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Chronic Kidney Disease

e  Affects 15% of adult population
. 37 million Americans

0 Represents 15% of Medicare
population but represents 25% of
the spend

. 90% remain undetected in primary
care

. Including almost 40% of
people in ESRD

. Is a cardiovascular risk multiplier

. HCC coding applies to CKD Stage 3
and higher

. only 18% of people with Stage
3 diagnosed
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80.3% of at-risk patients did not receive guideline concordant assessment
28,295,982 at-risk patients (16.2% diabetes/63.8 % hypertension/20.1% diabetes and hypertension)
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New Interventions
demonstrate significant
reductions in cardiovascular
risk and progression of kidney
disease
(e.g. SGLT2 inhibitor use)

Perkovic V, Jardine MJ, Neal B, et al. Canagliflozin
and Renal Outcomes in Type 2 Diabetes and
Nephropathy. New England Journal of Medicine.
2019;380(24):2295-2306.
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Can the Lab
guide patient
care?

Yes for CKD!

KIDNEY

How to Manage CKD

Conditions of { CKD Risk

Diabetes Age =60 years Family History of CKD
Hypertension Obesity AKI History
Cardiovascular Disease
y Yes
Screen for CKD

= “Spot” urine for albumin-to creatine ratio (ULACR) to detect albuminuria
= Serum creatinine to estimate glomerular filtration rate (eGFR)

Y
Is either of the following present for 3 months or more?

Periodically repeat No

Assign Albuminuria Category
=30 = A1 (normal or mildly 1)
30-299 = A2 (moderately 1)
== 300 = A3 (severely 1)

evaluation = + eGFR =60 mlimin/1.73 m2
= UACR =30 mg/g
y Yes
/ Classify CKD stage \

Assign GFR Category ¥

45-59=G3a

30— 44 = G3b Identify and treat

15-29=G4 specific cause of CKD *

<15=G5

Y ¥ ¥

¥

Patient Safety CKD Progression + Complications (for patients not on dialysis)
eGFR <60 BP Goals
* Consider eGFR in drug dosing * Mo Dh:

* Reduce risk of AKI volume depletion = SBP <120 (when tolerated) using standardized office BP measurment

= S5BP =130 reasonable, especially if no access to standardized BP

eGFR 45 to <60 measurement

* Avoid prolonged NSAIDs * With DM:

* Hold metfonmin for icdinated contrast imaging procedures = SBP =130 using standardized office BP measurement

+ Balance risk for AKl and polyphamacy, especially if very low kidney function

eGFR 30 to <45 + Congider less intensive therapy if limited life expectancy or symptomatic

CKD and CVD (for patients not on dialysis)
CKD = 1CVD risk

Consider statin therapy

* All =/= 50 years

* 18-49 years at high CVD risk (history of ASCWD,
DM, 10-yr ASCWD rigk =10%)

* Additional lipid-lowering treatment may be
warranted for higher risk individuals

« Awoid prolonged MSAIDs oostural hyvpotension

| Consider 5GLT-2i (independent of T2DM)




(2 CLINICALLAB 20 Using Predictive Capacity with
Clinical Lab 2.0
- A Patient Vignette -

» 44 year-old white male with recent lab work showing kidney dysfunction

« Pathology’s role in the existing healthcare paradigm
 Lab delivers high accuracy test result and is no longer involved
 PCP engages nephologist resulting in delayed care-worsening disease
« Multiple unnecessary visits to receive diagnosis

- Pathology’s role in the future healthcare paradigm
« Lab-initiated care protocol implemented
* No nephrologist referral needed
» Timely care driven by protocol and care guidelines-improving outcomes
« Reduced number of healthcare visits

Copyright © 2023 Clinical Lab 2.0. All rights reserved.
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Population Health Model

Develop and apply Design and test Implement clinical
clinical decision mte_r\(entlons_ using | decision rules for
clinical decision improved outcomes

rules applicable to .
. rules and population
the organization health
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