Role of a multidisciplinary team in managing patients referred to novel “CKD-Heart Failure” clinic

Introduction: CKD is common in patients with heart failure (HF); associated with high mortality, poor quality of life, frequent hospital admissions and complex care needs. We have shown that despite multiple healthcare interactions, their care is fragmented, compromised and life-prolonging medications often not prescribed (see- https://www.ncbi.nlm.nih.gov/pubmed/28872780). This study evaluated the role of a novel, combined nephrology, cardiology and anaemia clinic in manging CKD-HF patients. 
Methods: With approval from Clinic Effectiveness and Audits Committee this study evaluated clinical characteristics, needs and care provided to patients referred to newly-established multidisciplinary CKD-HF clinic between March-December 2017. 
	Table 1A Characteristics at referral

	Age (age)
	76±13

	Male (%)
	69

	Diabetes (%)
	53

	eGFR (ml/min/1.73m2)
	33±12

	Potassium (mmol/L)
	4.56±0.49

	Ferritin (µg/L)
	223±232

	Haemoglobin (g/L)
	114±21

	EF (%)
	45±14%

	
	

	Table 1B Use of drugs at baseline

	ACEi/ARB maximum dose
	6 (9%)

	MRA maximum dose
	1 (1%)

	Beta blocker use 
	57 (83%)

	
	

	Table 2 Treatments in first visit

	Advice on salt/fluid 
	55 (79%)

	i.v. iron 
	21 (30%)

	ACEi/ARB dose change
	15 (22%)

	MRA dose change
	7 (10%)

	
	


Results: The characteristics of 69 patients referred to the clinic are as shown in table 1A. The medications used at baseline are shown in table 1B. All patients were seen by nephrologist and cardiologist at the same time. Intravenous iron was administered if patients had ferritin <200 µg/ml. One patient had a pre-visit potassium of >5.5 mmol/L. 26 patients had a haemoglobin <110 g/dL, and 22 patients had a ferritin <200 µg/L. At presentation 57 patients were on beta blockers, 43 on angiotensin converting enzyme inhibitors /angiotensin-receptor blockers (ACEi/ARBs), 20 patients on mineralocorticoid receptor antagonists (MRA). Six patients were on maximum dose of ACEi/ARBs and one patient on maximum dose of MRA.
The treatments provided in the first visit were as shown in table 2. Serum ferritin improved between first and second visit (p=0.046). Cardiac interventions requested at the first visit included dobutamine stress test, cardiac MRI and placement of a resynchronization pacemaker. 
Patients appreciated the “one-stop shop” nature of the clinic as evidenced by the feedback comments including “Oh great, you brought the heart doctor”, “I no longer have to go the heart failure clinic, I can get everything done here”, “I like that you work together”, “One less appointment, that’s always good”.
Conclusion: Patients referred to the CKD-HF clinic were elderly, in whom diabetes was common, ferritin was low, life-prolonging medicines were used infrequently and hyperkalaemia was uncommon. The combined expertise of nephrologist, cardiologist and anaemia nurse was useful in providing care for fluid overload, iron deficiency, anaemia; and maximising the use of life-prolonging medications, in a single clinic visit.  
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