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CHAPTER |
INTRODUCTION

1.1 Background and Rationale

Chronic Renal Failure (CRF) or Chronic Kidney Disease (CKD) are actually the
same thing, however the National Kidngy.. Foundation (NKF) of America has
recommended, due to easier understanding ands«communication, that CKD be used as a
standard term. .

CKD is present.whens the glomerular filtration rate (GFR) is permanently
decreased in association with" the Iolls$ of functional nephron population. It is
characterized by continuing attrition“'of né_ghrons and variable but usually unrelenting
progression toward End-Stage Renal Disé:asé (ESRD) [1]. ESRD which same meaning
with CKD stage5 (chronic kidney..di_sease)!:i'g. inevitably fatal without renal replacement

therapy (RRT), whether by hemodiaIysis(HEl))‘:-'Qontinuous ambulatory peritoneal dialysis
(CAPD)  or kidney transplaﬁfatién(KT).Méf._ﬁygl"istatistics show that incidence and

prevalence of chronic kidney disease have
prevalence of patiehtéiwﬁh—chrcrﬂc—k'rdney‘disease (CKD) infthe American population is
approximately 24% (i‘n total 320,000 dialysis patients) alrr{ost 18% in Japan (248,000
patients), 5% in Brazilrﬁ(68,000 patients) and 5% in Ger;nany (66,000 patients) [2]. In
Thailand the retrospective research:in annual checkups of ithe Thai-Air force population
in Bangkok found the prevalence of chronic kidney disease(CKD) is 4.6% under
standatd) of The! rafional kidney-foundation’s’ (NKF)"Kidney ‘diséase’ autcome quality
initiative ‘guideline (K/DOQI) [3]. Moreover, a study indicating the rising prevalence of
decreased kidney function in the Electricity Generating Authority of Thailand(EGAT)
found that the prevalence of decreased kidney function (GFR < 60 ml/min) increased
from 1.7% in 1985 to 6.8% in 1997, and the prevalence of elevated serum creatinine was
6.1% and 16.9% in 1985 and 1997 surveys, respectively [4]. Recently, TRT (Thailand
renal replacement therapy) registry 2005 announced the number of ESRD (End-stage

renal disease) patients was 13,597 (only had been reported and accessed dialysis



therapy) and estimated the incidence of ESRD patients will reach 300 per 1 million
population in 2024 [5]. On top of that, the Thai-Government will lose money in
supporting this treatment of about 3,000 — 4,000 million baht per year. Especially, this
year (2008) the government announced that all Thai patients can access this treatment
(Continuous ambulatory peritoneal dialysis or CAPD and Kidney transplant) which
means a significant loss of money to develop other important fields in the country such
as agriculture or education [6].

The increasing incidence and very high=eost of dialysis as renal replacement
treatment for end-stage «#enal disease are causes for concern. Whilst CKD (Chronic
kidney disease) can be-difficult to detect“l,lunless actively 'searched for, opportunities for
detection exist. Hypertension; ufine and blpod tests are all useful in detecting renal

disease, especially in thase from/groups at-fncreased risk of impairment such as diabetic

and hypertensive patients: Timing of referr'al of referral of patients with CKD (Chronic

kidney disease) is essentialy since for some: mdnﬂduals the progression of CKD (Chronic
#

Kidney Disease) to end stage can be delayed halted or even reversed [7]. Intervention

may also ameliorate the morbldlty assocnated Wlth CKD (Chronic Kidney Disease). Timing

,il g

of referral of referral’ also aIIows more time to inform pat|ents of the RRT (Renal

Replacement Therapy) optlons (hemodialysis, continuous ambulatory peritoneal dialysis-
CAPD and kidney transplant) and to establish dialysis access [2].

Recently, the annual=report of the Nephrology Society of Thailand found that the
number of renalreplacement therapy much higher than'previous as Table 1 [8].

Table1. The prevalence of RRT (renal replacement therapy) patients in year 2007.

RRT Patients Total cases Patients per million

population (pmp)

Hemodialysis 20,641 327.47
Peritoneal dialysis 1,198 19.01
Kidney Transplantation 3,618 57.42

Total 26,457 419.95




1.2 Problem analysis

Several studies have shown that late referral (variable defined as starting dialysis
within range 1-6 months from first referral to the nephrologist) occurs in approximately 31-
64% [9]. The consequences are worse biochemical parameters [10]. and prior co—
morbidity when the patients starting RRT (Renal Replacement Therapy) [11], higher rates
of emergency dialysis [5], longer hospitalization .and increased early mortality [12].
Furthermore, prolonged hospitalization wi‘LI have*an.obvious effect on increasing health
care cost which might alsg_be-from latevreferral patients who need permanent vascular
access for dialysis. In_Thailapd there iS,I no evidence related to prevalence or even
consequence of late referralss This situatllpn has now pushed the need to set up this
research which is hoped will benéfit aIL Imembers in the medical team including
nephrologists, dialysis nurses, dieficians or :";vé:n patients and relatives, to become aware

<

about this problem and collaborate insolving some of these issues.

1.3 Problem significant == _

There was fe‘\/\/:is%ud*}es—abeu{—%h'rﬂhe prevaience of»l*.;ite referral to nephrologists
and also few studies ébo’ut the severity and the Consequené;a of late referral. Admittedly
that in the tertiary hospifél the number of patients who onithe hemodialysis are amount.
But they usuallys come'to hospital “when| seyvere ' that ‘need toyset the emergency of
hemodialysis alsolhaving abnormal of vital sign, with some cases requiring an incubated
tube. Besides,; afteriiemodialysisfpatients Will requine’a stay inithcihospital to recover.
Otherwisefisome patients may die if the progression of the disease is severe. In addition,
for the first time in hemodialysis treatment initiation of hemodialysis, most patients did the
treatment via the temporally vascular access. The duration in performing the permanent
vascular access takes time.

While patients waited for the maturity of vascular treatment, there may be
incidences of infection of vascular abscess that will occur or ineffective blood flow when

doing the hemodialysis. That means the patients have to re-implant the new vascular



access. Worse than that, the septic shock may be found in some cases which have
incidences of vascular sepsis. Medical teams are aware of this problem. Despite the hard
work to care for these patients, the numbers are still increasing. With regard to having
studied about the situation of late referral to nephrologists and the importance of this
problem, it will fall to the necessary medical teams or policy makers concerned, to solve
the problem. This can also reduce the harm to patients, even decreasing the duty of
health care providers. The burden of care is ¢osily, draining financial resources away

from providing support to important areas such-as-education, agriculture and others.

1.4 Research questions'of the study

1. What is the prevalence of late referféls to nephrologists in medical school?
2. What is the characteristics of ‘patients who have been sent for initiation

hemodialysis in Siriraj Hospital? - WY

4 i.» -‘IJ‘I;I
3. What are the factors thateffect to late referral?

1.5 Objectives of the siudy

1. To evaluate the prevalence of late referral to nephrologists in Medical
schoolthospital:

2. To identify characteristics patients who have been sent for initiation
hemodialysis in; Sirirajospital ?

3z To explore the factors influencing lately referral to nephrologists
1.6 Benefits of the study

This proposes of this study intend to survey the prevalence of late referral in
University hospital and seeking the factor relate to this problem. This result will be useful

to nephrologists in term of awareness and setting the new policy concern with timely to



nephrologists or referral system as the tertiary hospital to managed or minimized this
problem which lead to decrease or delay the incident of ESRD population and also
preparing both physical and mental of patients for RRT that mean its can reduce the

morbidity and mortality rate. Moreover, decreasing the cost of these treatments.

1.7 Conceptual framework

Independent variable Dependent variables

Socio demographic factors
- Age
- Gender

- Marital status

- Education
- Occupation

- Health Insurance

Perceive of CKD (chronic
Timing of
kidney disease) and HD
referral
(hemodialysis)
- Late referral

A 4

- Fear of chronic kidney
<Early referral
disease

- Fear of hemodialysis

- Heath seeking behavior

Accessibility to

Health care service Figure1. Conceptual framework




1.8 Operational definitions

1. Socio-demographic characteristics of chronic kidney disease patients include
age, sex, marital status, education, occupation, income and health insurance.
2. Health behavior in this study explains about perceive of chronic kidney disease

patient, perceive of hemodialysi

eatment, health seeking behavior before
hemodialysis treatment and

} th services.
@mean a patients known that they

atients could explain that

- Perceive of chr
were diagnosed with

- Perceive

hemodialysis is a tr a better.

- Health seekin ' this stu | ' only seeking behavior before
reach the hemodialys | |

- Accessibility of h rvices meansidi e from home and travelling time
to hospital, travelling c nveniences of service time and

- HypertensionBT
- Polycystic kidney (E‘ease (PKD)

#9813 WS

- Systemﬂlc lupus erythematgeus (SLE)

PRARANTUUNIINYIA

4. Néphrologist:

- Doctors who graduated from the board of nephrology or/and the one who
passed a training course for nephrologist duration 4 months

- Fellows who study for nephrology.



5. Late referral to nephrologist:
- A patient starting dialysis within 6 months from first referral to the nephrologist.
That mean in this study will cut the point at 6 months from first referral to

nephrorogist in determining late or early referral.

6. Early referral to nephrologists

Refer to Hemodialysis
Nephrologist
D /

Early stage y

j]
A B0 1) 3
PAIATUAMINYAE



CHAPTER I

LITERATURE REVIEW

2.1 Definition of Chronic kidney disease (CKD)

Chronic renal disea

impairment of both glom ar f@h is so severe that kidney no

longer able to maintain the environment. Chronic kidney disease can be

of an “irreversible” and persistent

defined according to the jpr 0sen idney damage and level of kidney
function [13]. |

The National Kidney Disease Outcome Quality

Initiative (KDOQI) has kidney disease (CKD) that

O
kidney damage for thre €} ";"-a on findings of abnormal structure

(imaging studies) or abnormal finction { | osts, urinalysis) or glomerular filtration

rate (GFR) below 60 mL per min fteBer 1, ’ ree or more months with or without

-

evidence of kidney da -
N )
Estimating theg 2),~the GFR is an indication of

functioning kidney mass; it has complications for treatment goals and for the dosing of

e INEN NN
LeiiirivraaRLIRRAGE

Abbreviated Modification of Diet in Renal Disease (MDRD)[13]

GFR (mL per minute per 1.73 m° ) = 186 x(serum creatinine) > x (age)'O'203

x (0.742, if female) x (1.210, if black)



Cockcroft — Gault equation[13].

Creatinine clearance (C.-mL per minute) = (140 — age) x_weigh x (0.85, if female)

72 x Serum creatinine
Stage of CKD (chronic kidney disease) from stage 1 (mildest) to stage 5 (most

severe) based on the level of estimated glomerular filtration rate (GFR) normalized to

body surface area.

Table2. Stage of chronic.kidney d _.,«'-:

Stage of Chro

SNON
//"{iﬁp 2d Oriesfiniated GFR [13]

Stage Description II - i \\& :
1 e T 90
2 Kidney de 60-89
3 Moderate GER .~ 30-59
4 Severe GFR 15-29
5

Kidney failure
|@ ilu

j 15 or dialysis

End- stagé renal disease (kidhaey failure) were defined when the GFR

mmwmﬂ%H®MEw§%ﬂﬂﬂammm

(dialysis or transplant
Cause of Chronic kldney disease (CKD)
1. Primary glomerular disease: Acute glomerular disease including rapidly
progressive glomerulonephritis (RPGN) and chronic glomerulonephritis.
2. Primary tubular disease: Chronic hypercalcemia, chronic hypokalaemia,

heavy metal poisoning like lead and cadmium.
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3. Vascular disease: Ischemia of the kidneys due to congenital or acquired
renal  artery  stenosis; accelerated  hypertension,  hypertensive
nephrosclerosis.

4. Infection: Chronic atropic pyelonephritis, tuberculosis.

5. Obstruction: Renal stones, retroperitoneal fibrosis, prostatomegaly, urethral
strictures and tumors.

6. Vasculitis: Systemic lupus erythematosus, polyarteritis nodosa, Henoch-
Schonlein nephritis;-scleroderma,-Wegener's granulomatosis. In systemic
vasculitis, antisneutrophilic cytoplasmic antibody (ANCA) is usually positive,
while it is usually negative in S{_E.

7. Metabolic .€nal disease: Diabetes mellitus (eommonest cause of ESRD),
amyloidosisganalgesic nephro%)athy, gout, primary hyperparathyroidism and
milk alkali syndrome. -l J J;

dad

8. Congenital abnormality: Hypeplastic kidneys, reflux nephropathy, polycystic
: 2
vl

kidneys [14].

2.2 Déefinition of Hemédialysis (HD)

Hemodialysis removes waste and. excess fluid from_the blood when the kidneys
cannot do so sufficiently. The blood' is drawn'intravenaously, sent through a machine
called a dialyzer, and returned to the body through®a blood vessel.«nside the dialyzer,
the blood Is' passed over a membrane that filters waste. and fluid_into a dialysate
solution. The dialysate is then pumped out to a disposal tank and new dialysate is

pumped in. The process of removing excess fluid is known as ultrafiltration.

The blood is circulated and diffused numerous times during a dialysis session, each
circulation through the machine removes more waste and excess fluid. Hemodialysis

is usually performed three or more times a week for 4 hours or more.
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There are three methods of accessing the bloodstream:

e Arteriovenous fistula (AVF)
e Arteriovenous graft (AVG)

e Temporary venous dialysis catheter [15].

Initiation dialysis
v

When a patient has'reached stage 4 of chronic kidney disease (CKD) which
estimated glomerular filtrationsrate; < '130 mbL/minA.73%, ideally he is under the
nephrologists’ care, and the risk factors assoclated with cardio vascular disease and
progression are being.optimally ma_lna:ged',l’SHrvival of end-stage renal disease patients
on dialysis depends to the large e.xtent or.':{tk;eir condition at the time dialysis was first
initiated. Consequently, it is vitél :-to paj:j:;lti:ention to manage of blood pressure,
calcium/phosphorus intake, an_e.m;e._ln.and ntjtr;‘ugn in range of the pre dialysis, as its
necessary to insert an arteriO\_/_er]eo_gs ﬂstulzﬁ'—he[nodialysis has been selected. When

e

this is done using 'a"!multidisciplinary pre-dialysis progrq'm', that includes patient and

family education, ea‘rly“‘c_:hoice of appropriate modality, and-elective creation of dialysis
access, the benefits have been fewer urgent dialysis, short time for admission in the first
time after beginning dialysis,“and decrease.the cost per patient at the time of initiation

dialysis [16].

Establishied Chronic! kidney disease (CKD) is often ithought to be’ a relatively rare
condition requiring specialist care. However, early CKD is common and referral of all
patients would completely overwhelm existing specialist services. Many studies have
also shown higher mortality rates among patients referred late compare to those referred
early. Furthermore, there are many potential treatment useful associated with early
referral to nephrology. Teresa and group set the cohort study in ESRD (End stage renal

disease) patients 164 people and found that the lack of an adequate AVF (arterio
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venous fistula) at the start of hemodialysis increase survival in patients were referred to
nephrologist late and increases the cost of each prevented death. Having much
guidance recommends appropriate time for referral to nephrologists [17,18]. Related to
the practical guidelines for vascular access placement of surgeon in term of timing of
referral of access, whether an arteriole venous fistula (AVF), arteriole venous graft
(AVG) or peritoneal catheter recommended that should be place prior to the need for
initiation of dialysis to allow maturation ' 6 moaths'to a year, especially arteriole venous
fistula will enable the patients {0 receive adequate dialysis treatment, minimizing
metabolic complication asso¢iated with increased mortality [19,20]. The National Kidney
Foundation recommends that" eveny, patiffnts with the glomerular filtration rates (GFR)

lower than 60 mL/min.per 1.743 i that mean CKD (Chronie Kidney disease stage 3 and

every patient with proteinuria or micrealbuminuria which show the sign of kidney are
damaged. Those should be undergo fgzvéluation and treatment of complications
associated with CKD [21]. .
e

et 22k
Referral to a nephrologist may be helpful to tﬁprimary care provider to:

gl

® Assist with_d_iagnosis of the cause of kidney dis‘vé'aSe, including kidney biopsy
® Assist in ruling out reversible causes of elevaied creatinine such as urinary

tract obstruction

® Reinforce” the need for~aggressive ‘bleod pressure control and dietary

management to_slow the progression ofthe disease

® Jointly manage various camplications of’kidney‘insufficiency-such as:
- Electrolyte disorders
- Secondary hyperparathyroidism
- Anemia secondary to erythropoietin deficiency

- Metabolic acidosis[21]
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Early referrals to nephrology and predialysis education have been associated with:

® improved vocational outcomes
® delay in the need to initiate ESKD therapy

® increased proportion of patients initiating dialysis who have permanent dialysis

) fistula (which has a much longer useful

e,

i.e. Mlkellhood of selecting PD)

access, particularly arterio
life)

® g difference inm

Urinary symptoms

Medication

A w D

Examlnatlon #mu\"‘ r or other pOSItlve

ae

findings m 'm '

Urine dipstick forPIood and proteln

e Fﬂ%ﬁiﬂ%ﬂ NINYINT

5

6

7. Blood cou
8. TTTm WWﬂ ma;ﬁe}\e cholesterol
9. iﬂ mﬁ Ses
10. All previous serum creatinine results with dates

11. Results of renal ultrasound scan if available [22]
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2.3 Definition and Epidemiology of late referral

Late referral is defined as the situation in which patient management could have
been improved by earlier contract with nephrologists. In nephrology, patient in whom the

range between the first consultation nd the initiation of RRT (renal replacement therapy)

that the incidence rates of 0.5% to 83% (See at table below).
Late referral is widely ‘ : . Thailand, have no any research study
about late referral before. y &Q ospitals have to care many ESRD of

chance to prevent or them need the emergency

5 O
) =4

B

people which most of t ptom due to they have loss

i< 9\“ \‘ S

of chance to prevent or e 888 Of C a.k“ them need the emergency
dialysis and acute dialysis @ spitalization, increase mortality short term

and long term and prolonged disrdption o € ent. [9]

Y]

§
AUEINENTNYINS
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Table3. Late referral in many literatures.
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Researchers | Period of | Number | Definition | Percentage | Others result
time of of late of late
patients | referral referral
Arora, P. 1992- 153 4 32 Prolong
et al.[10] 1997 hospitalization.
Jungers,P. 1989- oyl 6 | 26.2 Long hospitalization,
etal.[11] 1991 economic problem.
Roderick 1996- 364 4 } 58 Late referral
etal[16] 1997 ';" associated with
#‘ comorbidity.

Schwenger, | 1998- 250 4 49 High mortality and
V. etal[20] | 2001 N morbidity.
Pena, R, 1991- 13gWastly Tl o) 4o Need emergency
et al[21] 2001 T dialysis.
Levin, P.A. 1991~ 90 0 40 High mortality and
et al.[23] 1995 : morbidity, impact

quality of life.
Sotoko, N. et #1983 366 3 32 Adverse effect on
al.[24] 2003 quality of life.
Ellis, PIA. 19%¢- 198 12 323 High:mortality and
et al.[25] 1997 morbidity.
Goransson, 1984- 242 3 27.3 High rate of
L.G. 1988 unprepared for
et al.[26] dialysis.
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Cause of Late referral

Many studies had explored about the cause of late referral as follows: a
diseased related, patient related, physician related and health care system related. But
in this project no study in physician part and health care system. Patient related is only
one part will clarified as the factor of late referral to nephrologist.

In terms of diseased related, late refesral. might be unavoidable cause of the
mode of onset and pathogenesis of kiEj}ney disease; such as irreversible acute renal
failure and rapidly progressive glomerurlonephritis. Controversy, some kidney disease
having the progressive_slowly.which anyfme can be noticed. Overall, such this causes
do not account for moreithan15:20% of pfesently observed late referral cases [10,16].

In case of patient related rea.ns_on,iplund that some patients can be reluctant to

visit nephrologist might be due t© lack of l'iglisaéase awareness or understanding, denial,
fear of the unknown, fear of loss ’ind.ependl_e,:h.ce;, and financial problem. This factors are
thought to account for 40% [ 1 1] sl ';'(*’-"*!

For physician related reason Causes:exfaialn another 40% of late referral group.

Treating physicians are unaware of the seventy of the renaJ function impairment, mainly

because they rely solely on the estimation of kidney functlon such as check up serum
creatinine. Besides, mar_1_y studies for example Mendelssohn and group’ study found that
non-nephrologists are ensure about the timing of referral and indication of referral
patients with "¥chronic* 'kidney ' disease. _Particularly, the _attitude and lack of
communication skill of between nephrologist and non nephrologist are also serious

problem, should prioxr'manage [26].

In addition, health care related cause need for considered. Patients who are
lower socioeconomic were found increase risk of late referral [11].Especially in Thailand,
that the renal replacement therapy are still uncover for all patients. Many patients were

not referred to nephrologist for access this treatment



17

2.4 Health Believe Model[27]

Health Belief Model (HBM) is a psychological model that attempts to explain
and predict health behaviors. This is done by focusing on the attitudes and beliefs of

individuals. The HBM was first developed in the 1950s by social psychologists

Hochbaum, Rosenstock and Kegels ing in the U.S. Public Health Services. The
model was developed in respc 1s€ > failtice of a free tuberculosis (TB) health
oE¢ apted to explore a variety of long-
—

and short-term health b pbehaviors and the transmission of

HIV/AIDS.

The HBM is based on ,t ing that a\perse ill take a health-related action

\

2. Has a positive expectatio byt ‘ c ecommended action, he/she will avoid a
negative health condition
3. Believes that he/she cans nended health action

This study .,5 --------------------- i {'"@ ients by focusing

- see@wg behavior).
AULINENINYINT
RN IUNRINYIAY

the perceive of the diﬁe and



CHAPTER Il
METHODOLOGY

3.1 Research design

A descriptive approach d for this cross-sectional study to

determine the prevalence a referral to nephrologist in chronic

3.2 Study population and

Patients who w RF \ ) kidney disease) and ESRD in

Nephrology department a ; also \ [ hemodialysis or initiation dialysis

since 1January 2008- 31 D

Inclusion crite

r,.
1. CKD patients ary 08— 31 December 2008.

¥ r'l
Patients ag “u iy

BT
AITRNTEMN Inenay

Exclusmn criteria

over 18 years.

1. CKD patients who their age below 18 years.
2. ARF (Acute renal failure) patients.

3. Kidney Transplantation failure.
4

Patients who unavailable data or unwilling for participant this research.
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3.3 Samples sizes calculation

All patients who registered for initiation dialysis since 1January 2008

- 31 December 2008 _had 101 cases (statistic significant = 0.5)

= 80.63 cases

1. Medical record
2. Questionnaires

3. Interview

Yy g
Validity and Re :I bility
D)

ﬂ ﬂ?ﬂ“’? WHWT?W mﬂ 63 by 1 nephrologist, 1

professar) and 2 hemodlaIyS|s nurse. The result of validity was > 0.80. For

QWﬁﬁWﬁ“ﬁwﬁmﬁﬁmﬁﬁ]

From

The agreement of observers *100

The agreement of observer + The disagreement of observer
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3.5 Data collection

1. Permission for conducting the study in Siriraj Hospital will be acquired from
the hospital director and relevant department heads.

2. Medication record which are available.

3. Upon consent, each eligible subject will be asked to fill in the questionnaires.
4. Interviewing patients who has signed.eonsent form.

Obstacles and strategies to solve the pioblems
-t

If some medical recard.net complete nephrologists will be asked for fulfill.

e

3.6 Data analysis

i

=t

The computer program'SPSS will b}e used for data analysis by
1. Analyze the personal data such“i’as age, sex, marital status, educational, etc
.by frequency @nd percentage = .

2. Analyze the prevalence of late referraliby use incidence in that period / total

population. A .. -

3. Analyze in_iéach part of patient’s characteristic t}y-use mean, range,
standard dewviation.
4. Analyze the association of characteristics among late and early referral

patientsiby ase Chissquare.iLevel-ofistatistical, significant are set at & = 5%.
3.7 Ethical considerations

First of all, the patients were informed about an objective of this study and they
are also having the right to withdraw from participation at any time. Next, the consent
form will be signed by patient’'s willing. All their documents will be regarded as strictly
confidential and used for research propose only. However, these processes need to
approve by the Ethical Committee of faculty of Health Science Group, Chulalongkomn

University and the committee at Siriraj hospital.



CHAPTER IV

RESEARCH RESULTS

The cross-sectional study was performed at Siriraj Hospital, Bangkok Thailand
between 1 January 2008 — 31* December 2008. Direct interviews and Phone interviews
were held with 96 chronic kidney disease patients to explain the prevalence and factors
that associated with late referral to nephrologists«The following factors were contributed
by used collecting form: socio—der_:]ographics characteristic, health behavior,
accessibility and clinical_profile<of patienlts were performed. The results obtained from
this study will be presented onithe followiAg sections.

Firstly, the study will show’ the?;s'bcio—demographics data, health behavior
accessibility and clinical profile data follo(‘yed by the responses of the collecting form.
These variables are descripbed as percer{.t__*a'ge_s; means depend on the nature of the
variables. Next, the results of Chi-square f'éﬁt_.yvill present for any association between

socio-demographics, health behévi()r and ag':'c_éélfsibility, patient’'s disease and timing of

af

referral of referral. Pt -

4.1 Individual charactéri'stics of respondents

The dataiwasjcollectedifrom: phonednterviews, answered by 57 patients and 39
close relatives ©f patients. Individual characteristics are described in table 1. The
populatienconsisted, ofooth female and male. Age-ef respendents-ranged from 18 to 88
years. The ‘mean age was 56.72"years. The age group between more than 60 years
maintained the largest group, about 43.8% of the total respondents. The majority of the

respondents were male, 51% while 49% were female.

Most of the population were married, 59.4%, 21.9% were unmarried and 18.8%
were widowed. Almost half of the respondents had finished below high school, 35.4%,

followed by 35.4% of respondents educated with below a Bachelor's degree level; some
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respondents had graduated with a Bachelor degree 17.7%, and 2.1% were graduates of

higher than a Bachelors degree.

Almost half of the respondents were unemployed, 44.8%, with state official
workers at 21.9%. 17.7% had their own businesses, while 15.6% were employees. The
majority of respondents had a monthly income of less than 10,000 baht - 45.8%; 28.1%
| ‘ Wspondents claimed no income while
) )month, 11.5%. A small percentage

—

, just 3.1%. As for health insurance,

reimbursement 47.9%, 18.8%

re social security funded and

Table 4.Number and per haracteristics of respondent

Characteristics Percentage

Sex k:! :

Male 49.0
Female - Y 51.0
Age(years) -3 W '

s AUBINUNINYINT .
31-40 n d' ‘11 o as 115
w0 ) WIANTIIEUNATINETR Bes
51-60 ' 15 15.6

> 60 42 43.8

Mean = 56.72 Mode =65 Min. =18 Max. = 88




Table 4.Number and percentage of socio-demographic characteristics of respondent

(continue)

Characteristics Frequency (n = 96) Percentage

Marital status

Unmarried 21 21.9
Married 59.4
Widow 18.8
Education status
Below high school 44.8
Below Bachelor degree 35.4
Bachelor degree 17.7
Higher Bachelor degr 2.1
Occupation
Unemployment 44.8
Own business 17.7
Official worker 21.9
employee 15.6
Monthly income 4:
0 baths E 11 . 1.5
< 10,000 bath ‘a %’ 45.8
10,000-20,00maj‘dtl’J ﬂ E]VL w El"]ﬂ‘j 28.1
20,001 = 30,000.baths s s
ol 1IN IUNRIINYAEL,
q

Health insurance
Government reimbursement 46 47.9
Social security fund 12 12.5
National health security

18 18.8

office fund

Others 20 20.8
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4.2 Perceive of chronic kidney disease

This section explored about the perceive of the disease and fear of the disease
before patients commence the initiation of hemodialysis. Most of the patients knew that
they were diagnosed chronic kidney disease 77.1%, with almost quarter, 22.9, of them

unaware. More than half of patients feel, fear when they know that they were informed

chronic kidney disease 57.3%; \ ‘ ntage of them claimed they had no

fear 42.7%

Table5. Number and per )

; sive o ney disease

Perceive of CKD

Particular Il/ u t\\\Q Percentage

yes 771

no 22.9
Fear to CKD

yes 57.3

no 42.7

4.3 Perceive of hemodial sn

‘Ll ANYNITNYINT

Mos patients knew that the treatmentaprolong their I®was hemodialysis,
81 .3%&%&} a%ﬁﬁwﬁ% WO’AMWJHWQ at Hmodmly&s was
the treatr%ent to extend their life. About two thirds of patients felt fear when they learned
that they had to undergo hemodialysis, 66.7%, with about one third not concerned,

33.3%.
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Table6. Number and percentage of perceive of hemodialysis

Particular Frequency Percentage

Perceive of HD

yes 81.3

no 18.8
Fear to HD

yes 66.7

no 33.3

Health seeking be

This section des‘ ing behavior when the patient

becomes aware that they ha I_g_l'.‘l"_ﬂ' i ase. The majority of the patients

visiting the doctor were onIy 7 ‘é’? guarter consumed herbal medication,

20.8%, while10. 4%, W ; traditional medicine and

»vr. V LY

superstition follower

'!B 9
raer. s uﬂL’J ‘i’lfﬁl NINLANT

NS R VI Tor s

Health saeking behavior

Hospital (only) 68 70.8
Pharmacy shop 10 10.4
Herbal 20 20.8
Traditional medicine 1 1.0

Superstition 1 1.0




26

4.4 Accessibility

This section includes eight statements. One third were not have troubles to access the
health care services, 33.3% to cost of services and treatment, transportation cost and

need of caregiver had the same percentage - 19.8%, while inconvenient time and

medical services were of equal 75%. 14.5% answered that distance

was a problem, and 7.3% m ( being a burden.

Particular Percentage

Accessibility

Cost of services and treatmen 19.8
Distances 14.5
Transportation cost 19.8
Need care giver - 19.8
Inconvenience time - 17.7
Inconvenience of med@l services 17.7

7.3

No protiem ﬂumwww ETIT s

’QW']Mﬂ?ﬂJ UAIINYAY

4.5 Etiology of chronic kidney disease

Almost half of the respondents suffered hypertension 54.2%, while 52% were
diabetic mellitus, about 4.2% were SLE, 2.1% were glomerulonephitis, only 1% were

polycystic kidney disease and unknown causes encountered for 9.4%.
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Table9. Number and percentage of disease

Particular Frequency Percentage

Etiology of disease

Diabetic Mellitus

0 52
Hypertension ’/}/ 54.2
,//"_, 1

Polycystic kidney disease .

SLE 4.2
Glomerulonephritis 2.1
Unknown 9.4

4.6 Characteristic of timing ¢
DA

Timing of referral of refe; falin this s ean the period between patient had

==

been referred to nephrologist ui 3 tart hem el sis. Majority of respondents had been

referred to nephrologist before st: art hemodialysis more the ' 6 months. 26% were 1-.6
f LY
months before hemodialy 1 month before hemodialysis and

8.3% never visited to
f, Q/

hypertensive cli cgﬁ’ ﬁ% ﬁﬁé?rﬁﬁlﬂdﬁy general practitioners,

from others de nts 12.5%, emergency room 4%, and were referred from

e N TRTIR N (1011

74%, 24 r for'do the hembdialysi 2% for anotherréason:

eprologist. Most of patients were referred by diabetic mellitus or



Table10. Number and percentage of timing of referral of referral
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Particular Frequency Percentage
Characteristic
Timing of referral of referral
0 month before HD 8 8.3
<1 month before HD 17 17.7
1-6 month before HD 29 26.0
upper 6 month before HD 46 47.9
Type of doctor referral
DM/HT 42 43.8
General practitioner 14 14.6
others 12 12.5
Direct from Emergency Room 4 10 10.4
Other hospitals. 4 188
Reason of refer =
For hemodialysis only g5 24.0
Cooperate treatments 71 74.0
Other reason 2 2.1

4.7 Clinical appearance at initiation of hemodialysis

The clinical appearance at initiation of hemodialysis for the majority of chronic

kidney disease patients indicated a need for emergency hemodialysis at initiation of

hemodialysis 94% and 2% of them could wait or can back home and undertake the

hemodialysis at the hemodialysis at the centre near their home. Most sign and symptom

of them when on dialysis were uremic symptom 74%, volume overload 46.9% and

hyperkalemia 10.4% while 9.4% of patients had to intubated endotracial tube before

initiation of hemodialysis.
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Table11. Patient characteristic at initiation of hemodialysis

Particular Frequency Percentage

Need Emergency HD

ves 96.9
o 2.1
Sign and symptom
Uremia
yes 74
o 26
Volume overload
yes 46.9
no 53.1
Hyperkalemia
yes 10.4
no 89.6
On Endotracial tube .~
yes 9.4
no 90.6

ﬂuEI’JVIEJ'VliW?J’mﬁ

Vascular access at initiation’of hemodialysis

ARININTUNRIINYIA Y

“Characteristic of vascular dialysis when the chronic kidney disease patients
start the initiation of hemodialysis. Almost all of the respondents used temporary

catheter during the first time of hemodialysis.
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Table12. Vascular access at initiation of hemodialysis

Particular Frequency Percentage

Vascular access for HD
Temporary catheters 94 97.9

Permanent catheters 2 2.1

Arteriole-venous fistulas

4.8 Analytical findings: Rel

The relationship be
referral

There was no

Age 1
18 — 30 years 4(66.7%) 2(33.3%) 0.429
31-60 years 22(45.8%) 26(54.2%)
> 60 years 24(57.1%) 18242.9%)
Sex
male 26(55.3%) 21(44.7%) 0.338

female 24(49%) 25(51%)
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Table13. Relationship between individual characteristics and timing of referral of referral

(continue)
Frequency (%) of timing of referral p-value
Individual Characteristics of referral
Late Early

Marital status

single 14(70%) 0.043
couple 22(38.6%)
Separate/divorce 10(55.6%)
Occupation
unemployment 25(58.1%) 0.194
own business 6(35.3%)
official worker 11(52.4%)
employee 4(26.6%)
Education
below high school 21(48.8%) 0.694

below B.sc 7 14(41.2%)
B. e T{atoop - 10(58.8°

sc - \..‘ (568.8%)
higher B.sc

Health insurance @ o
Y Wiﬁ BN o
TR NI ne (8




32

The relationship between perceive and timing of referral of referral
There was also no significant difference between health seeking behavior and
etiology of disease.
There was a highly significant difference between perceive and fear of

hemodialysis and timing of referral of referral.

wy\) of referral of referral

Table14. Relationship between perceive
\_\ )

g-of-referral of p-value

_
" Ean

Perceive of CKD

‘ﬁﬂgFﬁﬁi

unknown 0.307
know
Fear of CKD
no 0.119
yes
Perceive of HD =] .
L7 ' Y
unknown m oﬂ 0.003
know - 35(44.9%) 43(55.1%)
et S UHINENINEINTD
no q 1(34.4%) 21(65.6%) 0.012
. o o

Relationship between health seeking behavior related to timing of referral.
There was no significant difference between health seeking behavior and timing
of referral. However the patients who selected the treatment by took the medicines from

pharmacy shop tends to referred late.
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Table15. Relationship between health seeking behavior related to timing of referral.(answer

more than 1 choice)

Frequency(%) of timing of referral of p-value

referral

Late Early

Go to pharmacy shop

no 0.195
yes
Herbal
no 0.322
yes
Relationship between distafices 0 access the se eated to timing of referral
Description the reldtio 2@%} 2D \ ssibility of medical services, the

e = 0.014). The distance was the

problem affected to referred Pat Ji"-' However, the patients who have

Table16. Relationship bﬁv |eﬂfelated to timing of referral.

V- |

Frequency(%) of timing of ref‘é#ral of p-value

ﬂuaﬁﬂﬁﬁm%%ﬁ%

. Q KON IUUNIINUNAY oo

yes 11(78.6%) 3(21.4%)
High cost of
transportation
no 39(50.6%) 38(49.4%) 0.379

yes 11(57.9%) 8(42.1%)




Table16. Relationship between problems to access the service related to timing of referral.

(Continue)

Frequency(%) of timing of referral of p-value

referral

Late Early

Need care giver
no 0.090

yes

Inconvenience of time

no 0.366
yes
Inconvenience of servic
no 0.576
yes
Others( process of refer)

no 0.254

yes

AULINENINYINT
AN TUNM NN Y
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Relationship between departments of doctor referral related to timing of referral
There was no significant difference between health departments of doctor referral
related r and timing of referral. But the patients who were referred from general

practitioner (OPD) tend to lately referral than other departments.

Table17. Relationship between departi n referral related to timing of referral

related to timing of referral referral.

F -~- .i,"" ming of referral of p-value

DM/HT 43(55 1%) 0.392

General practitioner(OPD) " 6(42.9%)
6(50%)

2(20%)

Others
Emergency room

Other hospital 9(50%)

)

2
ﬂUEl’J'V]EWI"JWEﬂﬂ‘E

’QW'l@ﬁﬂ‘iflJ UNIINYAY




CHAPTER V
DISCUSSION AND CONCLUSION

5.1 Discussion

The main objectives of this study/weie tor determine the prevalence of late
referral and the factors which-related to-late reierral-in chronic kidney disease patient.
This study had been done in University hospital, Bangkok Thailand.

The 96 of respondents were interviewé'p by phone to completed the collecting form
in 3 parts; individual characteristics, health behavior and accessibility of medical

services and etiology6f diseases One pz;yt was complete by researcher for timing of
: y
referral of referral charagteristics. id

L

The prevalence of late reférrél mn chrgj;;]io disease patient in this study is 52.1%.

(n=96) which similar previously/ieported [1 1‘;2_'8!J_ijl'he factor associated with late referral

is marital status, perceive of hem_o_dralysis angjfd@ta_nce access to the services [29].

The results from this study showed that most of patfénts were elderly which more

than 60 years old. Age sex, occupation and education Had no association with late
referral [16]. Patient who received social security fund tends to be late 66.7%. Only one
individual is associatedywiths|ateyreferral;, marital status=. .So the patients who married
associated late referral'67.4% (p-valtie = 0.043), because they have many responsibility
and do.not.pay attention, to.their,own health.

In this study,"perceive 'was ‘based on'the health Belief Model ‘which focuses on
perceive the disease and treatment. .[29] Most of patient’s percept that they are chronic
kidney disease patients and know the disease 74%., however they still fear the disease
more than half 55%. The most reason of fear is the harmful of disease which may be
lead to die in the end.

Further more, the perceive of hemodialysis is strongly association with late

referral (p-value = 0.003) .Most of chronic kidney disease patient unknown about the
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treatment of chronic kidney disease. Lack of understanding in hemodialysis effect them
feel fear in this treatment which lead them to late referral from themselves. [26] ( Many
patient selected other choices of treatment for prolong their life, such as go to pharmacy
shop 10.4%, consume the herbal 20%, traditional medicine and others 2%. Most of
them annoy about the cost of hemodialysis [9]. Some of them give the reason that they
will die soon therefore they deicide to net visit to the doctor for save the money.

For accessibility, the distance is associated with late referral (p-value =0.014),
the patients who have distance problem Bend to-pelate referral 78.6 [29]. Besides, other
problems of accessibilitysare cost of services and treatment 19.8%, transportation cost
19.8%, need care giver 18%, inconveru;ence time 17.7%, inconvenience of medical
services 17.7% and others 748% 9], !

As for etiology of the diseases; tr;ey are also no association with late referral.
Most of patients were hypertensionsand d%'gt;étic mellitus 54.2% and 52% respectively.

While 9.4% were unknown causes [9].
Timing of referral of refefral —

In this study; giut point of late referral from the du'ration at the first encounter to
the nephrologists less than 6 month before having hemadialysis. The results show that
the prevalence of late referral are 52.1%. Mast. of late referral patients were referred 1-6
months before iemodialysis 26% while 17.7% were referred less than 1 month before
dialysis. On top of that, 8.3% of patients never visit nephrologist before hemodialysis. In
this matter, there lare. more thanjhalf of patient tend to lost in the propef-treatment before
hemodialysis and unprepared physical and mental of patients for renal replacement
therapy that the significantly problem due to late referral [9].

Moreover, 24% of patients were referred with the reason for hemodialysis. It
shows that the lack of understanding in referral to neprologist among physician [27].
Referring in appropriate time lead to slow the progress of disease and prepare the

patients of renal replacement therapy.
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In addition, the signs and the symptoms of patients at the first time of
hemodialysis in this study show that, 74% of patients had uremic symptom, 46.9% had
volume overload, 10.4% had hyperkalemia, 9.4% had to incubated endotracial tube and
96.9% of patients necessary to had the emergency hemodialysis within 24 hours [11].
More over the finding found that the majority of patients had hemodialysis under the
temporary vascular. All of these presented that there are lack of preparing the chronic

kidney disease patients for having hemodialysis{14].

5.2 Conclusion

This study was conducted at Sir‘i*_rdé.'j hospital, Bangkok. A total of 96 chronic
kidney disease patients swho started ibitiation hemodialysis in renal department
participated in the study. All data was cé]lgctgd py using the collecting form during
January, 1 2008 - December, 812008

The main objective of the study Waé;éd'Fvey the prevalence of late referral to
nephrologist and the factors thatrelated to tHé"b"rObIem. The specific objectives were to
describe the individuai-characteristics-inciuging-socio=démographic, health behavior
and clinical profile at £he first time of hemodialysis. 77

All of cases were analyzed by SPSS program. The Chi-square test was used to
identify the relationship! between: independent 'variables| and socio-demographic.
Frequency was ‘used to explain the individual reason in health behavior which might be

related’to late referfdls, to nephrologists.

The results from this study found that chronic kidney disease patients had been
referred to nephrologists late, more than half (52.1%). Regarding socio—-demographic
characteristics, the finding of this study confirmed that there were associations between

marital status, health behavior and timely referral.

Moreover, it was found that the major causes of late referrals in chronic kidney

disease, was a lack of understanding in hemodialysis. Most of them had some fear in
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not understanding hemodialysis; some of them feared the harmful and high cost of this
treatment. This led to many patients deciding not to visit nephrologists. Besides, some of
them tried to seek alternative medication such as herbal, temple developed treatment
and steroids in order to find a cure for the disease. That meant they were delayed in

being referred to a nephrologist, which led to an increase of disease progression.

5.3 Limitation

.

These studies were conducted in only shert period and specific in one university

hospital. The results might'noiwbe the representative of the prevalence and causes of
1

this problem in general JAnd ihe/physician factor and health care system were also not

explored in this study.

5.4 Recommendation : 2220
Recommendations for further study

In cases of the-limitation of duration of the study;.this cross-sectional study had
collected data in short time~(January, 1 2008 — December, 31 2008) therefore next
research should be-dohe' in€ohortistudy./ Bésides, lstudy! in different hospital should be
considered. So, the several of the level of hospital might be show thé.different results.

From'this studyythere is the significant assaciation! between some characteristic
of patients and timing of referral of referral and relationship between some problems of
health behavior such as the lack of knowledge, and fear of unknown in treatment. The
next study ought to clarify about the factors related to timing of referral of referral in the

qualitative study
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Recommendations of policymakers.

According to the results of the prevalence of late referral to nephrologists,
52.1%, which is a higher rate than several countries in Europe (range 24% - 58%)
highlights this as a serious problem [9]. The awareness of medical teams should be

increased. Giving education and information about dialysis to patients should be

implemented. Moreover, preparing ch idney patients for dialysis is also important.
The renal organization sh ime of referral and guidelines for

general physicians or ot sui ients.

Found are some characteri : e} \-\ ral: patients who receive social

and patients who were di i - ellitus and hypertension. Therefore policy

security fund as healt ere referred by a general practitioner

makers in hospitals system including providing the

guidelines within the or e risk patients will experience in

being referred to nephrologists.in.pr oper i ‘e fectiveness of the referral system

within hospitals is us_eful for a.gg- A, ecrease the cost and the workload of

medical teams. e

(
AUEINENINYINS
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Activities Month
Oct | Nov | Dec Jan | Feb | March | April May
08 08 08 09 09 09 09 09

Review Literature X X

Develop proposal

Defend proposal X

Submit for Ethical Com X

process

Planning data collectio b \fz ‘. X X

Data collection d : - \ X X

Data management ;:lv X

Data analysis 4 J;‘: X

Report writing i J_i_,%_, X

Thesis exam {?ﬁ:‘;:jﬁ X X

Submit final X

y

0

AUL INUNTHYINT
RRARIN TN TN

2 F%pers

3 Transportation

Total 50,000 baht
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