
KEY MESSAGE

Standardising the referral
pathway has successfully
increased transplant
referrals and early listing
rates but reducing delays
is now the main priority to
achieve the target
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PLAN
Standardise and clarify
transplant referral
pathways.
Develop a clear, user-
friendly referral guideline.
Improve documentation
and patient tracking.
Address capacity gaps
(staffing, clinic space,
diagnostics).
Engage stakeholders and
integrate services (e.g.
dietetics).
Monitor timelines,
referrals, and pathway
efficiency.

STUDY

Referrals increased
significantly (45 → 142).
Listing rates improved (9.8%
→ 15.3%).
Timeline findings from referral
(median):
49 days to nurse review
172 days to clinician review
216 days to activation
Identified need for better
automated data collection to
track delays accurately

ACT

Implement electronic
tracking system.
Focus on reducing delays
and improving progression
to work up and listing.
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Collected baseline timing
data (manual).
Began developing an
electronic data tool.
Tracked monthly AKC
transplant referrals.
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Stevenage
PDSA 1 Review Transplant Referral Pathway for AKC patients with 
Transplant Centres

Number of patients referred from AKC for
transplant assessment

Percentage of AKC patients with eGFR
<15ml/min/1.73m2 on a potential transplant

listing pathway that are active on the
transplant waiting list

Project Aims:
Aim 1: At least 80% AKC patients with an eGFR of 20 or less to have a transplant status recorded on Database by
September 2025. (Achieved)
Aim 2: At least 25% AKC patients with an eGFR of less than 15 on a potential transplant listing pathway to be active on the
transplant waiting list by March 2026 (extended to 2027).



PLAN

Staged education across
multiple visits
Shift from telephone →
face-to-face
appointments following
RRT discussions
Introduction of nurse-led
face to face clinics
Digital transformation
(EPR reporting + shared
anaemia spreadsheet)
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Stevenage PDSA 2: Increase face-to-face AKC patient education to
improve understanding of treatment options (especially transplant and
home dialysis)

DO

Implemented
redesigned patient
education pathway and
nurse-led clinics
Introduced digital tools
for data tracking and
collaboration
Aimed for majority of
follow-up RRT
discussions to be face to
face

67% increase in referrals for
AKC nurse review
17% reduction in waiting
times
Face-to-face activity
increased significantly from
2025/2026 (130%–294%)
Home dialysis planning
increase (40% → 47%)
Transplant listing increase
eGFR<15 (9.3% Jan 25 →
14.2% Jan 26)
Positive patient feedback
(especially hands-on
learning)
Reduced admin burden
Improved team
communication and patient
tracking

Changes embedded
into routine practice
Focus on sustaining
model & manage
increased demand:
Increase face-to-face
clinic activity
Expand health
promotion clinic
capacity
Continue developing
digital systems

KEY MESSAGE

A structured shift to staged,
face-to-face education

supported by digital efficiency
can significantly improve

patient engagement, access,
and clinical decision-making—

without increasing waiting
times.

KEY MESSAGE

Project Aims:
Aim 1: At least 80% AKC patients with an eGFR of 20 or less to have a transplant status recorded on Database by
September 2025. (Achieved)

Aim 2: At least 25% AKC patients with an eGFR of less than 15 on a potential transplant listing
pathway to be active on the transplant waiting list by March 2026 (extended to 2027).



STUDY

Established monthly Renal
Weight Management clinics
across 5 sites.
Programme includes: 

Diet + lifestyle education
Monthly 45-minute
sessions over 6 months
Flexible face-to-face
(preferred)/telephone
delivery

Data currently tracked
manually (EPR template in
development).

DO

PLAN
PLAN

DO

STUDY
ACT

ACT

Stevenage PDSA 3: 6-month structured weight management
project for AKC patients

Service redesign > reduced AKC clinic
frequency, increased staff capacity.
Initial high referral, then stabilised
lower.
33 referrals received since March
2025.
23 patients seen since Nov 2025.
10 patients on waiting list due to
capacity and site variation issues.
Patient outcomes: 
8 declined programme
12 currently enrolled
4 referred to specialist services
8 on GLP-1 medication
3 too unwell for intervention
First full outcome data > May 2026.

Introduced referral guidance to 3
external weight management
providers.

Site variation in referrals > clinic
capacity will be adjusted.
Pharmacological support (e.g. GLP-
1s) alongside lifestyle programmes.
Business case - routine access to
weight loss medication in renal.
Reduce inequity > treatment access.

PLAN

6-month structured Renal
Weight Management
programme for AKC
patients.
Delivered through the
Renal Dietetic Service (Tier
2 equivalent) across all
sites.
Key enabler: redesign of
dietetic service to free
capacity for this clinic.

KEY MESSAGE

Successfully implemented a dedicated renal-
specific weight management clinic - fills an
important service gap for transplant preparation. 
Early data: capacity pressures, variation in access,
and limited use of pharmacological support,
indicates a need to expand and standardise the
service to improve equity and outcomes 

Project Aims:
Aim 1: At least 80% AKC patients with an eGFR of 20 or less to have a transplant status recorded on
Database by September 2025. (Achieved)

Aim 2: At least 25% AKC patients with an eGFR of less than 15 on a potential transplant listing
pathway to be active on the transplant waiting list by March 2026 (extended to 2027).



Project Aims:
Aim 1: At least 80% AKC patients with an eGFR of 20 or less to have a transplant status recorded on
Database by September 2025. (Achieved)

Aim 2: At least 25% AKC patients with an eGFR of less than 15 on a potential transplant listing
pathway to be active on the transplant waiting list by March 2026 (extended to 2027).

Documentation of transplant status (eGFR<20)

Transplant activation (eGFR<15)

Stevenage: Data
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