
Integrating Primary Care and 
Chronic Kidney Disease

Any role for IPIP and statewide 
quality 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).







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 
programs in family practices in the United 
Kingdom. N Engl J Med;355:375 (July 27, 
2006).





Barriers to “Perfect Care”

• Systems of Care

• Reimbursement

• Visit Length

• Competing Concerns



Improving Performance in Practice

• Sponsored by RWJ and ABMS

• 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
A1C < 7
A1C > 9

• BP < 130/80
BP < 140/90

• LDL C measured
LDL C < 100
LDL C < 130

• Microalbumin (or on ACE-I or 
ARB)

• Eye exam
• Foot exam
• Flu vaccine
• Tobacco query
• Smoking Cessation 



Statewide Quality Initiative 

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

• Spread IPIP methodology and CQI diffusely

• Include Congestive Heart Failure (CHF), 
Hypertension (HPN), Myocardial Infarction (MI), 
prevention (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 
illnesses?



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 
systems



Conclusions

• CKD can fit into the IPIP / statewide 
quality 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

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


