
Chronic Kidney Disease 
(CKD) Service



Contact Details:

• Chronic Kidney Disease Service (CKD) St Stephens 
Centre,171 Nineveh Road, Handsworth Birmingham 
B21 0SY 

• Tel. no. 01214663680 – Office hours 09:00am to 
17:00pm Monday to Friday excluding bank holidays and 
weekends. 

• Email: bchnt.ckdreferrals@nhs.net 



How to access CKD community service?

• Referrals are accepted from GP’s and multi-disciplinary teams 
e.g., Diabetes Team, Heart Failure Team, District Nurses, and 
other adult services. 

• Referral forms can be downloaded from the Birmingham 
Community Healthcare NHS Foundation Trust website:
https://www.bhamcommunity.nhs.uk/patients-

public/adults/chronic-kidney-disease/ 
Or sent via Fax2Mail :0116 227 3073 or email via 
bchnt.ckdreferrals@nhs.net



What do we do?
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• Raise awareness of Chronic Kidney Disease (CKD) and the health effects that may happen if you have 
this condition. 

• Assist GPs (primary care teams) to investigate if patients have CKD and support them caring for high-
risk groups (e.g., people with pre-existing diabetes, cardiovascular disease (CVD). 

• Provide advice and guidance to primary care so they can support patients with lower CVD risk and 
reduce the speed their CKD develops. 

• Work with patients to create a plan to help them manage their CKD. Suggest useful resources that can 
support their education; ensuring their care needs are balanced with any risks. 

• Provide local community clinic reviews by a Kidney Specialised Consultant and an Advanced Clinical 
Practitioner for patients with CKD. 

• Educate CKD patients and their families on how best to support self-management of their condition. 

• Work closely with secondary care services such as kidney disease, heart failure and diabetes so the 
transfer of CKD patients care is transitioned smoothly between services. 

• Where dialysis is not appropriate, we provide support for individuals and other healthcare staff in 
delivering high quality end of life care.



CKD -  Current Pathway
Citywide referrals from  Birmingham GP’s 

 Specialist Adult Service  - Internal              
   Other multi-disciplinary team - Internal & External

Book CKD Clinic Appointment F/F or Non F/F 
Send PT Appointment letter  (Routine).

E-Triage by Clinician

Urgent  Review 2-6 Weeks  

• Refractory HPN
• 20% Decline kidney function, 30% increase in 

creatinine associated w/ the use of ACE/ARB’s
• ACR >100mg/mmol without nephrotic 

syndrome
• Proteinuria w/ haematuria
• Diabetes w/ increase proteinuria
• Oedema , Haematuria repeated 3x
• Renal outflow obstruction

ACP Liaise with Consultant

Discharged to Secondary care & 
Inform GP by letter 

• Accelerated or malignant phase HPN w/ underlying 
kidney disease (? To see HPN specialist)

• Suspected AKI
• KFRE moderate to high risk

• Nephrotic syndrome
• Newly detected CKD Stage 4 & 
• Multi system disease w/   evidence of kidney disease
• Hyperkalaemia
• Stage 2 to 3 AKI

Referral received 
Fax2Mail

Referral uploaded onto RiO by Admin

Refer to urology (Secondary 
care)

Assessment 
• Review HPN meds ,Assess contributory factors
• 24 hour ABPM if necessary ,Health teaching 

(modify lifestyles, exercise, weight lost, diet)
• Request USS if needed
• Follow KDIGO and NICE Guidelines

Education on CKD – Lifestyle, Medications Diet , Risk Factors 
Prevention & Empowerment

Good Clinical Outcome for PT 

Discharged back to GP with advice

Poor Clinical Outcome for PT 

Monitor with FU & Reassessment Good PT Outcomes achieved 

PT Discharged back to GP Poor PT Outcomes following 
Reassessment

Discharge and inform GP, PT 
transferred to Secondary Care.



Next Steps 

6

• Patient centred-care.

• New pathway/model.

• The Pathway to include collaboration with other services dealing Long-term Conditions (Heart Failure, Diabetes, 
Respiratory, Frailty).  This maybe through internal referrals, MDT, education on awareness and early identification of 
CKD/AKI

• Incorporate Integrated Care System
• Support Education for CKD patients and family – enable patients to actively participate in their care (self-care 

and self-management) according to NICE guidelines i.e. consider patient’s preferences, provide information, provide 
clinic letters, Patient Initiated Follow up (PIFU).

• Service CKD leaflet and engagement with GP’s. – leaflet is already available in CKD BCHC web page. 

• Shared Decision making (MDT).

• Education and training to health practitioners – to include on awareness of AKI

• Virtual platforms/virtual clinics – Attend anywhere is already is running.  Consider virtual advice from 
nephrologists for complex patients.

• AKI post discharges – RIO alert to follow up patient.



Thank you for listening
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