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Chronic kidney disease (CKD) is a major and growing health burden in Europe. One in 3 Europeans
is at an increased risk of developing CKD. A striking 1 in 10 already has impaired kidney function
severe enough to affect their health status. The current rise in diabetes, obesity and ageing will
further worsen this situation unless there is greater focus and concerted action by European health
policy-makers.
Being a ‘silent disease’ with few or no symptoms until it is too late, CKD receives little attention,
particularly when compared with other chronic diseases. These Recommendations for Sustainable
Kidney Care defined by the European Kidney Health Alliance (EKHA) are a common effort by
stakeholders to propose solutions for the challenges of CKD in Europe through effective prevention
and a more efficient care pathway intended to facilitate the provision of appropriate and affordable
treatment to all Europeans equally, while promoting the highest quality of care.

BURDEN OF CKD IN EUROPE

WHAT DOES KIDNEY DISEASE COST?

One in 10 Europeans have at least one clinical sign of existing
CKD, such as the presence of protein in the urine – an indicator
of reduced kidney function. Perhaps even more startling is that
an estimated 90% of these individuals are unaware they have
early-stage CKD, as they experience few or no symptoms.

The cost of treating CKD is formidable. Hospital-based
haemodialysis – the most common form of dialysis – alone
costs up to €80,000 per year per patient. Moreover, this does
not take into account the lost productivity caused when CKD
interferes with time at work, or prevents patients from working
altogether.

Nevertheless, from its early stages onwards, CKD is associated
Dialysis is resource-heavy,
with an increased risk of complications and death, to a large
costing up to
extent attributable to an ensuing cardiovascular event. Diabetes
is the leading cause of kidney disease, followed by high blood
pressure (hypertension). The dismal prognosis faced by patients
with CKD is linked with the effects of these concurrent diseases.
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THE CASE FOR CHANGE
CKD imposes major challenges for patients, the medical
community and society owing to its high but underestimated
prevalence, its frequent late recognition, the negative impact
on quality of life, and the high cost of its complications and
treatment. The close relationship between CKD, diabetes, high
blood pressure and cardiovascular disease means that CKD must
be addressed in conjunction with multifaceted, co-ordinated
health policy initiatives targeting all of these chronic diseases.

•

The EKHA Recommendations for Sustainable Kidney Care
aim to address these and other challenges by focusing on
increasing early detection of CKD, removing barriers to care
for people with CKD, making savings for national health
budgets and improving health outcomes over time. Each
recommendation addresses an area where physicians and
patients agree that action is needed, and where there are clear
potential benefits for people with CKD.

EKHA believes that specific actions can be done to prevent CKD,
to improve early detection of CKD, and to provide more efficient
treatment to help reduce the predicted tide of new cases
of kidney failure needing costly and invasive RRT. To do this,
collaborative efforts which draw upon the patient’s experiencebased expertise as well as medical knowledge are required to
address deeply entrenched problems with the planning and
delivery of RRT services across Europe, namely:

•
•

A substantial variation between Member States in the
availability of home dialysis, even though this treatment
modality is associated with lower costs, a reduced need for
specialist personnel, improved quality of life for patients,
and greater flexibility in quantum of dialysis treatment as
compared with hospital dialysis.

The Recommendations are clustered into four focus areas to
address the full continuum of care:

A striking variation between Member States in the
accessibility of kidney transplantation, the treatment of
choice for end-stage CKD.

1.
2.
3.
4.

A lack of choice for many people facing dialysis, leading to
their allocation to a treatment that is neither preferred nor
cost-efficient.

Prevention and early detection
Choice of renal replacement therapy
Increasing access to transplantation
Treatment reimbursement strategies

3x

1 in 3 people
with diabetes has
kidney disease.

1 in 5 people with
high blood pressure
has kidney disease.

People with CKD are
more likely to have
cardiovascular problems such
as angina, heart attack, stroke
or heart failure.

THE IMPACT OF CKD ON AN INDIVIDUAL’S LIFE
The patient with CKD faces a long and difficult path. As CKD worsens there is a gradual increase in the medication
needed — eventually this can amount to more than 20 pills per day. Many patients also need to follow a special diet,
which is very restrictive and may come with its own negative side-effects. Patients often feel very poorly, with fatigue,
exhaustion and inability to concentrate being common complaints.
Most patients who reach kidney failure have to undergo dialysis, either by haemodialysis or peritoneal dialysis.
Although life-saving, dialysis comes with a vast downside which must be endured. First, patients need surgery to
provide access for the dialysis. Indeed, some patients need more than 20 surgical interventions during the course of
their disease. Dialysis is typically performed three times per week and each session lasts 4 hours — time that is lost for
the patient. In-hospital dialysis entails considerable additional time travelling to and from the dialysis unit.
Transplantation restores much of the kidney function lost due to CKD. However, the repair is incomplete and there still
may be a need for additional interventions. The medication burden after transplantation remains substantial, and some
medications may produce disturbing side effects. In addition, transplanted kidneys last on average only 10–15 years,
after which many patients face a return to dialysis or re-transplantation.
In short, the quality of life for a person with end stage kidney disease is rarely satisfactory, despite the improvements
made in care in recent years. This reality underpins the critical need to improve awareness and prevention of CKD
amongst EU citizens and to ensure that kidney patients are treated in a holistic way, with particular attention given to
reduce the negative psycho-social impact of CKD.
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Recommendation cluster 1: Prevention and early detection
Prevention

Early detection

Europe must invest in disease prevention. Currently, 97%
of healthcare expenditure is on treatment and only 3% on
prevention. A paradigm shift from disease care to health care is
needed. Evidence suggests that even a relatively minor increase
in funding for disease prevention will result in considerable
health gains and reduced future healthcare costs.

The EU should support Member States in designing and
implementing programmes for CKD screening and early
diagnosis.

Population-wide measures to eliminate smoking and excessive
use of alcohol, to lower the consumption salt, fat and sugar,
and to increase daily physical activity are the most costeffective actions to prevent kidney disease and all related
chronic diseases.

•

•

Harmonised approaches to screening for CKD should be
implemented throughout Europe.

•

CKD screening programmes should target individuals with
CKD risk factors in order to optimise cost-effectiveness.

•

Creating a robust EU-wide registry of stage 3-4 CKD
is an essential element of an effective early detection
programme.

•

Once CKD has been detected, appropriate therapeutic
measures should be implemented to slow or stop disease
progression, particularly avoidance of its main causes
– hypertension, diabetes and acute kidney injury. This
should be approached through a combination of lifestyle
measures4, diet and drug treatment according to current
ERA-EDTA Clinical Practice Guidelines5.

Primary prevention of CKD in the general population
should focus on actions that stimulate and facilitate the
adoption of healthy lifestyles.

RISK FACTORS FOR CHRONIC KIDNEY DISEASE
•
•
•
•

Age 60 years or older
Diabetes
Heart disease
High blood pressure

•
•
•

Obesity
Smoking
Previous of family history of
kidney disease

4

5

Dunkler D, et al. Modifiable lifestyle and social factors affect chronic kidney disease in
high-risk individuals with type 2 diabetes mellitus. Kidney Int 2015 Apr;87(4):784-91.

KDIGO Clinical Practice Guidelines 2013. http://kdigo.org/home/guidelines/ckdevaluation-management/
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Recommendation cluster 2: Choice of treatment
Promoting home dialysis and self care

Conservative care

A substantial fraction of patients who reach end-stage kidney
EKHA is committed to the principle that patients should be
disease may not receive dialysis or transplantation. This may
able to choose their treatment pathway. Currently, a choice
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Recommendation cluster 3: Increasing access to transplantation
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Recommendation cluster 4: Treatment reimbursement strategies
EKHA maintains that all therapies with proven efficacy should
be accessible to all patients throughout Europe, irrespective
of their financial means or social status. In order to safe-guard
this right, a better distribution of healthcare spending and cost
savings is required.
EKHA advocates for a change in philosophy from market- and
hospital-oriented care, to society- and patient-oriented care.
Member States should favour reimbursement strategies that
incentivise fair access and distribution of care modalities,
correct implementation of conservative care, the start of
patient-centred RRT at the correct point in the course of
CKD, and technological and social innovation of treatment
modalities.

•

Health policies and incentives should promote increased
access to transplantation and home dialysis, as these are
both cost-effective and associated with good outcomes for
patients.

•

Reimbursement of treatment should be based on an
accurate estimation of the total direct and indirect costs of
CKD and its treatment.

•

Differences in reimbursement between different treatment
pathways (e.g. hospital-based dialysis, home dialysis,
peritoneal dialysis, self-care) should be justified.

•

If bundling of reimbursement is considered, the clinical
consequences should be carefully considered and checked
to avoid counterproductive effects.

•

Reimbursement systems should support technological
innovations with positive socio-economic implications.

ABOUT EKHA
European Kidney Health Alliance (EKHA) is an alliance of non-profit organisations representing key stakeholders
in kidney health issues, including patients, nephrologists, researchers and healthcare workers. Our mission is to
work together to reduce the incidence and impact of kidney disease in Europe by influencing policies that improve
awareness, prevention, treatment, education/training and research. The founding members of EKHA are:

•
•
•
•

European Renal Association - European Dialysis and Transplant Association (ERA-EDTA)
European Dialysis and Transplant Nurses Association/European Renal Care Association (EDTNA/ERCA)
European Kidney Patients Federation (EKPF)
International Federation of Kidney Foundations (IFKF)

In addition, EKHA has the support of 14 national Associate Member organisations, including national renal and patient
associations from the European region.
The EKHA Recommendations for Sustainable Kidney Care are a common effort by stakeholders to propose solutions for
the challenges of kidney disease through effective prevention, and a more efficient care pathway that provides access
to the appropriate and affordable treatment for every affected individual, while promoting the highest quality care.
www.ekha.eu
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