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Recognition of a Large Cohort of Chronic Kidney Disease (CKD) Patients in West Lincolnshire by a Primary Care-based Disease Management Programme (DMP)
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11% of the American population have CKD. 30-50% of patients with ESRF present with little or no warning and have worse outcomes than those with more than 12 months nephrological care. There is need for timely identification of patients with CKD, patient selection for management in Primary Care and optimisation of nephrological referral of the remainder. 
We described the introduction of a Multi-disciplinary DMP for patients with CKD in a large PCT. Key elements include the identification of CKD patients using eGFR and patient tracking using a centralised data base. Nephrological referral is algorithm-driven. This community-based, nurse-led program incorporates patient and carer education and risk stratification. National and international outcome measures guide management protocols to delay progression of renal impairment and minimise development of comorbidity. West Lincolnshire has a population of 223,000 in 750sq miles, 40 GP practices, 109 GPs and 2 Nephrologists. CKD prevalence is unknown, the take on rate for dialysis is 70pmp each year. eGFR reporting is available in all three Lincolnshire PCTs, the DMP was introduced only in WLPCT. 

Introduction of eGFR reporting increased in referrals (up to 5 fold) from all PCTs. Less than 60% of referrals were appropriate, most lacked the dataset recommended by the JSC CKD Guidelines. Subsequent introduction of referral assessment, as part of the DMP, has seen a reduction in referrals from WLPCT. The DM programme identified 21,791 CKD 2, 9,389 CKD 3, 351 CKD 4 and 31 CKD 5 Primary Care patients in the first 9 months. This corresponds to prevalence rates of 14.1%, 6.1%, 0.23% and 0.02% respectively. Urinalysis on 1000 patients with CKD 2 was abnormal in 8.4%, equivalent to a prevalence rate of 1.2%. 55% of the patients were women, the majority were elderly; 65% of CKD 3, 85% of CKD 4 and 40% of CKD 5 were over 70 years old. 
The introduction of universal eGFR reporting will lead to the discovery of large numbers of patients with undiagnosed CKD. Understanding and interpretation of eGFR is limited within Primary Care and inappropriate referral of CKD patients will swamp the resources available. Most CKD 3 patients can safely remain within Primary Care with specialist guidance from a DMP. CKD 4 and 5 patients need investigation and referral to provide the optimum clinical outcome. A Multi-disciplinary, algorithm-based DMP offers the best opportunity to cope with the current epidemic of CKD.
