Bristol, North Somerset and S Gloucs PCTs

Chronic Kidney Disease Health Equity Audit

Short Report

Health equity audit ‘identifies how fairly services or other resources are distributed in relation to health needs of different groups and areas, and the priority action to provide services relative to need’.  We report on analyses of two indicators relating to chronic kidney disease (CKD), a condition commoner amongst some minority ethnic groups, older people and the socio-economically disadvantaged. A longer version of this report will be published on the Avon Public Health Network.
Part 1: patients aged 18yrs or above registered as having stage 3-5 chronic kidney disease by their general practice (QoF CKD indicator 1)
1. Purpose and methods
This audit assessed the percentage of patients registered as having CKD stage 3-5 by each general practice in Bristol, North Somerset and South Gloucestershire.  The audit assessed whether routinely reported data showed the expected pattern of higher percentages of patients with CKD in practices with higher scores for socio-economic deprivation. 
We used Quality of Outcome (QoF) data for 2006/2007 for the CKD 1 indicator and the total registered practice population (it was not possible to identify the practice population aged 18yrs or above).  Each practice was assigned a deprivation score using the Index of Multiple Deprivation. A sub analysis was performed using data for the Bristol general practices known (from a previous audit) to have a higher proportion of people belonging to BME groups, taking account of their location as one local hospital started reporting results for CKD staging earlier than the other). 
2. Results

We did not see the expected linear increase in the prevalence of CKD with increasing deprivation in any of the PCT areas (figures 1-3).  Of the 13 general practices that had a high percentage of registered patients belonging to BME groups only 5 practices had a CKD prevalence that was significantly lower than the PCT prevalence. These were practices closest to the hospital that started reporting CKD stages later. Registration of CKD in these practices would have been at a relatively early stage in 2006/07 compared with those using other hospitals implementing CKD reporting earlier.
Since completion of this audit, the Association of Public Health Observatories have produced PCT estimates of prevalence of CKD in people aged 18 and above
.  These suggest prevalences of 7.4% in Bristol, 10.5% in North Somerset and 8.6% in South Gloucestershire.  Note that these estimates will be higher than those given for practice prevalences in the local audit, which used total practice populations to estimate percentage population with CKD stage 3-5.
3. Discussion
Compared with nationally produced PCT estimates of CKD prevalence in 2006, results for the CKD 1 indicator in 2006/07 are low in BNSSG, as they are for PCTs elsewhere.  This is consistent with 2006/07 being the first year of reporting of the new CKD indicators.  Similarly, within each PCT it is too early to see the expected linear increase in the prevalence of CKD with increasing deprivation or higher numbers of patients from black and minority ethnic groups.  The observed percentage of CKD patients is a crude indicator of prevalence, affected by several factors:
3.1. Data issues

· Incomplete data as CKD registration was not included in QoF before 2006. 

· Different start dates for local hospitals reporting CKD stages.

· Exceptional reportingb   

· The data is not age standardised.   High percentages of CKD may reflect a practice having relatively large numbers of older patients. 

3.2. Different Population Mix

· CKD prevalence is expected to vary in different practices according to ethnic mix e.g. different numbers of people from South Asian, African Caribbean or other ethnic minority backgrounds.

3.3. Variation in management of risk factors

· Primary prevention i.e. identification of risk factors for CKD e.g. hypertension, diabetes, obesity, smoking, life style and family history of CKD with appropriate management may decrease the number of patients progressing to chronic kidney disease.

4. Conclusion

CKD stage 3-5 registration data for South Gloucestershire, North Somerset and Bristol do not show a linear increase in the prevalence of CKD with increasing deprivation, or consistently higher percentages of CKD in practices with greater numbers of patients from black and minority ethnic groups within Bristol.
The low percentages of patients reported as having CKD stage 3-5 in practices locally and nationally are partly explained by incomplete implementation, as 2006/07 was the first year for reporting this indicator.  Some hospitals started reporting eGFR later than April 2006.  Percentages of patients reported with CKD stage 3-5 rose in BNSSG in 2007/08, and further rises should be expected.  If low reported registration reflects recognition of CKD stage 3-5 still being relatively low, PCTs may see further rises in use of therapies and referrals as further patients with CKD are registered.
This health equity audit should be repeated when local PCT prevalences (range 3% - 3.2%) are closer to those estimated nationally for PCTs (ranging from 7.4% to 10.2%). QoF results from the NHS Information Centre are now published electronically on a national database, making this type of audit faster and easier to complete and enabling all percentages to be estimated using practice populations aged 18yrs or above
.
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Fig 1  Estimated prevalence of CKD in Bristol PCT.  QOF data (2006-2007 financial year)

Source: Bristol PCT.  Practice prevalences are for all ages, average PCT prevalence is for patients aged 18 or above. 
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Fig 2  Estimated prevalence of CKD in North Somerset PCT. QOF data (financial year 2006-2007)

Source: North Somerset PCT.  Practice prevalences are for all ages, average PCT prevalence is for patients aged 18 or above. 

Fig 3  Estimated prevalence of CKD in South Gloucestershire PCT.  QOF data (financial year 2006-2007)
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Source: South Gloucestershire PCT.  Practice prevalences are for all ages, average PCT prevalence is for patients aged 18 or above. 
Figure 4: Prevalence of CKD in BNSSG PCTs based on QOF data, patients aged 18yrs or above
	
	2006/07
	2007/08

	Bristol PCT
	2.6%
	3%

	North Somerset PCT
	2.7%
	3.2%

	South Gloucs PCT
	2.7%
	3.2%


Source: NHS Information Centre data published at http://www.gpcontract.co.uk/sha.php?orgcode=Q39&year=8  .  Also available at http://www.ic.nhs.uk/statistics-and-data-collections/supporting-information/audits-and-performance/the-quality-and-outcomes-framework/qof-2007/08/data-tables 
Part 2:  assessment of late presentation for treatment of end stage renal failure
1. Purpose and methods

This audit aimed to assess the scale of late registration amongst BNSSG patients and whether this problem was greater amongst more socio-economically disadvantaged patients and those from black and minority ethnic groups.  Late presentation (<4 months before the start of renal replacement therapy) is important because it has been shown to be associated with higher mortality, morbidity and costs.  Records were included for patients with a date of entry to the register between 1st January 2003 and 31st December 2007.
The audit used an indicator of late presentation for treatment – date of registration as an end stage renal failure patient at the Richard Bright Renal Unit at Southmead Hospital. Registration takes place as soon as possible after the patient becomes known to the unit and usually takes place within one day in most cases.
Patients were classified as ‘late presenters’ and ‘timely presenters’ based on their date of registration.  Late presenters were those registering less than 16 weeks before their RRT commenced.  Timely presenters were those registering 16weeks or more before starting RRT.  Patients were assigned to a PCT on the basis of the GP practice they were registered with.  The postcode on the patient’s record was used to assign them to one of five quintiles of socio economic status. 
Timely and late presentation for RRT were compared according to patients’ ethnicity, socio economic status, co-morbidity, age, sex, mode of RRT and PCT of residence. Odds ratios, 95% confidence intervals and p values using chi squared were estimated. 
2. Results

Characteristics of patients included in the audit are presented in appendix 1, table 1. There were 577 records for patients registered with practice in South Gloucestershire, North Somerset, Bristol and Bath & North East Somerset PCTs who were entered on the register between January 2003 and December 2007. Records were excluded for patients whose ethnicity was not recorded (16 patients), if they had received haemofiltration as first mode of RRT (1 patient) or if had received a transplant (17 patients). Analysis was done on a sample of 547 patients.
Three hundred and fourteen patients (57.4%) were male.  38 (6.6%) patients were from black and minority ethnic (BME) groups.   122 (21%) of patients were classified as late presenters.  333 (61%) patients were aged over 65yrs. 209 (38%) patients had diabetes.  
Registered patients were more likely to have postcodes associated with greater socio-economic deprivation (26% in quintile 5 for IMD score compared with 14% in quintile 1).

2.1 Late registration 

As there is no national dataset enabling comparisons of local data with a national benchmark, the figure for the largest local PCT (Bristol) was compared with neighbouring PCTs.
· 21.5% of 224 patients registered late for RRT in Bristol.

· 30.1% of 88 patients registered late for RRT in Bath & North East Somerset (OR=1.61, CI 0.93-2.80). This finding was not statistically significant.

· 15.0 % of 113 patients registered late for RRT in North Somerset (OR=0.65, CI 0.35-1.18). This finding was not statistically significant.
· 21.8 % of 119 patients registered late for RRT in South Gloucestershire PCT (OR=1.01, CI 0.59-1.74). This finding was not statistically significant.

2.2 Ethnicity
22.2% of the patients belonging to BME groups registered late for RRT (OR=1, CI 0.45-2.22). This was not significantly different when compared with white patients.
2.3 Diabetes

26.7% of people who did not have diabetes registered late compared with 13.9% of patients with diabetes. Non diabetic patients are more than two times likely to be registered late compared with diabetic patients. (OR 2.26,CI 1.43-3.57) This finding was statistically significant.

2.4 Sex
19.8% of the males registered late for RRT compared with 24.5 % of females (OR=0.76, CI 0.51-1.14). This finding was not statistically significant

2.5 Age
21.9% of the patients registering late were 65 yrs and above as compared to 21.6% of patients less than 65 yrs (OR=1.02, CI 0.67-1.54). This finding was not statistically significant.

2.6 Socio-economic status

19.9% of people registering late for RRT had postcodes assigned to Quintile 5 (most deprived one fifth of postcodes), while 23.4% were assigned to quintile 1 (least deprived) (OR=0.81, CI 0.42-1.58). This finding was not statistically significant

Figure 1 
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Source Renal Unit Southmead Hospital
2.7 Mode of first RRT

Patients registered late were more likely to start haemodialysis than peritoneal dialysis as their first mode of renal replacement therapy. 17 (11.8%) patients registering late started peritoneal dialysis as their first mode of treatment (OR=0.43, CI 0.22-0.82). This finding was statistically significant. 

3. Discussion

21% of the patients in this audit were registered late i.e. less than 4 months (16weeks) before starting RRT.  Earlier research in Bristol and Portsmouth renal units for chronic RRT between June 1997 and May 1998 suggested that 30-40% of patients presented late for RRT
.   From hospital case notes and patient questionnaires, 38% of the 250 patients presented late ie started dialysis within 4 months of referral. These patients were in ‘a poorer clinical state’ e.g. more likely to be anaemic, less likely to have standard care and more likely to have emergency dialysis. Late referral was unavoidable in half due to the sudden or insidious nature or their disease.  Almost half (45%) had ‘definite avoidable reasons’ for late referral: four fifths of these were known to have progressive renal disease and the remainder were high risk patients in whom opportunities for early detection had been missed. A sub-group of 35 (14%) patients with progressive deterioration of test results that were not acted upon were highlighted as the greatest missed opportunity.  Since then, guidelines on detection and management of CKD have been published and the national Quality and Outcomes Framework (QOF) assessment of indicators of CKD management in practices has been introduced, with the expectation of more effective management of CKD.
Results of this audit are not directly comparable with the earlier Bristol and Portsmouth study as each used different methods.  As registration does not occur until after a nephrologist has seen a patient, this audit is likely to underestimate the problem of late referral compared to the Bristol and Portsmouth study.

Patients who were not diabetic were more likely to be registered late than those with diabetes, consistent with UK research comparing patients with diabetic nephropathy with other types of CKD.  By contrast, research from America suggested that diabetic patients suffering from CKD presented later for RRT because endocrinologists do not refer patients early in the course of the disease or because the disease remains unrecognized in diabetic patients

. These differences may reflect more success in the UK health care system in detecting and managing long term conditions.  In England, there is systematic annual assessment of diabetes care by general practices through the QOF.
The findings that patients from BME groups were not more likely to present late for RRT is contrary to the findings of a research study in the North West of England that found Indo-Asian patients more likely to present late for RRT and have a worse prognosis
. 
4. Conclusions

Late registration for treatment of end stage renal failure occurred in 122 (21.1%) patients in this audit of 547 BNSSG and BANES patients registered for RRT during a 5 yr period.  The audit has not found evidence to support late registration being commoner amongst more socio-economically disadvantaged patients or those from BME groups. Variations in the percentages of patients registering late by PCT were not statistically significant.

Late registration was commoner amongst patients who did not have diabetes.  This may reflect diabetics being more likely to receive systematic surveillance of their health status.   

Implementation of recent guidelines and new systems for measuring kidney function and surveillance of primary care CKD management could impact on late referral (although some patient are referred from specialties other than primary care).    Previous research found that late presentation was unavoidable in about half of all cases.

Dr Faiza Khan, Specialist Registrar Public Health, South Gloucestershire PCT

Habib Naqvi, Public Health Analyst Bristol PCT
Dr Christine Hine, Consultant in Public Health, Bristol & S Glos PCTs
Dr Christopher Burton, Consultant Nephrologist, North Bristol NHS Trust.
August 2008
Appendix 1 

Table 1 Characteristics of BNSSG PCT patients registering for RRT. January 2003 – December 2007 at Richard Bright Renal Unit.  BNSSG and BANES PCT patients.
	Characteristic
	Numbers
	Percentage %

	Age
	= or >65 yrs
	333
	60.9

	
	<65 yrs
	214
	39.1

	Sex
	Male
	314
	57.4

	
	Female
	233
	42.6

	Diabetes
	Diabetic 
	209
	38.2

	
	Non diabetic
	338
	61.8

	Socio-economic status (quintiles of Index of Multiple Deprivation Scores)


	Q1
	77
	14.1

	
	Q2
	79
	14.4

	
	Q3
	120
	21.9

	
	Q4
	129
	23.6

	
	Q5
	142
	25.9

	Ethnicity
	BME
	38
	6.6

	
	White
	497
	90.8

	PCT
	Banes
	88
	16.2

	
	Bristol 
	224
	41.2

	
	South Gloucestershire
	119
	21.9

	
	North Somerset
	113
	20.8

	Mode of first RRT
	Haemodialysis
	454
	83

	
	Peritoneal dialysis
	93
	17

	
	Transplant
	17
	2.9

	Presentation
	Late
	122
	21.1

	
	Timely
	454
	78.6


Source: Renal Unit Southmead Hospital
Table 2   Characteristics of patients and late registration for treatment of end stage renal failure.   January 2003 – December 2007 at Richard Bright Renal Unit.  BNSSG and BANES PCT patients.
Statistically significant results are highlighted in bold.

	
	Number registered
	Late registrations
	Odds ratio
	95% confidence interval
	P value

	Female
	233 (42.6)
	57 (24.5)
	1.00
	
	

	Male
	314 (57.4)
	63 (19.8)
	0.76
	0.51-1.14
	0.192

	Age <65yrs
	214 (39.1)
	46 (21.6)
	1.00
	
	

	=/>65yrs
	333 (60.9)
	73 (21.9)
	1.02
	0.67-1.54
	0.928

	BME
	38 (6.6)
	9 (22.2)
	1.00
	
	

	White
	497 (90.8)
	110 (22.2)
	1.00
	0.45-2.22
	0.995

	SE quintile 1
	77 (14.1)
	18 (23.4)
	1.00
	
	

	SE quintile 2
	79 (14.4)
	11 (13.9)
	0.53
	0.24-1.20
	0.129

	SE quintile 3
	120 (21.9)
	26 (21.7)
	0.91
	0.46-1.78
	0.779

	SE quintile 4
	129 (23.6)
	36 (27.9)
	1.27
	0.66-2.42
	0.474

	SE quintile 5
	142 (25.9)
	28 (19.9)
	0.81
	0.42-1.58
	0.543

	Bristol PCT
	224 (41.2)
	48 (21.5)
	1.00
	
	

	BANES PCT
	88 (16.2)
	27 (30.1)
	1.61
	0.93-2.80
	0.089

	N Somerset PCT
	113 (20.8)
	17 (15.0)
	0.65
	0.35-1.18
	0.155

	S Gloucs PCT
	119 (21.9)
	26 (21.8)
	1.01
	0.59-1.74
	0.945

	Diabetic
	209 (38.2)
	29 (13.9)
	1.00
	
	

	Not diabetic
	338 (61.8)
	90 (26.7)
	2.26
	1.43-3.57
	0.000

	1st treatment haemodialysis
	454 (83.0)
	108 (23.8)
	1.00
	
	

	1st treatment peritoneal dialysis
	93 (17.0)
	11 (11.8)
	0.43
	0.22-0.82
	0.010
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� � HYPERLINK "http://www.apho.org.uk/resource/item.aspx?RID=54378" ��http://www.apho.org.uk/resource/item.aspx?RID=54378� Prevalence estimates based on "PE Stevens, DJ O'Donoghue, S de Lusignan, J Van Vlymen, B Klebe, R Middleton, N Hague, J New and CKT Farmer. Chronic Kidney Disease management in the United Kingdom: NEOERICA project results. Kidney International (2007) 72, 92–99" This study gives age-sex specific prevalence estimates which have been applied to estimates of the resident population (2006 mid year estimates, ONS)





b Patients may be excluded from the Qof data if they refuse to attend for review of their condition, terminally ill patients, newly registered patients, patients for whom prescribing is not appropriate, patients who cannot tolerate medication or if the investigating services is unavailable.
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