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PURPOSE OF THE REPORT: 

The Sheffield Kidney Institute (SKI) 2011 report to the Healthcare Governance Committee 
demonstrated that during 2010/2011, considerable progress had been made to improve the quality 
and efficiency of service provided to patients attending SKI. During 2011 to 2012, further 
development has been made in a number of areas to continue to improve the care delivered to 
patients. The purpose of this report is to outline progress made during 2011/2012 and summarise 
future plans.  

 
KEY POINTS: 

The report demonstrates that significant progress has been made in SKI’s performance in relation to 
transition services for renal patients moving from paediatric to adult care and for haemodialysis 
patients by transforming the service from staff-led to patient-staff shared service. The report also 
outlines progress made and proposed plans to improve the quality of service delivered to patients 
attending renal out-patients at SKI. 

 
IMPLICATIONS  

 Aim of the STHFT Corporate Strategy 2012-2017 Tick as Appropriate 
1 Deliver the best clinical outcomes � 
2 Provide Patient Centred Care � 
3 Employ Caring and Cared for Staff � 
4 Spend Public Money Wisely  
5 Deliver Excellent Research, Education & Innovation  
 CQC Outcome  

 
RECOMMENDATION(S): 

The Committee are asked to note the contents of this report. 
 
APPROVAL PROCESS 

Meeting Presented Approved Date 
TEG   11 July 2012  
HCGC   23 July 2012  
    
    
 
1 Status: A = Approval 
   A* = Approval & Requiring Board Approval 
   D = Debate 
   N = Note 
 

2 Against the three pillars (aims) of the STH Corporate Strategy 2008-2012 
 

F 



 2 

 
SHEFFIELD KIDNEY INSTITUTE, REPORT TO TRUST HEALTHCARE GOVERNANCE 

COMMITTEE 
 
 

PROGRESS AGAINST REQUIREMENTS OF THE NATIONAL SERVICE FRAMEWORK FOR 
RENAL SERVICES 

 
 

REPORT COMPILED MAY 2012 
 
 
Background 
 
The National Service Framework (NSF) for Renal Services was released in 2004 and 2005, with a target to 
deliver the standards set in part one by 2014. The Sheffield Kidney Institute (SKI) 2010 report to the Healthcare 
Governance Committee demonstrated that SKI was fully compliant with all NSF standards. The SKI 2011 report 
demonstrated developments in several key areas to continually improve the quality of care delivered to patients 
to the highest standard.  
 
 
Purpose of report. 
 
The purpose of this report is to outline progress made during 2011/12 with respect of the Shared Haemodialysis 
Care Programme and transition services highlighted in the 2011 report and describe the developments to 
improve the service delivered in the renal outpatient unit.  
 
 
 

1. Shared Haemodialysis Care Programme 
 
The SKI report 2011 provided background to the Shared Haemodialysis Care Programme (previously called self 
care programme) launched by the Yorkshire & the Humber Renal Network in January 2011. Under the 
leadership of Dr Martin Wilkie (Consultant Nephrologist at SKI), the Renal Network secured £400k funding as 
part of the Health Foundation’s Closing the Gap Programme for a two-year project to transform hospital based 
haemodialysis across the region. The aim of this programme is to transform from a staff-led service to a patient-
staff shared management programme in all 26 renal dialysis units in Yorkshire and the Humber by June 2013. 
For the period of 2011 to 2012, the programme has been rolled out at SKI and York.      
 
In June 2011, two Nurse Educators (Katy Hancock and Tania Barnes) were appointed at SKI to support and 
implement proposed changes. They have played a key role in the development and piloting of a training course 
for nursing staff which provides the staff with skills to educate patients in all aspects of their own dialysis care. In 
the last nine months, five courses have been successfully run at SKI and York. A shared haemodialysis care 
handbook has been developed for patients as an education and training guide and for patients to maintain a 
record of their progress.  
 
In order to achieve the overarching aim of the programme, two key drivers were set with the following aims: 
 
a.Empowering haemodialysis patients to be active partners in their care 

• 50% of all haemodialysis patients in Yorkshire and Humber will undertake all aspects of their 
haemodialysis care by June 2013 

 
• 75% of all haemodialysis patients will undertake at least 5 aspects of their haemodialysis care by June 

2013 
 

• 95% of all haemodialysis patients will be asked whether they would like to participate in their shared 
haemodialysis care by June 2013 

 

b. Proactively engaging staff so as to enable an active partnership with patients 

• 100% of Matrons and Senior Sisters in Yorkshire and the Humber will have completed a purpose-
designed 1 Day training programme by June 2013 
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• 25% of nursing renal staff in Yorkshire and the Humber will have completed a purpose-designed 3 Day 

training programme by June 2013 
 
• All other nursing and support staff will go through a combination of learning on the renal unit (e-learning, 

group sessions and 1:1’s with the trained nursing staff) 
 
This programme has now been successfully rolled out at all 6 of the dialysis units at SKI. When audited in 
February 2012: 
-65% of patients at SKI were undertaking 100% of their shared haemodialysis care 
-84% of patients were undertaking at least 5 aspects of their shared haemodialysis care 
-85% of patients had been asked if they would like to participate in their shared haemodialysis care 
 
Patients involved in the programme reported a better understanding of their condition and treatment, greater 
control of their illness and an increase in confidence to ask questions about their treatment. Some members of 
the nursing staff reported increased job satisfaction. 
 
Since the introduction of the Shared Haemodialysis Care programme, there has been an increased demand for 
home haemodialysis (HHD). Currently 9.1% of prevalent dialysis patients at SKI are on HHD and SKI remains 
the 3rd largest HHD provider in England. The long-term goal of the programme is to develop minimal care units, 
where patients can manage their own care, with a flexible schedule.   
 
 

2. Transition Services for patients moving from paediatric to adult care.  
 
Comprehensive details about the renal transition service have been outlined in the SKI report 2010 and 2011. 
The following will summarize progress made during 2011 to 2012. 
 
 
1. The development of a responsive renal transition service 

 
Personnel 
The Social Worker (Jo Hall) in the team supported by charitable funding has been key in developing the 
service.  She has developed strong links with the paediatric unit Nottingham (NUH) that young people 
from Sheffield and surrounding areas attend for dialysis / transplantation care.  She has been able to get 
to know the young adults transferring to the adult service through joint home visits with the NUH team and 
attendance at residential courses. 
 
This group of patients has one of the highest ‘failure to attend’ appointment rates and the social worker 
also supports these young adults who find it difficult to attend appointments. A service review is underway. 
 
A study day was held in September 2011 in Sheffield. Over 30 people from all disciplines attended the day 
with lectures in the morning and workshops in the afternoon. Sessions on ‘The teenage brain ‘and 
motivational interviewing were particularly enjoyed.  The day was also attended by paediatric colleagues 
who facilitated a workshop about optimal transition care.  A study day is planned for October 2012. 
 
Patient information 
The development of renal transition web pages on the Sheffield Teaching Hospitals NHS Foundation Trust 
website is underway, supported by some of the young adult patients who have assisted with the filming of 
virtual tours of clinical areas.  

 
Patient involvement 
The results of a trust wide Picker Institute questionnaire demonstrated that the transition service was 
providing a good service to our young adults but also highlighted areas that need be addressed, including 
the need to facilitate peer support and where possible group young adults using services. 
 
Several young adult patients have completed an expert patient programme that provides encouragement 
and guidance to optimise their health and to navigate the health services to their benefit. Some of these 
young adults are now facilitators on the course. 
 
A group of young patients guided by an older renal patient are collaborating on a piece of art work for the 
department. Some patients continue to provide input on developments at a departmental and trust level 
and their input is highly valued. 
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2. Participation in city wide planning for an integrated transition service 
 

The renal transition team will be running a workshop at the Trust wide staff training day again in 2012. 
This will concentrate on the practicalities of developing the service including the residential courses, 
expert patients’ courses and development of the website. 
 
 

3. Development of links with referring paediatric units 
 

Transfer clinics continue and the timing of these clinics is responsive to the requirements of the patients 
with 2-3 clinics organised per year for the transfer of patient from Sheffield Children’s Hospital. This 
service has now also developed for young adults transferring from the Nottingham Paediatric unit. A team 
from SKI, including the transplant lead physician attended a clinic at Queen’s Medical Centre Nottingham 
to meet the young adults on their home ground. A ‘rematch’ is planned for September 2012 in Sheffield 
when the young adults will transfer to the adult service at SKI. 

 
 

3. Service Improvement in Renal Outpatients 
 

The Service Improvement in renal Outpatient’s (SIROP) project was launched in October 2011 and has 
been led by Dr Sarah Jenkins, Consultant Nephrologist and Miss Lindsey Sprigens, Renal Service 
Manager. This project was developed out of recognition that the renal outpatients department was not 
always providing optimal care for patients or an enjoyable working experience for the staff.  Working with 
the trust Service Improvement team and applying Clinical Microsystems techniques, several 
multidisciplinary teams of renal staff and patients have been working on data collection and analysis to 
enable clear understanding of the processes within the department. Consequent changes have been 
introduced and reviewed.  Some outcomes of these changes are outlined below. 

 
• Data cleansing. 

Patients have been requested to review and correct their personal data including addresses and 
telephone numbers held by the trust.  Analysis of correlations between failure to attend by clinic / 
appointment time / length of time between appointments and other variables has led to better 
understanding of the reasons for patients failing to attend appointments. Consequent changes made to 
the system have contributed to a fall in the ‘Did not Attend’ (DNA) rate from 10.6% to 5.3%. 

 
• Clinic redesign 

Understanding the flow of patients through the clinics has enabled restructuring of appointments and 
patient flow such that in the 2 clinics that have been redesigned, mean total waiting time has fallen from 
31 minutes to 7 minutes, and 45 minutes to 18 minutes. This improves the experience for patients and 
staff and likely contributes to the DNA rate reduction. Redesign of other clinics is in progress. Further 
plans are underway to improve patient access to the dietetic services. 
 

• Administrative processes 
Considerable time and effort has been spent mapping the administrative processes supporting 
outpatients, resulting in redirection of tasks to appropriate team members e.g. administrative tasks to 
clerical staff from clinical staff.  Work is underway to reduce the delay in clinic letters reaching GPs. 
 

• Patient information 
With the assistance of patients on the working groups, progress has been made to improve clarity of the 
automated patient letters (advising patients of the details of their appointments). There are plans to 
review the environment of the department with regard to available patient information and appropriate 
signs in the near future. 
 

• Staff Information 
Information required by staff in the clinic will be rationalised and available in a standard format in a file, 
with moves in the future to have all required data on the directorate intranet site.  
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• Metrics 
SIROP is a pathfinder project for the wider trust role out of OPD service improvement and the clinical 
leads have been tasked with characterising a set of metrics to define improvement and monitor risks to 
patient care and other aspects of the service, as change is implemented.   
 

The large volume of work and successes generated by the project has been due to the commitment and 
enthusiasm of the multidisciplinary team of renal staff and patients who have tackled this project. The support of 
the trust Service Improvement team has been critical.  The ethos of service improvement now needs to be 
embedded in the culture of the department and the skills and experiences gained applied to other areas to 
continue to optimise patient and staff experience. 
 

4. Elective vascular access service 
 
Reforms to the elective vascular access service since 2010, guided by Mr Boyes, Consultant Transplant 
Surgeon were detailed in the SKI report 2010 and 2011. These reforms have resulted in an increase in the 
proportion of patients starting with definitive vascular access from 41% in 2006 to 59% in 2010. The electronic 
booking system for elective vascular access will become operational from September 2012 and it is envisaged 
that this will further improve the proportion of patients with definitive vascular access. The impact of the 
electronic booking system will be audited in 2013/2014.  
 
Conclusion 
 
On the basis of evidence outlined in this report, SKI continues to make significant progress in the shared 
haemodialysis care programme and in the provision of transition services. More recently, considerable effort has 
been made to improve the service delivered in the renal out-patient setting. It is anticipated that these measures 
will lead to a considerable reduction in patient waiting times and non-attendances to the clinics, in addition to 
improving job satisfaction for staff in the out-patient department.    
 
 
.  

 
 

 
 
 
         Dr. Veena Reddy  17 May 2012 


