
West Yorkshire Minuteful Kidney 
& Hypertension Project 

The webinar will begin shortly

10th October 2024 – 12:30-1:30pm



Acknowledgements
• Dr Sunil Daga, Consultant Nephrologist, Leeds Teaching Hospitals NHS Trust | WY Health Equity fellow | WY ICS CKD Lead | YH Renal 

Network

• Professor Raj Thakkar, President and CKD lead, Primary Care Cardiovascular Society | UK Clinical Director, Healthy.IO

• Dr Waqas Tahir, WYICB Clinical Lead Diabetes | GP Bradford Place

• Emily Turner, WYICB Clinical Lead CVD Prevention | Pharmacist Leeds Place

• Damian O’Boyle, Director of Client and Clinical Services, Healthy.IO

• Adam Marshal,  Programme Manager, Healthy.IO

• Sarah DeBiase, Senior Programme Manager, West Yorkshire ICB 

• Dannii Robinson, Project Support Officer, YHKN



www.wypartnership.co.uk @WYPartnership

Housekeeping

To assist in the management of the webinar, please note the points below on virtual meeting etiquette:

 Please keep your microphone on mute unless you are asking a question to ensure there 

is no background noise during presentations

 To help minimise bandwidth issues and any lag in information shared during the webinar, 

please turn your camera off during the presentation element of the webinar

 Please do take the opportunity to ask questions via the chat box

 If you wish to ask a question, please wait until Q&A at end (post questions in chat as 

we go)

 If you have any technical issues, please leave and join again using the link provided in 

the invitation

     This session will be recorded and shared
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Declarations and disclaimer

The speaker has received honoraria from:
Abbott | Amarin | Amgen | AstraZeneca | Bayer | Boehringer Ingelheim | Diaachi Sankyo | Edwards | Medtronic | 
Novartis | Omron

The speaker is currently employed by AstraZeneca as: 
Head of Medical External Engagement and Innovation

The speaker is currently employed by Healthy.io as: 
UK Medical Director

Disclaimer:
The information provided in this presentation is for educational purposes only. Prescribing or management 
decisions made by clinicians are exclusively their own responsibility. The speaker/PCCS bear no responsibility 
regarding management or prescribing decisions made by others, or otherwise.



Talking points

CKD in context

What is CKD and how to diagnose it

The cardiovascular consequences of CKD

New study: GLP-1s and CKD

Opportunities to improve outcomes

Image from Shutterstock.
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England in 2040

• 2.5 million more LTCs from 2019 
(increase of 37%)

• Only 4% increase in people 
contributing to the economy



Health economics of CKD:

• There were an estimated 7,000 extra strokes and 12,000 extra 
myocardial infarctions in people with CKD in 2009–2010, relative 
to the expected number in people of the same age and sex without 
CKD. The cost to the NHS of health care related to these strokes and 
MIs is estimated at £174–178 million. 

• People with CKD have longer hospital stays than people of the 
same age without the condition, even when they go into hospital for 
treatments unrelated to CKD. We estimate that the average length of 
stay is 35% longer for people with CKD, and that the cost to the NHS 
of excess hospital bed days for patients with CKD was £46 million in 
2009–10. 

• NHS England spent an estimated £1.45 billion on CKD in 2009–
10: equivalent to £1 in every £77 of NHS expenditure. This spending 
estimate covers both treatment directly associated with CKD (renal 
care and prescribing to prevent disease progression), and also 
treatment for excess non-renal problems such as strokes, heart 
attacks and infections in people with CKD. 

Kerr M. 2012. Chronic Kidney Disease in England: The Human and Financial Cost. Available at https://www.england.nhs.uk/improvement-hub/wp-content/uploads/sites/44/2017/11/Chronic-
Kidney-Disease-in-England-The-Human-and-Financial-Cost.pdf. 



Health economics of CKD:

KRUK, 2023: The health economics of kidney disease to 2033.



Health economics of CKD:

KRUK, 2023: The health economics of kidney disease to 2033.

Remember, SGLT2i’s delay dialysis by circa 13 years



Health economics of CKD:

KRUK, 2023: The health economics of kidney disease to 2033.
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7
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Intensive Care Unit 

per year

2 ICU

https://www.lshtm.ac.uk/media/10136

For every 100 patients with moderate to severe Chronic Kidney Disease: 
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What is Chronic Kidney Disease?

“The presence of kidney damage, mainly 
albuminuria 

and/or 

decreased kidney function (estimated 
glomerular filtration rate [eGFR] <60 
mL/min/1.73m2) 

for at least 3 months”1

1. Levey AS and Coresh J. Lancet 2012;379:165-180; 2. KDIGO 2022 Clinical Practice Guideline for Diabetes Management in Chronic Kidney Disease. Kidney International Supplements 2022;102(5S):S1-
S127. 

2. Levin et al,. Kidney International (2024) 105, 684–701, Executive summary of the KDIGO 2024 Clinical Practice Guideline for the Evaluation and Management of Chronic Kidney Disease: known knowns 
and known unknowns

Image from Shutterstock.

KDIGO 20242: 

1.Estimating GFR from creatinine and 
cystatin C  (eGFRcr-cys) improves 
accuracy.

2.Recognised variability of GFR and 
urinary albumin

3.POCT valuable in underserved 
communities



Diagnosing and Classifying CKD [NICE NG203, 2021]:

• CKD, chronic kidney disease; CVD, cardiovascular disease; GFR, glomerular filtration rate; uACR, urine albumin-to-creatinine ratio.

• Adapted from NICE Guidelines NG203 2021 https://www.nice.org.uk/guidance/ng203; Adapted from KDIGO 2022 Clinical Practice Guideline for Diabetes Management in 
Chronic Kidney Disease. Kidney International Supplements 2022;102(5S):S1-S127.

Urinary Albuminuria [uACR]

Increasing kidney damage
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Key               

Requires both blood testing [eGFR] and urine 

testing [ACR] to investigate patients for CKD



What happens if we don’t check the urine ACR?

• CKD, chronic kidney disease; CVD, cardiovascular disease; GFR, glomerular filtration rate; uACR, urine albumin-to-creatinine ratio.

• 1. Adapted from NICE Guidelines NG203 2021 https://www.nice.org.uk/guidance/ng203. Accessed May 2023; 2. Adapted from KDIGO 2022 Clinical Practice Guideline for 
Diabetes Management in Chronic Kidney Disease. Kidney International Supplements 2022;102(5S):S1-S127.
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What happens if we don’t check the urine ACR?

• CKD, chronic kidney disease; CVD, cardiovascular disease; GFR, glomerular filtration rate; uACR, urine albumin-to-creatinine ratio.

• 1. Adapted from NICE Guidelines NG203 2021 https://www.nice.org.uk/guidance/ng203. Accessed May 2023; 2. Adapted from KDIGO 2022 Clinical Practice Guideline for 
Diabetes Management in Chronic Kidney Disease. Kidney International Supplements 2022;102(5S):S1-S127.
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What happens if we don’t check the urine ACR?

• CKD, chronic kidney disease; CVD, cardiovascular disease; GFR, glomerular filtration rate; uACR, urine albumin-to-creatinine ratio.

• 1. Adapted from NICE Guidelines NG203 2021 https://www.nice.org.uk/guidance/ng203. Accessed May 2023; 2. Adapted from KDIGO 2022 Clinical Practice Guideline 
for Diabetes Management in Chronic Kidney Disease. Kidney International Supplements 2022;102(5S):S1-S127.
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What happens if we don’t check the urine ACR?

• CKD, chronic kidney disease; CVD, cardiovascular disease; GFR, glomerular filtration rate; uACR, urine albumin-to-creatinine ratio.

• 1. Adapted from NICE Guidelines NG203 2021 https://www.nice.org.uk/guidance/ng203. Accessed May 2023; 2. Adapted from KDIGO 2022 Clinical Practice Guideline 
for Diabetes Management in Chronic Kidney Disease. Kidney International Supplements 2022;102(5S):S1-S127.
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Risk is intensified with microalbuminuria

*Defined as death certificates with ICD-10 codes: hypertensive disease (I10–115), ischaemic heart disease (I20–25), arrhythmia (I44–I49), heart failure (I50), cerebrovascular disease (I60–69) and diseases of the 
arteries (I70–77). §Values below the sex-specific median (5 mg/g in men and 7 mg/g in women). ¶ACR of 20 to 200 mg/g in men and 30 to 300 mg/g in women. ACKD, chronic kidney disease; eGFR, estimated 
glomerular filtration rate; IRR, incidence rate ratio; UACR, urine albumin-creatinine ratio.
Adapted from Hallan S et al. Arch Int Med. 2007;167:2490–2496; 

eGFR, uACR and cardiovascular 

death* were assessed in 9709 

participants from a Norwegian 

community-based health study

Microalbuminuria with eGFR >75 

mL/min/1.73m2 is associated with 

higher risk of cardiovascular death 

than CKD Stage 3b/4 without 

albuminuria

Category of 

eGFR, 

mL/min/1.73m2

Corresponding 

CKD stage2

≥75 1&2

60–74 2

45–59 3a

15–45 3b & 4

§ ¶
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Risk of leg amputation (as a measure of PAD) in 
Diabetic Kidney Disease

*Comprehensively defined in each study on the basis of ICD codes or self-report of PAD diagnosis, leg revascularisation, leg amputation, intermittent claudication, or repeated ankle-brachial index, as available.ACR, 
albumin creatinine ratio; eGFR, estimated glomerular filtration rate; ICD, International Classification of Disease; PAD, peripheral artery disease. Matsushita K. et al. Lancet Diab Endo. 2017;15:718–728. 

Amputation risk is significantly higher with 

declining eGFR, and rising albuminuria

Adjusted hazard ratios and 95% confidence intervals (shaded areas) for peripheral artery 

disease defined by leg amputation according to eGFR and ACR• Meta-analysis of data from eligible cohorts in 

the Chronic Kidney Disease Prognosis 

Consortium (CKD-PC) investigating the 

independent and joint associations of eGFR 

and albuminuria with future risk of PAD

• Study population: 817,084 individuals 

without a history of peripheral artery disease 

at baseline from 21 cohorts

• Different definitions of PAD were studied, 

including:

• Study-specific PAD* 

• PAD-related hospital admissions 

• Leg revascularisation 

• Leg amputation
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CVD prevent

What about the undiagnosed group?
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CVD prevent



Who should be tested for CKD?
• NICE NG203, CKD

Offer testing for CKD using eGFR and ACR to adults with any of the 
following risk factors:

• diabetes 

• hypertension

• previous episode of acute kidney injury

• cardiovascular disease 

• structural renal tract disease inc. stones, prostate disease

• gout

• multisystem diseases – e.g. SLE 

• family history of end-stage renal disease (GFR category G5) or hereditary 
kidney disease 

• incidental detection of haematuria or proteinuria

 

• ACR, albumin creatinine ratio; CKD, chronic kidney disease; eGFR, estimated glomerular filtration rate; GFR, glomerular filtration rate; SLE, systemic lupus erythematosus.

• NICE 2021. NG203. Available at https://www.nice.org.uk/guidance/ng203. Accessed May 2023. Image from Shutterstock.



Diabetic kidney disease

• ~40% diabetics develop DKD1–3

• DKD is the commonest cause of ESRD worldwide

• DKD in T2DM often diagnosed late

• Often co-exists with obesity and CVD

• – Significant number have albuminuria.4,5

• Worse with uncontrolled HTN

• Improves with good sugar control, BP control, regulation in glomerular pressure

• – Complex2

• Inflammation

• SGLT2-receptor upregulation

• RAAS activation and glomerular hyperfiltration

• Efferent arteriosclerosis, glomerulosclerosis, fibrosis

• BP, blood pressure; DKD, diabetic kidney disease; ESRD, end-stage renal disease;  HTN, hypertension; RAAS, renin-angiotensin-aldosterone system; T2DM, type 2 diabetes mellitus.

• 1. Hussain S et al. Clinical Epidemiology and Global Health 2021;9:2–6;  2. Alicic RZ et al. Clin J Am Soc Nephrol. 2017;12:2032–2045; 3. Seyed Ahmadi S et al. Cardiovasc Diabetol 2020;19:9; 4. Selby NM et al. Diabetes Obes Metab. 2020;22 
Suppl 1:3–15; 5. Thomas MC et al. Nat Rev Dis Primers. 2015;1:15018; 
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Tubulo-glomerular feedback in diabetes

J Osteopath Med 2021; 121(2): 229–239



Classic course of whole-kidney GFR and UAE according to the 
natural (proteinuric) pathway of DKD. Peak GFR may be seen 
in prediabetes or shortly after diabetes diagnosis, and can 
reach up to 180 ml/min in the case of two fully intact kidneys. 
Strict control of HbA1c and initiation of other treatments 
(such as RAS inhibition) mitigate this initial response. Two 
normal filtration phases can be encountered, in which GFR 
may be for instance 120 ml/min (indicated with the gray line): 
one at 100% of nephron mass and one at approximately 50% 
of nephron mass. Thus, whole-kidney GFR may remain normal 
even in the presence of considerable loss of nephron mass, as 
evidenced by a recent autopsy study.121 Assessing renal 
functional reserve and/or UAE may help identify the extent of 
subclinically inflicted loss of functional nephron mass. 
*Whole-kidney hyperfiltration is generally defined as a GFR 
that exceeds approximately 135 ml/min, and is indicated with 
the red line. Heterogeneity of single-nephron filtration rate 
and nonproteinuric pathway122 of DKD are not illustrated.

Copyright © 2023 Wolters Kluwer Health, Inc. and/or its subsidiaries.  All rights reserved. 27

              

Tonneijck, Lennart; Muskiet, Marcel H.A.; Smits, Mark M.; van 
Bommel, Erik J.; Heerspink, Hiddo J.L.; van Raalte, Daniël H.; 
Joles, Jaap A.

Journal of the American Society of Nephrology28(4):1023-
1039, April 2017.

doi: 10.1681/ASN.2016060666

Glomerular Hyperfiltration in Diabetes:

https://journals.lww.com/jasn/fulltext/2017/04000/glomerular_hyperfiltration_in_diabetes_.8.aspx
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Anaemia

ischaemic intolerance

Uraemic toxin

Cardiorenal syndromes

Hypertension Valve disease
Heart failure, LVH, 
cardiomyopathy, 

myocardial fibrosis

CAD, Stroke, PVD
AF, Sudden 

cardiac death – 
fatal arrhythmias

Inflammation 

AF, atrial fibrillation; CAD, coronary artery disease; CKD, chronic kidney disease; CRS, cardiorenal syndrome; DM, 
diabetes mellitus; HP, hypertension; LV, left ventricular; RAAS, renin-angiotensin-aldosterone system 

Clementi A et al. Cardiorenal Med 2013;3:63–70; 2. McCullough PA and Ronco C (eds.). Textbook of Cardiorenal 
Medicine. 1st edition. Springer, Cham; 2020.
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Echocardiography

LV
AV

LA
MV

RV



https://www.ahajournals.org/doi/10.1161/JAHA.117.005685

CKD and AF



CKD and AF: A dangerous combination 

• Prothrombotic state + all cause mortality1

 AF + CKD > AF or CKD

• Prothrombotic state  eGFR and ACR2

• e.g., high stroke rate in ESRD3

• ACR independent risk factor for CVD4

• Essential we detect and treat AF/CKD early

• CKD also leads to excess bleeding events.

ACR, albumin creatinine ratio; AF, atrial fibrillation; CKD, chronic kidney disease; CVD, cardiovascular disease; DOAC, direct-acting oral anticoagulant; eGFR, estimated glomerular filtration rate; ESRD, 
end-stage renal disease.
1. Ocak G, et al. Chronic kidney disease and atrial fibrillation: A dangerous combination. PLoS One. 2022;17(4):e0266046; 2. Mahmoodi BK et al. Circulation. 2012;126:1964–1971;.3. Masson P et al. 
Clin J Am Soc Nephrol. 2015;10:1585–1592; 4. Liu S et al. BMJ Open 2021;11:e040890.



Albuminuria is a strong and independent risk for all cause mortality

• CKD, chronic kidney disease; CVD, cardiovascular disease; GFR, glomerular filtration rate; uACR, urine albumin-to-creatinine ratio.

• 1. Adapted from NICE Guidelines NG203 2021 https://www.nice.org.uk/guidance/ng203. Accessed May 2023; 2. Adapted from KDIGO 2022 Clinical Practice Guideline for 
Diabetes Management in Chronic Kidney Disease. Kidney International Supplements 2022;102(5S):S1-S127.

Urinary Albuminuria [uACR]
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Albuminuria is a strong and independent risk CVD mortality

• CKD, chronic kidney disease; CVD, cardiovascular disease; GFR, glomerular filtration rate; uACR, urine albumin-to-creatinine ratio.

• 1. Adapted from NICE Guidelines NG203 2021 https://www.nice.org.uk/guidance/ng203. Accessed May 2023; 2. Adapted from KDIGO 2022 Clinical Practice Guideline for 
Diabetes Management in Chronic Kidney Disease. Kidney International Supplements 2022;102(5S):S1-S127.
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Albuminuria is a strong and independent risk for ESRD

• CKD, chronic kidney disease; CVD, cardiovascular disease; GFR, glomerular filtration rate; uACR, urine albumin-to-creatinine ratio.

• 1. Adapted from NICE Guidelines NG203 2021 https://www.nice.org.uk/guidance/ng203. Accessed May 2023; 2. Adapted from KDIGO 2022 Clinical Practice Guideline for 
Diabetes Management in Chronic Kidney Disease. Kidney International Supplements 2022;102(5S):S1-S127.
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NICE impact report: Cardiovascular disease 
prevention [2019, no longer available]

• 1.2 million people with CKD are undiagnosed [stage 3-5]

 

• Effective coding and management of CKD can reduce emergency admission to 
hospital.

• Primary care is responsible for a number of key interventions in early-stage CKD. 

• Many of those with CKD have poor blood pressure control and poor proteinuria 
control

• CKD, chronic kidney disease. NICE. NICE impact cardiovascular disease prevention. 2018. Available at: https://allcatsrgrey.org.uk/wp/download/governance/clinical_governance_2/nice-
impact-cardiovascular-disease-prevention.pdf. Accessed May 2023.

Image from Shutterstock.

https://allcatsrgrey.org.uk/wp/download/governance/clinical_governance_2/nice-impact-cardiovascular-disease-prevention.pdf
https://allcatsrgrey.org.uk/wp/download/governance/clinical_governance_2/nice-impact-cardiovascular-disease-prevention.pdf


Management of CKD in primary care1

Systematic and proactive QI approach

Identification 

• Case finding for unidentified CKD using 

eGFR and uACR

• CKD coding

• Retro- and prospective

• Inequalities

Management

• Education – Cardiovascular health / 

lifestyle / modifiable risk-factors

QRISK

KFRE

Medical Optimisation 

• Optimise BP

• Antiplatelet agents for secondary 

prevention

•   RAASi 

• SGLT2i

• Finerenone

• Lipid lowering therapy

• Optimise LTC

Frailty/EOL

• ACEi, angiotensin converting enzyme inhibitor; ARB, angiotensin receptor blocker; CKD, chronic kidney disease; eGFR, estimated glomerular filtration rate; EOL, end-of-life; LTC, long-term condition; SGLT2i, sodium glucose co-
transporter 2 inhibitor;  uACR, urine albumin creatinine ratio. 1. NICE 2021. Chronic kidney disease: assessment and management (NG203). Available at https://www.nice.org.uk/guidance/ng203. Accessed May 2023; 2. NICE 2019. 
NG136. Available at https://www.nice.org.uk/guidance/ng136. Accessed May 2023.

https://www.nice.org.uk/guidance/ng203
https://www.nice.org.uk/guidance/ng136


ABC of CVD risk

Atrial 
fibrillation

Blood 
pressure

Cholesterol



New paradigm: ABC2DEF

Atrial 
fibrillation

Blood 
pressure

Cholesterol

Chronic 
kidney disease

Diabetes
Exercise [and 

lifestyle]

Frailty and 
EOL



3a

4

3b

QRISK3 health warning – CKD is a high risk state



QRISK3 lifetime



NICE 
NG28 = all with CKD



www.wypartnership.co.uk @WYPartnership

SGLT2i’s

J Osteopath Med 2021; 121(2): 229–239

TGF: tubule glomerular feedback



www.wypartnership.co.uk @WYPartnership

Kidney failure risk equation

• Kidney failure risk equation = KFRE

• Adopted for UK population. - www.kidneyfailurerisk.co.uk/

• Gives 5-year risk of end stage renal failure 

• 5% referral threshold

• Doesn’t give CVD risk



www.wypartnership.co.uk @WYPartnership

Semaglutide in DKD:
FLOW study

Vlado Perkovic et al, Effects of Semaglutide on Chronic Kidney Disease in Patients with Type 2 
Diabetes. N Engl J Med 2024;391:109-121

Study: 3533 patients, 3.4 years, multi-centre RCT, semaglutide vs placebo
Primary outcome: composite of kidney failure (dialysis, transplantation, or an 
eGFR of <15 ml per minute per 1.73 m2), at least a 50% reduction in the eGFR 
from baseline, or death from kidney-related or cardiovascular causes.
Notes: 15% on SGLT2i
Outcomes: RRR=24%, NNT=20 (primary outcome) over 3 years



Summary

• CKD has a greater global prevalence than HF and diabetes combined
• CVD is the major cause of death in patients with CKD, rather than ESRD
• CKD is a major risk factor for CVD, even in the early stages

• CKD is under-diagnosed, under-coded and under-treated
• Failure to assess for CKD under-estimates CVD risk
• Albuminuria is an independent risk factor for CVD and should not be ignored

• Need a pro-active approach to CKD management
• Address underlying cause, lifestyle factors, optimise treatment: ACEi/ARBs, SGLT2i, finerenone, 

LLT and BP control 
• Don’t ignore frailty/EOL



Quality Improvement Programmes 

Check them out at www.PCCSUK.org

Our PCCS QI programmes aim to bring together the key components of delivering high quality 
cardiovascular and kidney care across general practice.

Prevention and 
Diagnosis

Coding 
and Searches

Treatment and 
Management

Practical Tips
Patient 

Identification
End of life

Each programme includes: 

Current QI topics include:

Heart failure
Chronic Kidney 

Disease
Lipids COVID-19 Triglycerides 

Coming soon!

http://www.pccsuk.org/
https://pccsuk.org/heart_failure_quality_improvement_programme.aspx
https://pccsuk.org/quality_improvement_programme/ckd_qi_programme/default.aspx
https://pccsuk.org/quality_improvement_programme/lipid_qi_programme.aspx


Thank you for your attention

@DrRajThakkar

www.PCCSUK.org



West Yorkshire Minuteful Kidney 
& Hypertension Project

WYICB System Clinical Lead
Dr Sunil Daga



Project Outline

• Our approach in West Yorkshire - rationale on why a HTN cohort
• What our approach will be
• What are we hoping to achieve  
• What support GP Practices can expect as part of this project 



Hypertension and Kidneys

CKD10-25%* eGFR or 
proteinuria

8-10% CKD3-5
124% increase 1990-2019#

Hypertension  80-85%

*Zeng et al Hypertension 2023
# Chen et al Front. Med.2021

Middleton et al KI 2010



Kidney International 2004 66S45-S49DOI: (10.1111/j.1523-1755.2004.09212.x) 

Copyright © 2004 International Society of Nephrology Terms and Conditions

http://www.elsevier.com/termsandconditions


Karen A. Griffin. Hypertension. Hypertensive Kidney Injury and the 

Progression of Chronic Kidney Disease, Volume: 70, Issue: 4, Pages: 

687-694, DOI: (10.1161/HYPERTENSIONAHA.117.08314) © 2017 American Heart Association, Inc.



Karen A. Griffin. Hypertension. Hypertensive Kidney Injury and the 

Progression of Chronic Kidney Disease, Volume: 70, Issue: 4, Pages: 

687-694, DOI: (10.1161/HYPERTENSIONAHA.117.08314) © 2017 American Heart Association, Inc.



Am J Hypertens, Volume 28, Issue 9, September 2015, Pages 1150–1156, https://doi.org/10.1093/ajh/hpv003

The content of this slide may be subject to copyright: please see the slide notes for details.

Systolic blood pressures at baseline and the 2-year change in 

the estimated glomerular filtration rates. ...

Adjusted for sex, age, body mass 
index, diastolic blood pressure, 
estimated glomerular filtration rates, 
uric acid levels, glycated hemoglobin 
levels, triglycerides, low-density 
lipoprotein levels, high-density 
lipoprotein levels, smoking, alcohol 
consumption, and the use of 
antihypertensive medications at 
baseline

https://doi.org/10.1093/ajh/hpv003


ckd_audit_report.pdf (lshtm.ac.uk)

https://www.lshtm.ac.uk/files/ckd_audit_report.pdf


Current state

Stewart, S. et al. Chronic kidney disease: detect, diagnose, disclose—a UK primary care perspective 
of barriers and enablers to effective kidney care. BMC Med  2024



Risks

• AKI
• Progressive CKD -RRT
• All-cause mortality,
• Cardiovascular mortality, 
• All-cause hospitalizations, 
• Myocardial infarction, 
• Stroke, 
• Heart failure, 
• Atrial fibrillation, and
• Peripheral artery disease



CKD3-5 (Sept 2023)

Prevalence 3.56% (n – 
3.89%) =75k

Urine albumin:creatinine 
ratio (or protein:creatinine 
ratio) test in the preceding 

12 months – 52.69% 
(national 40.45%)

Cases with HTN and 
proteinuria on RAASi 
73.32% (n = 69.84%)

Home | CVDPREVENT

https://www.cvdprevent.nhs.uk/home


WY Minuteful Kidney & Hypertension Project

Total kits = 35,000 
individuals in West Yorkshire

Kit allocation: adjusted for 
practice registered 

population & IMD; higher no. 
kits to Lower IMD Practices)

Eligible population: 
Hypertension and no uACR 

in previous 12months

Phase 1 implementation: 
prioritising those with > 3 

LTCs

Healthy.IO initially 
approaching IMD 1 GP 

Practices with greatest gap 
in actual to 77% BP 
treatment to target 

(CVDPrevent)



Healthy.IO's Minuteful Kidney (At Home ACR Testing Service) has been in operation across England for over 4 years 
now. Here are some key statistics on our journey so far:

• 450,000+ Patients Onboarded
• 250,000+ Patients Tested
• Worked in over half of England’s ICB’s. 
• 95% of Patients want to test with us again next year, after using our service
• We’ve tested everyone from aged 18 -104! 
• 86% of GP Practices want to use us again, after working with us. 

We are tried and tested, and now we are working again in West Yorkshire



Inside the
Minuteful Kidney Kit

Minuteful Kidney Test App

Urine cup & lid

Absorbing Pad

Colour-board

ACR Reagent strip (Dipstick)

User manual 



Getting started in a few simple steps

Patient search

Run the clinical search using the file provided

(more informaiton on the searches and 

prioritisation approach can be found here: West 

Yorkshire Minuteful Kidney Project and Hypertension :: 

West Yorkshire Health & Care Partnership 

(wypartnership.co.uk))

Patient 
Notification

Use our templates to send out 

SMS/Letters to your patients

Wait 5-7 days for any opt-out responses

Remove opt-outs from patient list after 

opt-out period has elapsed

Send Patient list

Share your eligible patient list 

with us via email to finalise the 

set-up

Privacy policy & trading partner 
set up

Update practice privacy policy using 

template provided

Add Healthy.IO as trading partner to 

S1/EMIS

Documentation (IG 
and set up)

Sign the DPA

https://www.wypartnership.co.uk/our-priorities/long-term-conditions/west-yorkshire-minuteful-kidney-project
https://www.wypartnership.co.uk/our-priorities/long-term-conditions/west-yorkshire-minuteful-kidney-project
https://www.wypartnership.co.uk/our-priorities/long-term-conditions/west-yorkshire-minuteful-kidney-project
https://www.wypartnership.co.uk/our-priorities/long-term-conditions/west-yorkshire-minuteful-kidney-project
mailto:healthyio.minutefulkidney@nhs.net


What happens after we receive your Patient List

We..

For more information on West Yorkshire recommended follow up times (including need to 
consider other markers of CKD over and above abnormal uACR) please refer to: 

Post_uACR_Home_Test_Follow_Up_Process_v1.0.docx (live.com)
and

WY_Guideline_for_management_of_CKD_in_adults_310124.docx (live.com)

https://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Fwww.wypartnership.co.uk%2Fapplication%2Ffiles%2F1317%2F0972%2F0496%2FPost_uACR_Home_Test_Follow_Up_Process_v1.0.docx&wdOrigin=BROWSELINK
https://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Fwww.wypartnership.co.uk%2Fapplication%2Ffiles%2F5917%2F0738%2F7628%2FWY_Guideline_for_management_of_CKD_in_adults_310124.docx&wdOrigin=BROWSELINK


Progress to date – 7.10.24

Overall Project Average for 
Testing Adherence – 57.5% (and 
growing)

8695 Minuteful Kidney Test Kits sent to 
patients
55.7% of tested patients are from IMD 1-3 
based

47 Practices who have submitted 
patients
(39 Practices are in mobilisation and need 
further practice actions to progress to 
completion)

8473 Patients 
Onboarded

8315 Patients eligible to take the Minuteful Kidney 
Test
58.5% of eligible patients are from IMD 1 – 3 based 
practices

4782 Patients Tested

More kits sent than eligible pts as 100 shared for 
use in community events with LTHT and second 
kits sent to several individuals who were unable 
to effectively complete the test with their first kit



Result Number of 
patients

A1 Normal 
results 

3310

A2 Abnormal 
Results 

1297

A3 High 
Abnormal 
Results 

175

A1 Normal 
results 

69%

A2 Abnormal 
Results 

27%

A3 High 
Abnormal 

Results 
4%

Results (%)

A1 Normal results A2 Abnormal Results A3 High Abnormal Results

Received results breakdown to date – 7.10.24





One guideline!

Hannah Beba et al 2024



Hannah Beba et al 2024



Hannah Beba et al 2024



Support for Participating GP Practices – 
Place Clinical Leads 
Please make contact with your Place Clinical Leads to discuss how they may 
support your practice:

• Bradford Place Lead – Nicholas Bird; nicholas.bird@bradford.nhs.uk 

• Calderdale Place Lead – Victoria Briggs; victoria.briggs@cht.nhs.uk 

• Kirklees Place Lead - Indira Kasibhatla; indira.kasibhatla@nhs.net 

• Wakefield Place Lead – Dr Pravin Jayakumar; pravin.jayakumar@nhs.net

• Leeds Place Lead – Alice Pennock; alice.pennock@nhs.net

mailto:nicholas.bird@bradford.nhs.uk
mailto:victoria.briggs@cht.nhs.uk
mailto:indira.kasibhatla@nhs.net
mailto:pravin.jayakumar@nhs.net
mailto:alice.pennock@nhs.net


Support for Participating GP Practices
• WY Minuteful Kidney & HTN resource page West Yorkshire 

Minuteful Kidney and Hypertension Project :: West Yorkshire 
Health & Care Partnership (wypartnership.co.uk)

• Further Healthy.IO led onboarding webinars: PCN/Place 
level 

• Clinical lead (System and Place) led MDT
• Access to other CKD training
• Cognitant “Kidney Essentials” web resources
• A-Z of Hospital Services (sth.nhs.uk) – The Yorkshire & Humber 

Kidney Network’s homepage 

https://www.wypartnership.co.uk/our-priorities/long-term-conditions/west-yorkshire-minuteful-kidney-project
https://www.wypartnership.co.uk/our-priorities/long-term-conditions/west-yorkshire-minuteful-kidney-project
https://www.sth.nhs.uk/services/a-z-of-services?id=347&page=762


Cognitant “Kidney Essentials” 
Online Resource
An interactive web resource for patients to learn 
about chronic kidney disease (CKD), how to 
manage the condition, and what to expect if you 
have been diagnosed. This content has been 
produced in partnership with healthcare 
professionals and patients and is available in 
multiple languages.

West Yorkshire ICB have a 12 month license for 
use among primary and secondary care.

For more information visit - West Yorkshire 
Kidney Health :: West Yorkshire Health & Care 
Partnership (wypartnership.co.uk)

https://www.wypartnership.co.uk/our-priorities/long-term-conditions/west-yorkshire-minuteful-kidney-project
https://www.wypartnership.co.uk/our-priorities/long-term-conditions/west-yorkshire-minuteful-kidney-project
https://www.wypartnership.co.uk/our-priorities/long-term-conditions/west-yorkshire-minuteful-kidney-project


Call to 
Action

Place engagement to date:

• 4 practices completed from 
Calderdale (02T) sub-region (New 
info:  Calderdale subregion has an 
avg adherence rate of 57.7%)

• 6 from 03R Wakefield. (New 
info:  Wakefield sub region has an 
avg adherence rate of 54.3%)

• 19 from 15F Leeds.  (New 
info:  Leeds subregion has an avg 
adherence rate of 64.3%)

• 12 from 36J Bradford (New 
info:  Bradford subregion has an avg 
adherence rate of 49.8%)

• 6 From XC24Y Kirklees (New 
info:  Kirklees subregion has an avg 
adherence rate of 55.2%)

Practice completions are 
therefore split:

• 40.4% - Leeds

• 12.7% - Wakefield

• 12.7%  - Kirklees

• 25.5%  - Bradford

• 8.5% - Calderdale



Q&A
@DrRajThakkar

@Sunildaga23

@Sarahdebiase



Evaluation: 

Adele to send link through
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