1


Kidney Failure Support Team-Low Clearance Clinic Guidelines
Clinical Director



Sign …………………………………………..






Name ………………………………………….
Disclaimer: These guidelines are only valid for use in Heart of England NHS Foundation Trust until the specified review 

Meta Data

	Document Title:
	 Kidney Failure Support Team- Low Clearance Clinic  Guidelines

	Document Author:
	Annette Dodds

	Document Sponsor:
	Vijay Suresh Clinical Director 

	Source Directorate:
	The Renal Directorate

	Date Of Release:
	The date of release (The date that the Guideline was ratified by an appropriate Board review)

	Review Date:
	October 2014

	Related Policies/Topic/Driver
	Access referral protocol; Hepatitis B Vaccination Guidelines; Renal Transplantation Work Up protocol; Renal Anaemia Protocol;  ; Renal Dietetic Protocol, Guidelines For the Supportive Care of Patients with End Stage Renal Disease On The Conservative Management Pathway. 

	Stored Centrally:
	The location where the document is stored for all Trust members to view.

	Stored Locally:
	Kidney Failure Support Team Office


Revision History

	Version No.
	Date of Issue
	Author
	Reason for Issue

	1 (Draft)
	 June 2009
	A Dodds
	

	2
	October 2012
	A Dodds
	

	
	
	
	


Table of Contents

1.
Overview/Introduction
4
1.1
Reason For Development of The Guideline
4
1.2
Methodology
4
1.3
Implementation
4
1.4
Monitoring
4
2.
Application of The Guideline
4
3.
Objectives Of The Guideline
4
4.
Procedures Steps
5
6.
References
5


1) Overview/Introduction

The main objectives of these guidelines are to ensure that all patients approaching established renal failure are treated in the same consistent manner and receive the same high standard of care. They will be cared for by a specialist multi skilled renal team who will prepare patients  medically, socially, psychologically and educationally for the possibility of renal replacement therapies and minimise complications of their disease
a. Reason for Development of the Guideline

The 2002 Renal Association guidelines states that all ‘patients with progressive renal failure should be managed in a clinic with multidisciplinary support from dietitians and specialist nurses.’

This sentiment is also reiterated within the National Service framework for renal services. This protocol has been developed to meet the needs of the patient population approaching established renal failure and to give clear guide lines to all members of the multi professional renal team managing their care.

b. Methodology

This policy has been developed in line with the standards laid out in the National Service Framework for Renal Services.
Discussion was carried out with representatives from all disciplines within the multi-professional renal team.
c. Implementation

All members of the multi professional renal team working within the low clearance clinic should be made aware of these guidelines through education and training. New and junior staff should be supervised until they are considered competent to practice safely without supervision. All relevant staff members should be given a copy of this guideline and should sign to confirm they have read it.

d. Monitoring 

Adherence to these guidelines should be monitored on a regular basis. Random audit of documentation and audit of clinic consultations should take place on an annual basis
2) Application of the Guideline

This guideline applies to all members of the multi skilled renal team working within the low clearance clinic. This guideline also applies to the satellite low clearance clinics.
3) Objectives of the Guideline

This protocol identifies the criteria and process for referral to the Kidney Failure Support Team and the Low Clearance Clinic process. 
All the low clearance clinics including those at satellite centres are identified.
Clear guidelines for the management of new and follow up patients are given which should be followed by all members of the multi skilled renal team.
5) The Protocol Guidelines
Referral Criteria

· Diagnosis confirmed.

· No reversible cause of renal failure.

· GFR 25 or below (30 for Diabetic patients) and falling > 5 mls/Mins/ year, even if considered unsuitable for dialysis.

· Patient is aware of diagnosis and of referral to the Kidney Failure Support Team
Method of Referral

· Where possible introduce the patient to one of the Kidney Failure nurses in clinic or on the ward. ( bleep 2441 / ext 42677 )

· If nurse unavailable send a copy of clinic letter with footnote Kidney failure support team.
· Inpatients may be referred by telephone.

Information required on referral

· GFR (rate of deterioration)

· Cause of renal failure if known

· Co-morbidities

· Suitability for all modes of RRT

· Suitability for conservative management.
Patients to be booked into the Low Clearance Clinic (LCC), for their next outpatient appointment, by which time they should have met with a kidney failure nurse at home or at one of the dialysis units for assessment and education
(Please do not book patients into this clinic who have not already been identified to the kidney failure support team.)

Clinic Times

Low Clearance Clinics
· BHH Clinics 3 and 4 - Dr Dasgupta/ Dr Baharani, every Tuesday afternoon.
· Solihull – Dr Suresh, Dr Smith/Dr Temple, First Tuesday afternoon of each month and third Friday.
· Lichfield – Dr Dasgupta, Second Thursday morning of each month.

· Good Hope- Dr Rayner ,first and third Thursday afternoon of each month.
· Conservative Management clinic-Second Tuesday of each month within the LCC.

Clinic Process

Prior to each clinic appointment the Kidney Failure Nurses will liaise with all members of the multi-professional team to determine which patients they wish to review. They will complete a clinic team slip which will be placed on the front of each set of patients notes identifying which team members need to see the patient.
First Clinic Appointment-New Patients
· All patients attending the low clearance clinic for the first time will be seen by the Nephrologist as well as a Kidney Failure Nurse and if possible reviewed by a renal dietitian (Must occur by 2nd appointment)
· Ensure work-up bloods are taken

· U&Es, LFTs, Bone, Bicarbonate.

· PTH

· FBC

· Ferritin, B12, Folate

· Fe/Tibc, CRP,Cholesterol
· Hepatitis B core and surface antigen & Hepatitis C status/HIV 

· DCCT-Hba1C/IFCC-Hba1C if diabetic

· The Kidney Failure nurse will arrange a home visit/hospital visit for pre-dialysis education if not already performed.

· Determine treatment choice and commence access planning as per access referral protocol.
· Transplantation work-up commenced if appropriate..

· Referral for cardiac assessment, echocardiogram, cardiac perfusion scan.
· Referral letter to Transplantation centre.

· Referral to Living donor transplant coordinator if potential living kidney donors identified.

· Ensure patient advised of need for Hepatitis B vaccination. Send letter to GP and patient. As per Hepatitis B vaccination protocol.

· Lifestyle recommendations

· Stop smoking

· Regular exercise

· Reduce dietary salt intake

· Reduce alcohol intake if excessive

· Consider referral to specialist weight management clinic where appropriate. Liaise with renal dietitians to assess suitability.
Nurse Led Follow- Up Appointments 
Further appointments will be led by one of the Kidney Failure Nurses with the support of the multi- professional team.
Protocol

· At each clinic the kidney failure nurse will consider the following checklist, referring all patients as required to the doctor.

· Is this the patient’s first low clearance clinic?

· Are there any changes in the patient’s condition requiring medical intervention?

· Is the patient’s blood pressure consistently over 130/80 (review home and GP readings)?

· Does the patient appear overloaded, e.g. symptoms of shortness of breath, increased weight, or oedema?

· Is the patient asking to see the doctor?

· Has the kidney failure nurse any other concerns that require the nephrologists involvement?

· Low clearance clinic documentation to be completed in full.

· Record patients weight and height in notes and on proton.

· Monitor and document blood pressure. See targets and actions. 

· Consider last GFR.

· Record patient blood pressure.
· Basic assessment of patient’s fluid status. Consider symptoms of breathlessness, oedema, elevated blood pressure and excessive fluid intake.

· Assessment of patient’s state of health. Psychological state and physical symptoms. Consider symptoms of :

· Dry / itchy skin 

· Nausea / Vomiting

· Insomnia / Tiredness

· Loss of appetite / Taste changes

· Assessment of latest biochemistry and haematology results. Discuss abnormal results with the nephrologist. See targets and actions (appendix 2 )

·  Routine bloods to be taken.

· U&E, LFTs, Bone, Bicarbonate

· FBC

· PTH to be checked 6 monthly.

· Ferritin to be checked bi monthly..

· Assessment of Renal Replacement Treatment Plan

· Treatment choice

· Access requirements / Plan

· Transplantation work up

· Refer patients to the Nephrologist to commence transplantation work-up as per the Renal Transplantation Work Up protocol
· Assessment of social circumstances, consider referral to Renal Outreach Occupational Therapist or Renal Social Worker if appropriate.

· Virology status (check 3 monthly, monthly once GFR below 12) and Hepatitis B vaccination status.

· Check medication.

· Plan for next Follow –Up appointment.

If in any doubt discuss with the doctor

· Kidney Failure nurse to dictate clinic letter to the GP using Template letter(Appendix 1)
· Blood results to be followed up by the kidney failure nurse on office duties. Abnormal results to be discussed with the nephrologist and appropriately actioned including amendments to clinic letters or medications.
· Referrals to other members of the Renal Team as required, Renal Anaemia nurse, dietitians, access nurse and vascular surgeon. Consider referring diabetic patients to diabetes specialist team if management of diabetes is problematic.
Management of Renal Anaemia 

· The Renal Anaemia nurses will be present in clinic.

· All LCC patients to commence EPO work-up as per renal anaemia protocol.

· Aim for Haemoglobin > 11 as per European Guidelines.

· Ensure work-up bloods have been taken.

· Educate patients regarding renal anaemia

· Administer intravenous iron as per protocol.

· Commence patients on Erythropoietin as prescribed.

· Monitor response to anaemia therapies.

Dietetic management

· The dietitians will identify patients that they wish to see at each clinic. KFST will also identify to renal dietitian any patients who are losing weight and/or eating <half meals.
· Dieitian assesses nutritional status and  advises dietary modifications as appropriate-:

· Nutritional supplements recommended if appropriate

· Calcium and phosphate balance monitored.  Renal dietitian liaises with KFST and Consultant if required regarding Po4 binders 

· Fluid and salt advice given if required

· If K level outside normal range dietitian liaise with KFST regarding consideration of non dietary factors affecting K level (eg acidosis) and  will advise on modification of dietary intake if appropriate 

· If patient BMI>30 and considering transplantation dietitian will discuss referral to specialist weight management services

· Follow up provided as required 

Access Nurse

· To educate patients regarding access surgery.

· To arrange referral to Access clinic for assessment of veins for AV Fistula formation or assessment of abdomens for surgical placement of Peritoneal Dialysis Catheter.

· To monitor patient’s access once created, identifying problems and complications.

· To liaise with the vascular surgeons regarding problems and complications.

· To arrange access surgery for patients requiring AV fistula formation or surgical insertion of Peritoneal Dialysis catheter.

Commencement of Dialysis

· Dialysis to be considered when GFR less than 10 mls/min. If very symptomatic, the patient may need to commence earlier. 

· Dialysis to be considered to considered if patient severely fluid overloaded or has intractable hyperkalaemia.

· Decision to commence dialysis to be made by the nephrologist.

· Kidney Failure nurse to liaise with CAPD and Haemodialysis units as required.

Conservative Management ( Refer to conservative management protocol )
· Patients who chose not to have renal replacement therapy will be managed conservatively in the conservative management clinic
· Management of symptoms.

· Commence anaemia treatment as per protocol.

· Liaise with renal social worker, renal dietitian, GPs, district nurses and palliative care team as appropriate.
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DEPARTMENT OF RENAL MEDICINE

Dr S A Smith
0121 424 2156 Steve.Smith@heartofengland.nhs.uk

Dr H C Rayner
0121 424 2158 Hugh.Rayner@heartofengland.nhs.uk

Dr R M Temple
0121 424 2157 Robert.Temple@heartofengland.nhs.uk

Dr M E Thomas
0121 424 3156 Mark.Thomas@heartofengland.nhs.uk

Dr I Dasgupta
0121 424 2158 Indranil.Dasgupta@heartofengland.nhs.uk

Dr J Baharani
0121 424 2158 Jyoti.Baharni@heartofengland.nhs.uk

Dr V Suresh
0121 424 2157 Vijayan.Suresh@heartofengland.nhs.uk

FAX:

0121 424 1159
29 February 2008

AD/JB/MMB/

Address

Dear Mr 

Patient Details

Clinic attendance: 26 February 2008   Clinic number: 02435

Diagnoses:



Medication:



Choice of treatment:


Access:




Transplant Status:


Weight:

 
Kidney function:
GfR    mls/min
Blood pressure:

Text of Letter

Yours sincerely

A Nurse




Dr A Doctor

Kidney Failure Clinical Nurse Specialist
Consultant Physician & Nephrologist

0121 424 2677 (direct line) Kidney Failure Support Team

Appendix 2
Patient Management Guidelines

	Targets
	Actions

	Serum Phosphate:

<1.6mmols

Serum corrected calcium:

2.05-2.6mmols/l
PTH 70-110ng/l-eGFR 15-29
PTH 100-300ng/l-eGFR <15
	Dietary advice

Phosphate binders as appropriate.

Oral alpha calcidol, cinecalcet, vitamin D analogue to manage hyperparathyroidism secondary to phosphate retention

Dietary advice

	Haemoglobin

>11
	If <11 for referral to Renal Anaemia team as per renal anaemia protocol.


	Ferritin >200
	 Refer to renal Anaemia Nurse specialist for consideration for IV/Oral Iron


ORAL SODIUM BICARBONATE THERAPY IN CKD PATIENTS
Measurement
Serum bicarbonate should be measured in all CKD 4/5 patients at their routine appointments or if unwell.
Indications for Bicarbonate therapy
This is used to correct the metabolic acidosis of CKD, to improve appetite, protein intake, muscle mass, and slow progression of CKD (Brito-Ashurst et al, JASN 2009). In this study the risk of ESRD over 2 years in a selected group of CKD patients was reduced from 33% in controls to about 7% in bicarbonate treated patients. 

Criteria:

· Bicarbonate < 20 mmol/l

· CKD4 or worse

· Controlled blood pressure

Exclusions

· Poorly controlled hypertension (>150/90)

· Poorly controlled heart failure or overt oedema

Regime

· Oral sodium bicarbonate tablets, 600 mg three times daily

· Titrated as required to maintain HCO3- ≥ 23 mmol/l
· If mild / moderate oedema expect to titrate up the diuretic therapy at the same time as starting the bicarbonate
· Note capsules = 500 mg
Note oral bicarbonate solutions are expensive as they require “special” manufacture
and need discussion with Consultant and GP
Target Potassium 3.5-5.5mmol/l

	Intervention in CKD patients
	Low Risk
K+<4.5mmol/l
	Moderate Risk
K+4.5-5.4mmol/l
	Higher Risk
K+>5.5mmol/l

	DIET
	No Change
	No Change
	Diet restrictions( dependant on intake)

	FUROSEMIDE
	Typically 20-40mg daily (mainly to aid BP lowering)
	40-80mg daily
	80-250mg daily

	BICARBONATE
	Usuallly none required
	PRN for venous levels>23mmols/l
	PRN for venous levels > 23mmols/l


Blood Pressure Targets

	Age


	Non-Diabetic
	 Diabetic

	Target
	130/80


	125/75


Do not act on one elevated BP recording.  

Recommend that patient purchases a blood pressure monitor for use at home. ( validated by Hypertension society)

Advise to record BP for 4 days (twice every morning and twice every evening) 

Give patients a copy of information leaflet re: Home monitoring of BP.

Record readings on co-op card

Contact KFST with results who will determine average BP.

If Unable to take Home readings. Advise patient to attend surgery and have blood pressure recorded by Practice Nurse weekly for 2-3 weeks. Inform KFST of results.

Consider referral for 24 hour ambulatory BP monitoring

Consider fluid status- Diuretics, dietary salt and fluid intake.

Management

Step1
Proteinuria/ LVH/ Cardovascular risk:
ACE inhibitor(consider angiotensin-11 receptor antagonist if ACE intolerant)- check U+Es after 1 week 

Black , Renovascular Disease, Intolerant of ACE or ARB: Calcium channel blocker or loop diuretic

Step 2

ACE Inhibitor (if tolerant) + Calcium channel Blocker





Or



ACE Inhibitor (If tolerant)+ Loop Diuretic


Step 3

ACE Inhibitor + Calcium Channel Blocker + Diuretic.

Step 4 
Add

· Further diuretic therapy

Or

· Alpha-blocker

Or Beta blocker

