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Unseen and untreated 

 
Chronic kidney disease (CKD) is a common and costly cause of serious illness and death in the 

United States, affecting as many as 1 in 7 adults.1 But while more than 35 million U.S. adults 

have kidney disease, 90% of them do not know it.2 Chronic kidney disease is often silent until it 

has caused significant damage – and people with CKD are much more likely to die prematurely 

than to survive long enough to require dialysis.3  

 

Among those who do survive to suffer end-stage disease, nearly 90,000 are on the waiting list 

for a kidney transplant, and 11 people die every day waiting for a kidney.4 Racial and ethnic 

groups suffer disproportionate harm.1 For example, Black people are more than three times as 

likely as White people to develop end-stage renal disease.5 Meanwhile, CKD costs U.S. taxpayers 

nearly $100 billion in Medicare charges alone.6   

                            

Hypertension and diabetes are the leading causes of CKD,2 and the conditions feed off one 

another, catalyzing further damage. Protein in the urine is an early warning, signaling an 

increased risk of heart attacks and strokes. Among the millions with CKD who die before 

reaching end-stage disease, cardiovascular disease is thought to be largely responsible.3 

Yet astonishingly, most high-risk patients – those with hypertension, CVD, and/or diabetes – 
are not offered CKD screening. An analysis of more than 28 million U.S. patients with 
hypertension found that only 10% had been screened for CKD with the recommended 
combination of eGFR and uACR urine tests.7 Only 28 percent of those with diabetes had been 
properly screened.6 

 

7 https://pubmed.ncbi.nlm.nih.gov/34353883/ 

6 
https://usrds-adr.niddk.nih.gov/2024/chronic-kidney-disease/6-healthcare-expenditures-for-persons-with-c
kd 

5 Walker CS, Gadegbeku CA. Addressing kidney health disparities with new national policy: the time is now. 
Cardiovasc Diagn Ther. 2023 Feb 28;13(1):115-121. doi: 10.21037/cdt-22-566. Epub 2023 Feb 13. PMID: 36864968; 
PMCID: PMC9971295. 

4 https://unos.org/news/90000-people-are-waiting-for-a-kidney-heres-one-way-to-get-them-a-kidney-faster/ 

3 https://jamanetwork.com/journals/jamainternalmedicine/fullarticle/216833 
2 https://www.kidney.org/sites/default/files/2025-10/c4kh_vbc_one-pager.pdf 

1 United States Renal Data System. 2024 USRDS annual data report: epidemiology of kidney disease in the 
United States. Accessed March 6, 2025. https://usrds-adr.niddk.nih.gov/2024 
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Defining CKD early enough to prevent progression 

Chronic kidney disease should be understood not only as a later-stage condition, but as a 

disease that can be identified earlier, when intervention is most effective. The prevention 

window includes CKD stages 1, 2, and 3a, when kidney damage and cardiovascular risk may 

already be present but are often missed in routine care. Albuminuria (uACR ≥30 mg/g) can be 

an early marker of kidney damage and elevated cardiovascular risk, even when kidney function 

appears relatively preserved. This is why both eGFR and uACR tests are needed to identify CKD 

early, stratify risk appropriately, and connect high-risk patients to timely follow-up and care.  

 

Early diagnosis and treatment of CKD can not only prevent disease progression to dialysis, but 

also reduce cardiovascular events.8 The health benefits are well established, as are the huge, 

preventable costs of the status quo – but key barriers stand in the way. 

 

Barriers to screening, early diagnosis, and treatment  
A variety of factors have limited the use of guideline-recommended screening tests for kidney 

disease – especially in primary care, where the disease could be diagnosed early as part of the 

broader care people with hypertension, family history, CVD, or diabetes receive: 

●​ Clinician barriers  

o​ Low awareness among primary-care clinicians of: 

▪​ Link between kidney disease and cardiovascular risk. 

▪​ Clinical screening guidelines to detect CKD. 

o​ Clinician discomfort with/lack of understanding of CKD screening tests.  

o​   

●​ Patient barriers 

8 https://pubmed.ncbi.nlm.nih.gov/38273240/ 
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o​ Many people at risk of kidney disease lack stable access to primary care, 

screening, and follow-up treatment pathways. 

o​ Lack of trust in the healthcare system prevents many people in underserved 

communities from seeking any type of care. 

●​ Operational/system barriers 

o​ “Clinical inertia:” Primary-care clinicians often order only one of the two tests 

required for proper diagnosis, as one test is part of a common set, while the 

other must be specifically ordered. 

o​ Patients may not be prepared to undergo urine screening (many use the 

bathroom ahead of an appointment, then aren’t able to provide a sample for 

screening).  

o​ Improved payment models are needed to incentivize CKD screening, early 

detection, and early treatment. 

o​ Primary-care providers may lack the confidence to treat early-stage CKD.  

o​ Supportive pathways are lacking to ensure successful referrals and ongoing 

connections between specialists and primary-care clinicians when CKD is 

detected.  

 

Stepped-up action is urgently needed 
 

Decisive, immediate action is needed to reverse the burden of kidney disease – protecting 

people from debilitating illness and premature death caused by interconnected kidney and 

heart disease, and reducing the massive, preventable spending that drains the nation’s 

healthcare system. Early detection and diagnosis of CKD signs  would reduce the risk of 

cardiovascular events, such as heart attacks and strokes.9 

 

Solutions exist, but their implementation is limited. The CKD community has been working with 

state and federal governments, clinicians, and patients across the country to improve screening 

and diagnosis among those at high risk and ensure care pathways are in place to treat those 

with the disease. But more voices, more resources, and more alignment are needed – across 

systems, payment models, and care teams – to scale proven solutions nationwide. For these 

reasons, the organizations below jointly issue this Call to Action to increase early diagnosis and 

management of CKD. 

 

 

9 https://pmc.ncbi.nlm.nih.gov/articles/PMC10120976/ 
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Call to Action 

Increase early detection and treatment of kidney disease in people with hypertension, family 

history of CKD, cardiovascular disease, and/or diabetes to prevent disease progression and 

improve people’s health in all parts of the nation. 

 

Strategies 
 

1.​ Elevate recognition of the connections among hypertension/cardiovascular disease, 

diabetes, and kidney disease among people at risk and clinicians in a variety of care 

settings, including primary-care clinics, emergency departments, and “minute clinics.”. 

 

2.​ Increase the practice of screening, early diagnosis, and treatment of CKD in high-risk 

patients: those with hypertension/CVD and/or diabetes. 

 

3.​ Ensure policies are in place to support screening, early diagnosis, and treatment of CKD 

and connection to treatment pathways when needed. 

 

Driving our Call to Action forward 
 

Strategy #1:  Elevate recognition of the connections among hypertension, family history of 

CKD, cardiovascular disease, diabetes, and kidney disease among people at risk and clinicians 

in a variety of care settings, including primary-care clinics, emergency departments, and 

minute clinics.  

 

●​ Update and incorporate education about the disease connections and consequences 

into: 

o​ Medical school education and training.  

o​ Primary care training and certification. 

o​ Pharmacist education and training.  

o​ Community Health Worker training.  

o​ Dietetics education and training. 

 

●​ Increase efforts to educate people at high risk and provide them with tools to seek 

screening.  

▪​ Expand access to care/screening through community navigation.  

●​ Leverage primary-care electronic systems (EHRs, etc.) to identify at-risk patients and 

proactively bring them into care.  
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Strategy #2: Increase screening for and early diagnosis of CKD in high-risk patients. 

 

●​ Amplify/elevate knowledge of existing CKD screening guidelines among primary-care 

clinicians, and improve primary-care clinician confidence in treating and managing 

early-stage disease (e.g., lifestyle changes, importance of treating albuminuria). 

 

●​ Expand and leverage dietetics education and training.  

 

●​ Leverage technology to make CKD screening a primary-care routine. 

o​ EHR prompts, standing orders, workflow design.  

 

●​ Drive screening of high-risk patients by non-MD prescribers – e.g., physician assistants, 

nurse practitioners, pharmacists -- and leverage team-based care. 

 

 

Strategy #3: Ensure policies are in place to support screening, early diagnosis, and treatment 

of CKD and connection to treatment pathways when needed. 

 

●​ Amplify the return on investment to public and private payers to support provider 

reimbursement. (Reduction in comorbidities, dialysis costs, hospitalizations and 

readmissions, overall downstream costs). 

 

●​ Implement quality measures that incentivize early diagnosis and management of CKD. 

Quality measures could be adopted at the state level until they are adopted at the 

national level. 

 

●​ Establish a unique ICD-10 code to improve integrated care, quality measurement, and 

reimbursement.  

 

●​ Incorporate CKD prevention and management into CMS alternative payment models to 

incentivize quality care.  

 

●​ Use telehealth pathways and provide clear, plain-language results and next steps to 

patients following testing and diagnosis. 
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