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Housekeeping

Fire alarms and exits... Toilet location... Mobiles and pagers...
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\ Introducing the region

Dr Katy Jones

North East regional lead




Welcome to the Northeast KQUIP day

2" April 2019



Kidney Quality Improvement Partnership
KQuIP builds on rather than replaces existing quality

improvement structures

Helping kidney services to embed quality
improvement into daily practice

Understanding and reducing unwarranted variation
In care

€ Spreading and sharing good practice
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Aims

€ Review and discuss our data

€ ldentify and appoint Ql leads from each unit

€ Decide on regional and unit key priority
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KQulP Regional Day

#KQuIPNE
KQulIP and the NHS Change Model

Professor Paul Cockwell

KQulP Co-chair
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Quality Improvement (Ql)

Actions that lead to improvement in health of
patient groups and in health care services
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The dimensions of quality

Safe

Avoiding harm to
patients from care
that is intended to
help them.

Timely

Reducing waits and
sometimes harmtul
delays.

Effective

Providing services
based on evidence
and which produce a
clear benefit.

Efficient

Avoiding waste.

Person-centred

Establishing a
partnership between
practitioners and
patients to ensure
care respects patients’

needs and preferences.

Equitable
Providing care that
does not vary in quality

because of a person'’s
characteristics.




STHINK
KIONEYS?

Think Kidneys award winning awareness raising campaign [ LEARNMORE

Kidney Quality
Improvement Partnership
Working to develop, support

and share improvement in
kidney services to improve
people’s health and add value.

Chronic Kidney Disease

The NHS programme to
transform participation for
people with CKD to improve
experiences and outcomes,

Acute Kidney Injury
The NHS campaign to improve
the care of people at risk of, or
with, acute kidney injury.

Think Kidneys national programmes are led by the renal community
and supported by NHS England and the UK Renal Registry




Kidney Quality Improvement Partnership

National network
Supporting Ql in kidney services
Ql infrastructure of the UK renal community

supported by the Renal Association, British Renal
Society, and Kidney Care UK

Multiple funders, including industry partners



How does it work?

Increasing capability through practical
workstreams

Three national projects

Regional structure

Focused on facilitation and development



The missing piece in enabling Renal Ql

UK Renal
Registry

Patients BTS | BAPN

The Getting It Right First Time (GIRFT) Programme is helping to improve the quality of care within the NHS

by reducing unwarranted variations, bringing efficiencies and improving patient outcomes
CLICK HERE FOR GENE IRGERY RT > X u

What's new?

Association Health
of Renal Foundation
Industries KRUK
England
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11. Acute Kidney Injury

11. In-hospital AKI

Item Metric Source and year of current report | Provider | England | Position Variation chart
11.1.1 |Laboratory submission of AKl-alerts UKRR HES Oct—Dec 2016 Yes
Elective hospital admissions where hospital-acquired* AKI was
1112 detected by alerts (%) UKRR HES Oct—Dec 2016 37% 22% 3of32 I
Emergency hospital admissions where hospital-acquired® AKl was
1113 detected by alerts (%) UKRR HES Oct—Dec 2016 4.0% 34% 50f32
Hospital admissions (elective and emergency) with AKI reaching
1114 stage 3 (hospital and community acquired) (per 100 admissions) UKRR HES Oct—Dec 2016 10 1 190r32 ’ I
Hospital admissions with AKI reaching stage 3 (based on AKI- o
1115 alerts ) _that were coded with N17 diagnostic codes (%) UKRR HES Oct—Dec 2016 69.9% 79.8% 290f 32 I
Score (%
_ _ 0-10 |10-25|25-75|75-90] 90 -100
1116 Length of_stayforemergencyadmlssmns with hospital-acquired UKRR HES Oct  Dec 2016 19 16 20f32 ’
AKI (median, days) _ _ . _
117 Length ofstayforemergencyadmlssmns with community-acquired UKRR HES Oct — Dec 2016 . 7 5 of 32
AKl (median, days)
*Defined as an AKI episode starting from the third day onwards in hospital
11.2 Dialysed AKI *
i . - Score (%)
Item Metric Source and year of current report | Provider England Position 0-10 110-25]25-75175-90] 90 - 100
11.2.1 |Dialysed AKI patients - average length of stay (days) HES Mar 17 —Feb 18 204 254 45 of 52
11.2.2 |Dialysed AKl patients - 30 day readmission rate HES Mar 17 —Feb 18 130 142 34 of 52
1123 ﬁgz:wfor HD for Al patients as reported in reference Reference Cost 2016/17 1329.0 529 20f14 L 2
1124 g;ntyfor PD for AKl patients as reported in reference Reference Cost 2016/17 53 No activity reported for centre
Activity for pl h rted in refe
1125 ms‘l"ty rplasmaexchange as reporied in reference Reference Cost 2016/17 5.0 146 | 290f52 L 2
Time taken from admission to dialysis if initially
1126 admitied fo renal centre (days) HES Mar 17 — Feb 18 55 62 36 of 52 0
Time taken from admission to dialysis if initially
1127 admitted to non-renal centre (days) HES Mar 17 —Feb 18 105 13.0 250f43 ’

*It is acknowledged that HES does not reliably identify all cases of AKI receiving dialysis in renal units. Furthermore, only 6 units report it in Reference Cost
Most AKI is not managed in renal units and will be analysed in the Emergency Medicine and Critical Care GIRFT reviews



The Kidney Quality Improvement Partnership (KQuiP)
is your Ql support framework

Renal Services

Home Therapies

Vascular Access
(MAGIC)

Developing and
sustaining QI

Transplant First

Peer Review GIRFT
(Getting It Right First Time)



Quality Improvement in Renal Services
Every Unit is committed to high quality care

Improvement only happens at Renal Unit Level

€ You know best how to improve your services

Kidney Quality Improvement Partnership 16/11/2017|| 19
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Kidney Quality Improvement Partnership (KQulP)

KQuIP is a dynamic network of kidney
health professionals, patients carers and

UK Renal industry ...committed to developing,
Registry

supporting and sharing quality
improvement in kidney services.... in
order to enhance outcomes and quality of
Patients . . . . .
Kidhey Care UK BTS|BAPN life for patients with kidney disease.

- KQUIP | Professional Society Led

Association Health

of Renal Foundation M U Iti'PrOfESSionaI
Industries KRUK
NHS

England ] U K

Adults and Children’s Care
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KQuIP Progress so far...National Projects

Improving access to kidney transplantation; Transplant First

€ Pre-emptive transplant listing and kidney transplantation major
unwarranted variation. Transplant First, developed in West Mids.
Project managed & packaged by KQuIP.

Improving access to home therapies for suitable patients : Home

First
€ Improve access to peritoneal and home haemodialysis. KQuIP

mananged national Ql project.

Improving vascular access; MAGIC - Managing Access by Generating

Improvements in Cannulation

€ Improve prevalence AVFs & patient experience by reducing
complications of cannulation of arteriovenous fistulae and grafts.

CTHINK
KIDNEYS?
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Why Regions are Key to Ql Delivery?

* Right size
» Healthy competition

» Peer support and Assist

» MDT time and travel particularly difficult

 Work together

* Regional focus

» Renal Association - SIGs
» GIRFT
» Rightcare

31/01/2018 | 22



KQuIP have supported 7 Ql regional days so far.....
West Midlands - Built Ql infrastructure with identified QI leads.
Set up an AKI network. Delivered a Peer Review Day. Identifying
next steps.
Yorkshire and the Humberside - Identifying infrastructure with Ql
leads. Identifying national project. Identifying next steps for
delivery.
East Midlands - Identifying infrastructure with Ql leads.
Identifying national project. Identifying next steps for delivery
North West- Identifying infrastructure with Ql leads. Identifying
national project. Identifying next steps for delivery
Oxford and Thames Valley - Identifying infrastructure with Ql
leads. Identifying national project. Identifying next steps for
delivery
South West - Identifying infrastructure with Ql leads. Identifying
national project. Identifying next steps for delivery

Paediatrics - Identifying infrastructure with Ql leads. Identifying
national project. Identifying next steps for delivery

Kidney Quality Improvement Partnership 16/11/2017 |23




KQulP Regional Delivery Support Plan

Regional

day

Idenitify QI
leads

Sign-up to
Mational
project

Leadership
Programme

KQuiP supported
regicnal day

A Follow up
meeting to
evaluate the day

1x MOT Ql project
lead

1x Clinical Ql
project lead

Training

Session (1)

ACTION
(Regional
Delivery)

Feedback to
Delivery
Board

Clinical Director,
Clirical leads and
QI leads to signin
blood - Meet with
clinical leads

Training
Session (2)
(Peer Review)

Training for
organisational
leaders

ACTION
(Regional
Delivery)

Launch the project
Identify project
plan

Identify Outcomes

Feedback to
Delivery Board

For 0 Leads

Setting up the project

P basics

Stzkeholder analysis and comims
Baseline data

Process mapping and
Eppropriate measires
Govemance structure

Approximately 3
month period of
delivery by the
region

Reporting
mechanism an
Progress

ACTION

(Regional
Delivery)

Feedback to
Delivery
Board

Peer Review

For 0ii Leads

Thie basics of change
POSA

Other methods

Human dinosaur
Difficult characters
Maintzining momentum
Crassh

Effective delivery

Time dependant -
Approximately &
manths

Repaorting
mechanism on
Progress

Training (3)

ACTION
(Regional
Delivery)

Event

Time dependant —
Approzimately &
months

Reporting
mechanism on
progress

Share learnings
across units/regions

Sustainability
Strategic HR
lob plans / personnel

Time dependant —
Approximately &
months

Celebrating
successes and next
steps




The NHS Change Model

‘The NHS Change Model
comprises eight
component parts

Leadership Spread and
by all adoption

The components are
used to develop and a
support a quality e Our (-

im provement proJect and mobilise Shared tools
purpose
Together, the total Project

delivers a complete system X priomane
picture of how to manage y A o

and deliver quality
improvement




KQulP Regional Day

#KQuIPNE

Trios Approach - Things we do well, things we don’t do well, the |

barriers

Julie Slevin




Trios Approach

€ Each person to take some post-it notes

€ On your own put down your initial answer to
the three questions posed on the next slide

€ Label the post it note A, B or C depending on
which question it relates to

€ You can give more than one answer to an
individual question but each answer needs to
be on a separate
post-it note
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Trios Questions

€ A: What do we believe we are good at in the North East?

€ B: What could we improve on?

€ C: What are the barriers to achieving our goals?
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Trios Approach

€ Get together in a group of 3 (trios)

€ One person is A and all answers related to
guestion A are discussed, and passed to this
person

€ One person is B and all answers related to
guestion B are discussed, and passed to this
person

€ One person is C and all answers related to
guestion C are discussed, and passed to this
person
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Trios Approach

€ Around the room are 3 templates labelled A, Band C

€ The person who has all answers from the trio labelled A goes to the A area in the

room, Answers B goes to area B etc.

€ Once at the flip chart the post-it notes are grouped into themes by the facilitator

and stuck on the template
€ Work with your other group to discuss and group the answers

€ The themes will be linked into the rest of the day and fed-back in the final session

T"'“K Kidney Quality Improvement Partnership | North East Regional Day 04/10/2018 | 30
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KQulP Regional Day

HKQuIPNE
Vascular Access session

|

Retha Steenkamp, UKRR

Katy Fielding, MAGIC Lead




Vascular Access Data Session

UKRR/KQuIP Regional Day — North East

Retha Steenkamp
Head of Operations
UK Renal Registry




Vascular Access Audit Methods

All adult patients in renal centres in England, Wales
and Northern Ireland

Provide vascular access data for patients on dialysis

The Vascular Access Audit Report does not include
AKI patients

Incident data at patient level
Prevalent data in centre level
1 year PD follow-up data




RA Audit guidelines for Access

The Renal Association guideline

Audit criteria

Reported

Vascular access (2015)

>60% of all patients with
established ESKD
commencing planned HD
should receive dialysis via a
functioning AVF or AVG

Incidence chapter

Peritoneal access (2009)

>80% of catheters should be
patent at 1 year (censoring
for death and elective
modality change)

Incidence chapter

Complications following PD
catheter insertion

Incidence chapter

Peritonitis within 2 weeks of
catheter insertion <5%

PD chapter




AVF/AVG % of incident dialysis patients

Centre 2011 2012 2013 2014 2015 2016 2017

Carlisle 11.4 12.5 11.4 10.0 3.8

Middlbr 37.0 22.9 34.7 33.7 32.5 52.4 40.0

Newc 28.2 28.0 31.6 22.5 25.4 23.3 23.6

Sund 40.4 39.7 27.5 23.7 30.2 30.9 16.7

England* 32.4 31.7 32.3 30.1 29.3 28.2 28.6




AVF/AVG % of incident HD patients

Centre 2011 2012 2013 2014 2015 2016 2017

Carlisle 18.2 23.5 20.8 15.0 4.3
Middlbr 41.7 24.5 38.9 37.0 37.6 59.7 49.4
Newc 36.4 36.6 37.3 29.9 28.8 29.5 30.0
Sund 50.0 44.3 31.8 27.5 35.2 34.2 19.4
England* 41.0 40.7 41.6 38.6 37.4 36.0 36.4




AVF/AVG % of incident HD patients — timely

referral
Centre 2011 2012 2013 2014 2015 2016 2017
Carlisle 20.0 28.6 31.3 25.0 6.7
Middlbr 50.9 31.9 49.3 49.2 48.7 68.9 61.5
Newc 52.3 51.0 50.0 39.0 40.0 38.2 47.1
Sund 52.6 49.1 39.4 43.8 42.2 41.0 22.8
England*® 51.3 52.3 53.8 50.9 48.0 47 .4 48.4

Guideline: 60% of incident patients commencing
planned HD should receive dialysis via a functioning
AVF/AVG




TL % of incident dialysis patients

Centre 2011 2012 2013 2014 2015 2016 2017

Carlisle 45.7 37.5 31.8 56.7 46.2
Middlbr 35.8 39.0 31.7 30.3 42.7 12.2 22.9
Newc 38.8 34.4 39.2 41.2 42.9 42.9 35.0
Sund 23.1 35.3 58.8 33.9 39.7 46.9 54.8

England* 31.8 29.5 28.8 28.4 29.7 29.2 27.5




NTL % of incident dialysis patients

Centre 2011 2012 2013 2014 2015 2016 2017

Carlisle 5.7 3.1 11.4 0.0 38.5
Middlbr 16.0 31.4 22.8 27.0 11.1 23.2 18.1
Newc 10.6 14.0 13.9 11.8 19.8 12.8 20.0
Sund 17.3 14.7 0.0 28.8 15.9 12.3 14.3

England* 14.9 16.6 16.5 19.5 19.4 20.9 22.4




% of incident dialysis patients seen by a
surgeon at least 3 month prior to dialysis start

Centre 2011 2012 2013 2014 2015 2016 2017

60.6 78.1 65.9 23.3 36.4

Carlisle

Middlbr * 73.8 78.2 70.1 * 49.4 49.4
Newc 47.1  43.0 55.1 54.5 45.2 31.6 479
sund 69.2 68.7 544  56.9 69.8 37.0 32.1

England* 45.7* 54.4 56.6 50.0 50.5 45.5 48.7

*>30% missing data




AVF/AVG % of prevalent dialysis patients

Centre 2012 2013 2014 2015 2016 2017

Carlisle 44.0 41.2 45.2 42.0 41.2
Middlbr 55.5 60.3 64.2 59.5 65.4 67.3
Newc 51.2 52.8 51.9
Sund 55.6 55.5 60.4

England* 66.7 64.9 60.4 60.1 59.2 58.7




Definitive access (AVF/AVG/PD) % of prevalent
dialysis patients

Centre 2012 2013 2014 2015 2016 2017
Carlisle 72.0 68.0 75.0 68.7 62.6
Middlbr 59.1 64.2 67.9 65.0 72.0 72.9
Newc 64.0 67.0 66.2
Sund 62.9 62.9 66.1
England* 82.4 79.4 73.7 72.7 72.6 71.1

Guideline: 80% of prevalent long-term dialysis
patients should receive dialysis treatment via
definitive access: AVF/AVG or Tenckhoff catheter




TL/NTL % of prevalent dialysis patients

Centre 2012 2013 2014 2015 2016 2017

Carlisle 28.0 32.0 25.0 31.3 37.4
Middlbr 40.9 35.8 32.1 35.0 28.0 27.1
Newc 36.0 33.0 33.8
Sund 37.1 37.1 33.9

England* 17.6 20.6 26.3 27.3 27.4 28.9




PD peritonitis rates by centre per 1000 PD
patient days - 2018

3.5

Solid lines show 95%

3.0

25

2.0

15

1.0

Peritonitis rate per 1000 PD patient days

0.5

0.0
0 10,000 20,000 30,000 40,000 50,000 60,000 70,000 80,000 90,000 100,000

Number of PD days at centre (over the period 01/01/2018 to 31/12/2018)
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Managing Access by Generating

mprovements in Cannulation

Katie Fielding, katie.fielding@nhs.net

MAGIC Lead

HEE / NIHR ICA Clinical Doctoral Research Fellow
Trainee Advanced Clinical Practitioner
University Hospitals of Derby and Burton NHS Foundation Trust
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Haemodialysis Vascular Access

Renal Association Standards
Definitive access for dialysis:

Assessment
Surveillance

*  80% of prevalent dialysis
patients: AVF, AVG (HD) or

Cannulation
Intervention

Pre Dialysis Clinic

Tenckhoff (P D) Patient chooses Ideal Vascular l

AVF

Access Process

I

/ Longevity of AVF

* 60% incident patients: AVF/G

Haemodialysis

Vascular Surgery Minimise
I Successful AVF - Sl - complications
(HD Only) AV

\ Effective HD
Treatment

* Huge variation across the UK

MAGUC

D 3 /‘
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What do we need to promote AV access”?

Vascular Surgeon Performs Formation |

(
Maturity / Failure to Mature I

_———§  —— AVaccessforHD

First Cannulation | _
( Cannulation affects:

| * Longevity of AV access
Damage from Rerfetitive Cannulation | . Morbidity related to AV
access

Surveillance to detect damage | e Patient experience of HD
(|

Cannulation is central to use

Salvage Procedures / Failure |
|

MAGUC

KIONEYS? B RS ::::ULAR ACCE ss Sa——— ERS y'§$|

KQU'P ting Improvementsin C;
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vuangny uswiasgratt cannulation practice:
use of a Dlaly5|s Quallty workstream

The Problem
with Cannulation E=

* Repetitive cannulation damages o
the vessel R

! their fantastic work focused on

=3rilliant work Beth! @ NUHNursing

« Area puncture causes more
damage than buttonhole or rope
ladder

« 65.8% of cannulation was area
puncture

(Parisotto, 2014)

« Variation in practice across the UK
— Buttonhole v. Rope Ladder

— Predominant technique probably
area puncture

& The Renal Team@nuh and team kingsmill dialysis

O 1 0 s QO 14 ]
I MAGIC os o
' NETS VAS‘CULAR ACCESS Managi gAccess by )
KQuIP BRS Special Interest Group etating Improvements Galation B el S A - I

’ @Haemodlaly5|s VA



How often do the renal team insert your needles
with as little pain as possible? -

A O 4
& *
Needling PREM Answers | Hy J.
&
++, &y
MaL nES
7
6 -
5 . I
4 - I
6.7 6.7
3 . I
2 — —
1 - I
U .
2017 2018 2017 2018 2017 2018 2017 2018 2017 2018 2017 2018
(n=56) | (n=132) | (n=123) | (n=210) | (n=299) | (n=606) | (n=101) | (n=163) | (n=579) | (n=1111) | (n=5364) (n=7238)
Carlisle Middlesborough Newcastle Sunderland North East UK

MAGUC ,,

\ )
KIDNEYS BRS VASCIIJIU:RAiCéSSp o g _— ‘ERS yl§$l
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MAGIC

« Cannulation practice
— Implementation of BRS / VASBI Needling Recommendations

« Core structure of a quality improvement project

Aim: To improve prevalent AV access rates:
* Improve cannulation - preserve AV access function

* Make AV access a viable patient choice - improving
patient experience

MAGIC

VASCULAR CLEsS Managing Access by BRS
eeeeeeeeeeeeeeeeeeee e

erating Improvementsin Cannulation

Gen
YW @Haemodialysis VA
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Elements of MAGIC

Leadership

Measurement

Needling
Champion -

Monthly clinical
Nurse

outcomes
Run Charts

Nephrologist ELearning based on Awareness materials for

Measure impact Recommendations patients

Guide future Ql

MAGIC

VASCULAR ACCESS s
KQul P B RS Special Interest Group Mariagirg Aécosshy I;BRS yA%I

Generating Improvementsin Cannulation

YW @Haemodialysis VA



Measurement

Core measurement Sample of Patients
strategy * Needling technique
— Flexible local additions « Missed cannulation

« Patient experience of

Regular local audit cannulation

— Collected by needling — PREM needling question
champion

Life QI / UK renal registry .

— Run charts / Trends ¢ NO AVFS Used fOI’ HD

Compare * No. of AVFs lost

— Before / after  No. new AVFs used

— Regionally * Infection

BRS o, M4p€%§(vc BRS yASBI

W @Haemodialysis VA



CTHINK
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KQuIP
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@ BRS .o, s

Clinical Practice Recommendations for
Needling of Arteriovenous Fistulae and Grafts
for Haemodialysis

Resources

. ERS

Welcome
Care of Arteriovenous Vascular Access for Haemodialysis
Welcome to this ELearning package which ouflines the basic

management of arteriovenaus [AV] fistula and grafts used for
haemodialysis.

This ELeaming package has been created to support the implementation of
MAGIC - Managing Access by Generating Improvements in Cannulation.

The content of this package is based on the ‘BRS & VASBI Needling
Recommendafions for Arteriovenous Fistulae and Grafts for Haemodialysis'.

B

 pue

This package has been developed by BRS Vascular Access and VASBI nurses
group, who developed the recommendations.

VASCULAR ACCESS

B RS Special Interest Group

Materials

et BRS =

NEEDLING DECISION MAKING MODEL
e

tochrcue s best for mach indvicual artersovencus fitula (AVF). However. this ass
patent,

civergence. In particular, patient’s who self neede theie AVF may prefer 10 use but
tachimy

yasa

BRS ==
AREA PUNCTURE ACTION CHART

(]

or AV

© BRS wd VASSl do pol
recomemen wea purciure. 1 e

"

o e e W s e s

prmfemirimspmatiley

Love my Rope Ladder

= For further

N

No Thrill?
No Bruit?
NO NEEDLES.

MAG :

advice contact:

WFiret 175367

sTOP!

Don't area

This is when your needles

are placed in the same area.

over and over.

THINK

Needles should be

?;"U"_'“";i'g"“ St ot hour:
ask for the on call

CHOOSE! Renal registrar.

The needling sites must e

move up the fistula veinin | 11°E D=

a systematic manner. aas aTises

T 25 3 35 4 45 5 55 6 65 7

STOP!
Don't area punctu
This is when your

are placed in the same
area over and over.

THINK!

Needles should be placed
0.5 - 1cm from the last
cannulation site.

CHOOSE!
The needling sites must
move up the fistula vein in
a systematic manner.

Managing Access by
Generating Improvementsin Cannulation

YW @Haemodialysis VA

BR
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w4

Yo



Implementing MAGIC

Training Phase 1 Training Phase 2 Celebration
Day1- Staff Day 2 Patient

KQulP Education KQuIP Awareness

Leaders Baseline
event and

further Ql

Training Measures

MAGIC Network (3 monthly) + Monthly Measures

MAGIC e

]
KIDNEYS B RS SVMEC:JILAR ACICGESS Managing Access by BRS
KQuIP rr— gt

Generating Improvementsin Cannulation

%W @Haemodialysis VA



Website - www.thinkkidneys.nhs.uk/kquip/magqic/

Facebook - www.facebook.com/qroups/1918050308446120/

Twitter - twitter.com/HaemodialysisVA

== s i

KIDNEVS BRS VASCULAR ACCESS Managing Acc by
Special Interest Grou|
KQulP ting Improvementsin C;

, @Haemodmlysns VA


http://www.thinkkidneys.nhs.uk/kquip/magic/
http://www.facebook.com/groups/1918050308446120/
https://twitter.com/HaemodialysisVA
https://twitter.com/HaemodialysisVA

Group Work

Strengths Weakness
Personal to you / your unit Personal to you / your unit

Opportunities Threats
External to you / your unit External to you / your unit

Do a SWOT analysis of your Vascular Access service

‘I(%':dlévs M AG U C BRS 23
VASCULAR ACCESS X
KQUIP B RS Special Interest Group Zmp i egmen HSTR G Ry, e St y6$l

’ @HaemodlaIySIs VA



KQulP Regional Day

\ #KQuIPNE

Coffee Break and visit our sponsors




KQulP Regional Day

#KQuIPNE
Transplantation session

Paul Cockwell, KQuIP




Transplant First

Paul Cockwell:
UKRR/KQUIP Regional Day — North East




+
Transplant First (TF): A KQUIP project
to improve access to best practise
transplantation

Increasing access to:-
Pre-emptive or early transplantation

Living donor transplantation

It is not about:

« Transplanting people earlier than is good for them

* Changing listing criteria

» Favouring the care of pre-emptive patients over those on
dialysis




Why 1s it important to us?

"When my kidneys failed, getting a kidney transplant became
the most important thing that I had ever wanted in my life. I
have never wanted anything more and never will. Each step of
the way I was accompanied by a desperate longing for it to

happen, and every setback and delay was something I felt
acutely, and caused a lot of anxiety"




Does pre-emptive transplantation versus post start of -

dialysis transplantation with a kidney from a living donor
improve outcomes after transplantation? A systematic
literature review and position statement by the Descartes
Working Group and ERBP

Patient survival 47% 21% 31%
Graft Survival 56% 9% 34%
Acute Rejection 11% 15% 8%
Delayed Graift 2-3.37% 4-9.7%
Function

Within 1 year of dialysis probably makes little difference

Nephrology Dialysis Transplantation,Volume 31, Issue 5,1 May 2016, Pages
691-697



* Transplant First in the West OIS
Midlands “ngand

West Midlands
Clinical Network

NHS|

Blood and Transplant

Figure 3.11 Adult pre-emptive listing rates by centre,
registrations between 1 April 2013 and 31 March 2014
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* Transplant First - West Midlands NHS
England

West Midlands
Clinical Network
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ransplant First and KQUIP

How to deliver Transplant
First in your region

Leadership Spread and
by all adoption

Our

Motivate Improvement

and mobilise S h a red tools

purpose

Project
System and performance
drivers management

Shared lessons learned

KQuIP Home About KQuIP Hub Latest

Transplant First!  Enhanced Dashboard Data
Enhanced dashboard data (2018 2) e KQuIP National Projects
INCLUDE All patients in unit who started Haemodialysis of Peritoneal Dialysis for established renal failure in the quarte Following input from the renal community KQuIP will be focusing on three priority areas for national quality

Failure.

5 - improvement projects. These projects are all at different stages of development and further details on each one cai
ICLUDE patients who start haemodialysis or peritoneal dialysis for established renal failue.
INCLUDE patients with a fading transplant who start dialysis in the quarter be found below.

EXCLUDE from any patient who had first been seen by the Nephrologist less than 50 days prior to starting dialysis (for Transplant First
EXCLUDE patients who start haemodislysis or peritoneal dislysis for acute kidney injury.

Improving access to kidney transplantation. Pre-emptive transplant listing and kidney transplantation rates vary

D s R c ) ; } . .
Rl il sen® coimini across the UK. Transplant First has been developed in the West Midlands by the West Midlands Clinical Network.
1 Working up or under discussion Referred for Assessment when eGFR < )
15 Read more about Transplant First here.
Active on list
3 No documented decision Patient DNA on at least 3 separate

Working up of un

5 Working up o under &

s Measurement for - =
improvement and RCA e

KQuIP




KQUIP: Project management, and
QI training and delivery events

Early
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* TF Data collection tool: Dialysis starters

(original format- to show choices)

West Midlands Strategic Clinical Network Transplant FIRST

Renal Unit Stoke - North Midlands
Contact Email

List all patients who started Dialysis , HD or PD in quarter who fit inclusion criteria - ending 31/12/15 (nb total should be same as denominator
for dashboard return)

ID no
Renal unit use Reason patient still "working up or under discussion" or "no
only (donot |Transplant status (choose one for each patient) documented decision” (if you have chosen one of these Comment
include hosp catagories in previous column please choose category from drop
or NHS no) down list)
1 Active on list
2 Suspended from list
3 Unsuitable
4 Working up or under discussion IReferred for Assessment when eGFR < 15 [ -
5 No documented decision Must complete if
6 Unsuitable ‘Working up or under
discussion' or 'No
7 Working up or under discussion decision documented'
8 Unsuitable inprevous ol
9 Suspended from list
13 No documented decision Unsuitable for transplant but NOT documented
14 Working up or under discussion Referred for Assessment when eGFR < 15
15 Working up or under discussion Referred for assessment within 1 year of predicted date of reaching ESRF
16 Working up or under discussion Patient DNA on at least 3 separate assessment Appointments
17 Working up or under discussion Medically Complex
18 Working up or under discussion Delays in system




+TF Data collection tool: transplant
listing

List all patients who were registered on the renal transplant list in quarter no matter how long the had been on dialysis or if they were pre-emptive

30/01/2017

07/07/2015

18/01/2017

Medically complex

14/03/2017

15/12/2016

20/02/2017

Referred for assessment within 1 year of predicted date of reaching ESRF

20/03/2017

=L R I )

15/04/2017

Referred for assessment when eGFR <15

Referred for assessment within 1 year of predicted date of reaching ESRF

Patient DNA on at least 3 separate assessment appointments

Medically complex

Previously unsuitable but became suitable

Unplanned start

Transferred in

Delays in System




TEF Data collection tool: now
developed by RR

Transplant First!  Enhanced Dashboard Data

Enhanced dashboard data (2018 ©2)

INCLUDE All patients in unit who started Haemodialysis or Peritoneal Dialysis for established renal failure in the quarter AND had been known to the Nephrologist for at least 90 days prior to the date on which the patient is coded as having Established Renal
Failure.

INCLUDE patients who start haemodialysis or peritoneal dialysis for established renal failure.

INCLUDE patients with a failing transplant who start dialysis in the quarter

EXCLUDE from any patient who had first been seen by the Nephrologist less than 90 days prior to starting dialysis (for purpose of this data exclude patients transferred into your units care less than 90 days prior to starting dialysis).
EXCLUDE patients who start haemodialysis or peritoneal dialysis for acute kidney injury.

IDno ® Status @ Reason @ Comment Actions

1 Working up or under discussion Referred for Assessment when eGFR < &
15

2 Active on list &

3 No documented decision Patient DNA on at least 3 separate &
assessment Appointments

4 Working up or under discussion Medically Complex &

5 Working up or under discussion Referred for Assessment when eGFR < &
15

[ Working up or under discussion v v v %

This field is required

Add new entry




+ . .
Measuring for improvement
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==

Reasons patients are missed
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+Reasons patients are missed
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mDelays in system
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*+Lessons learnt from data in West
Midlands

m Transferable causes for missing listing:

m Failing transplants
m Predictable but rapidly declining patients

m Different approaches to cardiac angiography pre-dialysis

m Referral to other specialties slows listing

& It only works if you use it locally

m Local causes for missing listing :
m Specific clinics (e.g. diabetes multi-disciplinary)
m Different feeder hospitals

m Other reasons that will be apparent locally




Your Data: Transplant listing and DD

NHS|

Blood and Transplant

Figure 2.6 Comparison of kidney registration rates (pmp) with deceased donor transplant rates
(pmp) by recipient country/Strategic Health Authority of residence

Registrations

Kidney registration rates

i

Low rate

(32.2- <41.9 pmp)
Low-Medium rate
(41.9 - <44.1 pmp)
Medium-High rate
(44.1 - <46.2 pmp)

High rate
(46.2 - 71.2 pmp)

Transplants (deceased)

Kidney deceased donor
transplant rates

Low rate

(21.5- <33.8 pmp)
Low-Medium rate
(33.8 - <36.0 pmp)

Medium-High rate
(36.0 - <38.1 pmp)

High rate
(38.1-45.3 pmp)

Source: Annual Report on Kidney Transplantation 2017/18, NHS Blood and Transplant




Unit level data

Figure 16 Adult pre-emptive listing rates by centre, registrations between 1 April 2013 and 31 March 2016
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Data from your region

INHS

Blood and Transplant

Figure 3.12 Adult pre-emptive listing rates by centre,
registrations between 1 April 2016 and 31 March 2017
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RR report 2017 (2011-2013 starters)

Median time to
transplant wait

listing (days)
Carlisle 93
Newcastle 535
Middlesbrough 148
Sunderland 796

Adjusted for age, gender, ethnicity, PRD

Proportion of
patients wait listed
within 2 years of
RRT (adjusted)

12
51
69
46

Multi organ and listed then suspended excluded

Findings from RR report: Patients from non-transplanting centres

are less likely to be wait listed within 2 years of RRT, or receive a

DCD or LD transplant.




NHS

Blood and Transplant

Figure 3.10 Median waiting time to deceased donor transplant for adult patients
registered on the kidney transplant list, 1 April 2012 - 31 March 2015
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Figure 2.5 Adult deceased donor pre-emptive transplant rates by renal unit, 1 April 2014 - 31 March 2017
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NHS|

Blood and Transplant

Figure 5.8 Adult deceased donor pre-emptive transplant rates by centre,
1 April 2017 -31 March 2018
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NHS|

Blood and Transplant

Figure 3.12 Median days from dialysis start date to deceased donor transplant for adult
patients transplanted, 1 April 2017 - 31 March 2018
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GIRFT

m GIRFT are prioritising the metric “proportion of dialysis
starters listed” rather than “percentage of those listed who
were pre-emptive”

m This is because of concerns that some variability in access is
due to variable listing criteria and exclusions

m TF team don’t have access to your GIRFT data

m TF data tool allows you to collect information at both time
points




Your Data: LlVlng Donatlon Blood and Transplant

Figure 2.7 Living donor kidney transplant rates (pmp) by recipient country/Strategic Health
Authority of residence

Transplants (iving)

Kidrey Wing donar
Irareglam  rabes

Low rabe

(101 - =134 pmp}
Low-Medium rabe
(134 - =141 pmp}

Medium-High raie
(141 - =18.6 pmp}
High rate

[16.5- 355 pp)

Source: Annual Report on Kidney Transplantation 2017/18, NHS Blood and Transplant
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Figure 2.6 Adult living donor pre-emptive transplant rates by renal unit, 1 April 2014 - 31 March 2017
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NHS|

Blood and Transplant

Figure 5.9 Adult living donor pre-emptive transplant rates by centre,
1 April 2017 -31 March 2018
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+
Summary of variability

m Pre-emptive listing is average overall and variable between
units

m Carlisle and Middlesbrough buck the trend in listing earlier
than transplanting unit- lessons to learn both regionally and
nationally (please share with TF team)?

m Relatively short wait for DD transplant and high rate of LD
pre-emptive transplant means better than average early
access to transplantation

m Good LD rates but variability in timing between renal units




+ .
Questions

What are the barriers to pre-emptive transplant listing/ living

donation in your unit/across the region?

m What have you introduced that has worked well/you are proud
of?

m What do you need to make improvements in patients pathways?

m Anything you can commit to now?




+ .
Questions

m What are the barriers to pre-emptive transplant listing/ living
donation in your unit/across the region?

What have you introduced that has worked well/ you are proud
of?

What do you need to make improvements in patients pathways?

Anything you can commit to now?




+
TF and the North East

m Not promoting as KQUIP project as you already have
relatively good results

m BUT
m You can have access to data tool as units or region

m Can you work locally to reduce variability and improve
access in all your units to match the best?



+
Transplant First: Thanks to
everyone working to improve
access to transplantation




Does pre-emptive transplantation versus post start of -

dialysis transplantation with a kidney from a living donor
improve outcomes after transplantation? A systematic
literature review and position statement by the Descartes
Working Group and ERBP

Patient survival 47% 21% 31%
Graft Survival 56% 9% 34%
Acute Rejection 11% 15% 8%
Delayed Graift 2-3.37% 4-9.7%
Function

Within 1 year of dialysis probably makes little difference

Nephrology Dialysis Transplantation,Volume 31, Issue 5,1 May 2016, Pages
691-697
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Home Therapies Data
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Percentage of prevalent dialysis patients by modality
and centre on 31 December 2012 and 2017
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Median age in prevalent dialysis patients by modality
and centre on 31 December 2012 and 2017

Median age

UK
UK

Carlisle
Carlisle
Middlesbrough
Middlesbrough
Newcastle
Newcastle
Sunderland
Sunderland
England
England

2012 | 2017 | 2012 | 2017 | 2012 | 2017 | 2012 | 2017 | 2012 | 2017 | 2012 | 2017




Percentage of prevalent dialysis patients by
modality, age and gender on 31 December 2017
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Percentage of prevalent dialysis patients by modality, age and
gender on 31 December 2017
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Percentage of prevalent dialysis patients by modality,
ethnicity and centre on 31 December 2017
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Percentage of patients
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Percentage of prevalent dialysis patients by modality, social
deprivation and centre in 2012 and 2017

Newcastle - 31 December 2012 Newcastle - 31 December 2017
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Percentage of prevalent dialysis patients by modality
and comorbidity in Carlisle, 2012 and 2017
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Percentage of prevalent dialysis patients modality
and comorbidity in Middlesbrough, 2012 and 2017
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Percentage of prevalent dialysis patients modality
and comorbidity in Newcastle, 2012 and 2017
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Percentage of prevalent dialysis patients modality
and comorbidity in Sunderland, 2012 and 2017
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Objectives

* Improve the care of people with end stage renal
disease

Address variation

Reduce unmet need

Improve reliability

Minimise harm

 Success is not a number (although measuring it helps)
* Measurement for improvement — not judgement
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Variation by region (USA) vol 2 Figure 1.14 Map of the
percentage of incident dialysis cases using home
dialysis (peritoneal dialysis or home hemodialysis), by
Health Service Area, 2011-2015
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patients are suppressed.
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Variation by provider

Home therapy (all) % rate by centre Midlands
H2010 m2011 m2012
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Temporal changes: UK

Figure 2.10. Detailed dialysis modality changes in prevalent
RRT patients from 2000-2015
*Scottish centres excluded as information on satellite HD was not

availahla
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Processes, choice and
shared decision making



Think about patient flow: process
measures

Identify potential PD patients through shared
decision making

e Selection

Screen low clearance, Prevalent HD, Incident
HD, Failed Tx

Assess for suitability— clinical, patient factors ® I N itiati on
and home suitability

Patient and MDT sign off for PD pathway

e Maintenance

Plan dialysis access - insert PD catheter

Start PD pathway

Figure 4 PD pathway adapted from Perit Dial Int. 2013 May-Jun;33(3):233-41.
doi: 10.3747/pdi.2012.00119.Peritoneal dialysis and the process of modality selection.
Blake PG, Quinn RR, Oliver MJ.

* Drop out




Patient perspective: drivers for
change

gﬁ% A HOME DIALYSIS
iz MANIFESTO

Figure 1: Mean scores for the 12 Themes

fo = = =

Mean
27 28 29 30 31 32 33 34 35 36 37

Treats you | 5.3 INCREASING UPTAKE OF HOME DIALYSIS TO BENEFIT
Access to team | e 349
Support I 528
Communication N 332 A report of the findings of the 2013
! Home Dialysis Summit
Patient information | I : /5
Diet and fluid R e 348
Tests I .05
— Sharing decisions IR 308
Privacy and Digty | : ¢
Sceduling and planning I . 3t
Transport ._ 3.15
Enviroment I 314

PATIENTS AND THE NHS

Theme



Making the change

Leadership
for change Spread of
innovation

Engagement
to mobilise

Our
S h dare d Improvement

methodology

purpose

Rigorous
delivery

* Leadership

* Engagement
* Innovation

* Measurement
* Delivery

* A clear and shared goal



Central mechanism to change

* Monthly MDT: patient flow management

* Review all incident patients
* Assess drop offs
* Training status

* Review critical data — hospitalisation, infections,
technique issues

 Consider review of low clearance lists



Project structure

* ‘Co production’ — patients involved at the start and
at every level

* A regional team to coordinate the work,
representative of the region

* Each centre to form a project team

e Support from KQuIP

* Project management, expertise, measurement



The project cycle

e Research and discovery
* Consider barriers and evidence

e Consider solutions and ideas
* Long list
e Short list

e Test ideas
* Test, evaluate, share

* Review and report then repeat process



Based around regional networks

Consider modelling on the Cancer Alliance

Network
* Leadership development
* Build capability in QI
e Use KQuIP to offer support

First (supra) regional team engaged — East and West Midlands

Second in year team TBA

Funding secured for year 1



O

Organisationaland
supporting processes

Engaged,
informed
individuals and
carers

Person-centred
coordinated care

07\.

Commissioning

Health and care
professionals
committed to

partnership
working




s
KQulP Regional Day

#KQuIPNE

\ 13.05-13.45

Lunch and visit our sponsors




Post lunch: Ql
techniques — a brief
overview



Ql is not a religion

* Things to get comfortable with

* Adriver diagram — designed to focus you on the objective
whilst breaking it down into doable chunks

A process map — how do patients flow through your system

Measures — a mix of simple measures captured at least
monthly to allow you to check whether change has happened

Statistical process control charts — not as bad as it sounds

PDSA cycles — simple tests of a change



KQulIP UK National Home Dialysis Ql Project
DAYLiFe: Dialysis at yours: Life fulfilled

DRIVER DIAGRAM: Home Dialysis

Leadership
i) Organisational ii) Medical iii) Nursing iv) Patient Leadership

Organisational Culture
Values, behaviours & mindset

—— Clear Vision & Purpose

Expertise [Knowledge& sKills]

Determining ‘suitable’ home dialysis patients
Develop patient exclusion criteria, dependent on local expertise

o o Pfioris o B

- = > Patients i i ini

home dIaIySIS theraples Effectiveness & experience of training pathway
in England

Patient awareness, recruitment & retention
Patient Education & Informed Choice; Patient & carer experience;

Peer support; Carer support

—{ Financial support

Training facilities

Commissioning dialysis consumables and machines
Home modifications

Access to respite care

—{ Organisational Infrastructure

—{ Multidisciplinary team supported by community team




Increase proportion of dialysis
patients on home therpies

PRIMARY DRIVERS

Increase Uptake

Decrease dropout

SECONDARY DRIVERS

Patient factors

Professional factors

CHANGE IDEAS

Generated by(OLife




Measurement model: use your
driver diagram

Figure 1: The Donabedian model for quality of care

STRUCTURE PROCESS QUTCOME

Physical and Focus on the care Effect of healthcare

organisational delivered to on the status of
characteristics patients e.g. patients and
where healthcare services, diagnostics populations
0CCurs or treatments

Balancing measures



Think about patient flow: process flow

Identify potential PD patients through shared
decision making

e Selection

Screen low clearance, Prevalent HD, Incident
HD, Failed Tx

Assess for suitability— clinical, patient factors ® I N itiati on
and home suitability

Patient and MDT sign off for PD pathway

e Maintenance

Plan dialysis access - insert PD catheter

Start PD pathway

Figure 4 PD pathway adapted from Perit Dial Int. 2013 May-Jun;33(3):233-41.
doi: 10.3747/pdi.2012.00119.Peritoneal dialysis and the process of modality selection.
Blake PG, Quinn RR, Oliver MJ.

* Drop out




Patient flows 2017 HHD RDH

Trained Transplant

Year start 23 (+2 -
42

Year end

51

retrains

Failed Returned Drop outs
training toIC Cocaine addiction
1 2 Frailty and wife on
HD
Cardiac arrest
Bleed related to 12 listed

kidney/pancreas »

plus 4 suspended
Withdrawal from dialysis

Chest infection 8 declined listing

MSSA endocarditis (rope
ladder)



The project cycle: use
your process chart to
think of problems

* Research and discovery
* Consider barriers and evidence

* Consider solutions and ideas

* Long list
* Short list
* Testideas

* Test, evaluate, share
* PDSA cycles

* Review and report then repeat process



Suggested central mechanism to
change

* Monthly MDT: patient flow management

* Review all incident patients
* Assess drop offs
* Training status

* Review critical data — hospitalisation, infections,
technique issues

 Consider review of low clearance lists



PDSA cycles

* Plan — the change to be tested or implemented

* Do — carry out the test or change

e Study — based on the measurable outcomes agreed
before starting out, collect data before and after the
change and reflect on the impact of the change and
what was learned

* Act — plan the next change cycle or full
implementation.

https://improvement.nhs.uk/documents/2142/plan-do-
study-act.pdf
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This is for another day!

* Bedtime reading

* https://improvement.nhs.uk/documents/2748/NH
S_MAKING_DATA COUNT_FINAL.pdf



Group work



Table work

Leadership
for change Spread of
innovation

Engagement
to mobilise

Our
5 h are d Improvement

methodology

purpose

Rigorous
delivery

08/04/2019

Review the driver diagram 5 mins
* Aim—do you agree?

* Right hand column —idea?

Take one idea from right hand
column 15 mins
* Design one PDSA cycle project

*  What measures would you use?
* Process
*  Qutcome

* Balancing

Write it down!!! 5 mins + 5 mins plan
feedback

Prepare to feedback after 30 minutes
(3 minutes per table)
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Increase proportion of dialysis
patients on home therpies

PRIMARY DRIVERS

Increase Uptake

Decrease dropout

SECONDARY DRIVERS

Patient factors

Professional factors

CHANGE IDEAS

Generated by(OLife




Measures: the Donabedian model

Structural elements Process elements
Characteristics of: +  treatment process

community *  stages of treatment
+  institution *  appropriateness

provider *+  sefvices process (] Re m e m b e r to i n CI u d e

patient
<—>» | Examples: .
Examples: +  useof e_fficaciogs therapy ® Pat | e nt Ce nt re d m e a S u re S
»  geographic location of facility * use OI diagnostic tests
*  nurse-to-patient ratio *  use of procedures .
avalabit of ochrdloges C i * Balancing measures
hospital size (including wait times)

*  physician training

What can you collect
" e routinely?

Qutcomes

L What can the registry
| b supply?

resource use (costs, length of stay in hospital)
*  patient satisfaction with care

waiy i * How would you present

patient ability to function in daily activities . ?
IT:



e
KQulP Regional Day

#KQuIPNE

\ How do you demonstrate success in Quality Improvement? ‘l

Charlie Tomson, chair, KQUIP projects group




KQulP Regional Day

#KQuIPNE

Tea Break and visit our sponsors




KQulP Regional Day

#KQuIPNE

Quality improvement in Practice

How to get started / KQuIP support

How QI network could support

What Ql initiatives should North East take on as a region

Identify Ql Leads




KQuIP Regional Day

\ #KQUIPNE

Meeting of the QI Leads from each unit
. Agree future planning for the project
. What project will the region move forward with?

. Next meeting




KQuIP Regional Day

\ #KQUIPNE

Thank you and Goodbye until next
time!




