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Changing clinical practice can lead to significant improvement in control of serum phosphate in a large haemodialysis population. 
Ruddock., N

Leicester General Hospital
BACKGROUND:  Despite a wealth of evidence to support controlling serum phosphate in chronic kidney disease, it is a task that proves challenging for both clinician and patient. However, Renal Registry data shows that some centres appear to be more successful at managing this problem. Our centre had consistently underperformed the registry mean data for phosphate control in haemodialysis patients. We report the changes to practice made across a two year period and the outcomes on phosphate control.
Methods: A collection of interventions were introduced to improve phosphate control:
- a personalised monthly patient report which informs the patient of their blood results and medications allowing patient education and reinforcement  when it is issued.

- new patient education resources including written leaflets on diet, phosphate binders and more general information regarding the importance of phosphate control.

- staff training to enable staff to support patients more confidently and competently.

- implementation of a local clinical practice guideline to standardise the management of hyperphosphataemia.

- introduction of extended roles for dietitians to allow them to address medication changes when necessary to prevent delays in treatment change.
- monthly audit reports to show ongoing compliance with Renal Association Standards for serum phosphate
Data was collected across a two year period from April 2007 – March 2009.
Results: Mean serum phosphate fell from 1.62 ± 0.52mmol/l to 1.47 ± 0.40mmol/l (p=0.01). The proportion of patients with serum phosphate >1.8mmol/l fell significantly from 30.6% to 16.8% (p=0.009). The proportion of patients achieving the Renal Association standard of 1.1 – 1.8mmol/l increased from 53.6% to 62.9% (p=0.24).
Conclusion: Delivery of a simple, integrated and multidisciplinary package of interventions successfully improved control of serum phosphate in our cohort of haemodialysis patients. The strategies used to improve phosphate control – principally improved patient education and standardisation of the management of hyperphosphataemia – are easily reproducible by other centres. 
Implications for future practice: Patient education is central to promoting self-management. The combination of more confident staff, regular monthly updates for patients on their progress and an improved range of resources are effective ways of addressing this. 
A local clinical practice guideline is useful for standardising when to start / increase phosphate binders and gives a clear hierarchy of binders to use in certain circumstances. This ensures that patients follow a route of care that is evidence-based. A clear and structured multidisciplinary approach has resulted in fewer patients being at risk of the consequences of hyperphosphataemia. 

