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Background and objective
Kidney Health Australia recommends 
regular monitoring of patients with 
chronic kidney disease (CKD) to 
reduce progression and prevent 
complications such as cardiovascular 
disease. The objective of this study 
was to examine how practice aligns 
with the recommendations in Kidney 
Health Australia’s CKD guidelines. 

Methods
Australian general practice data 
from the NPS MedicineWise 
MedicineInsight program (1 January 
2013 – 1 June 2016) for 19,712 adults 
with laboratory evidence of stage 3 
CKD were analysed. Complete 
monitoring in these individuals was 
defined as having at least one recorded 
assessment of blood pressure, urine 
albumin-to-creatinine ratio, estimated 
glomerular filtration rate and serum 
lipids over an 18-month period.

Results
Complete monitoring was performed 
for 25% of the cohort; 54.9% among 
patients with concomitant diabetes and 
14.1% among patients without diabetes. 
Patients with diabetes, hypertension 
and a documented diagnosis of CKD 
were more likely to have complete  
monitoring.

Discussion
There is room for improvement in 
monitoring of patients with stage 3 
CKD, particularly for albuminuria, which 
was monitored in fewer than 50% of 
these patients.

CHRONIC KIDNEY DISEASE (CKD) affects 
approximately 10% of adult Australians, 
resulting in significant morbidity and 
mortality, and placing a large and 
increasing burden on the healthcare 
system.1 CKD contributed to 1.4 million 
hospitalisations for regular dialysis in 
2014–15, which was 53% more than in 
2005–06.1 For people with CKD, the risk of 
dying from cardiovascular disease (CVD) 
is up to 20 times greater than the risk of 
requiring dialysis or transplantation.2,3

General practitioners (GPs) have a key 
role in the complex care of patients with 
CKD. Kidney Health Australia’s CKD 
management in general practice guidelines 
provide clinical action plans on the basis 
of estimated glomerular filtration rate 
(eGFR) and albuminuria.4 For instance, 
the yellow action plan is for patients with 
stage 3a CKD (eGFR 45–59 mL/min/ 
1.73 m2) with a normal urine albumin-to- 
creatinine ratio (ACR), and includes a 
12-monthly review of blood pressure, 
weight, urine ACR, biochemical profile, 
eGFR, fasting lipids (total cholesterol 
and low-density lipoprotein cholesterol 
[LDL-C]) and glycated haemoglobin 
(for people with diabetes). The orange 
action plan is for patients in stage 3a with 
microalbuminuria (urine ACR 2.5–25 mg/
mmol for males or 3.5–35 mg/mmol 
for females) and patients in stage 3b 
(eGFR 30–44 mL/min/1.73 m2) with or 
without microalbuminuria, and includes 
three-monthly to six-monthly assessments 
of blood pressure, weight, urine ACR, 
eGFR, fasting lipids and full blood count. 

While it is known that high-quality 
CKD management attenuates and delays 
adverse outcomes,5 there is limited 
research in Australia to examine the 
monitoring of patients with CKD in 
primary care, and concordance with 
practice guidelines. The aim of this study 

was to describe patterns of monitoring 
of patients with CKD in Australian 
general practice in comparison to the 
recommendations of Kidney Health 
Australia, and discuss associations with 
sociodemographic, clinical and health 
system factors.

Methods
MedicineInsight, developed and managed 
by NPS MedicineWise with funding 
support from the Australian Government 
Department of Health, is the leading 
large-scale national program in Australia 
to extract and collate longitudinal, 
de-identified, whole-of-practice data 
from the clinical information systems 
of participating general practices. The 
MedicineInsight program collects data 
on patient demographics, encounters 
(not including progress notes), diagnoses, 
prescriptions and pathology tests. At July 
2017, MedicineInsight had recruited over 
650 general practices, giving information 
from over 3300 GPs and 3.6 million 
regular patients (those with three or 
more encounters within two years).

Participants
The study was undertaken using 
MedicineInsight data from 1 January 
2013 to 1 June 2016, collected from 
329 general practices across Australia. 
Regular patients were included if they 
were aged ≥18 years at the time of data 
extraction (June 2016) and could be 
diagnosed (between 1 January 2013 and 
31 December 2014) with CKD by their GP 
on the basis of pathology results (having 
≥2 eGFR values <60 mL/min/1.73 m2 
and/or ≥2 ACR values ≥3.5 mg/mmol for 
females or ≥2.5 mg/mmol for males, at 
least 90 days apart).4 The recorded data 
for eligible patients were examined over a 
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period of 18 months to observe the pattern 
of monitoring for specific clinical and 
laboratory variables.

Variables
Sociodemographic variables that were 
considered included age group, sex, 
Indigenous status, socioeconomic 
index and rurality, and laboratory 
variables included urine ACR, eGFR, 
total cholesterol and LDL-C. Additional 
analyses included systolic and diastolic 
blood pressure, comorbidities, stage 
of CKD at baseline, documentation 
of a diagnosis of CKD, the number of 
encounters with a GP and continuity of 
care with GPs during the follow-up period.

Rurality was based on Australian 
Bureau of Statistics’ Australian Statistical 
Geography Standard remoteness 
areas.6 Socioeconomic index was also 
based on patient postcode, using the 
Socio-Economic Indexes for Areas (SEIFA) 
of relative socioeconomic advantage and 
disadvantage decile. SEIFA is ranked 
from 1 (most disadvantaged area) to 10 
(most advantaged).7 If two blood pressure 
measurements were registered on the same 
date, the lowest measurement was used. 
Documentation of a diagnosis of CKD 
was extracted from condition codes and 
manual searches conducted on ‘free-text’ 
or narrative information in the past medical 
history, reason for encounter and reason for 
prescription data fields. The comorbidities 
examined were based on ‘condition flags’ 
provided by MedicineInsight, using an 
algorithm that analyses coded and free-text 
patient information. CVD, diabetes, 
hypertension and atrial fibrillation were 
examined as comorbidities. 

Continuity of care (CoC) was calculated 
using the definition suggested by 
Maarsingh et al.8 If pi is the proportion of 
a patient’s visits where the patient sees 
doctor i, CoC = ∑𝑝𝑖2

For example, if a patient made 10 visits 
to a GP – eight visits (80%) to doctor A and 
two visits (20%) to doctor B – the patient’s 
CoC is 0.82 + 0.22 = 0.68, which would 
be ‘middle’ CoC. If another patient also 
made 10 visits to a GP, but five of them 
to doctor A, four to doctor B, and one to 
doctor C, the CoC is lower (0.52 + 0.42 + 
0.12 = 0.42) and would be ‘low’ CoC. The 

values ascribed to CoC can range from 
close to 0 (a very large number of visits, 
all to different doctors) to 1 (all visits to 
the same doctor). CoC corresponds with 
the probability that two randomly selected 
visits are with the same doctor (or that a 
particular doctor was the treating doctor 
for two particular events in a patient’s 
medical history). GP visits and CoC were 
considered for the 18 months following 
laboratory evidence of CKD. 

Complete monitoring was defined 
as having at least one documented 
assessment for each of the parameters 
of blood pressure, urine ACR, eGFR 
and serum lipids (minimum of total 
cholesterol and LDL-C) within the 18 
months following laboratory evidence 
of stage 3 CKD. Examining monitoring 
over this time period allowed a six-month 
leeway, compared with the guidelines’ 
recommendation of 12 months.4 

Data were summarised using 
percentages/proportions for categorical 
variables and means with standard 
deviation (SD) for continuous variables. 
Multiple logistic regression analysis was 
used to identify factors associated with 
patients having complete monitoring. Age 
group, gender, rurality, socioeconomic 
status and CKD stage were all 

automatically included in the regression 
model. A backwards selection procedure 
was implemented to determine the final 
regression model from the other predictor 
variables, which included the review of 
nested models and analysis of likelihood 
ratio tests, and residual plots. Because 
of the large sample size of patients and 
measurements, a two-sided P value of 
<0.001 was deemed to be statistically 
significant for the logistic regression 
model. All data cleaning and manipulation 
and statistical analyses were completed 
using the statistical and graphical 
computing language of R.9

The Tasmanian Health and Medical 
Human Research Ethics Committee 
approved the study (H0015651). 

Results
There were 19,712 eligible adult 
patients who were identified as being 
pathologically diagnosable with stage 3 
CKD (Table 1). Approximately 50% of the 
patients were aged ≥80 years, and 56.5% 
were female. Hypertension (87.9%) was 
the most commonly flagged comorbid 
condition, followed by CVD (38.7%) and 
diabetes (27.5%). GP documentation of 
a diagnosis of CKD was present for only 
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Figure 1. Percentages of patients with stage 3 chronic kidney disease having various 
laboratory and clinical parameters monitored at least once during the 18-month follow-
up period, stratified by diabetes status. ‘Complete monitoring’ denotes having all five 
parameters (albumin-to-creatinine ratio, estimated glomerular filtration rate, blood pressure, 
low-density lipoprotein, total cholesterol) recorded at least once.
ACR, albumin-to-creatinine ratio; eGFR, estimated glomerular filtration rate; BP, blood pressure; 
LDL-C, low-density lipoprotein cholesterol
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20.0% of the patients, and documentation 
rate decreased significantly with 
increasing patient age. 

Figure 1 shows the monitored 
laboratory and clinical parameters, 
organised according to diabetes status. 
Overall, complete monitoring was 
performed for 25% of the cohort; the 
rates were 54.9% among the patients 
with concomitant diabetes, and 14.1% 
in patients without concomitant 
diabetes. Table 2 presents results from 
the multivariable logistic regression 
model, showing factors independently 
associated with complete monitoring. 
The probability of complete monitoring 
decreased with increasing age, and 
patients from the most disadvantaged 

socioeconomic group were the least 
likely to have complete monitoring. As 
with diabetes, patients with CKD who 
had co-existing hypertension were more 
likely to have complete monitoring. 
Patients who had a CKD diagnosis 
documented by GPs were twice as likely 
to have complete monitoring, compared 
with those without such record. Patients 
with higher CoC were less likely to 
have complete monitoring; conversely, 
complete monitoring was more prevalent 
in patients seeing a GP more frequently: a 
doubling in the number of GP visits within 
the 18 months of follow-up increased the 
odds of complete monitoring by 12%. 

Observing the large effect of diabetes 
on complete monitoring, a sub-group 

analysis was conducted by diabetes status. 
Among the patients who were not diabetic, 
complete monitoring was more common 
when there was GP documentation 
of CKD diagnosis, compared with no 
such documentation (odds ratio 2.61, 
95% confidence interval: 2.35, 2.90).

Discussion
The results showed that there is room 
for improvement in monitoring patients 
with early CKD, when considering 
alignment with national guidelines. This 
study included patients diagnosable 
with CKD based on laboratory evidence, 
not patients formally ‘diagnosed’ and 
recorded as having CKD by their GPs. 

Table 1. Characteristics of the patients with stage 3 chronic kidney disease, by sex

Total
n = 19,712

n (%)

Male (%)
n = 8,587 (43.5)

n (%)

Female (%)
n = 11,125 (56.5)

n (%)

Age group
<70 years 
70–79 years
80–89 years
≥90 years

3,682 (18.7)
6,514 (33.1)
7,455 (37.8)
2,061 (10.5)

1,808 (21.1)
3,085 (35.9)
3,059 (35.6)

635 (7.4)

1,874 (16.8)
3,429 (30.8)
4,396 (39.5)
1,426 (12.8)

Indigenous status
Aboriginal or Torres Strait Islander
Not Aboriginal or Torres Strait Islander
Not recorded

 
195 (1.0) 

14,810 (75.1)
4,707 (23.9)

80 (0.9)
6,442 (75.0)
2,065 (24.0)

115 (1.0)
8,368 (75.2)
2,642 (23.7)

SEIFA 
Most disadvantaged
Middle
Most advantaged

5,441 (27.6)
8,142 (41.3)

5,996 (30.4)

2,312 (27.2)
3,536 (41.5)
2,665 (31.3)

3,129 (28.3)
4,606 (41.6)
3,331 (30.1)

CKD stage at baseline
3a 
3b  

14,544 (73.8)
5,168 (26.2)

6,460 (75.2)
2,127 (24.8)

8,084 (72.7)
3,041 (27.3)

Comorbidities
CVD
Diabetes
Hypertension 

7,623 (38.7)
5,415 (27.5)

17,332 (87.9)

3,830 (44.6)
2,681 (31.2)
7,512 (87.5)

3,793 (34.1)
2,734 (24.6)
9,820 (88.3)

Continuity of care
Low
Middle
High
Maximum (1)

5,157 (26.2)
5,129 (26.0)
5,106 (25.9)
4,271 (21.7)

2,200 (25.7)
2,157 (25.2)

2,244 (26.2)
1,966 (22.9)

2,957 (26.6)
2,972 (26.8)
2,862 (25.8)
2,305 (20.8)

GP documentation of CKD 3,966 (20.0) 1,799 (21.0) 2,098 (18.9)

CKD, chronic kidney disease; CVD, cardiovascular disease; GP, general practitioner; SEIFA, Socio-Economic Indexes for Areas
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In fact, only 20% of the patients had a 
diagnosis of CKD documented, and these 
patients were twice as likely to have the 
recommended monitoring, compared 
with the patients who did not have a CKD 
diagnosis documented. The low rate of 
documentation of CKD is comparable 
with previous Australian general practice–
based studies.10,11 Similarly, CKD 
documentation rates of only 27% were 
reported from Canada for patients with 
CKD,12 and 16% from the US for patients 
with stage 3 or 4 CKD.13

Our results suggest that there is a 
significant deficiency in the monitoring 
of ACR in patients without diabetes. 
International studies have reported 
comparable ACR testing rates. In a US 
study, the rate was only 30%, although 
the study included patients with stage 4 
CKD.14 In the Netherlands, the ACR 
testing rate was 40% among patients with 
stage 3 CKD, although a 15-month time 
frame was used.15 In Canada, only half of 
the patients received follow-up ACR tests 
after an initial abnormal kidney test,16 

while others have reported that ACR 
monitoring was performed for only 16% 
of the patients with a low eGFR.12 

In this study, patients with CKD who 
also had diabetes were better monitored, 
compared with patients without diabetes. 
Several other studies have reported 
similar findings.14,17 Diabetes is a national 
health priority in Australia.18 Kidney 
status in people with type 2 diabetes 
should be assessed by annual screening 
of albuminuria and eGFR.19 The current 
Practice Incentives Program for diabetes 

Table 2. Factors associated with complete monitoring of patients with stage 3 chronic kidney disease (n = 4928), 
using logistic regression

Complete monitoring
n (%)

Unadjusted OR
(95% CI)

Adjusted OR 
(95% CI) P value

Age group
<70 years 
70–79 years 
80–89 years 
≥90 years 

1,200 (24.4) 
2,099 (42.6) 
1,588 (32.2) 

194 (3.9)

Ref
0.98 (0.90, 1.07)
0.57 (0.52, 0.62)
0.22 (0.19, 0.26)

Ref
0.99 (0.89, 1.09)
0.61 (0.55, 0.68)
0.27 (0.22, 0.32)

Ref
0.78

<0.0001
<0.0001

Sex
Female 
Male 

2,563 (23.0)
2,365 (27.5)

Ref
1.27 (1.19, 1.36)

Ref
1.05 (0.97, 1.13)

Ref
0.22

CKD stage at baseline
3a
3b

3,673 (25.3)
1,255 (24.3)

Ref
0.95 (0.88, 1.02)

Ref
0.91 (0.83, 0.99)

Ref
0.027

SEIFA
Most disadvantaged 
Middle 
Most advantaged 

1,311 (24.1)
2,226 (27.3)
1,343 (22.4)

1.10 (1.01, 1.20)
1.30 (1.21, 1.41)

Ref

0.83 (0.74, 0.93)
1.08 (0.98, 1.18)

Ref

0.0008
0.12
Ref

Rurality
Metro 
Inner regional 
Outer regional 
Remote

2,822 (24.3)
1,247 (24.2)

717 (28.3)
101 (25.3)

Ref
0.99 (0.92, 1.08)

1.23 (1.12, 1.36)
1.70 (1.33, 2.18)

Ref
1.03 (0.94, 1.13)
1.19 (1.06, 1.34)
1.50 (1.12, 2.01)

Ref
0.53

0.003
0.007

Presence of diabetes 2,971 (54.9) 7.67 (7.14, 8.24) 7.37 (6.83, 7.95) <0.0001

Presence of CVD 1,971 (25.9) 1.08 (1.01, 1.15) 0.95 (0.88, 1.03) 0.25

Presence of hypertension 4,565 (26.3) 1.99 (1.78, 2.23) 1.41 (1.24, 1.61) <0.0001

Continuity of care
Low
Middle
High
Maximum (1)

1,205 (23.4)
1,070 (20.9)

943 (18.5)
673 (15.8)

1.44 (1.31, 1.58)
1.27 (1.15, 1.40)
1.29 (1.17, 1.42)

Ref

1.34 (1.18, 1.48)
1.16 (1.04, 1.30)
1.14 (0.99, 1.25)

Ref

<0.0001
0.011

0.067
Ref

GP encounters (two-fold increase) – 1.24 (1.19, 1.30) 1.12 (1.06, 1.19) <0.0001

GP documentation of CKD diagnosis 1412 (35.6) 1.92 (1.78, 2.07) 2.04 (1.87, 2.23) <0.0001

CI, confidence interval; CKD, chronic kidney disease; CVD, cardiovascular disease; GP, general practitioner; OR, odds ratio; SEIFA, Socio-Economic Indexes for Areas
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monitoring is likely to enhance the 
delivery of care.19 Moreover, awareness 
of diabetes is higher than that of CKD, 
with fewer than 10% of people with CKD 
being aware of their condition.20 The rising 
prevalence and the burden of CKD is a 
recent phenomenon. It may take several 
years before it influences general practice 
incentive funding policies, with potential 
incentives for care similar to those that 
currently exist for diabetes. This should 
be considered in relation to the cost of 
management of patients requiring renal 
replacement therapy. 

The observed lower rates of both 
complete monitoring and having a 
documented diagnosis of CKD among 
older patients are probably related, with an 
expectation that kidney function normally 
deteriorates with advancing age.21,22 There 
is potentially a reluctance to label these 
older patients with a formal diagnosis of 
CKD.22,23 In addition, practice guidelines 
tend to be less applicable to elderly 
patients with multiple comorbidities.24 
It was beyond the scope of this study to 
investigate the reasons for suboptimal 
monitoring. However, others have 
reported a lack of awareness and relative 
newness of guidelines,25 the length of 
guideline documents, perceived lack 
of evidence supporting guidelines, and 
provider time constraints26 as potential 
reasons for poor adherence to clinical 
guidelines. 

This study comprised a large cohort 
of patients from general practices across 
the country. The patient characteristics of 
the dataset were similar to the Australian 
population. Despite the strengths, 
this study has some limitations. Each 
general practice has chosen to be part of 
the MedicineInsight program. Patient 
information was collected by GPs for 
clinical decision making, not research 
purposes. All health and demographic 
information may not have been entered in 
the medical record system. For example, 
Aboriginal and Torres Strait Islander status 
was missing for approximately 24% of the 
patients. Tracking patients’ attendance 
at multiple practices was not possible. 
Also, the study did not look at the specific 
timing of monitoring. For instance, it is 
possible that patients could have had their 

monitoring performed very soon after the 
initial diagnosis of stage 3 CKD, without 
any further monitoring over the next 
18 months; yet, this would have fulfilled 
our definition for complete monitoring. 

In conclusion, over an 18-month 
period, blood pressure, ACR, eGFR and 
serum lipids were all monitored for only 
one-quarter of patients with evidence 
of stage 3 CKD. Increased education for 
GPs about the management of CKD may 
improve the situation. In light of GPs’ 
time constraints, the documentation of 
CKD electronically, to remind GPs to 
order parameters for monitoring, seems 
a possible simple solution. 

Authors
Masuma A Khanam MBBS, MPH, PhD, Post-
doctoral Research Fellow, School of Health Sciences, 
University of Tasmani, Tas. masuma.khanam@ 
utas.edu.au
Alex Kitsos BPhty(Hons), MMedStat, Health Analyst, 
College of Health and Medicine, University of 
Tasmania, Tas
Jim Stankovich PhD, Statistician, Monash University 
and Health Services Innovation Tasmania, School of 
Medicine, University of Tasmania, Tas
Ronald Castelino BPharm, MPharm, PhD, Lecturer in 
Pharmacy, University of Sydney and Adjunct Lecturer, 
University of Tasmania, Tas
Matthew Jose MBBS, FRACP, PhD, FASN, AFRACMA, 
Professor of Medicine, University of Tasmania; 
Consultant Nephrologist, Royal Hobart Hospital, Tas
Leigh Kinsman BHlthSc, MHlthSc, PhD, Professor 
of Healthcare Improvement and Associate Head 
Research (Nursing), University of Tasmania, Tas
Greg Peterson BPharm, PhD, MBA, FSHP, FACP, 
GAICD, AACPA, ARPharmS, MPS, Professor of 
Pharmacy and Director of Health Services Innovation 
Tasmania, School of Medicine, University of 
Tasmania, Tas
Barbara Wimmer BPharm, MSc, PhD, Lecturer of 
Pharmacy, College of Health and Medicine, University 
of Tasmania, Tas
Syed Tabish R Zaidi BPharm, MPharm, PhD, Lecturer 
of Pharmacy, College of Health and Medicine, 
University of Tasmania, Tas
Jan Radford MBBS, FRACGP, MPsychMed, MEd, 
FARGP, Associate Professor of General Practice, 
Launceston Clinical School, University of Tasmania, Tas
Competing interests: None.
Funding: None.
Provenance and peer review: Not commissioned, 
externally peer reviewed.

Acknowledgement
The authors would like to acknowledge NPS 
MedicineWise for providing the data.

References
1.	 Australian Institute for Health and Welfare. 

Chronic kidney disease. Canberra, ACT: AIHW, 
2018. Available at www.aihw.gov.au/chronic-
kidney-disease [Accessed 10 October 2018].

2.	 Australia and New Zealand Dialysis and 
Transplant Registry. 35th ANZDATA registry 
report. Adelaide: ANZDATA, 2013. Available at 
www.anzdata. org.au [Accessed 10 October 2018].

3.	 Chronic Kidney Disease Prognosis Consortium, 
Matsushita K, van der Velde M, et al. 
Association of estimated glomerular filtration 
rate and albuminuria with all-cause and 
cardiovascular mortality in general population 
cohorts: A collaborative meta-analysis. Lancet 
2010;375(9731):2073–81. doi: 10.1016/S0140-
6736(10)60674-5.

4.	 Kidney Health Australia. Chronic kidney disease 
(CKD) management in general practice: Guidance 
and clinical tips to help identify, manage and 
refer patients with CKD in your practice. 2nd edn. 
Melbourne: Kidney Health Australia, 2012.

5.	 Perkovic V, Ninomiya T, Arima H, et al. Chronic 
kidney disease, cardiovascular events, and the 
effects of perindopril-based blood pressure 
lowering: Data from the PROGRESS study. J Am 
Soc Nephrol 2007;18(10):2766–72. doi: 10.1681/
ASN.2007020256.

6.	 Australian Bureau of Statistics. Australian 
Statistical Geography Standard (ASGS). 
Vol 1–5. Canberra: ABS, 2018. Available at 
www.abs.gov.au/websitedbs/D3310114.nsf/
home /Australian+Statistical+Geography+S 
tandarS+(ASGS) [Accessed 10 October 2018].

7.	 Australian Bureau of Statistics. Census of 
Population and Housing: Socio-Economic 
Indexes for Areas (SEIFA). Cat. no. 2033.0.55.001. 
Canberra: ABS, 2011. 

8.	 Maarsingh OR, Henry Y, van de Ven PM, 
Deeg DJ. Continuity of care in primary care 
and association with survival in older people: 
A 17-year prospective cohort study. Br J Gen 
Pract 2016;66(649):e531–39. doi: 10.3399/
bjgp16X686101.

9.	 R Core Team. R: A language and environment for 
statistical computing. Vienna: R Foundation for 
Statistical Computing, 2017. Available at www.R-
project.org [Accessed 10 October 2018].

10.	 Manski-Nankervis JE, Thuraisingam S, Lau P, 
et al. Screening and diagnosis of chronic kidney 
disease in people with type 2 diabetes attending 
Australian general practice. Aust J Prim Health 
2018;24(3):280–86. doi: 10.1071/PY17156.

11.	 Razavian M, Heeley EL, Perkovic V, et al. 
Cardiovascular risk management in chronic kidney 
disease in general practice (the AusHEART study). 
Nephrol Dial Transplant 2012;27(4):1396–402. 
doi: 10.1093/ndt/gfr599.

12.	 Tu K, Bevan L, Hunter K, Rogers J, Young J, 
Nesrallah G. Quality indicators for the detection 
and management of chronic kidney disease 
in primary care in Canada derived from a 
modified Delphi panel approach. CMAJ Open 
2017;5(1):E74–81. doi: 10.9778/cmajo.20160113.

13.	 Samal L, Linder JA, Bates DW, Wright A. 
Electronic problem list documentation of chronic 
kidney disease and quality of care. BMC Nephrol 
2014;15(1):70. doi: 10.1186/1471-2369-15-70.

14.	 Allen AS, Forman JP, Orav EJ, Bates DW, 
Denker BM, Sequist TD. Primary care 
management of chronic kidney disease. J Gen 
Intern Med 2011;26(4):386–92. doi: 10.1007/s11606-
010-1523-6.

15.	 Van Gelder VA, Scherpbier-De Haan ND, 
De Grauw WJ, et al. Quality of chronic 
kidney disease management in primary 
care: A retrospective study. Scand J 
Prim Health Care 2016;34(1):73–80. 
doi: 10.3109/02813432.2015.1132885.

16.	 Nash DM, Brimble S, Markle-Reid M, et al. Quality 
of care for patients with chronic kidney disease 
in the primary care setting: A retrospective 
cohort study from Ontario, Canada. Can J 
Kidney Health Dis 2017;4:2054358117703059. 
doi: 10.1177/2054358117703059.



CHRONIC KIDNEY DISEASE MONITORING IN AUSTRALIAN GENERAL PRACTICE RESEARCH

137REPRINTED FROM AJGP VOL. 48, NO. 3, MARCH 2019   |© The Royal Australian College of General Practitioners 2019

17.	 de Lusignan S, Nitsch D, Belsey J, et al. 
Disparities in testing for renal function in UK 
primary care: Cross-sectional study. Fam Pract 
2011;28(6):638–46. doi: 10.1093/fampra/cmr036.

18.	 Barr ELM, Magliano DJ, Zimmet PZ, et al. AusDiab 
2005: The Australian diabetes, obesity and 
lifestyle study. Melbourne: International Diabetes 
Institute, 2006. 

19.	 Department of Human Services. Practice 
Incentives Program: Diabetes incentive guidelines 
– July 2012. Canberra: DHS, 2018. Available 
at www.humanservices.gov.au/organisations/
health-professionals/services/medicare/practice-
incentives-program [Accessed 10 October 2018].

20.	Australian Bureau of Statistics. Australian 
health survey: First results 2011–12. Cat. no. 
4364.0.55.001. Canberra: ABS, 2012. 

21.	 Weinstein JR, Anderson S. The aging 
kidney: Physiological changes. Adv Chronic 
Kidney Dis 2010;17(4):302–07. doi: 10.1053/j.
ackd.2010.05.002.

22.	Abdulla A, Wright PN, Ross LE, et al. Proceedings 
from the symposium on kidney disease in older 
people: Royal Society of Medicine, London, 
January 19, 2017. Gerontol Geriatr Med 2017;3:1–19. 
doi: 10.1177/2333721417736858.

23.	Moynihan R, Glassock R, Doust J. Chronic kidney 
disease controversy: How expanding definitions are 
unnecessarily labelling many people as diseased. 
BMJ 2013;347:f4298. doi: 10.1136/bmj.f4298.

24.	Robinson JG, Bakris G, Torner J, Stone NJ, 
Wallace R. Is it time for a cardiovascular 
primary prevention trial in the elderly? 
Stroke 2007;38(2):441–50. doi: 10.1161/01.
STR.0000254602.58896.d2.

25.	Greer RC, Powe NR, Jaar BG, Troll MU, 
Boulware LE. Effect of primary care physicians’ 
use of estimated glomerular filtration rate on the 
timing of their subspecialty referral decisions. BMC 
Nephrol 2011;12:1. doi: 10.1186/1471-2369-12-1.

26.	Cabana MD, Rand CS, Powe NR, et al. Why 
don’t physicians follow clinical practice 
guidelines? A framework for improvement.  
JAMA 1999;282(15):1458–65.

correspondence ajgp@racgp.org.au


