TRANSPLANT FIRST: A TOOL FOR COLLECTING DATA ON WHY PATIENTS

-iona Braddon UK Renal Registry

INTRODUCTION: It is well recognised that there is inequality in

access to transplantation across the UK. Our region had one of the
lowest rates of pre-emptive transplant listing, and hence
transplantation, and so in June 2015 we began a two year QI project
to address this inequality (TRANSPLANT FIRST: ADDRESSING
INEQUALITY OF ACCESS TO TRANSPLANTATION ACROSS THE WEST
MIDLANDS). All seven renal units and two transplant units agreed to
take part. We held a launch event involving multidisciplinary teams
and patients. It was agreed to openly share data within the region and
to collect information on why patients arrived at dialysis without a
transplant status which could then be used to drive change. There
were other elements of the project including work on patient
pathways, guidelines, and information, which have not been described
here

METHODS: NHS England's Quality Dashboards were already being

collected nationally via the Renal Registry (RR). We therefore teamed
up with the RR to produce an enhanced dashboard. For each patient
who reached dialysis without a recorded transplant status, or who
were potentially suitable but still in the workup process, units had to
identify the cause from a number of defined options. A theoretical
example is shown here. The data returns were reviewed by the clinical
project lead who fed back to individual units and to the region as a
whole
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RESULTS: units initially found it hard to collect this data. There is a

natural tendency to look at each individual patient as an exception rather
than look for systematic problems. Sometimes returns have included cut
and pasted definitions which differ from the drop down list. Over the first
three quarters of the project the proportion of patients who were being
referred late for workup fell from 7/19 to 4/27.

Patterns of causes for missed listing can be identified, some of which are
likely to be transferable to other units and others pointing to local issues
which need addressing and can be used by the local project team to
affect change.

Transferable causes:

* Failing transplants

* Predictable but rapidly declining patients

* Different approaches to cardiac angiography pre-dialysis

Local Causes:
* Specific clinics (e.g. diabetes multi-disciplinary)

* Different feeder hospitals

Barriers for using the data effectively include separation between those
collecting the data and those engaging in the QI project.

There is evidence that access to transplant listing is improving in the West
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CONCLUSION: In this project a large multidisciplinary team are striving to improve access to transplantation for patients in the West

Midlands. We hope that by collecting this data we will track improvements. More importantly for the short term, the teams who are using this
enthusiastically are finding it very helpful to promote change, either by individual feedback or identifying systematic delays. The process works
best for units when the project leads are actively involved in reviewing their own data. In these cases they have been able to use the data to
provide evidence for and promote change. However refining the collection tool has been surprisingly difficult. We are now going on to collect
similar information on all patients at the point of transplant listing. We aim to have a finalised spreadsheet soon and the RR are developing a
portal to collate and track the data. These resources will form part of the roll out of the project supported by KQUIP. Thus we hope that the
teething problems we have gone through will ease the way for other regions adopting Transplant First Ql and improving their patients access to
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