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CKD in consultation clinical decision
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early identification and management of chronic
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Presenter
Presentation Notes
This graphic shows how a part of a guideline is converted to a graph which is displayed in the BP CARE Screen.


Patient
specific
advice based
on Guideline

Clinical Advice

Progressive renal decling, predicted to enter stage 4 soon: consider referral if patient may be affected
during their lifeime

Refemal may be less useful if patient unlikely fo be affected by their renal decline
QOffer influenza and pneumococcal vaccinations
Minimise nephrofoxc drugs and consider renal doses of medication
Review every sixmonths with FBC, creafinine, electrolyes, lipids, HDAI - and urine albumin-creatinine
ratio
Urinary protein-creatinine ratio isless ssndtive but ssmetimes used to monitor significant levels of proteinuria

No recentserum potassium found: do notimplement any advice about starfing or increasing ACE
inhibitors or ARBs unfil normokalaemia verified

Target BF is systolic 120 - 139 and diastolic less than 80
Blood pressure above target consider reviewing antihypertensive therapy with priority fo ACE inhibitors
or ARBs

Please use the Common Form for more detailed advice on management of hypedension

Urine ACR indicated due fo previous proteinuria (no recent ACR or PCR found)
Arrange imaging of renal ract due to persistentinvisible haematuria unless benign fransient cause of
haematuria identified. Recall to monitor haematuria within a year

hitp:/fwww bpac.ong.nz/BT/2013{ Junefurineteds aspx contains advice on invedigating haematuria. Riskfactors for

urzlogical malignancy include smoking, recurmrent UT1 or other urological disorders, occupational exposure fo
chemicals or dyes, pelvic imadiation, history of excessive analgesic use, and others

Refer to nephrology due fo invisible haematuria with proteinuria in CKD stage 3

Nephrology Referral

9 Refer patient to Nephrology



Presenter
Presentation Notes
The current pathway is based on NICE.  This will be adapted as required by NHS Scotland and the Health Boards.  We anticipate this will be based on SIGN Guidelines.  


Nephrology Details

Thank you for seaing this 83 yaar old male with Stage 3b CKD

He weighs 99 kgs, has a height of 168 cms with a BMI of 35.1,

His last blood pressure readings were 140/30 mmHg on 2043 Mar 8.

He is diabetic

His last two @GFRs show a -13.9% change.

His last 12 month eGFR declined by -10.05 mis/min.
His last § vear eGFR declined by -4.55 mis/min

His record shows an instance of Microhaematuria

His protein loss was estimated by ACR as 4 on 2012 Aug 14.

Date  flood Pressure Serum Creatinine aGFr ACR HbAle

2013Mar8  140/80
2013 Mar4 140/ 80

HbAl ¢ ryirs
2012 Feb 26 140/ 90 190 .
2012 Nov 15 124/ 76
2012 Oct 10 -
2012 Aug 14 .
2012Aug 8 m |3 =
2012 May 28 159 -
2012Feb 2 159 =
2011 Feb 21 148
2010 Dec 17 156 e W0 e m ez W2
2010 Aug 16 - HBATC aver fime
2010 Jul 5 139 a5 T
2010 May 11 152 41 44
2009 Nov 11 Serum Creatinine - )
2009 Aug 24 -
2008 Oct 29
. I § 150 /W—/’_/
5 100
i
4 w0
J 20 g 1 1012 2013
& Sarum Craatining gvar time

The abawe image gives an example of the rich clinical infarmation within the eReferral client. The e Referral
cortains all the agreed information with the abiliny to graph parameters. This functionality enables the
ne phrologists, when approprigte, to manage mare cases without the need for a face -to-face first specialist

appaintmment.
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@ View Patient Inbox

Main | avdit |
External Detailz

Mame: Maze, Bronwyn Esther [22 Apr 1951]

Intermal Details
Patient: MAZE Bronwyn [MAZT]

Subject: |Dec:|ined Scn Referral Centre

Date: 18 Mar 2015

Comment:

Reference Mo: 2865501245333 [bpacinc:)

Confidential: [ Do Mot Upload to MeH: [

gummnm| hd

meﬂ

J Provider: |I'-1urra_l,l Tilward [MT] j

Clazzification:

:j SHM$|

~|  Folder: |Referral/Discharge [RSD] ~|

Referral Description:
Referred to Prowvider:
Primary Care Provider:
Referring Phy=sician:
HHI :

18 Mar 2015

Prof HMHurray Tilwvard
Helensburgh HMedical Centre
Dear Prof MHurray Tilward
Re: BROHWYN ESTHER HAZE

NHI: CHEZ2232
DOB: 22 Apr 1951

Decline With Advice:

Thank= for referral

Yours sincerelw

SN Pafosvar=]l Cant e

ReferralsDischarge S5tatus:

Eeque=t Referral
Declined SCH Referral
Frof Murray Tilvard
FProf Hurray Tilwvard
Frof Hurray Tilwvard
CHEBZ32

If doesn't =ettle checl urine microscopy and rerefer

Centre

Your Hephrology referral for the above patient ha= been received by the SCH Referral Centre and
forvarded onto the appropriate specialty.

The change in creatinine may be a transient rise a= a result of relative hypotension.
I would suggest s=topping the spironolactone and allowing BP to get up to 130 systolic.
I would sugge=st repeating renal function at thi=s =tage

If back to baseline then would carrvy on with regular monitoring

m




New Zealand Risk Stratification

1,409,506 general practice patients were included

Probability of Acute Number 2013 Acute Admission: Positive

Admission in 2013 of patients Yes No Predictive value

>=90% 597 419 178 70.2%
>=80% 1598 1126 472 70.5%
>=70% 3884 2589 1295 66.7%
>=60% 9173 5657 3516 61.7%
>=50% 20921 11564 9357 55.3%
>=40% 47,013 22,644 24,369 48.2%
>=30% 101988 40688 61300 39.9%
>=20% 222658 68355 154303 30.7%
>=10% 567005 111268 455737 19.6%

>=0% 1409506 154892 1254614 11.0%
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The Personal Health Plan
— eReferrals to MDT

e Dieticians to provide nutrition education for individuals and groups.
e Social workers to provide psycho-social support services.

* Pharmacists to optimise the patient’s medicine self management and
adherence

* Podiatrists to focus on the prevention and management of foot problems, a
leading cause of hospitalization for people with diabetes

MHNPodiatry NZ Pritary Health Podiatry Appendix A: Diabetic foot risk stratification and triage

This fully-funded service is for those enrolled patients:

« athigh risk of developing foot complications due to diagnosis oftype 1 ortype 2 diabetes
« who have more than one risk factar present far a high risk foot

» who have been referred to the service by a GP ar nurse fallowing a consultation.

Moderate' risk patients causing concern can be discussed with the podiatristwho may accept a referral.

Exclusions are:

« Women with gestational diabetes One risk factor present Annual screening by practice nurse (PN)

+ Patients with active foot complications {refer secondany) Moderate s Peripheral neuropathy — with 700 level plus training in diabetes.

« Peoplewho are not eligible for publically funded services unable to detect the 10g monofilament If concerned PN will consult with primary
« Peripheral vascular disease - pedal pulses care MDT and or refer to podiatrist in

For more infarmation please view the diabetic foot stratification and triade document. are markedly reduced or not palpable primary care.

Referral Details Patient Details Service Details Clinical Details Investigations Referrer Details : :g E';I(l::nﬂy ;gar:::eamngnﬂgg:‘lent plan by PN,
podiatrist and patient according to the
patient needs.

Provide written and verbal education

with emergency contact numbers.

Refresh || attach || Park | Print || Send || Canecel




The Personal Health Plan — MDT
replies visible in Patient Prompt

Accessing MDT replies from the
Patient Prompt

Joined up working with integrated

< & Last Message on 21/1012013
systems and messaging

Personal Health Plan

_ NO Tefa TG, roaarte Hailahla
A banner on the Patient Prompt

gives a ‘quick view’ of recent
eReferral replies

Trying to Quit; Offer Advice

Brief advice to qut smoking given
Open this, and you are taken to

the eReferral Message Logging Pravided cessation behavioural support
screen. You can select within this
screen to view messages by

patient, for your user account or Referral to cesaation support
by practice.

Prescribed cessation medication

1 1 1 1|1

Declined cessation services




Future Health System

CIALIST CARE 1T f"""'ﬁ/ﬂﬁ

3.?1




