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Burden of Kidney Disease In 2006




Adjusted Incident rates & annual
percent change
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Adjusted Incident rates of ESRD due to
diabetes, by age & race/ethnicity: age 20-39

Figure 2.12 (continued)
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Incident & prevalent rates, by age

Figure 2.34
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Stages of Kidney Disease
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Stage 5: GFR < 15 [ — —_— N = 387,000
(11,000)*
Stage 4: GFR 15-29 N = 450,000
(16,000)*
Stage 3: GFR 30-59 N = 7,600,000
(352,000)*
Stage 2: GFR 60-89 N = 5,300,000
(246,000)*
Stage 1: GFR > 90 N = 5,900,000

(270,000)*

* Estimated # for GA, NC?



Risk Factors for ESRD and CKD
may not be identical

7,

) 9 % / %

8 $

9 %

3* 7 % ;8 ;< 3)%< /
1=$ 7 % :.>? $9 0/ % /
7, |

? $ ) 5 9%/ */] 6

% 9 8 *79 ) %

% / * % , % % 7

0/ $9



Initiation and Perpetuation of CKD

Initiating factors

Older age
Family history
Hereditary nephropathies
Family history of ESRD
Ethnicity
Gender
Diabetes mellitus
Metabolic syndrome
Hyperfiltration states
Blood pressure >125/75 mmHg
Obesity
High protein intake
Anemia
High normal urinary albumin excretion
Dyslipidemia
Nephrotoxins
NSAIDS

Perpetuating factors

African-American race
Proteinuria

SBP >130 mmHg

High dietary protein intake
Obesity

Anemia

Dyslipidemia

Smoking

Nephrotoxins
Cardiovascular disease

Antibiotics/anti-virals Taal MW, Brenner BM: Predicting initiation and progression
Radiological contrast of chronic kidney disease: Developing renal risk scores
Light chains Kidney Int. 2006 Nov;70(10):1694-705

Primary kidney disease

Urological disorders
Obstruction
Recurrent urinary infections

Cardiovascular disease



Definition of “Public Health Threat”
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Schoolwerth, et al. Prev Chronic Dis 2006; 3:1-6.



CKD, Recent Changes
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Lessons from International
Comparisons of CKD and
ESRD Prevalence






Comparison of NHANES Il and
HUNT Il Data (U.S. and Norway)
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Possible Explanations for Differences
In US and Norway ESRD Prevalence
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|dentification and referral of patients with
progressive CKD: a national studyulware

LE, Troll MU, Jaar BG Myvers DI, Powe NR Department

of Medicine, Division of General Internal Medicinkghns Hopkins
School of Medicine, Baltimore, MD, USA. AJKDR006; 48 192-204
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CKD Is Not Being Recognized
or Treated by PCPs
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Kinchen, et al., 2002, McClellan et al.,1997
*Data provided by USRDS; based on Medicare
enrollment and claims data



Inadequate Nephrology Workforce
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Economic Incentives to Approach
CKD as a Public Health Issue
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Optimal Care of CKD Requires
Coordinated I\/Ianagement
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CKD Advances CVD
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Risk Factors Peculiar for CKD -
CVD
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JAMA 2006; 296:1377-1384



State of CKD-CVD Clinical Trnals
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Strategies for Protection of Kidney

Function
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Time for a Broader Strategy?
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Suggestions
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