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Executive summary 

This report provides a summary of the progress and learning from the Acute Kidney 

Injury (AKI) Collaborative run by the SPSP Acute Adult team. Phase one of the AKI 

Collaborative commenced in August 2017 and ended in March 2019. The report also 

provides recommendations for the next phase for this work. 
 

Background 

In 2016, the Scottish Patient Safety Programme (SPSP) undertook a 90-day process1 to 

inform the content, delivery and direction of future safety work. The 90-day process 

identified AKI as an important new focus to embed within the existing deteriorating 

patient work stream. Harm from AKI is recognised in specialties across both primary 

and secondary care.  

AKI is a sudden and recent reduction in a person’s renal (kidney) function and is 

identified by changes in blood tests. AKI can be seen as an indicator for acute illness 

with underlying causes which can include sepsis, dehydration and high risk 

medications. 

The National Confidential Enquiry into Patient Outcome and Death (NCEPOD) reports that  

20-30% of AKI cases are both predictable and preventable, estimating as much as 10,000 

deaths per annum being avoidable.2 

 

Seven NHS boards were included to test approaches to reduce harm from AKI through 
improved prevention, recognition and response for people in primary and secondary 
care. 
 

Teams from the following NHS boards were recruited for the collaborative: 

 NHS Borders 

 NHS Fife 

 NHS Grampian  

 NHS Highland  

 NHS Lanarkshire  

 NHS Lothian  

 NHS Tayside 
 

Five NHS boards remained in the collaborative throughout the 18 month timeline. The 

remaining two NHS boards continued to participate in learning sessions.  
 

Prior to participating in the collaborative, each team were at varying stages of their 

work to reduce harm from AKI.  

                                                      
1 https://ihub.scot/media/4846/20160613-spsp90dayprocessfinalreport-v-3-0.pdf  
2 https://www.ncepod.org.uk/2009report1/Downloads/AKI_report.pdf  

https://ihub.scot/media/4846/20160613-spsp90dayprocessfinalreport-v-3-0.pdf
https://www.ncepod.org.uk/2009report1/Downloads/AKI_report.pdf


 

5 

Impact 

The impact of the collaborative has been in the following areas. 

1 Implementation of the AKI algorithm and e-alerts: an episode of AKI is detected in 

routine blood tests by monitoring changes in an individual’s kidney function. When 

the AKI algorithm is integrated into the laboratory system it will identify potential 

cases of AKI in real time and produce a flagged test result as an e-alert. All NHS 

boards within the collaborative have activated e-alerts as a critical step to improve 

recognition and response for people with AKI. The data produced from the 

algorithm has helped teams recognise and better understand areas of high 

incidence of AKI, identify priority areas for improvement activity and measure the 

impact of changes.  

2 Education and raising awareness of AKI: through a variety of different approaches 

with both staff and the public, this has been key to improving knowledge of AKI 

risk, important steps that can be taken to prevent AKI and drive engagement in 

improvement activity. 

3 Changes to care processes: through tests of change, care processes were a focus 

for improvement. For example, an improvement approach was undertaken in one 

NHS board to develop a structured process to standardise communication and 

response for a patient with an AKI. 

 

Learning  

A number of learning points have emerged which will inform the next phase for work 

on reducing harm from AKI. 

The main points are: 

1. Impact 

 importance of AKI e-alerts to recognise AKI early, 

 need for standardised process to communicate AKI e-alerts so that clinical staff 

can take the appropriate action to prevent further progression, 

 understanding the complexity of responding  to an AKI, and 

 role of education and raising awareness of an AKI to support sustainable 

improvement. 
 

2. Delivery of collaborative 
 

 set-up of the collaborative, including recruitment of NHS boards, local 
improvement support and process to ensure a shared understanding of 
expectations for participants, and 

 consideration to the method for delivery to support prototyping work to meet 
the needs of this collaborative. 
 

 
 



 

6 

Next steps 

The next stage of this work will build on the learning and successes from this 

collaborative. This will help to develop future approaches for reducing harm from AKI. 

SPSP Acute Adult will use the learning to:  

 revise the driver diagram, change package and measurement plan, 

 offer continued improvement support to the participating NHS boards, 

 enter into a partnership agreement with the next phase NHS boards with a clear 

expectation on reporting of outcome data, 

 facilitate networking events, and 

 explore further opportunities to align AKI collaborative with the SPSP deteriorating 

patient work stream.   
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Introduction 

The Scottish Patient Safety Programme (SPSP), part of Healthcare Improvement 

Scotland’s ihub, is a unique national initiative that aims to improve the safety and 

reliability of healthcare and reduce harm, whenever care is delivered. From an initial 

focus on acute hospitals, our work now includes safety improvement programmes for 

Acute Adult, Primary Care, Maternity and Children, Medicines and Mental Health. 

In 2016, SPSP undertook a 90-day process to inform the content, delivery and direction 

of future safety work. The 90-day process identified AKI as an important new focus to 

embed within the existing deteriorating patient work stream.  

The problem 

AKI is a sudden and recent reduction in a person’s renal (kidney) function and is 

identified by changes in blood tests. AKI can be seen as an indicator for acute illness 

with underlying causes which can include sepsis, dehydration and high risk 

medications. Harm from AKI is recognised in specialties across both primary and 

secondary care. 

AKI affects 13–18% of all 

people admitted to 

hospital, with older adults 

being particularly affected3 

 

 

 

 

 

 

An AKI can be recognised early if the AKI algorithm is implemented in laboratory 

systems which then generates an e-alert to clinicians caring for patients. 

  

                                                      
3 https://www.nice.org.uk/guidance/cg169/resources/acute-kidney-injury-prevention-detection-and-

management-pdf-35109700165573  
4 http://cjasn.asnjournals.org/content/7/4/533.long  
5https://www.researchgate.net/publication/261772424_The_economic_impact_of_acute_kidney_injury

_in_England  

 

About 60% of AKI starts 

in the community4 

 AKI is associated with 

increased hospital 

length of stay by 

approximately 11.3 

days5 

https://www.nice.org.uk/guidance/cg169/resources/acute-kidney-injury-prevention-detection-and-management-pdf-35109700165573
https://www.nice.org.uk/guidance/cg169/resources/acute-kidney-injury-prevention-detection-and-management-pdf-35109700165573
http://cjasn.asnjournals.org/content/7/4/533.long
https://www.researchgate.net/publication/261772424_The_economic_impact_of_acute_kidney_injury_in_England
https://www.researchgate.net/publication/261772424_The_economic_impact_of_acute_kidney_injury_in_England
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An episode of AKI is often progressive, moving through three stages (AKI 1 being the 

least severe and AKI 3 being the most severe). As with other progressive illnesses, 

prevention, combined with early recognition and treatment, offers the best 

opportunity to improve outcomes for people in healthcare. 

Our approach 

During 2016, SPSP Acute Adult worked with an Expert Reference Group (ERG) to design 

the content of an improvement programme that would be delivered as a Breakthrough 

Series (BTS) Collaborative6. The aim of this collaborative was to test approaches to reduce 

harm from AKI through improved prevention, recognition and response for people in 

primary and secondary care.  

                                                      
6  The Breakthrough Series: IHI’s Collaborative Model for Achieving Breakthrough Improvement.  
IHI Innovation Series white paper. Boston: Institute for Healthcare Improvement; 2003.  
(Available on www.IHI.org) 

http://www.ihi.org/
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Design of the collaborative 

This collaborative was set up to prototype interventions across pilot sites. The learning 

from this was to be used to inform any future national approach to AKI. 

NHS boards were recruited to the AKI Collaborative through a national advertising 

campaign using the ihub’s established networks. Successful candidates were expected 

to demonstrate:  

 readiness to implement the AKI algorithm and e-alerts in their laboratory systems, 

 support for the work from a clinical lead, quality improvement facilitator and 

executive leadership, and 

 a willingness to work across acute and primary care. 

 

A steering group was formed to guide the collaborative, which included all 

participating NHS board teams. The steering group was tasked with: 

 providing clinical and professional direction to the development and testing of 

interventions, 

 encouraging and engaging in cross-site learning, 

 providing regular written updates on their progress and challenges, and 

 informing the future direction of the AKI Collaborative. 

 

Seven NHS boards were initially recruited to participate in the collaborative: 

 NHS Borders 

 NHS Fife 

 NHS Grampian  

 NHS Highland  

 NHS Lanarkshire  

 NHS Lothian 

 NHS Tayside 

 

NHS Tayside had previously undertaken a great deal of work across acute and primary 

care to improve the management of AKI prior to the collaborative launch and, through 

participation in the ERG, provided significant support to the development of 

interventions and resources.  

Five NHS boards remained in the collaborative throughout the 18 month timeline. The 

remaining two NHS boards continued to participate at learning sessions (see Figure 1).    
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Figure 1: NHS boards and test sites 
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Method of delivery 

Programme design 

The Breakthrough Series (BTS) Collaborative model was chosen for programme 

delivery as a method that would best enable participants to collaborate and learn from 

each other. The Institute for Healthcare Improvement (IHI) developed this model. 

SPSP Acute Adult has used this model extensively since its launch in 2008. It has been 

adapted to a variety of contexts and, in many cases, has supported significant 

improvements in outcomes for patients. Key elements of this model were used to 

varying degrees in this collaborative and are described in Appendix 1. 

Programme content 

The initial theory of improvement 

The ERG agreed to focus their efforts on the development of a driver diagram, change 

package and measurement plan. These improvement tools set out the aims and 

suggested interventions for testing in pilot sites with the expectation that participating 

NHS boards would select one or two areas of focus and test concepts from the change 

package. The concepts could be tested in combination with locally generated ideas, or 

with ideas from external experts. Care bundles were developed to support teams with 

a reliable care process. The bundles included elements of care such as fluid 

management, review of high risk medications and urinalysis. The draft driver diagram, 

change package and measurement plan are published on the ihub website7. 

Measurement for improvement 

A measurement plan was developed to support the testing of process changes and to 

understand their impact.  

Outcome measures for incidence of AKI, length of hospital stay and mortality were 

defined. Part of the work was to scope the feasibility of this data being available. 

Advice from the ERG and other clinical experts was that the use of coding in AKI was 

unreliable. Teams were advised to use data generated locally by the AKI algorithm to 

support outcome measurement.  

Collaborative learning 

An element of the collaborative approach was to enable teams to learn from each 

other. This was supported by the sharing of resources, regular progress reports, and 

presentations at steering group meetings and learning sessions. Appendix 2 shows the 

timeline of the collaborative.  

 

                                                      
7 https://ihub.scot/acute-kidney-injury/resources-downloads/  

https://ihub.scot/acute-kidney-injury/resources-downloads/
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To support collaborative learning, the 

programme engaged with ‘Think Kidneys’ 

which is an established awareness raising 

campaign in NHS England that has 

developed a variety of AKI resources. This 

engagement allowed SPSP Acute Adult to 

invite clinical experts to share their 

insights and learning at a number of 

networking events. Feedback from 

collaborative participants shows they 

valued this learning opportunity. 

SPSP Acute Adult is collaborating with 

Scottish Government’s National Intravenous (IV) Fluids Programme which was 

launched shortly after the AKI Collaborative. The IV Fluids Programme aims to improve 

standardisation of IV fluid prescribing and management. Fluid management is a critical 

part of preventing and managing an AKI. Some of the NHS boards participating boards 

in the AKI collaborative, have included a focus on improvement work in fluid 

management as an approach to prevent or reduce AKI incidence. 

Site visits  

SPSP Acute Adult carried out a series of improvement support visits to the 

participating NHS boards to assist teams to identify local priorities, develop an 

understanding of the local context and support the design of improvement activity.  

SPSP Acute Adult’s improvement and subject matter expertise provided support and 

challenge to the local teams to help them identify opportunities for improvement by 

adapting and testing new approaches and processes. 

Steering groups 

Teams were further supported through structured steering group meetings which 

incorporated project surgeries. These enabled NHS boards to share data, progress and 

challenges with each other, plan next steps and maximise the opportunities to learn 

from one another. The test sites also used this time to plan the content for learning 

sessions based on their learning needs at the time. 

Data and assessments 

Each participating NHS board submitted a self-assessment to the SPSP Acute Adult 

team every two months, which highlighted their progress and described any 

challenges. SPSP Acute Adult team provided feedback on the self-assessment 

electronically to NHS boards. 

Colleagues from NHS Manchester Trust with  

Calum McGregor (left), Healthcare Improvement 

Scotland, National Clinical Lead

 

https://www.thinkkidneys.nhs.uk/
https://learn.nes.nhs.scot/12217/scottish-government-health-and-social-care-resources/whole-system-patient-flow-improvement-programme/national-iv-fluid-improvement-programme
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Impact of the collaborative  

Pre-existing work 

Prior to the launch of the collaborative, participating NHS boards were at different 

levels of maturity with their work on AKI. Four of the selected sites had participated in 

the ERG and, to varying degrees, had been working on AKI improvements or associated 

work before joining the collaborative. Table 1 describes pre-existing work in each NHS 

board at the start of the collaborative. As previously described, NHS Borders and NHS 

Tayside withdrew from the collaborative prior to completion.  

Table 1: Pre-existing work 

Board Existing work 

NHS Borders Implemented e-alerts in acute care with links to clinical guidelines. 

 

NHS Fife 

Significant work had been undertaken to improve fluid prescribing 

and management. The NHS board had an ambition to link AKI e-

alerts to their electronic track and trigger system (Patienttrak).  

NHS Grampian E-alerts available but not activated. 

NHS Highland Existing work on hyperkalaemia and fluid management. 

Developing e-alerts within a new laboratory system. 

NHS Lanarkshire Using e-alerts linked to clinical guidelines and had studied impact 

of this in practice. 

NHS Lothian E-alerts running in a test environment as part of pilot ward 

improvement project. 

NHS Tayside Established use of e-alerts and extensive work in education and 

awareness of AKI spread across primary and secondary care. 

 

Focus of collaborative activity 

During the 18-month collaborative, participating NHS boards focused their efforts in 

three main areas: 

 implementation of the AKI algorithm and e-alerts, 

 education and awareness, and  

 changes to care processes. 
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AKI algorithm and e-alerts 

An AKI is detected in routine blood tests by monitoring changes in an individual’s 

kidney function. When the AKI algorithm is integrated into the laboratory system it will 

identify potential cases of AKI in real time and produce a flagged test result as an e-

alert. This e-alert notifies clinicians about the presence of an AKI in a patient they are 

treating and offers the potential to link to a protocol that can inform treatment.  

Although the AKI algorithm has been widely implemented in laboratory management 

systems in NHS England, implementation of the algorithm is variable across NHS 

Scotland. All NHS boards within the collaborative have now activated e-alerts. The data 

produced from the algorithm has helped teams better understand areas of high 

incidence and measure the impact of changes to care processes. 

Introduction of the AKI algorithm and e-alerts has been well received by collaborative 

participants and in clinical practice. The comments below are feedback from delegates 

at a learning session highlighting the importance of e-alerts in practice. 

 

‘Activation of E-alerts – being part of the collaborative pushed  

the NHS board to get these prioritised’ 

‘Using AKI e-alerts helps identify and prioritise patients’ 

‘I like the e-alerts that we now have on TRAKCare – these are really helpful  

as they flag an abnormal result on my patients’ 

 

Education and awareness 

An important impact of the collaborative was work carried out in participating NHS 

boards to educate and raise awareness of AKI, including its causes and management. 

NHS boards have used this approach to varying degrees, including campaign 

approaches aimed at both staff and the public to improve their knowledge of AKI risk 

and to drive engagement in the improvement activity. Short, focused education 

sessions were carried out during safety briefs and integrated into other ward routines 

to maximise staff attendance.  

The SPSP Acute Adult team produced an educational set of slides to support building 

knowledge and understanding of AKI. A number of resources were developed and 

shared by collaborative teams and adapted by SPSP Acute Adult for use across NHS 

Scotland. 
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NHS Tayside shared guidance cards (Figure 2.1 and 2.2) which set out the basic 

response for a patient with an AKI. These were adapted by SPSP Acute Adult and to 

date 2,000 cards have been distributed throughout NHS Scotland.  

  

Figure 2.1 

 
Figure 2.2 
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Care processes 

The aim of the collaborative was to test 

approaches to reduce harm from AKI through 

improved prevention, recognition and 

response for people in primary care and 

secondary care.  

As about 60% of AKI starts in the community8, 

SPSP Acute Adult focused this collaborative at 

both primary and secondary care settings. The 

opportunity to share the existing work from 

NHS Tayside across primary and secondary 

care was of particular benefit to the 

participating NHS boards. For example NHS 

Fife had a particular focus on the 

implementation of AKI guidelines which 

included the medicine sick day rules cards. 

This approach builds on existing work within 

SPSP Medicines and SPSP Primary Care to promote the appropriate use of the 

‘Medicine Sick Day Rules’ cards. The cards, outlined in Figure 3, are intended for use as 

a tool to support conversations between healthcare professionals and patients about 

their medicines and dehydration and have the potential to prevent an AKI in 

vulnerable people. 

 

 

 

 

 

 

 

 

 

 

                                                      
8 http://cjasn.asnjournals.org/content/7/4/533.long 

Figure 3 

 
 

 

http://cjasn.asnjournals.org/content/7/4/533.long
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Impact in participating NHS boards  

As the participating NHS boards were at different levels of maturity with their work on 

AKI when the collaborative launched, they each had different approaches to 

preventing, recognising and responding to AKI.  

NHS Fife  

Prior to joining the collaborative, NHS Fife made significant improvements in fluid 

management and had implemented the AKI algorithm in their laboratory systems. 

They used the support of the collaborative to join their work on fluids improvement 

and AKI, with the same team leading on both efforts. NHS Fife had a strong focus on 

prevention in primary care. 

Colleagues in primary and secondary care in NHS Fife developed AKI guidelines. These 

are accessible on their intranet to guide clinicians’ treatment plans. A questionnaire 

was sent to GPs to understand their usage of the guidelines, and their response is 

noted in Figure 4. Additionally, the laboratory team implemented a process of phoning 

GPs to advise them about any patients who trigger an AKI e-alert. This phone call 

enabled GPs to determine the underlying cause and prevent further deterioration of 

the AKI. 

  
A biochemist supported the progress by engaging with GPs. A second questionnaire 

was distributed to understand if the guidelines had changed their treatment of 

patients with an AKI. Of those responding, 60% felt that the guidelines had sped up or 

changed the management of patients, and 20% felt that the guidelines had positively 

changed the patient’s outcome (Figure 4.1). 

 

 

 

 

 

 

 

 

 

Figure 4 

 
 

Figure 4.1       
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NHS Grampian   

 

NHS Grampian joined the collaborative to support their efforts to improve outcomes 

for deteriorating patients. They implemented the AKI algorithm and e-alerts at the 

start of the collaborative, undertook significant work in education and awareness 

raising, and have tested various approaches to improve care processes. 

Figure 5 shows data which captured the number of AKI alerts in a pilot ward. This data 

was shared at ward level to help engage staff and to inform their improvement efforts. 

During the period of the collaborative, their work contributed to a 50% reduction in  

e-alerts in two pilot wards.  

 

Education sessions also proved valuable to help staff understand the causes of AKI and 

what they can do to improve patient outcomes.  

Figure 6.1 shows the results from a staff questionnaire undertaken to assess the 

effectiveness of the education sessions. NHS Grampian used a campaign approach to 

raise awareness and increase knowledge for both staff and members of the public 

(Figure 6.2). As part of this they used a mobile information bus in remote and rural 

areas (Figure 6.3) to offer resources which generated significant interest.  

 

 

Figure 5 
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“Education and awareness package – provided the biggest buy-in” 

 

 

 
 
 
 

  

Figure 6.1 

 
 

 

Figure 6.3 

 

  Figure 6.2 

 



 

20 

NHS Highland  

NHS Highland used the support of the collaborative to build on their hyperkalaemia 

work and align this with fluid improvement work. They had previously established the 

use of the AKI algorithm and sought to use this as a baseline for improving 

communication and response for people with AKI. As part of raising awareness of AKI, 

NHS Highland hosted a learning event for staff from acute and primary care to align 

the work of the National Early Warning Score (NEWS), sepsis and AKI.  

NHS Highland carried out various tests of change to combine fluid prescription and 

monitoring. As with other NHS boards, they identified various ways to communicate 

and educate staff about AKI and fluid management. Communication boards (Figure 7) 

are now being used in the acute receiving area to help raise awareness for staff and to 

act as a prompt to determine the underlying cause and prevent further deterioration 

from AKI. 

  

 

 

NHS Highland are testing care bundles as an approach to improve reliability of 

recognition and response for AKI (see Appendix 3).  

  

Figure 7 
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NHS Lanarkshire   

NHS Lanarkshire had implemented the AKI algorithm and activated e-alerts prior to 

joining the collaborative. They joined the collaborative to advance their work to 

improve outcomes for deteriorating patients. 

NHS Lanarkshire undertook work to understand where AKI was most prevalent in their 

system. 

Figure 8 shows data which demonstrates how the AKI algorithm helped to identify 

clinical areas with a higher incidence of AKI. This was displayed to help focus 

improvement activity.  

NHS Lanarkshire also undertook work to improve communication following an AKI  

e-alert. They identified barriers, including communication routes and a lack of shared 

understanding of AKI terminology. A structured improvement approach was taken to 

introduce an AKI e-alert care bundle (Figure 9) to improve compliance with urinalysis 

and fluid balance in an emergency department.    

 

 

 

 

 

Figure 8 
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Figure 9 
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NHS Lothian 

NHS Lothian identified the following areas as being key to their improvement work. 

1. Establishing an electronic e-alert and guidelines in pilot wards.  

2. Delivering a rolling education programme. 

3. Engaging advanced nurse practitioners was key in both renal and in the pilot wards, 

which were care of the elderly and orthopaedics. Both of these wards had engaged 

with improvement work previously, and had medical and nursing staff who had the 

greatest amount of experience and understanding. 

 

NHS Lothian introduced an AKI protocol (Figure 10) which is accessed when an e-alert 

is triggered. This acts as a checklist for staff to help identify the potential causes of an 

AKI.  

  Figure 10 

 



 

24 

Learning 

Throughout the 18 months of the collaborative, a number of learning points have 

emerged which will help inform the next phase for work on reducing harm from AKI 

and how SPSP Acute Adult might approach new programmes of work. 

The main learning points are:  

1. Impact 

 importance of AKI e-alerts to recognise AKI early, 

 need for standardised process to communicate AKI e-alerts so that clinical staff 

can take the appropriate action to prevent further progression, 

 complexity of the response to AKI, and 

 role of education and raising awareness of an AKI to support sustainable 

improvement. 

 
2. Delivery of collaborative 

 

 set-up of the collaborative, including recruitment of NHS boards, local 
improvement support and process to ensure a shared understanding of 
expectations for participants, and 

 consideration to the method for delivery to support prototyping work to meet 
the needs of this collaborative.  

 

A number of specific learning points relating to collaborative set up, method of 

delivery and interventions have been generated over the 18-month duration of this 

collaborative.  
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Conclusion and next steps 

Participating NHS boards have worked together to test an approach to preventing, 

recognising and responding to AKI. This report has collated their learning over the 

duration of the collaborative. 

Implementation of the AKI algorithm and e-alerts has been a critical step to support 

recognising AKI and guide treatment. Education and awareness has been equally 

important to support staff and patients to recognise the importance of AKI and 

understand what steps they can take to prevent further deterioration. Building on this 

experience, the next stage of this work will include outcome measures from e-alerts 

that directly measure both AKI incidence and progression in acute hospitals. 

However, solutions for reducing harm from an AKI are complex as it is frequently a 

symptom of an underlying condition. Resolution of an AKI episode is dependent on 

addressing the underlying cause of deterioration. While there are bundles available, 

there is limited evidence of these being reliably applied in clinical practice to improve 

outcomes. SPSP Acute Adult will use this opportunity to test approaches for 

recognition and response to acute physiological deterioration and will aim to address 

the needs of people who are deteriorating from any cause. 

Furthermore, there is important learning for SPSP Acute Adult from this first approach 

to prototyping interventions with selected teams. There is a need to better define the 

pre-conditions for improvement teams in the recruitment processes, feedback and 

reporting. 

The learning gained from this work has helped to develop options on how to progress 

this work across primary and secondary settings. 

SPSP Acute Adult will use the learning gained to: 

 revise the driver diagram, change package and measurement plan, 

 offer continued support to the existing five NHS boards who wish to continue to 

prioritise this work, 

 enter into a partnership agreement with a clear expectation on reporting of 

outcome data, 

 facilitate three further networking events, and 

 explore opportunities to embed AKI in the response and review of deteriorating 

patients. 

 

SPSP Acute Adult acknowledges the importance of the input of participating NHS 

boards to the development and delivery of the AKI Collaborative. Their input to 

shaping the aims and interventions has been critical to the learning presented in this 
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report and has certainly had a positive impact on the care and experience for people in 

their care. 

 

Plans for September 2019 to August 2020 

Revision of the driver diagram, change package and measurement plan 

These improvement resources were developed for the collaborative and have been a 

useful resource in providing direction for teams. They will be reviewed in light of the 

learning from the last 18 months.  

Continue to work closely with NHS boards within the collaborative who are prioritising 
AKI by: 

 offering NHS boards currently within the collaborative the option to continue to be 

part of this programme, 

 working in collaboration with these teams to support their continued improvement 

work around AKI, and 

 supporting NHS boards to prioritise and sequence their improvement work 

according to their local priorities and context.  

 

Develop partnership agreements with participating NHS boards 

Building on the learning from the collaborative, an agreement will be drawn up 

between SPSP Acute Adult and participating teams that clearly sets out expectations in 

relation to: 

 priorities for improvement activity and associated measurement, 

 participant team members, including clinical leadership, multidisciplinary 

engagement, quality improvement and data support, and executive sponsorship 

with role descriptors developed in relation to these roles, 

 tracking progress, including clear expectations on the reporting of outcome 

measures on a standard template and providing regular narrative reports, 

 support required from SPSP Acute Adult for each team, including networking 

opportunities, site visits and responsive support based on data and narrative 

submissions, and 

 escalation routes, both at NHS board and SPSP Acute Adult level. 

 

Provide a platform for ongoing shared learning for teams who remain engaged with 
this work   

Organise a number of virtual events to provide the opportunity for continued sharing 

and learning. 

Improvement support 

During the collaborative, each NHS board received one site visit to help understand the 

work being carried out. Participants identified these as high value activities so the 

proposal is to repeat this and offer additional, more informal visits and support. 
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Data and assessment feedback 

The process for data reporting, self-assessment and feedback has been reviewed. A 

standard excel template will be produced for participating teams to report outcome 

measures with an expectation that this data is submitted every 2 months alongside a 

self-assessment which describes challenges and successes with change ideas. 

 

Explore and test a generic response to recognising and responding to a deteriorating 
patient 

There is an emerging need to better describe and support the range of ways to 

recognise and respond to physiological deterioration from any cause. SPSP Acute Adult 

will work with clinical experts to design and test a generic process to recognising a 

deteriorating patient. SPSP Acute Adult will test this process with one NHS board in 

order to embed the AKI work within the existing deteriorating patient work stream. 
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Appendix 1 

Element of  

Break through Series 
IHI descriptor Application to AKI Collaborative 

Topic selection There is a particular issue that is ripe for 

improvement: existing knowledge is sound but 

not widely used, better results have been 

demonstrated and many people are affected. 

The primary purpose of a BTS Collaborative is to ‘close the gap 

between what we know and what we do9’. The topic of AKI was 

identified by key informants to the 90-day process as one with 

potential to improve outcomes for a significant number of people. 

However, knowledge of successful strategies for change was 

limited so the aim of this collaborative was to test an approach 

developed by the ERG.   

Faculty recruitment Subject matter and improvement experts are 

recruited and supported to develop the content 

of the collaborative. 

Early recognition and treatment for AKI happens in primary and 

secondary care. The input of a renal specialist to the ERG was vital 

to assure the appropriateness of clinical content. However, there 

was a lack of representation from clinical staff who would be 

making the changes in practice. This may have had a negative 

impact on the design of the change package. 

Enrolment of participating 

teams 

Multidisciplinary teams supported by senior 

leaders and improvement advisors are invited 

to apply. Pre-work is done to identify baseline 

data, aims, elements of measurement and 

optimal team membership. 

Expectation was set during the selection process that teams would 

engage across professional disciplines and engage with colleagues 

in general wards. There was no expectation of pre-work in terms of 

aims or baseline data, although a number of the participants had 

this in place. 

                                                      
9 http://www.ihi.org/resources/Pages/IHIWhitePapers/TheBreakthroughSeriesIHIsCollaborativeModelforAchievingBreakthroughImprovement.aspx  

http://www.ihi.org/resources/Pages/IHIWhitePapers/TheBreakthroughSeriesIHIsCollaborativeModelforAchievingBreakthroughImprovement.aspx
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Element of  

Break through Series 
IHI descriptor Application to AKI Collaborative 

Learning sessions Participating teams are brought together at 

face-to-face meetings to understand the change 

package, and learn improvement methods that 

will help them to test, learn and refine their 

change ideas. Teams are supported to learn 

from each other and form a sense of 

community around their topic area. 

Learning sessions were held every 6 months and included 

presentations from external speakers and training on quality 

improvement methods. These were supplemented by steering 

group meetings which also provided an opportunity to share 

progress and challenges, and plan next steps. 

Action periods 

 

Teams test and implement changes in their 

setting and collect data to measure impact. 

They submit progress reports to the entire 

collaborative and are supported by site visits. 

There was variation in approaches to action periods. Some teams, 

particularly those with dedicated support from an improvement 

advisor, were active in their testing of changes. Other teams took a 

different approach of focusing on education and awareness as their 

primary approach. Teams submitted progress reports which were 

shared with all participants. The resources available in SPSP 

supported one site visit to each team with the effect that some 

were not done until a year after the launch. 

The Model for Improvement 

 

Teams are encouraged to use the Model for 

Improvement to identify aims, measures and 

change ideas then carry out iterative testing of 

their changes, using data to understand their 

impact. 

Learning sessions included training on the use of the Model for 

Improvement. The approach of the teams defined the variable use 

of this model in practice. 
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