2017 AAFP FMX Needs Assessment
Body System: Nephrologic
Session Topic: Chronic Kidney Disease and End-Stage Renal Disease
Educational Format
Faculty Expertise Required
Expertise in the field of study. Experience teaching in the field
of study is desired. Preferred experience with audience
Interactive
response systems (ARS). Utilizing polling questions and
REQUIRED
Lecture
engaging the learners in Q&A during the final 15 minutes of
the session are required.
Expertise teaching highly interactive, small group learning
environments. Case-based, with experience developing and
teaching case scenarios for simulation labs preferred. Other
Problem-Based workshop-oriented designs may be accommodated. A typical
OPTIONAL
Learning (PBL) PBL room is set for 50-100 participants, with 7-8 each per
round table. Please describe your interest and plan for teaching
a PBL on your proposal form.
Professional Practice Gap

 Patients are not being
effectively screened with
renal disease that are at
enhanced risk for
cardiovascular disease.
 The proportion of patients
with CKD who were given
appropriate CVD risk
modifying agents is lower
than general population—as
part of their in the chronic
management of these
patients, family physicians
need education to address
this imbalance.
 Patient-based factors that
act as barriers to more
appropriate care of patients
with CKD are frequently
not considered.
 Frequent non-adherence to
CKD/ESRD guidelines.
 Patients are frequently nonadherent to prescribed CKD
therapies.

Learning Objective(s) that will close the
gap and meet the need
1. Refine evaluation skills to more
effectively screen for the presence of
chronic kidney disease.
2. Construct an appropriate treatment
plan for a patient with chronic kidney
disease that also considers the
potential for comorbidities, including
tailoring the treatment regimen for the
individual, follow-up monitoring, and
making an appropriate referral.
3. Address the impact of patient
misconceptions of their risk for
cardiovascular disease, medication
non-compliance, and negative lifestyle
factors as barriers to appropriate care
of chronic kidney disease patients and
devise an action plan to correct these
issues.

Outcome Being
Measured
Learners will
submit written
commitment to
change statements
on the session
evaluation,
indicating how
they plan to
implement
presented practice
recommendations.

ACGME Core Competencies Addressed (select all that apply)
X Medical Knowledge
Patient Care
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X Interpersonal and Communication Skills
Practice-Based Learning and Improvement
Professionalism
Systems-Based Practice
Faculty Instructional Goals
Faculty play a vital role in assisting the AAFP to achieve its mission by providing high-quality,
innovative education for physicians, residents and medical students that will encompass the art,
science, evidence and socio-economics of family medicine and to support the pursuit of lifelong
learning. By achieving the instructional goals provided, faculty will facilitate the application of
new knowledge and skills gained by learners to practice, so that they may optimize care provided
to their patients.
 Provide up to 3 evidence-based recommended practice changes that can be immediately
implemented, at the conclusion of the session; including SORT taxonomy & reference
citations
 Facilitate learner engagement during the session
 Address related practice barriers to foster optimal patient management
 Provide recommended journal resources and tools, during the session, from the American
Family Physician (AFP), Family Practice Management (FPM), and Familydoctor.org
patient resources; those listed in the References section below are a good place to start
o Visit http://www.aafp.org/journals for additional resources
o Visit http://familydoctor.org for patient education and resources
 Provide an overview of current CKD/ESRD clinical practice guidelines and
recommendations for incorporating key elements into practice that will have immediate
and large impacts to patient care.
 Provide recommendation for more effectively screen for the presence of chronic kidney
disease.
 Provide strategies and recommendations for constructing an appropriate treatment plan
for a patient with chronic kidney disease that also considers the potential for
comorbidities, including tailoring the treatment regimen for the individual, follow-up
monitoring, and making an appropriate referral.
 Provide an overview of new treatment therapies and evidence-based recommendations
for their use in managing CKD/ESRD.
 Provide recommendations for managing patients who are receiving peritoneal dialysis at
home or even hemodialysis at home.
 Provide recommendations to address the impact of patient misconceptions of their risk
for cardiovascular disease, medication non-compliance, and negative lifestyle factors as
barriers to appropriate care of chronic kidney disease patients and devise an action plan to
correct these issues.
 Provide strategies and recommendations for developing a systematic approach to
communicating about diagnosis, prognosis, treatment options, and goals of care.
 Provide recommendations regarding guidelines for Medicare reimbursement.
 Provide recommendations to maximize office efficiency and guideline adherence to the
diagnosis and management of CKD/ESRD.
 Provide an overview of newly available treatments, including efficacy, safety,
contraindications, and cost/benefit relative to existing treatments.
 Provide instructions regarding the incorporation and use of the PCMH/ACO/Primary
Care Core Measure Set into practice.
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Needs Assessment
It is estimated that as many as 23 million adults aged 20 or older have physiological evidence of
chronic kidney disease (CKD), accounting for approximately 10% of the adult population. 1,2
However, only 2% (4.5 million adults) have reportedly been told by a physician within the past
12 months that they had CKD, and are 16 to 40 times more likely to die from CKD than to reach
end-stage renal disease (ESRD).1 The prevalence of ESRD has steadily increased from 615,899
in the fourth quarter of 2011, to 641,607 in the fourth quarter of 2012. 3 The 2009 National
Health Interview Survey reported that kidney disease is much more prevalent among poor adults
and those with less education; adults under the age of 65 covered by Medicaid – and those with
less than a high school education – have higher percentages of CKD. 4
According to the National Institutes of Health (NIH), “kidney disease can be detected earlier by
standardized blood tests to estimate renal function and monitoring of urine protein excretion.
New drugs better control blood pressure and slow the rate of kidney damage by about 50%. 5
Family physicians should conduct such blood tests as part of routine screenings for patients with
kidney disease, and many do. AAFP Practice Profile data indicate that the majority of family
physicians perform a variety of blood and urine tests or collect the specimen and send to an
outside lab; such tests include complete blood count (CBC), Hemoglobin, dipstick urinalysis or
urine microscopic exam.6 Screening and diagnosis of patients with CKD can help family
physicians to classify stages in the progression of the disease, which will allow them to better
manage such patients. Screening individuals at high risk for CKD—those older than 50 years;
those with a history of diabetes, hypertension, or cardiovascular disease; and those with a family
history of CKD, among others—may prevent or delay CKD and ESRD. 1
Data from a recent American Academy of Family Physicians (AAFP) CME Needs Assessment
survey indicate that family physicians have knowledge gaps with regard to managing CKD and
ESRD, and patient adherence and patient education. 7 More specifically, CME outcomes data
from 2012-2015 AAFP FMX (formerly Assembly): Chronic Kidney Disease/Cardiovascular
Disease; and Chronic Kidney Disease-End Stage Renal Disease sessions, and a multi-format
CKD-CVD program suggest that physicians have knowledge and practice gaps with regard to
appropriate screening, especially patients at risk for diabetes, hypertension, and chronic kidney
disease; appropriate and timely referral; treating within the guidelines, and providing better
patient education and counseling.8-11
More and more patients with CKD and ESRD are surviving longer. For these patients, their CKD
is complicating and is complicated by their other comorbidities. Also, there are more options
available for patients with ESRD other than traditional hemodialysis. As patients with early stage
CKD may be best managed through primary care, physicians should be aware of how to manage
patients who are receiving peritoneal dialysis at home or even hemodialysis at home (which is
easier and less expensive).12,13 Also, it is worth discussing prognostication for patients with
ESRD.
A review of the literature confirms that physicians are frequently non-adherent to current
CKD/ESRD guidelines, with lack of time during a normal office visit cited as a barrier to
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guideline implementation.14-17 Physicians also show limited understanding and use of National
Kidney Foundation (NKF) screening guidelines, resulting in ineffective patient screening for
renal disease, which are at increased risk for cardiovascular disease (CVD). 14-17 Physicians have
low confidence when giving antiplatelet (AP) agents to patients with CKD because of bleed risk
fears—despite evidence showing that with appropriate monitoring the use of AP therapy in this
patient group is safe and effective.18 This results in an underuse of therapies. The proportion of
patients with CKD who were given appropriate risk modifying agents is lower than in the
general population “therapeutic nihilism”. Less than 50% of patients with severe CKD (and
therefore known to be at high CVD risk) were on appropriate combination ASA, β-blocker, ACE
inhibitors, and statins. Patient non-adherence to prescribed therapies, resulting in risk factors for
CVD being poorly controlled, thereby enhancing the probability of CVD-induced ischemic
events.19 Physicians need to receive continuing medical education regarding evidence-based
recommendations for efficacious treatments for CKD comorbidities, including strategies to foster
patient adherence.
CKD is a more pronounced risk factor for CVD in Blacks and Hispanics than in Whites; in part,
due to lower awareness of the CKD and its risks in Black patients, leading to later office visits
and diagnosis at a more severe stage.20,21,22 Racial differences also exist clinically and are
hypothesized to be due to more frequent or more severe subclinical vascular disease secondary to
hypertension or diabetes in Black individuals.23,24 Socioeconomic status is also an independent
risk factor for CKD-CVD risk. 25 Because the rates of ESRD are much higher among black and
Native American populations, family physicians should exercise culturally competent care in all
interactions with patients and families as well.
The AAFP National Research Network (NRN) conducted the Chronic Kidney Disease –
Improving Evidence-based Primary Care study from September 2011 through August 2016. As
of June 2016 the project is in the data analysis phase.26
Specific Aims and Objectives of the study:
1. Conduct a group randomized controlled trial of point-of-care computer decision support
plus the full TRANSLATE model of practice change, versus computer decision support
alone in promoting evidence-based care in primary care practices for all patients with an
eGFR <60 and >15 ml/min/1.73m2 confirmed with repeat testing over three or more
months. (CKD stages 3 and 4)
 Hypothesis 1.1: CDS practices using the TRANSLATE model will provide a
greater degree of evidence-based guideline-concordant care for CKD than CDS
only practices.
2. Conduct an intent-to-treat and process analysis between the CDS practices with
facilitation versus the CDS-only practices of the clinical outcomes of CDK progression
and all-cause mortality.
 Hypothesis 2.1: Patients with stage 3 and 4 CKD in facilitated practices will have
slower CKD progression than patients in CDS-only practices.
 Hypothesis 2.2: Patients with stage 3 and 4 CKD in facilitated practices will have
significantly lower all-cause mortality than stage 3 and 4 patients in CDS-only
practices.
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Hypothesis 2.3: The process evaluation will determine through qualitative
methods the fidelity of the facilitated TRANSLATE program; find the challenges
and enablers of the implementation process, and the contextual factors that
contribute to TRANSLATE decisions and strategies; and translate lessons learned
into pragmatic “best practices” for future facilitation and dissemination.
3. Conduct a cost-effectiveness analysis that will compare the benefit of the intervention of
computer decision support alone against the intervention of computer decision support
plus TRANSLATE (practice facilitation) in relationship to overall cost per quality
adjusted years of life.
 Hypothesis 3.1: The intervention of computer decision support plus
TRANSLATE is more cost-effective than the intervention of computer decision
support alone.
Key findings, to date, are summarized as follows: 27-31
 Barriers to guideline implementation were identified in each of the 4 NPT domains,
including (1) lack of knowledge and understanding around CKD (coherence), (2)
difficulties engaging providers and patients in CKD management (cognitive
participation), (3) limited time and competing demands (collective action), and (4)
challenges obtaining and using data to monitor progress (reflexive monitoring).
 CKD stage 3 ICD-9 code usage did not accurately reflect the prevalence of disease
among this population. This has clinical implications because patients may be treated or
receive tests for a disease they do not have.
 More research is needed to determine definitively whether or not the treatment of
albuminuria delays the progression of chronic kidney disease and reduces mortality
Physicians may improve their care of patients with CKD/ESRD by engaging in continuing
medical education that provides practical integration of current evidence-based guidelines and
recommendations into their standards of care, including, but not limited to the following: 32-39
 The AAFP concludes that the evidence is insufficient to assess the balance of benefits and
harms for routine screening for chronic kidney disease (CKD) in asymptomatic adults.
Common tests considered for CKD screening include creatinine-derived estimates of
glomerular filtration rate (GFR) and urine testing for albumin.
 Asymptomatic adults without risk factors for chronic kidney disease should not be
screened for chronic kidney disease.
 Adults who are taking an angiotensin-converting enzyme inhibitor or an angiotensin IIreceptor blocker should not be tested for proteinuria, whether or not they have diabetes.
 Adults with hypertension and stage 1 to 3 chronic kidney disease should be treated with
either an angiotensin-converting enzyme inhibitor or an angiotensin II-receptor blocker.
 Adults with stage 1 to 3 chronic kidney disease and elevated low-density lipoprotein
should be treated with statin therapy.
 Physicians should screen at-risk populations for CKD using serum creatinine levels and
random urine testing for albuminuria.
 Adults with cardiovascular disease should be screened for CKD.
 The Chronic Kidney Disease Epidemiology Collaboration formula is more accurate than
the Modification of Diet in Renal Disease equation or the Cockcroft-Gault equation, and
should be used to estimate GFR.
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Acetaminophen is the analgesic of choice for short-term treatment of mild to moderate
pain in patients with stage 3 to 5 CKD.
Nephrology consultation is indicated when the estimated GFR is less than 30 mL per
minute per 1.73 m2.
Patients with nondiabetic kidney disease and a random urine total protein-to-creatinine
ratio greater than 200 mg per g, and those with diabetic kidney disease, should be treated
with an ACE inhibitor or an angiotensin II receptor blocker.
Concurrent use of ACE inhibitors and angiotensin II receptor blockers should be avoided
because of symptomatic hypotension and worsening kidney function.
Hemoglobin goals should not exceed 11 g per dL (110 g per L) in patients receiving
erythropoiesis-stimulating agents due to the risk of major cardiovascular events.
Gadolinium should be avoided in patients with a glomerular filtration rate less than 30
mL per minute per 1.73 m2, or with acute kidney injury caused by hepatorenal syndrome
or in the perioperative liver transplantation period.
Fentanyl and methadone are the preferred opioids for use in patients with end-stage renal
disease.
Conservative (nondialytic) management of end-stage renal disease can be offered to older
adults and patients with multiple comorbidities.
Delayed initiation of dialysis (when glomerular filtration rate is 5.0 to 7.0 mL per minute
per 1.73 m2) yields equivalent outcomes to early initiation.
Patients with end-stage renal disease should have advance directives, including
documentation of situations in which they would want to discontinue dialysis.
Develop a Physician-Patient Relationship for Shared Decision-Making, for ESRD
patients.
Fully Inform AKI, Stage 4 and 5 CKD, and ESRD Patients about Their Diagnosis,
Prognosis, and All Treatment Options.
Give All Patients with AKI, Stage 5 CKD, or ESRD an Estimate of Prognosis Specific to
Their Overall Condition
If Appropriate, Forgo (Withhold Initiation or Withdraw Ongoing) Dialysis for Patients
with AKI, CKD, or ESRD in Certain, Well-defined Situations.
Consider Forgoing Dialysis for AKI, CKD, or ESRD Patients Who Have a Very Poor
Prognosis or for Whom Dialysis Cannot Be Provided Safely.
Consider a Time-Limited Trial of Dialysis for Patients Requiring Dialysis, But Who
Have an Uncertain Prognosis, or for Whom a Consensus Cannot Be Reached about
Providing Dialysis.
Establish a Systematic Due Process Approach for Conflict Resolution if There Is
Disagreement about What Decision Should Be Made with Regard to Dialysis.
To Improve Patient-Centered Outcomes, Offer Palliative Care Services and Interventions
to All AKI, CKD, and ESRD Patients Who Suffer from Burdens of Their Disease.
Use a Systematic Approach to Communicate about Diagnosis, Prognosis, Treatment
Options, and Goals of Care.

These recommendations are provided only as assistance for physicians making clinical decisions
regarding the care of their patients. As such, they cannot substitute for the individual judgment
brought to each clinical situation by the patient's family physician. As with all clinical reference
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resources, they reflect the best understanding of the science of medicine at the time of
publication, but they should be used with the clear understanding that continued research may
result in new knowledge and recommendations. These recommendations are only one element in
the complex process of improving the health of America. To be effective, the recommendations
must be implemented. As such, physicians require continuing medical education to assist them
with making decisions about specific clinical considerations.
Physicians can improve patient satisfaction with the referral process by using readily available
strategies and tools such as, improving internal office communication, engaging patients in
scheduling, facilitating the appointment, tracking referral results, analyzing data for
improvement opportunities, and gathering patient feedback. 40,41
The American Academy of Family Physicians Academy has participated in the Core Measures
Collaborative (the Collaborative) convened by America’s Health Insurance Plans (AHIP) since
August 2014. The Collaborative is a multi-stakeholder effort working to define core measure sets
of various specialties promoting alignment and harmonization of measure use and collection
across both public and private payers.
Participants in the Collaborative included Centers for Medicare and Medicaid Services (CMS),
the National Quality Forum (NQF), private payers, provider organizations, employers, and
patient and consumer groups. This effort exists to decrease physician burden by reducing
variability in measure selection, specifications and implementation– making quality
measurement more useful and meaningful for consumers, employers, as well as public and
private clinicians.
With significant AAFP input, a PCMH/ACO/Primary Care Core Measure Set has been
developed for primary care. The goal of this set is to decrease burden and allow for more
congruence between payer reporting programs.42
Resources: Evidence-Based Practice Recommendations/Guidelines/Performance Measures
 Chronic kidney disease: detection and evaluation39
 End-stage renal disease: symptom management and advance care planning 34
 National Kidney Foundation practice guidelines for chronic kidney disease: evaluation,
classification, and stratification33
 Update on the management of chronic kidney disease35
 K/DOQI clinical practice guidelines on hypertension and antihypertensive agents in
chronic kidney disease17
 Revised dialysis clinical practice guideline promotes more informed decision-making 32
 ACP: Screening, Monitoring, and Treatment of Stage 1 to 3 Chronic Kidney Disease: A
Clinical Practice Guideline37
 AMA PCPI Performance Measures: Kidney Disease (adult/pediatric) 43
 Adding health education specialists to your practice44
 Envisioning new roles for medical assistants: strategies from patient-centered medical
homes45
 The benefits of using care coordinators in primary care: a case study46
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Engaging Patients in Collaborative Care Plans47
Health Coaching: Teaching Patients to Fish48
Medication adherence: we didn't ask and they didn't tell 49
Encouraging patients to change unhealthy behaviors with motivational interviewing 50
Integrating a behavioral health specialist into your practice51
Simple tools to increase patient satisfaction with the referral process 40
Managing difficult encounters: understanding physician, patient, and situational factors 52
Communicating bad news to your patients53
Exercise training for adults with chronic kidney disease54
FamilyDoctor.org (patient resource): Chronic Kidney Disease55
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