Integrating Primary Care and
Chronic Kidney Disease

Any role for IPIP and statewide
guality initiatives?




Background — What’s going on in
Outpatient Primary Care Practice?

 McGlynn et al. The quality of health care
delivered to adults in the United States. N
Engl J Med;348:2635 (June 26, 2003).




Table 5. Adherence to Quality Indicators, According to Condition.*

Condition
Senile cataract
Breast cancer
Prenatal care
Low back pain

Coronary artery
disease

Hypertension
Congestive heart failure

Cerebrovascular
disease

Chronic ebstructive
pulmonary disease

Depression
Orthopedic conditions
O steocarthritis
Colorectal cancer
Asthma

Benign prostatic hyper-
plasia

Hyperlipidemia
Diabetes mellitus
Headache

Urinary tract infection

Community-acquired
prneurmonia

Sexually trans mitted
diseases or vaginitis

Dyspepsia and peptic
ulcer disease

Adrial fibrillation
Hip fracture

Alcohol dependence

MNo. of
Indicators

10
=
39
5
37

27
36
10

20

14
10

3
12

25

13
21
13

26

No. of
Participants
Eligible

159
192
134
489
410

1973
104
101

169

Fr0
302
598
231
260
138

519
488
712
459
144

410

278

100
110
280

Total No.
of Times
Indicator
Eligibility
Was Met
602
202
2920
3391

2083

6643
1438
210

1340

3011
590
648
329

2332
147

643
2952
8125
1216

291

2146

287

407
167
1036

Percentage of

Recommended

Care Received
(9524 CI)

78.7 (73.3-84.2)
75.7 (69.9-81.4)
73.0 (69.5—76.6)
68.5 (66.4—70.5)
68%.0 (64.2—71.8)

64.7 (62.6—66.7)
63.9 (55.4-72.4)
59.1 (49.7—68.4)

58.0 (51.7—64.4)

57.7 (55.2—60.2)
57.2 (50.8—63.7)
57.3 (53.9-60.7)
53.9 (47.5—60.4)
53.5 (50.0—57.0)
53.0 (43.6-62.5)

48.6 (44.1-53.2)
45.4 (42.7—48.3)
45.2 (43.1—47.2)
40.7 (37.3—44.1)
39.0 (32.1—45.8)

36.7 (33.8-39.6)

32.7 (26.4-39.1)

24.7 (18.4-30.9)
22.8 (6.2—39.5)
10.5 (6.8—14.6)

Condition-specific scores are notreported for management of pain due to
cancer and its palliation, management of symptoems of mencopause, hysterec-
tomy, prostate cancer, and cesarean section, because fewer than 100 people
were eligible for analysis ofthese categories. Cl denotes confidence interval.




Table 3. Adherence to Quality Indicators, Overall and According to Type
of Care and Function.

Total No. of Percentage of
No. of Times Indicator Recommended

Mo.of  Participants Eligibility Care Received

Variable Indicators Eligible Was Met (959% Cl)*
Overall care 439 6712 98,649 54.9 (54.3-55.5)
Type of care

Preventive 38 6711 55,268 54.9 (54.2-55.6)

Acute 153 2318 19,815 53.5 (52.0-55.0)

Chrenic 248 3387 23,566 56.1 (55.0-57.3)
Function

Screening 4] 6711 39,486 52.2 (51.3-53.2)

Diagnosis 178 6217 29,679 55.7 (54.5-56.8)

Treatment 173 6707 23,019 57.5 (36.5-38.4)

Follow-up 47 2413 6,465 58.5 (56.6-60.4)

* (| denotes confidence interval.




Barriers to “Perfect Care”

Systems of Care

Reimbursement

Visit Length

Competing Concerns / patient acuity




An Aside — P4P In the UK

Doran et al. Pay-for-performance
orograms in family practices in the United
Kingdom. N Engl J Med;355:375 (July 27,
20006).







Barriers to “Perfect Care”

Systems of Care

Reimbursement

Visit Length

Competing Concerns




Improving Performance in Practice

e Sponsored by RWJ and ABMS
e 2 Initial states: NC and Colorado

* Initial target: Chronic Disease
Management (DM and Asthma)




The Methods

CCNC (Medicaid participating practices), AHEC
and the NC Division of Public Health

The Quality Improvement Coach

Baseline Data

Disease Registries and Electronic Records
(point of service reminders) and data feedback

System Analysis — PDSA'’s




The Diabetes Measures — Percentage of
Patients who Have:

« A1C measured Microalbumin (or on ACE-I or
AlC <7 ARB)
Al1C >9 Eye exam
BP < 130/80 Foot exam
BP < 140/90 Flu vaccine
LDL C measured Tobacco query
LDL C < 100 Smoking Cessation

LDL C < 130




Statewide Quality Initiative

e Consortium of Organizations: AHEC, CCNC,
The State of NC (and Division of Public Health),
The State Employees’ Health Plan, BCBSNC,
NCHA, NCMS

e Spread IPIP methodology and CQI diffusely

nclude Congestive Heart Failure (CHF),
Hypertension (HPN), Myocardial Infarction (Ml),
orevention (in addition to Asthma and DM)




Reasonable Expectations of
Primary Care in CKD?

Screening — Creatinine Clearance
ACE-I's (ARB's)

Aggressive hypertension management
Diabetes control

Attempted nephrology referral




Primary Care Limitations

* Same system deficiencies as exist in other
chronic diseases

* Disease Registries / POS  reminders

* Organized Flow of Data (renal function
flow sheets, proteinuria measurements,
wts, bp control, etc.)

* Access to specialists

* Disease Specific Education and TLC




Screening Centers and Kidney
Disease Specialists In Isolation

Large majority of CKD patients suffer other
chronic diseases — who will unify care?

Who will manage HPN and DM?

Can we justify a freestanding “disease
specialist” for one chronic illness when this
service Is lacking for more prevalent
liInesses?




Screening Centers and Kidney
Disease Specialists In Isolation

IS It reasonable to screen and diagnose
“kidney failure” without a medical care
alternative in reserve?




The Dream

Regional Chronic Care Centers
- education

- self-management

- advice (scope of practice)

Formal Physician Attachment

Informatic Connectivity / Hierarchical Care




The Reality




Conclusions

* Primary Care Practices are overworked
and challenged

 There is hope for performance
Improvement by addressing practice
SYAIEINES




Conclusions

e CKD can fit into the IPIP / statewide
guality lexicon

« Still need chronic care system support
structures (like with DM, HPN, and CHF)




Conclusions

« Still need a plan to establish access to
care for patients newly diagnosed by
screening

o Still need a plan for access to
nephrologists for underserved /
underinsured patients who have early
stage renal disease




