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Introduction

A Nationwide Effort to Improve Kidney Care

* In 2019, the U.S. Department of Health and Human
Services launched the Advancing American Kidney
Health Initiative

e 80 percent of patients newly diagnosed with ESRD
receiving dialysis in the home or receiving a
transplant by 2025




Goal 1 O\ TRANSPLANT

Educate. Navigate. List.

* Increase the number of patients added to a
kidney transplant waiting list

Facility activities that can influence this goal:

* |dentify and educate potential candidates
* Refer to transplant center

* Facilitate evaluation toward waitlisting




Goal 2 @\
| | ~ )TRANSPLANT
* Increase in the number of patients receiving educate. Navigate. List,
a kidney transplant

Facility activities that can influence this goal:

* Keep actively waitlisted patients healthy

* Ensure monthly blood work is sent

* I|dentify reasons for inactivation and help address modifiable barriers
* Keep patient contact information updated

* Educate on high KDPI kidneys

* Promote living donation




Where does Network 3 stand?
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Model for Improvement

Model for Improvement

e |nstitute for Healthcare

What are we trying to

accomplish?
:-‘iowwullweknowthatat? Improvement (IHI)
change is an improvemen
What change can we make tha * Widely used by healthcare

( industry

Act PI:\
Source:

http://www.ihi.org/resources/Pages/Howtolm
Study Do .
\ / prove/ScienceoflmprovementHowtolmprove.a

SpX



http://www.ihi.org/resources/Pages/HowtoImprove/ScienceofImprovementHowtoImprove.aspx

Health Equity

e All Network initiatives have a health equity component that aims to close gaps in
providing patients with greater access to care.

* To help participants take up on health equity and social determinants, view e-
learning activity below.

”

“Addressing Social Determinants in CKD: Quality Indicators for Patient-Centered Care

 This 60-minute course will identify and discuss key social determinants of health
(SDOH) for people with or at-risk for chronic kidney disease (CKD) among racial,
ethnic and socioeconomic lines. It is estimated that key SDOH drive as much as 50%
of health outcomes. Additionally, the practice can utilize SDOH tools with patients
with CKD or at-risk to improve care and outcomes. It offers one (1) free continuing
education unit.

. Click this link to access the course:
https://www.ediscolearn.com/learn/course/external/view/elearning/103/AddressingSocialDetermina
ntsinCKDQualitylndicatorsforPatient-CenteredCare

/2



https://www.ediscolearn.com/learn/course/external/view/elearning/103/AddressingSocialDeterminantsinCKDQualityIndicatorsforPatient-CenteredCare

Model for Improvement

e Quality Assessment and Performance Improvement (QAPI)
meeting is a place to start.

|dentify the problem and define the goal
Decide on the measurement to monitor improvement
Brainstorm solutions based on barriers and root causes

Plan on intervention

Use Plan-So-Study-Act (PDSA) to implement the improvement project




QIA Steps

1. Complete an initial root cause analysis (RCA) of the problem

— Tools: Root Cause Analysis: 5 Whys (4:44 Minutes)
Five Why’s PDF

2. Develop an improvement plan with the interdisciplinary team
during Ql meeting.

3. Implement a monthly mitigation plan to address identified barriers
— May use organization resources
— See Transplant QIA Interventions, Resources and Tools slide
— Incorporate peer-to-peer mentoring intervention

4. Use Plan-Do-Study-Act (PDSA) cycles
— Tools: Plan-Do-Study-Act (PDSA) Cycle (6:21 Minutes)

PDSA PDF



https://www.youtube.com/watch?v=SXeBQJHEov8
https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/QAPI/Downloads/FiveWhys.pdf
https://www.youtube.com/watch?v=1hCWdJ_W9Ws
https://www.cms.gov/medicare/provider-enrollment-and-certification/qapi/downloads/pdsacycledebedits.pdf

Reporting Requirements

1. One time- complete the online QIA Acknowledgement
Form

Details will follow

2. Monthly - complete the online Status Check Form for

the barrier and mitigation strategies.
Details will follow




Network Support

Individual technical assistance
Coaching calls
Educational webinars

Project website




Transplant QIA Interventions,
Resources and Tools
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Review Facility Caseload and identify patients with realistic opportunities for

transplant.
— Less than 75 years old
— Student
— Working
— Travels
— Relatively healthy
— With living donor

Discuss in QAPI meeting

— Number of eligible patients referred
— Number of eligible patients not yet referred

— Number of patients in transplant workup
— Number of repeat or missed monthly lab samples for tissue typing
— Number of patient on inactive waitlist




Patient Knowledge Assessment

Esta encuesta sus y sobre la
trasplantacién de rifién. Por favor responda cada pregunta como mejor usted entienda.

Tool: Patient Transplant Survey - (English / Spanish)
. . Patient Transplant Surve
Provide targeted transplant education based on et e e

kidne y e ¥q npm o you bes

assessment. Determine patient learning

1. Write three words that first come to your mind when you think of getting a kidney transplant.

P reference. O —
o Yes o No

3. Doyou believe that kidney transplant is safe?

— Printed materials Doyoutete e ey v

4, What do you believe is the age limit to be considered as a kidney transplant candidate?

¢ TRANSPLANT

t candidate for transplant due to an iliness?

— Video or online education 5 oo e ot s

o No

— One on one (transplant designee/champion or i i o

7. Wou Idy u be willing to kfmlym:lf r friends t
choo

transplant peer mentor)

ris|
J— G rou ° Ipmh brywoula not be able to mdama ch for living don
o Other.

For specific educational resources, visit:
https://www.qirn3.org/Ongoing-Projects/Improving-
Transplant-Listing-QIA.aspx }%?r;'h'?_é

ate a kidney (a living donor) for you?
holces below.

dwllld ate for me.
t risk.

n about kidney transplant, how would you like to recefve information?
h handouts

)
plant center staff, peer mentors, with caregivers)



https://www.qirn3.org/Files/Ongoing-Projects/2020/Transplant/Patient-Transplant-Survey-(English)_508.aspx
https://www.qirn3.org/Files/Ongoing-Projects/2020/Transplant/Patient-Transplant-Survey-SPANISH_508.aspx
https://www.qirn3.org/Ongoing-Projects/Improving-Transplant-Listing-QIA.aspx

Peer-to-Peer Resource

Network 3 Peer-to Peer-Program
— Contact your ESRD Network Patient Engagement Specialist:
Yessi Cubillo at (609) 490-0310 Ext. 2431 or ycubillo@qualityinsights.org

NJ Sharing Network Transplant Peer Connection -

Network
° NKF PEERS e o e onatio ;
PEERs
- Re q u e St a p e e r You are not alone! Talk to someone who has been
there.
— Patient flyer e i

Kidney Transplant Connectors Program



https://www.qirn3.org/Clinical/Patient-and-Family-Engagement/Peer-Mentoring.aspx
mailto:ycubillo@qualityinsights.org
mailto:ycubillo@qualityinsights.org
https://www.qirn3.org/Files/Ongoing-Projects/2021/Revised-03-19-21-Transplant-Peer-Connection-Reques.aspx
https://kidneyforms.tfaforms.net/4727567?tfa_3020=Baxter
https://www.kidney.org/sites/default/files/01-10-599b_cbb_peerspatflyer.pdf
https://www.kidneytransplantconnectors.com/
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| Pasa | Descripcion del |Fechlne| Qué Significa Este Paso Para Mi? |mnphmj
Paso Cita Si No

Facilitate transplant referrals —

Fi 1 Educacion e intenés
= ° de alstener un trasplante de ifdn. Prepare sus preguntas.

en Trasplante

— Collaborate with transplant centers N I e

salic igos

— Establish routine communication with e A
transplant center b e | e |

— Update transplant center of facility contact
information as change occurs

— Track patient progress B
Address any identified patient related s e
modifiable barriers

— Knowledge Gap pillms

— Fact vs. myth -

Step il Step Name - What does this step mean for me? Completed

Talk to your diakysis team ta kearn more about kidney
transplantation. Prepare to ask guestions.

coverage chonges. Identify potential Iking domars and hawe:
them call the transplant center.

Center Phone
— F e a r Transplant Coordinator Phone
———

/i
Tools: My Waitlisting Plan - (English / Spanish)



https://www.qirn3.org/Files/Ongoing-Projects/2020/Transplant/My-Transplant-Waitlisting-Plan-(English)7-7-21.aspx
https://www.qirn3.org/Files/Ongoing-Projects/2020/Transplant/My-Transplant-Waitlisting-Plan-SPANISH7-7-21.aspx
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Facility self- assessment

Transplant Coordination Facility Self-Assessment
Tool

e Assess, identify and address
facility processes needing
improvement.

— Patient and staff education
— Referral and tracking

— Communication with transplant
centers

— Modalities Tracker Tool

Transplant Coordination Facility Self-Assessment

‘rms?mn

Fadility interventions and activities to identify, refer and

[Yes/ Atways|

i

[We educate patients on all treatment modalities and settings, including but not limited to., transplantation, home dialysis modalities
Home ysis (HHD), y peritoneal dialysis (CAPD], continuous cycling peritoneal dialysis (CCPD), and
fincenter hemodialysis (ICHD).

[We document patient interest in transplant. Where/how documented?

e document patient decisions regarding their choice of dialysis options (accept or decline). Where/how documented?

our new staff are educated about transplant (i.¢. during their orientation)

[We have a written policy defining delivery of transplant education to all patients that includes when education will be provided, the
pecific educational resources to be used and who follows up with patient.

|our 10T (interdisciplinary team) assesses all newly admitted patients for suitability for a referral to a transplant center. This intial
lassessment is completed within 30 calendar days of admission to facility or within the first 13 treatments at facilty.

[We track patient transplant referral outcomes such as patient

[We inform all patients (both suitable and und about the IDT's i their suitability for a transplant referral.

[We document why a patient is not a candidate for a transplant referral

[We regularly re-assess our patient minimum, v) plant referral.

e designate specific staff to manage kidney transplant related activities in our facility.

|all statf know whom to contact in my facility for statf and patient/family educstion about and the referral process.

[We assist patients to locate transplant centers that can potentially meet their needs if they do not meet acceptance criteria at
fanother transplant center.

[We ‘with Transplant Center when there is a change of patient status or suitability for transplant

[We discuss transplant related issues at QAPI meetings (i.e. educational resources, trends, initiatives, referrals etc ).

[The person responsible for patient modality education has undergone initial and continuing educational preparation o fufill this
ole.

Pur tacility has a 2 ‘with transplant center partners with good two-way

dur facility has a reliable, user- friendly referral tracking system in use for monitoring patient progress to waitiisting

f there are concerns about a patient's readiness o appropriateness for a referral, is there a process in place to consult with the

ransplant center?

Instructions: Review interventions and activities in column A. Indicate if your facility routinely does or does not perform the action by checking "Yes/Always" or "No/Not
Always". The "No/Not Always" selections will be your opportunity/ies to improve the support of patients pursing kidney transplant. Work with your 10T to prioritize them for

improvement.

lit
A Rt



https://www.qirn3.org/Files/Ongoing-Projects/2020/Transplant/Transplant-Facility-Self-Assessment-(revised)_508.aspx

Active Waitlisted Patients

— Track and ensure that required monthly transplant blood work is sent
to transplant center lab

— Educate on staying healthy for transplantation
— Remind and follow up on required re-evaluation process as indicated
— Educate on keeping contact information up to date
Inactive Waitlisted Patients
— Follow up on pending requirements or reasons for inactivation
— Notify transplant center if reason for inactivation is resolved
— Educate on keeping contact information up to date




Promote Living Donation
— Discuss possibilities of having a living donor

— Living donor websites
Understanding Living Donation
Big Ask, Big Give
Kidney Donation: How to Make the Ask

— Encourage to talk to transplant centers
— Tools to Find a Living Donor

Educate on High Kidney Donor Profile Index (KDPI) Kidneys (See
ESRD NCC Resources Slide)



https://unos.org/transplant/living-donation/
https://www.kidney.org/transplantation/livingdonors
https://www.kidney.org/transplantation/livingdonors/how-to-make-the-ask
https://www.kidneyregistry.org/for-patients/your-ideal-donor-search-team/

QIRN3 Transplant QIA website

— https://www.girn3.org/Ongoing-Projects/Improving-Transplant-Listing-
QlA.aspx

— Hosts patient, staff, facility focused, tools and resources
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IMPROVING TRANSPLANT COORDINATION
OERLSS Ak QUALITY IMPROVEMENT ACTIVITY (QIA)
INFECTION PREVENTION Network Project Lead: Virna de la Cruz, BSN, RN

Network Project Co-lead: Annabelle Perez, BSN, RN

LIFE PLAN - PLAN OF CARE ) a
Project Description and Goals TRANSPLANT

PARTICIPATION IN QAPI MEETINGS -
rtall t% oals and initiatives detailed in the Educate. Navigate. List.

K\ yH M” espe yt)ﬂ

PEER MENTORING
g 80% of n ESRD\ n 2025 either receiving dialysis at

QIA NEWSLETTER

Transplant Designee Hub
— https://www.qirn3.org/Clinical/Transplantation.aspx



https://www.qirn3.org/Ongoing-Projects/Improving-Transplant-Listing-QIA.aspx
https://www.qirn3.org/Ongoing-Projects/Improving-Transplant-Listing-QIA.aspx
https://www.qirn3.org/Clinical/Transplantation.aspx

New Kidney Pancreas Allocation System

 On September 21, 2021, Saint Barnabas Medical Center
shared updates, outcomes and impact of the new policy to
our patients since its implementation on March 15.

* Impact of sharing kidneys within 250 nautical mile circle
— Offers from many OPOs
— May get many calls for transplant offers
— More shipped kidneys
— Transplant centers and OPOs develop new relationships
* In case you missed it: Recording Slides



https://optn.transplant.hrsa.gov/news/new-kidney-pancreas-allocation-policies-in-effect/
https://us02web.zoom.us/rec/share/xXi7QSQE0avwEHgStSzrcEtn00ANm_1G4VHZcUdV71JNBQFjFVQLKd0iFS25sbvn.cAX2Sufn1ItjhVUH
https://www.qirn3.org/Files/Providers/Transplant/Impact_DSA_changes_202109_POSTED-SBMC-Dr-Weng_FULL.aspx
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oy ESRD NCC Resources

COORDINATING

e ESRD NCC: A Change Package to Increase Kidney
Transplantation

— Key Change Ideas for Dialysis Facilities to Drive Local Action

e Kidney Transplant Hub

Your Kidney Transplant Journey
Starts Here

T



https://esrdncc.org/globalassets/professionals/nccchgpkgtransplant111220508.pdf
https://kidneytransplanthub.com/

%00 ESRD NCC Resources

COORDINATING

. CENTER

 High-KDPI Patient Education Video

— A short, easy-to-understand video focused on engaging
patients around the possibilities of receiving high KDPI or
increased risk kidneys. This education is relevant for dialysis
facility staff as well to reinforce current knowledge.

e Patient Education Resources



https://www.youtube.com/watch?v=viFqw83IxiQ&feature=youtu.be
https://esrdncc.org/en/patients/

Questions?

e Contact:
Virna de la Cruz, QIC

Phone: (609) 490-0310 extension 2427
Email: vdelacruz@qualityinsights.org



mailto:vdelacruz@qualityinsights.org

