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SHORT COMMUNICATION

Referral to the nephrology outpatient clinic: 
Inadequate demand for the specialist
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ABSTRACT

Introduction: There are scarce data in Bra-
zil concerning the referral of the patients 
with renal diseases to the nephrologist care. 
Objective: The aim of the present study 
was to describe the adequacy of early re-
ferral of these patients to a nephrology 
out-patient clinic. Material and methods: 
It was a cross-sectional study. Data of the 
first visit of the patient to the nephrolo-
gists were collected. The decision of the 
nephrologist, regarding the admittance of 
the patient to the follow-up with the neph-
rology team was also described. Results: 
We evaluated 150 patients, with mean 
age of 49 ± 16 years, and 56% of females. 
The need of a consultation and follow-up 
with the renal specialist was found in only 
71 patients (47.3%) and all these patients 
were enrolled in the nephrology unit out-
patient clinic for, at least, one visit a year. 
All the patients with chronic kidney dis-
ease stages 3 to 5 were recommended to 
maintaining visits to the nephrologist, 
whereas 60% of those with diabetes and/
or hypertension and 50% of those with 
renal lythiasis were also enrolled in the 
same program. Approximately 50% of 
patients originated from public health 
system units and 70% of private doctors 
were adequately referred. Conclusion: 
There was inadequate use of the abilities 
of the nefrologist as a specialist in the care 
of the patient with early stages of renal 
diseases. Other studies are needed to eval-
uate the efficiency of referral systems to 
the nephrologists in other areas of Brazil, 
with the purpose to rationalize supply and 
demand in the nephrology care.
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INTRODUCTION

There have been several reports, both in 
Brazil and other countries, about the late 
referral of patients with nephropathies to 
the nephrologist, resulting in greater mor-
bidity and mortality of those patients.1,2,3,4 
Several patients received for dialysis pro-
grams had little, if any, previous con-
tact with the specialist before starting 
dialysis.4,5 In the State of Bahia, Godinho 
et al. have reported that 71% of the pa-
tients with end-stage renal disease (ESRD) 
admitted to the nephrology referral hospi-
tal had had no previous contact with the 
nephrologist, and half of them used the 
emergency room as the primary place for 
medical care. Many of those patients pre-
sented with a dialysis emergency. Studies 
on the referral of patients to the nephro-
logist at earlier stages of nephropathy, 
especially in our country, are rare. This 
study aimed at investigating the adequacy 
of referring patients to the nephrology ou-
tpatient clinic in terms of the relevance of 
demand for assessment by a specialist.

 
METHODS AND CASE SERIES

This was a cross-sectional study conduc-
ted at the Hospital Ana Néri (HAN), of 
the Universidade Federal da Bahia, a cen-
ter for delivering highly complex services 
of the Brazilian health system – Sistema 
Único de Saúde (SUS). In the months of 
February and March 2008, all patients ar-
riving at the outpatient clinic of the HAN 
for an initial visit with the nephrologist 
were referred to a first-visit outpatient cli-
nic, to be seen by a certified nephrologist 
and, at a contiguous room, by four se-
cond-year nephrology residents. After the 
usual medical consultation, the patients 
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were asked to fill in a questionnaire so that their data 
could be used in this study. At the end of each visit, 
the researcher-physician wrote down the demogra-
phic data, the name of the patient’s center of origin, 
the brief nephrologist’s opinion, and the patient’s ma-
nagement regarding admission to the nephrology ou-
tpatient clinic.

Four possible management groups had been pre-
viously defined as follows: A) Registration at the ne-
phrology outpatient clinic for early return (< 1 year) 
and followup. This group comprised patients with 
chronic kidney disease (CKD) stages 3, 4, and 5 6 
and/or signs of glomerulopathy, tubulopathy, and 
acute renal failure; B) Registration at the nephro-
logy outpatient clinic for annual visit. This group 
comprised patients with chronic nephropathies at 
earlier and more stable stages; C) Patient’s referral 
to the primary health care unit , to the service ori-
ginating the consultation, or to another specialist, 
despite the presence of uro-nephrological or meta-
bolic affections, because there was no need for the 
nephrologist’s opinion and management. For exam-
ple, patients with urinary tract infection, simple re-
nal cyst, noncomplicated systemic arterial hyperten-
sion, diabetes mellitus (DM) without nephropathy, 
a single episode of presumed renal colic, hydrone-
phrosis without renal function loss etc.; D) Patients, 
in whom no affections of the kidneys and urinary 
tract could be identified, were instructed to look for 
a primary health care unit for consultation.

In Table 1, groups A and B were described toge-
ther as patients who required at least one annual as-
sessment with the specialist, while groups C and D 
were shown separately as patients without such ne-
ed. The suggested managements followed the clinical 

interpretation of the research team, decided by at 
least two of the researchers, including the certified 
nephrologist.

Data were described as mean, standard deviation, 
and relative frequencies.

 
RESULTS

In the first 150 consultations here described, the mean 
age of the patients was 49 ± 16 years, the female sex 
predominated (56%), and 38% of the individuals 
were blacks, 16% white, and 45% of mixed origin. 
In 11% of the cases, the patients declared themselves 
illiterate, 34% had not completed elementary educa-
tion, 33% had completed elementary education, and 
17% had completed middle school. Most patients 
(63%) came from capital, the city of Salvador. Table 
1 shows the nephrologist’s management at the first 
medical visit.

According to the interpretation of the researchers, 
79 patients (52.7%) did not require a nephrologist 
for the diagnosis, clinical management or follow-up. 
Affections of the urinary tract were not found in 31 
patients; and 48 patients, who had been referred by 
public health or private services, required no specia-
list. Of all patients examined, 71 (47.3%) were ad-
mitted to the nephrology outpatient clinic for at least 
one annual assessment.

Urinary lithiasis, as an isolated diagnosis, was the 
commonest reason for referral to the nephrology ou-
tpatient clinic, followed by CKD stages 3 to 5 , and 
diabetes and/or hypertension. All patients with CKD 
stages 3 to 5 were registered at the nephrology outpa-
tient clinic. Approximately 60% of the diabetic and/
or hypertensive patients and 50% of those with lithia-
sis were also registered.

Table 1 MANAGEMENT OF PATIENTS AFTER THE FIRST CONSULTATION WITH THE NEPHROLOGIST ACCORDING TO THE DIAGNOSIS

Diagnosis n Minimum annual  Return to the  PHCU due to lack of 
  assessment with  PHCU or other  urinary tract affection
  the nephrologist specialist 

CKD 24 24    

DM and/or SAH 22 13 9  

Hydronephrosis 11 2 9  

Renal lithiasis 31 15 16  

Others 62 17 11 31

Total 150 71 (43.7%) 48 (32%) 31 (20.6%)

CKD: chronic kidney disease stages 3 to 5; DM: diabetes mellitus; SAH: systemic arterial hypertension; PHCU: primary health careunit.

MANAGEMENT OF PATIENTS AFTER THE FIRST CONSULTATION WITH THE NEPHROLOGIST ACCORDING TO THE DIAGNOSISTable 1 

Inadequate Referral to The Nephrologist



 147J Bras Nefrol 2010;32(2):145-148

The requests for consultation with the nephrolo-
gist originated from primary health care units (n = 40) 
in 27% of the cases, and from other different units of 
SUS in 36% of the cases (n = 56). Eighteen percent of 
the cases (n = 28) came spontaneously for consulta-
tion without a medical referral, and 10% (n = 17) we-
re referred by private doctors. In nine cases, the origin 
of the consultation request could not be identified. 
Approximately 50% of the patients with consultation 
requests originating from primary health care units 
(18/40) or from other specialists of the SUS network 
(31/56) were registered at the nephrology outpatient 
clinic. Of the patients referred by private doctors, 
70% (12/17) were registered at the nephrology outpa-
tient clinic, while only one of the patients who came 
voluntarily was registered at that outpatient clinic. 

 
DISCUSSION

It is estimated that there are more than 2,000 patients 
with CKD stages 2 to for each nephrologist in the 
United States.7 According to the Brazilian Society of 
Nephrology, in the year 2008, there were 2,733 re-
gistered nephrologists. Only 133 of those (5%) were 
registered in the State of Bahia, where this study was 
carried out. That information may not reflect the ac-
tual number of nephrologists in activity in the country 
or in that particular region. In developed countries, 
where statistics are more accurate, there is the per-
ception that there are few specialists to respond to the 
needs of the increasing prevalence of CKD in different 
stages.

At the HAN hemodialysis unit where patients wi-
th CKD were assisted in in July 2008, one semester 
after its reopening due to remodeling, only 40% of 
the patients were dialyzed through permanent access, 
and 100% of the incident patients (new cases) arrived 
with temporary venous catheter, an indication of la-
te referral to the nephrologist. At another hospital in 
the city of Salvador,4 of the 122 patients admitted for 
chronic dialysis, only one received initial treatment 
through arteriovenous fistula.

The present study reveals a paradox: the inadequa-
te use of the qualification of the nephrologist as a spe-
cialist in the early management of patients with renal 
diseases, as compared with the late referral of end-sta-
ge renal disease patients to the specialist. There is no 
consensus among specialists about when the patient 
correctly identified as having renal disease should be 
referred to the nephrologist for assessment.5,8 In ano-
ther study, the interpretation of the adequacy of the 
referral was not based on scientifically tested criteria, 

but on the opinion of the authors. The presence of 
nephropathy and the possibility of the positive in-
fluence of the nephrologist on the prognosis of the 
renal disease guided the indication of registration at 
the nephrology outpatient clinic. The subjectivity of 
those criteria hinders the precise assessment of the re-
sults found.

This study did not aim at identifying the causes of 
the paradox here presented. We speculate if the lack 
of information of other specialists about nephropa-
thies and clinical practice of the nephrologist could 
justify the results found. Among North-American ge-
neral physicians8 with different backgrounds, 63.8% 
correctly identified patients with CKD stage 2 in the 
presence of proteinuria. However, in the absence of 
proteinuria, and with serum creatinine values within 
the normal reference range (up to 1.3 mg/dL), less 
than 50% of the physicians identified the stage 3 of 
CKD. In the presence of diabetic nephropathy, 82.3% 
of those physicians prescribed angiotensin-converting 
enzyme inhibitors (ACEI) and 13.4% prescribed AT1 
receptor antagonists (ARA). However, in the presence 
of proteinuria attributed to a cause other than DM, 
only 60.5% of the physicians prescribed ACEI, and 
14.9%, ARA.

The elevated number of spontaneous search for he-
alth care hinders the best adjustment between supply 
and demand, and, after the first results of this study, 
scheduling of first medical consultations for patients 
with no medical report was suspended. Nevertheless, 
we considered the percentage (± 50%) of patients 
inadequately referred by SUS physicians high. We un-
derstand that patients who did not need consultation 
with a nephrologist got one, while patients with CKD 
(identified or not as having renal disease) of the SUS 
network had difficulty in accessing that specialist.

We think that we have to check if those results 
reflect only a local phenomenon or also reflect the re-
ality of other services. There is an enormous ongoing 
effort at the SBN to promote the prevention of CKD 
and its complications. Such actions of the SBN can re-
sult in increased demand of correctly referred patients 
to the nephrologist in coming years. Other studies are 
required to assess the efficacy of ongoing referral and 
contra-referral models in the country, aiming at ra-
tionalizing the supply and demand of medical care in 
nephrology.
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