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Population characteristics 
and diagnosis rate of chronic 
kidney disease by eGFR 
and proteinuria in Japanese clinical 
practice: an observational database 
study
Tetsuhiro Tanaka 1, Shoichi Maruyama 2, Noriharu Chishima 3, Hiroki Akiyama 3, 
Koji Shimamoto 4, Shoichiro Inokuchi 4, Keiji Yokota 4 & Asuka Ozaki 3*

Chronic kidney disease (CKD) guidelines recommend early identification and intervention to delay 
the progression of CKD. The Kidney Disease: Improving Global Outcomes (KDIGO) heatmap is widely 
used for risk evaluation in CKD management; however, real-world evidence on clinical characteristics 
based on the KDIGO heatmap remains limited worldwide including Japan. In order to understand 
the management of CKD including its diagnostic rates in a Japanese clinical setting on the basis of 
KDIGO heatmap, we utilized a medical record database that contains estimated glomerular filtration 
rate (eGFR) and urine protein data. Adult individuals (≥ 18 years) with two eGFR results of < 90 mL/
min/1.73  m2, 90–360 days apart, were included. Approximately half of patients (452,996/788,059) 
had proteinuria test results and 6.9% (54,073) had quantitative results. CKD diagnosis rate in patients 
without proteinuria data was 5.9%, with a lower rate (2.9%) in stage G2; the corresponding rates with 
quantitative test results were 43.5% and 31.3%, respectively. The most frequent comorbidities were 
hypertension, diabetes, and cardiovascular disease, and their prevalence increased as the eGFR and 
proteinuria stages progressed. This study revealed a low rate of proteinuria assessment, especially 
using quantitative methods, and diagnosis in individuals with suspected CKD. With emerging 
treatment options to prevent CKD progression and complication onset, there is a need for early 
evaluation and diagnosis of CKD.

Chronic kidney disease (CKD) imposes a large burden on the life expectancy and the quality of life (QoL) of 
 patients1. Worldwide, 700 million individuals (9.1% of the population) have CKD, and in Japan, 13 million 
individuals (13% of the adult population) have CKD, and this number is  increasing2,3. The progression of CKD is 
associated with a broad range of adverse clinical consequences such as cardiovascular diseases, hospitalizations, 
and  mortality4–6. Some patients with CKD eventually progress to end-stage renal disease (ESRD) where dialysis 
or kidney transplantation (renal replacement therapy) is required. This results in a reduction in patient QoL and 
an increased medical resource consumption. In Japan, the annual survival rate of patients on dialysis has been 
reported to be alarmingly low (40% at 60 months) in 2010, and the cost of dialysis was 1.62 trillion JPY in  20187,8.

The risk of developing renal and cardiovascular events, ESRD, and mortality is substantially high even in 
patients in early stages of the disease with an estimated glomerular filtration rate (eGFR) of 60 mL/min/1.73  m2 
and no apparent albuminuria (urinary albumin-to-creatinine ratio [UACR] < 30 mg/g)9. Furthermore, an earlier 
referral to a nephrologist has been reported to result in better clinical  outcomes10. To delay the progression of 
CKD and reduce the incidence of clinical events and  complications11,12, early identification and intervention are 
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recommended in the Japanese Society of Nephrology (JSN) guidelines as well as in the internationally recognized 
Kidney Disease: Improving Global Outcomes (KDIGO) guidelines.

Although many studies report risk prediction models that incorporate several demographic parameters, 
medical histories, and/or laboratory measures for patients with  CKD13,14, the KDIGO risk classification (hereaf-
ter referred to as “KDIGO heatmap”) by the two factors eGFR (mL/min/1.73  m2) and albuminuria (mg/gCr) is 
widely used for risk evaluation to determine treatment strategy for patients with  CKD8. Several previous studies 
reported characteristics and prognosis of patients with CKD for each eGFR  stage15,16. However, little evidence is 
available in Japan on the prevalence, characteristics, treatment patterns, and clinical outcomes of patients with 
CKD based on the KDIGO heatmap, mainly because of the challenges of finding both eGFR and quantitative 
urinary protein data in databases available in Japan.

The Real World Data database (RWD-DB) used in the present study has electronic medical record data of 
both inpatients and outpatients and contains data on laboratory tests, diagnoses, and prescriptions. This DB 
allowed us to categorize patients using a KDIGO heatmap based on eGFR and quantitative/semi-quantitative 
proteinuria test results, albeit for a limited number of patients, ~ 20% of Japanese population. This study assessed 
the prevalence and characteristics of patients with CKD, and the diagnostic rate of CKD in each KDIGO heatmap 
category. Our study will contribute to understanding the current extent of under diagnosis and uncover unmet 
needs as an initial step in understanding ways to improve the diagnosis, management, and outcomes of CKD.

Methods
Study design and DB
This study retrospectively analyzed an anonymized medical record DB in Japan, the RWD-DB, maintained by the 
Health, Clinic, and Education Information Evaluation Institute (HCEI; Kyoto, Japan) and Real World Data Co., 
Ltd. (Kyoto, Japan). The DB comprises inpatient and outpatient EMR collected from approximately 200 medical 
institutions across Japan since 2000. The dataset includes information on the demographics, hospital diagnoses, 
prescriptions, medical procedures, and laboratory test results of approximately 23 million patients as of 2021.

Patients with two eGFR results less than 90 mL/min/1.73  m2 at least 90 days apart within 360 days (eGFR 
definitive period) were selected and the date of second qualifying eGFR measurement was defined as the index 
date. A cut of eGFR < 90 mL/min/1.73  m2 was set as the inclusion criteria following clinical trials that assessed 
efficacy and safety of medications for CKD and  DKD17–21. The index date was between January 1, 2004, and 
September 30, 2021. Patients aged ≥ 18 years with medical records from 360 days prior to the index date (look-
back period) were included.

Cross-sectional analyses were performed for 2005, 2010, 2015, and 2020, with each period starting on January 
1 and ending on December 31 (the analytical period). Patients who had at least one eGFR datum in each period 
were extracted, and those with both eGFR and urine albumin/protein data on the same date were categorized 
according to the KDIGO heatmap, and the others were only categorized into the eGFR stages. If more than one 
value was obtained during the analytical period, the earliest value was used.

As this study used de-identified data, the requirement for informed consent was waived, and an opt-out 
approach was applied in compliance with local regulations. This study followed the principles of the Declaration 
of Helsinki. This study and waiver of informed consent were approved by the Ethics Committee of the Research 
Institute of Healthcare Data Science (Tokyo, Japan; approval number: RI2021018).

Definition of CKD and measurements
Diagnosis of CKD was defined as the presence of at least one of the International Classification of Diseases 
10th revision (ICD-10) codes for CKD (Supplementary Table S1) between 360 days before and 90 days after the 
index date. Patients who did not fulfill the CKD criteria, that is, patients categorized as G2 without proteinuria 
test results or G2A1, were excluded from the analyses of diagnostic rates, except for the analysis performed in 
patients without proteinuria data. Comorbidities were defined by the presence of ICD-10 codes at or before 
the index date. Medication use was defined as the presence of prescriptions during the lookback period (Sup-
plementary Table S1). Medical procedures (Supplementary Table S1), all-cause hospitalizations (extracted from 
admission records in the Electric Medical Records [EMR] or Format 1 File in the Diagnosis Procedure Combina-
tion [DPC])22, and the latest laboratory measurements (extracted from the EMR) during the look-back period 
were used for analyses.

Patients with serum potassium (sK) levels < 1.0 or > 8.0 mmol/L were excluded from the analysis owing to 
potential laboratory errors. The highest value was used in the analysis if multiple results were obtained on the 
same date. Hyperkalemia was defined as sK > 5.0 mmol/L23. For other laboratory tests, the median value was 
used if multiple results were available. If multiple test results were available during the look-back period, the 
data closest to the index date were used.

Categorizations into KDIGO heatmap
Patients were categorized into the KDIGO heatmap using following procedures.

Patients were divided into the following five eGFR stages based on their eGFR levels that were maintained 
for ≥ 90 days on the index date: G3a (< 60), G3b (< 45), G4 (< 30), G5 (< 15 mL/min/1.73    m2), and others as G2.

eGFR was calculated using a formula developed and recommended by the  JSN24. If there were multiple values 
on the same day, the lowest serum creatinine level was used.

Patients with QPD were categorized based on eGFR and quantitative urinary albumin or protein data [daily 
urinary albumin (mg/day), UACR (mg/g creatinine), daily urinary protein (g/day), or urinary protein-to-cre-
atinine ratio (UPCR, g/g creatinine]). The criteria used to define A1, A2, and A3 are listed in Supplementary 
Table S2.
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Patients with APD were categorized using eGFR values and quantitative or semi-quantitative [urinary albu-
min/protein (dipstick) results (“(−),” “(+/−)” and ≥ “(+)”)] tests for urinary protein. Patients were divided into 
A1, A2, and A3 groups based on the level of urinary protein (Supplementary Table S2)11. If there were multiple 
results on the same day, the highest value or level of proteinuria was used.

Statistical analysis
Categorical variables are presented as numbers and percentages. Continuous data are summarized as the number 
of non-missing observations and presented as mean ± standard deviation (SD) (in some cases, the median is in 
parentheses). All the analyses were performed using Python 3.7.9 (Python Software Foundation. Delaware, USA).

Results
Patient distribution, age and gender
A total of 788,059 patients with JSN eGFRcr (eGFR calculated using a formula developed and recommended by 
the JSN, see “Methods” section; referred to as eGFR) < 90 mL/min/1.73  m2 were included in the study (overall 
population). Of the overall population, test results of proteinuria measured using either semi-quantitative or 
quantitative methods were available for 452,996 patients (57.5% of overall population) (patients with any pro-
teinuria data [APD group]). We further defined patients with quantitative proteinuria data (QPD; QPD group) 
when quantitative test results were available (54,073 patients, 6.9% of overall population) (Fig. 1). Distribution 
according to eGFR stage was comparable between the overall population and the APD group; however, QPD 
group had a higher proportion of patients with advanced CKD stages, such as G4 and G5 (Table 1).

A larger proportion of QPD patients were categorized into higher KDIGO risk categories compared with 
the proportion of APD patients. The patient distributions of APD/QPD in KDIGO heatmap were as follows: 
low (green cell in Table 1), 62.6/50.4%; moderate (yellow), 20.9/24.6%; high (orange), 11.0/12.6, and very high 
(red), 5.5/12.4%. For all CKD stages, more than half of patients were male, and the proportion of males tended 
to increase as the proteinuria category progressed from A1 to A3 (51.2%/57.9%/58.8%, and 56.5%/55.9%,/60.2% 
in APD and QPD, respectively). The mean age tended to increase from G2 to G4, with a gap of approximately 
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Figure 1.  Patient flow chart for the study population and assignment of eGFR stages. eGFR estimated 
glomerular filtration rate (unit = mL/min/1.73  m2). *From January 1, 2004 to September 30, 2020.
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10 years between G2 and G3a and 2–3 years between G3a and G4. In contrast, the mean age of G5 was lower 
than that of G4.

CKD diagnosis rate
Among patients fulfilling the CKD criteria of eGFR and/or proteinuria in the overall study population (235,059 
patients), 16.9% (39,788 patients) had CKD diagnosis codes. Diagnosis rate varied depending on the availability 
and method of proteinuria testing; 16.5% of APD, 43.5% of QPD, and 5.9% of patients without proteinuria data 
were diagnosed with CKD.

Of the overall study population, 650,622 patients were stage G2, and 381,415 patients (58.6%) had urinary 
protein test results. Among stage G2 patients, the CKD diagnosis rate in the population without proteinuria 
measurement data was 2.9% (Supplementary Table S3, Fig. 2), and corresponding values for the APD and QPD 

Table 1.  Subject demographics by the eGFR stage and the KDIGO heatmap. Green; low risk, yellow; 
moderately increased risk, orange; high risk, red; very high risk. eGFR estimated glomerular filtration rate, 
KDIGO Kidney Disease: Improving Global Outcomes, G eGFR stage, A proteinuria categories.

Type of risk category
KDIGO Total Patients with any proteinuria data Patients with quantitative proteinuria data
Proteinuria category Subtotal A1 A2 A3 Subtotal A1 A2 A3
KDIGO Total 788059 (100.0) 452996 (57.5) 322666 (40.9) 76307 (9.7) 54023 (6.9) 54073 (6.9) 31640 (4.0) 13454 (1.7) 8979 (1.1)

(% of overall study 

population)

[% in subtotal (A1-A3)] 

{% in subtotal (G3a-G5) 

or {% in subtotal (A1-

A3) excluded G2A1}

[71.2] [16.8] [11.9] [58.5] [24.9] [16.6]

G2 650622 (82.6) 381415 (48.4) 283793 (36.0) 63274 (8.0) 34348 (4.4) 41388 (5.3) 27257 (3.5) 10141 (1.3) 3990 (0.5)

{-} [62.6] [14.0] {37.4} [7.6] {20.3} [50.4] [18.8] {37.8} [7.4] {14.9}

G3a 93430 (11.9) 49253 (6.2) 31316 (4.0) 8927 (1.1) 9010 (1.1) 6313 (0.8) 3148 (0.4) 1868 (0.2) 1297 (0.2)

{68.6} [6.9] {18.5} [2.0] {5.3} [2.0] {5.3} [5.8] {11.7} [3.5] {7.0} [2.4] {4.8}

G3b 27933 (3.5) 14820 (1.9) 6452 (0.8) 3035 (0.4) 5333 (0.7) 3160 (0.4) 961 (0.1) 932 (0.1) 1267 (0.2)

{20.7} [1.4] {3.8} [0.7] {1.8} [1.2] {3.2} [1.8] {3.6} [1.7] {3.5} [2.3] {4.7}

G4 8966 (1.1) 5364 (0.7) 1025 (0.1) 928 (0.1) 3411 (0.4) 2161 (0.3) 235 (0.0) 431 (0.1) 1495 (0.2)

{7.5} [0.2] {0.6} [0.2] {0.5} [0.8] {2.0} [0.4] {0.9} [0.8] {1.6} [2.8] {5.6}

G5 7108 (0.9) 2144 (0.3) 80 (0.0) 143 (0.0) 1921 (0.2) 1051 (0.1) 39 (0.0) 82 (0.0) 930 (0.1)

{3.0} [0.0] {0.0} [0.0] {0.1} [0.4] {1.1} [0.1] {0.1} [0.2] {0.3} [1.7] {3.5}

Male gender Total 402720 (51.1) 240947 (53.2) 165061 (51.2) 44144 (57.9) 31742 (58.8) 30803 (57.0) 17887 (56.5) 7515 (55.9) 5401 (60.2)

G2 331491 (50.9) 201958 (52.9) 144803 (51.0) 36985 (58.5) 20170 (58.7) 23244 (56.2) 15329 (56.2) 5641 (55.6) 2274 (57.0)

G3a 48929 (52.4) 27181 (55.2) 16808 (53.7) 5063 (56.7) 5310 (58.9) 3778 (59.8) 1895 (60.2) 1074 (57.5) 809 (62.4)

G3b 13615 (48.7) 7766 (52.4) 3023 (46.9) 1603 (52.8) 3140 (58.9) 1861 (58.9) 533 (55.5) 521 (55.9) 807 (63.7)

G4 4338 (48.4) 2813 (52.4) 391 (38.1) 422 (45.5) 2000 (58.6) 1316 (60.9) 108 (46.0) 234 (54.3) 974 (65.2)

G5 4347 (61.2) 1229 (57.3) 36 (45.0) 71 (49.7) 1122 (58.4) 604 (57.5) 22 (56.4) 45 (54.9) 537 (57.7)

Age Total 63.9±15.5 (65) 62.3±15.4 (63) 61.1±14.8 (62) 62.5±16.6 (64) 69.1±16.1 (72) 63.6±14.8 (65) 61.7±14.2 (63) 66.4±14.5 (68) 66.4±16.1 (69)

mean±SD (median) G2 61.4±15.2 (63) 60.1±15.0 (61) 59.4±14.4 (60) 59.8±16.2 (60) 65.6±16.8 (68) 61.1±14.5 (63) 60.0±13.9 (61) 63.9±14.4 (66) 61.2±17.2 (63)

G3a 74.6±10.9 (76) 73.3±11.4 (75) 72.4±10.9 (73) 74.3±11.7 (76) 75.4±12.2 (78) 71.1±12.0 (73) 70.8±10.9 (72) 72.7±11.9 (74) 69.3±14.1 (72)

G3b 79.0±10.2 (81) 77.8±10.9 (80) 78.5±9.7 (80) 78.7±10.6 (81) 76.5±12.3 (79) 73.5±12.4 (75) 75.2±10.4 (77) 75.7±11.7 (78) 70.5±13.5 (72)

G4 78.1±11.6 (81) 76.5±12.2 (79) 79.8±10.0 (82) 78.1±11.7 (81) 75.1±12.7 (78) 73.2±13.1 (76) 77.1±11.3 (79) 74.9±12.9 (78) 72.1±13.3 (75)

G5 69.6±12.6 (71) 71.2±13.4 (73) 72.7±14.1 (78) 74.9±12.3 (78) 70.9±13.4 (73) 70.1±13.9 (72) 69.6±15.1 (72) 73.7±11.5 (77) 69.8±14.0 (72)

eGFR (mL/min/1.73m2) Total 68.4±16.2 (71.5) 69.2±15.6 (72.1) 71.3±13.1 (73.2) 68.7±16.0 (71.9) 57.4±22.5 (61.0) 65.5±20.3 (70.6) 70.9±14.8 (73.9) 65.4±19.2 (69.3) 46.7±26.3 (46.0)

mean±SD (median) G2 73.8±10.7 (74.7) 74.0±10.6 (74.9) 74.4±9.9 (75.2) 73.9±11.1 (75.0) 70.3±14.1 (71.9) 74.3±11.7 (75.8) 75.0±10.7 (76.2) 73.7±12.4 (75.4) 70.7±15.0 (72.7)

G3a 50.3±7.2 (51.4) 50.4±7.4 (51.6) 51.5±6.3 (52.4) 49.7±7.5 (50.8) 47.3±9.3 (48.8) 49.0±8.0 (50.0) 50.5±6.7 (51.4) 48.6±8.0 (49.6) 45.7±9.6 (47.1)

G3b 35.3±6.8 (36.1) 35.0±7.0 (35.9) 36.5±6.1 (37.3) 35.0±7.0 (36.0) 33.3±7.6 (34.0) 33.9±7.1 (34.5) 35.6±6.2 (36.2) 34.4±7.3 (35.3) 32.4±7.2 (32.8)

G4 20.6±5.8 (21.0) 20.3±5.7 (20.6) 22.7±4.9 (23.4) 21.3±5.4 (21.7) 19.3±5.7 (19.3) 19.5±5.6 (19.7) 22.2±5.0 (22.9) 20.9±5.5 (21.0) 18.7±5.6 (18.5)

G5 7.6±3.5 (7.0) 8.9±3.8 (8.5) 9.8±3.2 (10.4) 10.4±2.7 (10.7) 8.8±3.9 (8.3) 9.2±4.4 (8.8) 9.4±3.0 (9.8) 10.3±2.8 (10.6) 9.1±4.5 (8.6)
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Figure 2.  Diagnosis rate for chronic kidney disease in each KDIGO heatmap. (a) Patients with any proteinuria 
data, (b) Patients with quantitative proteinuria data, (c) Patients without proteinuria data. eGFR estimated 
glomerular filtration rate, G eGFR, A proteinuria category.
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groups were 10.4% and 31.3%, respectively. When focusing on patients in moderate risk category (yellow cells 
in Supplementary Table S3), the diagnostic rate was 8.5% for the APD and 25.2% for the QPD.

Diagnostic rates were consistently high in the population with available proteinuria test data compared to 
those without, across all eGFR categories, with especially higher rates in the QPD group than in the APD group. 
Within the same eGFR category, the highest rate was found in category A3, and this trend was more evident in 
the early stages (G2 and G3a; Fig. 2). Most patients with advanced eGFR stages as stage G4 and G5 in both the 
APD and QPD groups were diagnosed with CKD. In contrast, only half of the stage G4 patients were diagnosed 
without proteinuria. The diagnosis rate decreased steeply during the early stages of the APD group, whereas a 
gentler decrease was observed in the QPD group.

Younger patients tended to be diagnosed at a higher rate than the older patients, and the diagnosis rate was 
particularly high in patients aged 18–49 years (Supplementary Fig. S1). The diagnosis rate for patients with com-
plications (diabetes mellitus [DM], hypertension [HT], and heart failure [HF]) was higher than that for those 
without complications (Supplementary Table S3), except that a comparable rate was observed between patients 
with and without DM in the QPD group.

Comorbidities
The most frequently observed comorbidities were HT, DM, stroke, HF, and angina pectoris (Fig. 3, Supplementary 
Table S4). There was no apparent difference in the profile of major comorbidity prevalence between the APD and 
QPD groups, except for DM. The prevalence of HT tended to increase as the CKD stage progressed from G3 to 
G5 and proteinuria increased from A1 to A3 (Supplementary Table S4). The prevalence of DM was generally 
lower than that of HT in the APD group but higher in the QPD group, with a prevalence of more than 60% in 
A3 at all CKD stages. While an increased prevalence of DM with proteinuria category progression was observed 
in the APD group, no such trend was observed in G2 of the QPD group. In cardiovascular diseases (CVDs), 
the prevalence of stroke, myocardial infarction, angina pectoris, and arrhythmias increased as the CKD stage 
progressed from G3a to G4, whereas there was a lower association of urinary protein levels with the prevalence 
(Fig. 4). In contrast, the prevalence of HF increased as CKD progressed to G5 stage.

Hyperkalemia, defined by the sK value, increased as CKD and proteinuria progressed (Supplementary 
Table S4). The prevalence of hyperuricemia increased as the CKD and proteinuria increased.

Medications
Proton pump inhibitors (16.4%), renin–angiotensin–aldosterone system inhibitors (RAASi; 15.7%), calcium 
channel blockers (CCB; 15.5%), and antilipidemics (12.1%) were the most frequently prescribed medications in 
the overall study population (Supplementary Table S5, Fig. 5). This trend was also observed for both the APD 
and QPD groups, with a higher prescription rate in the QPD group. Angiotensin receptor blockers (ARBs) were 
the most commonly prescribed RAASi in all stages; this trend increased as the eGFR and proteinuria progressed 
(Fig. 5, Supplementary Table S5). The prescription rate of CCB also increased as the CKD stages and proteinuria 
levels progressed. The use of diuretics increased from G2 to G5, whereas the progression of proteinuria did not 
appear to have a significant effect on eGFR stage progression. The most frequently prescribed oral glucose lower-
ing drugs in the overall study population were dipeptidyl peptidase 4 inhibitors (3.6%), followed by sulfonylureas 
(2.7%), and biguanides (2.5%). A similar trend was observed for the APD and QPD groups.

Laboratory test results
The laboratory testing rates during the lookback period are listed in Supplementary Table S6. Almost all measure-
ments were performed most frequently in the QPD group. The profiles of testing rates for the eGFR stages were 
similar among the overall study population and the APD and QPD groups, with the exception of urine protein 
testing. Semiquantitative tests were the most commonly used method in the overall study population (63.2%) 
to evaluate urine protein (Supplementary Table S6) and were performed in 99.3% and 94.4% cases in the APD 
and QPD groups, respectively. UACR was measured in 47.6% (25,716) patients in the QPD and in 6.5% (29,451) 
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patients in the APD groups (Supplementary Table S6). UACR in the QPD group tended to decrease as the CKD 
stage progressed. In contrast, UPCR test results increased as the CKD stage progressed. Tests for assessing ane-
mia (Iron, TIBC, Ferritin, EPO) were performed more frequently during the progressive CKD and proteinuria 
stages. The percentage of immunoglobulin measurements tended to increase as proteinuria levels progressed in 
all CKD stages, except for G5, where the measurements were performed at similar rates in patients in stages A2 
and A3. Similar trends were observed for CRP and ANCA test results.

The longitudinal profiles of patients with CKD
The annual population in the DB increased from 43,508 in 2005 to 279,306 in 2020 (Supplementary Table S7). 
With regards longitudinal trends of CKD diagnosis rate, while the distribution of patients in each KDIGO heat-
map was similar each year, diagnosis rate of CKD increased slightly from 2005 to 2020 (8.9% to 11.1%). Mean 
age and prevalence of DM and HT in 2020 did not change significantly from that in 2010 (DM/HT: 35.0%/43.1%) 
to 2020 (DM/HT: 39.3%/43.7%).

Discussion
This study is the first to describe the detailed distribution and clinical characteristics of patients based on the 
KDIGO heatmap in Japan, utilizing laboratory results for eGFR and quantitative and/or semiquantitative urine 
protein. Measuring urine protein is an essential step in evaluating patients with suspected CKD; however, in this 
study, > 90% of patients with eGFR below 90 mL/min/1.73  m2 did not undergo quantitative tests and > 40% did 
not undergo either quantitative or semi-quantitative tests. These findings suggest that (1) there was insufficient 
initial testing for urinary protein in patients with suspected CKD, and (2) abnormal results are not further investi-
gated using quantitative testing. Diagnosis rate in patients without proteinuria testing was quite low (5.9%), while 
it was substantially high (43.5%) in the QPD group, demonstrating the crucial role of assessing urine protein 
by quantitative methods for appropriate diagnosis of CKD. Although a much higher number of patients were 
diagnosed with CKD when they had quantitative test results, more than half were left undiagnosed despite the 
fact that diagnosis is a mandatory part of medical management of CKD as a part of the insurance system in Japan.

The most frequently observed comorbidity in the overall population and the APD group in the present 
study was HT, followed by DM and CVD. This trend is consistent with previous reports from Japan and other 
 countries25–27. Conversely, in the QPD group, the prevalence of DM exceeded that of HT. This may be because 
quantitative UACR measurements are reimbursed only for patients with DM in Japan and the renal function of 
patients with DM is closely monitored from the early stages. Overall, the prevalence of CVDs increased from 
G2 to G3b/G4. HF seemed to have the strongest association with CKD progression, and its prevalence increased 
linearly as eGFR progressed. This finding is consistent with the cardiorenal interaction in which the kidney and 
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heart physiologically and pathologically affect each  other28–31. We also found that common risk factors for car-
diovascular and renal dysfunction became more prevalent as CKD progressed; 60% of patients in A3 were male, 
median age in G3b and G4 was 81 years, and the prevalence of HT and DM was higher in patients with advanced 
eGFR and proteinuria stages. These results further support the association between CKD progression and the 
development of CVD as well as the common issues that these two organ dysfunctions share, emphasizing the 
importance of early intervention to prevent both CVD onset and renal function deterioration.

CKD guidelines recommend early diagnosis and treatment to prevent the progression of  CKD11,12; however, 
several studies reported that approximately 20–25% of the patients in stages G3a or worse have diagnosis code 
for  CKD32–34. A lower rate, less than 10%, was observed in stage G3 in a previous study using Japanese  DB35. 
Similar results were obtained in the present study with diagnosis rate of the overall study population of 16.9%. 
Substantially higher proportion of patients with proteinuria data were diagnosed with CKD compared to those 
without; the diagnostic rates in the APD and QPD groups were 16.5% and 43.5%, respectively, whereas only 
5.9% of patients without proteinuria data were diagnosed with CKD. This suggests that evaluating urine pro-
tein, especially by quantitative methods, could potentially lead to a higher diagnosis rate and improved disease 
 management36. Dipstick testing is readily available at local clinics, at large hospitals, and also annual physical 
checkups; however, quantitative tests are not as prevalent, and the reimbursement of UACR is limited to those 
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with DM in Japan. When we focused on the difference in diagnostic rate between patients with and without 
DM, higher rate was observed in patients with DM in without proteinuria data population (26.9% vs. 13.5%), 
whereas the rate was equivalent in the QPD group (43.5% vs. 43.5%). This finding suggests that quantitative 
assessments result in considerable improvement in the CKD diagnosis rate in patients without DM, equal to or 
greater than in those with DM. Therefore, it is worth noting that the limitations in the reimbursement of UACR 
in Japan might be reconsidered.

Consistent with the previous  results35, diagnosis rate in the early stages was alarmingly low in the present 
study; only 10% of patients in G2 and G3a of overall population were diagnosed. Despite that CKD can only 
be diagnosed by testing for proteinuria at this stage of patients, approximately 42% of G2 patients did not have 
urine protein data. Since the difference in diagnosis rate between the APD and QPD groups was large in G2 
(10.4% vs. 31.3%), implementation of quantitative proteinuria testing may considerably improve diagnosis rate 
of patients during this early stage. Furthermore, considering that CVD such as HF and stroke begin to become 
more prevalent in early stages of G2 to G3b (HF, 12.6% to 36.6%; stroke, 15.8% to 31.4%), low rate of diagnosis 
in early stages may indicate that the window of opportunity to prevent complications is missed.

Besides the early stages, the older population is often overlooked in the management of  CKD37. It is known 
that the kidneys atrophy with age and the number of glomeruli  decreases38. Therefore, it is generally consid-
ered that deterioration of kidney function in older patients is due to “normal” aging; annual decline of eGFR 
could be − 2 mL/min/1.73  m2 per year in patients without  CKD39. In this study, the diagnosis rate in the overall 
population aged 18–49 years remains unsatisfactory at 20.2%. Nonetheless, further low rates were observed in 
older population, indicating a clear need to increase awareness of diagnosing CKD and implementing therapy 
for this population.

Serum immunoglobulins (IgA, IgG, and IgM), CRP, and ANCAs were tested more frequently in G3b or worse 
stages than in the early stages of G2 and G3a, and the frequency was higher in patients tested for urinary protein, 
especially when using the quantitative method. The same trend was observed in tests that assessed proximal 
tubule dysfunction, anemia, and electrolyte imbalance. Furthermore, compared with the overall population, 
laboratory tests were performed more frequently in all eGFR stages of the QPD group, even if the patients were 
categorized as A1. These results suggest that a comprehensive evaluation of CKD is more likely to be performed 
in patients with severe CKD and/or with quantitative urinary protein testing.

The most commonly prescribed drugs RAASi and CCB are most likely manage blood pressure. ARB was 
the most prescribed RAASi, likely due to losartan having an indication for diabetic nephropathy in type 2 DM 
with HT and proteinuria. Despite evidence of delayed progression of CKD with proteinuria and improvement 
in CV outcomes in patients with CKD with RAASi, prescription rate of RAASi was low (24.0% of G3a in the 
overall study population and 49.2% in patients with HT) compared to that in the European countries (59.9% in 
patients with CKD with eGFR < 60)40, and it was similar to that of CCB (21.9% of G3a in the overall population; 
Supplementary Table S5). This relatively low rate of RAASi use may be due to the increased risk of hyperkalemia 
due to decreased urinary potassium excretion in these populations (prevalence of hyperkalemia in overall study 
population: 22.4%/29.6% in G4/G5; Table S4)23. JSN guideline 2018 recommended the use of ACEi, ARB, and 
CCB, as well as diuretics, for management of HT in patients with CKD, with a suggestion of switching ACEi or 
ARB to CCB if patients in G4/G5 exhibit hyperkalemia and/or eGFR decline with the use of ACEi or ARB. In 
addition, CCB are recommended as a first-line antihypertensive therapy in patients with CKD aged > 75 years. 
Another factor to be considered is the relatively low body mass index of the older Japanese patients who are 
less tolerant to antihypertensives. The use of diuretics increased as eGFR progressed, but no relationship was 
observed with the degree of proteinuria. This suggests the clinical use of diuretics for fluid control but not for 
the management of proteinuria.

Although we cannot emphasize too much the importance of treating the underlying conditions, new pharma-
cological options for directly treating CKD to slow its progression and improve outcomes are rapidly expanding. 
One such an example is sodium-glucose cotransporter-2 inhibitors (SGLT-2i); in Japan, the SGLT-2i dapagliflozin 
was approved in 2021 for the treatment of CKD with or without type 2 diabetes. SGLT-2i have been shown to 
improve renal and cardiovascular outcomes in patients with and without type 2  DM41–17. Dapagliflozin reduced 
the kidney-specific composite outcome across the KDIGO heatmap without  heterogeneity44. The renoprotective 
effect of SGLT-2i has also been proven in patients with CKD of broad  etiologies18. Furthermore, SGLT-2i reduced 
the risk of hyperkalemia and  gout45, and its acceptable safety profile has been reported in older and other high-
risk subpopulations for adverse  events46,47. Recent research on SGLT-2i has also shown cost-effectiveness for 
cardiovascular and kidney  benefits48,49, and it is expected to be a mainstay of management of all range of CKD. 
Recent large randomized controlled trials have shown the cardiovascular and renal benefits of mineralocorticoid 
receptor antagonists (MRA) in patients with CKD and type 2  DM19, and MRA was recently approved for the 
treatment of CKD with type 2 DM. Cardiorenal syndrome is encountered in daily clinical practice, and these 
results indicate the barriers to and opportunities for CKD management. With emerging therapeutic options, 
it is critical to achieve early evaluation and ensuing appropriate diagnosis of CKD, which would allow timely 
medical intervention to improve patient and societal outcomes.

This study has a few limitations due to the characteristics of the DB: the RWD-DB mainly consists of hospital 
data and only 10 clinics are included, which may not allow our results to fully reflect clinical practice in  Japan50. 
The data are based on DPC claims and EMR, and the validity of the data depends on the original data recorded. 
Data from different facilities are not linked, and one patient can be counted multiple times if a record exists in 
different facilities. And also, it was not possible to rule out that the proteinuria detected was transient and not 
pathological. Finally, causal relationships could not be evaluated, which is a challenge faced by observational 
studies.
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Conclusion
A high proportion of patients who were at risk of CKD or met the definition of CKD were not tested for urinary 
protein and were not diagnosed with CKD, especially in the early stages of CKD, in this real-world study. Given 
the recent emergence of therapeutic options that target CKD, there is a clear need to evaluate and diagnose CKD 
at early stages to improve outcomes, thus improving patient QOL and reducing societal and financial burdens.

Data availability
The data cannot be shared publicly because of the privacy policy of Real World Data Co., Ltd.

Received: 13 September 2023; Accepted: 28 February 2024

References
 1. Luyckx, V. A., Tonelli, M. & Stanifer, J. W. The global burden of kidney disease and the sustainable development goals. Bull. World 

Health Organ. 96, 414–422 (2018).
 2. Bikbov, B. et al. Global, regional, and national burden of chronic kidney disease, 1990–2017: A systematic analysis for the Global 

Burden of Disease Study 2017. Lancet 395, 709–733 (2020).
 3. Imai, E. et al. Prevalence of chronic kidney disease in the Japanese general population. Clin. Exp. Nephrol. 13, 621–630 (2009).
 4. Go, A. S., Chertow, G. M., Fan, D., McCulloch, C. E. & Hsu, C.-Y. Chronic kidney disease and the risks of death, cardiovascular 

events, and hospitalization. N. Engl. J. Med. 351, 1296–1305 (2004).
 5. The United States Renal Data System (USRDS). USRDS Annual Data Report 2020. https:// adr. usrds. org/ 2020/ (2020).
 6. Gansevoort, R. T. et al. Chronic kidney disease and cardiovascular risk: Epidemiology, mechanisms, and prevention. Lancet 382, 

339–352 (2013).
 7. Division of National Health Insurance, Health Insurance Bureau. Explanatory Material 33. https:// www. mhlw. go. jp/ conte nt/ 12401 

000/ 00059 7516. pdf (2022).
 8. Japanese Society for Dialysis Therapy. An Overview of Regular Dialysis Treatment in Japan as of Dec.31, 2015 27. https:// docs. jsdt. 

or. jp/ overv iew/ pdf20 16/ p027. pdf (2019).
 9. Chronic Kidney Disease Prognosis Consortium. Association of estimated glomerular filtration rate and albuminuria with all-cause 

and cardiovascular mortality in general population cohorts: A collaborative meta-analysis. Lancet 375, 2073–2081 (2010).
 10. Smart, N. A. & Titus, T. T. Outcomes of early versus late nephrology referral in chronic kidney disease: A systematic review. Am. 

J. Med. 124, 1073–1080 (2011).
 11. Japanese Society of Nephrology. Evidence-Based Clinical Practice Guideline for CKD 2018 (2018).
 12. Kidney Disease Improving Global Outcomes (KDIGO) CKD Working Group. KDIGO 2012 clinical practice guideline for the 

evaluation and management of chronic kidney disease. Kidney Int. 3, 1–150 (2013).
 13. Ramspek, C. L. et al. Kidney failure prediction models: A comprehensive external validation study in patients with advanced CKD. 

J. Am. Soc. Nephrol. 32, 1174–1186 (2021).
 14. Canney, M., Sood, M. M. & Hundemer, G. L. Contemporary risk prediction models in chronic kidney disease: when less is more. 

Curr. Opin. Nephrol. Hypertens. 31, 297–302 (2022).
 15. Nakagawa, N. et al. J-CKD-DB: A nationwide multicentre electronic health record-based chronic kidney disease database in Japan. 

Sci. Rep. 10, 1–11 (2020).
 16. Umebayashi, R., Uchida, H. A., Matsuoka-Uchiyama, N., Sugiyama, H. & Wada, J. Prevalence of chronic kidney disease and vari-

ation of its risk factors by the regions in Okayama Prefecture. J. Pers. Med. 12, 97 (2022).
 17. Perkovic, V. et al. Canagliflozin and renal outcomes in type 2 diabetes and nephropathy. N. Engl. J. Med. 380, 2295–2306 (2019).
 18. Heerspink, H. J. L. et al. Dapagliflozin in patients with chronic kidney disease. N. Engl. J. Med. 383, 1436–1446 (2020).
 19. Bakris, G. L. et al. Effect of finerenone on chronic kidney disease outcomes in type 2 diabetes. N. Engl. J. Med. 383, 2219–2229 

(2020).
 20. The EMPA-KIDNEY Collaborative Group. Empagliflozin in patients with chronic kidney disease. N. Engl. J. Med. 388, 117–127 

(2023).
 21. Pitt, B. et al. Cardiovascular events with finerenone in kidney disease and type 2 diabetes. N. Engl. J. Med. 385, 2252–2263 (2021).
 22. Hayashida, K., Murakami, G., Matsuda, S. & Fushimi, K. History and profile of diagnosis procedure combination (DPC): Develop-

ment of a real data collection system for acute inpatient care in Japan. J. Epidemiol. 31, 1–11 (2021).
 23. Viera, A. J. & Wouk, N. Potassium disorders: Hypokalemia and hyperkalemia. Am. Fam. Phys. 92, 487–495 (2015).
 24. Matsuo, S. et al. Revised equations for estimated GFR from serum creatinine in Japan. Am. J. Kidney Dis. 53, 982–992 (2009).
 25. Imai, E. et al. Chronic Kidney Disease Japan Cohort study: Baseline characteristics and factors associated with causative diseases 

and renal function. Clin. Exp. Nephrol. 14, 558–570 (2010).
 26. Hawthorne, G., Lightfoot, C. J., Smith, A. C., Khunti, K. & Wilkinson, T. J. Multimorbidity prevalence and patterns in chronic 

kidney disease: Findings from an observational multicentre UK cohort study. Int. Urol. Nephrol. 55, 2047–2057 (2023).
 27. Burrows, N. R. et al. Age-related association between multimorbidity and mortality in US veterans with incident chronic kidney 

disease. Am. J. Nephrol. 53, 652–662 (2022).
 28. Vallianou, N. G., Mitesh, S., Gkogkou, A. & Geladari, E. Chronic kidney disease and cardiovascular disease: Is there any relation-

ship? Curr. Cardiol. Rev. 15, 55–63 (2018).
 29. Kumar, U., Wettersten, N. & Garimella, P. S. Cardiorenal syndrome: Pathophysiology. Cardiol. Clin. 37, 251–265 (2019).
 30. Seliger, S. L. Hyperkalemia in patients with chronic renal failure. Nephrol. Dial. Transplant. 34, 12–18 (2019).
 31. Saito, Y., Tanaka, A., Node, K. & Kobayashi, Y. Uric acid and cardiovascular disease: A clinical review. J. Cardiol. 78, 51–57 (2021).
 32. Ryan, T. P., Sloand, J. A., Winters, P. C., Corsetti, J. P. & Fisher, S. G. Chronic kidney disease prevalence and rate of diagnosis. Am. 

J. Med. 120, 981–986 (2007).
 33. Gasparini, A. et al. Prevalence and recognition of chronic kidney disease in Stockholm healthcare. Nephrol. Dial. Transplant. 31, 

2086–2094 (2016).
 34. Minutolo, R. et al. Detection and awareness of moderate to advanced CKD by primary care practitioners: A cross-sectional study 

from Italy. Am. J. Kidney Dis. 52, 444–453 (2008).
 35. Tangri, N. et al. Prevalence of undiagnosed stage 3 chronic kidney disease in France, Germany, Italy, Japan and the USA: Results 

from the multinational observational REVEAL-CKD study. BMJ Open 13, e067386 (2023).
 36. Tangri, N., Peach, E. J., Franzén, S., Barone, S. & Kushner, P. R. Patient management and clinical outcomes associated with a 

recorded diagnosis of stage 3 chronic kidney disease: The REVEAL-CKD study. Adv. Ther. 40, 2869–2885 (2023).
 37. Stenvinkel, P. Chronic kidney disease: A public health priority and harbinger of premature cardiovascular disease. J. Intern. Med. 

268, 456–467 (2010).
 38. Denic, A. et al. The substantial loss of nephrons in healthy human kidneys with aging. J. Am. Soc. Nephrol. 28, 313–320 (2017).

https://adr.usrds.org/2020/
https://www.mhlw.go.jp/content/12401000/000597516.pdf
https://www.mhlw.go.jp/content/12401000/000597516.pdf
https://docs.jsdt.or.jp/overview/pdf2016/p027.pdf
https://docs.jsdt.or.jp/overview/pdf2016/p027.pdf


10

Vol:.(1234567890)

Scientific Reports |         (2024) 14:5172  | https://doi.org/10.1038/s41598-024-55827-7

www.nature.com/scientificreports/

 39. Imai, E. et al. Slower decline of glomerular filtration rate in the Japanese general population: A longitudinal 10-year follow-up 
study. Hypertens. Res. 31, 433–441 (2008).

 40. Sundstrom, J. et al. Prevalence, Outcomes, and Cost of CKD in a Contemporary Population of 2.4 Million Patients from 11 Countries: 
The CaReMe CKD Study. https:// doi. org/ 10. 2139/ ssrn. 40005 80 (2022).

 41. Wanner, C. et al. Empagliflozin and progression of kidney disease in type 2 diabetes. N. Engl. J. Med. 375, 323–334 (2016).
 42. Perkovic, V. et al. Canagliflozin and renal outcomes in type 2 diabetes: Results from the CANVAS program randomised clinical 

trials. Lancet Diabetes Endocrinol. 6, 691–704 (2018).
 43. Mosenzon, O. et al. Effects of dapagliflozin on development and progression of kidney disease in patients with type 2 diabetes: An 

analysis from the DECLARE-TIMI 58 randomised trial. Lancet Diabetes Endocrinol. 7, 606–617 (2019).
 44. Mosenzon, O. et al. Dapagliflozin and prevention of kidney disease among patients with type 2 diabetes: Post hoc analyses from 

the DECLARE-TIMI 58 trial. Diabetes Care 45, 2350–2359 (2022).
 45. Lo, C. et al. Insulin and glucose-lowering agents for treating people with diabetes and chronic kidney disease. Cochrane Database 

Syst. Rev. 9, CD011798 (2018).
 46. McMurray, J. J. V. et al. Effect of dapagliflozin on clinical outcomes in patients with chronic kidney disease, with and without 

cardiovascular disease. Circulation 143, 438–448 (2021).
 47. Heerspink, H. J. L. et al. A pre-specified analysis of the dapagliflozin and prevention of adverse outcomes in chronic kidney disease 

(DAPA-CKD) randomized controlled trial on the incidence of abrupt declines in kidney function. Kidney Int. 101, 174–184 (2022).
 48. Kidney Disease: Improving Global Outcomes (KDIGO) Diabetes Work Group. KDIGO 2022 clinical practice guideline for diabetes 

management in chronic kidney disease. Kidney Int. 102, S1–S127 (2022).
 49. Igarashi, A. et al. Cost-effectiveness analysis of initiating type 2 diabetes therapy with a sodium-glucose cotransporter 2 inhibitor 

versus conventional therapy in Japan. Diabetes Ther. 13, 1367–1381 (2022).
 50. Ministry of Health, L. A. W. Survey of Medical Institutions—Hospital Report. https:// www. mhlw. go. jp/ toukei/ saikin/ hw/ iryosd/ 19/ 

dl/ 02sis etu01. pdf (2019).

Acknowledgements
All authors thank HCEI for the RWD-DB development and Mitsuru Hoshino (AstraZeneca K.K.) for writing 
and editorial support in the preparation of this manuscript.

Author contributions
N.C., H.A., and A.O. contributed to conceptualization, project administration, methodology, and funding acqui-
sition. K.S., S.I., and K.Y. participated in data curation, resources, methodology, investigation, formal analysis, 
and validation. A.O. supervised the study. T.T. and S.M. interpreted the results and provided clinical perspectives. 
All authors contributed important intellectual content during manuscript drafting or revision, and approved 
the final manuscript.

Competing interests 
The study was sponsored by AstraZeneca K.K., N.C., H.A., and A.O. are employees of AstraZeneca K.K., K.S., 
S.I., and K.Y. are employees of Real World Data Co., Ltd., a health care analytics company that received funding 
for this research from AstraZeneca K.K., T.T. and S.M. has received fees for lectures by AstraZeneca K.K.

Additional information
Supplementary Information The online version contains supplementary material available at https:// doi. org/ 
10. 1038/ s41598- 024- 55827-7.

Correspondence and requests for materials should be addressed to A.O.

Reprints and permissions information is available at www.nature.com/reprints.

Publisher’s note Springer Nature remains neutral with regard to jurisdictional claims in published maps and 
institutional affiliations.

Open Access  This article is licensed under a Creative Commons Attribution 4.0 International 
License, which permits use, sharing, adaptation, distribution and reproduction in any medium or 

format, as long as you give appropriate credit to the original author(s) and the source, provide a link to the 
Creative Commons licence, and indicate if changes were made. The images or other third party material in this 
article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line to the 
material. If material is not included in the article’s Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will need to obtain permission directly from 
the copyright holder. To view a copy of this licence, visit http:// creat iveco mmons. org/ licen ses/ by/4. 0/.

© The Author(s) 2024

https://doi.org/10.2139/ssrn.4000580
https://www.mhlw.go.jp/toukei/saikin/hw/iryosd/19/dl/02sisetu01.pdf
https://www.mhlw.go.jp/toukei/saikin/hw/iryosd/19/dl/02sisetu01.pdf
https://doi.org/10.1038/s41598-024-55827-7
https://doi.org/10.1038/s41598-024-55827-7
www.nature.com/reprints
http://creativecommons.org/licenses/by/4.0/

	Population characteristics and diagnosis rate of chronic kidney disease by eGFR and proteinuria in Japanese clinical practice: an observational database study
	Methods
	Study design and DB
	Definition of CKD and measurements
	Categorizations into KDIGO heatmap
	Statistical analysis

	Results
	Patient distribution, age and gender
	CKD diagnosis rate
	Comorbidities
	Medications
	Laboratory test results
	The longitudinal profiles of patients with CKD

	Discussion
	Conclusion
	References
	Acknowledgements


