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Minimising the gap between expected and recorded prevalence of Chronic Kidney Disease (CKD) in primary care
Gwozdziewicz , M, Coleiro, M, Barclay, A, Harvey, G, Butler, B, O'Donoghue, D, Hegarty, J.
The NIHR CLAHRC for Greater Manchester 
Problem: The expected prevalence of CKD in Greater Manchester is 8.0% yet the recorded prevalence is 3.5% of the adult population. This means that a possible 110,000 CKD patients are missing from practice registers. This population is at an increased risk of progressing to end stage kidney disease, cardiovascular diseases and mortality. Early diagnosis and proper management can stop/slow down progression of CKD and associated diseases. 
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Purpose: The aim of the CLAHRC1 Quality Improvement (QI) CKD Collaborative is to reduce the gap between expected and recorded prevalence of CKD in four PCTs (Table 1). Reducing this gap will lead to earlier diagnosis and improved outcomes for these patients.
	PCT
	Expected CKD Prevalence
	Recorded CKD Prevalence

	ALW
	20970 (8.42%)
	8767 (3.52%)

	Bolton
	18033 (8.16%)
	6361 (2.88%)

	Salford
	14422 (7.94%)
	6876 (3.79%)

	Stockport
	20992 (9.06%)
	6343 (2.74%)


Design:  The Institute for Healthcare Improvement Breakthrough Series Collaborative methodology was selected as the framework for improvement. The aim of the Collaborative is to reduce the gap between expected and actual prevalence of CKD by 50% and to ensure that 75% of all CKD registered patients achieve the NICE blood pressure targets. Five interested practices were selected from each PCT to participate in the project (n=19; Bolton 4 practices). The prevalence aim was calculated for each practice and baseline data was collected before the project began. The practices test new ideas on how to achieve their aim using Plan Do Study Act (PDSA) cycles.
Findings: Over the first 3 months, practices have improved recorded prevalence by a mean of 0.8% p=0.001 (CI: 0.36-1.21; CL: 95%). They have performed many tests of change including validation of CKD registers, internal database searches, development and education around local CKD protocols from NICE and secondary care providers, screening high-risk groups and developing internal recall systems. Figure 1 outlines the results in each PCT (n=17). 
Conclusion: Early data has shown some promising results. The same practices which in the previous year identified only 467 new CKD patients have during the 3 months of the Collaborative already identified 628 new patients. Once the collaborative has finished, gained knowledge will be shared and applied in other practices to reduce the gap between expected vs. recorded CKD prevalence. 
Relevance: Small tests of change conducted by front line staff can yield powerful improvements and knowledge that is transferable and applicable in similar environments. In addition, direct involvement of front line staff in QI can lead to developing an improvement culture in primary care. The CLARHC CKD Collaborative is working to identify and improve kidney care in Greater Manchester.

 For more information about the CLAHRC see: http://clahrc-gm.nihr.ac.uk/
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Figure 1. Patients found (as % of the aim) by PCT








