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I. Standard working definitions and classifications 

I (A). Diagnosis of Diabetes Mellitus (20): 

Defined as per the ADA’ 2011 criteria i.e., presence of HbA1C ≥6.5% or Fasting blood 

glucose ≥126 mg/dL or 2-hour post prandial blood glucose ≥200 mg/dL or random blood 

glucose ≥200 mg/dL in a patient with classic symptoms of hyperglycemia or hyperglycemic 

crisis. 

I (B). Definition of Type-1 Diabetes Mellitus (21): 

Patients with Diabetes Mellitus are considered to be Type-1 if they have the following 

features  

1. Onset at young age < 20 years 

2. Onset at the time of diagnosis of Diabetes Mellitus: Acute and severe at onset and/ or 

presence of diabetic ketoacidosis (DKA) at the time of onset. 

3. History of episodes of DKA during the course 

4. Body habitus: Lean/ thin built 

5. Insulin dependency 

6. Low fasting insulin/ C-peptide levels or presence of anti-GAD65 antibodies or anti-

insulin antibodies (done in patients with inconclusive type based on clinical features). 

I (C). Acute kidney injury (AKI): 

AKI is defined as any of the following (22) 

1. Increase in serum creatinine by ≥0.3 mg/dl within 48 hours (or) 

2. Increase in serum creatinine to ≥1.5 times baseline, which is known or presumed to have 

occurred within the prior 7 days (or) 

3. Urine volume <0.5 ml/kg/h for 6 hours.  

I (D). Rapid decline in GFR:  
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Decline in GFR at a rate of > 5ml/min/1.73m2 per year is defined as rapid decline in GFR as 

per the KDIGO definition (23) 

I (E). Rapidly progressive renal failure: (24) 

A syndrome of the kidney that is characterized by a rapid loss of kidney function (usually a 

50% decline in the glomerular filtration rate (GFR) within 3 months) 

I (F). Oliguria (22):  

Defined as a urine output of volume < 400ml/day. 

I (F). Diagnosis and classification of diabetic kidney disease: 

The pathologic criteria for DKD included diffuse mesangial matrix expansion and 

glomerular basement membrane thickening (≥450 nm) with or without the presence of 

nodular mesangial deposits. Other supportive biopsy findings of DKD included thickening of 

the viable tubular basement membranes, lesions associated with hyaline deposits including 

arteriolar hyalinosis, fibrin caps and capsular drops, diffuse linear staining of IgG on 

glomerular and tubular basement membranes on immunofluorescence. A diagnosis of acute 

tubulointerstitial nephritis (ATIN) was made only if interstitial infiltrates involved non-

fibrotic areas, included eosinophils, and displayed evidence of tubular inflammation. A 

diagnosis of acute tubular necrosis (ATN) was made if any of the following findings like 

simplification of tubular epithelium, loss of brush border, thyroidization were seen in viable, 

non-atrophic tubules (25). 

I (G). Diagnosis of Non-diabetic kidney disease: 

Histological diagnosis of various NDKD including IgA Nephropathy(IgAN), Focal-

segmental glomerulosclerosis(FSGS), minimal change disease(MCD), Membranous 

nephropathy, cast nephropathy, various deposition diseases including amyloidosis, 

monoclonal immune deposition diseases(MIDD), Granulomatous interstitial nephritis(GIN), 

crescentic glomerulonephritis(pauci-immune or anti-GBM related) were made based on the 

standard criteria on light microscopy, immunofluorescence and electron microscopy.  

i. Infection related glomerulonephritis, patients were diagnosed as infection related 

glomerulonephritis (IRGN) if they fulfilled 3 out of 5 criteria (26,27). 

• Presence of clinical or laboratory evidence of infection preceding or at the onset of 

glomerulonephritis 

• Decreased serum C3 complement level 

• Endocapillary proliferative and exudative glomerulonephritis 

• C3-dominance or co-dominance on immunofluorescence staining in glomeruli 

• Presence of subepithelial humps on electron microscopy 

ii. The diagnosis of IgA Dominant IRGN was considered if following features are present 

(28,29): 

• Initial presentation in older age 

• Acute Kidney Injury presentation 

• Intercurrent staphylococcal infection 

• Presence of hypocomplementemia 

• Prominent glomerular neutrophil infiltration on light microscopy 

• Dominant of co-dominant glomerular IgA deposits on immunofluorescence, and 

• Presence of subepithelial hump-shaped deposits on Electron microscopy 

iii. If endocapillary proliferation is associated with chronic changes including GBM 

reduplication/ lobular accentuation, patients are diagnosed under the category of MPGN. 

Other supportive features considered while making a diagnosis of MPGN include: 

• Lack of clinical evidence of infection 

• Persistently low C3 for longer than several months 

• Persistently active glomerulonephritis for more than several months 

• Large mesangial, intramembranous, or subendothelial deposit  
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Further sub-classification of MPGN into immune-complex associated or complement 

associated was based on the deposits on immunofluorescence examination as per the recent 

classification. 
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