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Value of urine o; microglobumin and f; microglobumin for the diagnosis of stage 2 — 4 chronic kidney disease”
XIANG Dai-jun' , ZHANG Hong-rui''* , BAI Jie' , WANG Lu', MA Fei', PENG Wen-hong', MA Jun-long',
WANG Cheng-bin'” (1. Department o f Clinical Laboratory ,Chinese PLA General Hospital , Beijing 100853, Chi-
na; 2. School of Labroratory Medicine and Life Science, Wenzhou Medical University, Whenzhou, Zhejiang
325000, China)

[Abstract] Objective To explore the value of urine a; microglobumin and B, microglobumin for the diagnosis
of stage 2-4 chronic kidney disease (CKD). Methods
cator related to kidney function were analyzed in 134 patients with CKD ( CKD group) and 50 healthy subjects (con-

Urine «; microglobumin, 8, microglobumin and the other indi-

trol group) from December 2011 to May 2013. The estimated glomerular filtration rate (eGFR) was calculated by u-
sing the modified Modification of Diet in Renal Disease (MDRD) equation. Results Levels of urine a; microglobumin
and B, microglobumin in CKD group were significantly higher than those in control group (P<C0.01). Levels of urine
o microglobumin and B, microglobumin were increased with the elevation of disease stages of CKD from stage 2 to
stage 4. Levels of urine oy microglobumin were (20.00£18. 9) mg/L in stage 3a and (40. 52428, 5)mg/L in stage
3b,and levels of urine B, microglobumin were (4. 1£4. 0)mg/L in stage 3a and (10. 0£8. 7)mg/L in stage 3b, the
differences between the two groups were significant. Correlation analysis indicated that levels of urine a; microglobu-
min and B, microglobumin were positively correlated with to creatinine, negatively correlated with eGFR. Conclusion
Urine «; microglobumin and 8, microglobumin might be useful indicators for the assessment of renal damage in pa-
tients with CKD.
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