Chronic Kidney Disease

This audit is currently being tested in a single practice before being rolled put across the CCG. To 57 out of 61 practices. The 4 practices using system one / TPP are unable to run the audit.

The audit is designed to support NICE Chronic Kidney Disease guidelines CG73 but not duplicate what is included within the Quality and Outcomes Framework, 

Identify patients recorded as having CKD.

This allow across check against the QOF CKD register

Key queries.

1.
Identify patients whose last eGFR was below 60

Adds a prompt for clinicians to consider the diagnosis of CKD when thy next see the patients

Produce a list of patients at practice level that is viewable by the practice.

Rational Diagnosis requires two eGFRs below 60 more that 3 months apart in the absence of an alternative cause.

This helps identify patients with CKD who may have been missed and as a result not receive appropriate monitoring or treatment.

2.
Identify patients 65yo and over who’ve not had an e GFR in the last 27 months.

Adds a prompt to consider checking the patient’s eGFR with any future blood tests.

Produce a list of patients at practice level that is viewable by the practice.

Rational CKD is commoner in the elderly and whilst older patients with CKD3a and stable eGFR do not require active management CKD is symptom less in its early stages and often patients are on medication where it is appropriate to know their renal function. Risk factors are outlined in CG73

This helps identify patients with CKD who may have been missed and as a result not receive appropriate monitoring or treatment.

3.
Identify patients with CKD3b

Rational many patients diagnosed as CKD according to QOF criteria are stable and don’t require more active management over and above that included in QOF.

Those with CKD3b, 4 or 5 require move active management.

4.
Identify patients with CKD3b based on their last eGFR who have had a HB in the last 12 months.

Adds a prompt to consider checking the Hb of patients with CKD3b and no Hb in the last 12 months.

Produce a list of patients at practice level that is viewable by the practice.

Rational Anaemia is an effect of CKD

5.
Identify patients who have had a Hb checked who have a Hb below 8

Adds a prompt to consider referring the patient.

Produce a list of patients at practice level that is viewable by the practice.

Rational patients with CKD3b and a Hb below 8 may need referral to a renal physician for further investigation.

6.
Identify patients who have had a Hb checked who have a Hb between 8 and 11

Produce a list of patients at practice level that is viewable by the practice.

Rational patients with CKD3b and a Hb between 8 and 11 may need follow up.

7.
Identify patients who have had a Hb checked who have a Hb between 8 and 11 check if they have had B12, Folate and ferritin checked.

Adds a prompt to consider checking B12, folate or ferritin if not known.

Adds a prompts to consider referral or further investigation of patents with normal levels of B12, Folate and ferritin, and low Hb,

Produce lists of patients at practice level that is viewable by the practice.

8.
Identifies patients with low B12 and checks if on treatment within the last 3 months.

Adds a prompt to consider increasing the dose if on treatment

Adds a prompt to consider starting B12 if not on treatment.

Produce lists of patients at practice level that is viewable by the practice

9.
Identifies patients with low Folate and checks if on treatment within the last 3 months.

Adds a prompt to consider increasing the dose if on treatment

Adds a prompt to consider starting Folic acid if not on treatment.

Produce lists of patients at practice level that is viewable by the practice

10.
Identifies patients with low Ferritin and checks if on treatment within the last 3 months.

Adds a prompt to consider increasing the dose if on treatment

Adds a prompt to consider starting Iron therapy if not on treatment.

Produce lists of patients at practice level that is viewable by the practice

11.
The same logic is followed for patients with CKD4 for Calcium to ensure patients have their calcium levels checked and the results acted upon. 

12.
The same logic is followed for patients with CKD3 or worse for Potassium to ensure patients have their potassium checked annually and acted upon if above 6mmol/l

13.
The same logic is followed for patients with CKD3 or worse for Blood pressure to ensure patients have their blood pressure checked annually and identify patients with a Bp over 140/90. Or in diabetics over 130/80

14.
Prompts and lists will also be added for frequency of eGFR testing in line with severity of CKD as per NICE CG73. 

CKD3 6 monthly 

CKD4 3 monthly 

CKD5 6 weekly

Numerical results of practice level audits will be viewable across the CCG.  No patient identifiable information is viewable at CCG level.

