






 

  

 

 
 

In 2000, the NKF launched its Kidney Early Evaluation Program (KEEP).  The program is 
designed to detect early kidney disease in at-risk patients.  Since its inception, KEEP has 
screened approximately 100,000 individuals who have risk factors that predispose them to 
CKD. (40)  The Task Force supports efforts to expand KEEP throughout Texas. 
 

KEEP is an intensive health screening free to qualifying individuals.  Participants enrolling 
in the program are 18 years and older with diabetes, hypertension, or a family history of 
kidney disease, diabetes, or hypertension.  Individuals without known CKD risk factors 
are excluded from the program.  The screening includes a blood pressure check, urine test, 
blood test, and physician consultation.  Screenings are valued at $250 per person.   
 
KEEP has been very successful in identifying individuals with CKD.  A national study 
compared KEEP results with NHANES 1999-2004 outcomes.  Of the 61,674 KEEP cohort, 
27 percent were found to have CKD.  The NHANES sample of 14,632 participants revealed 
15 percent of participants had CKD. (41)  Comparison of the two studies must be viewed 
with caution.  KEEP specifically screens at-risk patients.  NHANES is a nationally repre-
sentative cross-sectional survey.  The percentage of African-American respondents was 
higher among the KEEP population who were screened.  Additionally, the percentage of 
obese participants and those with self-reported diabetes, hypertension, or CVD was higher 
among KEEP participants. 
 
The Task Force recognizes the importance of screening for a number of reasons.  Screening 
detects individuals at risk of CKD, allowing patients to be treated and managed to slow 
disease progression.  It provides an opportunity for patient education and public aware-
ness, and provides much needed data on CKD.  Members have been studying cost effec-
tive, quality controlled methods to screen large numbers of Texans.  The Task Force has 
identified state employees as being representative of the Texas population and an ideal 
group in which to initiate a CKD screening and education demonstration project.   

 
 

 

 
 

 



 

  

 

 
 

Summary of  Findings 
 

• CKD is a major public health threat in the U.S. and in Texas. 
 
• The U.S. has the third highest prevalence of CKD in the world; Texas has the second 

highest prevalence rate in the country. 
 
• CKD continues to be under-recognized, under-diagnosed, and under-treated. 
 
• Diabetes, hypertension, and heart disease are the primary diagnoses among people 

with CKD and ESRD.  CKD, in turn, increases problems associated with diabetes and 
hypertension, and severely accelerates heart disease, often resulting in death before a 
patient can progress to ESRD. 

 
• CKD affects the population disproportionately, with African Americans, Hispanics, 

American Indians, and Asian/Pacific Islanders at highest risk. 
 
• Prevention and management of risk factors can reduce the incidence and prevalence of 

CKD and ESRD. 
 
• Clinical practice guidelines and tools are available for screening, management, and 

treatment of CKD from initiation and through disease stage. 
 
• CKD patient care is often fragmented, and clinical guidelines are not consistently ap-

plied through health systems. 
 
• The K/DOQI clinical guidelines have been adopted in several countries and states.  The 

immediate objective in Texas is to work within health care systems to adopt and use 
the guidelines. 
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Recommendations 
 

Priority 1:  Data and Surveillance 
 

A data collection and surveillance system to determine and monitor the incidence and 
prevalence of CKD in all stages over time is essential to public health planning and imple-
mentation of strategies to address the problem. (16, 42-43)  
 
▶ The Task Force recommends that the State study the feasibility and effectiveness of a 

public screening demonstration project that will: 
 

▸ Yield population-based data, representative of all Texans, that will determine 
the number of people with CKD at each stage, and those at risk.  

▸ Compare predominately Hispanic and non-Hispanic population cohorts.  

▸ Provide cost-effective CKD screening to Texans, using evidence-based screening 
protocols and adhering to recognized standards of care. 

▸ Increase awareness of CKD, its risk factors, and complications, and  

▸ Provide opportunities to educate patients and the general public on the impor-
tance of prevention, early detection, treatment, and management to decrease 
disease burden. 

 
▶ The Task Force further recommends: 
 

▸ CKD surveillance be incorporated into existing surveillance programs, such as 
the Behavioral Risk Factor Surveillance System (BRFSS) used by the DSHS dia-
betes and cardiovascular disease programs, among others. 

▸ Data from existing surveillance programs continue to be used to estimate at-risk 
patients, i.e., those with diabetes, hypertension, cardiovascular disease, and  
obesity. 

▸ CKD surveillance be initiated in the State Employee Retirement System, which 
oversees employee health plans, to provide the State with preliminary data on 
CKD incidence and prevalence. 
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Priority 2:  Clinical Prevention and Treatment 
 

House Resolution (HR) 6331: Medicare Improvements for Patients and Providers Act of 
2008 (110th U.S. Congress, 2007-2008) amends Part P of Title III of the Public Health Service 
Act (42 U.S.C. 280g et seq.) to include Sec. 399R, Chronic Kidney Disease Initiatives.  In 
general, the resolution directs the Secretary to establish pilot projects to: 
 
1. Increase public and medical community awareness (particularly of those who treat pa-

tients with diabetes and hypertension) regarding chronic kidney disease, focusing on 
prevention; 

2. Increase screening for chronic kidney disease, focusing on Medicare beneficiaries at 
risk of chronic kidney disease; and 

3. Enhance surveillance systems to better assess the prevalence and incidence of chronic 
kidney disease. 

 
▶ The Task Force recommends that the State study the feasibility of a pilot project that 

would apply these objectives to state funded health coverage programs, including: 
▸ The State Medicaid Program, and 

▸ The Employees Retirement System of Texas, which provides health care cover-
age for State employees. 

 
Priority 3:  Professional Education 
 

▶ The Task Force recommends that one hour of continuing education on chronic disease 
prevention, treatment, and control be required of all licensed physicians, physician as-
sistants, nurses, pharmacists, and dietitians.  The Task Force recommends the inclusion 
of the same education in medical and nursing school curricula. 

 
▶ The Task Force recommends one hour of continuing education specific to ESRD treat-

ment modalities be required of all nephrologists and other specialists who treat pa-
tients with CKD and ESRD, on an annual basis.  AV fistula should be presented as the 
recommended access option for patients who elect hemodialysis. 

 
▶ The Task Force recommends education of clinical professionals in all Texas laboratories 

to promote calculation and reporting of eGFR with all serum creatinine determinations 
for individuals 18 years and older. 
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Priority 4:  Policy Change 
 

▶ The Task Force recommends that a rider be attached to the standing Texas Kidney 
Health Care Program appropriation that will direct funding to prevention.  This 
funding would support Task Force recommendations and activities. 

 
▶ The Task Force recommends Texas laboratories automatically calculate and report 

eGFR with all serum creatinine determinations for individuals 18 years and older.  
The Task Force strongly recommends that this become a standard of care. 

 
Priority 5:  Public Education and Outreach 
 

The Task Force recommends the following actions: 
 

▶ Continue and expand the highly successful ESRD Prevention Campaign through-
out the State through recurring appropriations. 

 
▶ Continue to integrate and coordinate CKD and ESRD prevention education and ini-

tiatives into existing DSHS programs and Councils.   
 
▶ Continue to partner with organizations to leverage shared goals and objectives, and 

to provide a consistent message to Texans regarding the importance of prevention 
and early detection of CKD. 

 
Priority 6:  Administrative 
 

The Chronic Kidney Disease Task Force provides leadership and a forum for discussion 
and planning among all kidney related organizations in Texas.  The Task Force requests 
that the State consider continuation of the Chronic Kidney Disease Task Force beyond its 
expiration of August 31, 2009, so it may continue its efforts toward decreasing the burden 
of CKD in Texas.  The Task Force also recommends continued integration among the dia-
betes, cardiovascular disease, obesity, and CKD programs, and cross representation at re-
spective meetings. 
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Dictionary 

 

ACE Inhibitor:   A medicine used to treat high blood pressure. ACE inhibitors 
keep the body from making the hormone angiotensin. ACE 
inhibitors are often used to slow kidney damage.  

 
Albumin: A type of protein. 
 
Albuminuria:  More than normal amounts of albumin in the urine. 
 
Anemia: The condition of too few red blood cells. If the blood is low 

on red blood cells, the body does not get enough oxygen. 
 
Arteriovenous Surgical connection of an artery to a vein created in persons  
(AV) Fistula who will have hemodialysis. The AV fistula causes the vein 

to grow thicker to allow for repeated needle insertions. 
 
Chronic Kidney  Progressive loss of kidney function over time, often resulting  
Disease (CKD): in kidney failure. 
 
Creatinine: A waste product from meat protein in the diet and from 

body muscle use. Creatinine is removed from the blood by 
the kidneys. When kidneys do not work correctly, creatinine 
levels in the blood increase. 

 
Diabetes Mellitus: A condition characterized by high blood sugar resulting 

from the body’s inability to use sugar (glucose) efficiently. In 
type 1 diabetes, the pancreas is not able to make enough in-
sulin; in type 2 diabetes, the body is resistant to available in-
sulin. 

 
Dialysis: The process of cleaning wastes from the blood artificially, 

when kidneys fail.  
 
End Stage Renal Kidney failure. Treatment is necessary to replace the work of  
Disease (ESRD): the kidneys. 
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Glomerulonephritis: Inflammation of the glomeruli, where blood is filtered in the  
 kidney. 
 
Hemodialysis: The use of a machine to clean wastes from the blood, once  
 kidneys fail. 
 
Hypertension: Sustained high blood pressure. 
 
Insulin:   A hormone that turns the sugars we eat into energy.  
 
Kidneys: The two bean shaped organs in the body that filter wastes from 

the blood. 
 
Peritoneal  Dialysis: Cleaning the blood by using the lining of the abdomen as a  
 filter. 
 
Pre-emptive  Transplantation without prior dialysis. 
Transplantation: 
 
Renal: Of the kidneys. 
 
Renal Replacement Life-supporting treatments for kidney failure. 
Therapy: 
 
Transplant: Replacement of a diseased organ with a healthy one.   
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ACE: 

AV: 

BRFSS: 

CKD: 

CMS: 

CVD: 

DSHS: 

eGFR: 

ESRD: 

HEDIS: 

HPSA: 

KEEP: 

NCQA: 

K/DOQI: 

NHANES: 

NIDDK: 

NKDEP: 

NKF: 

TRC: 

USRDS: 

UTMB: 

WHO: 

Angiotensin Converting Enzyme 

Arteriovenous 

Behavioral Risk Factor Surveillance System 

Chronic Kidney Disease 

Centers for Medicare and Medicaid Services 

Cardiovascular Disease 

Department of State Health Services 

Estimated Glomerular Filtration Rate 

End Stage Renal Disease 

Healthcare Effectiveness Data and Information Set 

Health Professional Shortage Area 

Kidney Early Evaluation Program 

National Committee for Quality Assurance 

Kidney Disease Outcomes Quality Initiative 

National Health and Nutrition Examination Surveys 

National Institute of Diabetes & Digestive & Kidney Diseases  

National Kidney Disease Education Program 

National Kidney Foundation 

Texas Renal Coalition 

United States Renal Data System 

University of Texas Medical Branch 

World Health Organization     

Acronyms 
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