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Problem: There have been rapid advances in knowledge of best practice in dialysis and transplant care; these have been synthesized in clear national standards and guidance. Despite this, a large gap remains between what we know is best practice and what is actually delivered. This is amply demonstrated by widely varying achievement of recommended standards published in the UK Renal Registry every year. Quality improvement (QI) is a way to close this implementation gap – it helps to find the best way to apply the existing best knowledge on best practice in areas of different context and culture. Our Renal Network had unsatisfactory performance on key clinical indicators in renal replacement therapy. We assembled senior stakeholders to examine this phenomenon and reach a consensus on how to go about improving performance. 
Purpose: We aimed to uplift performance in clinical care to within the top 10% renal unit in the UK Renal Registry by working within current knowledge and technologies using a quality improvement programme.    
Design:  We performed an AHRQ Teamwork and Safety Survey at baseline to determine the attributes of the clinical teams we could potentially work with. In addition to this we used a cost benefit framework to look at both which teams and which clinical indicators to incorporate into the programme in year 1. We used a modified Institute for Healthcare Improvement Breakthrough Series Collaborative methodology, in which 5 teams were given a different clinical indicator and aim to work on for one year. The teams come together in learning sessions and web-calls to share their learning experience. The participating areas test new ideas on how to achieve their aim largely using Plan Do Study Act (PDSA) cycles.
Findings: One team dropped out from the collaborative due to staff and departmental restructuring. The remaining 4 areas have made good progress towards their aims over the past 9 months
	Area
	Aim
	Pre-intervention performance
	Current performance
	Percentage improvement

	Bolton HD
	Reduce catheter related bacteraemia rate to 1 episode per 120 days (to 0.8 per 1000 catheter days)
	1 infection every 45 days (2.7 per catheter 1000 days)
	1 infection per 137 days (0.73 per 1000 catheter days)
	73%

	Community PD
	65%  of peritoneal dialysis patients will  achieve haemoglobin range of 10.5 – 12.5
	35.4% of  patients
	53.2% of patients
	50.3%

	Salford HD
	60% haemodialysis patients will achieve blood pressure below 140/90
	33.1% of patients
	50.7% of patients
	53.1%

	Wigan HD
	90% Wigan haemodialysis patients will achieve urea reduction rate (URR) >65%
	77.8% of patients
	90.5% of patient
	16%


Conclusion: Initial data from the collaborative work is extremely promising. The 4 participating teams have shown remarkable improvement as the result of quality improvement collaborative that simply would not have occurred in normal clinical care.  This is a testament to the hard work and commitment demonstrated by staff challenged to ‘raise the bar’ of care in their areas. Once the collaborative has finished, the knowledge gained will be shared and ‘spread’ to other areas in the renal network to improve care of patients on renal replacement therapy. 
Relevance: Collaborative learning is an excellent way to improve care given to patients in renal services. Careful ground work and project management is required to drive an overall programme like this and therefore requires some investment by the department. However it offers the opportunity to unlock staff potential to own and improve care to within the best in the UK over ambitious timeframes. Renal network and units in the country can potentially adopt this model to improve their performance. 
