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1. Identify opportunities to optimize
management of advancing chronic
kidney disease (CKD)

~

Articulate barriers that contribute to
inequities in kidney care and hinder
effective co-management of CKD

Learning Objectives

w

Describe overarching care modifications
that can improve CKD population health
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Background

CKD Population Health Overview:
Detection and Treatment

Four regional
facilitated
discussions/
workshops

Primary care and
nephrology
practitioners
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The Bigger Picture Call to Action: CKD Population Health

* 37 million people living in US with CKD

* As many as 90% of people with CKD do not even
know they have it

¢ CKDis a known risk multiplier
* Inearly-stage CKD, CVD mortality is a more

likely outcome than ESKD

* Individuals with social risk factors are
disproportionately impacted

* As CKD progresses, cost of care increases while
quality of life diminishes

Managementof Address health Optimize treatment & Patient
comorbidities consequences prevent progressive engagement &
damage self-management

Recognition of
population risk

(diab (renoprotective meds. (healthy lifestyle

hypert (anemia, bone & nephrotoxin avoidance, choices and shared

mineral disorder, co-management) decision making)
albuminuria)

determinants)
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n Recognition of CKD Risk Factors n CGA Staging for CKD:
Cause, GFR category, Albuminuria category

CKD is defined as abnormalities of kidney structure or function for > 3 months such as eGFR
< 60 OR UACR 2 30 (or other marker of kidney damage)

&
Diabetes High Blood Cardiovascular Age > 60 Years
Pressure Disease

S GFR Categor -
@ %:- CAUSE CGER (mL/ming1.y3m?) Albuminuria Category
* Diabetes 6172 90 + kidney damage + aveao
+ Hypertension 62%:60.89 + idney damage 0099
+ Polycystic Kichey Disease 3n.4559 .
Social Obesity Family History Personal Smoking & « Glomerulonephritis. G3b:3044 A3:2300
Determinants of of CKD History of AKI Tobacco Use + Other (e..SLE, HIV, CHF) Py “inthe nc o e vy g, s cegry
e G o et o A0
* Unknown G5: <15 or on dialysis »
oL o+ S o s ot s e (0 ek s et o s A e 1 6T 5 s gonertr e e

9 10

Recommended Blood Pressure & Diabetes Targets
CKD Risk Stratification and [ —
Guidance on Referral & o
Assessment Frequency

KDIGO/KDOQ! NCQA/HEDIS
[{ Population-level)

Causo C) Without diabetes:

SBP < 120 (when tolerated) using standardized office BP measurement Age 18-85:

8P < 130 reasonable, especially if no access to standardized BP measurement +SBP <140

‘With diabetes: *DBP <90
+ SBP < 130 using standardized office BP measurement

+ GFR (G}
S
o e oo

Blood pressure

Colors: risk of CKD progression & CKD complications

(see legend below figure) Individualized A1C goal ranging from <6.5% to <8% depending on:

i
H
the frequency of T L Severity of CKD
screening or monitoring (number of times per year) a R +Presence of macrovascular complications
LR LI Diabetes Comorbidities Age18-75:
« Life expectancy “AIC<8%

and g o i + Hypoglycemia awareness
taken into account, as well as the likelihood of impacting a o P— * Resources for hypoglycemia management

change in management for any individudl patient. « Propensity of treatment to cause hypoglycemia

I i ik s e i o iy s o0y [ e
[ —
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Complica

Preventing/Managing CKD Complications

Approaches

Anemia CKD3a+: evaluate if Hgb < 13 g/dL (men) or < 12 g/dlL (women)

Treat iron deficiency first

Refer to nephrology if Hgb < 10 g/dL to consider ESA if favorable risk/benefit (Target 9- 11.5)

CKD-MBD ~ CKD 3a+: evaluate calcium, phosphate, 25-OH vit D, and iPTH
Supplement vitamin D deficiency
Refer to nephrology if hyperphosphatemia or significant iPTH elevation

Metabolic Acidosis Bicarbonate goal 22-26 mEq/L
Promote base-producing diet

~ Consider sodium bicarbonate supplementation if < 22 mEq/L

Hyperkalemia

Concurrent conditions (e.g., CVD, diabetes) increase risk
Monitor, reduce, or manage ongoing contributors to high potassium (diet, medications)

Infection ~ Ensure immunization records are up to date
Vaccination for influenza (all CKD), pneumococcus (CKD 4+), full COVID-19 series
Depression ~ Regular assessment for impairment of functioning and well-being

Vein p (cKD: avoid PICC lines when possible, especially for CKD 4+)

+ assots ) el Am et 2016:12502153 162
~ Natoal Kdney Foundaton. XD cre s, updated ich 2023

NaTOnAL
FOUNDATION.

EH Interventions for Slowing CKD Progression
and Reducing CV Risk

nsMRA
GLP-1RA
ACEI/ARB
SGLT-2i .

NSAID avoidance/minimization

Balanced nutritious diet, adequate hydration, physical
activity, smoking cessation, healthy lifestyle choices

© XDIGO.Kdney It Supp. 201331150,

naToAL
FOUNDATION. + KD0GI.Am ) Kidney Do 2015653135636
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CKD Management Gaps

ACEI/ARB use in people with impaired kidney

SGLT2i use in T2DM + select comorbidities
function

39.0% 0.1%
a00%

300%

200%

i 2 08 £

006 207010 | 2011204
« Adult patients with UACR > 30 and/or eGFR < 60

* National Health and Nutrition Examination Survey (NHANES)
years 1999-2014

naronAL
FOUNDATION.

Adult patients with T2DM

October 2015 to June 2019
Almost 1 million patients
Commercial + Medicare Advantage

© Murghy 09, tal s m Soc ephvol 2019300 1314-1521.
© Eoory e 1AM et Open 20214(8) 216135

HEDIS Clinical Quality Measure:
Kidney Health Evaluation for Patients with Diabetes (KED)

Adults 18-85 years of age with di 1and type 2) receivi | eGFR and UACR
% of Patients (2021)

Commercial HMO

a39%

Comercial PP 39.6%

Medicaid HMO.

5%

Medicare HMO

aa2%

Medicare PO 0%

00%  100%  200%  300%  400%  S00%  600%  700%  S00%  900%  100.0%
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and

Discussion Themes:

CKD Detection and Treatment Polling Question #1

Which statement describes a correct approach to

applying population health principles to managing
CKD?

Clinician underappreciation [l Patients’ limited knowledge m:::‘:"é'::;;'(‘g',‘i’;‘ﬁ‘:"
for utility of uACR & awarenessof CKD e 4
different providers

A. Treat individual patients to the HEDIS-recommended
blood pressure target

B. Use patients’ eGFR values as the sole factor for
stratifying their overall health risk

C. Ensure all patients with CKD in your practice are on an
SGLT-2 inhibitor

D. Leverage existing data within the electronic medical
record to identify gaps

Clinician discomfort with Clinician unawareness of
lettingeGFR go down a bit if tools, calculators, alerts Limitedtime duringan
it can help long-term availableto them in appointment
(e.g. ACE/ARB, SGLT2i) electronicmedical record

N . Anticipatory guidance in Understanding laboratory
patientshave conflicting Il documentationto help cut accuracy (e.g. common
P T S therapeuticinertia (e.g. explanationsfor anomalies in
therapeuticgoals, next steps) results)

o Inequities = Impact
Health Inequity in CKD Care: q p
A Principal Barrier

The effect of historical and persistent
inequities is reflected in the marked social
gradient in the incidence of chronic
diseases, such as CKD, CKD risk factors
(e.g., hypertension, diabetes, obesity,
cardiovascular disease), and CKD
outcomes.

NATIGNAL XCHEY* NortsKC, et .l A Soc ephvol 2021 16(5809 311
FOUNGATION
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Health Equity Social Determinants of Health (SDOH)
Health equity is the state in which everyone has Eduestion Hoalth Care
a fair and just opportunity to attain their “‘;‘:,'Y” “;:z:y"“
highest level of health.
Achieving health equity requires ongoing .
societal efforts to: E
Noghboood

* Address historical and contemporary o Vfime) L ool

injustices W\ PSS
 Overcome economic, social, and other |*(LLL

obstacles to health and health care Soclalend

Commurity Contaxt

RATIONAL e+ US. atbest,
FOUNGATION 3
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Eliminate preventable health disparities

- US Canters forDisese Control an prevention, What s st eqiy?

e cd v ety hss e -

ESKD incidence is similar across Social Deprivation Index (SDI) scores eGFR Equations Without a Race Variable
within each race, but not across races

Do the current eGl

ti disadvant; the black patients?
S S N . &9

isa
composite measure of area-level
deprivation based on:

« % living in poverty (<100% FPL),

Figure 145 Adused Incfent ESAD abe b raceieinicly anc Sockl Degetaton b, 2020

96 with less than 12 years of
T education,
- + % single-parent households,
g + 9% living in rented housing units,
- + %living in the overcrowded housing
units,
- I I I + % of households without a car, and
. + % non-employed aduls 16-64 years
z - - of age
L —

A highernumber is associated with higher

levels of social disadvantage
st s y et e e A v 010

ATORAL KENEY ¢ RATIONAL (CHEY  * Encinya N, ¢ aLAMGA 201932202 113110
fonoaon. - 2 FOUNGRIION. - 5
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Recommendations of NKF/ASN Task Force on Reassessing the Live vs. deceased donor kidney transplantation among US adults on the
Inclusion of Race in Diagnosis Kidney Disease kidney transplantation waiting list
Immediate implementation of the CKD-EPI creatinine equation refit A1 S o N emeniotn J D:’"“""‘m"mm"m
without the race variable i .
3 > —
- SR A e
H Fiaas = =222 J0N
National efforts to facilitate increased, routine, and timely use of Cystatin C, g gg » N
especially to confirm eGFR in clinical-decision making ; 1 % \\5 -
3 Fw |
Encourage & fund research on: H
-GFR estimation with new endogenous filtration markers, and ©iow 1997 19% 2001 2000 2005 2007 2009 011 2013 Olo9s 19w 19 2001 2003 2005 2007 2009 2011 2013
-Interventions to eliminate racial and ethnic disparities Year Paced on Transplant Waitog st Year Placed o Tramsplan Waltng List
NATONAL KDNEY = Dottt A ey 0. 2022790126828 NATIONAL KCREY = Pnel T,k AN 181014561
FOUNDATION. % FOUNDATION. u
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Addressing Health Disparities Centering Care on the Patient

Recognize Social
Determinants of

UNDERSTAND PATIENT'S COMMUNITIES

Culture

of
Health AddressSDOH.
Equity EMPOWERED HEALTH CARE TEAM

IMPROVE HEALTH LITERACY

ATONAL K CHEY
s FOUNDATION . Dspartes: 2

NATORAL KENEY -
FOUNDATION.
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Discussion Themes:
Health Inequity in CKD Care

Polling Question #2

Which statement correctly describes a potential
downstream effect of using race as a factor when
calculating the eGFR for a patient who identifies as
Black?

A. Ahigher dose of medication than recommended

Barriers for smaller
practices (limited support
staff for these extra tasks)

Once we screen for SDoH, Acknowledging &
what do we do with it? addressing implicit bias

Caregiver support as
criteria for transplant Access (e.g. copays, high-
eligibility (impact on low- [l cost tests, transportation)
income populations)

Importance of
interprofessional &

. Earlier diagnosis of chronic kidney disease
collaborative care

B,
C. Earlier initiation of hemodialysis
D.

. Increased likelihood of having a CKD diagnosis

SUSIRIREAENSVIOFSOVERNN 1. 1 ; space for patients
‘time (lifestyle and

to ask questions, open
culture) are hard to )
e communication

Importance of patient

input on care delivery
models, protocols, etc.

The Ideal Model for CKD Population Health
Co-management Approach to

Improving CKD Population Health

Results Care planned,

interpreted and comanaged, FNY

diagnosis ne
documented

Patientvisits

clinician

monitored

RATIOMAL (0
FOUNGATION u
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Real-World Experiences with CKD Population Health Perceived Barriers & Facilitators to Ideal CKD Care
Provider-level barriers
Patientvisits interpreted and co-managed, imit ot imit e earion g .
clinician diagnosis CKD and its implic KD
documented monitored i KD K «Poor reimbursement for +Population health and
«Unable to access guidelines or useful delivering optimal CKD care decision support integrated
KD care « Lack of comprehensive clinical into daily practice
‘Banmeas 10 IoeaL CKD Cane medications, tests, referrals) +CKD risk factors (BP, diabetes, It y testing ease
obesity) are difficult to patient registries) «Concise clear guidelines and
No widely Many clinicians stﬂ m(,ons\ﬂen(\esd ‘ Knowledge / confidence CKD not 3 primary. manage «Insufficient clinical support CKD protocols.
! G and cousion aroun oo « Confict o et B —
PDPu\at‘\on h(x;r\;n '“;l:::;::(” Competing prioites for and reimbursement for CKD
modelfor provider time. ey «PCP belief that they are. management care activities
mied 0 dota crlenges nchanging e suppon unble toimprove CKD or «Better CKD-related
‘workflows to include Ordering and New, unfamiliar, and that CKD is ot reversible educational tools.
Lackof awareness cro *Unclear roles, limited trust,
and sense of Healthcare system and poor communication/info
urgencyrelated to erception tha conditioned for iliness, exchange
i Perception that ‘Administrative burden Unclear roles and limited ot prevention and
oot oo nitrave b
P
oot
Iy i rd et
g o rarmert woceses
&z o kD comimou , LI )
FOUNDATION. + Vassalotti JA, et a. Kidney Int Rep. 2022,7(3):389-396. 35 FOUNGATION. 36
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Co-management case study: Co-management case study:
Keeping patients on 1%t line therapy (ACEI/ARB) Helping patients persist on guideline recommended treatment (SGLT-2)
100% ) — MEAN MONTHLY NEW INITIATOR SGLT-2 PRESCRIPTION FILL RATE (2019-2020)
o~ mOumentuse: ‘mbes e = Commercial Medicare  ~--=- Expon. {Commercial) Expon. (Medicare)
80% 1000%
’ s00%
T History of AKI 0.61(0.58-0.64) s w00
3 oo History of hyperkalemia 0.76(0.72-0.80) E e .
S s Lack of nephrology care 0.85(0.81-0.89) R
- e CKD Stage 3 g oo
3k ) 0.99(0.94-1.04) é 300%
200%
o EosEers 0.48(0.45-0.51) 100%
10% (vs. Stage 1.0r 2) o
ox scommeal w106 naw o s s o
Al patients o012 o3 045 Medicare 86.9% 66.7% 60.5% 54.9% 52.1% 503%
MoNTHS AFTER INTATION
‘ :‘(:[E;“:ﬁnw + McCoy IE, et al. Moyo Ciin Proc. 2021,96(8):2114-2122. o . TS{'S;‘:ﬁDw + Nargesi AA, et al. Am f Cordiol. 2023;196:89-98. "
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Co-management case study: Co-management case study:
Improving statin adherence, especially in patients at highest CV risk The impact of an “optimal start” to RRT
Kaplan-Meier survival estimates
» e E=D% smple ] -
s emanue « REasons for Geographic And Racial Differences in
0 L] Stroke (REGARDS) Study
w5 P , .
» up |0 « Bars represent % of study sample with each S Optimal Definition of “optimal start” for this study:
2 P cumulative number of vulnerabilities * Definitive access to dialysis
2 2 + Linerepresents % of study sample taking statins - * Planned dialysis start
| % o | in each category Suboptimal * Minimum 6-month follow-up by a
H H . P! nephrologist
% w0 B “Vulnerabilities” included: ] « First dialysis method coinciding with
Age>65 the one registered at 90 days
s 10 2. Female sex -
3. Blackrace
° ° 4. Area-level of poverty >/= 10% o Yo abce st of ART 10
o 1 2 3 24 5. No health insurance
- s wn o
Subopimal Optinal
‘ NF-:LESI‘:\DN NE « SchvolfP, et al. ) Am Heart Assoc. 2017;6(9):0005443. - ‘ :U‘USDN:VL\DW NE + Martinez AC, et al. PLoS One, 2019;14{7):60219037. “

39 40

Discussion Themes:
CKD Co-Management

Co-management case study:
The impact of an “optimal start” to RRT

TABLE 3. sualihcars Uslzzven in the Year Aser Sariing Fenl

TABLE 2. Unadjusted Utilization in the Year Before Starling Renal

Raglaceman Theropy
Replacement Therapyfor Propensiy Score-Matched Cahors Ensure accurate coding [l Relationshipbuildingand Jll  Strategiesto increase
optimalStart  Nonoj Oatimal for CKD diagnosis (often communication [among capacity and care quality
in [ ° = missing from patient providers] are essential —leveraging
Inpatient stars 12 16 <001 oo g Te a1 Gsmssase et record) (vet can be difficult) interprofessional care
Total inpatient days 0 126 <001 Torslinpsiznt dere [ WS 0sERISY
ED visits. 22 22 59 ED sisits. 24 5 LTS AT )
e Oupatet i ices
Brimary care @ wmemam Difficultto find out who Long waitlists, full panel
Primary care @ 1 6 - o DUty Clearlydelineating roles [l -8 Waitlists, full panels,
ot T s " o Speciity e 125 LU T T e ) to contactat dialysis e e and practice closures are
sl i i aa " 51 &1 omumess 15 center (and how to P ractices g havinga serious impact
ephralogy . < Vascular surgery 13 N : contact them) P on patient care
[—— 21 0 <o
T ——
ED indicates emergency departmant s b mart thesgy i
e it inhude naphrolgy ar vescular surge: P

Specialist making
recommendationsvs.
following through on
actions & follow-up?

Troubleshooting referral
process— is it working
and is the request clear?

Leveragingtechnology
and documentation

“Optimal Start” defined as: adult ESKD d a planned start of RRT by 1) receiving a preemptive
Kidney transplant, 2) by initating home dialysi, or 3) by initiating outpatient in-center hemodialysis via arteriovenous fistula or arteriovenous graft

NATORAL KON
POUDATION. |+ Crooks P, et sl Am  Manag Coe 20182410 6305-¢311 a
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Polling Question #3

Additional Resources

Which statement correctly describes a potential
systems-level barrier to delivering ideal CKD care?
A. Asymptomatic nature of CKD
B. Perception that CKD progression cannot be stopped

C. Insufficient resources to support patient self-
management

D. Limited interventions available for slowing CKD
progression

4

w

Commonly Identified Barriers to Optimal CKD Care Potential Solutions for Working Through
Commonly Identified Barriers

Coordinate care through care management teams, regular huddles, and pre-visit planning

inefecive conectviy batween EHRs espaciay neshoogy and PP
D33 g con aketme and b costy

Assemble care management teams including nurse care managers, social workers, pharmacists, mental
health providers, and others as appropriate

Create best-practice alerts (BPAs) in your electronic health record system and/or extract data to help
identify gaps in care, abnormal lab tests, and high-risk groups
+ Leverage pay-for-performance and similar value-based contracts with payors

EHR challenges

e o resurcesand support o eadershiadiiststion

Coordination across disciplines

Utilize NKF patient education resources (e.g. AtoZ library https://www.kidney.org/atoz)
. e + Use alternative care delivery methods including telehealth, home health assessments by home care
nurses, remote patient monitoring, and home visits

*Edhcatonl resoucesfor CKDcan be it * Ensure proper coding to accurately capture the extra work you are already doing (especially capturing
sl HCC diagnoses)

+ Leverage newer reimbursement opportunities for “extra” activities you provide such as transitional care
management (TCM) and chronic care management (CCM) coding

Staying up to date

aTOnAL ¢ © Sperat et pLes O, 2019,10(8 0221525 HaTOHAL 1 + Sperati e PLos e, 2019:10(5 0221525
FOUNDATION. FOUNGATION
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Collaborative Care Agreements

Soft contract between primary care and nephrology teams with
each team’s responsibilities clearly delineated:

R S e R + Example responsibilities of primary care team

+ Provide pertinent clinical information to inform the
@ consultation prior to the scheduled visit
@ « Initiate a phone call if the condition is emergent
+ Provide timely referrals with adequate number of visits to
' treat the condition
ot @ « Example responsibilities of nephrology team
+ Timely communication of consultation (7 days routine & 48
hours emergent) —fax if no electronic information sharing
+ No consultation to other specialist nitiated without primary
careinput

* How to convey a unified message to the patient?

NATONAL KON
FOUNDATION. a8

Example CKD Collaborative Care Agreement

Mutual Agreement
efine responsibilties between PCP, speciait and patiet.

. tient calls toring, ollow-up)
Agree on type of speciaty care that est is the patient’s needs
Expectations
Primary Care Specialty Care
a O Reviews
Medical Home Index O Addresses eferring provider and patient concerns
peot O
practice ablties, and skils guidelines. Obtains proper prir authorization
a o
of therapy prior follow =
evidence-based guidelines authorization when needed.
Q0 Reviews and acts on care plan developed by speciast o
a
aare o
O Explains and clarifles results of consuitation, a needed, with the: hospialzations.
patient o
plan and follow-up. available and i appropriate to patient needs
o el

Addiionalagreements/edis:

ATONAL ey
FOUNGATION a
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CKD Population Health Co-Management Considerations

Example scenarios when nephrology referral should be
considere
GFR<30 and)/or eGFR decrease>30%in 4 months without
explantion (emergent falure)
Persistent proteinuria despite ACE| use.

‘Anemia requiring erythropoietn stimulating agents
Elevated phosphate and/or parathyroid hormone
Unclear etology CKD.

NATORAL FDNEY

FOUNDATION. . o rom: iendu WL, e s, ln Am Soc Neghrol 2014:2(91:1526-1535

Kidney Failure Risk Calculator

DHEY FAILUR)

RISK CALCULATION

About this calculator

« Developed in patients with CKD stages G3-GS in Canada

« Validated in more than 700,000individuals spanning 30 +
countries worldwide.

The four and eight variable equations help predict the 2- e
yearand 5-year probability of kidney failure for a potential
patient with CKD Stage 3t0 5.

0 (——
Determining the probability of kidney failure may be useful ° °
for patient and provider communication, triage and

management of nephrology referrals, and timing of dialysis
access placement and living related kidney transplant.

https://kidneyfailurerisk.com/

RATIGHAL CCHEY * G C, et 1 Am  Kiey is 2022.7931330.332.
FOUNDATION. |+ Keney e s Calcutor. it ieyfsurerik com/.
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THANK YOU

Summary
Next steps ®

Concluding remarks

© 2023 National Kidney Foundation, Inc. All rights reserved.
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