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Q I’ve received mixed 
messages about whom 
to screen for chronic 

kidney disease (CKD). The 
US Preventive Services Task 
Force (USPSTF) recommends 
screening only patients 
at high risk, but kidney 
experts advise screening 
everyone. Who is right? What 
does the data show?

In 2012, the USPSTF stated that 
there was insufficient evidence 
to assess the benefit, or harm, of 
regularly screening asymptom-
atic adults for CKD.1 Other expert 
medical panels have come to this 
conclusion as well, and therefore 
only recommend screening high-
risk patients.2 

The National Kidney Founda-
tion (NKF) encourages clinicians 
to assess all patients for risk fac-
tors of CKD. Diabetes and hyper-
tension are strongly established 
risk factors for kidney disease; 
others include family history of 
kidney disease; cardiovascular 
disease; obesity; and older age. 

If a patient is at risk for CKD, 
the NKF recommends testing se-
rum creatinine levels to estimate 
glomerular filtration rate and test-
ing urine for protein (microalbu-
minuria or macroalbuminuria). 

These tests are readily accessible 
in a primary care setting. It should 
be noted that one-time testing of 
serum creatinine and/or urine 
has not been studied for sensitivi-
ty or specificity in the diagnosis of 
CKD. Diagnosis should be based 
on decreased renal function or 
kidney damage occurring over a 
three-month span.3

In May 2016, Canadian re-
searchers published results from 
the See Kidney Disease Targeted 
Screening Program for CKD, 
comparing CKD screening in the 
general population with a tar-
geted, at-risk individual popula-

tion.4 The study, which included 
more than 6,000 participants, 
revealed a higher rate of un-
recognized CKD in the at-risk 
population than in the general 
population (21.9% and 14.7%, re-
spectively). 

These findings support the 
idea that screening at-risk pa-
tients identifies more cases of 
CKD than screening the general 
patient population does.4 Early 
diagnosis of CKD, through recog-
nition of risk factors, provides an 
opportunity to decrease compli-
cations and manage conditions 
that contribute to the progres-
sion of renal disease.2,3  —RVR

Q I work in a cardiology 
practice. Recently, a 
patient on dialysis 

mentioned that her 
nephrology practitioner 
recommended either home 
therapy or nocturnal dialysis. 
Why would someone 
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recommend these, and what 
are the differences between 
home, nocturnal, and regular 
daytime dialysis?

Patients usually require di-
alysis when 90% or more of their 
renal function is lost.5 This can 
happen acutely or result from 
a chronic process. Dialysis per-
forms many of the functions of a 
kidney, such as removing waste 
and fluid buildup that damaged 
kidneys cannot. It also helps 
maintain electrolyte balance. 

There are several forms of he-
modialysis including home, in-
center, and nocturnal; the most 
frequently used is in-center he-
modialysis.5 Patients on in-center 
hemodialysis visit the center three 
times a week, and their treatments 
last from three to five hours; the 
nationwide average is four hours. 
These patients have very restrict-
ed schedules and must maintain 
their appointments with limited 
flexibility. Food, drinks, and non-
medical personnel may not be 
allowed in the treatment area. Be-
tween treatments, patients must 
follow a diet that restricts fluid, 
sodium, and potassium intake.

Home dialysis has become a 
popular alternative, since it may 
be done in a location and at a time 
that is convenient for the patient. 
With more flexibility, many pa-
tients are able to continue work-
ing and feel like they have a more 
“normal” life. Types of home 
dialysis include home hemodi-

alysis (HHD) or peritoneal dialy-
sis (PD). A relative or friend may 
need to assist the patient during 
HHD, which is undergone more 
frequently (between five and sev-
en days per week) and for a short-
er duration of time than in-center 
dialysis. PD is done every day, 
either at night or multiple times 
throughout the day. Although no 
partner is needed for PD, a medi-
cal provider is available by phone 
to address any concerns that may 
arise during treatment.

Nocturnal hemodialysis is 
similar to daytime in-center he-
modialysis, but it occurs while 
the patient is asleep. The treat-
ment duration is longer (an aver-
age of eight hours per treatment). 
The slower blood flow allows for 
gentler dialysis. Patients who un-
dergo nocturnal hemodialysis 
have higher survival and lower 
hospitalization rates, with better 
phosphorus control and blood 
pressure.6 This is attributed to the 
slower removal of excess fluid and 
more effective clearance of toxins.

So, why is your patient being 
encouraged to consider home or 
nocturnal dialysis? Studies have 
shown that for the cardiac patient, 
slower, gentler dialysis is prefer-
able.7 The clinician who recom-
mended it has the patient’s best 
interest in mind. —TAH                    CR
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The National 
Kidney 
Foundation 
Council of 
Advanced 
Practitioners' 
(NKF-CAP) 
mission is to 

serve as an advisory resource 
for the NKF, nurse practitioners, 
physician assistants, clinical 
nurse specialists, and the 
community in advancing the 
care, treatment, and education 
of patients with kidney disease 
and their families. CAP is an 
advocate for professional 
development, research, and 
health policies that impact the 
delivery of patient care and 
professional practice. For more 
information on NKF-CAP, visit 
www.kidney.org/CAP 
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