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Problem

There is a higher prevalence of Established Renal Failure (ERF) in Indian Asians (IA) and Blacks (B) and a need to investigate how this relates to Chronic Kidney Disease (CKD) in the community.
Purpose

We set out to define and compare the prevalence and correlates of CKD stage 3 (eGFR <60mls/min/1.73m2) in a predominantly Indian Asian community in West London

Design

GFR was estimated using the MDRD equation in individuals participating in the London Life Sciences Prospective Population (LOLIPOP) Study - a population-based study of CVD and renal risk in a cohort of IA, NE and B patients aged 35-74 recruited from 58 family practitioners lists in West London.  20309 people (67.6% male) have been screened of whom 63.3% were IA, 28% Northern European white (NE) and 8.8% B. Patients were reviewed in GP clinics where study nurses undertook a full medical history, physical examination including anthropomorphic measurements & BP. Blood tests included serum creatinine, albumin, urea. 
Qualitative community based focus groups have been conducted in order to ascertain levels of awareness of CKD. The study sample was designed to reflect the South Asian population of Southall in single-sex, religion and ethnic specific focus groups  
Findings

The data demonstrate very high levels of diabetes in the minority ethnic communities, high rates of cardiovascular disease in the IA population, and a marked preponderance of the metabolic syndrome in IA.  However, even when adjusted for all these risks (in addition to age and gender), there Asians or Blacks are no more likely than NE to have CKD stage 3.  When lower rates of function are assessed, there is an excess risk among IA and B men.  These data suggest more rapid rates of progression of CKD among IA and B’s. Importantly, >80% of IA or B men with eGFR<60 would be identified by screening  based on history of diabetes, hypertension and vascular disease. 

The focus groups demonstrated very little awareness of kidney disease among the population, although there was more knowledge about diabetes and most information is gleaned from people's social networks. 
Conclusion and relevance. 

Our data suggest the high rates of ERF in IA and B are not explained by high prevalence of CKD nor that screening based on ethnicity, rather than traditional risk factors, will aid diagnosis per se of CKD in IA and B. However, ethnicity may identify those at risk of rapid progression and requires longitudinal study.  The focus groups clearly demonstrated that careful strategies must be developed to ensure that educational resources are connected into people's social networks.  

Overall, our data are consistent with those found in the Black population in the US i.e. low prevalence of CKD but high rates of ERF in ethnic groups.  We now have the foundation, for the first time in the UK, to identify the contribution of albuminuria to progression, whether minority ethnic patients have a survival advantage and why renal disease might progress more rapidly in these groups factors.  By identifying risk, we may well be able to reduce progression in the vulnerable populations.  

