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Introduction
 Why Chronic Kidney Disease Demands Urgent Community Attention
Chronic kidney disease (CKD) is a serious and growing public health problem. The Kidney Disease Improving Global Outcomes (KDIGO) guidelines define CKD as changes in kidney structure or function that last more than three months and affect health. CKD is a long-term condition that usually cannot be reversed and has major physical, psychological, and social effects on patients and those who support them (KDIGO, 2024). In England, the Quality and Outcomes Framework (QOF) shows that about 1.85 million people with CKD stages 3 to 5 are in primary care, representing a 45% increase over the past 10 years (NHS Digital, 2023). Globally, the Global Burden of Disease (GBD) Study 2023 found 788 million adults living with CKD, more than double the 378 million in 1990. CKD is now the ninth leading cause of death worldwide (GBD Chronic Kidney Disease Collaboration, 2025). This booklet examines CKD in the context of community care and the management of long-term conditions. It explains what CKD is, how common it is, and its causes. It also covers the physical, psychological, and social impacts on patients and families; NHS evidence-based treatments; the UK House of Care framework and Wagner's Chronic Care Model; national and local policy; and concludes with recommendations for person-centred, self-management, and end-of-life care.
Section 1: Definition, Burden and Aetiology of Chronic Kidney Disease
Understanding the Scale, Classification and Root Causes of CKD




	788M
	1.85M
	1.5M
	£6.4bn

	Adults with CKD globally (2023)
	UK patients on CKD register
	Deaths per year (1 every 20 sec)
	Annual NHS cost — rising to £10.9bn

	GBD Study 2023, The Lancet
	NHS QOF 2023–24
	Jager et al., 2026
	Kidney Care UK, 2025



1.1  Classification and Definition
CKD is classified by KDIGO (2024) into five stages (G1–G5) based on estimated glomerular filtration rate (eGFR) and three albuminuria categories (A1–A3). Stage three, characterised by an eGFR of 30–59 ml/min/1.73m², accounts for the majority of the registered population in England and is the principal focus of community management, while stage five, or kidney failure (eGFR below 15 ml/min/1.73m²), typically requires renal replacement therapy (NICE, 2021). Critically, CKD is often asymptomatic in early stages, a factor that contributes substantially to an estimated one million undiagnosed cases in England alone (Sinha et al., 2024).
1.2  Global and UK Burden
CKD has a major and growing impact worldwide. The GBD 2023 analysis, which covered 204 countries and territories from 1990 to 2023, found that 788 million adults have CKD. This is more than double the 1990 figure of 378 million, and the global age-standardised prevalence is now 14.2% (GBD Chronic Kidney Disease Collaboration, 2025). New estimates show there are 1.5 million deaths from CKD each year, or one every twenty seconds, and predict CKD will become the third leading cause of death in Western Europe by 2050 (Jager et al., 2026). CKD also causes 11.5% of all cardiovascular deaths worldwide, showing its strong link to heart disease (GBD Chronic Kidney Disease Collaboration, 2025). It is estimated that CKD stages one to five affect about 7.2 million people. However, the Quality and Outcomes Framework (QOF) records 1.85 million patients with stages three to five, which suggests that many cases are not recorded in primary care (Health Innovation East Midlands, 2024; NHS Digital, 2023). The OxRen cohort study found that 44% of people with CKD had not been formally diagnosed, showing that community identification still needs improvement (Hirst et al., 2020). A 2025 economic review showed that CKD costs the NHS about £6.4 billion each year, and this could rise to £10.9 billion by 2033 without major changes. In-centre haemodialysis costs about £32,259 per patient per year (Agathangelou et al., 2025). Health inequalities are a serious problem: Black, Asian, and minority ethnic groups are five times more likely to develop CKD than white people, mainly because of higher rates of diabetes and high blood pressure, as well as barriers to healthcare access (Kidney Care UK, 2023).
1.3  Aetiology and Risk Factors
The aetiology of CKD is multifactorial. Diabetes mellitus is the leading cause, responsible for approximately 30–40% of cases, with around 40% of people with diabetes ultimately developing diabetic nephropathy (Kidney Care UK, 2023). Hypertension is the second most common cause, producing glomerulosclerosis through sustained intraglomerular pressure. Further causes include glomerulonephritis, polycystic kidney disease, obstructive uropathy and recurrent urinary tract infections. GBD 2023 identified high fasting plasma glucose, elevated body mass index and raised systolic blood pressure as the three leading modifiable risk factors, reinforcing the primacy of metabolic and cardiovascular risk factor management in both prevention and community-based CKD care (GBD Chronic Kidney Disease Collaboration, 2025).
Section 2: Impact on Individuals, Families and Society
A Critical Evaluation of the Physical, Psychological and Social Burden of CKD
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2.1  Physical Impact
Progressive Physiological Deterioration Across All Body Systems
CKD leads to many physical problems that get worse over time. In the early stages, most people do not notice symptoms, but as kidney function declines, waste builds up in the body, causing fatigue, nausea, itching, swelling, and shortness of breath. Anaemia, which happens when the kidneys make less erythropoietin, can make it hard to exercise or think clearly. Problems with minerals and bones, due to poor phosphate control, can raise parathyroid hormone levels, cause bone disease, and increase the risk of fractures (NICE, 2021). Heart problems are especially serious for people with CKD and are the main cause of death in this group. CKD speeds up the hardening of the arteries, thickens the heart, and greatly increases the risk of heart attack, stroke, and death from heart disease. It causes 11.5% of all deaths from cardiovascular disease worldwide (GBD Chronic Kidney Disease Collaboration, 2025). These physical problems often make each other worse, so care should be well coordinated between kidney and heart specialists.
2.2  Psychological Impact
The Hidden Burden: Depression, Anxiety and Emotional Adjustment in CKD
CKD places a heavy psychological burden on patients, which is often missed in both clinics and the community. Depression is the most common mental health issue, affecting between 20% of people with early CKD and up to 88.8% of those on haemodialysis (Al-Omari et al., 2025). A review by Palmer et al. (2013) found that depression is much more common in people with CKD than in the general population, and anxiety is also higher, especially as patients approach end-stage disease. Mental health problems are linked to poorer treatment adherence, more hospital stays, and higher death rates (Davison et al., 2015). A 2024 survey found that over 30% of UK kidney centres do not offer both psychological and social care services, showing a big gap between what patients need and what is available (Kidney Research UK, 2024). Adjusting to CKD is hard. Patients must accept a serious diagnosis, manage complex treatments, and make tough choices about dialysis or conservative care. For community nurses, it is important to screen for psychological distress using tools such as the Patient Health Questionnaire-9 (PHQ-9) as part of a full CKD assessment.
2.3  Social and Family Impact
Widening Ripples: Employment, Social Participation and the Burden on Informal Carers
The social consequences of CKD extend beyond the individual to encompass families and informal carers. Fatigue, dietary restrictions, demanding dialysis schedules and frequent appointments make sustained employment difficult, generating financial hardship, loss of occupational identity and social isolation (Kidney Care UK, 2024). The burden on informal carers is substantial and often invisible: a person caring for a family member receiving dialysis provides, on average, nine hours of informal care per week, equivalent to approximately £9,200 in lost productivity annually (Kidney Research UK, 2023). Critically, carers of patients managed conservatively report a 15-point higher quality-of-life score compared with carers of dialysis patients, evidence with direct implications for community care planning, where proactive access to carer assessment, respite and psychological support must be explicitly integrated (Kidney Research UK, 2023).
Section 3: Evidence-Based NHS Treatments
From RAAS Inhibition to SGLT2 Inhibitors and Community Multidisciplinary Care
	NICE NG203
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3.1  RAAS Inhibition — The Pharmacological Cornerstone
NHS management of CKD mainly follows NICE guideline NG203 (2021) and the KDIGO 2024 clinical practice guideline. The main goals are to slow disease progression, manage complications, and prepare patients for kidney replacement therapy if needed. The main drug treatment is to block the renin-angiotensin-aldosterone system (RAAS) with ACE inhibitors or angiotensin receptor blockers (ARBs). This is especially important for patients with high blood pressure or significant protein in their urine, as it lowers pressure in the kidneys, reduces protein loss, and slows the decline in kidney function. NG203 recommends keeping blood pressure below 140/90 mmHg in CKD without proteinuria and below 130/80 mmHg when proteinuria is present (NICE, 2021).
3.2  SGLT2 Inhibitors — A Transformative Advance
Dapagliflozin, Empagliflozin and Canagliflozin: The New First-Line Standard
In the past five years, SGLT2 inhibitors have become an important advance in CKD treatment. The DAPA-CKD trial showed that dapagliflozin greatly reduced the risk of ongoing kidney function loss, end-stage kidney disease, and death from kidney or heart causes in both diabetic and non-diabetic CKD patients (Heerspink et al., 2020). The CREDENCE and EMPA-KIDNEY trials found similar results for canagliflozin and empagliflozin, with EMPA-KIDNEY showing benefits even in patients with very low kidney function (Perkovic et al., 2019; Herrington et al., 2023). The latest KDIGO 2024 guidelines recommend SGLT2 inhibitors as a first-choice treatment, alongside RAAS blockers (KDIGO, 2024). However, these drugs remain underused in UK primary care, making this an important area for improvement (Sinha et al., 2024).
3.3  Additional Treatments and Community MDT Care
Other drug treatments for CKD include statins to lower heart risk, medicines to boost red blood cell production and iron for anaemia, phosphate binders for bone problems, bicarbonate for acid balance, and finerenone for diabetic kidney disease. For patients nearing kidney failure, education before dialysis covers options like in-centre haemodialysis, home haemodialysis, peritoneal dialysis, and transplantation. Getting a live-donor transplant before starting dialysis is the best option for survival and quality of life (Agathangelou et al., 2025). Dietary advice, especially about sodium, potassium, and phosphate, is very important in the later stages of CKD. Community care should involve a team that includes the GP, kidney nurse, dietitian, pharmacist, social worker, and palliative care specialist. The Leicestershire LUCID model showed that joint clinics between primary and secondary care can save about £1,200 per clinic, with possible yearly savings of nearly £3 million if used more widely (Health Innovation East Midlands, 2024).
Section 4: Theoretical Models and Frameworks
The UK House of Care and Wagner's Chronic Care Model Applied to CKD




	House of Care
	Wagner CCM
	4 Pillars
	6 Elements

	UK model — NHS England / King's Fund (2013)
	International model — MacColl Institute (1998)
	Core structural components of House of Care
	System components of the Chronic Care Model

	Coulter et al., 2016
	Wagner, 1998; Barr et al., 2003
	BHF / King's Fund, 2013
	Wagner, 1998



4.1  UK Model: The House of Care Framework
A Coordinated, Person-Centred Architecture for NHS Long-Term Condition Management
The House of Care (HoC), developed by NHS England and the King's Fund and introduced in 2013, was designed in response to evidence that fragmented, disease-specific care was inadequately meeting the complex, multimorbid needs of people with long-term conditions (Coulter et al., 2016). The house metaphor communicates the interdependence of four structural components: two walls representing an engaged, informed patient and a healthcare professional committed to a partnership approach; a floor of organisational and supporting processes; and a roof of community resources and services (BHF, 2017).
Applied to CKD, the engaged-patient wall requires tailored information about disease stage and personalised goal-setting; the committed-professional wall demands a shift from directive consultation to shared decision-making, particularly critical for patients approaching consequential choices about dialysis modality or conservative management; the organisational floor encompasses digital eGFR registers, urine albumin-to-creatinine ratio (uACR) monitoring and multi-professional communication platforms; and the community roof recognises the vital role of organisations such as Kidney Care UK and peer support networks (Davison et al., 2015). The Health Select Committee (2014) endorsed the model's principles strongly but identified that NHS payment mechanisms particularly the payment-by-results tariff remained poorly aligned with its delivery, creating financial disincentives for proactive, planned care. This systemic tension between person-centred care principles and activity-based funding represents a significant and unresolved implementation challenge.
4.2  International Model: Wagner's Chronic Care Model
A Six-Element Framework for Transforming Chronic Illness Care Systems Globally
Wagner's Chronic Care Model (CCM), developed at the MacColl Institute for Healthcare Innovation in the late 1990s and refined in 2003, provides the dominant international framework for chronic illness management (Wagner, 1998; Barr et al., 2003). It proposes that high-quality chronic illness care emerges from productive interactions between an informed, activated patient and a prepared, proactive practice team, facilitated by six interrelated system components: self-management support, delivery system design, decision support, clinical information systems, healthcare organisation, and community resources and policies. Applied to CKD, the model facilitates effective multidisciplinary care, enables proactive rather than reactive management and empowers informed patient decision-making; its clinical information systems component is especially pertinent to population-level eGFR registers and the NICE-recommended Kidney Failure Risk Equation (Health Innovation East Midlands, 2024).
Comparing the two models, the House of Care, designed specifically for the NHS, offers a more immediately actionable and contextually appropriate framework for English commissioners and practitioners. The CCM, by contrast, has a broader international evidence base and a more detailed organisational architecture. Both converge on a shared principle: transforming CKD outcomes requires reorienting health systems from reactive, episodic care towards proactive, relationship-based, person-centred, community-anchored care — a reorientation that, as the Health Select Committee (2014) noted, current NHS incentive structures do not yet fully support.
Section 5: National and Local Political Health and Social Care Agendas
NICE NG203, Core20PLUS5 and the NHS 10-Year Plan: Policy Shaping CKD Care Delivery
	NG203
	Core20PLUS5
	£10M
	NHS 10-yr Plan

	NICE CKD guideline — updated 2021, current 2025
	NHS health inequalities framework, 2021
	London Kidney Transformation Programme
	Published 2025 — kidney disease a priority

	NICE, 2021
	NHS England, 2021
	London Kidney Network, 2024
	NHS England, 2025



5.1  NICE NG203 and Albuminuria — The Primary Policy Framework
NICE guideline NG203 (2021), the primary clinical policy framework for CKD in England, updated key recommendations to include urine albumin-to-creatinine ratio (uACR) testing alongside eGFR as a mandatory component of CKD staging. A 2024 analysis confirmed that failure to assess albuminuria remains prevalent in English general practice, resulting in systematic underestimation of disease severity and missed opportunities to initiate SGLT2 inhibitors in eligible patients (Sinha et al., 2024). NG203 also sets out clear referral pathways to nephrology and expectations for community-based multidisciplinary team involvement, both of which remain incompletely implemented in many areas.
5.2  NHS Long Term Plan and the 10-Year Health Plan (2025)
The NHS Long Term Plan (NHS England, 2019) and its 2025 successor, the NHS 10-Year Health Plan, provide the overarching strategic architecture within which CKD management must be understood. Kidney Care UK's response to the 10-Year Plan consultation called for explicit CKD commitments including increasing screening uptake among high-risk groups to 70% by 2035, achieving the highest rate of organ transplants in Europe, and guaranteeing all patients clear pathways to renal social work and psychological support (Kidney Care UK, 2025). These policy ambitions align directly with the community care and self-management recommendations developed in this assignment.
5.3  Core20PLUS5 — Health Equity in CKD
NHS England's Core20PLUS5 framework (2021) is particularly significant for CKD, given the condition's strong associations with social deprivation and ethnic minority status. It designates the most deprived 20% of the population, plus further priority groups, across five clinical areas including hypertension case-finding — directly relevant to CKD's aetiology and early detection. Integrated care boards are expected to develop local implementation plans actively targeting CKD inequalities through community outreach and culturally sensitive education (NHS England, 2021).
5.4  Local Policy in Action — London and Leicestershire
The LUCID Pilot and the London Kidney Transformation Programme as National Exemplars
At a local level, the NHS England-funded London Kidney Transformation Programme, a £10 million initiative launched across five integrated care boards in 2023, placed proactive, predictive and preventative community CKD care at its centre. Modelling demonstrated that without intervention, in-centre haemodialysis demand would exceed London NHS capacity by 2030 (London Kidney Network, 2024). The Leicestershire LUCID pilot demonstrated significant improvements in patient outcomes, wider uptake of the Kidney Failure Risk Equation, and estimated cost savings of nearly £3 million annually if scaled across the region, and has since been expanded as a national exemplar (Health Innovation East Midlands, 2024).
Section 6: Recommendations for Person-Centred, Self-Management and End-of-Life Care
Beyond Disease Management: The Whole Person at the Centre of CKD Care from Diagnosis to End of Life
	SDM
	CKM
	ACP
	ReSPECT

	Shared Decision-Making — core of person-centred CKD
	Conservative Kidney Management — validated alternative
	Advance Care Planning — improves EoL outcomes
	Structured EoL tool for CKD community care

	NICE NG203; Coulter et al., 2016
	Davison et al., 2015; Brown et al., 2023
	Davison et al., 2021
	NHS England, 2020



6.1  Shared Decision-Making
Partnership, Not Prescription: Transforming the Clinician–Patient Relationship
A person-centred approach to CKD means changing how care is delivered, focusing on supporting the whole person rather than just treating the disease. NHS England's Comprehensive Model of Personalised Care (2019b) describes this approach, which includes shared decision-making, personalised care planning, social prescribing, personal health budgets, and support for self-management. Shared decision-making is especially important in CKD, as patients often have to make big and sometimes permanent choices about kidney replacement treatments as their disease progresses. Research shows that patients who are well-informed and involved in decisions have better outcomes and are more satisfied with their care (Coulter et al., 2016). Community nurses play a key role in supporting shared decision-making from diagnosis onwards, building ongoing relationships so that patient goals and preferences can be updated and kept at the centre of care planning.
6.2  Supported Self-Management
Empowering Patients Through Education, Social Prescribing and Structured Support
Supported self-management, recommended in NICE NG203, includes daily blood pressure monitoring, dietary changes, following fluid management advice, taking medication as prescribed, and staying physically active. A 2025 analysis confirmed that structured, community-based self-management support can significantly slow CKD progression and reduce cardiovascular events (Luyckx et al., 2025). Social prescribing, which connects patients with peer support groups, exercise referral schemes, employment support, and voluntary sector services, addresses the social factors that directly affect CKD outcomes. Developing structured kidney self-management education programmes, similar to the DESMOND programme for type 2 diabetes, is a significant and underused opportunity in the NHS.
6.3  Conservative Kidney Management and End-of-Life Care
Compassionate, Person-Centred Care for Advanced CKD Without Dialysis
Conservative kidney management (CKM) is a growing and evidence-based option for patients with advanced CKD, especially older, frail people with other health problems, where the burdens of dialysis may outweigh the benefits (Davison et al., 2015). CKM includes active medical management to slow disease progression, nutritional and symptom support, psychosocial and spiritual care, and advance care planning, without dialysis or transplantation. Research shows that for the right patients, survival with CKM may be similar to dialysis, while quality of life, time at home, and carer burden are often better (Brown et al., 2023).


6.4  Advance Care Planning
Normalising End-of-Life Discussions Throughout the CKD Journey
Advance care planning (ACP) should start early and involve both patients and families, well before a crisis, so they can share their preferences about future treatments, resuscitation, and where they want to receive care. Despite the high symptom burden and mortality of end-stage kidney disease, many patients do not have timely ACP conversations (Davison et al., 2021). Community nurses and primary care teams play a key role in making these discussions routine, using structured tools like the ReSPECT process to record and share preferences across care settings. Clear pathways between primary care, nephrology, and specialist palliative care are essential for fair and compassionate end-of-life care for everyone with advanced CKD.
Conclusion
Closing the Gap Between Evidence and Practice: A Call for Transformative Community CKD Care
Chronic kidney disease is a complex, long-term condition that is becoming more common worldwide and has a big impact on health and healthcare costs. This booklet uses the latest evidence from 2023 to 2025, including the GBD 2023 Lancet study, KDIGO 2024 guidelines, NICE NG203, and the NHS 10-Year Health Plan, to show that there remains a significant gap between best practice and real-world practice. Community care is important but often underused in closing this gap. Combining new drug treatments, especially SGLT2 inhibitors, with person-centred, team-based community care based on the House of Care and Wagner's Chronic Care Model, and guided by Core20PLUS5 health equity principles, offers a clear way to improve CKD outcomes. The main focus should always be on shared decision-making, supporting patients to manage their own care, and providing compassionate, person-centred end-of-life care that sees the whole person, not just the disease. Nurses, working closely with patients, families, and the community, are uniquely positioned to lead this change.
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