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CKD screening: still debated!







CKD definition (and tools)

~ 10%





Tools (and prices)

• Creatinine : Jaffe (~0,04 €) or enzymatic (~0,05-0,20 €) 

• Cystatin C:  from ~4 € (to 20 €)

• UACR: ~0,5-1€

• UPCR: ~0,5-1€

• Urine strips (basic): ~ 0,5-0,10 €

So, safe and relatively low costs …and easy to perform  (urine) and creatinine measurement is standardized



Goals of screening

• Prevention of CKD progression

• Avoid ESRD

• Avoid MACE



We are more and more effective…









Systematic Review and meta-analysis

• Inclusion criteria (2022):

Adult individuals

Full or partial health economic evaluation (including cost-effectiveness, cost-utility, cost-benefit, cost-minimization, cost-description, cost-

consequence or cost-outcome) 

Using societal or healthcare payer perspective

CKD screening strategies available

Comparison with no screening or usual care



Systematic Review and meta-analysis

• Outcomes
Incremental cost-effectiveness ratio (ICER) of CKD screening versus no screening

𝐼𝐶𝐸𝑅 =
Cost of Screening − Cost of no screening

Efficacy of screening − Efficacy of no screening

Efficacy is expressed in quality-adjusted life years (so, one QALY represents one year of life in perfect health)

  or cost per life-year gain (so, LYG is purely quantitative)

ICER = € / LYG: "How much does it cost to save one life for one year?"

ICER = € / QALY: "How much does it cost to save one life for one year in good health?"

  



“The cost-effectiveness of CKD screening was 
determined based on ICER threshold of USD $50.000 
per QALY, as this threshold is most frequently quoted 
in primary literature, is widely accepted, and also the 

most studied and reviewed”





Results

• 13 in targeted populations and 8 in general population

• 9 in USA, 5 each in Europe and Asia and 2 in Australia

• 15 in the primary care setting and 6 in the community setting

• 2 studies with a two-step strategy: home based followed by 
confirmatory test in primary care

• UACR or UPCR only n=13, eGFR only n=3, both n=3

• ICER per QALY (n=17) and/or per LYG (n=5)

• Only RAS inhibitors are considered



• ICERs per QALY: from $113 to $430,595, with a median of $26,662

• ICERs per LYG:  from $6,516 to $38,372, with a median of $29,112

• Range varies widely across studies





Studies screening urine for UPCR/UACR have lower 
ICERs than screening for eGFR:     
   median $25,282 versus $48,948  per QALY

   studies screening for both:   
   median $74,916 per QALY



Studies screening diabetic populations:   
  median $27,471 per QALY

Studies screening hypertensive populations:  
  median $53,531 per QALY

Studies screening without hypertension, nor diabetes: 
 median $202,761 per QALY



Discussion

• Methodology and populations vary widely

• Cost-effectiveness varies widely… 

• Targeted screening is cost-effective

• Urine screening is more cost-effective than eGFR screening







Defenders of ACR for screening

• Easy (possible at home)

• UACR increases before GFR decreases

• Strongly associated with risk of progressive CKD and CVD

• ACE/ARA2, SGLT2i, finerenone are particularly efficient in 
patients with increased UACR

• UACR can improve with treatment…and it reflects the risk 
reduction of CKD progression

• Confirmation test (chronicity and intra-individual CV)

• Not standardized



Defenders of screening in the general 
population

• Screening in high-risk population is unsatisfactory

• HTA and diabetes can be unknown

• UACR (and eGFR) can be included in scores to predict 
CV risk (SCORE2)…in the general population



NHANES/DAPA-CKD
ACR
RASi, SGLT2i

With SGLT2i, screening is cost-effective in every age group
(<100-150,000$ per QALY) 

Since then…



Since then…

THOMAS/PREVEND/SCORE2
ACR (home based)
RASi, SGLT2i (and statin, diuretics, beta blockers)
CVEs considered!

With this “global approach” , screening is cost-effective 
(9,225 $ per QALY, i.e. <20,000 $ per QALY, ICERs lower in 45-65 than 65-80 y)



We must do better…





Conclusions

• Screening strategy is still debated

• New studies are necessary for cost-effectiveness

• This is not easy…

• Screening targeted populations is cost-effective (but is it done?)

• Screening in the general population could be cost-effective if 
this is integrated in a strategy, not only focused on the kidney, 
but on CVD prevention (post-screening is the challenge)

• Whatever the strategy, we can (must) do better 

• In low-income countries, prevention strategies are vital… 
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