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ABSTRACT

Background. People living with chronic kidney disease (CKD) need to be able to live well with their condition. The
provision of psychosocial interventions (psychological, psychiatric and social care) and physical rehabilitation
management is variable across England, as well as the rest of the UK. There is a need for clear recommendations for
standards of psychosocial and physical rehabilitation care for people living with CKD, and guidance for the
commissioning and measurement of these services. The National Health Service (NHS) England Renal Services
Transformation Programme (RSTP) supported a programme of work and modified Delphi process to address the
management of psychosocial and physical rehabilitation care as part of a larger body of work to formulate a
comprehensive commissioning toolkit for renal care services across England. We sought to achieve expert consensus
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regarding the psychosocial and physical rehabilitation management of people living with CKD in England and the rest of
the UK.
Methods. A Delphi consensus method was used to gather and refine expert opinions of senior members of the kidney
multi-disciplinary team (MDT) and other key stakeholders in the UK. An agreement was sought on 16 statements
reflecting aspects of psychosocial and physical rehabilitation management for people living with CKD.
Results. Twenty-six expert practitioners and other key stakeholders, including lived experience representatives,
participated in the process. The consensus (>80% affirmative votes) amongst the respondents for all 16 statements was
high. Nine recommendation statements were discussed and refined further to be included in the final iteration of the
‘Systems’ section of the NHS England RSTP commissioning toolkit. These priority recommendations reflect pragmatic
solutions that can be implemented in renal care and include recommendations for a holistic wellbeing assessment for
all people living with CKD who are approaching dialysis, or who are at listing for kidney transplantation, which includes
the use of validated measurement tools to assess the need for further intervention in psychosocial and physical
rehabilitation management. It is recommended that the scores from these measurement tools be included in the NHS
England Renal Data Dashboard. There was also a recommendation for referral as appropriate to NHS Talking Therapies,
psychology, counselling or psychotherapy, social work or liaison psychiatry for those with identified psychosocial needs.
The use of digital resources was recommended to be used in addition to face-to-face care to provide physical
rehabilitation, and all healthcare professionals should be educated to recognize psychosocial and physical rehabilitation
needs and refer/sign-post people with CKD to appropriate services.
Conclusion. There was high consensus amongst senior members of the kidney MDT and other key stakeholders,
including those with lived experience, in the UK on all aspects of the psychosocial and physical rehabilitation
management of people living with CKD. The results of this process will be used by NHS England to inform the ‘Systems’
section of the commissioning toolkit and data dashboard and to inform the National Standards of Care for people living
with CKD.

LAY SUMMARY

This paper presents the process for achieving consensus for the psychosocial and physical rehabilitation
management of people living with chronic kidney disease. A modified Delphi process was used to achieve consensus
and make recommendations about the changes that can be made to renal care. Nine final recommendations will be
used to guide and ensure that people living with chronic kidney disease can live well with their condition.

Keywords: CKD, exercise, physical activity, psychosocial, rehabilitation

INTRODUCTION

A diagnosis of kidney failure is very challenging, impacting ev-
ery aspect of a person’s wellbeing—physical and mental health,
finance, employment and relationships. This level of adversity
can significantly impact an individual and their family’s quality
of life. It can influence their self-respect and esteem, and pre-
vent them from taking more control of their lives, becoming a
partner in their own healthcare, or adopting life enhancing and
self-management behaviours [1]. People living with chronic kid-
ney disease (CKD) should have equity of access to the holistic
care provision they need to live their lives well [2, 3]. Supporting
people to live well with CKD includes promotion of good mental
health, social provision, education and physical rehabilitation,
all of which have a significant impact on emotional, social and
physical health, creating a greater focus on shared responsibility
for health and reducing time spent in care settings.

Psychosocial issues in people with CKD include psycholog-
ical, psychiatric and social care needs, and these can impact
physical health and treatment outcomes. Depression in early-
stage kidney disease increases the risk of progressing to late-
stage kidney disease, leading to the need for dialysis or a kid-
ney transplant. Depression increases the risk of hospitalization
[4, 5]; in addition, depression in people receiving dialysis and in
people living with kidney transplants increases the risk of dying
by approximately 50% and 65%, respectively. People living with
severe mental illness make up 7% of the UK kidney population

[6–8], receive suboptimal kidney care and can die up to 15 years
younger than their peers.Dementia-like conditions are common
in kidney patients but significantly under-diagnosed, leading to
suboptimal care for both dementia and kidney disease [9]. There
are also significant barriers for people with CKD and intellectual
disabilities. These conditions are likely to decline more quickly
in dialysis patients and have a negative impact on their ability to
make decisions about their treatment [10]. Very high levels of so-
cial need are reported and the need for social care intervention
must not be underestimated, particularly as this in turn often
has a significant impact on a person’s emotional wellbeing [11].

Despite a large body of research evidence supporting the clin-
ical effectiveness (improved psychological wellbeing, quality of
life and physical health outcomes) and cost-effectiveness of psy-
chosocial interventions in physical healthcare which has been
published over the last 50 years [12], there remains wide vari-
ation in the provision of specialist psychosocial care and ac-
cess to renal specialist psychosocial practitioners [13, 14]. Indi-
viduals living with CKD report high levels of physical inactivity
and poor emotional and social wellbeing [15]. Despite disease-
specific guidelines promoting physical activity participation [16],
people living with CKD do not routinely receive physical activity,
or social or emotional wellbeing support as part of their clinical
care [16].

National Health Service (NHS) England has been running
a multi-agency programme that aims to transform delivery of
kidney specialized services across England. The Renal Services
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Figure 1: Methodology of modified Delphi process.

Transformation Programme (RSTP) has five workstreams; four
are clinical and the fifth, SystemsWorking, aims to unpick cross-
cutting themes that will enable commissioning on the princi-
ples of awhole person,whole care pathway approach.One of the
cross-cutting themes within the programme explores how peo-
ple could live well with CKD, especially those who develop ad-
ditional long-term conditions. The purpose of this process was
to identify best practices that support patient care by specif-
ically focusing on their psychosocial and physical rehabilita-
tion needs. We also wanted to identify some key recommen-
dations for interventions that would be feasible to implement
and deliver in the short term. It was acknowledged that there
would be some recommendations that would require consid-
erable resources to deliver and would need commitment from
major stakeholders and commissioners to develop further. We
aimed to develop consensus by having clinicians, people living
with CKD and other subject matter experts engage in a conver-
sation on what good psychosocial provision and physical reha-
bilitation for people with CKD should look like.

MATERIALS AND METHODS

Figure 1 describes themethodology utilized for themodifiedDel-
phi process.

Recruitment of the core expert group and the expert
panel

Tenmultidisciplinary specialist kidney healthcare professionals
(n = 4 physiotherapists, n = 1 occupational therapists, n = 4
exercise scientists/physiologists, n = 1 nephrologist) and six
specialist kidney psychosocial healthcare professionals (n = 2
clinical and health psychologists, n = 2 counsellor, n = 1 psychi-
atrist, social worker, n= 1 specialist nurse) were convened by the
NHS England RSTP committee as a core healthcare professional
group. NHS England RSTP worked together with the UK Kidney
Association (UKKA) Living Well with Kidney Disease special
interest group (SIG) and the National Renal Psychosocial Group

to identify and formally invite experts in the field to take part
in this modified Delphi process. To the best of our knowledge,
members of this core group represented the specialist centres
who offer kidney-specific psychosocial health or physical reha-
bilitation management within the UK. All members were well
recognized as having many years of experience and expertise in
psychosocial and physical rehabilitation care for people living
with CKD. In addition to the healthcare professional experts,
an invitation was extended to the UK kidney patient charities
and to the patient representatives from the UKKA Living Well
with Kidney Disease SIG and the UK Renal Psychosocial group
to join the core group. This included people living with kidney
disease (n = 4) and patient charity representatives (n = 4). This
core group were involved in the development of the statements.

Purposive sampling was utilized to select an expert panel
for the modified Delphi survey who met the inclusion criteria
and had the necessary expertise to be on the panel. All partici-
pants were required to be 18 years or above, actively conducting
research or clinical practice in kidney-specific psychosocial or
physical rehabilitation fields, and affiliated with one of the na-
tional groups. The invited participants were either members of
the multi-professional kidney team (n = 3 nephrologists, n = 3
nurses,n= 3 physiotherapists; n= 1 occupational therapist,n= 2
social workers, n = 3 counsellors, n = 2 psychologists), people
living with CKD or their representatives (n = 2 charity represen-
tatives, n = 4 patients) or kidney care commissioners (n = 2),
and also a member from the NHS England team (n = 1). All par-
ticipants were formally invited to participate, and consent to
take part in the modified Delphi process was collected by the
NHS England RSTP. All participant information and responses
to both online surveys were confidential, and responses were
collected anonymously. Twenty-two participants responded to
Round 1 and 26 of the expert panel attended Round 2 and were
involved in revision of the remaining statements and online vot-
ing. Four of the people living with kidney disease chose to not
respond to the online survey in Round 1 but wished to be in-
cluded in the subsequent group discussions and second online
survey.
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Survey development

The core group of experts were invited to express opinions
and formulate statements, based on their knowledge and
experience and a thorough review of the available literature
(including guidelines and what ‘good’ psychosocial and physical
rehabilitation looks like in other chronic disease populations),
of psychosocial care provision and physical rehabilitation
management for people living with CKD. This core group met
a number of times in advance of the consensus workshop to
prepare the discussion rounds, inform the statements and
ensure a full and clear view of the needs of people with kidney
disease would be covered by them. A total of 16 statements
across five domains were included in the survey: identification
of need; addressing provision of interventions at all levels of
need; addressing integrated care; addressing workforce needs;
and accountability and reporting (see Table 1). The survey
statements were constructed to highlight the key challenges
and opportunities relating to each domain, and to agree effec-
tive approaches to address these challenges. The survey was
piloted with three clinicians who had psychosocial and physical
rehabilitation experience. An iterative process of feedback was
undertaken to improve the readability of statements, and to
determine whether any additional statements were needed.

Conducting the survey

The statements were circulated to the expert panel as an on-
line survey. The expert panel were asked to score whether they
‘agree’ or ‘do not agree’ with each statement in the question-
naire. Level of participant agreement for each statement was
ranked on a scale of 0%–100%, with 0 being total participant dis-
agreement and 100% being total participant agreement. Scores
between 75% and 100% participant agreement were considered
to represent good agreement with each statement [17]. When
more than 80% of participants scored ‘agree’ on any statement,
this was regarded as an acceptable level of consensus. This
threshold was agreed in advance by the group. Any statements
with a consensus level of >50% but <80% were explored fur-
ther in Round 2. The written responses from Round 1 were also
collated to explore the degree of individual experts’ agreement
with each statement. All responses to the online survey were
anonymous. Round 2 was executed during an online consen-
sus workshop hosted by NHS England. The consensus workshop
took place on Friday 13 May 2022 and included a range of repre-
sentatives from the expert group. The consensus day included
presentations and breakout sessions, where participants were
asked to consider all the consensus statements (Table 1). This
was in relation to:

• gaining consensus on the pathway to identify, assess, mon-
itor and support the psychosocial and physical wellbeing of
people with CKD to help them live longer in better health;

• co-developing a set of recommendations for further consid-
eration as part of RSTP.

The summarized results were presented to all members of the
expert panel along with the identical set of statements from
Round 1. Participants were offered the opportunity to view the
results, discuss any changes to statements with below 70% par-
ticipant agreement during break-out sessions with members of
the core group, and to help formulate a final set of statements.
At the end of Round 2, the modified statements were presented
to the expert group and participants were asked to respond to
an online survey asking if they ‘agreed’ or ‘did not agree’ with

each of the revised consensus statements. A range of evidence-
based outcome measures to identify the need for psychosocial
and physical rehabilitation were also discussed by the expert
panel during the group discussion and four outcome measures
were voted for at the end of Round 2.

Following on from the consensus event, all 16 statements
were circulated to the NHS England Renal Clinical Networks, the
NHS England RSTP Clinical Director and the four RSTP work-
stream leads for consideration to be included in the RSTP com-
missioning toolkit. Following this feedback and further discus-
sion with the core group, a total of nine priority statements
were selected to be included in the commissioning toolkit (see
Table 2 and 3).

Data analysis

The online surveys were conducted in Microsoft Forms (2021)
and results were collated, analysed by two independent mem-
bers of the NHS England RSTP team using Microsoft Excel (2021).
Descriptive statistics were used to describe participants’ demo-
graphic characteristics and group responses to each statement
in both rounds. An acceptable level of consensus was reached
when more than 80% of participants scored ‘agree’ on any
statement [17].

RESULTS

Agreement levels for Rounds 1 and 2 are displayed in Table 4.
At the end of Round 1, acceptable levels (>80%) of consensus
were obtained for 15/16 statements. The only statement with
<80% consensus at the end of Round 1 (77%) stated: ‘All people
with advanced kidney disease (Stage 4 +) should be assessed
at diagnosis (or when they reach this stage) to understand their
psychological, social, and physical care needs. (Assessment to
include depression, anxiety, social needs, nutrition, frailty, phys-
ical activity levels, physical function and cognitive impairment)’
(Statement 1a). Five people did not agree with this statement.
They felt that there should be priority given to people approach-
ing dialysis therapy or at listing for kidney transplantation.
The issues relating to this statement were explored further at
the online consensus workshop during the breakout sessions
facilitated by representatives from NHS England and prior to
the Round 2 online survey at the end of the workshop. During
these discussions, there was acknowledgement that this rec-
ommendation should remain inclusive of all people with CKD
at stage 4+ to allow for preventative therapeutic approaches.
However, a priority for the resource required for measurement
of intervention need should be targeted at those people with
CKD approaching dialysis, or at listing for kidney transplan-
tation. At the end of Round 2, all 16 statements reached high
levels of consensus (>90%). The Patient Health Questionnaire
(PHQ-4) [18], Distress Thermometer [19], the sit to stand 5 (STS5)
physical function outcome [20] and The Single-item Score phys-
ical activity measure [16] were unanimously selected by the
expert panel to be included in the RSTP commissioning toolkit.

DISCUSSION

Findings from this modified Delphi process suggested a high
level of consensus [21] on all statements reflecting the expert
opinion of key members of the kidney MDT, people living with
CKD, and other key stakeholders. The results are therefore likely
to be a fair representation of general practice and expert opinion
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Table 1: Consensus statements.

Identification of needs

1a: All people with advanced kidney disease (Stage 4+) should be assessed at diagnosis (or when they reach this stage) to understand
their psychosocial and physical care needs. (Assessment to include depression, anxiety, social needs, nutrition, frailty, physical activity
levels, physical function and cognitive impairment.)

1b: All people with advanced kidney disease should receive annual screening to identify holistic care needs (including psychosocial and
physical rehabilitation) and at key points in their pathway when their treatment needs change, e.g. start of active RRT, change of
treatment modality, after hospitalization, transition to adult services, conservative management, or end of life care.

1c: All people who are at risk pre-transplantation should have a psychosocial and physical health assessment (as per NICE guideline
NG107). All donors (altruistic, living related and directed) should have a pre-donation psychosocial assessment [as per BTS Guidelines for
Living Donor Kidney Transplantation (2018) and for Directed Altruistic Donation (2018); and KDIGO Clinical Practice Guideline on the
Evaluation and Care of Living Kidney Donors (2017)].

Addressing provision of interventions at all levels of need

2a: Routine screening for psychosocial distress and physical rehabilitation needs should be undertaken by the renal MDT and follow-up
interventions determined by the traffic light system or rehabilitation care model. This should link to interventions which will increase in
relation to identified need (e.g. for psychosocial the NICE Level 1–4 stepped care should be applied, and for physical rehabilitation the
NHS commissioning rehabilitation model should be applied).

2b: Enhanced renal psychosocial and physical rehabilitation pathways should be identified for groups of people living with CKD who are
at increased risk of poor health outcomes due to health inequalities. This includes ethnicity and social deprivation, comorbidity (e.g.
severe mental illness, dementia, intellectual disability, frailty), challenges with access (e.g. due to digital and health literacy, digital
exclusion, English not being the first language, other communication challenges) and challenges engaging with the care plan due to
treatment non-adherence.

2c: A face-to-face annual review should be offered where clinically indicated, where people living with CKD choose it or where there is no
access to digital care. It is anticipated that at least one in-person assessment will be required for the majority of people living with CKD.

2d: Pre-emptive psychosocial and physical rehabilitation interventions should be available to improve outcomes for people living with
CKD at specific points in the care pathway, e.g. preparation for dialysis, pre-transplant rehabilitation, preparation for conservative care.

2e: People with advanced kidney disease (Stage 4+) should have care plans which include physical and psychosocial health and recognize
the support needs of informal carers and family members. These should link to primary care social prescribing and promote shared
decision making and patient activation.

Addressing integrated care

3a: Integrated mental health pathways need to be commissioned within local areas to enable stepped care which includes primary care,
third sector providers, NHS Talking Therapies, community mental health provision, crisis mental health care, hospital liaison psychiatry,
adult social care working with specialist Renal Psychosocial care teams. Community integrated rehabilitation should be commissioned in
the context of the whole system. This should include access for people living with kidney disease for bed-based care, home based, group
rehabilitation and home-based community rehabilitation, and include kidney-specific psychosocial and physical rehabilitation.

3b: Psychosocial provision and rehabilitation services for people living with advanced kidney disease should be delivered by a specialist
renal MDT which includes all the professionals required to meet local population need (including renal psychosocial and renal physical
rehabilitation practitioners).

3c: The renal MDT should tailor psychosocial and physical rehabilitation interventions for the person to enable:

• The development of individual care plans for physical, psychological, mental and social needs which may include supporting people
through a virtual rehabilitation platform.

• Access to clinical review and more specialist advice or rehabilitation when needed .
• Care co-ordination for streamlined care.
• Provision of education resources for people living with CKD.

3d: Advanced kidney outpatient preparation (to support dialysis, conservative care and transplant decision making) for multidisciplinary
care should include access to Renal Psychosocial Practitioners and health and exercise rehabilitation practitioners.

3e: Specialist renal MDTs should provide system wide consultation, liaison and training of other staff across the pathway (CNSs, AHPs,
GPs and practice nurses, MDT colleagues, NHS Talking Therapies workers, community rehabilitation services) to enhance renal-informed
care and develop the skills of other professionals seen by the person with kidney disease.

Addressing workforce needs

4a: All people with advanced kidney disease should have equality of access to renal psychosocial and physical rehabilitation services. The
recommended staffing levels for psychosocial and therapies renal staff have been published in the Renal Workforce Plan (2020). There
should be adequate renal workforce to support psychosocial and physical rehabilitation needs in all outpatient settings.

4b: All renal staff must receive training in the psychosocial and physical rehabilitation needs of people living with CKD so they are able to
act as ‘first responders’ and know who and where to refer. In cancer and diabetes services, specialist nurses are trained to provide
lower-level psychosocial provision (Level 2) with specialist supervision (from Level 3/4 practitioners).
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Table 1: Continued

4c: Capability and competency analysis should be undertaken for MDTs to ensure that professionals are being supported to develop skills
that are aligned to the needs of the population.

4d: Services should use digital health interventions (digital/apps/technology) to equip people and staff with skills to use new technology
to maximize access to provision and enable access to specialist renal psychosocial and physical rehabilitation within their home
environment. Services should also support people living with CKD to overcome barriers to access new technology and improve digital
literacy, e.g. cognitive and language impairments.

Accountability and reporting

5a: To ensure there is equity of care (no postcode lotteries), national standards, audits of psychosocial and physical rehabilitation care
should be introduced and monitored. The renal dashboard should include measures of psychosocial and physical
wellbeing/rehabilitation and monitor the number of people with advanced kidney disease receiving a holistic assessment.

RRT, renal replacement therapy; NICE, National Institute for Health and Care Excellence; BTS, British Transplantation Society; CNS, clinical nurse specialist; AHP, allied

health professional; GP, general practitioner.

Table 2: Key psychosocial health recommendations.

We recommend the introduction of the PHQ-4 and the Distress Thermometer to allow for identification need for psychosocial assessment
and intervention. This should be undertaken and recorded annually for all those expecting or on dialysis, or at listing for transplantation.

We recommend people living with CKD who are at-risk, and are identified using the above tools are reviewed and where necessary referred
as appropriate to NHS Talking Therapies, psychology, counselling or psychotherapy, or liaison psychiatry. The results of assessments should
be linked to (with people’s assent) and shared with other care providers (ideally in a care plan) to include primary care and enable local
social prescribing.

Mental health provider collaboratives must ensure the education and training of staff to enhance renal-informed care, including referral
routes for people with CKD into their local IAPT provider. We note that kidney disease is not covered in the long-term conditions training
for IAPT staff, and believe this should be remedied.

Renal staff must receive training in the psychosocial needs of people living with CKD, and be able to act as ‘first responders’, knowing who
and where to refer. Renal specialist nurses can be trained (a national Level 2 course for renal staff could be developed in conjunction with
ANN-UK and UKKA) to provide lower-level psychosocial provision (Level 2) with specialist supervision.

All people who are at risk pre-transplantation should have a psychosocial and physical health assessment (as per NICE guideline NG107).
All donors (altruistic, living related and directed) should have a pre-donation psychosocial assessment [as per BTS Guidelines for Living
Donor Kidney Transplantation (2018) and for Directed Altruistic Donation (2018); and KDIGO Clinical Practice Guideline on the Evaluation
and Care of Living Kidney Donors (2017)].

IAPT, improving access to psychological therapies; ANN-UK, Association of Nephrology Nurses UK; NICE, National Institute for Health and Care Excellence; BTS, British
Transplantation Society.

on the key areas surrounding the provision of psychosocial and
physical rehabilitation for people living with CKD.

When planning for an optimal pathway that delivers good
kidney-specific psychosocial and physical rehabilitation man-
agement for all people living with CKD, the extent to which ex-
perts agree on the management can be synthesized using con-
sensus methodology. It was essential that as many of the key
expert healthcare professionals, people living with CKD and es-
sential stakeholders were involved, so that the key recommen-
dations resulting from this process had credibility and were a
fair reflection of current opinion and practice.

The single contentious issue exposed by the process related
to the statement recommending that all people with advanced
CKD (stage 4+) be assessed to understand their psychosocial and
physical care needs.Concerns aboutwhether this type of assess-
ment should be prioritized only for those people approaching
end-stage CKD, rather than the whole of stage 4+, were raised
in response to this statement in Round 1. Extended discussion
at the consensus workshop reflecting the importance of preven-
tative therapeutic approaches [22] resulted in subsequent high
consensus with this statement (92%).

There was a high level of consensus for all other statements
(>92%) at the end of Round 2, a strong show of support for the
integration of psychosocial and physical rehabilitation manage-
ment within the care and commissioning pathway for people
living with CKD. Five statements reached 100% consensus by the
end of Round 2. It was recommended for people who are at risk
pre-transplantation, including recipients and donors, to have a
psychosocial and physical health assessment (Statement 1c). It
was also recommended that enhanced kidney psychosocial and
physical rehabilitation pathways should be identified for groups
of people living with CKD at increased risk of poor health out-
comes due to health inequalities (Statement 2b). Pre-emptive
psychosocial and physical rehabilitation interventions were rec-
ommended to be available to improve outcomes for people living
with CKD at specific points in the patient pathway, e.g. prepara-
tion for dialysis, pre-transplant rehabilitation and preparation
for conservative care (Statement 2d). It was recommended that
the kidneyMDT should tailor psychosocial and physical rehabili-
tation interventions for the person to enable the development of
individual care plans for physicalmental and social needswhich
may include supporting people through a virtual rehabilitation
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Table 3: Key physical health recommendations.

All people expecting or on dialysis, or at listing for transplantation, should receive a holistic physical health review at diagnosis or annually,
that includes a physical function, nutritional and frailty assessment (Clinical Frailty Score). Care plans must include physical rehabilitation,
linking to primary care social prescribing.

We recommend that all people living with CKD expecting or on dialysis, or at listing for transplantation, should be assessed with the
validated ‘Sit to Stand 5 (STS5) functional assessment measure’ and the physical activity vital scale. This should be recorded annually as
the physical function and physical activity measures that allow for identification of those in need of physical rehabilitation assessment and
intervention.

We recommend the inclusion of digital health interventions to equip people living with CKD and the staff caring for them to maximize
access to care. Services should support people living with CKD to overcome barriers to accessing new technology and improve digital
literacy. Free NHS-developed web-based self-management programmes (that offer live and on-demand movement classes, and behaviour
change support tools to increase physical activity) for people living with CKD exist and should be adopted wherever possible.

Renal staff must receive training in recognizing frailty and renal-informed physical rehabilitation care. They should link to integrated
community rehabilitation teams, and where needed to specialist physiotherapists and occupational therapists for renal-specific care.

Table 4: Consensus results for Round 1 and Round 2.

Consensus
statement

Round 1: participant
responses ‘Yes’, n (%)

Round 1: participant
responses ‘No’, n (%)

Round 2: participant
responses ‘Yes’, n (%)

Round 2: participant
responses ‘No’, n (%)

1a 17 (77) 5 (23) 24 (92) 2 (8)
1b 19 (86) 3 (14) 25 (96) 1 (4)
1c 22 (100) 0 (0) 26 (100) 0 (0)
2a 20 (91) 2 (9 ) 25 (96) 1 (4)
2b 21 (95) 1 (5) 26 (100) 0 (0)
2c 18 (82) 4 (8) 25 (96) 1 (4)
2d 22 (100) 0 (0) 26 (100) 0 (0)
2e 19 (86) 3 (14) 25 (96) 1 (4)
3a 21 (95) 1 (5) 25 (96) 1 (4)
3b 19 (86) 3 (14) 24 (92) 2 (8)
3c 22 (100) 0 (0) 26 (100) 0 (0)
3d 21 (95) 1 (5) 25 (96) 1 (4)
3e 19 (86) 3 (14) 25 (96) 1 (4)
4a 20 (91) 2 (9 ) 25 (96) 1 (4)
4b 20 (91) 2 (9 ) 25 (96) 1 (4)
4c 22 (100) 0 (0) 25 (96) 1 (4)
4d 22 (100) 0 (0) 24 (92) 2 (8)
5 21 (95) 1 (5) 26 (100) 0 (0)

There were n = 22 respondents in Round 1 and n = 26 respondents in Round 2.

platform, access to clinical review and more specialist advice or
rehabilitation when needed, care co-ordination for streamlined
care and the provision of education resources for people living
with CKD (Statement 3c). Finally, there was also a recommen-
dation to ensure that the kidney dashboard includes measures
of psychosocial and physical health so there is equity of care
(Statement 5). The key recommendations for the RSTP toolkit
(Table 2 and 3), and also the recommendation for the RSTP dash-
board to include a record that a holistic needs assessment has
been completed at diagnosis, change of modality and otherwise
annually, reflect these identified priority areas.

In brief, from an outcome measure perspective, the PHQ-4
was recommended as an ultra-brief valid and reliable self-report
questionnaire that measures depression and anxiety scale [18].
The Distress Thermometer is a simple tool used to screen for
symptoms of distress and empowers the clinician to facilitate
appropriate psychosocial support and referrals [19]. The STS5
outcomemeasure was suggested as a measure of physical func-
tion. The STS5 is a reliable [20] and commonly used assessment

of frailty, lower body strength,muscle power and balance in CKD,
and is associated with progression to dialysis andmortality [23].
The Single-item Score physical activity measure, a self-report
single-question outcomemeasure to determine weekly physical
activity levels, was also recommended to screen for low levels
of physical activity. This measure was recently recommended
in the UKKA exercise and lifestyle clinical practice guidelines
[16]. All these measures were deemed to be simple, easy to com-
plete by the patient and simple to score by the healthcare pro-
fessional, and therefore to have an increased likelihood of being
adopted into clinical practice.

The consensus statements and priority statements we re-
port for the commissioning of psychosocial and physical re-
habilitation kidney care offer a unique and comprehensive,
evidence-based approach to prioritize and deliver clinically im-
plementable care for people living with CKD. The statements,
which are based on the current evidence that includes pub-
lished guidelines, also benefits from the collation of expert opin-
ions, including those of people living with CKD, that the Del-
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phi methodology affords. In contrast, guidelines are often based
on published studies of randomized controlled trials only. It
is anticipated that these statements will be utilized alongside
other published guidelines to offer people living with CKD an
opportunity to live well with their kidney disease. The addi-
tional cost resource to provide this care is acknowledged. The
increased inequality in provision of this type of care for people
living with CKD, when compared with other long-term condi-
tions, and potential cost-saving of proposed preventative mea-
sures should entice kidney care providers to commission these
services.

The modified Delphi process has very few geographical lim-
itations as it primarily uses online questionnaires. This enabled
many experts throughout the UK to take part at relatively lit-
tle cost. This methodology also allows a degree of anonymity,
which helps to avoid domination by an individual with strong
opinions or vested interests. The process of ‘rounds’ also allows
individuals to view the distribution of the group’s response and
to change their own response considering this. Criticisms of the
Delphi process include the absence of accountability afforded to
panel members by the anonymity of the process and the lack of
open discussion on issues relating to each statement. However,
our consensus workshop allowed for open discussion during re-
vision of statements for Round 2, giving the opportunity for each
expert panel member to clarify and expand on their opinions.
There is no standard threshold for consensus, however previous
Delphi studies have accepted consensus levels of between 50%
and 80% [17].

CONCLUSION

The Delphi process proved successful in finding consensus on
the most appropriate kidney-specific psychosocial and physical
rehabilitationmanagement for people living with CKD. The final
16 statements generated during this process will form the basis
of key recommendations for the short- and longer-term, which
will be included in the RSTP commissioning toolkit for kidney
care. The process has provided recognition that kidney-specific
psychosocial provision and physical rehabilitationmanagement
should be a component of any optimal care pathway for people
living with CKD.
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NephroCan is a Canadian, fully integrated product and service 

provider for patients affected by chronic kidney failure and needing 

hemodialysis (HD) therapy. Our company offers a broad range of HD 

products including machinery: hemodialysis machine, central and 

portable reverse osmosis (RO) systems, patient chairs, and disposables: 

dialyzers, bloodlines, fistula needles, and bicarbonate cartridges and 

bags. 

NephroCan’s dialyzers (NephroFilters) are made with high-quality 

materials and pass rigorous testing to ensure safety, effectiveness, 

and efficacy. We offer a variety of NephroFilters to assist nephrologists 

and other healthcare providers in administering personalized care for 

their patients. NephroFilters are low flux or high-flux permeability and 

adaptable to different hemodialysis machines, designed for ease of 

use by healthcare professionals. 

Our HD machine (NephroHDM) features technology that enables 

precise and customized treatment for each patient. Our goal is to 

improve clinical outcomes and patient safety. The NephroHDM offers 

various therapeutic options that allow healthcare providers to tailor 

hemodialysis sessions based on each patient’s specific needs. The 

machine is practical, with an intuitive interface for a fast, easy set up, 

and safe monitoring of HD treatments. 

NephroCan’s CE-certified products are trusted by healthcare 

professionals around the world. Our commitment to quality and safety 

is reflected in our operations and processes, which ensure our products 

provide patients with the best hemodialysis treatment throughout 

their ESRD journey. 

Our distribution partners and end users agree on several 

reasons why NephroCan presents a unique offering:  

1. Extensive product portfolio
NephroCan offers a wide range of products and services that cover 

the “A to Z” of the hemodialysis spectrum. This broad portfolio 

provides integrated solutions and comprehensive treatments for 

dialysis patients with various medical needs. 

2. Commitment to innovation
NephroCan is committed to innovation and invests heavily in 

research and development to create new products that can 

improve patient outcomes. Our focus is to develop products and 

technologies that will better serve the healthcare industry in the 

coming years.  

3. Global perspective 

With an existing presence in the EU, Africa, Asia, and the Middle 

East, NephroCan’s goal is to expand our reach and serve patients 

in diverse geographical areas. This global vision allows us to share 

best practices and leverage expertise across regions to improve 

patient care. 

4. Patient and family-centred care approach 
NephroCan places a strong emphasis on putting patients and 

their families first. We tailor our products and services to meet 

the uniqueness of the communities we serve. This philosophy 

is reflected in our commitment to quality and safety, ensuring 

NephroCan is a trusted provider of hemodialysis products.  

You can learn more about how our products are driving positive 

change in the industry and improving patient outcomes 

worldwide by visiting our website: www.NephroCan.com. 
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