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ABSTRACT

Chronic kidney disease (CKD) is a major cause of morbidity and mortality among
kidney patients in Newfoundland and Labrador (NL). This study aims to investigate the
burden of CKD across geographic areas in NL and the utilization pattern for nephrology
services. The ultimate goal is to inform future service planning in NL.
This is a retrospective cohort study of 40,465 CKD patients’ administrative data
recorded over a 5-year period (2011-15). We compared the differences in nephrology
service accessibility and frequency of nephrologist visit follow-up among the four health
regions. P<0.05 was considered statistically significant.
This study found that only 7.3% of NL CKD patients were in contact with
nephrologists within one year of CKD being identifiable based on estimated glomerular
filtration rate (eGFR). Male CKD patients have a 1.4-fold (OR, 1.4; 95% CI, 1.3-1.5 (p <
0.05) higher chance of seeing a nephrologist than female CKD patients. Among diabetic
patients, only 12.8% of patients were tested for their urine albumin-creatinine ratio. On
the other hand, only 4.5% of all CKD patients had a urine analysis performed. This is an
underutilization of urine testing, which is a key diagnostic test that care-providers are
failing to offer. Except for in the Eastern Regional Integrated Health Authority (ERIHA),
patients from all other health regions faced difficulties in accessing nephrology care in
their own regions.
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Development of telehealth and e-health programs and decentralizing CKD early
detection and risk identification and care by a robust kidney outreach program would be
useful for optimal CKD care in NL.
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Chapter 1: Introduction and Background

1.1

Introduction
Practicing nephrologists in Newfoundland and Labrador (NL) frequently suggest

that kidney disease prevalence has increased over the past two decades.1,2 Although this
assertion is based on anecdotal evidence, if proven correct, it may have a significant
impact on the future planning and development of kidney services in the province. The
prevalence of chronic kidney disease (CKD) in NL needs to be identified while
anticipating the needs for kidney care services throughout the provincial health care
system.

1.2

The current structure of the provincial health care system
Newfoundland and Labrador is one of the provinces located as part of mainland

Canada. The province is divided into four health authorities, namely Eastern, Central,
Western, and Labrador-Grenfell regional integrated health authorities (RIHA). There are
kidney care services in all four health authorities, ranging from travelling nephrology
clinic to kidney replacement therapy (RRT). Although the best possible service is to have
a full range of kidney care, it is not practical to deliver the kidney care service to every
community because of the various geographic distribution of the relatively small
population throughout the province. Nephrology services are therefore mainly centered

1

in St. John’s and Corner Brook in the eastern and western health region, respectively,
where the majority of the NL population lives. There are two nephrologists in Corner
Brook, and the rest of the province’s eight nephrologists are in St. John’s. There are
some travelling clinics providing nephrology services across the regions. There is also a
well-established telehealth system in the province; it is used regularly during the dialysis
unit follow-ups, but the kidney clinics do not often use it. There is an e-consult service
available, but most of the nephrologists are not participating. This current structure of
kidney service delivery limits patients’ in-person follow-up, especially in central and
Grenfell-Labrador health regions and other remote locations as well. Also, it often
displaces patients and families to areas that offer appropriate kidney care services.

1.3

Chronic kidney disease
Chronic Kidney Disease (CKD) is defined as the presence of reduced kidney

function and/or evidence of kidney damage for a period of three months or more.3,4
Evidence of kidney damage includes albuminuria, abnormal pathology/radiology or
reduced kidney function (an estimated glomerular filtration rate (eGFR) <60
mL/min/1.73m2).5 CKD has become a major public health challenge in the last decade
due to its increased prevalence and strong association with kidney failure (end-stage
kidney disease, ESKD).6,7,8 According to the Kidney Disease Improving Global Outcomes
(KDIGO) 2012 Clinical Practice Guideline for the Evaluation and Management of Chronic
Kidney Disease9, CKD can be classified into the following six stages: G1-2, G3a-b, G4-5.
2

This KDIGO international system is a 2D matrix (Figure 1) that integrates the three levels
(A1-3) of albuminuria (urine albumin to creatinine ratio in mg/g or mg/mmol) and the
level of kidney function ((measured by either eGFR, or, measured GFR (mGFR)). The
matrix describes the risk stratification of the severity of CKD progressing up to ESKD. For
example, a patient whose eGFR is in the category of G3b (Moderately to severely
decreased kidney function) and whose albuminuria is severely increased (A3: >300mg/g
or >30mg/mmol), would be referred to as a CKD stage G3bA3, meaning he would have a
very high risk of progressing to kidney failure.10

3

CKD=chronic kidney disease; GFR=glomerular filtration rate; KDIGO=Kidney Disease:
Improving Global Outcomes

Figure 1: Risk stratification chart for prognosis of CKD by eGFR and albuminuria
categories (figure adapted from original source, used with permission)11
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1.4

CKD risk factors
One major cause of kidney function impairment is scarring or fibrosis of the

blood vessels coiled within the glomeruli, a cluster of capillaries located inside the
kidneys. The scarred vessels limit blood flow, and thus, the glomeruli cannot filter out
waste products efficiently.12,13 This scarring process is common in patients with high
blood pressure14 and diabetes15, which places them at a higher risk for CKD. Diabetes,
which is characterized by increased blood sugar levels, is caused by the body’s inability
to produce or use insulin, a blood glucose regulating hormone.16 High blood sugar levels
signal mesangial cells within glomeruli to produce scar tissue which then interrupts
blood flow through the glomeruli.17,18,19
In hypertension, the increased blood pressure causes thickening of the afferent
arteriole in order to withstand the pressure and this thickening narrows the arteriolar
lumen. As the lumen narrows blood and oxygen flow lessen causing ischemic injury to
the nephron’s glomerulus. Immune cells like macrophages and foam cells enter the
damaged glomerulus and stimulate the production of transforming growth factor beta1.
This growth factor causes mesangial cells to convert into mesangioblasts, the more
immature stem cell state of mesangial cells. Mesangioblasts secrete extracellular
structural matrix. Excessive extracellular matrix causes hardening and scarring of the
glomerulus known as glomerulosclerosis, which limits the nephron’s ability to filter the
blood and leads to chronic kidney disease over time.20
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Fifty percent of all diabetic patients21 and ~20% of hypertensive patients22
worldwide are estimated to develop CKD during their lifetime. More than 75 percent of
all cases of stage 3-5 CKD in Canada are attributable to these two diseases.23 Other
common risk factors such as obesity, cardiovascular disease and family history of end
stage kidney disease also contribute to higher risks for CKD.24

1.5

CKD biomarkers
The two essential laboratory measures necessary to diagnose CKD clinically are urine

albumin to creatinine ratio (UACR) and the estimated glomerular filtration rate25 The
UACR which measures albumin excretion, can be measured using a spot urine test
(preferably from the first-morning void). A UACR exceeding >30 mg/g indicates
albuminuria, which is one of the strongest predictors of declining kidney function.26 It
has been recommended that UACR should be tested annually in all patients with type2
diabetes and patients who have had type 1 diabetes for five years or longer.27
Another important test for identifying CKD is eGFR. For patients who are
clinically stable and non-hospitalized, eGFR is considered the best indicator to measure
kidney function.28 As serum creatinine (Scr) is the primary component of the eGFR
measurement, there are numerous formulas that exist to calculate eGFR by using Scr.29
One of the most widely used formulas is “The Modification of Diet in Kidney Disease”
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(MDRD) equation, which encompasses data including age, sex, race, and serum
creatinine.30
eGFRMDRD = 186 × (Scr/88.4)-1.154 × Age-0.203 × [1.21 if Black] × [0.742 if Female]
(where, Scr = serum creatinine in µmol/L)31

The standard equation is applicable to male Caucasians and has an adjustment
for females and black individuals. For females, the equation multiplies the GFR
estimates by 0.742. This is because average muscle mass and creatinine generation rate
in women are lower relative to men. Also, for black individuals, the equation will
multiply the eGFR estimate by 1.21 due to the fact that black individuals have higher
average muscle mass and creatinine generation rates compared to Caucasians.31
Although the National Kidney Foundation Kidney Disease Outcomes Quality
Initiative (NKF KDOQI) recommended eGFRMDRD in CKD due to an accuracy of 92% of
values being within 30% of true GFR32, the grading of CKD should also be based on
whether the UACR is more than 30mg/g creatinine or the eGFR is less than 60
ml/min/1.73m2 on two separate occasions tested three or more months apart.33
Another widely used creatinine-based equation is the Chronic Kidney Disease
Epidemiology Collaboration (CKD-EPI).34 When eGFR value is anticipated to be >60
mL/min/1.73 m², this recently formulated equation provides more accurate results.35
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As alternatives to creatinine-based equations, a number of researchers have
proposed GFR estimates based on other molecules such as cystatin C (Cys C), which is
less influenced by muscle mass than serum creatinine. It provides an index of the
glomerular filtration rate, especially in population subgroups including very obese,
elderly, malnourished, vegetarians, etc. in whom serum creatinine may be
inconsistent.36
CKD may not be identified based on a single or isolated UACR or eGFR
measurement.37 Age38, along with, kidney function stability39 play an important role in
an inconsistent eGFR reading. Many health conditions may present with fluctuating
serum creatinine levels, which may lead to the under or overestimation of eGFR.40,41
Hospitalization42, acute kidney injury (AKI)43, major limb amputation44, hepatic
cirrhosis45, and severe obesity46 are among such health conditions. False positive results
may also be seen in both very young and old age groups.47 Thus, the eGFR test for CKD
may not always be accurate and limitation free.48

1.6

Prevalence of CKD

1.6.1 Global trends
There has been an alarming increase in the prevalence of CKD globally. In 2015,
there were 1.2 million deaths due to CKD worldwide compared to 0.93 million in 2005, a
31.7% rise in 10 years (95% CI 27.7-35.6; p<0.05). The estimation of 1.2 million deaths
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due to CKD by the Global Burden of Disease (GBD) study in 2015 makes it the 17th
leading cause of death, up from 21st in 2005 and 25th in 1990.49 Accounting for the
shifting age structure of the global population, by contrast, the rise of age-standardized
death rates due to CKD was only 1.2% (95% CI -1.9-4.0; p>0.05).49
The Studies indicated that the global mean CKD prevalence in females [14.6% (12.716.7%)] was more common than in males [12.8% (10.8–11.9%)], irrespective of CKD
stages50, possibly due to the global increase in sex-related differences in obesity51, and
other contributing factors such as high blood pressure52 and diabetes mellitus53.
According to the Global Kidney Health Atlas (GKHA)54 project, survey from 125
countries (93% of the global population) showed that CKD was common throughout the
world: 7% of the total population in South Asia, 8% in Africa, 11% in North America, and
12% in Europe, the Middle East, East Asia and Latin America. It is more common in highincome countries: 24% in Belgium and Saudi Arabia, 18% in Poland, 17% in Germany,
16% in UK and Singapore, and 14% in the USA, with the exceptions of Norway and the
Netherlands at only 5%, than low-and-middle-income countries (LMICs). However, a
disproportionate increase in CKD prevalence rates was seen in LMICs as well.55 The
fastest CKD prevalence rate increase has also been seen in LMICs (especially Asia and
Africa), where most people with CKD are likely to live and where the annual prevalence
rate of CKD related death has increased by 5% from 1990-2013.56 The increase in CKD
prevalence rates in developing countries follows the trends of urbanization and lifestyle
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changes, including increasingly sedentary lifestyles, less physically demanding work, and
the global nutrition transition which is marked by increased intake of energy-dense but
nutrient-poor foods (often high in sugar and saturated fats).57,58,59
The number of people with CKD is increasing around the world. In the USA, if the
current trend continues, it is projected that the prevalence of CKD (in adults ≥30 years)
may increase from its current rate of 13.2% to 14.4% by 2020 and 16.7% by 2030.
Furthermore, for adults aged 30-49, the remaining lifetime incidence of CKD is 54%,
suggesting more than half of the adult population will have CKD in their lifetime.60
However, fortunately, CKD is largely preventable; for example, for diabetic patients,
controlling blood sugar can help to prevent the onset of early-stage CKD.61

1.6.2 The Canadian perspective
The Kidney Foundation of Canada estimates that 1 in 10 Canadians has kidney
disease. The Foundation also reports that millions of individuals are at risk of kidney
disease according to a 2016 annual report. CKD prevalence has increased tremendously
over the past two to three decades in the Canada.62
According to the results of a nationally representative heath measures survey (200709), approximately 12.5% of the Canadian population is affected by CKD.23 Arora et al.
found that about 2.9 million Canadian adults were living with stage 3-5 CKD. The
prevalence of CKD is markedly higher (31%) in those aged 65 or older. The most
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common causes of CKD are diabetes and high blood pressure followed by other health
conditions and kidney diseases. Elliot et al.63 note that the majority of patients with CKD
are treated in primary care settings. The remaining relatively small number of severe
cases are seen by nephrologists.

1.6.3 Prevalence of CKD in the Indigenous population
Studies have shown that the Indigenous population suffers from increased risk of
undiagnosed and untreated CKD compared to non-Indigenous population.64 In
Indigenous communities, the prevalence of severe CKD was almost two-fold higher
compared to non-Indigenous population.65,66 In Australia, research has shown that
Indigenous people can be as much as 3-4 times more likely to have CKD than nonIndigenous people.67 In native Australian communities, CKD may begin two or three
decades earlier, without diagnosis; therefore, people who are diagnosed with CKD at
middle age and have developed ESKD, essentially started developing CKD during their
childhood.68
In the last two decades, the prevalence of CKD among Indigenous populations in
Canada has increased dramatically.69 In addition, the prevalence of CKD-related
complications, such as ESKD, is 2 to 4 times higher when compared with non-Indigenous
people.70,71
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1.7

Adverse consequences of CKD
CKD can lead to end stage kidney failure. In the last twenty years, the number of

Canadians being treated for kidney failure has more than tripled. In Newfoundland, the
rates for kidney replacement therapy (RRT) for kidney failure patients in 2013 were
highest among all other provinces. Dialysis costs $56,000-107,000 per patient per year,
meaning that the Canadian healthcare system expends around $2.5 billion annually for
dialysis patients.72
Both CKD and its treatment can take a great physical and psychological toll on
individuals and families. Hemodialysis may take up to 5 hours a day and 3 times per
week. On the other hand, although there are long waits and high initial costs, kidney
transplantation may save the healthcare system over $250,000 per patient in dialysis
costs over five years.73

1.8

Kidney care delivery

1.8.1 When should a patient be referred to a nephrologist?
As the literature has shown, timely referral to a nephrology consultation delays
CKD progression74, improves clinical outcomes75,76 and minimizes overall costs77. When
there is no albuminuria present, the optimal time for this consultation occurs at CKD
stage 3b when eGFR falls below 45 mL/min/1.73m2.37,78 Other important factors to
consider in order to determine when a referral should be made include electrolyte
imbalances, uncontrolled hypertension, metabolic abnormalities, urinary abnormalities,
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and anemia.79 One quantifiable indication that may prompt the family physician to refer
a patient for a nephrology consultation is a decline in the baseline eGFR at a rate equal
to or greater than 5 mL/min/1.73m2 per year.80 A primary care provider might also seek
an early nephrology consultation for those with diabetes and hypertension in patients
showing any signs of hematuria, persistent proteinuria, or micro/macro-albuminuria in
two consecutive urine tests at least 3 months apart.81
A primary care provider can also enhance patients’ baseline knowledge of CKD
with applicable CKD management guidelines and education.82 In patients with CKD and
diabetes, management is mostly subject to a patient’s behaviors.83,84 Early intervention
with high risk patients also means implementing patient-centered education for chronic
disease management. Timely diagnosis of high-risk patients along with prompt
intervention and patient-centered education not only slows the progression of CKD but
also improves outcomes.85

1.8.2 Stable and progressive CKD
Kidney care accounts for a substantial amount of healthcare spending in
Canada.86 To control the ever-increasing expense of kidney-care, researchers and policy
makers have focused on the delivery of nephrology services as a way to regulate costs.87
In Canada, over 2.9 million citizens have CKD at stage 3 or higher, meaning that their
kidneys are functioning below or at approximately 60% of their normal capacity.50
Among them, only a small number of patients are treated by nephrologists, with the
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clear majority seen by a family physician in a primary care setting.88 Some of the CKD
patients from both groups decline rapidly, their kidney function steeply deteriorates,
and they need dialysis and/or a transplant in the end. However, in most cases, kidney
function remains stable for years.89 Stable kidney function occurs when the level of
eGFR decline is within the range of 1-4 ml/min/1.73m2 for 3 consecutive tests. This is
opposed to progressive kidney function decline, which is referred to as
>=5ml/min/1.73m2 decrease of eGFR per year.90 Physicians are often unable to
recognize progressive kidney dysfunction, leading to late referrals and lost opportunities
to slow kidney function decline.26,91 It is expected that kidney function will remain stable
in patients who have stable kidney function irrespective of CKD stage and who are
managed in a kidney care program. Their kidney function may not improve but it will
usually not deteriorate either. On the other hand, with proper nephrology service
delivery, it is possible to slow the rate of kidney function decline for some patients with
a history of declining kidney function.92 For these patients, the regression of
glomerulosclerosis may prolong the time before the onset of ESKD and its management
and thus improve outcomes.93

1.8.3 Early recognition and management of CKD
A systematic approach to diagnosing CKD early is crucial. Simple blood and urine
tests may identify most patients who are at an early stage of CKD. The National Kidney
Foundation of America, through their Kidney Early Evaluation Program (KEEP), offers
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free urine testing to all adult high-risk individuals with diabetes, HTN or family history of
kidney failure to address kidney problems.94 Thus, just after detection, it is important to
start renoprotective treatment immediately, not to cure CKD, but to slow down the
deterioration of kidney function. This may also prevent complications arising from
kidney disease, such as premature stroke or heart attacks, as well as progression to
ESKD.3 By using both the administrative data and the health-related information with
laboratory data, it has been shown that a simple urine test (the amount of protein in
urine) is one of the most important predictors of the progression of chronic kidney
disease.95 It is much easier to make informed choices about treatment options when
CKD is detected early. And, if CKD progression is being well taken care of from its early
stages, the prevention of ESKD is more likely.96

1.8.4 Addressing the gaps
The overall lifetime risks for CKD stage 3a (eGFR> 45 mL/min/1.73m2) from birth is
estimated at 59%. The likelihood of more severe CKD is lower, for example the risk is
3.6% for CKD stage 4 or more.97 So, recognition of CKD is vital, like recognition of
diabetes and high blood pressure. Kidney function does decrease with age. Urine
protein, which is a marker of kidney damage, needs to be on the list of lab tests for
individuals who are at risk. People need to have a standard awareness of kidney disease
parallel to the understanding of diabetes and hypertension that has existed for years.
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Existing CKD awareness is low.98 Stage 4 CKD is present when kidney function is
about one quarter of normal, yet only half of those who currently have severe kidney
disease (CKD stage 4 or worse) are diagnosed. It is important to recognize what CKD is,
detect it early, focus on the specialized treatment required, and reduce complications.99
A study of CKD patients in Alberta determined that the chronic kidney disease
clinical pathway (CKD-CP) online tool for primary care providers (PCP) greatly increases
PCP’s ability to diagnose, manage and refer CKD patients and thus reduces evidencepractice gaps in the primary care setting.100

1.8.5 Kidney care service delivery in remote communities
In Canada, we have a health care system that triages people based on
community to substandard care. There is a lack of access to kidney care services for
people in remote areas which acts as a significant barrier to maintaining health.101 These
barriers or challenges include but are not limited to healthcare professional shortage102,
lack of access to kidney care103, long-distance travel to a kidney care facility104, and poor
communication infrastructure for telehealth and e-consult105. The population in the
remote communities face inadequate kidney care services compared to their
counterpart living in close proximity to a health care facility.
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1.8.6 Kidney care service delivery in Indigenous communities
For the Indigenous population, especially for those living in remote locations, a
major challenge is access to kidney care. Early diagnosis is important, but the distress
involved with leaving the community/reserve to receive appropriate kidney care must
be considered.106 On top of the stress associated with traveling for medical care, they
also have very limited access to proper kidney care, amid a much higher prevalence rate
of CKD, and this therefore creates a burden on the available resources.107 When
compared with the non-Indigenous population, the likelihood of kidney transplantation
for Indigenous people is only about one-third (hazard ratio=0.34).71

1.9

Patient oriented research (POR)
Engaging, listening to, and involving patients as partners in the research process

enhances the impact and quality of research in a variety of ways. It ranges from
formulating novel research questions, to taking new and interesting directions based on
patients’ vast and diverse experiences. Engaging patients in this way is becoming a core
component of some medical research.108 Patient oriented research (POR) can be
instrumental in creating a framework that allows researchers to share their vision,
interest, and concerns about research with the broader community. Through POR,
researchers can interact and reach out to the widest possible audience. Increased
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awareness of societal needs is one among many potential benefits when researchers
and patients work together and define research strategies for a specific project.109
The provision of integrated care is one feature of healthcare systems. There are
many varying definitions for integrated healthcare in the literature. Common elements
include: being patient-oriented, continuous delivery of healthcare, including healthcare
research, and coordination between services.110 Unfortunately, in many instances,
limited patient oriented research within healthcare services leaves a gap in integrated
healthcare. This gap leaves many patients unaware of available advanced kidney care,
whilst healthcare professionals miss the opportunity to listen to patients’ voices on
healthcare deficits.111 The research inquiries and objectives that are important to
patient partners are very different than the ones that researchers think are important.
Incorporating the patients’ voice in all aspects of research is a key motivating factor in
any population-based epidemiological research. Patients can ask questions, and be a
part of the study design; their engagement is not limited to study participation, but also
to looking at the results, interpreting the findings, and coming out with the best possible
ways to disseminate these findings. All this makes the patient population the core of
patient oriented research.112
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1.10

Research objectives
a. To determine the distribution of chronic kidney disease in the Newfoundland
and Labrador health regions, and how this distribution varies in particular
subgroups characterized by region of residence, age, sex, presence of diabetes,
progression of kidney disease, and residence in communities with more
Indigenous people.
b. To determine the current status of CKD referrals and follow-ups by
nephrologists in the province and across regions, for the same subgroups.
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Chapter 2: Methods

2.1

Settings
Newfoundland and Labrador centre for health information is a custodian for

provincial health data. Provincial health information standards for demographic,
administrative, and clinical data are set by the Provincial Health Information
Management Leadership Committee. The purpose of this standard is to ensure accurate
and complete demographic and administrative information, a fundamental for valid and
accurate patient identification. The information is collected within health care services
at the point of patient registration/admission through standardized registration
processes. Medical information technology (MediTech), the Client and Referral
Management System (CRMS), Medical Care Plan (MCP), Vital Statistics, the Pharmacy
Network, and Med Access (the provincial EMR) are among the registration modules
from where the information flows into the provincial Client Registry for use by health
care providers and other stakeholders, i.e. researchers. NLCHI maintains the Client
Registry, which contains data including demographic information (name, address, date
of birth) and administrative information (date of birth registration, MCP number, etc.). It
allows accurate individual identifications by linking person-specific information from
clinical information systems to the correct person. For laboratory specimens (e.g.,
blood/urine sample), laboratory staff enter lab results into MediTech while ensuring
accuracy.113

20

Health data are being increasingly used in Canada.114 Although privacy is a major
concern while disclosing public health information for secondary use, there is a growing
demand for health data for public health research, and policy-making purposes.115 For
that, high-quality data not only plays a vital role in providing objective information for
study analysis but also helps in sound public health decision making. According to the
University of Victoria eHealth observatory’s electronic medical records data quality
evaluation guide116, a key characteristic of quality data is whether the data capture the
same set of names for the same set of analytical variables. In NL, different health
regions enter kidney function data by using different names for eGFR. Such
inconsistency in kidney function test-results may impact clinicians’ ability to recognize
and compare test results in a shared care situation. It may also affect practice reflection,
an essential element for quality data, where health data is used. To negate such impact,
NLCHI provided practical approaches to maintain the quality of data by identifying
different eGFR test names (for example: EGFRCALC, EGFRC, GFRPMDRD, etc.).
This retrospective cohort study was constructed by extracting records from the
following data sets: the Medical Care Plan (MCP) database, the MediTech Laboratory
database, the NLCHI Diabetes Database, the Canadian Organ Replacement Registry
(CORR), NLCHI’s Out-of-Province Discharge Abstract Database (PDAD), the Canadian
Socio-economic Information Management System (CANSIM) database, and the
CanMap® Six Digit Postal Code v7.2 database.
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For the purposes of determining CKD prevalence and to see where and when
specialist care was received, linkage had been made at NLCHI between the MCP claims
database for nephrologists in NL and the Meditech Laboratory Database. The Diabetic
registry data set was used to identify all patients with diabetes and the proportion of
these patients that has been tested for CKD. CKD patients who were on dialysis or have
had a kidney transplantation were identified and excluded by using the CORR data and
PDAD, respectively.
In this chapter, the sources of the individual datasets used are reported, the
characteristics of the variables used to analyze the data are discussed, and the methods
used to analyze the data to address the study objectives are illustrated.

2.1.1 MediTech laboratory data
This includes records extracted from Regional Integrated Health Authority’s
(RIHA) MediTech Systems’ Laboratory modules. Extracts were provided to NLCHI by
each RIHA and include administrative, demographic and clinical information related to
the laboratory tests performed in provincial facilities. The data (N=40,465 individuals)
were used to identify all adult (18 years of age) chronic kidney disease (CKD) cases.
Cases were identified by the study operational definition as individuals with CKD by an
estimated glomerular filtration rate (eGFR) <60 ml/min/1.73m2 on at least two
occasions, at least 3 months apart117, at some point of the study period between April
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1, 2011 and December 31, 2015. [Please note – Laboratory data from January 1, 2011March 31, 2011 was not available due to quality issues identified by NLCHI Health
Analytics and Evaluation Services Department during extraction].
While albuminuria is a key feature that can also identify and grade CKD, this was
not used in our study as a minority of cases had urine albumin measured.
Characteristics of the variables from this database that are used in the study are
described below.
Patients’ study ID: A study code unique identifier is tabulated for each patient,
named the ‘Study ID’. This allows the data to be de-identified for the analysis.
Age: (NLCHI-derived): Age was determined to be incorrect in the source data
(MediTech Laboratory Data) in the data validation process. The age information
file was thus replaced with age-derived from the 2016 MCP Beneficiary Registry
information (see section 2.1.2) to maintain the integrity and validity of data.
Derived-Age in years was calculated based on the simple subtraction of the
patients’ birth year from the laboratory test date.
Gender: Male and female.
Kidney function test: Each health region/facility utilized different names for the
same or similar tests for kidney function. In the original data, both serum
creatinine (SCr) and estimated glomerular filtration rate (eGFR) tests were
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provided. Serum creatinine test results were later transformed into eGFR by
using the Modification of Diet in Kidney Disease (MDRD) formula described
earlier.31 CKD measured by eGFRMDRD with the clinically relevant cutoff values
between 5-120 ml/min/1.73m2 was considered and any patients with eGFR
below 5 ml/min/1.73m2 or above 120 ml/min/1.73m2 were eliminated from the
data.
Not every eGFR from the same patient was below 60 ml/min/1.73m2
either before or after the period when they were identified. This is the working
definition of CKD based on how it is applied by the NLCHI data analyst. The CKD
is recognizable once the eGFR is below 60 ml/min/1.73m2 and stays there for
three months, but this does not require that a physician has diagnosed the
patient as having CKD. Therefore, some eGFRs appeared to be high and others
appeared low within the study period. A choice has been made to cut-off the
data when the eGFR were much too high or much too low to be clinically
believable. This is because it is unlikely that these values represent a correct
eGFR value.
Values of eGFRs >120 ml/min/1.73m2 are not plausible values. This
means that there must be something erroneous either in the data, or in the
creatinine assay. Heavily built patients in general may have a high eGFR, but this
does not make medical sense where there is an eGFR over 120 ml/min/1.73m2.
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And moreover, the study focuses on people with CKD where an eGFR over 120
ml/min/1.73m2 was really not relevant. For this reason, eGFR values over 120
ml/min/1.73m2 were left out from the analysis.
Very low eGFRs (<5 ml/min/1.73m2) were also left out. However, the
study may include some dialysis patients, who are not registered with CORR, or
patients who did have a very low eGFR at some point for various reasons such as
acute kidney injury, for example. And again, the study focuses only on CKD
patients, not dialysis patients.
History of diabetes mellitus: Derived variable- based on linkage to NLCHI
Diabetes Registry- indicates presence of patient records/information on diabetes
in the Provincial Diabetes Registry. Patients with ‘Yes’ indicates the presence of
diabetes and ‘No’, indicates the absence of diabetes.
To be considered a diabetes case in the Provincial Chronic Disease
Registry, an individual must meet the following criteria:


Identified as a diabetes case in the Canadian Chronic Disease
Surveillance System (CCDSS): The diabetes case definition used by the
CCDSS is one hospitalization or two or more physician visits with a
diabetes diagnosis code (250 in ICD-9; E10-E14 in ICD-10) within a 2year period. While identifying individuals for diabetes from primary
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care charts, this case definition has shown 86% sensitivity and 98%
specificity.118
OR,


Any two of the following test results in a two-year period:
o Fasting Plasma Glucose test result of ≥ 7mmol/L, OR
o Hemoglobin A1C test results of ≥ 6.5%, OR
o 2-hour Plasma Glucose in a 75g Oral Glucose Tolerance Test
result of ≥ 11.1 mmol/L, OR
o Random Plasma Glucose test result of ≥ 11.1 mmol/L.

Date of laboratory tests: Laboratory test dates were entered based on the
Meditech Collection date for every test throughout the study period from April,
2011, to December, 2015.
Postal code information: Geographic information was based on six-digit postal
codes taken from the 2016 MCP Beneficiary files (see section 2.1.2). The postal
code indicates the patients’ place of residence in 2016.

2.1.2 MCP fee-for-service physician claims data
The MCP is an overall medical care insurance plan intended to cover the
physicians’ service fee. The master database from the provincial MCP program of the
Department of Health and Community Services is the primary source for MCP data. This
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Registry based data is managed by NLCHI and consists of clinical, administrative and
demographic information on patients’ eligibility for provincial MCP services. The data
has 3 different files, namely the beneficiary registry, provider registry, and fee-forservice (FFS) physician claims. The population size was 8,850 individuals in this database.
The MCP Beneficiary Registry includes demographic information about
individuals insured by the program and is a ‘snapshot’ of registrants’ information at a
point in time, usually December 31 of a particular year. The person-specific health care
number issued at the time of registration is also included.
The Provider Registry includes demographic and licensing information about
physicians registered to submit claims for services under the Newfoundland Medical
Care Insurance Act. A unique identifier is provided to registrants for billing purposes.
The Fee-for-Service (FFS) Physician Claims dataset includes clinical and other
information about services claimed under the Newfoundland Medical Care Insurance
Act. Date of service, place of service, and diagnostic and fee codes used to describe
procedures/services performed are included.
Patients who were residing as a permanent resident outside Newfoundland and
Labrador were excluded. Residence outside NL was determined using MCP registry
information.
The medical licensing body is inconsistent in who they label as nephrologists.
Part of this is historical – some were in practice before the Royal College recognized the
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subspecialty. Some more recent ones may have been certified in the US and listed as a
nephrologist by Credentials committees in the RIHAs. We invited all practicing
nephrologists in NL seeking permission to use their visit data for the study [see
Appendix A]. There were transiently also other nephrologists, who saw some
nephrology cases but a lot of non-nephrology cases, so we left them out from the study.
In terms of which physician visits we wanted to capture, this would essentially be visits
to physicians who practice Nephrology. This excluded visits to internists per se even
though a couple of those were listed as “Nephrologists” by the College, they were not
credentialed to provide nephrology care. There are internists at Grand Falls who do
provide dialysis, but they don’t do pre-dialysis CKD care which is the focus of this study,
so their visits were not captured either. Eight nephrologists are practicing based on the
city of St. John’s in ERIHA and two nephrologists are practicing in Corner Brook in
WRIHA. A couple of nephrologists from ERIHA travel periodically to CRIHA and LG-RIHA.
The following is the list of variables from this database that were analyzed.
Patients’ Study ID: The same unique identifier as that of the MediTech
laboratory data was used for CKD patients who had been seen by nephrologists.
Nephrologist Visits: This was a derived variable based on the linkage with MCP
FFS physician claims data. The variable denoted the count of visits with a
nephrologist per CKD patient. All nephrologist visits throughout the study
periods were taken into account. All nephrologists are fee-for-service and submit
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claims. After the study period started, the first nephrologist visit was identified
and then all subsequent visits were counted.
Nephrologist Visit Date: Based on all service dates of nephrologist visits per CKD
patient throughout the study period.
Nephrologist Visit Location: RIHA location of nephrology service was recorded
based on the most recent date of nephrologist visit.
Postal Code information: The six digit postal code of CKD patients’ place of
residence was extracted from the MCP Beneficiary file.

2.1.3 The NLCHI diabetes database
The database includes records for all residents of Newfoundland and Labrador
who have been diagnosed with diabetes as recorded in provincial clinical information
systems. The NLCHI Diabetes Database was used to identify all prevalent cases of
diabetes between January 1, 2011 and December 31, 2015. Patients with ‘Yes’ indicates
the presence of diabetes and ‘No’, the absence of diabetes. The presence/absence
(Yes/No) of micro-albumin urine test (MALU) was provided. It was used to detect kidney
damage in diabetic individuals who are at risk of developing CKD. The population size on
this database was 76,692 individuals.
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2.1.4 The Canadian Organ Replacement Registry (CORR) and NLCHI’s Out-of-Province
Discharge Abstract Database (PDAD)
CORR collects data from hospital dialysis programs, regional transplant
programs, organ procurement organizations, and kidney dialysis services offered at
independent health facilities. Patients are tracked from their first treatment for endstage organ failure (dialysis or transplantation) to their death, unless they are lost to
follow-up. CORR data were linked at NLCHI and used to exclude patients on dialysis.
Patients with ‘Yes’ indicated for Peritoneal/Hemodialysis were identified as dialysis
patients and were excluded. Patients who have dialysis for acute kidney injury are not
captured by the CORR data, and as such may have been included in the cohort.
With respect to the transplant data, all NL kidney transplants were performed
out of province (most were performed in Nova Scotia). The data submitted to CIHI were
considered to be under the custodianship of the submitting province. Therefore,
CORR provided no transplant data. Patients who had a kidney transplant were therefore
identified and excluded using NLCHI’s Out-of-Province Discharge Abstract Database.

2.1.5 Canadian Socio-economic Information Management System database:
(see Appendix B)
Canadian socio-economic information management system is Statistics Canada's
main socioeconomic time-series population database consisting of the number of
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people living in a health region by age and sex. NL health regions are based on
administrative boundaries defined by the provincial ministry of health according to
provincial legislation. CANSIM was used for computing age-standardized and age and
sex-specific CKD prevalence rates in different NL health regions from 2011 to 2015.119

2.1.6 The CanMap® Six Digit Postal Code v7.2 database
In order to effectively map each study ID’s location to each health authority, six digit
postal codes were used. The CanMap® 6 digit postal code database contains the most
precision-based points representing addresses across Canada. The database is produced
by DMTI Spatial, a Digital Map Products company (a private company that creates the
CanMAP geographic information system (GIS) Data used by the federal
government/universities). The CanMap file also includes the Canada Directory which
contains provincial boundaries, regional municipality boundaries, area code boundaries,
and the 1996 census subdivisions (CSD) boundary data. The postal codes are
subsequently mapped to regional municipality boundaries (communities) and then
regional health authorities. Finally, latitude and longitude coordinate points were used
to locate different communities on the map.
Data for study cases were arranged in an SPSS data file and then imported to the
GIS-based mapping software, ‘Tableau’. Specific communities belonging to their
Individual cases were represented on the map, according to their postal code
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information. The coordinate (latitude and longitude) locations of the communities of the
CKD population were derived from the postal codes provided for each patient in the
Meditech Laboratory and the MCP Fee-for Service Physician Claims databases.
Coordinates that were not recognized by the CanMap® Six Digit Postal Code v7.2
database were manually inserted into the Tableau software after online Google search
of the postal code specific to the community. The display of communities on the map
was then pointed out by dots.
To ensure that the privacy of the patients included in this study was not
compromised as a result of analyzing the 6 digit postal code data, the rule of five
method was used to prevent any re-identification of patients through spatial
information. Any sub-region or aggregate that had less than five patients was merged
with an adjacent sub-region or aggregate so that none of the areas being analyzed had
less than five patients. This process is widely used as a method to prevent the reidentification of patients through spatially referenced data.

2.2

Study design
This is a retrospective cohort study to establish CKD prevalence and to

understand kidney care delivery service across different health regions of NL. This study
also utilizes the GIS mapping that helped visualization of people living in the remote
communities with the burden of CKD.
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We were able to look at the number of people in the broader municipal
communities within each health region. For reasons of privacy and confidentiality, we
could not identify people in very small communities. It is NLCHI policy not to identify
individuals within groups of smaller than 5 people with CKD. Since we cannot analyze
the very small communities because of the limitations of the policy, we choose bigger
sites of CKD population (thirteen communities) for comparative analyses. The
differences in the proportion with CKD between the larger communities (namely St.
John’s region, Carbonear, Burin, Clarenville, Bonavista, Gander, Grand-Falls-Windsor,
Corner Brook, Stephenville, Port-aux-Basques, St. Anthony, Happy Valley-Goose Bay,
Labrador City) were compared. Four health regions were compared first in terms of the
proportion with identifiable chronic kidney disease and then broken down within the
regions into specific communities.

2.3

Research team
A multidisciplinary research team, with varying expertise and skill sets, was

introduced because of the varying nature of the study. The research team consists of a
master's student [Dr. Mohammad Akhtar Hossain] from the department of clinical
epidemiology as a principal investigator, one professor of medicine (nephrology), Dr.
Brendan Barrett, as a supervisor, two associate professors of medicine (nephrology),
Drs. Sean Wilson Murphy and John Shik, as co-supervisors, and a research coordinator
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[Oliver Hurley] from the faculty of medicine. The expertise of this research team
included research design, data analysis, geographic information system analysis, kidney
disease, and biostatistics. I was responsible for various stages of research design
including but not limited to protocol writing, study design, data screening/cleaning, data
analysis and report writing. I was further supported by three co-investigators (patients
or related to patients: Ms. Kim Hickman, Ms. Carla Thompson and Ms. Trina Ralph) as
part of the patient oriented research.

2.4

Research environment
This study was carried out within the Clinical Epidemiology Research Unit at the

Memorial University of Newfoundland. It had the necessary infrastructure [e.g.
adequate space, equipment (a desktop with the necessary software including Microsoft
office and statistical package [International Business Machines- Statistical Package for
the Social Sciences (IBM SPSS)], and facilities (i.e. conference space, projector etc.)], to
conduct this research study, including access to the Memorial University of
Newfoundland Health Science library for access to the current literature.

34

2.5

Study population, inclusion, and exclusion criteria
All patients with identifiable chronic kidney disease (see operational CKD

definition, page 37) at the various Newfoundland and Labrador health regions between
April 1, 2011, and December 31, 2015, were included in the study.

2.5.1 Inclusion criteria
Age ≥ 18 years
Identified CKD patients based on laboratory criteria
Diabetic patients aged ≥18 years
2.5.2 Exclusion criteria
Patients who were on chronic dialysis
Patients who have had a kidney transplantation
Patients who were residents outside Newfoundland and Labrador
(NLCHI did not report the number of people excluded because of dialysis
and transplantation)
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2.6

Data analysis in the Indigenous population
There was an interest from patient partners in looking at any differences

between Indigenous and non-Indigenous people with CKD in Labrador-Grenfell Health
region. We do not have data to assign the Indigenous status of individuals; as such, we
are using the coastal community with majority Indigenous people as a proxy. These
coastal communities with CKD (namely, Cartwright, Charlottetown-Labrador, Hopedale,
Makkovik, Mary’s Harbour, Mud Lake, Nain, Natuashish, North West River, Port Hope
Simpson, Postville, Rigolet, and St. Lewis) have a majority (>80%) Indigenous
population.120 [Appendix C] Therefore, to determine whether or not there is a difference
between Indigenous and non-Indigenous communities, we use these coastal
communities as an approximation of an Indigenous population. Thus, the proportion of
CKD patients within the Labrador coastline communities reflects the CKD prevalence in
the Indigenous population rather than in the Caucasian population. We use this proxy
measure as individuals are not identified as Indigenous or not in the dataset.

2.7

Sample size calculation
As all patients' records, available and documented in the NLCHI registry, were

included in the study design for the selected study period of April 2011 to December
2015, sample size calculation was not necessary to conduct this retrospective
observational study. However, as our primary objective is to establish CKD prevalence,
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we only need 3,457 CKD with 95% confidence interval based on the following formula of
sample size calculation for prevalence study.121

n = Z2 x P (1-P) / d2

where,
n = sample size,
Z = 1.96; Z-statistic for a level of confidence,
P = expected prevalence or proportion (in proportion of one; here, national CKD
prevalence of 10% was used, P = 0.1), and
d = precision (in proportion of one; in this case 1%, d = 0.01).

Thus, a sample size of 3,457 would provide 95% confidence with 1% absolute error in
the estimated prevalence of CKD among the NL population. We based our calculation
here on knowing that we would have sufficient cases to identify the prevalence.

2.8

Patients’ engagement
To facilitate the process of patient-oriented research, three patient partners

were invited, by email notification [Appendix D], at different phases as the study moved
forward. These phases include: a) inclusiveness: patient engagement was blended with
patients’ perspectives, cultures, and their kidney care experiences; b) initial protocol
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writing phase: we held a meeting with these patients, participants were asked to review
the research proposal and for any new ideas to add or gather feedback on already
existing information; c) research outcome phase: requested interpretation of results; d)
knowledge translation phase: asked patients partners to help share the research
outcomes.

2.9

Data analysis
Descriptive analyses were used to calculate the prevalence. The prevalence was

reported as percentage (%). For descriptive purposes, patients’ kidney function
measured by eGFR was categorized as such: <60 (45-59), <45 (30-44), <30 (15-29), and
<15 (5-15) ml/min/1.73m2. Individuals were grouped into five age categories (18-39, 4049, 50-59, 60-69, and 70+ years) based on their age at baseline (2011).
We determined CKD prevalence in a number of steps. First, we considered the
proportion of CKD patients in different RIHA communities by age group for each year of
the period 2011-15. Then, we looked at the proportion of the CKD population who were
and were not seen by a nephrologist. We also examined the influence of factors (age,
sex, diabetes, health region, CKD stages, and kidney function stability) on the frequency
of nephrologist follow-ups. And finally, we documented CKD among the Indigenous
communities. The following chart (Figure 2) shows all components of analysis followed
in this study.
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Figure 2: Study analytical approach.
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The differences between how often a patient receives follow up services within
different communities and health regions were measured by the frequency of
laboratory tests and nephrologists’ visits. Frequent lab tests influence the likelihood of
identifying CKD and also reflect the adequacy of care.122 Depending on the prior
laboratory findings, it is important to look at differences in the frequency of blood work
at varying degrees of kidney function for CKD patients. Also, to assess the degree to
which current nephrology service delivery matches the apparent needs, the study
compared follow up frequency for CKD patients by the number of nephrologist visits
between the health regions and different communities as well.
We used direct standardization to calculate age-adjusted and sex-specific CKD
distributions among four health regions. Age-adjustment, also known
as age standardization, is used to compare populations with variable age groups.
To determine the age-adjusted rate, we first calculate the age-specific CKD rates for
each age group by dividing the respective population CKD number, and multiply by
1,000.123 Direct age-standardized and sex specific prevalence were calculated using
Statistics Canada’s Canadian Socio-Economic Information Management System
(CANSIM) table 109-5355.
Kidney function stability was measured by the progression of CKD, a rate of
kidney function decline per year. If kidney function drops at a rate of equal to or greater
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than 5 ml/min/1.73m2 (measured by eGFRMDRD) per year, this is considered unstable or
progressive chronic kidney disease.90
We used a logistic regression model to evaluate the likelihood of an individual
being seen by a nephrologist by patients’ demographics (age, sex, diabetes status, CKD
stage and stability of kidney function).
Logistic regression was applied since the dependent variable is dichotomous
(either being seen by a nephrologist or not). The Odds ratio and 95% CI were calculated
to assess the association of nephrologist visits by patients’ characteristics. A P value less
than 0.05 was considered to indicate statistical significance.
On clinical grounds, all of the following parameters are relevant potential
predictors, and thus we decided to enter them all into the model at the same time. We
did not perform stepwise addition or deletion. In developing a logistic model, we first
decided which variables of the data to which we had access will be clinically relevant,
and then, we used the enter method to force them all into the model at the same time
to allow for multivariable adjustment. Omnibus test was used to compare the fitted
model against the intercept-only model.
The null hypothesis for the overall model fit: The overall model does not predict
nephrologist visit; the independent variables as a group are not related to being seen by
a nephrologist.
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The alternative hypothesis for the overall model fit: The overall model predicts
the likelihood of a nephrologist visit. Being younger (vs. older), male (vs. female), having
diabetes (vs. not diabetic), living in different health regions, having unstable kidney
function, and low average eGFR per year are related to the likelihood of being seen by a
nephrologist.
Using generalized linear models (GLMs), we assessed the association between
the frequency of nephrology visits during the study period (the dependent variable), and
independent variables (age, sex, diabetes status, eGFR, health region and kidney
function stability). Unlike linear models in which the distribution of the dependent
variable needs to be normally distributed, GLMs allow the dependent variable to be any
member of an exponential family (e.g. binomial, Poisson, multinomial etc.).124 In this
study, the dependent variable is the frequency of nephrologist visits, which is a count
variable and also shows skewed distribution; hence, the Poisson regression analysis,
under GLMs, was used. The GLM analysis was, thus, limited to those CKD patients who
had at least one nephrology visit. Individuals without nephrologist visits were not
included in this analysis. Adjusted odds ratios are presented to illustrate the association
of nephrologist visit frequencies with independent variables. Comparisons between
categories such as CKD stages were considered statistically significant with a p-value less
than 0.05. Omnibus test for Poisson regression was used to compare the fitted model
against the intercept-only model.
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Missing information is only the values where the specific missing piece of data is
needed to perform a particular analysis. For example, if postal code is missing for a
patient with CKD, that person is not included in the geographic distribution analysis but
is included in other analyses, such as the analysis of the frequency of nephrologist visits.
The Statistical Package of Social Science (IBM SPSS Statistics for Windows,
Version 22, Armonk, NY: IBM Corp.) was used to perform all statistical analyses.

2.10

Ethical considerations

2.10.1 Protection of Human Research Participants (PHRP)
As the study involved the analysis of de-identified past records and did not have
any direct contact with Human Research Participants (HRP), there were no physical or
medical risks involved. The study protocol approval from the Provincial ethics review
board was obtained (Researcher Portal File #: 20170288; study 2016.153) and the study
was conducted in conformity with the Tri-Council Policy Statement (TCPS 2).

2.10.2 Data safety, security, and confidentiality
All due precautions as prescribed in the TCPS 2 were taken to safeguard the
confidentiality of the information derived from the NLCHI data set. Each complete data
file included only a study code unique identifier (Study ID) ensuring that any patient
identifier was removed by NLCHI staff before the data was made available for analysis.
43

The data regarding linkages between the study data set and the original data set was
kept in the custody of NLCHI. The data was linked first and then de-identified by NLCHI,
who then sent it to the Center for Health Informatics and Analytics (CHIA) at MUN.

2.10.3 Data retention and disposal after the retention period
Any hard copies of data were kept in a locked cabinet at CHIA with Mitch Sturge
(Associate Director, CHIA room # 4M419; 709.864.6440; mitch.sturge@med.mun.ca)
Once the project was completed, research data was secured and will be kept for
5 years. At the end of the data retention period, all data will be securely removed by a
thorough data removal procedure according to the MUN data retention and disposal
policy. Stored data will be erased by using multiple passes of data wiping software to
ensure that the data will not be retrievable using recovery methods.

2.11
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Chapter 3: Results

Considering the 438 communities that the CKD patients reside in, a total of all
40,465 patients were taken into account in this study. Of them, 188 communities were
from the Eastern RIHA followed by 135, 69, and 46 communities from the Central RIHA,
Western RIHA and Labrador-Grenfell RIHA, respectively. The distribution of these
communities is shown in the map (Figure 3 and 4). Among these communities, the
larger communities were St. John’s (CKD, N=9,457), Carbonear (657), Burin (198),
Clarenville (1,070) and Bonavista (670) from the ERIHA (29,457); Gander (355) and
Grand-Falls-Windsor (483) from the CRIHA (3,354); Corner Brook (2,126), Stephenville
(500), and Port-aux-Basques (509) from the WRIHA (6,237); and St. Anthony (181),
Happy Valley-Goose Bay (140), and Labrador City (79) from the Labrador-Grenfell
(1,239) Health authority.
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Figure 3: Distribution of CKD communities in Newfoundland and Labrador.
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Figure 4: Number of CKD cases across communities in Newfoundland and Labrador.
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3.1

Baseline characteristics
The numbers of identified CKD people within each of the variables of interest are

presented in Table 1.
Table 1: Baseline characteristics of the study population
Variables
The number of people in the
cohort

Number of CKD
patients (%)
40465

Age (years)
18-39
40-49
50-59
60-69
70+
Missing

561 (1.4%)
1,970 (4.9%)
5,918 (14.6%)
12,048 (29.8%)
19,865 (49.1%)
103 (0.2%)

Male

15,948 (39.4%)

Diabetes

16,663 (41.2%)

RIHA
ERIHA
CRIHA
WRIHA
G-Labrador
Missing

29,457 (72.8%)
3,354 (8.3%)
6,237 (15.4%)
1,239 (3.1%)
178 (0.4%)

Nephrologist Visit

8,550 (21.2%)

*103 CKD individuals had no information about their age; 178 CKD did not have postal code information;
eGFR= Estimated glomerular filtration rate; RIHA=Regional Integrated Health Authority; ERIHA=Eastern
RIHA; CRIHA=Central RIHA; WRIHA=Western RIHA; G-Labrador=Labrador-Grenfell RIHA
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3.2

Distribution of CKD by age across RIHA communities, 2011-15
When considering all years of the study, the proportion of CKD patients at

different age groups varied widely across regions. In most communities, the highest CKD
proportion were in the older age group, except in Labrador City, where the highest
proportion was seen within the middle-aged population (36.7% in age 60-69 and 26.6%
in age 50-59 vs. 24.1% in age 70+). Also, table 2 suggests that those aged 40-49 years in
Labrador city were more likely to have CKD (10.1%) compared to those of the same age
group in other communities (Table 2).
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Table 2: Distribution of CKD across RIHA communities by age (2011-15)

Clarenville
(N=6,291)

Bonavista
(N=3,448)

Gander
(N=11,688)

Grand-Falls-Windsor
(N=14,171)

Corner Brook
(N=19,806)

Stephenville
(N=6,719)

Channel-Port-aux-Basques
(N=4,170)

St. Anthony
(N=2,418)

Happy Valley-Goose Bay
(N=8,109)

Labrador City
(N=9,354)

18-39

1.4

1.4

1.4

1.5

2.2

1.0

2.3

1.7

1.0

0.4

1.2

0.6

1.4

1.3

40-49

4.9

4.7

3.8

5.1

5.8

5.2

4.8

2.1

2.4

3.2

3.1

6.1

7.9

10.1

50-59

14.6

13.1

12.2

16.2

14.4

15.4

10.1

9.7

11.1

13.6

10.2

11.0

15.7

26.6

60-69

29.8

26.1

28.5

37.9

26.2

26.1

21.1

26.9

27.1

26.6

30.3

32.6

30.7

36.7

Burin
(N=2,424)

Carbonear
(N=4,838)

Labrador-Grenfell
RIHA

St. John's
(N=108,860)

Western RIHA

NL
(N=528,448)

Central RIHA

Age Group
(years)

2011-15

Year

Eastern RIHA

70+

49.1
54.5
54.0
39.4 51.2
51.8
61.4
59.2
58.0
55.8
55.0
49.7
43.6
24.1
*N=number of population (as denominator); RIHA=Regional Integrated Health Authority; numbers are presented as %; census 2011
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3.3

Distribution of CKD by RIHA communities by stage
The proportions of CKD population, within each CKD stage, showed a fairly

consistent rise for the first four years and then fall in last year of the study period. This is
possibly due to the method used to identify CKD which requires two measurements
below a cutoff at least three months apart. Some people who truly have CKD would
have a single final creatinine in 2011 while others would have a single first creatinine in
2015. Both were excluded from the original data due to their not meeting the case
definition. This would artefactually affect the prevalence and the pattern we see. For
this reason, we chose the year 2013 to comment on comparisons across communities.
Among CKD patients in 2013, Bonavista (11.75%) showed the highest prevalence
of mild to moderate kidney dysfunction (eGFRMDRD: 45-59 ml/min/1.73m2), followed by
Clarenville (10.67%) and Carbonear (9.45%) from the ERIHA. Channel Port-Aux-Basque
from the WRIHA exhibited a 7.65% prevalence rate of mild to moderate kidney
dysfunction while St. Anthony from LGRIHA showed a rate of 5.00% in 2013. Prevalence
rates of moderate to severe CKD (<45 ml/min/1.73m2), severe CKD (<30), and end stage
kidney disease (<15), were highest in Bonavista (5.16%, 1.39%, and 0.09%, respectively)
(Table 3).
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Table 3: Distribution of CKD RIHA communities by level of eGFR (2011-15)

Bonavista
(N=3,448)

Gander
(N=11,688)

Grand-FallsWindsor
(N=14,171)

Corner Brook
(N=19,806)

Stephenville
(N=6,719)

Channel-Portaux-Basques
(N=4,170)

St. Anthony
(N=2,418)

Happy ValleyGoose Bay
(N=8,109)

Labrador City
(N=9,354

eGFR <60 2011
2012
2013
2014
2015

3.44
4.04
4.89
5.18
4.30

3.89
4.63
5.65
5.73
4.60

6.06
7.73
9.45
9.98
9.82

3.34
4.08
4.91
5.49
5.24

7.36
8.08
10.67
11.64
9.90

8.58
9.45
11.75
12.53
11.54

1.31
1.69
1.75
1.36
1.45

1.44
1.83
1.81
1.91
1.83

6.24
6.30
7.50
7.96
4.58

3.91
4.44
5.39
5.58
2.99

6.71
6.71
7.65
9.26
4.96

4.05
4.51
5.00
6.29
6.37

0.69
0.86
1.09
1.46
1.21

0.32
0.41
0.50
0.65
0.56

eGFR <45 2011
2012
2013

1.21
1.41
1.68

1.31
1.54
1.84

2.36
3.16
3.53

1.36
1.94
1.94

2.34
2.64
3.13

3.48
4.15
5.16

0.53
0.69
0.78

0.75
0.92
0.99

2.14
2.12
2.75

1.46
1.70
2.08

2.54
2.49
3.21

1.74
1.82
2.23

0.21
0.33
0.41

0.13
0.14
0.20

2014
2015

1.78
1.54

1.85
1.50

3.66
3.78

1.98
1.77

3.48
3.12

5.10
4.50

0.62
0.67

0.98
0.95

2.91
1.96

2.23
1.41

3.41
2.09

2.52
2.73

0.53
0.49

0.27
0.20

eGFR <30 2011
2012
2013
2014
2015

0.27
0.33
0.40
0.43
0.39

0.26
0.34
0.41
0.40
0.34

0.39
0.62
0.74
0.97
0.93

0.37
0.45
0.41
0.50
0.50

0.70
0.79
0.75
0.78
0.75

0.75
0.90
1.39
1.42
1.39

0.15
0.21
0.24
0.21
0.25

0.26
0.33
0.28
0.30
0.34

0.41
0.40
0.60
0.64
0.47

0.39
0.37
0.48
0.45
0.33

0.50
0.72
0.89
0.96
0.53

0.33
0.45
0.41
0.70
0.91

0.00
0.02
0.07
0.09
0.11

0.02
0.04
0.02
0.05
0.05

eGFR <15 2011
2012
2013
2014
2015

0.01
0.02
0.03
0.04
0.04

0.01
0.02
0.03
0.03
0.04

0.00
0.00
0.02
0.04
0.06

0.00
0.00
0.00
0.00
0.08

0.02
0.03
0.06
0.05
0.10

0.00
0.03
0.09
0.12
0.20

0.01
0.01
0.02
0.02
0.01

0.04
0.03
0.04
0.04
0.04

0.01
0.03
0.03
0.05
0.06

0.03
0.01
0.03
0.06
0.01

0.00
0.02
0.02
0.02
0.02

0.00
0.00
0.00
0.04
0.17

0.00
0.00
0.00
0.00
0.00

0.00
0.00
0.00
0.00
0.02

Community

Clarenville
(N=6,291)

Labrador-Grenfell

Burin
(N=2,424)

Western

Carbonear
(N=4,838)

Central

St. John's
(N=108,860)

Eastern
NL
(N=528,448)

RIHA

*N=number of population (as denominator); RIHA=Regional Integrated Health Authority; eGFR=estimated glomerular filtration rate
(ml/min/1.73m2); all numbers are presented as %.
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3.4

Distribution of CKD in NL by stage in relation to age, sex, and diabetes status
In NL, moderate to severely decreased kidney function (eGFR <45, <30 and <15

ml/min/1.73m2) patients were mostly in the older (70+ years) age group, more likely to
be female, and more likely to have diabetes. However, the majority (54.6%, 57.6%, and
57.9%) of mild to moderate CKD (eGFR <60 ml/min/1.73m2) patients were below 70
years of age and did not have diabetes mellitus during 2013, 2014, and 2015
respectively (Table 4).
The proportion of 70+ years individuals with CKD dropped in each stage over
every year considered by the study. The proportions of those with CKD under 70 years
of age tended to remain stable or increase in each stage over the study’s time-period.
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Table 4: Distribution of CKD by level of eGFR, time (2011-15), age, sex and diabetes status
Age Groups (years)
40-49
50-59
60-69
3.6
12.4
29.8
3.5
13.3
30.8
4.6
15.3
33.3
5.1
16.6
34.4
5.2
16.6
34.8

Year
2011
2012
2013
2014
2015

18-39
0.7
0.9
1.1
1.2
1.1

eGFR <45

2011
2012
2013
2014
2015

0.5
0.6
0.6
0.7
0.7

1.7
2.0
2.1
2.3
2.4

6.4
6.5
7.2
8.0
8.6

eGFR <30

2011
2012
2013
2014
2015

1.0
0.6
0.8
0.8
0.8

1.6
1.8
2.1
2.3
2.8

6.0
5.8
5.7
7.3
7.7

*eGFR <60

Gender
Female
60.7
60.9
60.8
60.7
60.9

Diabetes status
Yes
No
42.6
57.4
40.4
59.6
37.6
62.4
36.1
63.9
37.3
62.7

70+
53.2
51.2
45.4
42.4
42.1

Male
39.3
39.1
39.2
39.3
39.1

19.8
19.9
21.8
24.1
25.4

71.4
70.8
68.0
64.6
62.6

37.7
37.1
37.1
37.1
38.9

62.3
62.9
62.9
62.9
61.1

52.9
51.3
50.8
51.1
50.9

47.1
48.7
49.2
48.9
49.1

12.7
14.5
15.4
17.4
19.4

78.6
77.0
75.7
71.9
69.0

35.4
37.0
36.0
37.0
38.5

64.6
63.0
64.0
63.0
61.5

57.9
57.8
57.3
57.8
58.9

42.1
42.2
42.7
42.2
41.1

eGFR <15

2011
0.00
2.90
2.90
13.04
81.16
30.43
69.57
55.07
44.93
2012
0.00
3.74
8.41
14.02
73.83
23.36
76.64
57.01
42.99
2013
0.72
2.17
10.14
13.77
73.19
34.78
65.22
62.32
37.68
2014
1.54
4.62
9.23
16.92
67.18
31.28
68.72
57.44
42.56
2015
3.03
4.76
9.96
21.65
60.17
36.80
63.20
60.17
39.83
*eGFR=estimated glomerular filtration rate measured in ml/min/1.73m2; all numbers are presented as %; Number of populations in
NL=528,448 (as denominator)
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3.5

Frequency of eGFR measurements

Similarities were noted in the average frequency of kidney function tests (eGFR)
for CKD patients among communities over the study period, but the averages were not
identical (Table 5 and 6). In 2011, the range of average eGFR test frequency was
between 3 and 5 tests per year. Test counts jumped to 9 tests per year in some
communities (Carbonear, 9.60.7 and St. Anthony, 9.30.8) in 2015.
For communities in the Eastern Health Region, eGFR test-counts have hovered in
the range of 7-9 tests per year for the past few years. However, eGFR test counts have
decreased in some Western Health Region communities (for example, in Corner Brook,
the average test-counts were 7.50.2 in 2014 and 3.50.1 in 2015).
Communities from the Central Health Region showed a steady eGFR test-count
of 3.4 to 4.1 tests per year for five consecutive years from 2011 to 2015. eGFR test
count for coastal Indigenous communities increased in last two years (7.90.7 in 2014
and 7.00.8 in 2015) compared to the previous years (3.40.4 in 2011, 4.90.5 in 2012,
and 4.40.3 in 2013).
Variations in eGFR test frequencies between age groups can be seen in Table 6.
Two age groups (young adult, 18-39 years, and elderly, 70+ years) have a higher
frequency of eGFR tests compared to the middle age groups. An even greater variation
was observed between diabetic and non-diabetic CKD patients across the province (such
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as, 8.33.7 eGFR tests for diabetic patients in 2013, compared to 6.12.7 eGFR tests for
non-diabetic patients). The frequency of eGFR tests for female CKD patients was slightly
lower throughout the study period than for male patients (i.e., in 2013, the eGFR testcount frequency was 7.34.7 for males vs 6.84.4 for females).
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Table 5: Frequency of CKD eGFR testing across RIHAs and communities (2011-15)
eGFR test frequency (Mean+SE) each year
2011

2012

2013

2014

2015

Overall, NL (N=40465)
ERIHA (N=29457)
CRIHA (N=3354)
WRIHA (N=6237)
G-Labrador (N=1239)

4.70.0
50.1
3.40.1
4.50.1
3.10.2

6.20.0
6.50.1
4.10.1
5.90.1
4.20.2

70.1
7.40.1
4.10.1
6.80.1
4.90.2

7.40.1
7.80.1
3.90.1
7.10.1
6.80.3

6.90.1
7.50.1
3.40.1
3.50.1
7.70.3

ERIHA (N=29457):
St. John's (N=9457)
Carbonear (N=657)
Burin (N=198)
Clarenville (N=1070)
Bonavista (N=670)

5.30.1
4.10.3
5.90.5
4.50.2
5.70.2

7.00.1
5.50.5
6.80.6
5.80.2
7.20.4

7.70.1
6.80.4
8.60.8
6.60.2
8.30.4

7.70.1
8.30.4
9.61.0
7.80.3
9.20.4

7.50.1
9.60.7
8.90.6
7.10.2
7.90.3

CRIHA (N=3354):
Gander (N=355)
Grand Falls Windsor (N=483)

3.20.2
3.30.2

3.90.3
3.90.2

3.80.3
3.90.2

3.60.3
3.80.4

3.50.4
3.50.2

WRIHA (N=6237):
Corner Brook (N=2126)
Stephenville (N=500)
Channel Port Aux Basques (N=509)

4.70.1
4.50.2
4.10.2

6.10.2
5.70.4
5.30.3

7.10.2
6.20.4
6.80.4

7.50.2
6.30.3
6.80.3

3.50.1
3.30.2
3.70.2

G-Labrador (N=1239):
St. Anthony (N=181)
Happy Valley-Goose Bay (N=140)
Labrador City (N=79)
Indigenous Coastal communities (N=133)

2.60.2
3.60.4
3.80.5
3.40.4

4.40.7
5.10.5
4.90.6
4.90.5

5.70.9
6.20.8
5.40.6
4.40.3

7.20.7
8.90.9
7.71.2
7.90.7

9.30.8
5.60.7
4.90.7
7.00.8

*eGFR=estimated glomerular filtration rate measured in ml/min/1.73m2; SE=standard error; N=number of CKD (as denominator);
RIHA=Regional Integrated Health Authority; ERIHA=Eastern RIHA; CRIHA=Central RIHA; WRIHA=Western RIHA;
G-Labrador=Labrador-Grenfell RIHA
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Table 6: Frequency of CKD eGFR testing in NL by Age, sex and diabetes status (2011-15)

NL (N=40465)
Age (years), 18-39
40-49
50-59
60-69
70+

2011
4.63.3
4.13.9
4.34.2
4.33.9
5.24.3

eGFR test frequency (Mean+SE) each year
2012
2013
2014
5.74.4
7.55.2
8.33.9
5.75.8
6.75.9
6.12.9
5.55.4
6.44.4
6.93.1
5.64.9
6.74.5
7.13.2
6.75.5
7.44.3
7.83.3

Sex, Male
Female

4.94.3
4.64.1

6.55.6
5.95.1

7.34.7
6.84.4

7.83.4
7.13.1

2015
7.43.1
6.32.8
6.52.6
6.62.5
7.22.3
7.32.6
6.62.4

Diabetes status, Yes
5.53.2
7.44.3
8.33.7
8.82.8
8.21.9
No
4.12.4
5.33.1
6.12.7
6.42.0
5.91.4
*eGFR=estimated glomerular filtration rate measured in ml/min/1.73m2; SE=standard error; N=number of CKD (as denominator);
RIHA=Regional Integrated Health Authority; ERIHA=Eastern RIHA; CRIHA=Central RIHA; WRIHA=Western RIHA;
G-Labrador=Labrador-Grenfell RIHA

58

3.6

Nephrology visits across patients’ demographics and clinical characteristics

Eight thousand, eight hundred fifty CKD patients who had seen a nephrologist,
and 31,615 patients who were not seen by a nephrologist at any time during the 5-year
study period (2011-2015), were taken into consideration for comparison purposes.
(Table 7) The mean age of CKD patients without nephrologist visits was 68.9±12.0 years,
compared to the mean age of those who had at least one nephrologist visit, which was
68.3±12.5 years. The highest proportion of younger CKD patients who were seen by a
nephrologist was exhibited in WRIHA (59.6%), compared to the ERIHA, CRHIA and
Labrador-Grenfell health regions (28.5%, 35.1%, and 50.0%, respectively). Overall, in
Newfoundland, only 32.3% of CKD patients aged 18-39 years saw a nephrologist. In
WRIHA, CKD patients are more likely to see a nephrologist, but a lot of people are still
not being seen. In NL, 21.5% of 70+ age CKD patients are actually seen, while 46.4% are
seen in WRIHA. Nephrologists in WRIHA are seeing almost half of the people over 70
years old with CKD. This is a high proportion compared to anywhere else.
Among males with identifiable CKD, 46.9% were seen by a nephrologist in
WRIHA, compared to 19%, 22.5%, and 30.3% in ERIHA, CRIHA, and Labrador-Grenfell
health regions, respectively. Interestingly, the proportions of male CKD patients seen by
a nephrologist are higher than the proportion of female CKD patients seen by a
nephrologist in all four health regions.
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As expected the diabetic patients with CKD are more likely to be seen by a
nephrologist compared to non-diabetic patients with CKD. Again, the highest proportion
of diabetic patients with CKD who were seen by a nephrologist was seen in WRIHA
(48%), compared to the other health regions (21.5%, 22.4%, and 28.1% in ERIHA, CRIHA,
and Labrador-Grenfell, respectively).
In general, when we look according to the eGFR levels, the bulk of those who
have really bad kidney function get seen by a nephrologist, but very few people with
more preserved kidney function get seen. Specifically, in WRIHA and Labrador-Grenfell,
all identifiable CKD patients who are at stage 5 were seen by a nephrologist compared
to those in ERIHA (80.6%) and CRIHA (71%). Only about 9% of stage 3a CKD patients
from CRIHA were referred to a nephrologist. This proportion is slightly higher in ERIHA
(12.2%) and Labrador-Grenfell (13.2%), whereas WRIHA showed the highest referral
rates for CKD patients in that eGFR stage.
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Table 7: Comparison of variables specific proportion of CKD population who were seen by a nephrologist:
Proportion of CKD population seen by a nephrologist
by given characteristics
ERIHA

CRIHA

WRIHA

G-Labrador

Age, 18-39

NL
32.3

28.5

35.1

59.6

50.0

40-49

25.1

21.1

38.4

48.1

27.4

50-59

19.9

16.3

23.7

37.3

24.6

60-69

19.9

70+

21.5

15.9
16.2

19.2
16.8

39.1
46.4

25.0
19.6

Sex, Male

24.0

19.0

22.5

46.9

30.3

Female

19.3

15.1

16.5

40.8

17.9

Diabetes status, Yes

26.4

21.5

22.4

48.0

28.1

No

17.4

13.4

15.7

39.3

18.1

eGFR <60

16.0

12.2

8.9

36.7

13.2

<45

35.3

31.0

27.8

56.7

40.0

<30

62.5

60.4

50.3

80.9

78.1

<15

80.4

80.6

71.0

100.0

100.0

Stable kidney

21.0

16.4

19.4

42.8

22.7

Unstable kidney

25.0
22.2
15.5
60.3
20.9
2
*all numbers are presented as %; eGFR=estimated glomerular filtration rate measured in ml/min/1.73m ; NL=Newfoundland and
Labrador; RIHA=Regional Integrated Health Authority; ERIHA=Eastern RIHA; CRIHA=Central RIHA; WRIHA=Western RIHA;
G-Labrador=Labrador-Grenfell RIHA
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3.7
Association between nephrologist visit and patients’ demographics and clinical
characteristics
The logistic regression analysis showed strong evidence of a difference between
health regions and referral to nephrologist. (Table 8) Adjusted odds for nephrologist visit
were 3.4 folds (95% CI, 2.9-3.9) for WRIHA, 0.5 (95% CI, 0.4-0.6) for CRIHA, and 0.8 (95%
CI, 0.7-0.9) for ERIHA respectively compared to Labrador-Grenfell RIHA. Male CKD
patients have a 1.4-fold (OR, 1.4; 95% CI, 1.3-1.5) (p < 0.001) higher chance of seeing a
nephrologist than female individuals. The presence of diabetes demonstrated an
association with a higher likelihood of a nephrologist visit (odds ratio: 1.4 CI, 1.3-1.5) (p
< 0.001). CKD patients with unstable kidney function have a significantly higher chance
of seeing a nephrologist than stable CKD patients (odds ratio: 2.2 CI, 1.9-2.4) (p < 0.001).
The interaction term between Age and average eGFR is significant but does not
show any higher or lower chance of seeing a nephrologist. The main effects of lower
eGFR (OR, 0.8; 95% CI, 0.8-0.9) (p < 0.001) and younger age (OR, 0.9; 95% CI, 0.92-0.93)
(p<0.001) may be associated with a greater likelihood of being seen by a nephrologist.
Omnibus test of model coefficients based on the likelihood-ratio chi-square test
showed that the overall model (with independent variables included) is predictive of
nephrologist visit. Highly significant chi-square (6738.5, df=9, p< .001) suggests that the
overall model of expecting a nephrologist visit is significantly better and more suitable
compared to intercept-only base model.
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Table 8: Multivariate logistic regression analysis for predictors of referral to nephrologists.
Variables in the Equation
B

SE

Wald

df

Significance
(p value)

OR

Age (at baseline)

-.074

.005

235.351

1

.000

Sex (Male)

.352

.027

164.407

1

Diabetes status (Yes)

.368

.027

178.934

ERIHA

-.186

.075

CRIHA

-.581

WRIHA

1.224

95% CI for OR
Lower

Upper

.929

.920

.937

.000

1.422

1.347

1.500

1

.000

1.444

1.369

1.524

6.125

1

.013

.830

.716

.962

.088

43.600

1

.000

.559

.471

.665

.079

242.722

1

.000

3.402

2.916

3.968

2062.413

3

.000

G-Labrador
Kidney Function Stability (Unstable)

.779

.067

135.329

1

.000

2.178

1.911

2.484

Avg eGFR

-.129

.007

365.836

1

.000

.879

.867

.890

Age*Avg eGFR

.001

.000

67.863

1

.000

1.001

1.001

1.001

Constant
7.244
.364
395.068
1
.000
1399.17
* The outcome in the regression was whether a person see a nephrologist or not?
Variable(s) entered in the final model: Age (at baseline), Sex, Diabetes status, RIHA, Kidney Function Stability, Avg eGFR,
Age*Avg eGFR; eGFR=estimated glomerular filtration rate measured in ml/min/1.73m2; B=Beta coefficient; SE=standard error;
df=Degree of freedom; OR=odd ratio; CI=Confidence interval; Avg eGFR= Average eGFR; RIHA=Regional Integrated Health Authority;
ERIHA=Eastern RIHA; CRIHA=Central RIHA; WRIHA=Western RIHA; G-Labrador=Labrador-Grenfell RIHA
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3.8

Kidney care delivery
Overall, 7.36% of CKD patients were in contact with nephrologists, irrespective of

age, sex and level of kidney dysfunction within one year of CKD recognized. The rate was
10.81% within two years after recognition. The proportion of nephrologist visits were
16.03% and 24.27% in the first and second year, respectively, for CKD patients in the
Western Health Region. The Eastern, Central and Labrador-Grenfell Health Regions were
5.76% and 8.17%, 5.40% and 8.88%, 7.02% and 10.82%, respectively. Among CKD
patients within the Western Health authority, Corner Brook had the highest rate of
nephrologist visits within one and two years after CKD recognition (21.07% and 30.53%,
respectively). If a CKD patient is living in St. John’s, he or she is about 6.6% and 9.5%
likely to see a nephrologist within the first and second year, respectively, after CKD
recognition. If a patient is living in Corner Brook, he or she is much more likely to see a
nephrologist (Table 9).
As expected, the age-specific rates of young CKD patients, aged 18-39, had the
highest nephrologist visits among all age groups within both one and two years after
recognition. Rates also increased in patients with diabetes compared to patients
without diabetes. Female individuals were less likely to have nephrologist visits than
male individuals (6.7% vs 8.4% in the first year and 9.9 vs. 12.2% in the 2nd year, after
CKD recognition) (Table 10).
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Table 9: Distribution of CKD by nephrologist visit within one and two years following
recognition by RIHAs and communities
Nephrologist visit
within 1yr after
recognition
7.36
5.76
5.40
16.03
7.02

Nephrologist visit
within 2yrs after
recognition
10.81
8.17
8.88
24.27
10.82

Communities
ERIHA (N=29457):
St. John's (N=9457)
Carbonear (N=657)
Burin (N=198)
Clarenville (N=1070)
Bonavista (N=670)

6.59
3.35
5.56
2.90
4.03

9.49
4.87
6.57
4.02
6.12

CRIHA (N=3354):
Gander (N=355)
Grand Falls Windsor (N=483)

3.38
4.55

7.32
8.49

WRIHA (N=6237):
Corner Brook (N=2126)
Stephenville (N=500)
Channel Port Aux Basques (N=509)

21.07
9.40
11.79

30.53
15.00
19.25

Overall, NL (N=40465)
ERIHA (N=29457)
CRIHA (N=3354)
WRIHA (N=6237)
G-Labrador (N=1239)

G-Labrador (N=1239):
St. Anthony (N=181)
6.63
10.50
Happy Valley-Goose Bay (N=140)
8.57
10.13
Labrador City (N=79)
6.33
10.13
*N=number of CKD (as denominator); numbers are presented as %;
NL=Newfoundland and Labrador; RIHA=Regional Integrated Health Authority;
ERIHA=Eastern RIHA; CRIHA=Central RIHA; WRIHA=Western RIHA;
G-Labrador=Labrador-Grenfell RIHA
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Table 10: Distribution of CKD in NL by nephrologist visit within one and two years
following recognition by age, sex and diabetes status

Nephrologist visit
within 1yr after
recognition

Nephrologist visit
within 2yrs after
recognition

Age groups, 18-39 (N=561)
40-49 (N=1,970)
50-59 (N=5,918)
60-69 (N=12,048)
70+ (N=19,865)

11.9
8.3
6.9
6.7
7.7

18.2
12.1
10.2
10.0
11.2

Gender, Male (N=15,948)
Female (N=24,516)

8.4
6.7

12.2
9.9

Diabetes status, Yes (N=16,663)
9.0
13.3
No (N=23,802)
6.2
9.0
*N=number of CKD (as denominator); all numbers are presented as %;
RIHA=Regional Integrated Health Authority; NL=Newfoundland and Labrador
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3.9

Direct age-standardized rate for nephrologist visits
CKD patients seeing nephrologists from the Eastern Health region experienced

rates similar to the provincial rates (7-9 per 1,000). The communities with the highest
number of male and female CKD patients seeing nephrologists were found in the
Western Health Region (around 17 per 1000) throughout the study period. As expected,
the rates in Central and Labrador-Grenfell were much lower (2-5 per 1000), compared
to the NL average (Figure 5).
Also, when compared to the age-standardized number of visits to a nephrologist
by CKD patients per 1,000, the Western Health Region population (both male and
female) showed higher rates than the other three health regions (for example, in 2013,
visit rates to a nephrologists were 30.80 per 1,000 in the Western Health Region
compared to 16.97, 8.24, and 6.53 in the Eastern, Central and Labrador-Grenfell Health
Regions, respectively) (Figure 6).
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Figure 5: Age-adjusted nephrologist visit by sex across health regions.
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Figure 6: Frequency of age-adjusted nephrologist visit by sex across health regions.
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3.10

Factors influencing the frequency of nephrologist follow-ups
The odds ratios of nephrologist visits were 1.5 (CI: 1.4-1.6, p<.0001), 1.4 (CI: 1.3-

1.4, p<.0001), 1.4 (CI: 1.3-1.44, p<.0001), and 1.2 (CI: 1.1-1.2, p<.0001) times higher
for the young adult (18-39 years), 40-49, 50-59, and 60-69 age groups, respectively,
compared to the age group of 70 years and over. Nephrologist visit frequency
decreased as average age increased. (Table 11)
Female CKD patients had a lower likelihood of seeing a nephrologist in
comparison to their male counterparts (OR=1.2, 95% CI: 1.2-1.3, p<.0001), as
determined after adjusting all independent variables in the Poisson regression
model. Follow up frequency was slightly higher for diabetic CKD patients than for
those who had CKD with no diabetes mellitus (OR=1.1, 95% CI: 1.0-1.1, p<.0001).
The frequency of nephrologist visits varied by the level of kidney dysfunction.
Using the average eGFR values over the study period from 2011-2015, low eGFR
patients (stage 5 CKD, <15ml/min/1.73m2) showed higher odds (OR=4.0, 95% CI: 3.84.3, p<.0001) than people with an eGFR over 60 ml/min/1.73m2 after adjusting all
other variables in the model. The next most frequent nephrologist visits were
observed among patients with stage 4 CKD (OR=2.3, 95% CI: 2.2-2.4, p<.0001)
followed by stage 3b CKD (OR=1.3, 95% CI: 1.3-1.4, p<.0001).
Regional differences were also observed. The Eastern, Western and Central
integrated health regions were associated with the likelihood of higher frequency of
nephrologist visits compared to Labrador-Grenfell (OR=1.8, 95% CI: 1.7-2.0, p<.0001;
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OR=1.7, 95% CI: 1.6-1.8, p<.0001; and OR=1.3, 95% CI: 1.2-1.4, p<.0001,
respectively).
Chronic kidney disease patients with unstable kidney dysfunction (patients with
a rate of kidney function decline of more than 10ml/min/1.73m2 eGFRMDRD per year
on average) were found to have an odd pattern of care. There was 10% lower
chance of having frequent nephrologist-visits (OR=0.9, CI: 0.8-0.9, p<.0001) for
unstable kidney function patients than those with stable kidney dysfunction. It is
possible that nephrologists may ignore previous follow ups and overlook the change
of kidney function; rather they look at the current or most recent kidney function
test reports.
Omnibus test showed statistically significant fitted model (LR chi-square 5576.3,
df=14, p<.001) against the intercept-only model. A diabetic younger male with lowaverage eGFR per year and unstable kidney function were seen more frequently by a
nephrologist. CKD patients living in Labrador-Grenfell were related to the likelihood
of being seen by a nephrologist less frequently than those living in other health
regions.
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Table 11: Poisson loglinear regression analysis of factors associated with number of nephrologist visits following referral;
parameter estimates from SPSS output
95% Wald CI
Parameter
(Intercept)
Age=18-39yrs
Age=40-49yrs
Age=50-59yrs
Age=60-69yrs
Age=70+yrs
Sex=Male
Sex=Female
Diabetes status=Yes
Diabetes status=No
ERIHA
CRIHA
WRIHA
G-Labrador
Avg_eGFR<15
Avg_eGFR<30
Avg_eGFR<45
Avg_eGFR<60
Avg_eGFR>=60
Kidney function=Unstable
Kidney function=Stable
(Scale)

B

SE

.348
.384
.323
.337
.174
0a
.210
0a
.081
0a
.597
.230
.527
0a
1.396
.835
.294
-.074
0a
-.115
0a
1b

Hypothesis Test
Wald Chidf P value
Square
70.869
1
.000
117.251
1
.000
192.787
1
.000
440.783
1
.000
177.073
1
.000

Lower

Upper

.0414
.0354
.0233
.0160
.0131

.267
.314
.278
.305
.149

.429
.453
.369
.368
.200

.0108

.189

.231

376.826

1

.000

.0110

.059

.102

54.014

1

.000

.0374
.0421
.0382

.524
.147
.452

.670
.312
.602

255.355
29.824
190.282

1
1
1

.000
.000
.000

.0345
.0187
.0178
.0178

1.328
.798
.259
-.109

1.464
.871
.329
-.039

1634.290
1989.222
274.352
17.374

1
1
1
1

.000
.000
.000
.000

.0293

-.172

-.057

15.334

1

.000

95% Wald CI for OR
OR
1.417
1.468
1.382
1.400
1.190
1
1.233
1
1.084
1
1.817
1.258
1.694
1
4.039
2.304
1.342
.929
1
.892
1

Lower

Upper

1.306
1.369
1.320
1.357
1.160

1.536
1.573
1.446
1.445
1.221

1.208

1.260

1.061

1.108

1.688
1.159
1.572

1.955
1.367
1.826

3.775
2.221
1.296
.897

4.322
2.390
1.390
.961

.842

.944

*Dependent Variable: Frequency of nephrologist Visits; Model: (Intercept), Age, Sex, Diabetes status, RIHA, Avg_eGFR, Kidney function stability;
a. Set to zero because this parameter is redundant. b. Fixed at the displayed value; B=Beta coefficient; SE=standard error; df=Degree of freedom;
OR=odd ratio; CI=Confidence interval; Avg eGFR= Average eGFR; RIHA=Regional Integrated Health Authority; ERIHA=Eastern RIHA;
CRIHA=Central RIHA; WRIHA=Western RIHA; G-Labrador=Labrador-Grenfell RIHA
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3.11

Status of referral to a nephrologist for CKD patients
Eight thousand eight hundred and fifty CKD patients were referred to

nephrologists by family physicians over the study period from 2011 to 2015. Patient
referral was determined when a patient with CKD appeared to have been seen by a
nephrologist.
Among those with CKD stage 3a, younger CKD patients composed the largest
age-group (35.4%), while those aged 40-49 constituted 27.2% of the CKD stage 3a group
(Table 12). Those aged 70+ constituted the smallest age group at 14.3% of the CKD stage

3a group. It is noticed that the lower the eGFR the greater the proportion seen by a
nephrologist across all age groups and irrespective of gender and diabetes.
More male CKD patients were referred to nephrologists than were female CKD
patients in all stages [Stage 3a, (18.9% vs 14.2%), Stage 3b (41.4% vs 31.7%), Stage 4
(71.1% vs 57.5%), and Stage 5 (84.2% vs 78.4%)].
Diabetic patients at CKD stage 3a or above tended to be referred more
compared to CKD patients without diabetes (19.3% vs 14.0 at stage 3a, 38.9% vs 31.6%
at stage 3b, 65.0% vs 59.1% at stage 4, and 81.3% vs 79.2% at stage 5).
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Table 12: Proportion of NL CKD patients (at given characteristics) referred to a
nephrologist by stage.

Age groups, 18-39
40-49
50-59
60-69
70+

<15
100.0
100.0
100.0
88.9
74.4

Sex, Male
Female

84.2
78.4

eGFRMDRD (ml/min/1.73m2)
<30
<45
100.0
72.7
87.8
68.1
84.6
59.4
82.6
46.6
56.0
28.6
71.1
57.5

41.4
31.7

<60
35.4
27.2
17.5
15.9
14.3
18.9
14.2

Diabetes status, Yes
81.3
65.0
38.9
19.3
No
79.2
59.1
31.6
14.0
*all numbers are presented as %; eGFR=estimated glomerular filtration rate measured in
ml/min/1.73m2
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3.12 Proportion of CKD patients receiving nephrology service within their own
region
Considering nephrology service delivery by health region, 90% of CKD patients
from ERIHA are seen by a nephrologist within their region of residence. By contrast,
many CKD patients living in other heath regions have been seen by a nephrologist in a
hospital located in another health region. 74.3%, 68.6%, and 64.1% of CKD patients from
CRIHA, WRIHA and Labrador-Grenfell RIHA, respectively, were only seen by a
nephrologist in their respective regions. This means the rest, 10%, 25.7%, 31.4%, and
35.9% of CKD patients from ERIHA, CRIHA, WRIHA and LG RIHA, respectively, were seen
elsewhere to have a nephrologist visit or have seen other specialists like general internal
medicine specialist.

3.13

As requested by the patients’ partners, we looked at the following

3.13.1 Distribution of CKD in Indigenous community
In the Labrador-Grenfell health region, 1,239 patients were recorded as
identifiable CKD patients from a total population of 37,229. In this database, forty-six
communities from Labrador-Grenfell health region were recorded based on the
patients’ postal code information. As the data do not specifically identify people as
being of Indigenous origin or not, the community of residence was used as a proxy for
Indigenous status. Three large communities (Labrador city with a population of 9,228,
HVGB with 8,109, and St. Anthony with 2,418) were analyzed separately, representing a
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majority (over 78% on average) Caucasian population. The coastal communities, with a
combined population of 9,282, were analyzed together, where over 85% of the
population was Indigenous on average. Of this latter group, only 133 (1.4%) were
documented as identifiable CKD patients. Whereas 7.5% (181), 1.7% (140), and 0.9%
(79) of the population were identifiable CKD patients in Caucasian majority St. Anthony,
Happy Valley-Goose Bay and Labrador city, respectively.
Age was a significant factor in CKD prevalence for the Indigenous population: the
rate of CKD increased with age. Among the Indigenous CKD patients, half of them
(50.3%) were in the 70+ group and 31.6% and 13.3% were in the 60-69 and 50-59 age
groups, respectively. In comparison, in Labrador city, only 24% of CKD patients were
aged 70+. In the other two large cities, St. Anthony and Happy Valley-Goose Bay, the
proportion of CKD patients aged 70+ was similar to the proportion of those aged 70+ in
the Indigenous communities at large (49.7% and 43.6%, respectively).
Females comprised 59.7% of Indigenous CKD patients and males comprised
40.3%. Among the non-Indigenous CKD patient population from St. Anthony, Labrador
City and HVGB, 69.6%, 57%, and 63.6% were female, while 30.4%, 43%, and 36.4% were
male, respectively.
47% of the Indigenous CKD population were suffering from diabetes mellitus,
while 43.1%, 39.2%, and 46.4% of the non-Indigenous CKD patient population from St.
Anthony, Labrador city and HVGB, respectively, were diabetic.
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When considering the 5-year average eGFR, half of the Indigenous CKD patients
fell into CKD stage 3a, 22.8% into CKD stage 3b, and 6.2% into CKD stage 4.

3.13.2 Proportion of people with diabetes tested for CKD
From 2011 to 2015, in Newfoundland and Labrador, 76,692 diabetic patients
were recorded. 40,465 individuals were identifiable as CKD patients by CKD operational
definition. Among them, 16,663 individuals had both diabetes and CKD. The first line
screen for diabetes is a urine protein test. Among diabetic patients, only 12.8% (9,790
individuals) patients were tested for urine albumin creatinine ratio which demonstrated
a huge gap in CKD screening services in diabetic patients. On the other hand, only 4.5%
of CKD patients had urine analysis done which is an underutilization of urine testing, a
key investigation that the care providers are not doing.

3.14

Outcomes of patient engagement
Patients’ partners were not actively involved in accessing the CKD data. We sent

out the thesis to all of them and asked if they had any comments or questions or if they
think that we should meet and discuss their concerns. To this point, none have provided
any feedback about what they believe the data have shown. This could mean any
number of things; e.g. they did not read the thesis, they read the thesis but did not
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understand it, or, they did not have any comments or questions. We will contact the
patient partners and try to engage again to discuss their impressions.
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Chapter 4: Discussion

4.1

Introduction
This study estimates the prevalence of chronic kidney disease in the province of

Newfoundland and Labrador, Canada. To the best of our knowledge, this is the first
study to describe CKD prevalence over a 5-year (2011-15) period in the province. Our
analysis showed a relative agreement with Statistics Canada. Also, results are consistent with

other reported population-based studies23,125 although the assessments among other
studies have variations due to their different settings and varying CKD definitions and
identification methods.
In our study, we identified CKD cases based on eGFR values only. An eGFR below
60 ml/min/1.73m2 at two points, at least 3 months apart, was considered indicative of
CKD. Urine analysis, another valuable marker for CKD identification, was not taken into
consideration because the relevant digital data was difficult to analyze due to the
variable methods of urinalysis and the relative infrequency of urine studies.

4.2

Summary
Chronic kidney disease is an ongoing health concern in NL. This study describes

recent CKD prevalence, as well as the gaps in kidney care (i.e. lack of nephrologist visits
and risk identification testing). Understanding what demographics were best able to
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access proper nephrology services will help with future planning to provide kidney care
access in high-risk health regions. The study observed the regional differences in
accessing kidney care. The CKD patients from Labrador-Grenfell health regions
experience from the least likelihood of nephrologist visits compared to the other health
regions. For those with unstable kidney function, it was found that there was a 10%
lower chance of having frequent nephrologist-visits (OR=0.9, CI: 0.8-0.9, p<.0001),
compared to those with stable kidney dysfunction. An Underutilization of combined
eGFR and urine tests was found for targeted CKD cases among diabetic patients. Only
12.8% of diabetic patients have been tested for their urine albumin-creatinine ratio,
which demonstrates a huge gap in CKD screening services for diabetic patients. On the
other hand, only 4.5% of CKD patients had a urine analysis done. We found the CKD
prevalence among the Indigenous community troubling. We may have only seen the tip
of a bigger CKD population as a much smaller number of people with CKD were
identified in the Indigenous community compared to Caucasians. This finding
demonstrates that we may need to focus on CKD screening first and identify people with
CKD among the Indigenous population.

4.3

Management of CKD
It is important for healthcare providers to identify patients with unstable CKD

and provide an early referral to a nephrologist for a better outcome. Considering kidney
function stability, the ERIHA, CRIHA, and Labrador-Grenfell health region each showed
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huge potential gaps in care where only 22.2%, 15.5%, and 20.9% of unstable CKD
patients were seen by a nephrologist, respectively. By contrast, in WRIHA, 60.3% of
unstable CKD patients were seen by a nephrologist; this reflects the most efficient
referral by family physicians among the four health regions (Table 7).
Results showed that diabetic individuals, who had significantly unstable kidney
function, had a significantly higher chance of seeing a nephrologist (Table 8). When we
considered the frequency of nephrologist visit, Statistical analysis (Poisson analysis)
showed that unstable CKD patients were not visiting nephrologists more often than
stable CKD patients (Table 11). Progressive CKD patients had 10% lower chance to have
frequent nephrologist-visits (OR=0.9, CI: 0.8-0.9, p<.0001) as opposed to those with
stable kidney dysfunction. This appears to be an inefficient pattern of care.
Nephrologists, on the other hand, should be able to identify whether a patient has
stable or unstable kidney function and consider this in choosing to follow up the patients
frequently.126 But in reality, they may not bring the progressive patients back for frequent

visits. This odd pattern of kidney care from practitioners needs attention.

4.4

Factors influencing referral to nephrologists
Consistent with previous studies127, we found that family physicians

preferentially refer younger people with CKD to nephrologists. Analysis showed that,
compared to older CKD patients, a higher proportion of young people with a low eGFR
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has been seen by a nephrologist within the first and second year after CKD
identification. This might be clinically appropriate if younger people are given more
priority because they have a greater risk of longer-term consequences than an older
person. The same is true for diabetic patients.128 More diabetic patients with CKD have
been seen by a nephrologist within the first two years than those without diabetes. It
should be equally likely for both men and women with CKD to be referred to and seen
by a nephrologist. In our findings, male individuals were more likely to have
nephrologist visits than female individuals (8.4% vs. 6.7% in the first year and 12.2% vs
9.9% in the 2nd year, after CKD recognition).

4.5

Kidney care services and CKD
The study revealed regional variations in the average frequency of nephrologist

visits within the province. Patients living in St. John’s in ERIHA are far less likely to be
seen by a nephrologist within 1 and 2 years after CKD recognition (7% and 10%,
respectively), compared to patients living in Corner Brook in WRIHA (21% and 31%,
respectively).
This study is intended to identify gaps in kidney care service. One potential gap
in service is that the CKD patients are not seeing a nephrologist, while referral at early
CKD stage plays an important role129 in CKD management. We found that only 35.4% of
CKD patients aged 18-39 were referred to a nephrologist at CKD stage 3a (Table 12).
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Only 19.3% of diabetic patients were referred to a nephrologist at CKD stage 3a.
Another gap might be in the management of unstable kidney function decline. The study
found that patients with unstable CKD living in the Central health region have a much
lower chance of seeing a nephrologist than unstable CKD patients living in the Western
health region. Only 21.8% of CKD patients see a nephrologist in NL (compared to 21.7%
for non-Hispanic white individuals in USA in 2012130). It is possible that the actual
number of individuals with CKD in the general population is much greater than the
number of individuals with CKD who have been referred to a nephrologist.
The higher rate of nephrologist visit frequency in the Western Health Region may
be due to the fact that the nephrologists practicing in this region also practice internal
medicine and thus may see their patients more often to deal with other health
conditions. Given that there are two nephrologists in the western RIHA, and that they
make up about 20% of the Internal Medicine specialists there, GPs in the region will
choose to refer to them more often. By contrast, in St. John’s, for example, GPs choose
to refer to a cardiologist, internal medicine specialist etc. instead if they wish.
Some people who are unstable may not see a nephrologist frequently. Among
different health regions, there are differences in number of CKD patients referred and
frequency of nephrologist visits. We do not know the optimum proportion of CKD
patient to be seen by a nephrologist. So it is possible that in WRIHA, nephrologists may
be over practicing compared to other health regions or vice versa.
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Many CKD patients were not seen within their respective health region according
to their residence. 25.7% of CKD patients from CRIHA, 31.4% from WRIHA and 35.9%
from Labrador-Grenfell health regions were receiving the nephrology services from
other health regions compared to 10% of CKD patients from ERIHA. Clearly, this lack of
nephrology services does not meet the required kidney care need in place, except ERIHA
(10%) or they could had seen by other specialist like general internal medicine specialist.
There is no nephrologist practicing in CRIHA and Labrador-Grenfell RIHA. One
nephrologist from St. John’s periodically travels to clinics in CRIHA and LG-RIHA. Another
nephrologist travels to clinics in only Labrador City once a year. This makes it arguable
that there are enough CKD patients there to justify at least one nephrologist in each
health region.
Healthcare providers are not using the best information they have to risk stratify
patients. Only 4.5% of CKD patients and 12.8% of diabetic patients had urine albumin
creatinine ratio test done. This is very low and inhibits using a predictive score to
identify kidney disease. This may also mean that GPs are not picking the highest-risk
patients either to refer or follow more closely. We recommend more urine analysis both
for diabetics and CKD screening procedures. We may also need to do albumin creatinine
ratio test to fully understand the patients’ kidney condition by using a risk stratification
matrix.
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4.6

Age distribution among patients identified with CKD
We found that, depending on the age group, older people in Labrador city are at

a lower risk of having CKD than older people elsewhere. However, this finding may not
be viable. This statistic may not indicate the nature of disease, but rather, the nature of
the population structure of this particular city131. In Labrador city, of those with CKD,
most are middle aged. Older people after retirement tend to leave the city, meaning
that there are fewer older CKD patients there. If we looked at all the sick people in
Labrador City, they largely will be middle aged individuals because they have not yet left
the city. While, generally, all older people, including those who become sick and/or
retire, tend to leave the city.

4.7

Gender and sex-based analysis and identified bias
We acknowledged the differences of prevalence of CKD between men and

women. The same pattern can be observed in an end stage kidney disease treatment
across the country as evidenced by CORR data. The CORR data [Appendix E] on dialysis
mirrors our finding that men tend to have more progressive CKD than women.132 CORR
shows only end stage kidney disease, but this is only the tip of the iceberg of CKD.
Dialysis patients across the country all show the same pattern whereby more men are
recognized with kidney disease than women. This may not be a distinctly socio-cultural
phenomenon but simply be that a higher proportion of people reaching end stage

85

kidney treatment are men. It is not that women are under-diagnosed or under-treated.
There is no reason to believe that there is a bias that leads family physicians to select
men over women for treatment. If there are more men than women with CKD anyway,
then we can simply assume that men are at risk. This is different to experience of
women versus men receiving health care in general.133

4.8

Prevalence of CKD among the Indigenous population
The populations of St. Anthony, Labrador City and Happy Valley-Goose Bay are

mixed (mostly Caucasian); but, along the coastline of Labrador, cities/towns (e.g.
Natuashish and Sheshatshiu) the population is predominantly Indigenous. Thus, if we
discuss the prevalence of CKD there, we discuss the prevalence of CKD among people of
Indigenous origin. Any communities other than St. Anthony, Labrador city and HVGB
were considered a potentially Indigenous population. To draw conclusions about
Indigenous populations, we simply left out the towns with mixed populations and higher
proportions of Caucasian individuals.
We grouped all largely Indigenous communities in Labrador and identified the
proportion of this group with chronic kidney disease. This is not a prospective survey;
when discussing prevalence, we are dealing with what we already know. We are not
sure how many people actually have kidney disease in real time; we only know how
many of them we have identified based on the existing test results. There can be
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differences between the actual number of patients with CKD and the number of those
identified as CKD patients. Thus, we must be careful not to say that there are fewer
people with CKD from the Indigenous community; that is, we only know that fewer
people with CKD were identified. Lower CKD prevalence in Indigenous communities may
indicate that problems are not accurately being recorded in the EMR. It may be due to
the way where the information is captured, or there are not enough blood tests done by
primary care providers to diagnose CKD. For that, we may need to do more blood work
to understand the bigger problem. For example, Sheshatshiu, an Innu community close
to Happy Valley-Goose Bay, has a very large number of people on dialysis and thus, it is
probable that it also has a large number of people with CKD. Within the Indigenous
population, and especially those living in remote locations, the real issues are access to
care, early diagnosis, and the possibility that individuals diagnosed with kidney disease
will have to leave their community for care.

4.9

Study limitations
People with two consecutive eGFRs below 60 ml/min/1.73m2 at least 3 months

apart were identified as CKD patients. This operational definition is a bit arbitrary as we
ignored urinary protein and the eGFRs itself can be inconsistent. Because of the way
that this analysis has been conducted, errors are possible since we may misclassify
people at different points of time. While all people in the dataset met the definition at
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some point during the period, they may not have met the definition at all time points.
For this reason, we used patients’ average eGFRs over the whole study period and
grouped people by CKD Stage by their average eGFRs per year. For example, if we say
that someone is in CKD stage 4, we mean that their average eGFR was within the range
of 15-29 ml/min/1.73m2 for that particular year, or for the whole period of time.
Moreover, Urine analysis (proteinuria/albuminuria) was not taken into account
to define CKD in this study because of the limited availability of the relevant electronic
medical data due to the variable methods of urinalysis. This relates to the ascertainment
bias in which many CKD patients were not included, or less likely to be included in the
study database. This unavoidable systematic distortion of the data restricted the exact
representation of CKD prevalence in the province.
There is a possibility of under- or over-testing certain age groups, relative to one
another. This could affect our understanding of the proportions of the CKD patient
population composed by different age groups. The study may not really document the
prevalence of CKD as much as it documents the prevalence of potentially recognizable
CKD. This is important because changes in patterns of ordering blood tests, in
accordance with developments in policy and associated guidelines, will also change the
apparent frequency of CKD.
The limitations associated with the retrospective study design limit the reliability
of the study results. The retrospective aspects of this kind of administrative data may
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introduce misclassification or information bias, for which the temporal relationship is
often difficult to assess. However, such a large population dataset like that included in
this study indicates that there will be some definitive evidence concerning CKD
prevalence.
The data entirely depends on lab reports. Errors could have occurred (eg. male,
female coding error) and there is no way of knowing if or how often such errors
occurred. Thus, any of the data fields could contain errors, and we do not really know
the likelihood of this. With regards to the laboratory values of eGFR and claim
ascertainment, we acknowledge that there were up and down swings in the eGFR
values. We acknowledge that there are some rather extreme values that seemed
improbable from the clinical point of view that we chose to leave out of analyses as
these are a very small proportion of the whole data set.
Any conclusion we have reached is based on the analysis of the vast majority of
cases; this minimizes the limitation of missing information.
In the analyses, the smaller communities were ignored as there were insufficient
cases to draw conclusions about them. One of many analytic challenges regarding small
data from the remote communities was that the low accessibility of the population
made it problematic to see the actual picture of CKD prevalence. The issue with the
small data from remote communities is a barrier to addressing persistent unsolved
research in many of the public health challenges including CKD.
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Using secondary data causes limitations as there may have been errors with the
initial recording or in the transfer to the study database. There are two common errors
found in retrospective laboratory test data reviews: measurement errors, which are
made in the recording of continuous variables, and misclassification errors, which are
made in the recording of categorical variables. Measurement errors may be widespread
when serum creatinine as a measurement of kidney function is not measured with the
same calibrated scale for each individual in different communities. Indeed, different
health regions were reporting kidney function in different mnemonics, such as
Creatinine, GFRMDRD, EGFRC, EGFRCALC, etc.
Prevalence of CKD in the first year (year of 2011) was not complete, as eGFR
laboratory test results were recorded starting from April of that year instead of from
January, 2011. Individuals were grouped into five age categories (18-39, 40-49, 50-59,
60-69, and 70+ years) based on their age at the baseline year 2011 and this was not
changed year by year. This means that as people aged >70 years passed away, they
were not replaced by people who were 69 years old in 2011.
Some people who truly have CKD would have a single final creatinine in 2011 while
others would have a single first creatinine in 2015. Both were excluded from the original
data due to not meeting the case definition and may cause an artefact.
One of the issues of ‘Ecological Fallacy’ is the confusion between individual
correlations and ecological correlations. In this study, we used Labrador coastal
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communities as a proxy of being Indigenous and interpret group level data on the
individual level. If, as part of the CAN-SOLVE-CKD initiative, the results of this study are
utilized to contribute to a larger prospective study of greater duration and geographical
distribution covering the whole of Canada, this limitation will be avoided.
Other markers of care such as blood pressure, use of appropriate medications to
reduce CKD progression and cardiovascular benefit (ACEi/ARBs, statin) are not included
in the analysis as these data were not available. NLCHI does not capture the blood
pressure data as it is an in-office reading. When EMR becomes the norm, we may have
blood pressure records in the database in the future. There was no active pharmacy
network data (record of medication data) at the time of the study period, i.e., between
2011 and 2015, which would have allowed us to include use of appropriate medication
in the analysis.

4.10

Significance of findings
The results of this study may be utilized to contribute to a larger prospective

study of large duration and geographical distribution that will cover the whole of
Canada as part of the CAN-SOLVE-CKD initiative. Ultimately, the hope is to utilize the
results in pre-emptive evidence-based planning and development for healthcare
services and research studies that will enhance resource utilization and cost
effectiveness in the provision of kidney care services in NL.
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The goal of this project is to improve kidney care delivery for individual and
population level CKD management with the aim of improving outcomes and quality of
life for CKD patients and reducing overall healthcare costs for populations with CKD by
reducing hospital admissions and procedures (e.g. dialysis). These improvements will be
based upon the establishment of spatially enabled kidney care data structures that
facilitate the performance of province-wide area analyses. Such applications are as
follows: CKD surveillance; kidney care access using network analysis; community health
profiling to address nephrology service delivery and healthcare disparities for CKD patients living
in the underserved communities within the province. This provides both patients and

providers with a greater understanding of the factors that affect the kidney health
status of targeted populations. Keeping this in mind, this patient-oriented study would
allow both patients and healthcare providers to be more aware of CKD than at any time
in the past.
Distributing this information may facilitate early diagnosis and intervention, and
increase the awareness of kidney disease and its prevention. Finally, a decrease in CKD
incidence and a reduction in exposure to various risk factors may improve patients’
quality of life and decrease societal burden and health-care costs.
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4.11

Conclusions and recommendations
We have reached a number of conclusions based on what we have observed in

the data. We concluded that there are differences between regions in CKD prevalence.
There is limited access to specialist kidney care in NL. People who have more
progressive disease were not seeing a nephrologist more often compared to the people
with non-progressive CKD. Our recommendation is that the nephrologists should review
their re-booking decision making. Further, we also found that kidney specialty services
in NL are poorly distributed geographically. Some people with CKD need to see a
nephrologist from other health regions to receive kidney services. One strategy to
minimize this gap in care is to employ a nephrologist in the Central regions. The
population size in CRIHA justifies having a nephrologist on the ground, rather than their
being dependent on the outreach clinic. In other regions (WRIHA and Grenfell-Labrador
health region), the density of CKD patients is not sufficient to justify having more
nephrologists. However, to serve their needs, distance methods such as e-consults,
telehealth, etc., could be enhanced.
There is an under-utilization of urine testing. This indicates a need to adopt the
risk stratification method to observe patients’ CKD status. We need to determine
whether this is a result of a knowledge gap amongst primary care practitioners or
resistance from the patient; this could be a question to address in a future research
context. The answer to this question will probably drive the intervention. For example: if
the low testing rate is a result of a knowledge gap, continue medical education might
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work to increase uptake of proteinuria/albuminuria testing in primary care in NL. These
are all actionable, relevant, and impactful findings that could lead to improvements of
care. Their most important potential impact is to incite future changes in kidney care.
Kidney care in Newfoundland and Labrador refers to the planned use of
nephrology service resources that respond in real time to kidney problems.134 We
recommend further work in this regard on spatial GIS analysis that includes ‘spatial
auto-correlation’, ‘hotspot analyses’ and ‘network analyses’.
Practices adopted in the province at the moment are focused mostly on a
passive approach that waits for patients to visit a kidney care center. Robert et al.135
concluded that referral of all CKD patients to nephrologists is impractical. There are only
11 nephrologists in NL according to a 2015 report by the Canadian Medical Association
(CMA).136 CKD is being managed mostly by primary care providers following available
guidelines. We need a system for early detection in high risk groups that screens CKD
patients at the primary care level by integrating interdisciplinary services and employs
appropriate management strategies (e.g. greater use of urine protein measurements to
risk stratify, visualization tools to see change in kidney function over time, prompts to
refer to a nephrologist in a timely manner etc.). Another option includes increasing the
number of nephrology outreach teams. These teams seek CKD patients around the
province and provide evidence-based kidney care delivery at a reasonable cost.
Outreach programs are important especially for underserved communities in remote
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locations and communities in which individuals have difficulties accessing proper
care.137 With telehealth, patients in remote communities may benefit from nephrologist
access, regardless of location.138 Telehealth allows remote communities to receive the
care required, first to identify and then to manage CKD. Also, electronic consultation
(eConsult) may allow primary care providers direct access to a nephrology consultant to
assess the right course of action for CKD patients, avoiding unnecessary referrals.139 It
also increases access to kidney care services at the point of care.
More research is needed to understand the interaction between kidney care and
geography such as regional influences, care disparities within remote communities etc.
To improve health outcome in remote communities, we need to make sure that we take
into account the specific challenges that these population face, considering the impact
of social determinant on health among and within each of these groups; while we
advance our understanding of the unique needs of each health region. From an
awareness perspective, the public recognition140 of the seriousness of CKD and how it
leads to ESKD is important.

95

References

1 Barrett B, Butler J, Bornstein S, Doyle M, Gillam S. The Provision of Dialysis Services in
Rural and Remote Populations in Newfoundland and Labrador. Contextualized Health
Research Synthesis: Dialysis Services. Newfoundland and Labrador Center for Applied
Health Research (NLCAHR). March 2008
2 Canadian Institute for Health Information, 2013 Annual report.
https://secure.cihi.ca/free_products/Annual%20Report%202014_EN.pdf (retrieved sept
15 2018)
3 Levin A, Hemmelgarn B, Culleton B, et al. Guidelines for the management of chronic
kidney disease. CMAJ 2008;179:1154–62
4 Angela C, Evi VN, Rachael LM, Philip M. Chronic kidney disease. The Lancet 2017; 389:
1238-52
5 Levey A, Coresh J. Chronic kidney disease. Lancet 2012; 379: 165–80
6 USRDS. USRDS 2004 annual data report: atlas of end-stage kidney disease in the
United States. 2004. https://www.usrds.org/atlas04.aspx (retrieved Sept 15 2018)
7 Go AS, Chertow GM, Fan D, McCulloch CE, Hsu CY. Chronic kidney disease and the risks
of death, cardiovascular events, and hospitalization. The New England journal of
medicine 2004; 351(13):1296–1305. [PubMed: 15385656]
8 Keith DS, Nichols GA, Gullion CM, Brown JB, Smith DH. Longitudinal follow-up and
outcomes among a population with chronic kidney disease in a large managed care

96

organization. Archives of Internal Medicine. 2004; 164(6):659–663. [PubMed:
15037495]
9 https://kdigo.org/wp-content/uploads/2017/02/KDIGO_2012_CKD_GL.pdf (retrieved
Sept 15 2018)
10 Romagnani P, Remuzzi G, Glassock R, Levin A, Jager K, Tonelli N, Massy Z, Wanner C,
and Anders HJ. Chronic kidney disease. Nature Reviews Disease Primers 2017; 3: 17088
11 Kidney Disease: Improving Global Outcomes (KDIGO) CKD Work Group. KDIGO 2012
Clinical practice guideline for the evaluation and management of chronic kidney disease.
Kidney International Supplements 2013; 3: 5-14
12 Fogo AB. Mechanisms of progression of chronic kidney disease. Pediatric Nephrology
2007; 22: 2011-22
13 Nahas ME, Bello AK. Chronic kidney disease- the global challenge. The Lancet. 2005;
365: 331-40
14 Seccia TM, Caroccia B, and Calo LA. Hypertensive nephropathy. Moving from classic
to emerging pathogenetic mechanisms. Journal of Hypertension. 2017; 35: 205-12
15 Cooper ME. Pathogenesis, prevention, and treatment of diabetic nephropathy. The
Lancet. 1998; 352: 213
16 Alberti KGMM, Zimmet PZ. Definition, Diagnosis and Classification of Diabetes
Mellitus and its complications. Part1- Diagnosis and Classification of Diabetes Mellitus
Provisional Report of a WHO Consultation. Diabetic Medicine 1998; 15: 539-53

97

17 Kanwar YS, Sun L, Xie P, Liu FY, Chen S. A glimpse of various pathogenetic
mechanisms of diabetic nephropathy. Annual Review of Pathology 2011; 6: 395-423
18 Qian Y, Feldman E et al. Mechanisms of Glomerulosclerosis in Diabetic Nephropathy.
Diabetes 2008; 57(6): 1439-45
19 Giunti S, Barit D, Cooper ME. Mechanisms of Diabetic Nephropathy Role of
Hypertension. Hypertension 2006; 48: 519-26
20 Salem MM. Pathophysiology of hypertension in kidney failure. Seminars in
Nephrology 2002; 22(1): 17-26
21 Thomas MC, Cooper ME, Zimmet P. Changing epidemiology of type 2 diabetes
mellitus and associated chronic kidney disease. Nature Reviews. Nephrology 2016;
12(2): 73-81
22 Garofalo C, Borrelli S, Pacilio M et al. Hypertension and Prehypertension and
Prediction of Development of Decreased Estimated GFR in the General Population: A
Meta-analysis of Cohort Studies. Am J Kidney Dis 2016; 67(1): 89-97
23 Arora P, Vasa P, Brenner D et al. Prevalence estimates of chronic kidney disease in
Canada: results of a nationally representative survey. CMAJ 2013; 185(9): E417-23
24 Levey AS, Eckardt K, Tsukamoto Y et al. Definition and classification of chronic kidney
disease: a position statement from kidney disease: improving global outcomes (KDIGO).
Kidney International 2005; 67: 2089–2100

98

25 Levey AS, Becker C, Inker LA. Glomerular Filtration Rate and Albuminuria for
Detection and Staging of Acute and Chronic Kidney Disease in Adults A Systematic
Review. JAMA 2015; 313(8): 837-846
26 Vassalotti JA, Centor R, Turner BJ et al. Practical Approach to Detection and
Management of Chronic Kidney Disease for the Primary Care Clinician. The American
Journal of Medicine 2016; 129: 153-162
27 McFarlane P, Gilbert RE, MacCallum L, and Senior P. Chronic Kidney Disease in
Diabetes Canadian Diabetes Association Clinical Practice Guidelines Expert Committee.
Canadian J Diabetes 2013; 37: S129-36
28 Lascano ME, Poggio ED. Kidney Function Assessment by Creatinine-Based Estimation
Equations. Cleveland Clinic for Continuous Medical Education. 2010
29 Shoker A, Hossain MA, Koru-Sengul T, Raju DL, Cockcroft D. Performance of
creatinine clearance equations on the original Cockcroft-Gault population. Clinical
Nephrology 2006; 66(2): 89-97
30 https://www.niddk.nih.gov/health-information/communicationprograms/nkdep/laboratory-evaluation/glomerular-filtration-rate/estimating (retrieved
Sept 15 2018)
31 Levey AS, Greene T, Kusek J et al. A simplified equation to predict glomerular
filtration rate from serum creatinine. J Am Soc Nephrol 2000; 11: 155A

99

32 Levey AS, Coresh J, Balk E, Kausz AT, Levin A, Steffes MW, Hogg RJ, Perrone RD, Lau J,
Eknoyan G: National Kidney Foundation Practice Guidelines for Chronic Kidney Disease:
evaluation, classification, and stratification. Ann Intern Med. 2003;139:137–147
33 Chapter 1: Definition and classification of CKD. Kidney International Supplements
(2013) 3, 19–62
34 Levey AS, Stevens LA, Schmid CH, Zhang YL, Castro AF, Feldman HI, et al. A new
equation to estimate glomerular filtration rate. Ann Intern Med. 2009; 150(9): 604–12
35 Miller WG, Myers GL, Ashwood ER, et al. Creatinine measurement: state of the art in
accuracy and interlaboratory harmonization. Archives of Pathology and Laboratory
Medicine 2005; 129: 297–304
36 Grubb A, Simonsen O, Sturfelt G, Truedsson L, Thysell H. Serum concentration of
cystatin C, factor D and beta 2-microglobulin as a measure of glomerular filtration
rate. Acta Medica Scandinavica 1985;218:499–503
37 Paige NM and Nagami GT. The Top 10 Things Nephrologists Wish Every Primary Care
Physician Knew. Mayo Clinic Proceedings 2009; 84:180–186
38 Delanaye P, Glassock R, Pottel H and Rule A. An Age-Calibrated Definition of Chronic
Kidney Disease: Rationale and Benefits. Clinical Biochemist Reviews. 2016; 37(1): 17–26
39 Perkins R, Bucaloiu I, Kirchner L, Ashouian N, Hartle J and Yahya T. GFR Decline and
Mortality Risk among Patients with Chronic Kidney Disease. Clin J Am Soc Nephrol 2011;
6(8): 1879-86

100

40 Samra M and Abcar AC. False Estimates of Elevated Creatinine. Permanente Journal
2012; 16(2): 51–52
41 Rule AD, Rodeheffer RJ, Larson TS, Burnett JC, Jr., Cosio FG, Turner ST, Jacobsen
SJ: Limitations of estimating glomerular filtration rate from serum creatinine in the
general population. Mayo Clinic Proceedings 2006; 81: 1427–1434
42 Santoro D, Zappulla Z, Alibrandi A et al. Cross-Sectional Evaluation of Kidney Function
in Hospitalized Patients: Estimated GFR Versus Kidney Scintigraphy. Kidney Blood
Pressure Research 2014;39:668-676
43 Schetz M, Gunst J, Berghe GVD. The impact of using estimated GFR versus creatinine
clearance on the evaluation of recovery from acute kidney injury in the ICU. Intensive
Care Medicine 2014; 40 (11): 1709-17
44 Thurlow JS, Abbott KC, Linberg A et al. SCr and SCysC Concentrations Before and After

Traumatic Amputation in Male Soldiers: A Case-Control Study. Am J Kidney Dis 2014;
63(1): 167–170
45 Haddadin Z, Lee V, Conlin C et al. Comparison of Performance of Improved Serum
Estimators of Glomerular Filtration Rate (GFR) to 99mTc-DTPA GFR Methods in Patients
with Hepatic CirrhosisJ. Nuclear Medicine Technology 2017 45:42-49
46 Lemoine S, Egziabher FG, Sens F. Accuracy of GFR Estimation in Obese Patients. Clin J
Am Soc Nephrol 2014; 9: 720-7

101

47 DeBroe ME, Gharbi MB, Zamd M et al. Why overestimate or underestimate chronic
kidney disease when correct estimation is possible? Nephrol Dial Transplant 2017; 32(2):
136-41
48 Glassock RJ and Winearls C. Screening for CKD with eGFR: Doubts and Dangers. Clin J
Am Soc Nephrol 2008; 3(5): 1563–1568
49 Global Burden of Disease Study 2015 Mortality and Causes of Death Collaborators.
Global, regional, and national life expectancy, all-cause mortality, and cause-specific
mortality for 249 causes of death, 1980–2015: a systematic analysis for the Global
Burden of Disease Study 2015. Lancet 2016; 388: 1459–544
50 Hill NR, Fatoba ST, Oke JL, Hirst JA, O’Callaghan CA, Lasserson DS, et al. (2016) Global
Prevalence of Chronic Kidney Disease – A Systematic Review and Meta-Analysis. PLoS
ONE 11 (7): e0158765. doi:10.1371/journal.pone.0158765
51 NCD Risk Factor Collaboration (NCD-RisC). Worldwide trends in body-mass index,
underweight, overweight, and obesity from 1975 to 2016: a pooled analysis of 2416
population-based measurement studies in 128·9 million children, adolescents, and
adults. Lancet 2017; 390: 2627–42
52 Mills KT, Bundy JD, Kelly TN et al. Global Disparities of Hypertension Prevalence and
Control: A Systematic Analysis of Population-based Studies from 90 Countries.
Circulation 2016; 134(6): 441–450

102

53 Jarvis FM, editor. Sex and Gender Factors Affecting Metabolic Homeostasis, Diabetes
and Obesity. Advances in experimental medicine and biology. Springer International
Publishing; AG2017
54 Bello AK, Levin A, Tonelli M et al. Assessment of Global Kidney Health Care Status.
JAMA. 2017; 317(18): 1864-1881
55 George C, Mogueo A, Okpechi I, et al. Chronic kidney disease in low-income to
middle-income countries: the case for increased screening. BMJ Global Health 2017; 2:
1-10
56 Stanifer JW, Muiru A, Jafar TH et al. Chronic kidney disease in low- and middleincome countries. Nephrol Dial Transplant (2016) 31: 868–874
57 Anand S, Khanam MA, Saquib J et al. High prevalence of chronic kidney disease in a
community survey of urban Bangladeshis: a cross-sectional study. Globalization and
Health 2014, 10: 9
58 Thawornchaisit P, Looze F, Reid CM. Health-Risk Factors and the Prevalence of
Chronic Kidney Disease: Cross-Sectional Findings from a National Cohort of 87 143 Thai
Open University Students. Glob J Health Sci. 2015; 7(5): 59–72
59 Hossain MP, Goyder EC, Rigby JE and Nahas ME. CKD and Poverty: A Growing Global
Challenge. Am J Kidney Dis 2008; 53: 166-174
60 Hoerger TJ, Simpson SA, Yarnoff BO et al. The Future Burden of CKD in the United
States: A Simulation Model for the CDC CKD Initiative. Am J Kidney Dis 2015; 65(3): 403411
103

61 Ketteler M, Block G, Evenepoel P et al. Diagnosis, Evaluation, Prevention, and
Treatment of Chronic Kidney Disease–Mineral and Bone Disorder: Synopsis of the
Kidney Disease: Improving Global Outcomes 2017 Clinical Practice Guideline Update.
Ann Intern Med. 2018; 168: 422-430
62 https://www.kidney.ca/file/Facing-the-Facts-2019.pdf
63 Elliott MJ, Gil S, Hemmelgarn B et al. A scoping review of adult chronic kidney disease
clinical pathways for primary care. Nephrol Dial Transplant 2017; 32: 838–846
64 Garcia G, Jha V and on behalf of the World Kidney Day Steering Committee. CKD in
disadvantaged populations. Can J Kidney Health Dis 2015; 2: 18
65 Gao S, Manns BJ, Culleton BF, Tonelli M, Quan H, Crowshoe L, Ghali WA, Svenson LW,
Hemmelgarn BR. Prevalence of chronic kidney disease and survival among Indigenous
people. J Am Soc Nephrol. 2007; 18: 2953-9
66 Yeates K and Tonelli M. Chronic kidney disease among Indigenous people living in
Canada. Clinical Nephrology 2010; 74(1): S57-60
67 Australian Bureau of Statistics. 2014. Australian Indigenous and Torres Strait Islander
Health Survey: Biomedical Results, 2012-13. Report No: 4727.0.55.003, Canberra
68 Hoy WE, Hughson MD, Singh GR et al. Reduced nephron number and
glomerulomegaly in Australian Aborigines: A group at high risk for kidney disease and
hypertension. Kidney International 2006; 70: 104–110
69 Komenda P, Lavallee B, Thomas W. et al. The Prevalence of CKD in Rural Canadian
Indigenous Peoples: Results From the First Nations Community Based Screening to
104

Improve Kidney Health and Prevent Dialysis (FINISHED) Screen, Triage, and Treat
Program. Am J Kidney Dis 68(4):582-590
70 Ferguson TW, Tangri N, Tan Z et al. Screening for chronic kidney disease in Canadian
Indigenous peoples is cost-effective. Kidney International (2017) 92, 192–200
71 Yeates KE, Cass A, Sequist TD et al. Indigenous people in Australia, Canada, New
Zealand and the United States are less likely to receive kidney transplantation. Kidney
International 2009; 76: 659-64
72 Prevalence of Severe Kidney Disease and Use of Dialysis and Transplantation Across
Alberta from 2004-2013, http://www.albertahealthservices.ca/assets/about/scn/ahsscn-kh-annual-kidneycare-2015.pdf (retrieved Sept 16 2018)
73 http://www.cihrirsc.gc.ca/e/documents/CIHR_Transplantation_Workshop__Report_e.pdf (retrieved
Sept 16, 2018)
74 Kidney Disease: Improving Global Outcomes (KDIGO) CKD Work Group. KDIGO 2012
clinical practice guideline for the evaluation and management of chronic kidney disease.
Kidney International Supplements 2013; 3: 1-150
75 Roubicek C, Brunet P, Huiart L et al. Timing of nephrology referral: influence on
mortality and morbidity. Am J Kidney Dis 2000; 36: 35-41
76 Israni A, Korzelius C, Toensend R, Mesler D. Management of chronic kidney disease in
an Academic Primary Care Clinic. Am J Nephrology 2003; 23: 47-54

105

77 McLaughlin K, Manns B, ulleton B, Donaldson, Taub K. An economic evaluation of
early versus late referral of patients with progressive kidney insufficiency. Am J Kidney
Dis 2001; 38: 1122-8
78 Baumgarten M. Chronic Kidney Disease: Detection and Evaluation. Am Family
Physician 2011; 84(10): 1138-48
79 Dipten CV, Berkel SV, Gelder VA et al. Adherence to chronic kidney disease guidelines
in primary care patients is associated with comorbidity. Family Practice 2017; 34(4):
459-66
80 Akbari A, Clase CM, Acott P et al. Canadian Society of Nephrology Commentary on
the KDIGO Clinical Practice Guideline for CKD Evaluation and Management. Am J Kidney
Dis 2015; 65(2): 177-205
81 Lonnemann G, Duttlinger J, Hohmann D et al. Timely Referral to Outpatient
Nephrology Care Slows Progression and Reduces Treatment Costs of Chronic Kidney
Diseases. Kidney International Reports 2017; 2: 142–151
82 Narva AS, Norton JM and Boulware LE. Educating Patients about CKD: The Path to
Self-Management and Patient-Centered Care. Clin J Am Soc Nephrol 2016; 11(4): 694–
703
83 Hahr AJ and Molitch ME. Management of diabetes mellitus in patients with chronic
kidney disease. Clin Diabetes Endocrinol 2015; 1: 2

106

84 Michishita R, Matsuda T, Kawakami S et al. The association between changes in
lifestyle behaviors and the incidence of chronic kidney disease (CKD) in middle-aged and
older men. Journal of Epidemiology 2017;27: 389-97
85 Bello AK, Molzahn AE, Girard LP, et al. Patient and provider perspectives on the
design and implementation of an electronic consultation system for kidney care delivery
in Canada: a focus group study. BMJ Open 2017;7: e014784. doi: 10.1136/bmjopen2016- 014784
86 Murthy SK, James PD, Antonova L, Chalifoux M, Tanuseputro P (2017) High end of life
health care costs and hospitalization burden in inflammatory bowel disease patients: A
population based study. PLoS ONE 12(5): e0177211
87 Vanholder R, Annemans L, Brown E et al. Reducing the costs of chronic kidney
disease while delivering quality health care: a call to action. Nature Reviews
Nephrology 2017; 13: 393–409
88 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: 1–14
89 Bowe B, Xie Y, Xian H et al. Geographic Variation and US County Characteristics
Associated With Rapid Kidney Function Decline. Kidney Int Rep 2017; 2: 5–17
90. Clinical guideline [CG182]. Chronic kidney disease. Early identification and
management of chronic kidney disease in adults in primary and secondary care-

107

Methods, evidence and recommendations. Commissioned by the National Institute for
Health and Care Excellence (NICE) 2014
91 Liddy C, Drosinis P, Fogel A and Keely E. Prevention of delayed referrals through the
Champlain BASE eConsult service. J of Canadian Family Physician 2017; 63 (8): e381-6
92 Robinson BM, Akizawa T, Jager KJ et al. Factors affecting outcomes in patients
reaching end-stage kidney disease worldwide: differences in access to kidney
replacement therapy, modality use, and haemodialysis practices. Lancet 2016; 388: 294306
93 Chatziantoniou C, Boffa JJ, Tharaux PL et al. Progression and regression in kidney
vascular and glomerular fibrosis. Int J Experimental Pathology 2004; 85: 1–11
94 McCullough PA, Brown WW, Gannon MR e. al. Sustainable Community-Based CKD
Screening Methods Employed by the National Kidney Foundation’s Kidney Early
Evaluation Program (KEEP). Am J Kidney Dis. 2011; 57(3 Suppl 2): S4-8
95 Bello A, Hemmelgarn B, Manns B et al. Use of administrative databases for healthcare planning in CKD. Nephrol Dial Transplant 2012; 27(3): 12-18
96 James MT, Hemmelgarn BR, and Tonelli M. Early recognition and prevention of
chronic kidney disease. Lancet 2010; 375: 1296–309
97 Morgan EG, Chow EKH, Segev DL, and Coresh J. Lifetime Incidence of CKD Stages 3–5
in the United States. Am J Kidney Dis 2013; 62(2): 245–252
98 Coresh J, Byrd-Holt D, Astor BC et al. Chronic Kidney Disease Awareness, Prevalence,
and Trends among U.S. Adults, 1999 to 2000. J Am Soc Nephrol 2005; 16: 180 –188
108

99 Coresh J, Hu JR, Bello AK et al. Action plan for determining and monitoring the
prevalence of chronic kidney disease. Kidney International Supplements 2017; 7(2): 63–
70
100 Curtis C, Balint C, Hamarneh YNA et al. Online clinical pathway for managing adults
with chronic kidney disease. Can Pharm J (Ott) 2015; 148(5): 257-62
101 Ferguson TW, Zacharias J, Walker SR, Collister D, Rigatto C, Tangri N, and Komenda
P. An economic assessment model of rural and remote satellite hemodialysis units. PLoS
One 2015; 10(8): e0135587
102 Rucker D, Hemmelgarn B, Lin M, et al. Quality of care and mortality are worse in
chronic kidney disease patients living in remote areas. Kidney International 2011; 79:
210–217
103 Harasemiw O, Milks S, Oakley L, et al. Remote dwelling location is a risk factor for
CKD among Indigenous Canadians. Kidney International Reports 2018; 3: 825–832
104 Bello AK, Hemmelgarn B, Lin M, et al. Impact of remote location on quality care
delivery and relationships to adverse health outcomes in patients with diabetes and
chronic kidney disease. Nephrol Dial Transplant 2012; 27(10): 3849-55
105 Osman MA, Okel J, Okpechi IG, et al. Potential applications of telenephrology to
enhance global kidney care. BMJ Glob Health 2017; 2: e000292. doi: 10.1136/ bmjgh2017-000292

109

106 Bello AK, Hemmelgarn B, Lin M et al. Impact of remote location on quality care
delivery and relationships to adverse health outcomes in patients with diabetes and
chronic kidney disease. Nephrol Dial Transplant 2012; 27(10): 3849-55
107 Tonelli M, Hemmelgarn B, Manns B et al. Death and kidney transplantation among
Indigenous people undergoing dialysis. CMAJ 2004; 171(6): 577-582
108 Demian MN, Lam NN, Mac-Way F et al. Opportunities for Engaging Patients in
Kidney Research. Can J Kidney Health Dis 2017; 4: 1–10
109 Canadian Institutes of Health Research 2011. Canada’s Strategy for Patient-Oriented
Research Improving health outcomes through evidence-informed care.
http://www.cihr-irsc.gc.ca/e/documents/P-O_Research_Strategy-eng.pdf (retrieved
Sept 20 2018)
110 Leatt P, Pink GH and Guerriere M. Towards a Canadian Model of Integrated
Healthcare. Healthcare Papers 2000; 1(2): 13-35
111 Albani S, Prakken B. The advancement of translational medicine – from regional
challenges to global solutions. Nature Medicine. 2009 September; 15 (9): 1006-1009.
112 Collister D, Russell R, Verdon J, Beaulieu M and Levin A. Perspectives on optimizing
care of patients in multidisciplinary chronic kidney disease clinics. Can J Kidney Health
Dis 2016; 3: 32
113 https://www.nlchi.nl.ca/index.php/quality-information
114 Roger Collier. National Physician Survey: EMR use at 75%. CMAJ 2015; 187(1): E17E18
110

115 Kruse CS, Stein A, Thomas H, and Kaur H. The use of Electronic Health Records to
Support Population Health: A Systematic Review of the Literature. Journal of Medical
System 2018; 42(11): 214
116 http://ehealth.uvic.ca/resources/tools/EMRsystem/2012.04.24DataQualityEvaluationGuide-v1.0.pdf (retrieved April 30 2019)
117 https://kdigo.org/wp-content/uploads/2017/02/KDIGO_2012_CKD_GL.pdf
(retrieved Sept 20 2018)
118 Hux JE, Ivis F, Flintoft V, Bica A. Diabetes in Ontario: determination of prevalence
and incidence using a validated administrative data algorithm. Diabetes Care 2002; 25:
512–6
119 https://www150.statcan.gc.ca/t1/tbl1/en/cv.action?pid=1710008601 (retrieved
Sept 20 2018)
120 https://www12.statcan.gc.ca/census-recensement/2016/dppd/prof/index.cfm?Lang=E (retrieved April 08 2019)
121 Daniel WW (1999). Biostatistics: A Foundation for Analysis in the Health Sciences.
7th edition. New York: John Wiley & Sons.
122 Sutton AJ, Breheny K, Deeks J, Khunti K, Sharpe C, Ottridge RS, et al. (2015) Methods
Used in Economic Evaluations of Chronic Kidney Disease Testing — A Systematic Review.
PLoS ONE 10(10): e0140063. doi:10.1371/journal.pone.0140063
123 https://www.statcan.gc.ca/eng/dai/btd/asr (retrieved April 10 2019)

111

124 John N, Wedderburn R. Generalized Linear Models. Journal of the Royal Statistical
Society. Series A (General). Blackwell Publishing. 1972; 135 (3): 370-384
125 Zhang QL and Rothenbacher D. Prevalence of chronic kidney disease in populationbased studies: Systematic review. BMC Public Health 2008; 8: 117
126 Mandal AK. Frequent office visits of patients with chronic kidney disease: Is a
prelude to prevention of dialysis. World J Nephrology 2014; 3(1): 1-5
127 Ifudu O, Dawood M, Iofel Yet al. Delayed Referral of Black, Hispanic, and Older
Patients With Chronic Kidney Failure. Am J Kidney Dis 1999; 33(4): 728-733
128 Navaneethan SD, Nigwekar S, Sengodan M et al. Referral to Nephrologists for
Chronic Kidney Disease Care: Is Non-Diabetic Kidney Disease Ignored? Nephron Clinical
Practice 2007; 106: c113–c118
129 Wouters OJ, O'Donoghue DJ, Ritchie J et al. Early chronic kidney disease: diagnosis,
management and models of care. Nature Reviews Nephrology 2015; 11(8): 491–502
130 Centers for Disease Control and Prevention. Chronic Kidney Disease Surveillance
System-USA.
https://nccd.cdc.gov/ckd/detail.aspx?QNum=Q641&Strat=CKD+Stage%2C+Race%2FEth
nicity (retrieved Oct 22 2018)
131 https://www12.statcan.gc.ca/census-recensement/2016/dppd/prof/details/page.cfm?Lang=E&Geo1=POPC&Code1=0438&Geo2=PR&Code2=10&D
ata=Count&SearchText=Labrador%20City&SearchType=Begins&SearchPR=01&B1=All&G
eoLevel=PR&GeoCode=0438&TABID=1 (retrieved Oct 01 2018)
112

132 CORR Annual Statistics: Kidney Replacement Therapy (Dialysis and Kidney
Transplantation) for ESKD, 2007 to 2016. December 14, 2017
https://www.cihi.ca/en/access-data-reports/results?query=dialysis&Search+Submit=
(retrieved April 12 2019)
133 Martin Turcotte. Women and Health. Women in Canada: A Gender-based Statistical
Report 2011. Component of Statistics Canada Catalogue no. 89-503-X.
https://www150.statcan.gc.ca/n1/en/pub/89-503-x/2010001/article/11543eng.pdf?st=1Zpk9RuU (retrieved Sept 10 2019)
134 https://www.health.gov.nl.ca/health/publications/provincial_kidney_advisory_
committee_report_2003.pdf (retrieved Oct 05 2018)
135 John R, Webb M, Young A et al. Unreferred Chronic Kidney Disease: A Longitudinal
Study. Am J Kidney Dis 2004; 43(5): 825-835
136 https://www.cma.ca/Assets/assets-library/document/en/advocacy/Nephrologye.pdf (retrieved Oct 05 2018)
137 Morley L and Cashell A. Collaboration in Health Care. J Med Imaging Radiat Sci 2017;
48: 207-216
138 Rohatgi R, Ross MJ and Majoni SW. Telenephrology: current prospectives and future
directions. Kidney International 2017; 92: 1328–1333
139 Keely E, Jennifer L, Magner P, Afkham A, and Liddy C. Nephrology eConsults for
Primary Care Providers: Original Investigation. Can J Kidney Health Dis 2018; 5: 1-6

113

140 Gasparini A, Evans M, Coresh J et al. Prevalence and recognition of chronic kidney
disease in Stockholm healthcare. Nephrol Dial Transplant 2016; 31: 2086-94

114

Appendices
Appendix A: Invitation to all practicing nephrologists in NL asking permission for data
use
Dr. Brendan Barrett MB, MSc, FRCPC
Professor of Medicine (Nephrology)
(On behalf of Dr. Mohammad A. Hossain, MBBS
Masters student, Dept. of Clinical Epidemiology
Memorial University of Newfoundland)

Dear colleagues,
I am in the process of putting together a project that would look to map the density and
location of CKD cases in the province as a whole. This can be done using existing lab
datasets available at the Centre for Health Information. They have lab data from 2011 to
2015. In addition to mapping where those with the problem live I would also like to
map where and when they are seen by a nephrologist. That could be done by linking to
fee for service claims. We would not be using any identifiers for any of this, however
given there are only 10 or so nephrologists in the province and knowing where everyone
works, it would be hard not to know who seeing people was. The overall aim here is to
identify pockets of disease within the province that are not accessing nephrology
services with a view to subsequently starting an exploration of different ways to address
any gaps identified.
I would like to seek your permission to do this work given that you are part of the small
group of nephrologists.
If you have any comments on this project, please let me know. If you generally approve
and would be willing to let this proceed as outlined, please let me know by reply to this
email.

Thanks.
Looking forward to hearing from you.
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Appendix B: Estimates of population (2011 Census and administrative data), by age
group and sex for Newfoundland and Labrador, Regional Integrated Health Authorities
2011-2016

Year
2011
2012
2013
2014
2015

Total, all
ages
525,037
526,450
527,409
528,333
528,676

18-39
141,935
140,709
139,635
138,591
137,250

40-49
81,389
80,470
79,020
77,415
75,650

50-59
85,554
85,649
85,793
85,810
85,725

60-69
67,816
70,693
73,049
75,350
77,386

70+
53,384
54,961
56,913
58,995
61,178

ERIHA

2011
2012
2013
2014
2015

313,618
315,647
317,567
319,622
321,008

91,560
91,438
91,679
91,892
91,640

48,017
47,661
46,927
46,169
45,533

49,286
49,523
49,755
50,013
50,092

38,416
40,225
41,586
42,983
44,243

29,570
30,325
31,493
32,678
33,888

CRIHA

2011
2012
2013
2014
2015

94,972
94,650
94,062
93,576
93,221

20,855
20,208
19,526
18,876
18,391

14,921
14,721
14,426
14,121
13,661

16,620
16,533
16,446
16,323
16,294

14,234
14,751
15,190
15,567
15,906

11,990
12,394
12,795
13,219
13,673

WRIHA

2011
2012
2013
2014
2015

79,218
78,823
78,519
77,967
77,457

18,472
18,069
17,611
17,159
16,807

12,295
11,964
11,640
11,256
10,730

13,971
13,954
13,922
13,811
13,721

11,340
11,713
12,129
12,509
12,804

9,371
9,699
10,006
10,355
10,733

LGRIHA

2011
2012
2013
2014
2015

37,229
37,330
37,261
37,168
36,990

11,048
10,994
10,819
10,664
10,412

6,156
6,124
6,027
5,869
5,726

5,677
5,639
5,670
5,663
5,618

3,826
4,004
4,144
4,291
4,433

2,453
2,543
2,619
2,743
2,884

Geography

NL

Source: Statistics Canada, CANSIM table 109-5355; (retrieved February 16, 2018)
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Appendix C: Indigenous population proportion by community in Labrador-Grenfell
health region, 2016
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Appendix D: Patient’s Partner Invitation Letter

Dr. Brendan Barrett MB, MSc, FRCPC
Professor of Medicine (Nephrology)
(On behalf of Dr. Mohammad A. Hossain, MBBS
Masters student, Dept. of Clinical Epidemiology
Memorial University of Newfoundland)

Dear <Patient Partner’s Name>
I contacted the Kidney Foundation to see if they might be able to find people with an
interested in being involved in some kidney related research. They provided your name.
If you are interested please let me know by reply. I would also need to know if you are
comfortable with being identified to others who may have a similar interest through all
of you collectively working together with me and a graduate student.

Thanks for considering.
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Appendix E: Adult incident dialysis patients, selected characteristics, Canada
(excluding Quebec), 2008 to 2017
Table 9 Adult incident dialysis patients, selected characteristics, Canada (excluding
Quebec), 2008 to 2017
Modality
Characteristic
2008 2009 2010 2011 2012 2013 2014 2015

2016

2017

HD

Mean age (years)

65.0

65.3

65.1

64.9

64.7

65.4

65.0

65.0

64.6

65.1

HD

Age 65+ (%)

56.5

57.3

56.0

56.7

55.5

57.0

56.0

56.7

55.9

57.7

HD

Male (%)

60.2

59.7

60.3

62.4

62.7

62.6

62.0

62.7

60.7

61.5

HD

Diabetes (%)

47.5

50.4

52.4

54.2

53.9

54.0

56.1

56.1

55.4

56.8

HD

1.9

2.1

2.0

2.2

2.1

2.0

2.1

2.2

2.1

2.0

HD

Mean comorbidity
index*
Mean BMI

28.2

28.4

28.4

28.3

28.9

29.2

29.0

29.3

29.1

29.3

HD

Mean eGFR†

10.3

10.7

10.6

10.6

10.4

10.3

9.9

10.1

10.3

10.1

HD

Late referral

(%)‡

36.3

36.5

34.4

33.8

30.6

31.9

31.8

30.8

31.4

30.3

PD

Mean age (years)

61.1

62.1

62.1

61.1

62.0

61.4

61.6

62.1

62.9

62.2

PD

Age 65+ (%)

45.1

46.0

47.3

43.7

46.1

45.3

45.4

48.8

50.6

50.1

PD

Male (%)

55.9

58.4

59.7

60.5

60.2

60.7

58.5

61.6

67.4

65.0

PD

Diabetes (%)

43.3

45.6

48.7

46.8

52.6

50.3

52.7

53.9

54.1

54.1

PD

1.1

1.1

1.3

1.2

1.2

1.1

1.3

1.2

1.4

1.2

PD

Mean comorbidity
index*
Mean BMI

27.7

28.2

27.5

27.5

28.0

27.5

27.9

28.1

27.9

28.0

PD

Mean eGFR†

10.6

10.8

10.9

10.2

10.0

9.9

9.5

9.5

9.4

9.6

10.4

10.1

8.9

10.2

7.0

7.7

7.4

7.7

7.5

6.9

PD

Late referral

(%)‡

Notes:
* The index assigns each of the 14 comorbid conditions collected in CORR a weight from 1 to 10. The
possible range is from 0 to 32.
† Estimated glomerular filtration rate (eGFR) as determined by the Modification of Diet in Kidney Disease
(MDRD) formula (mL/min/1.73 m2).
‡ Patients who first see a nephrologist less than 90 days before starting dialysis.
BMI: Body mass index.
Data from Quebec was excluded from this table because of significant under-reporting between 2011 and
2017.
Source: Canadian Organ Replacement Register, 2018, Canadian Institute for Health Information.
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