Checklist for maximising efficiency and throughput for living donation and pre-emptive kidney transplant
	Driver 
	Principals
	Opportunities to optimise care delivery

	Population health and acceptance: to ensure we are maximising access to transplantation among our patients, we need to optimise:


	Health of renal patients beyond their kidney disease e.g.

minimising accrual of co-morbidities and risk of progression; 
general fitness level, considering METS, weight, smoking etc
empowering patients – building their understanding of the long-term average patient outcomes with different forms of KRT
	Population, Public Health, and Political Advocacy
Personalised advice or referral regarding disease management, especially diabetes, hypertension, cardiovascular disease

Prehabilitation, promotion of weight loss and smoking cessation services, social prescribing and signposting of resources such as Kidney Bean

Signposting resources, REACH introductions, named consultant for transplant pathway.
Equity of access – targeted approaches to support those with healthcare burden limiting their engagement or access –peer supporters, CKD nurses, or support workers, or ‘digital twin’.

	
	Health of potential donor population – as above, empowering potential donors to attain good health and fitness and to help future-proof them against NCDs
	As above
Use of social media and advertising to promote acceptability and normalise organ donation.

	Ethos and Unit culture: 
	Recognition across all staff groups that for most patients, a live donor kidney pre-emptively will offer best outcomes
	Embedding - Teams that ensure all patients suitable for future transplantation are made aware of this early in the planning stages for kidney replacement therapy, and are supported in achieving it. Regular updates to wider renal unit team on QI work or positive outcomes or changes

Resource - KRT education clinics, named consultant for transplantation, REACH, peer-support.
Leadership – managers must also be aware of the benefits of LD and pre-emptive transplant, and the projected pressures on the system if we cannot deliver this. 

	Infrastructure:
	Access to investigations (MRA, echo, stress testing) or physical spaces (clinic room, theatre, recovery, in-patient beds) must not generate bottlenecks delaying patients or donors moving through the care pathway.

Vulnerability in a system exists where access is limited;  
	Team should identify where delays are holding back assessment, and consider solutions of contingency plans.
If geography is a barrier, be flexible in approach to identify what can be done remotely/closer to home, or combine steps of the patient pathway into one visit

Physical spaces and infrastructure resources should be managed to minimise empty slots or wasted appointments; e.g. use of ‘are you available for a last minute cancellation?’

	Staff: 
	Efficient patient pathways require a wide MDT; insufficient access to any of the following can compromise efficiencies in the system and delay patients or donors completing work up: educators/REACH, co-ordinators, psychology, H&I, access to other medical and surgical specialty input, ward staff, anaesthetists, surgeons, theatre staff, recovery staff, etc
Staff time is limited.
	Aim to identify vulnerabilities in staffing early to counter risks.
Develop strong relationships with staff groups that are not directly ‘in-house’

Empower staff to identify inefficiencies in the systems in which they work and facilitate them to make the care delivery system ‘leaner’ i.e. removing duplication of work, co-ordinating appoitnments where possible



