = very high risk. 

Table 6. KDIGO heatmap categories among 16,387 women aged ≥75 years with a CKD diagnosis, 
based on the most recent eGFR and uACR values recorded between 2015–2019. 

eGFR/uACR A1 A2 A3 Total 
G1 0 (0.00) 124 (0.76) 24 (0.15) 148 (0.90) 
G2 0 (0.00) 2410 (14.71) 275 (1.68) 2685 (16.38) 
G3a 4795 (29.26) 1897 (11.58) 216 (1.32) 6908 (42.16) 
G3b 3277 (20.00) 1699 (10.37) 243 (1.48) 5219 (31.85) 
G4 644 (3.93) 583 (3.56) 135 (0.82) 1362 (8.31) 
G5 12 (0.07) 29 (0.18) 24 (0.15) 65 (0.40) 
Total 8728 (53.26) 6742 (41.14) 917 (5.60) 16,387 (100) 
Values in parentheses represent the relative frequency (%) with respect to the total population (N = 
111,557). eGFR: estimated glomerular filtration rate; uACR: urine albumin-to-creatinine ratio. G1 
(≥90 mL/min/1.73 m2), G2 (60–89), G3a (45–59), G3b (30–44), G4 (15–29), G5 (<15). A1 (<30 mg/g), A2 
(30–300 mg/g), A3 (>300 mg/g). Cells are color-coded according to KDIGO risk categories: green = 
low risk (if no other markers of kidney damage are present), yellow = moderately increased risk, 
orange = high risk, and red = very high risk. 

3.4. Comorbidity Profile 

Among individuals with established CKD, cardiometabolic comorbidity was com-
mon. Hypertension alone was the most frequent profile (27.40%; 95% CI, 26.89–27.92), 
closely followed by the combination of type 2 diabetes and hypertension (27.30%; 95% CI, 
26.78–27.82). Additional comorbidities and the distribution of established cardiovascular 
diseases are shown in Figures 2 and 3. 
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Figure 2. Distribution of Cardiovascular Risk Factor Combinations in Individuals With CKD. HT: 
hypertension: T2DM: Type 2 Diabetes Mellitus. Solid circle (●) indicates presence of the condition; 
open circle (○) indicates absence. 

 

Figure 3. Distribution of Cardiovascular Diseases in Individuals With CKD. PAD: Peripheral Artery 
Disease; AMI: Acute Myocardial Infarction. Solid circle (●) indicates presence of the condition; 
open circle (○) indicates absence. 

3.5. Pharmacologic Therapy 

Among participants with CKD, renin–angiotensin–aldosterone system (RAAS) in-
hibitors were the most frequently used medications (76.60%; 95% CI, 76.10–77.10), fol-
lowed by diuretics (65.70%; 95% CI, 65.15–66.25), and statins (64.20%; 95% CI, 63.70–64.80). 
The full distribution of baseline pharmacologic therapy across medication classes is 
shown in Figure 4. 
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Figure 4. Distribution of Pharmacologic Therapy (%), in patients with CKD. Values represent the 
relative frequency (%) with respect to the total population with CKD (n = 28,724) RAAS inhibitors: 
Renin–Angiotensin–Aldosterone System inhibitors. DPP-4 inhibitors: dipeptidyl peptidase-4 inhib-
itors. NSAIDs: Non-steroidal anti-inflammatory drugs. SGLT2 inhibitors: sodium-glucose co-trans-
porter 2 inhibitors. GLP-1 receptor agonists: glucagon-like peptide-1 receptor agonists. 

3.6. Mortality Rates 

During 40 months of follow-up, 20,915 deaths occurred over 333,529 person-years, 
yielding an overall crude mortality rate of 62.7 per 1000 person-years (95% CI, 61.9–63.6). 
Mortality increased progressively with CKD severity, from 49.9 per 1000 person-years in 
individuals with G1–G2 to 213.9 per 1000 person-years in those with G4–G5. 

Sex-specific analyses showed consistently higher mortality in men across all CKD 
categories, although the relative gradient associated with worsening kidney function was 
similar in both sexes (Table 7). 

Table 7. Sex-specific distribution of crude mortality rates (per 1000 person-years) by CKD subgroup 
among the 111,557 individuals aged ≥75 years with complete CKD screening. 

CKD Subgroup Deaths Person-Years Incidence-Rate 95% CI 
Men 
G1–G2 6256 101,031 61.92 60.40–63.48 
G3a–G3b 3439 31,682 108.55 104.95–112.24 
G4–G5 385 1513 254.46 229.68–281.19 
Total 10,080 134,226 75.10 73.64–76.58 
Women 
G1–G2 5912 142,978 41.35 40.30–42.42 
G3a–G3b 4209 52,700 79.87 77.47–82.32 
G4–G5 714 3626 196.91 182.73–211.90 
Total 10,835 199,304 54.36 53.35–55.40 
CKD: Chronic kidney disease. 

Age- and sex-stratified analyses (Table 8) showed a clear stepwise increase in mor-
tality with worsening CKD across all age groups. Among adults aged 75–84 years, mor-
tality rose from 43.2 to 184.2 per 1000 person-years in men and from 23.2 to 115.6 per 1000 
person-years in women. In those aged 85–94 years, mortality more than doubled, again 
showing a graded pattern with CKD severity (men: 136.2 to 315.1; women: 87.1 to 223.9 
per 1000 person-years). Among individuals aged ≥95 years, mortality exceeded 300 per 
1000 person-years in men across all CKD subgroups, while in women it ranged from 249.4 
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to 372.0. Reduced eGFR remained a significant predictor of mortality even in the oldest 
patients. 

Overall, advanced CKD (G4–G5) combined with older age identified the groups with 
the highest absolute mortality. 

Table 8. Sex- and age-specific distributions of crude mortality rates (per 1000 person-years) by CKD 
subgroup among the 111,557 individuals aged ≥75 years with complete CKD screening. 

Age Group CKD Subgroup Deaths Person-Years Incidence-Rate 95% CI 
Men 
75–84 y G1–G2 3528 81,616 43.2 41.8–43.2 
 G3a–G3b 1414 20,413 69.3 65.7–73.0 
 G4–G5 138 749 184.2 154.8–217.7 
 Total 5080 102,778 49.4 48.0–49.4 
85–94 y G1–G2 2589 19,010 136.2 131.0–141.5 
 G3a–G3b 1864 10,816 172.3 164.6–180.3 
 G4–G5 225 714 315.1 275.3–359.1 
 Total 4678 30,540 153.2 148.8–153.2 
≥95 y G1–G2 139 405 343.2 288.5–405.2 
 G3a–G3b 161 453 355.4 302.6–414.7 
 G4–G5 22 50 440.0 275.7–666.2 
 Total 322 908 354.6 316.9–395.5 
Women 
75–84 y G1–G2 2452 105,685 23.2 22.3–24.1 
 G3a–G3b 1099 27,312 40.2 37.9–42.7 
 G4–G5 144 1246 115.6 97.5–136.1 
 Total 3695 134,243 27.5 26.6–27.5 
85–94 y G1–G2 3137 35,998 87.1 84.1–87.2 
 G3a–G3b 2651 23,760 111.6 107.4–115.9 
 G4–G5 477 2130 223.9 204.3–245.0 
 Total 6265 61,888 101.2 98.7–101.3 
≥95 y G1–G2 323 1295 249.4 223.0–278.2 
 G3a–G3b 459 1628 281.9 256.7–308.9 
 G4–G5 93 250 372.0 300.3–455.7 
 Total 875 3173 275.7 257.8–294.7 
Incidence rates (per 1000 patient-years) and 95% confidence intervals were estimated assuming a 
Poisson distribution. CKD: Chronic kidney disease. 95% CI: 95% confidence interval. 

3.7. Mortality and Survival Patterns Across Kidney Function and KDIGO Risk Strata 

Participants with preserved eGFR and normoalbuminuria showed substantially bet-
ter survival, whereas those with eGFR < 45 mL/min/1.73 m2, macroalbuminuria, or 
high/very-high KDIGO risk exhibited progressively reduced cumulative survival (Figure 
5). These gradients were consistent across sexes. Supplementary Figures S1–S3 illustrate 
additional sex differences; for example, the 80th-percentile survival time in the eGFR 30–
44 mL/min/1.73 m2 subgroup was 20 months in men and 26 months in women, indicating 
a six-month survival advantage for women. 
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Figure 5. Kaplan–Meier survival analysis across kidney function, albuminuria, and KDIGO risk 
strata. (A) Kaplan–Meier survival curves according to eGFR Category over 40 months of follow-up. 
eGFR: estimated glomerular filtration rate. (B) Kaplan–Meier survival curves according to albumi-
nuria status over 40 months of follow-up. (C) Kaplan–Meier survival curves according to KDIGO 
Risk Category over 40 months of follow-up. The vertical lines represent the projected time at which 
each eGFR category attains a cumulative survival of 0.80, allowing direct comparison across groups. 

3.8. Multivariate Analysis 

In fully adjusted Cox models, mortality showed a clear graded association with both 
eGFR and uACR. Compared with individuals with eGFR ≥ 60 mL/min/1.73 m2, risk 
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increased from HR 1.419 (95% CI, 1.361–1.480) for eGFR 30–44 mL/min/1.73 m2 to HR 1.911 
(95% CI, 1.791–2.039) for eGFR < 30 mL/min/1.73 m2. Albuminuria was also independently 
associated with mortality, with a strong severity-related gradient: microalbuminuria was 
linked to a 54% higher risk (HR 1.542; 95% CI, 1.496–1.590), and macroalbuminuria nearly 
doubled the risk (HR 1.870; 95% CI, 1.749–2.000) (Table 9). Consistent with these findings, 
KDIGO CKD risk categories showed a similarly strong stepwise association with mortal-
ity in adjusted models (Table 10). 

Table 9. Cox regression analysis of all-cause mortality according to eGFR and albuminuria catego-
ries. 

 HR 95% CI p-Value 
eGFR ≥ 60 mL/min/1.73 m2 1   
eGFR 45–59 mL/min/1.73 m2 1.142 1.103–1.182 <0.001 
eGFR 30–44 mL/min/1.73 m2 1.419 1.361–1.480 <0.001 
eGFR < 30 mL/min/1.73 m2 1.911 1.791–2.039 <0.001 
No albuminuria 1   
Microalbuminuria 1.542 1.496–1.590 <0.001 
Macroalbuminuria 1.870 1.749–2.000 <0.001 
Model adjusted for sex, age, diabetes mellitus, hypertension, obesity, cancer, history of myocardial 
infarction, history of stroke, and use of antiplatelet agents, statins, renin–angiotensin–aldosterone 
system (RAAS) inhibitors, dipeptidyl peptidase-4 (DPP-4) inhibitors, and sodium–glucose cotrans-
porter-2 (SGLT2) inhibitors. eGFR: estimated glomerular filtration rate. HR: hazard ratio. 95% CI: 
95% confidence interval. 

Table 10. Cox regression analysis of all-cause mortality according to KDIGO CKD risk categories. 

 HR 95% CI p-Value 
Low Risk KDIGO 1   
Moderately Risk KDIGO 1.386 1.341–1.434 <0.001 
High Risk KDIGO 1.742 1.672–1.814 <0.001 
Very High Risk KDIGO 2.302 2.200–2.409 <0.001 
Model adjusted for sex, age, diabetes mellitus, hypertension, obesity, cancer, history of myocardial 
infarction, history of stroke, and use of antiplatelet agents, statins, renin–angiotensin–aldosterone 
system (RAAS) inhibitors, dipeptidyl peptidase-4 (DPP-4) inhibitors, and sodium–glucose cotrans-
porter-2 (SGLT2) inhibitors. eGFR: estimated glomerular filtration rate. HR: hazard ratio. 95% CI: 
95% confidence interval. 

3.9. Joint eGFR-uACR Risk Matrix 

The interaction model with cross-product terms between eGFR and uACR categories 
revealed a clear, monotonic gradient of mortality risk across the joint eGFR × uACR matrix 
(Table 11). Using eGFR ≥ 60 mL/min/1.73 m2 and uACR < 30 mg/g as the reference category, 
HRs increased progressively with both declining eGFR and increasing albuminuria. Mod-
erate albuminuria (uACR 30–299 mg/g) increased mortality risk across all eGFR strata, 
with HRs ranging from 1.68 (95% CI 1.61–1.75) in individuals with preserved eGFR to 2.90 
(95% CI 2.01–4.17) in those with eGFR < 30. Severe albuminuria (uACR ≥ 300 mg/g) 
showed even stronger associations, reaching HR 3.92 (95% CI 2.28–6.75) in individuals 
with eGFR < 30. Within each albuminuria category, lower eGFR was consistently associ-
ated with higher mortality, and within each eGFR category, higher albuminuria was con-
sistently associated with higher mortality. 

Table 11. Cox regression model of risk of mortality according to eGFR and albuminuria categories. 
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eGFR (mL/min/1.73 m2) ACR < 30 mg/g ACR 30–299 mg/g ACR > 300 mg/g 
≥60 (reference) 1.0 (1.00–1.00) 1.68 (1.61–1.75) 2.32 (2.04–2.64) 
45–59 1.24 (1.18–1.29) 1.86 (1.60–2.18) 2.24 (1.54–3.26) 
30–44 1.49 (1.40–1.58) 2.24 (1.85–2.70) 2.72 (1.84–4.01) 
<30 2.10 (1.81–2.42) 2.90 (2.01–4.17) 3.92 (2.28–6.75) 
Model adjusted for sex, age, diabetes mellitus, hypertension, obesity, cancer, history of myocardial 
infarction, history of stroke, and use of antiplatelet agents, statins, renin–angiotensin–aldosterone 
system (RAAS) inhibitors, dipeptidyl peptidase-4 (DPP-4) inhibitors, and sodium–glucose cotrans-
porter-2 (SGLT2) inhibitors. eGFR: estimated glomerular filtration rate. HR: hazard ratio. 95% CI: 
95% confidence interval. ACR: albumin-to-creatinine ratio. 

Given the COVID-19 pandemic during 2020, a sensitivity analysis excluding deaths 
occurring in 2020 was performed, yielding similar results. See Supplementary Tables S3 
and S4. 

4. Discussion 
In this population-based cohort of adults aged 75 years or older, we evaluated CKD 

screening patterns, KDIGO risk categories, and 40-month mortality, and assessed the 
prognostic value of eGFR and uACR in very old adults. Overall, three findings deserve 
emphasis. First, combined screening with eGFR and albuminuria remained clearly subop-
timal in routine practice. Second, albuminuria provided prognostic information beyond 
eGFR alone. Third, mortality increased progressively across KDIGO risk strata, support-
ing the clinical relevance of the combined classification in advanced age. 

4.1. CKD Screening 

Only 19% of participants met criteria for complete CKD screening over the pre-index 
period (2015–2019), despite current KDIGO recommendations emphasizing the combined as-
sessment of eGFR and albuminuria. This gap is clinically relevant because albuminuria test-
ing remains substantially underused in both our cohort and routine care, with large pro-
portions of at-risk individuals not undergoing uACR measurement [20]. Similar deficien-
cies have been reported in patients with diabetes, in whom annual screening with both 
markers remains far from universal [21]. Together, these findings indicate a persistent dis-
connect between guideline recommendations and real-world implementation. 

The limited use of albuminuria testing has important implications for case detection 
and risk stratification. In the ONDAAS study, systematic uACR assesment identified pre-
viously unrecognized CKD and reclassified many individuals into high- or very high-risk 
categories that would have been missed by eGFR alone [10]. Likewise, the PROGRESER 
cohort showed that albuminuria was the strongest predictor of kidney function decline, 
whereas diabetes alone did not adequately identify progression risk [22]. These findings 
reinforce that incomplete screening may delay diagnosis and reduce access to disease-
modifying interventions [3,11]. 

Beyond its role in CKD detection, wider implementation of uACR testing in at-risk 
individuals is essential for accurate risk stratification and identification of patients who 
may benefit from evidence-based nephroprotective therapies, as recommended by current 
KDIGO guidelines [11]. 

Individuals undergoing complete CKD screening showed a consistently higher car-
diometabolic burden, including myocardial infarction (5.4% vs. 4.4%, p < 0.001), stroke 
(6.7% vs. 5.9%, p < 0.001), peripheral artery disease (5.9% vs. 4.0%, p < 0.001), diabetes 
mellitus (46.6% vs. 18.8%, p < 0.001) and dyslipidemia (64.0% vs. 50.2%, p < 0.001). They 
also exhibited greater use of cardioprotective therapies, such as SGLT2 inhibitors (3.1% vs. 
1.1%, p < 0.001), RAAS inhibitors (71.3% vs. 52.9%, p < 0.001) and antiplatelet agents (31.6% 
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vs. 25.4%, p < 0.001). This pattern suggests that CKD screening in practice was mainly 
triggered by pre-existing high-risk conditions, reflecting an opportunistic rather than sys-
tematic approach. Although age alone would also justify screening [23] testing appears to 
have been prioritized in patients already known to have hypertension, diabetes, or other 
cardiovascular risk factors. This behavior is consistent with current recommendations fa-
voring targeted screening in high-risk populations, where the yield and clinical impact 
are greatest [24,25]. 

By contrast, participants without evidence of CKD screening had lower recorded car-
diometabolic burden but higher socioeconomic deprivation and lower use of cardiopro-
tective medications. This is relevant because socioeconomic disadvantage is consistently 
associated with higher CKD prevalence, faster progression, and worse outcomes [26–28]. 
Since early CKD is often asymptomatic and depends on laboratory testing for detection, 
limited screening in socially disadvantaged individuals may contribute to underdiagnosis 
and widening health inequities [27–29]. 

4.2. CKD Prevalence and Risk Categories in Individuals with Complete CKD Screening 

Among participants with complete CKD screening, CKD prevalence was 25.7%. This 
estimate is consistent with prior studies in older adults, which have shown that CKD is 
common in late life. In the Spanish EPIRCE study [30], CKD prevalence among individu-
als older than 64 years was 21.42%. Similar or higher figures were reported in NHANES 
[31] and the UK HSE [32], particularly in people aged 75 years or older. These findings 
reinforce the need for systematic evaluation of kidney disease in older adults. 

According to KDIGO heat-map categories [11], 10.31% of participants with complete 
screening were classified as high risk and 5.75% as very high risk. High-risk CKD was 
slightly more frequent in women, although the difference was not significant, whereas 
very high-risk CKD was nearly identical between sexes. This pattern is consistent with 
prior evidence showing that sex differences in CKD are modest after accounting for age 
and cardiometabolic burden [33,34]. In older adults, disease severity and multimorbidity 
may outweigh sex as determinants of risk [34,35]. 

4.3. Treatment Patterns 

Use of cardioprotective therapy was greater among individuals who underwent 
complete screening, particularly for RAAS inhibitors and SGLT2 inhibitors, which were 
reported solely as part of the observed treatment profile. Particularly noteworthy was the 
low use of SGLT2 inhibitors, likely related to the timing of baseline prescription (end of 
2019). At that point, nephroprotective evidence for these agents was still emerging. The 
CREDENCE trial (2019) had demonstrated renal benefits in patients with type 2 diabetes 
and albuminuric CKD, but its findings had not yet translated into widespread use in the 
broader older CKD population. Subsequent landmark trials, including DAPA-CKD (2020) 
and EMPA-KIDNEY (2022), later confirmed substantial reductions in CKD progression, 
cardiovascular events, and mortality across a wide range of patients, including older 
adults and individuals without diabetes [36,37]. Consequently, current KDIGO 2024 
guidelines recommend SGLT2 inhibitors for eligible patients with CKD irrespective of di-
abetes status [11]. 

An additional consideration is that the evidence supporting the use of several cardi-
oprotective therapies in very old adults remains limited. Most pivotal randomized clinical 
trials evaluating RAAS inhibitors included very few participants aged ≥ 80 years, and cur-
rent recommendations are therefore largely extrapolated from younger populations. As a 
result, treatment decisions in this age group require careful individualization, taking into 
account frailty, multimorbidity, polypharmacy, functional status, and life expectancy, as 
well as the need for close clinical monitoring. Our observational design was not intended 
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to evaluate treatment efficacy or safety; accordingly, we refrain from making therapeutic 
recommendations beyond guideline-supported individualized care. 

4.4. Risk Categories Among Patients with CKD 

Among participants with established CKD, the burden of high and very high KDIGO 
risk categories was slightly higher in men than in women, although the absolute difference 
was modest. This aligns with previous reports showing sex-related differences in CKD 
epidemiology, including variations in albuminuria, kidney function, and disease progres-
sion across populations [38]. 

Among 28,724 participants with CKD, multimorbidity was the rule rather than the 
exception, and cardiometabolic clusters were dominant. CKD with hypertension alone 
was the most common profile, followed by combined hypertension, and diabetes. These 
patterns are consistent with the established role of these conditions in accelerating kidney 
damage and cardiovascular risk. Chronic hyperglycemia and sustained hemodynamic 
stress promote albuminuria, glomerular injury, and progressive loss of kidney function 
[39,40]. In addition, CKD is strongly linked to cardiovascular disease, including peripheral 
artery disease, myocardial infarction, and stroke, underscoring the close kidney–heart in-
teraction [41,42]. This pattern aligns with prior population-based analyses of multimor-
bidity in CKD [43,44]. 

4.5. Mortality Rates 

CKD was associated with a progressive increase in mortality, with the highest rates 
(per 1000 person-years) observed in advanced stages (G4–G5). This pattern is consistent 
with the established association between lower eGFR, higher albuminuria, and mortality 
risk across diverse populations, including older adults [45]. Although mild reductions in 
eGFR at older ages may reflect age-related physiological changes, our data show signifi-
cant increases in mortality in the most advanced stages, confirming the value of eGFR-
based categorization for identifying high-risk subgroups even among elderly patients 
[11,46]. 

Mortality rates were higher in men across CKD strata, particularly in advanced 
stages. However, the relative increase in mortality with worsening kidney function was 
similar in both sexes, reinforcing the strong prognostic impact of CKD itself. In the oldest 
age groups, absolute mortality rates rose steeply in both sexes, while sex differences nar-
rowed, suggesting that frailty and comorbidity may increasingly shape outcomes in late 
life [35,47]. 

Over 40 months of follow-up, survival differed markedly according to kidney func-
tion and KDIGO risk category. Individuals with preserved kidney function and low 
KDIGO risk had the best survival, whereas those with eGFR below 45 mL/min/1.73 m2, 
macroalbuminuria, or high KDIGO risk showed progressively worse survival. These find-
ings support the value of the KDIGO framework for risk stratification in very old adults 
[48]. 

4.6. Mortality Multivariate Adjusted Analysis 

Our multivariable analyses confirmed that both reduced eGFR and elevated albumi-
nuria were independently associated with all-cause mortality, even after adjustment for 
comorbidities and cardioprotective therapies. Compared with preserved kidney function 
and normoalbuminuria, eGFR < 30 mL/min/1.73 m2 was associated with substantially 
higher mortality, and macroalbuminuria showed a similarly adverse association. These 
findings reinforce the complementary prognostic value of eGFR and albuminuria in ad-
vanced age, consistent with contemporary evidence [49,50]. 
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The joint eGFR–uACR risk matrix derived from our interaction model showed a clear, 
monotonic gradient of mortality risk across all combinations of kidney filtration and al-
buminuria, with the highest hazard ratios in individuals presenting both severely reduced 
eGFR and marked albuminuria. This pattern underscores the prognostic relevance of eval-
uating kidney filtration and albuminuria jointly rather than independently, particularly 
in very old adults. 

Our findings are broadly consistent with the landmark meta-analysis by Matsushita 
et al. [45], which demonstrated independent and multiplicative associations of eGFR and 
albuminuria with mortality across 21 general population cohorts. In that analysis, hazard 
ratios increased steadily with declining eGFR and rising albuminuria, and the authors 
reported no statistically significant interaction between the two measures. Consequently, 
their risk matrix was constructed by combining independent effects rather than estimating 
cell-specific interaction coefficients. 

By incorporating interaction terms between eGFR and uACR, our model captured 
the combined burden of filtration impairment and albuminuria in very old adults, gener-
ating cell-specific hazard ratios that reflect their joint prognostic impact. The combined 
assessment of eGFR and uACR provided more informative risk stratification than eGFR 
alone, particularly in the context of age-related declines in GFR that may obscure clinically 
relevant kidney disease. These findings align with the CKD Prognosis Consortium, which 
showed that even modest increases in albuminuria are associated with higher mortality 
across all levels of kidney function [45], identifying a high-risk phenotype not captured 
by eGFR alone. 

Age-related changes in renal function further complicate interpretation. The Balti-
more Longitudinal Study of Aging reported an average annual decline in creatinine clear-
ance of 0.75 mL/min/year [51]. In parallel, some authors have suggested that eGFR values 
of 45–50 mL/min/1.73 m2 may be physiological in individuals around 80 years of age [52], 
despite overlapping with CKD stage 3. This overlap highlights the difficulty of distin-
guishing physiological aging from clinically meaningful kidney disease, highlighting al-
buminuria as a key marker of active renal injury. 

Recent reviews further emphasize that eGFR and albuminuria are essential not only 
for identifying kidney damage but also for prognostic stratification, as both reflect sys-
temic cardiovascular risk [48,53]. Reliance on eGFR alone may underestimate risk in older 
adults and in individuals with cardiometabolic comorbidity, as shown by the CKD Prog-
nosis Consortium [45]. Our results also support that macroalbuminuria is a more direct 
marker of active glomerular and systemic vascular injury, which may explain its stronger 
association with mortality than CKD stage 3 based solely on eGFR. This pattern is con-
sistent with geriatric cohorts in which albuminuria repeatedly emerges as a robust prog-
nostic marker [49,50]. Longitudinal evidence likewise shows that sustained albuminuria 
predicts mortality and CKD progression independently of eGFR, reinforcing its role as a 
marker of active renal and vascular pathology [54]. 

The integration of the KDIGO classification system further reinforces its clinical util-
ity. Compared with individuals classified as low risk, those in the moderately increased, 
high, and very high-risk categories showed progressively higher mortality risk. These 
findings are consistent with recent studies validating the KDIGO heat map as a predictor 
of mortality and cardiovascular events across CKD stages [55,56]. Sensitivity analyses ex-
cluding deaths in 2020 yielded similar results, indicating that the associations observed 
were robust and not materially influenced by the COVID-19 pandemic. 
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4.7. Clinical Implications 

Our findings have important implications for the organization of CKD care in ageing 
populations. First, the remarkably low implementation of complete KDIGO-recom-
mended screening, largely driven by the underuse of albuminuria testing, indicates that 
CKD detection in routine primary care remains predominantly opportunistic rather than 
systematic. Given the rapid growth of the population aged ≥75 years, wider implementa-
tion of combined eGFR and uACR assessment should become a priority for healthcare 
systems seeking to improve early identification of high-risk individuals. 

Second, our results reinforce that albuminuria provides clinically meaningful prog-
nostic information beyond eGFR alone, particularly in very old adults in whom age-re-
lated decline in kidney function may complicate the interpretation of reduced eGFR. Rou-
tine incorporation of uACR into CKD assessment would therefore improve risk stratifica-
tion and facilitate identification of patients who may benefit from closer monitoring and 
evidence-based kidney-protective strategies. 

Third, the high burden of multimorbidity observed in this cohort highlights the need 
for integrated models of care involving primary care physicians, nephrologists, geriatri-
cians, nurses, and community healthcare services. In very old adults, management should 
extend beyond CKD staging to include comprehensive assessment of frailty, cardiovascu-
lar risk, polypharmacy, functional status, and patient preferences, allowing individual-
ized therapeutic decisions. 

Finally, although our study was not designed to evaluate treatment effectiveness, the 
low use of newer kidney-protective therapies observed in this population suggests that 
implementation of contemporary guideline-directed management remains incomplete. 
Because evidence from randomized clinical trials in adults aged ≥80 years is still limited, 
treatment decisions should be individualized, balancing potential renal and cardiovascu-
lar benefits against frailty, comorbidity, life expectancy, and tolerability. Improving sys-
tematic screening together with multidisciplinary management may help optimize allo-
cation of healthcare resources and reduce CKD-related complications in this rapidly ex-
panding segment of the population. 

4.7.1. Weakness 

Several limitations should be acknowledged. First, the retrospective design precludes 
causal inference, and unmeasured confounders may influence the observed associations 
despite comprehensive multivariable adjustment. Second, the 40-month follow-up may 
limit long-term prognostic insights, although this period included 20,915 deaths (6.3% an-
nual mortality) in a very old cohort (mean age 82.6 years). 

Third, missing data, particularly for the uACR (89.9% incomplete screening), reflect 
real-world clinical practice but may introduce selection bias toward higher-risk individu-
als who were screened. To preserve clinical validity, no imputation was performed; de-
nominators were reported transparently, although this approach reduces the precision of 
prevalence estimates. 

Fourth, reliance on CKD-EPI eGFR assumes standardized creatinine calibration 
across Madrid laboratories, although Spanish primary care systems generally employ 
traceable assays. Fifth, the exclusion of nursing-home residents and recent immigrants 
(due to EMR coverage) may limit generalizability beyond community-dwelling older 
adults. 

Sixth, although only 19% of the population had complete KDIGO-recommended 
screening, this subgroup does not represent a selected sample but rather the proportion 
of older adults who met the strict diagnostic criteria required to ascertain CKD with full 
certainty. Our study included the entire population aged ≥75 years in the Madrid region, 
without exclusions other than those inherent to KDIGO chronicity requirements (≥2 eGFR 
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and ≥2 uACR measurements ≥3 months apart). This design ensures high internal validity; 
however, external inference should be limited to populations of similar age and screened 
using comparable methods. Importantly, the CKD prevalence observed in this fully 
screened subgroup (25.7%) is consistent with other Spanish studies using less stringent 
definitions, supporting the plausibility and external coherence of our findings. Further-
more, the low uptake of albuminuria testing mirrors patterns reported in other European 
primary care settings, indicating that incomplete KDIGO screening is a structural feature 
of routine practice rather than a region-specific phenomenon. 

Seventh, the Madrid-specific context may not fully translate to other healthcare sys-
tems with different screening practices, comorbidity profiles, or access to cardioprotective 
therapies. Finally, the low proportion of the population screened between 2015 and 2019 
may partly reflect early limitations in ordering albuminuria tests from primary care; there-
fore, extrapolation of these findings to the current context should be made with caution. 

Finally, we were not able to compare mortality rates with an external age- and sex-
matched population from the same geographical area. Our cohort was specifically de-
signed to evaluate mortality according to kidney function and KDIGO risk categories 
among individuals who underwent CKD assessment within the Madrid primary care sys-
tem, and an appropriate comparator group without CKD was not available within the 
study design. Future studies incorporating parallel cohorts of older adults without CKD 
from the same region would allow quantification of the excess mortality attributable to 
chronic kidney disease and provide additional context for interpreting the prognostic im-
pact observed in our analyses. 

4.7.2. Strengths 

This study has several notable strengths. First, its population-based design includes 
587,603 community-dwelling adults ≥75 years, representing 98.6% coverage of Madrid’s 
eligible population and minimizing selection bias inherent in clinic-based cohorts. Second, 
we employed a novel, clinically relevant definition of “complete KDIGO screening” (≥2 
eGFR + ≥2 uACR measurements ≥3 months apart), enabling precise quantification of 
guideline implementation gaps, with only 19% compliance, which is unprecedented in 
primary care research. 

Third, comprehensive data integration combined validated primary care EMRs, hos-
pital discharge records, pharmacy databases, and complete mortality linkage via National 
Death Index, ensuring robust covariate adjustment (12+ variables including therapies) and 
eliminating loss-to-follow-up. Fourth, geriatric-specific analyses provide new insights: 
mortality differences across CKD stages tended to attenuate with advancing age, and re-
duced eGFR and macroalbuminuria showed comparable magnitudes of risk. 

Fifth, a sensitivity analysis excluding patients who died in 2020, during the first 
waves of the COVID-19 pandemic, yielded results nearly identical to those for the full 
cohort, indicating that albuminuria, eGFR strata, and KDIGO risk categories remained 
similarly associated with mortality and supporting the robustness of our findings. 

Finally, our primary care perspective, contrasting screened versus unscreened pop-
ulations, offers actionable evidence for policymakers and clinicians. It demonstrates 
higher cardiometabolic burden and greater use of cardio-nefroprotective therapies among 
screened individuals while quantifying socioeconomic disparities in access to kidney 
screening. 

Together, these strengths provide a clinically grounded and policy-relevant basis for 
interpreting our findings, underscoring how CKD screening practices in primary care 
shape risk stratification, therapeutic opportunities, and mortality in very old adults. 

  



J. Clin. Med. 2026, 15, 6151 21 of 25 
 

https://doi.org/10.3390/jcm15166151 

5. Conclusion 
In this large population-based cohort of adults aged ≥75 years, we identified a sub-

stantial implementation gap in KDIGO-recommended CKD screening, driven primarily 
by limited albuminuria testing in routine primary care. Only one in five older adults un-
derwent complete assessment with repeated eGFR and uACR measurements, underscor-
ing the need for more systematic and proactive renal evaluation in this rapidly growing 
segment of the population. 

Among individuals who were adequately screened, CKD prevalence was high and 
KDIGO risk stratification revealed considerable heterogeneity in prognosis. Albuminuria 
emerged as a key determinant of risk, providing prognostic information beyond that of-
fered by eGFR alone. In very old adults, where age-related decline in eGFR may compli-
cate interpretation, uACR was particularly valuable for distinguishing physiological renal 
ageing from clinically meaningful kidney damage. Macroalbuminuria and severely re-
duced eGFR were independently associated with increased mortality, and their combina-
tion identified individuals at the highest risk. 

From a clinical perspective, these findings reinforce the importance of incorporating 
uACR into routine CKD evaluation in older adults, as recommended by KDIGO. System-
atic combined assessment of eGFR and uACR can improve risk stratification, guide the 
intensity of follow-up, support decisions regarding nephroprotective therapies, and in-
form referral pathways to nephrology. Moreover, given the high burden of multimorbid-
ity in this age group, CKD management should be integrated within multidisciplinary 
care models that include primary care, geriatrics, and nephrology. 

Overall, our results highlight the need to strengthen CKD screening practices in pri-
mary care and to adopt a more comprehensive, risk-based approach to kidney health in 
older adults. Implementing combined eGFR–uACR assessment may enhance clinical de-
cision-making, optimize resource allocation, and ultimately improve outcomes in ageing 
populations. 

Supplementary Materials: The following supporting information can be downloaded at: 
https://www.mdpi.com/article/10.3390/jcm15166151/s1. Table S1. Distribution of CKD risk sub-
groups among the 45,943 men ≥ 75 years with complete CKD screening in the Community of Madrid; 
Table S2 Distribution of CKD risk subgroups among the 65,614 women ≥ 75 years with complete 
CKD screening in the Community of Madrid; Table S3. Sensitivity analysis: Cox regression of all-
cause mortality; Table S4. Sensitivity analysis: Cox regression of all-cause mortality; Figure S1. Dis-
tribution of Pharmacologic Therapy (%), Complete CKD Screening Cohort; Figure S2. Kaplan–Meier 
survival curves according to eGFR Category, stratified by sex, over 40 months of follow-up; Figure 
S3. Kaplan–Meier survival curves according to albuminuria status stratified by sex over 40 months 
of follow-up; Figure S4. Kaplan–Meier survival curves according to KDIGO Risk Category stratified 
by sex over 40 months of follow-up. 

Author Contributions: Conceptualization, M.I.U.-A. and M.Á.S.-F.; Methodology, M.I.U.-A. and 
M.Á.S.-F.; Formal analysis, M.Á.S.-F. and M.V.C.-A.; Investigation, A.G.-M. and M.I.U.-A.; Data cu-
ration, J.C.-V., and F.J.S.A.-R.; Interpretation of results, M.I.U.-A., and M.V.C.-A.; Writing, original 
draft preparation, M.I.U.-A. and M.Á.S.-F.; Writing, review and editing, A.G.-M., P.V.-P., P.R.-T., 
and P.L.-H.; Funding acquisition, M.Á.S.-F., A.G.-M. and F.J.S.A.-R.; Supervision, J.M.M., A.G.-M., 
and C.L. All authors have read and agreed to the published version of the manuscript. 

Funding: This study was funded by Instituto de Salud Carlos III (ISCIII) through the project 
“PI22/01499” and was cofounded by the European Union. This publication has been funded through 
the Foundation for Biosanitary Research and Innovation in Primary Care (FIIBAP) 



J. Clin. Med. 2026, 15, 6151 22 of 25 
 

https://doi.org/10.3390/jcm15166151 

Institutional Review Board Statement: The study was approved by the Regional Research Ethics 
Committee on Medicines of Madrid (CEIMR) (protocol code CV-AGED-COVID-01-20 and date of 
approval 5 October 2020) and the Central Primary Care Research Commission, in accordance with 
the Declaration of Helsinki and GDPR. 

Informed Consent Statement: The Ethics Committee did not require informed consent because the 
research was performed with secondary data. 

Data Availability Statement: The datasets generated and/or analysed during the current study are 
available from the corresponding author upon reasonable request. 

Acknowledgments: The authors acknowledge the use of Perplexity (version 3; developed by Per-
plexity AI Inc., accessed at https://www. perplexity.ai) as AI-based language editing tools to im-
prove the clarity and fluency of the manuscript text. These tools were employed exclusively for 
language editing and did not contribute to study design, data analysis, or interpretation. 

Conflicts of Interest: The authors declare that there are no potential conflicts of financial or nonfi-
nancial interest relevant to this work. 

List of Abbreviations 

AMI Acute myocardial infarction 
BMI Body mass index 
CEIMR Regional Research Ethics Committee on Medicines of Madrid 
CKD Chronic kidney disease 
CKD-EPI Chronic Kidney Disease Epidemiology Collaboration 
CMBD Hospital discharge records 
DPP-4 dipeptidyl peptidase-4 
eGFR Glomerular filtration rate 
EMRs Electronic medical records 
GLP-1 Glucagon-like peptide 1  
HT Hypertension 
INDEF National Death Index of the Ministry of Health 
PAD Peripheral arterial disease 
RAAS Renin‒angiotensin‒aldosterone system 
SD Standard deviation 
SGLT2 Sodium-Glucose Cotransporter-2 
T2DM Type 2 diabetes mellitus 
uACR Urine albumin-to-creatinine ratio 

References 
1. Francis, A.; Harhay, M.N.; Ong, A.C.M.; Tummalapalli, S.L.; Ortiz, A.; Fogo, A.B.; Fliser, D.; Roy-Chaudhury, P.; Fontana, M.; 

Nangaku, M.; et al. Chronic kidney disease and the global public health agenda: An international consensus. Nat. Rev. Nephrol. 
2024, 20, 473–485. https://doi.org/10.1038/s41581-024-00820-6. 

2. McDonnell, T.; Kalra, P.A.; Vuilleumier, N.; Cockwell, P.; Wheeler, D.C.; Fraser, S.D.S.; Banks, R.E.; Taal, M.W. The Impact of 
Primary Renal Diagnosis on Prognosis and the Varying Predictive Power of Albuminuria in the NURTuRE-CKD Study. Am. J. 
Nephrol. 2025, 56, 1–12. https://doi.org/10.1159/000541770. 

3. GBD 2023 Chronic Kidney Disease Collaborators. Global, regional, and national burden of chronic kidney disease in adults, 
1990–2023, and its attributable risk factors: A systematic analysis for the Global Burden of Disease Study 2023. Lancet 2025, 406, 
2461–2482. https://doi.org/10.1016/S0140-6736(25)01853-7. 

4. Horton, H.M.; Börsch-Supan, M. High unawareness of kidney dysfunction in European older adults and the importance of 
early detection through comorbidities. PLoS ONE 2025, 20, e0333578. https://doi.org/10.1371/journal.pone.0333578. 

5. Gorostidi, M.; Sánchez-Martínez, M.; Ruilope, L.M.; Graciani, A.; De La Cruz, J.J.; Santamaría, R.; Del Pino, M.D.; Guallar-
Castillón, P.; De Álvaro, F.; Rodríguez-Artalejo, F.; et al. Prevalencia de enfermedad renal crónica en España: Impacto de la 
acumulación de factores de riesgo cardiovascular. Nefrología 2018, 38, 606–615. https://doi.org/10.1016/j.nefro.2018.04.004. 



J. Clin. Med. 2026, 15, 6151 23 of 25 
 

https://doi.org/10.3390/jcm15166151 

6. Llisterri, J.L.; Micó-Pérez, R.M.; Velilla-Zancada, S.; Rodríguez-Roca, G.C.; Prieto-Díaz, M.Á.; Martín-Sánchez, V.; Barquilla, A.; 
Polo-García, J.; Segura-Fragoso, A.; Cinza-Sanjurjo, S.; et al. Prevalence of chronic kidney disease and associated factors in the 
Spanish population attended in primary care: Results of the IBERICAN study. Med. Clin. 2021, 156, 157–165. 
https://doi.org/10.1016/j.medcli.2020.03.005. 

7. Mora-Gutiérrez, J.M.; Slon Roblero, M.F.; Castaño Bilbao, I.; Izquierdo Bautista, D.; Arteaga Coloma, J.; Martínez Velilla, N. 
Chronic kidney disease in the elderly patient. Rev. Esp. Geriatr. Gerontol. 2017, 52, 152–158. 
https://doi.org/10.1016/j.regg.2016.03.006. 

8. Navarro González, J.F.; Ortiz, A.; Cebrián Cuenca, A.; Moreno Barón, M.; Segú, L.; Pimentel, B.; Aranda, U.; Lopez-Chicheri, B.; 
Capel, M.; Pomares Mallol, E.; et al. Projection of the clinical and economic burden of chronic kidney disease between 2022 and 
2027 in Spain: Results of the Inside CKD project. Nefrol. (Engl. Ed.) 2024, 44, 807–817. https://doi.org/10.1016/j.nefroe.2024.11.009. 

9. García-Maset, R.; Bover, J.; Segura De La Morena, J.; Goicoechea Diezhandino, M.; Cebollada Del Hoyo, J.; Escalada San Martín, 
J.; Fácila Rubio, L.; Gamarra Ortiz, J.; García-Donaire, J.A.; García-Matarín, L.; et al. Documento de información y consenso para 
la detección y manejo de la enfermedad renal crónica. Nefrología 2022, 42, 233–264. https://doi.org/10.1016/j.nefro.2021.07.010. 

10. Sánchez-Ospina, D.; Mas-Fontao, S.; Palencia, M.M.; Prieto, B.H.; Sánchez, C.G.; Carcedo, S.P.; Albo, M.R.; Egido, J.; Ortiz, A.; 
Gonzalez-Parra, E.; et al. Impact of albuminuria screening in primary care on the detection and management of chronic kidney 
disease: Findings from the ONDAAS study. Clin. Kidney J. 2025, 18, sfaf123. https://doi.org/10.1093/ckj/sfaf123. 

11. Stevens, P.E.; Ahmed, S.B.; Carrero, J.J.; Foster, B.; Francis, A.; Hall, R.K.; Herrington, W.G.; Hill, G.; Inker, L.A.; Kazanc�oğlu, 
R.; et al. Kidney Disease: Improving Global Outcomes (KDIGO) CKD Work Group KDIGO 2024 Clinical Practice Guideline for 
the Evaluation and Management of Chronic Kidney Disease. Kidney Int. 2024, 105, S117–S314. 
https://doi.org/10.1016/j.kint.2023.10.018. 

12. Epstein, M. Aging and the kidney. J. Am. Soc. Nephrol. 1996, 7, 1106–1122. https://doi.org/10.1681/ASN.V781106. 
13. Iriarte-Campo, V.; Vich-Perez, P.; Mostaza, J.M.; Lahoz, C.; Cárdenas-Valladolid, J.; Gómez-Campelo, P.; Taulero-Escalera, B.; 

San-Andrés-Rebollo, F.J.; Rodriguez-Artalejo, F.; Carrillo-de Santa Pau, E.; et al. Cohort Profile: A Descriptive Analysis of Pa-
tients Aged 75 Years and Older with Public Health Coverage in Madrid at Baseline, Including a 5-Year Preobservational Period 
(2015–2019). J. Clin. Med. 2026, 15, 571. https://doi.org/10.3390/jcm15020571. 

14. de Burgos-Lunar, C.; Salinero-Fort, M.A.; Cárdenas-Valladolid, J.; Soto-Díaz, S.; Fuentes-Rodríguez, C.Y.; Abánades-Herranz, 
J.C.; del Cura-González, I. Validation of diabetes mellitus and hypertension diagnosis in computerized medical records in pri-
mary health care. BMC Med. Res. Methodol. 2011, 11, 146. https://doi.org/10.1186/1471-2288-11-146. 

15. de Burgos-Lunar C, Del Cura-González I, Cárdenas-Valladolid J, Gómez-Campelo P, Abánades-Herranz JC, López-de Andrés 
A, Sotos-Prieto M, Iriarte-Campo V, Salinero-Fort MA. Real-world data in primary care: validation of diagnosis of atrial fibril-
lation in primary care electronic medical records and estimated prevalence among consulting patients’. BMC Prim Care. 2023 
Jan 4;24(1):4. doi: 10.1186/s12875-022-01961-y. 

16. de Burgos-Lunar C, Del Cura-Gonzalez I, Cárdenas-Valladolid J, Gómez-Campelo P, Abánades-Herranz JC, Lopez-de-Andres 
A, Sotos-Prieto M, Iriarte-Campo V, Fuentes-Rodriguez CY, Gómez-Coronado R, Salinero-Fort MA. Validation of diagnosis of 
acute myocardial infarction and stroke in electronic medical records: a primary care cross-sectional study in Madrid, Spain (the 
e-MADVEVA Study). BMJ Open. 2023 Jun 12;13(6):e068938. doi: 10.1136/bmjopen-2022-068938. PMID: 37308273; PMCID: 
PMC10277046.. 

17. Gómez-Coronado-Martín R, Salinero-Fort MÁ, López-de-Andrés A, Weir DL, de Burgos-Lunar C. Clinical Validation of Type 
1 Diabetes Coding in Hospital Discharge Records Using ADA Criteria: Implications for Spanish and European Health Data 
Spaces. J Clin Med. 2026 Mar 17;15(6):2286. doi: 10.3390/jcm15062286. PMID: 41899210; PMCID: PMC13026867. 

18. Chen, N.; Wang, W.; Huang, Y.; Shen, P.; Pei, D.; Yu, H.; Shi, H.; Zhang, Q.; Xu, J.; Lv, Y.; et al. Community-based study on 
CKD subjects and the associated risk factors. Nephrol. Dial. Transplant. 2009, 24, 2117–2123. https://doi.org/10.1093/ndt/gfn767. 

19. Jose, M.D.; Otahal, P.; Kirkland, G.; Blizzard, L. Chronic kidney disease in Tasmania. Nephrology 2009, 14, 743–749. 
https://doi.org/10.1111/j.1440-1797.2009.01198.x. 

20. Claudel, S.E.; Kar, D.; Majeed, A.; Burgwinkle, P.S.; Verma, A. Assessment and management of albuminuria in adults. BMJ 2025, 
391, e084911. https://doi.org/10.1136/bmj-2025-084911. 

21. Cusick, M.M.; Tisdale, R.L.; Adams, A.S.; Chertow, G.M.; Owens, D.K.; Salomon, J.A.; Goldhaber-Fiebert, J.D. Balancing Effi-
ciency and Equity in Population-Wide CKD Screening. JAMA Netw. Open 2025, 8, e254740. 
https://doi.org/10.1001/jamanetworkopen.2025.4740. 



J. Clin. Med. 2026, 15, 6151 24 of 25 
 

https://doi.org/10.3390/jcm15166151 

22. Martínez-Castelao, A.; Górriz Teruel, J.L.; Marco, L.D.; Garrigós, E.; Fernández-Fresnedo, G.; Espinel Garuz, E.; Cigarrán Gul-
dris, S.; Arteaga Coloma, J.; Robles Pérez-Monteoliva, N.R.; Esteban De La Rosa, R.J.; et al. Factores de progresión en pacientes 
con ERC-3 KDOQI (estudio PROGRESER). Nefrología 2024, 44, 689–699. https://doi.org/10.1016/j.nefro.2024.02.009. 

23. Boulware, L.E.; Jaar, B.G.; Tarver-Carr, M.E.; Brancati, F.L.; Powe, N.R. Screening for proteinuria in US adults: A cost-effective-
ness analysis. JAMA 2003, 290, 3101–3114. https://doi.org/10.1001/jama.290.23.3101. 

24. Farrell, D.R.; Vassalotti, J.A. Screening, identifying, and treating chronic kidney disease: Why, who, when, how, and what? 
BMC Nephrol. 2024, 25, 34. https://doi.org/10.1186/s12882-024-03466-5. 

25. Pattar, B.S.B.; Ahmed, S.B. Population-Wide Screening for Chronic Kidney Disease—A Step Toward Health Equity? JAMA Netw. 
Open 2025, 8, e254748. https://doi.org/10.1001/jamanetworkopen.2025.4748. 

26. Vart, P.; Gansevoort, R.T.; Joosten, M.M.; Bültmann, U.; Reijneveld, S.A. Socioeconomic disparities in chronic kidney disease: A 
systematic review and meta-analysis. Am. J. Prev. Med. 2015, 48, 580–592. https://doi.org/10.1016/j.amepre.2014.11.004. 

27. Grant, C.H.; Salim, E.; Lees, J.S.; Stevens, K.I. Deprivation and chronic kidney disease-a review of the evidence. Clin. Kidney J. 
2023, 16, 1081–1091. https://doi.org/10.1093/ckj/sfad028. 

28. Grobman, B.; Turkson-Ocran, R.-A.; Zhang, M.; Juraschek, S.P. Socioeconomic Status and Chronic Kidney Disease Among Black 
and White Adults: An Analysis of 2017–2020 NHANES. Kidney Med. 2025, 7, 101045. https://doi.org/10.1016/j.xkme.2025.101045. 

29. Zhu, R.; Wang, R.; He, J.; Wang, L.; Chen, H.; Niu, X.; Sun, Y.; Guan, Y.; Gong, Y.; Zhang, L.; et al. Prevalence of Cardiovascular-
Kidney-Metabolic Syndrome Stages by Social Determinants of Health. JAMA Netw. Open 2024, 7, e2445309. 
https://doi.org/10.1001/jamanetworkopen.2024.45309. 

30. Otero, A.; de Francisco, A.; Gayoso, P.; García, F. EPIRCE Study Group Prevalence of chronic renal disease in Spain: Results of 
the EPIRCE study. Nefrologia 2010, 30, 78–86. https://doi.org/10.3265/Nefrologia.pre2009.Dic.5732. 

31. Coresh, J.; Selvin, E.; Stevens, L.A.; Manzi, J.; Kusek, J.W.; Eggers, P.; Van Lente, F.; Levey, A.S. Prevalence of chronic kidney 
disease in the United States. JAMA 2007, 298, 2038–2047. https://doi.org/10.1001/jama.298.17.2038. 

32. Stevens, P.E.; O’Donoghue, D.J.; de Lusignan, S.; Van Vlymen, J.; Klebe, B.; Middleton, R.; Hague, N.; New, J.; Farmer, C.K.T. 
Chronic kidney disease management in the United Kingdom: NEOERICA project results. Kidney Int. 2007, 72, 92–99. 
https://doi.org/10.1038/sj.ki.5002273. 

33. Vestergaard, A.H.S.; Jensen, S.K.; Heide-Jørgensen, U.; Ladefoged, S.A.; Birn, H.; Christiansen, C.F. Sex-specific temporal trends 
in incidence and prevalence of chronic kidney disease: A Danish population-based cohort study. Clin. Kidney J. 2025, 18, sfae351. 
https://doi.org/10.1093/ckj/sfae351. 

34. Stracke, S.; Wille, J.; Smolka, A.; Henkel, R.; Shiferaw, K.B.; Waltemath, D.; Keller, F.; Schmidt, T.; Wolf, R.; Dabers, T.; et al. Sex 
and Gender Differences in Chronic Kidney Disease-Explained by the Brenner-Luyckx Concept of Hyperfiltration. J. Clin. Med. 
2026, 15, 1654. https://doi.org/10.3390/jcm15041654. 

35. Carrero, J.J.; Hecking, M.; Chesnaye, N.C.; Jager, K.J. Sex and gender disparities in the epidemiology and outcomes of chronic 
kidney disease. Nat. Rev. Nephrol. 2018, 14, 151–164. https://doi.org/10.1038/nrneph.2017.181. 

36. The EMPA-KIDNEY Collaborative Group; Herrington, W.G.; Staplin, N.; Wanner, C.; Green, J.B.; Hauske, S.J.; Emberson, J.R.; 
Preiss, D.; Judge, P.; Mayne, K.J.; et al. Empagliflozin in Patients with Chronic Kidney Disease. N. Engl. J. Med. 2023, 388, 117–
127. https://doi.org/10.1056/NEJMoa2204233. 

37. Heerspink, H.J.L.; Stefánsson, B.V.; Correa-Rotter, R.; Chertow, G.M.; Greene, T.; Hou, F.-F.; Mann, J.F.E.; McMurray, J.J.V.; 
Lindberg, M.; Rossing, P.; et al. Dapagliflozin in Patients with Chronic Kidney Disease. N. Engl. J. Med. 2020, 383, 1436–1446. 
https://doi.org/10.1056/NEJMoa2024816. 

38. Chesnaye, N.C.; Carrero, J.J.; Hecking, M.; Jager, K.J. Differences in the epidemiology, management and outcomes of kidney 
disease in men and women. Nat. Rev. Nephrol. 2024, 20, 7–20. https://doi.org/10.1038/s41581-023-00784-z. 

39. Thomas, M.C.; Cooper, M.E.; Zimmet, P. Changing epidemiology of type 2 diabetes mellitus and associated chronic kidney 
disease. Nat. Rev. Nephrol. 2016, 12, 73–81. https://doi.org/10.1038/nrneph.2015.173. 

40. Yu, Z.; Rebholz, C.M.; Wong, E.; Chen, Y.; Matsushita, K.; Coresh, J.; Grams, M.E. Association Between Hypertension and Kid-
ney Function Decline: The Atherosclerosis Risk in Communities (ARIC) Study. Am. J. Kidney Dis. 2019, 74, 310–319. 
https://doi.org/10.1053/j.ajkd.2019.02.015. 

41. Go, A.S.; Chertow, G.M.; Fan, D.; McCulloch, C.E.; Hsu, C. Chronic kidney disease and the risks of death, cardiovascular events, 
and hospitalization. N. Engl. J. Med. 2004, 351, 1296–1305. https://doi.org/10.1056/NEJMoa041031. 

42. Matsushita, K.; Ballew, S.H.; Wang, A.Y.-M.; Kalyesubula, R.; Schaeffner, E.; Agarwal, R. Epidemiology and risk of cardiovas-
cular disease in populations with chronic kidney disease. Nat. Rev. Nephrol. 2022, 18, 696–707. https://doi.org/10.1038/s41581-
022-00616-6. 



J. Clin. Med. 2026, 15, 6151 25 of 25 
 

https://doi.org/10.3390/jcm15166151 

43. Hawthorne, G.; Lightfoot, C.J.; Smith, A.C.; Khunti, K.; Wilkinson, T.J. Multimorbidity prevalence and patterns in chronic kid-
ney disease: Findings from an observational multicentre UK cohort study. Int. Urol. Nephrol. 2023, 55, 2047–2057. 
https://doi.org/10.1007/s11255-023-03516-1. 

44. Pasea, L.; Dashtban, A.; Mizani, M.; Bhuva, A.; Morris, T.; Mamza, J.B.; Banerjee, A. Risk factors, outcomes and healthcare 
utilisation in individuals with multimorbidity including heart failure, chronic kidney disease and type 2 diabetes mellitus: A 
national electronic health record study. Open Heart 2023, 10, e002332. https://doi.org/10.1136/openhrt-2023-002332. 

45. Chronic Kidney Disease Prognosis Consortium; Matsushita, K.; van der Velde, M.; Astor, B.C.; Woodward, M.; Levey, A.S.; de 
Jong, P.E.; Coresh, J.; Gansevoort, R.T. Association of estimated glomerular filtration rate and albuminuria with all-cause and 
cardiovascular mortality in general population cohorts: A collaborative meta-analysis. Lancet 2010, 375, 2073–2081. 
https://doi.org/10.1016/S0140-6736(10)60674-5. 

46. Kalantar-Zadeh, K.; Jafar, T.H.; Nitsch, D.; Neuen, B.L.; Perkovic, V. Chronic kidney disease. Lancet 2021, 398, 786–802. 
https://doi.org/10.1016/S0140-6736(21)00519-5. 

47. Thomas, E.; Chai, K.E.K.; Lee, C.M.Y.; Randall, S.; Epstein, M.; Irish, A.; Dwivedi, G.; Lan, N.S.R.; Boyd, J.H.; Hendrie, D.; et al. 
Five-Year Outcomes of Chronic Kidney Disease in a Longitudinal Population-Based Cohort in Western Australia. Nephrology 
2026, 31, e70172. https://doi.org/10.1111/nep.70172. 

48. Writing Group for the CKD Prognosis Consortium; Grams, M.E.; Coresh, J.; Matsushita, K.; Ballew, S.H.; Sang, Y.; Surapaneni, 
A.; Alencar de Pinho, N.; Anderson, A.; Appel, L.J. Estimated Glomerular Filtration Rate, Albuminuria, and Adverse Outcomes: 
An Individual-Participant Data Meta-Analysis. JAMA 2023, 330, 1266–1277. https://doi.org/10.1001/jama.2023.17002. 

49. Kühn, A.; van der Giet, M.; Kuhlmann, M.K.; Martus, P.; Mielke, N.; Ebert, N.; Schaeffner, E.S. Kidney Function as Risk Factor 
and Predictor of Cardiovascular Outcomes and Mortality Among Older Adults. Am. J. Kidney Dis. 2021, 77, 386–396.e1. 
https://doi.org/10.1053/j.ajkd.2020.09.015. 

50. Turbay-Caballero, V.; Ricardo, A.C.; Chen, J.; Missikpode, C.; Lash, J.P.; Aroca-Martinez, G.; Musso, C.G. Chronic Kidney Dis-
ease Stage and Cardiovascular and Mortality Events Among Older Adults: The SPRINT Trial. Kidney Med. 2024, 6, 100845. 
https://doi.org/10.1016/j.xkme.2024.100845. 

51. Lindeman, R.D.; Tobin, J.; Shock, N.W. Longitudinal studies on the rate of decline in renal function with age. J. Am. Geriatr. Soc. 
1985, 33, 278–285. https://doi.org/10.1111/j.1532-5415.1985.tb07117.x. 

52. Bhandari, S. How to measure renal function in clinical practice: Age affects estimated glomerular filtration rate. BMJ 2006, 333, 
918. https://doi.org/10.1136/bmj.333.7574.918. 

53. Levey, A.S.; Grams, M.E.; Inker, L.A. Uses of GFR and Albuminuria Level in Acute and Chronic Kidney Disease. N. Engl. J. Med. 
2022, 386, 2120–2128. https://doi.org/10.1056/NEJMra2201153. 

54. Carrero, J.J.; Grams, M.E.; Sang, Y.; Ärnlöv, J.; Gasparini, A.; Matsushita, K.; Qureshi, A.R.; Evans, M.; Barany, P.; Lindholm, B.; 
et al. Albuminuria changes are associated with subsequent risk of end-stage renal disease and mortality. Kidney Int. 2017, 91, 
244–251. https://doi.org/10.1016/j.kint.2016.09.037. 

55. Maruyama, S.; Tanaka, T.; Akiyama, H.; Hoshino, M.; Inokuchi, S.; Kaneko, S.; Shimamoto, K.; Ozaki, A. Cardiovascular, renal 
and mortality risk by the KDIGO heatmap in Japan. Clin. Kidney J. 2024, 17, sfae228. https://doi.org/10.1093/ckj/sfae228. 

56. Wanner, C.; Lopau, K. What Is the Utility of KDIGO Criteria to Identify High-Risk Populations? Am. J. Kidney Dis. 2021, 77, 7–
8. https://doi.org/10.1053/j.ajkd.2020.10.002. 

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual au-
thor(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to 
people or property resulting from any ideas, methods, instructions or products referred to in the content. 


