
 

 Page 1 of 14 

 
 
                      April 2024 
 
 

Guideline for the Transition from the CKD-EPI 2009 Equation to the CKD-EPI 2021 Equation for the 
Calculation of Estimated Glomerular Filtration Rate (eGFR), and its Interpretation in Concert with 
the Urine Albumin/Creatinine Ratio (ACR) and the Kidney Failure Risk Equation (KFRE) 
 

 
1. Purpose 
 

This communication outlines upcoming changes to kidney function reporting, endorsed by 
Ontario Health (Ontario Renal Network), to improve the diagnosis, follow-up, and monitoring of 
chronic kidney disease (CKD). These changes will be implemented in Ontario’s community 
laboratories with an anticipated effective date of end of April 2024, and will include the 
following:  

 

• Ontario’s community laboratories will transition from the Chronic Kidney Disease 
Epidemiology Collaboration (CKD-EPI) 2009 equation to the CKD-EPI 2021 equation to 
calculate estimated glomerular filtration rate (eGFR). The CKD-EPI 2021 equation is 
consistent with best clinical practice and does not incorporate a race-based modifier1.  

 

• The use of both serum creatinine and albumin-to-creatinine (ACR) ratio is encouraged 
to help diagnose CKD. When serum creatinine and ACR are ordered together, on the 
same requisition, laboratories will report the 5-year Kidney Failure Risk Equation 
(KFRE) in patients with eGFR <60 ml/min/1.73m2. The KFRE provides an estimation of 
the risk of CKD progression which is more accurate than judging by eGFR alone 2. 
 

• New laboratory annotations will provide clinical decision support, recommendations for 
follow-up testing, and promote referral to nephrology in accordance with the 
KidneyWise toolkit criteria3.  

 
2. Background 
 

Approximately 12,000 Ontarians are living with advanced CKD, and require dialysis4. 
Additionally, there are approximately 10,000 people in the province who have advanced CKD 
and receive care from multi-care kidney clinics. The number of people on dialysis is increasing 
and in recent years, has grown by an average of 2.3% annually4. The increased need for kidney 
care is expected to continue rising, due to a growing and aging population, and the high 
prevalence of diabetes and hypertension.  

 
Early detection and treatment of CKD through pharmacological and lifestyle modifications can 
help reduce the risk of kidney disease progression in early-stage CKD5,6. Guidance on the 
identification, detection, and management of people with CKD, as well as who may benefit 
from referral to nephrology, is included in the KidneyWise Toolkit3. 
 
Provincial performance for early CKD screening is monitored by the ORN. The early CKD 
indicator measures the proportion of patients eligible for referral to nephrology, based on the 
KidneyWise toolkit criteria3, who saw a nephrologist two years prior to or one year after their 
most recent qualifying laboratory result. Patients over 75 years old were excluded from 
calculation of this indicator as some may have co-morbidities and decisions around end-of-life 
care that make referral to nephrology less appropriate. Analysis using the early CKD indicator 
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showed approximately 33% of patients who are eligible for referral to a nephrologist are not 
being seen by one7. 
 
Moreover, the Institute for Clinical Evaluative Sciences found that people with diabetes and 
those with early CKD were not being regularly screened for high-risk CKD by using ACR in 
addition to eGFR measurement7. Other studies have also identified the underutilization of ACR 
testing for the diagnosis and monitoring of patients with CKD and diabetes. In a study 
examining patients with CKD seeing a nephrologist, receipt of guideline-recommended 
nephrology care was higher among those with eGFR <30 mL/min/1.73m2 (64%) compared to 
those with ACR ≥33 mg/mmol (51%)8.  

 
3. CKD-EPI 2021 eGFR Equation 
 

Beginning in 2015, Ontario’s community laboratories calculated and reported eGFR for adults 
using the CKD-EPI 2009 equation with a race-modifier. In 2020, the ORN ended the use of the 
race-modifier for the calculation of eGFR as it has several limitations: there is uncertainty 
regarding the cause of racial differences in serum creatinine levels; unreliability in ascertaining 
race based on physical or other attributes; variation and inconsistency in assigning race in 
clinical settings; and races other than Black not being specified7. The eGFR calculation with 
race adjustment provides a higher eGFR in Black people compared to non-Black people with 
the same age, sex and measured GFR9, which may result in delayed diagnosis, delayed referral 
to specialist, and/or delayed kidney transplantation, all leading to worse outcomes. 
Furthermore, race is now recognized as a social construct rather than a biological variable. The 
removal of race as a distinct variable in eGFR calculations eliminates racial disparities. 

 
The new CKD-EPI 2021 equation for eGFR was developed using a broad database (8254 
participants, of whom 31.5% were Black) and uses serum creatinine, age, and sex as variables 
to calculate eGFR. A validation data set of 4050 participants with 14.3% Black participants was 
used to compare the accuracy of the new eGFR equation to measured GFR1. The current eGFR 
equation, incorporating age, sex and race, overestimated measured GFR in Blacks (median, 3.7 
mL/min/1.73m2; 95%CI 1.8 to 5.4) and to a lesser-degree, non-Blacks (median, 0.5 
mL/min/1.73m2; 95%CI 0.0 to 0.9). Using the same data set, the new eGFR equation, CKD-EPI 
2021, was shown to underestimate measured GFR in Black participants (median, 3.6 
mL/min/1.73m2; 95%CI 1.8 to 5.5) and overestimate measured GFR in non-Black participants 
(median, 3.9 mL/min/1.73m2; 95%CI 3.4 to 4.4)1. Overall, the new creatinine-based equation 
increased population estimates of CKD prevalence among Blacks and yielded lower prevalence 
among non-Blacks. A new set of equations were also developed incorporating serum cystatin c, 
in addition to serum creatinine, age and sex, and were found to be more accurate1, however 
cystatin c is not routinely measured in community laboratories.  
 
Duggal et al.10, used data from the National Health and Nutritional Examination Survey 
(NHANES) and Veterans Affairs (VA) Heath Care system to re-evaluate CKD prevalence, the 
effect on therapeutic drug prescriptions, and prediction of kidney failure when race 
adjustment was removed from the CKD-EPI equation. Application of the CKD-EPI 2021 equation 
without race adjustment showed an increase in the prevalence of CKD in Black adults10 (5.2% to 
10.6% in the NHANES and 12.4% to 21.6% in the VA cohorts), as eGFR was originally 
overestimated using race-based equations. Among Black veterans, 41.0% of gabapentin users, 
33.5% of ciprofloxacin users, 24.0% of metformin users, 6.9% of atenolol users, 6.6% of 
rosuvastatin users, and 5.8% of tramadol users were reclassified to a lower eGFR for which dose 
adjustment or discontinuation is recommended10.  

 
The new CKD-EPI 2021 equation for eGFR, has been endorsed by the National Kidney 
Foundation (NKF) and the American Society of Nephrology (ASN) Task Force, who recommended 
implementation in all American clinical laboratories11. In 2023, the Board of the Canadian 
Society of Nephrology (CSN) approved its Task Force’s recommendation to ’cease the use of the 
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race coefficient and implement the new refit CKD-EPI creatinine equation throughout Canada 
to advance equitable kidney disease care12. The 2021 eGFR equation has also been endorsed by 
the ORN7. 
 
Limitations/considerations of the eGFR calculated by the CKD-EPI 2021 remain the same as 
when determined by the CKD-EPI 2009 equation: 

  

• True GFR is not reliably predicted by eGFR in vegetarians, amputees, in those at 
extremes of weight, muscle mass, and age, and in those with a sudden change in GFR.  

• Some medications, including trimethoprim, ciprofloxacin, and fenofibrate can 
increase serum creatinine, causing eGFR to underestimate true GFR.  

• The CKD-EPI 2021 eGFR equation has not been validated for patients who are 
pregnant or those less than 18 years of age. 

• Although standard medication dosing guidelines for those with impaired renal 
function have traditionally been calculated using creatinine clearance by the Cockroft 
Gault formula, several limitations have been noted with this approach. Recent research 
has indicated that de-indexed eGFR using equations such as CKD-EPI performed better 
at predicting measured GFR than did the Cockroft Gault equation13.  

 
4. Kidney Failure Risk Equation (KFRE) 

 
The KFRE is a risk prediction model to estimate the risk of renal failure, as defined by 
requirement for renal replacement therapy, in people with CKD stages 3 to 5 (eGFR <60 
ml/min/1.73m2). The KFRE is a more effective predictor of renal failure then eGFR alone and 
can be used to better tailor advice and treatment of an individual patient, improve patient 
understanding, ensure the patient’s care needs are met, and reduce the risk of progression to 
renal failure2,14. It is important to note that an ACR result is required to calculate KFRE and for 
this reason, healthcare providers are encouraged to order ACR, in addition to creatinine, to 
monitor CKD. 
 
The KFRE equation was developed using two independent Canadian cohorts of patients with 
CKD stages 3 to 5 (eGFR 10-59 mL/min/1.73m2)2. The development and validation cohorts 
included 3449 and 4942 patients, respectively, with similar age, sex, and prevalence of 
diabetes and smoking status. The original study developed 4-variable and 8-variable KFRE 
equations2, and both models showed similar predictive accuracy when validated in a cohort of 
613 patients15. The 4-variable equation includes age, sex, eGFR, and ACR. Additionally, 2-year 
and 5-year KFRE risk models have been published2. The ORN recommended implementation of 
the 4-variable 5-year KFRE. Since the intent of providing the KFRE is to identify high-risk 
individuals at an earlier stage, the 5-year KFRE is better suited for this purpose. 

 
The 4-variable 5-year KFRE was validated in an independent Canadian cohort of patients14, in 
which 151 patients (from 1512 total number of patients) developed kidney failure over the 5-
year follow up period. Sensitivity and specificity for KFRE thresholds were compared with eGFR 
thresholds in predicting kidney failure. The KFRE showed superior prognostic discrimination 
compared to eGFR alone (area under the receiver operating characteristic curve (AUROC) 
values were 0.90 for KFRE and 0.78 for eGFR). Furthermore, the KFRE using the CKD-EPI 2021 
equation was validated using 59 cohorts, including 312,424 patients with CKD16. The authors 
found KFRE was generally accurate for eGFR <45 mL/min/1.73m2 , however demonstrated 
systematic underprediction in subgroups with eGFR 45-59 mL/min/1.73m2 when using the CKD-
EPI 202116. Additionally, the KFRE was also shown to accurately predict kidney failure in 
transplant recipients one year post-transplantation17. 
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The risk estimation provided by the KFRE has replaced the previous estimation of CKD prognosis 
by eGFR and albuminuria as recommended by the Kidney Disease: Improving Global Outcomes 
(KDIGO) clinical practice guideline for the evaluation and management of chronic kidney 
disease18. The KDIGO recommended prognostic tool categorized patients as low risk, 
moderately increased risk, high risk or very high risk. However, with the implementation of the 
KFRE, estimation of kidney disease progression has been improved as a quantitative value, 
reported in %. 
 
The KFRE will be provided on laboratory reports when both eGFR and ACR are on the same 
laboratory requisition, and eGFR is <60 mL/min/1.73m2. Patients with 5-year KFRE ≥5% have 
increased risk of progression to renal failure within the next 5 years and should be referred to 
nephrology.   

 
5. Laboratory annotations as a clinical decision support for CKD 
 

Laboratory annotations are a useful physician decision support tool and a systematic review 
showed they can impact physician behaviours19. Decision support tools correlated with 
improved clinical practice include decision support as part of clinical workflow, provision of 
recommendations rather than just assessments, provision of decision support at the time and 
location of decision making, and computer-based decision support20. 
 
A set of laboratory annotations will be added to patient results as decision support tools for 
updated reporting of kidney function tests in alignment with the KidneyWise toolkit. The 
underutilization of ACR has been observed in the diagnosis and monitoring of CKD and diabetes 
and laboratory annotations will be used to help increase the use of the ACR test.  
 
Laboratory annotations will be included specifically for serum creatinine and ACR when they 
are ordered separately (Appendix A and B, respectively) or together (Appendix C). Each 
laboratory annotation includes an estimation of the severity of CKD and recommendations for 
follow up testing of eGFR and/or ACR when required. In patients who have serum creatinine 
and ACR ordered together, with a reported eGFR <60 mL/min/1.73m2, the KFRE will be 
calculated and provided on the report. A comment noting eGFR is calculated using the CKD-EPI 
2021 equation which does not use a race-based adjustment, will be included with every eGFR 
result. Referral to nephrology is warranted when any of the following are observed21: 

• eGFR <30 mL/min/1.73m2, confirmed with repeated eGFR at least 3 months later 

• eGFR 30-59 mL/min/1.73m2 which declines >5 mL/min/1.73m2 over a 6-month period 

• ACR >60 mg/mmol, confirmed with at least 2 of 3 elevated results within 3 months 

• ACR 3-60 mg/mmol, confirmed with at least 2 of 3 elevated results within 3 months, in 
the presence of hematuria (>20 rbc/hpf on urine microscopy) 

• 5-year KFRE ≥5% 

These decision support tools are included as Appendices below, and form part of this guideline. 

 

6.  Clinicians are reminded: 

• Collection of a random early morning urine specimen for ACR is the recommended 
alternative to a timed urine albumin measurement and avoids the inherent collection 
issues associated with a 24-hour urine collection21.  
 

• ACR should be assessed when the patient is clinically stable due to the high biological 
variation for ACR and potential for other pathological or physiological explanations for 
an increased ACR.  
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• ACR ≥3 mg/mmol should be confirmed with repeat testing where at least 2 of 3 
elevated ACR are observed within 3 months. 

• eGFR <60 mL/min/1.73m2 should be confirmed with repeat testing for eGFR at least 3 
months later. 

• The 5-YEAR KFRE will be provided only when serum creatinine and ACR are ordered on 
the same requisition and the eGFR is <60 mL/min/1.73m2. 
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Appendix A. Laboratory annotations when serum creatine is ordered alone and eGFR is calculated 
using the CKD-EPI 2021 

 

Result Laboratory annotation 

eGFR ≥60 mL/min/1.73m2 Results rule out CKD stage 3-5. Assessment of urine ACR is required to definitively rule out 
or confirm CKD diagnosis. The KidneyWise toolkit (kidneywise.ca) recommends remeasuring 
eGFR and urine ACR annually for people with diabetes mellitus and less frequently in others 
unless clinical circumstances dictate otherwise. 
 
eGFR is calculated using the CKD-EPI 2021 equation which does not use a race-based 
adjustment 
 

eGFR 30-59 
mL/min/1.73m2 

Results indicate mild to moderate CKD. If this is the first result with an eGFR <60, confirm 
results with repeat eGFR at least 3 months later. A urine ACR measurement is required to 
stage CKD and further evaluate risk of renal failure. Once results have been confirmed: 
 
If urine ACR >60, 5-year KFRE > 5%, or eGFR declines >5ml/min/1.73m2 over a 6 month 
period, refer to nephrology 
 
If eGFR remains between 30 and 59 ml/min/1.73m2 and declines <5ml/min/1.73m2 over a 6 
month period measure eGFR and urine ACR every 6 months, or annually if eGFR is stable 
every for ≥ 2 years 
 
See the KidneyWise toolkit (kidneywise.ca)  for management recommendations and 
additional indications that may warrant referral to nephrology in the future. 
 
eGFR is calculated using the CKD-EPI 2021 equation which does not use a race-based 
adjustment 
 

eGFR <30 mL/min/1.73m2 Results indicate severe CKD. If this is the first result with an eGFR <60, confirm results 
with repeat eGFR at least 3 months later.  
 
If results have been confirmed: Refer to nephrology and measure eGFR and urine ACR 
every 6 months, or annually if eGFR is stable for 2 or more years 
 
See the KidneyWise toolkit (kidneywise.ca) for management recommendations and 
suggested investigations to be done while awaiting consultation. 
 
eGFR is calculated using the CKD-EPI 2021 equation which does not use a race-based 
adjustment 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

http://kidneywise.ca/
http://kidneywise.ca/
http://kidneywise.ca/
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Appendix B. Laboratory annotations when albumin to creatine ratio (ACR) is ordered alone 
 

Result Laboratory annotation 

ACR <3 mg/mmol Results rule out albuminuria. The KidneyWise toolkit (kidneywise.ca) recommends 
remeasuring eGFR and urine ACR annually for people with diabetes mellitus and/or an 
eGFR <60 and less frequently in others unless clinical circumstances dictate otherwise. 
 

ACR 3-60 mg/mmol Results indicate mild to moderate albuminuria and elevated risk of CKD progression. If this 
is the first result with an ACR ≥3, confirm with at least 2 of 3 elevated results within 3 
months.  
 
If there is hematuria (>20rbc/hpf confirmed on urine microscopy), refer to nephrology.  
 
An eGFR is required to stage CKD and further evaluate risk of renal failure. 
See the KidneyWise toolkit (kidneywise.ca) for management recommendations and other 
indications that may warrant referral to nephrology. 
 

ACR >60 mg/mmol Results indicate moderate to severe albuminuria and very high risk of CKD progression.  
 
If this is the first result with an ACR ≥3, confirm with at least 2 of 3 elevated results within 
3 months. If results have been confirmed, refer to nephrology and remeasure ACR and 
eGFR annually, or more frequently if ACR is increasing or eGFR is declining. 
 
See the KidneyWise toolkit (kidneywise.ca) for management recommendations and 
suggested investigations to be done while awaiting consultation. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

http://kidneywise.ca/
http://kidneywise.ca/
http://kidneywise.ca/
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Appendix C. Laboratory annotations when serum creatinine and albumin to creatine ratio (ACR) are 
ordered together 

 
 

eGFR result ACR 
result 

KFRE result Laboratory annotation 

eGFR ≥60 
mL/min/1.73m2 

ACR <3 
mg/mmol 

KFRE not 
applicable 

Results rule out CKD stage 3-5 and albuminuria. The KidneyWise 
toolkit (kidneywise.ca) recommends remeasuring eGFR and urine 
ACR annually for people with diabetes mellitus and less frequently in 
others unless clinical circumstances dictate otherwise. 
 
eGFR is calculated using the CKD-EPI 2021 equation which does not 
use a race-based adjustment 
 

eGFR ≥60 
mL/min/1.73m2 

ACR 3-60 
mg/mmol 

KFRE not 
applicable 

Results indicate mild to moderate albuminuria reflecting increased 
risk of CKD progression. If this is the first result with an ACR >3, 
confirm with at least 2 of 3 elevated results within 3 months. 
 
If there is hematuria (>20rbc/hpf confirmed on urine microscopy), 
refer to nephrology. 
 
Remeasure eGFR and urine ACR annually for patients with diabetes 
mellitus. 
 
See the KidneyWise toolkit (kidneywise.ca) for further management 
recommendations including when to refer to nephrology 
 
eGFR is calculated using the CKD-EPI 2021 equation which does not 
use a race-based adjustment 
 

eGFR ≥60 
mL/min/1.73m2 

ACR >60 
mg/mmol 

KFRE not 
applicable 

Results indicate moderate to severe albuminuria and high risk of 
CKD progression.  
 
If this is the first result with an ACR >60, confirm with at least 2 of 3 
elevated ACR results within 3 months. 
 
If results have been confirmed, refer to nephrology  
 
See the KidneyWise toolkit (kidneywise.ca) for management 
recommendations and suggested investigations to be done while 
awaiting consultation. 
 
eGFR is calculated using the CKD-EPI 2021 equation which does not 
use a race-based adjustment 
 

eGFR 30-59 
mL/min/1.73m2 

ACR <3 
mg/mmol 

5-year KFRE 
<5%  

Results indicate mild to moderate CKD with low risk of progression to 
renal failure.  
 
If this is the first result with an eGFR <60, confirm with repeat eGFR 
measurement at least 3 months later. Once results have been 
confirmed, measure eGFR and urine ACR  every 6 months, or 
annually if eGFR is stable for ≥ 2 years 
 
See the KidneyWise toolkit (kidneywise.ca) for further management 
recommendations including when to refer to nephrology  
 
The KFRE (kidney failure risk equation) is a risk prediction model 
used to estimate the risk of renal failure in people with an eGFR of 
less than 60 ml/min/1.73m2 

 

eGFR is calculated using the CKD-EPI 2021 equation which does not 
use a race-based adjustment 
 
 

 

 
 

http://kidneywise.ca/
http://kidneywise.ca/
http://kidneywise.ca/
http://kidneywise.ca/
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eGFR result ACR 
result 

KFRE result Laboratory annotation 

eGFR 30-59 
mL/min/1.73m2 

ACR <3 
mg/mmol 

5-year KFRE 
≥5% 

Results indicate mild to moderate CKD and increased risk of 
progression of renal failure in the next 5 years.  
 
If this is the first result with an eGFR<60, confirm with a repeat 
eGFR measurement at least 3 months later. If results have been 
confirmed, refer to nephrology and measure eGFR and urine ACR 
every 6 months, or annually if eGFR is stable for ≥ 2 years  
 
See the KidneyWise toolkit (kidneywise.ca) for further management 
recommendations and suggested investigations to be done while 
awaiting consultation. 
 
The KFRE (kidney failure risk equation) is a risk prediction model 
used to estimate the risk of renal failure in people with an eGFR of 
less than 60 ml/min/1.73m2 

 

eGFR is calculated using the CKD-EPI 2021 equation which does not 
use a race-based adjustment 
 

eGFR 30-59 
mL/min/1.73m2 

ACR 3-60 
mg/mmol 

5-year KFRE 
<5%  

Results indicate mild to moderate CKD with mild to moderate 
albuminuria reflecting increased risk of CKD progression. 
 
If this is the first result with an eGFR <60, confirm with repeat eGFR 
measurement at least 3 months later. If this is the first result with 
ACR ≥3, confirm with at least 2 of 3 elevated ACR results within 3 
months.  
 
Once results have been confirmed, measure eGFR and urine ACR 
every 6 months, or annually if eGFR is stable for ≥ 2 years 
 
If there is hematuria (>20rbc/hpf confirmed on urine microscopy), 
refer to nephrology. 
 
See the KidneyWise toolkit (kidneywise.ca) for further management 
recommendations including when to refer to nephrology 
 
The KFRE (kidney failure risk equation) is a risk prediction model 
used to estimate the risk of renal failure in people with an eGFR of 
less than 60 ml/min/1.73m2 

 

eGFR is calculated using the CKD-EPI 2021 equation which does not 
use a race-based adjustment 
 

eGFR 30-59 
mL/min/1.73m2 

ACR 3-60 
mg/mmol 

5-year KFRE 
≥5% 

Results indicate mild to moderate CKD and elevated risk of renal 
failure within the next 5 years. 
 
If this is the first result with an eGFR <60, confirm with repeat eGFR 
measurement at least 3 months later. If this is the first result with 
ACR ≥3, confirm with at least 2 of 3 elevated ACR results within 3 
months. 
 
If results have been confirmed, refer to nephrology, measure eGFR 
and urine ACR every 6 months, or annually if eGFR is stable for ≥ 2 
years    
 
See the KidneyWise toolkit (kidneywise.ca) for management 
recommendations and suggested investigations to be done while 
awaiting consultation. 
 
The KFRE (kidney failure risk equation) is a risk prediction model 
used to estimate the risk of renal failure in people with an eGFR of 
less than 60 ml/min/1.73m2 

 

eGFR is calculated using the CKD-EPI 2021 equation which does not 
use a race-based adjustment 
 
 

http://kidneywise.ca/
http://kidneywise.ca/
http://kidneywise.ca/
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eGFR result ACR 
result 

KFRE result Laboratory annotation 

eGFR 30-59 
mL/min/1.73m2 

ACR >60 
mg/mmol 

5-year KFRE 
<5%  

Results indicate mild to moderate CKD with moderate to severe 
albuminuria and high risk of CKD progression. 
 
If this is the first result with an eGFR <60, confirm with repeat eGFR 
measurement at least 3 months later. If this is the first result with 
ACR ≥3, confirm with at least 2 of 3 elevated ACR results within 3 
months. 
 
If results have been confirmed, refer to nephrology and measure 
eGFR and urine ACR every 6 months, or annually if eGFR is stable for 
≥ 2 years 
 
See the KidneyWise toolkit (kidneywise.ca) for management 
recommendations and suggested investigations to be done while 
awaiting consultation. 
 
The KFRE (kidney failure risk equation) is a risk prediction model 
used to estimate the risk of renal failure in people with an eGFR of 
less than 60 ml/min/1.73m2 

 

eGFR is calculated using the CKD-EPI 2021 equation which does not 
use a race-based adjustment 
 

eGFR 30-59 
mL/min/1.73m2 

ACR >60 
mg/mmol 

5-year KFRE 
≥5% 

Results indicate CKD, moderate to severe albuminuria, and 
elevated risk of progression to renal failure in the next 5 years. 
 
If this is the first result with an eGFR <60, confirm with repeat eGFR 
measurement at least 3 months later. If this is the first result with 
ACR ≥3, confirm with at least 2 of 3 elevated ACR results within 3 
months. 
 
If results have been confirmed, refer to nephrology and measure 
eGFR and urine ACR every 6 months, or annually if eGFR is stable for 
≥ 2 years 
 
See the KidneyWise toolkit (kidneywise.ca) for management 
recommendations and suggested investigations to be done while 
awaiting consultation. 
 
The KFRE (kidney failure risk equation) is a risk prediction model 
used to estimate the risk of renal failure in people with an eGFR of 
less than 60 ml/min/1.73m2 

 

eGFR is calculated using the CKD-EPI 2021 equation which does not 
use a race-based adjustment 
 

eGFR <30 
mL/min/1.73m2 

ACR <3 
mg/mmol 

Provide KFRE 
measurement 
(referral 
always 
recommended) 

Results indicate severe CKD.  
 
If this is the first result with an eGFR <30, confirm with a repeat 
eGFR measurement at least 3 months later. If results have been 
confirmed, refer to nephrology and remeasure eGFR and urine ACR 
every 6 months, or annually if eGFR is stable for ≥ 2 years  
 
See the KidneyWise toolkit (kidneywise.ca) for further management 
recommendations and suggested investigations to be done while 
awaiting consultation. 
 
The KFRE (kidney failure risk equation) is a risk prediction model 
used to estimate the risk of renal failure in people with an eGFR of 
less than 60 ml/min/1.73m2 

 

eGFR is calculated using the CKD-EPI 2021 equation which does not 
use a race-based adjustment 
 
 
 
 

http://kidneywise.ca/
http://kidneywise.ca/
http://kidneywise.ca/
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eGFR result ACR 
result 

KFRE result Laboratory annotation 

eGFR <30 
mL/min/1.73m2 

ACR 3-60 
mg/mmol 

Provide KFRE 
measurement 
(referral 
always 
recommended) 

Results indicate severe CKD and a significant risk of renal failure 
within the next 5 years.  
 
If this is the first result with an eGFR <60, confirm with repeat eGFR 
measurement at least 3 months later. If this is the first result with 
ACR ≥3, ACR results should be confirmed by at least 2 of 3 elevated 
ACR results within 3 months. 
 
If results have been confirmed, refer to nephrology and remeasure 
eGFR and urine ACR every 6 months, or annually if eGFR is stable for 
≥ 2 years 
 
 See the KidneyWise toolkit (kidneywise.ca) for management 
recommendations and suggested investigations to be done while 
awaiting consultation. 
 
The KFRE (kidney failure risk equation) is a risk prediction model 
used to estimate the risk of renal failure in people with an eGFR of 
less than 60 ml/min/1.73m2 

 

eGFR is calculated using the CKD-EPI 2021 equation which does not 
use a race-based adjustment 
 

eGFR <30 
mL/min/1.73m2 

ACR >60 
mg/mmol 

Provide KFRE 
measurement 
(referral 
always 
recommended) 

Results indicate severe CKD, moderate to severe albuminuria, and 
a significant risk of renal failure within the next 5 years. 
 
If this is the first result with an eGFR <60, confirm with repeat eGFR 
measurement at least 3 months later. If this is the first result with 
ACR ≥3, confirm with at least 2 of 3 elevated ACR results within 3 
months. 
 
If results have been confirmed, refer to nephrology and measure 
eGFR and urine ACR every 6 months, or annually if eGFR is stable for  
≥ 2 years 
 
See the KidneyWise toolkit (kidneywise.ca) for management 
recommendations and suggested investigations to be done while 
awaiting consultation. 
 
The KFRE (kidney failure risk equation) is a risk prediction model 
used to estimate the risk of renal failure in people with an eGFR of 
less than 60 ml/min/1.73m2 

 

eGFR is calculated using the CKD-EPI 2021 equation which does not 
use a race-based adjustment 
 

 
 
 
 
 
 
 
 

http://kidneywise.ca/
http://kidneywise.ca/

