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manual by the Italian Society of Nephrology 
(SIN): Part I: clinical care delivery and  
performance measurements and improvement

AbstrAct

Chronic kidney disease (CKD) has now emerged as a 
public health priority, and there is an increasing de-
mand by patients and health care organisations that the 
quality of care delivered by renal units to CKD patients 
be systematically monitored and evaluated. The Ital-
ian Society of Nephrology (SIN) has started an initiative 
aimed at promoting a quality certification process spe-
cifically focused on CKD. To this end, SIN started a col-
laboration with an independent Italian company which 
is a partner of Joint Commission International (JCI), a 
nonprofit international organisation dedicated to the 
promotion of quality improvement and safety of health 
services. As a result of this collaboration, a document 
describing a voluntary certification process developed 
based on JCI criteria was produced by SIN. This docu-
ment comprises 2 parts. Herein (Part I) we deal with 
standards for clinical care delivery and performance 
measurements related to CKD care. Programme man-
agement and clinical information management will be 
presented in a separate manuscript (Part II).

Key words: Care delivery, Certification, Chronic kidney 
disease, Clinical care, Clinical performance indicators, 
Continuous quality improvement, JCI, Quality

IntroductIon

In 2007, the Italian Society of Nephrology (SIN) estab-
lished a Clinical Governance Committee. Two of the 
main objectives of this committee were starting new 
initiatives aimed at increasing the attention of the 
population and health authorities to the epidemics of 
chronic kidney disease (CKD) and promoting a qual-
ity certification process specifically focused on CKD. 
To realize the second aim, the society started a col-
laboration with PROGEA, an Italian company which 
is a partner of Joint Commission International (JCI), a 
nonprofit international organisation dedicated to the 
promotion of quality improvement and safety of health 
services. As a result of this collaboration, the Clinical 
Governance Committee of SIN and PROGEA produced 
a document intended for Italian renal units who plan to 
obtain JCI certification for their CKD facilities, based 
on the international standards set out by this organi-
sation. 
This document will be published in 2 parts. In the first 
we will present standards of clinical care delivery and 
performance measurement and improvement. In the 
second, we will deal with programme management 
and clinical information management.
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Joint Commission International certification 

JCI is a recognised global leader in quality improvement 
projects for the health care industry, as well as a pioneer in 
the development of performance and outcomes measures 
for health care organisations. 
JCI certification represents a voluntary process through 
which a third-party nongovernmental body recognises and 
certifies that a health care organisation (HCO; a renal unit in 
our case) is in compliance with specific standards that re-
quire facilities to continuously improve their processes and 
results. These standards apply to (i) clinical care delivery, 
(ii) performance measurements and improvement, (iii) pro-
gramme management and (iv) clinical information manage-
ment. The decision to award certification is based on an 
evaluation of compliance with standards, effective use of 
the established clinical practice guidelines, and on the eval-
uation of the approach to performance measurement and 
continuous quality improvement. Certification is awarded 
for 18 months. At the end of this period, to maintain certi-
fication, the HCO must submit an acceptable self-assess-
ment, attesting continued compliance with the standards, 
accompanied by evidence of performance measurement 
and improvement activities. An on-site review must be con-
ducted every 3 years to maintain certification. 
To gain certification, the HCO must demonstrate acceptable 
compliance with all standards and achieve a minimal numeri-
cal score on these standards. Certified HCOs receive a final 
report on the certification activities and the award certificate. 
The report indicates the level of compliance with JCI stand-
ards achieved by the same organisation. If, during the period of 
certification, the HCO undergoes changes in its structure, own-
ership or services, it must notify JCI. JCI will then determine 
whether there is a need to review the HCO again and, therefore, 
to render a new decision on the certification status.
JCI requires the HCO to satisfy all recommendations for 
follow-up improvements within a specified time frame. 
Demonstration that the requested improvements have 
been effectively implemented may take place through a fo-
cused review, a written report or both. The time frame for 
follow-up and the type of follow-up activity are determined 
by the rules established by the JCI Accreditation Commit-
tee. A certification award is valid for 3 years unless revoked 
by JCI, and provided that the intracycle review (i.e. a review 
which applies to the time frame of certification) is presented 
and judged acceptable. JCI does not automatically renew 
certification. Rather, the HCO seeking to continue its certi-
fication must once again undergo a full certification review, 
resolve any follow-up conditions and again be found to be 
in satisfactory compliance with the standards.

Clinical care delivery and the renal unit

To ensure compliance with the measurable elements of this 
standard, the roles and responsibilities of professionals who 
compose the team caring for patients with CKD must be de-
fined. This team is composed of nephrologists and nurses 
and must include a dietitian, a psychologist/social worker 
and an information technology specialist (note: these job 
descriptions are taken from the document prepared by the 
Italian Society of Nephrology’s Organising Commission for 
Nephrology, Dialysis and Transplant Services (1)). 
To comply with the clinical care delivery standard, the or-
ganisation must provide:
Data on the education (degree, specialisation, diploma etc.), 
experience (years of work in the relevant field) and training 
(internships, master’s degrees etc.) of each member of the 
team, which are needed to perform their specific role, re-
corded on a European format CV and updated twice yearly; 
The criteria used to select each member of the team, in 
written form, with proof of licensure, experience and valida-
tion of their specific competencies. Individual documenta-
tion (originals or copies) must be included in the personnel 
file, including an evaluation made by the team leader of the 
competencies that motivated the practitioner’s inclusion in 
the team (degree, diploma and specialisation) and docu-
mentation proving that the credentials have been main-
tained (current membership in a professional association 
and/or other similar memberships); 
Written, formalised orientation procedures for newly hired 
team members; 
Detailed job descriptions (as this term is used by the JCI – 
referring to the list of technical, organisational and manage-
ment capacities that each type of professional working in 
the organisation must possess) for all of the members, and 
the list of prerogatives which defines the medical interven-
tions that each type of team member is authorised to per-
form in the organisation where he or she works. This is dif-
ferent from the job description, which just defines what the 
person must know how to do (e.g. nephrologists know how 
an arteriovenous fistula should be made, but in practice not 
everyone in a renal team actually performs the operation). 
The job description must include the following headings: 
‘reports to’, ‘classification’, ‘interfaces with’, ‘purpose of 
the role’, ‘requirements’, ‘direct responsibilities’ (techni-
cal, specialist, management, organisational, relational) and 
‘competencies’ (what you should know, be and do); 
Verification of the authenticity of the degrees/diplomas. 
Verification cannot be done by the interested party (the in-
dividual professional), rather it must be carried out by the 
personnel office in each hospital by directly contacting the 
university and/or diploma-granting institution where the 
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credential required to perform the role was awarded. The 
personnel file must include the certificate sent by the uni-
versity to the hospital inside its original envelope, or the 
request sent by the health care facility (hospital or local 
organisation) to the university. A policy of verifying all de-
grees and diplomas must then be adopted at the level of 
the hospital trust, and this policy must be approved by the 
management and implemented in the relevant departments 
(generally, the personnel office); 
An evaluation form filled out when the member joined the 
team and at least once a year thereafter. This is to verify that 
the individual’s requirements, skills and competencies need-
ed to properly manage the care process have been main-
tained or improved. This form should be filled in by whoever 
the team member reports to (as listed in the job description). 
The form should be as objective as possible, preferably with 
questions requiring ‘yes, no, partially’ answers, and should 
evaluate all of the items listed in the job description. For phy-
sicians, it should include their ability to perform their pre-
rogatives, with an evaluation of the results obtained for each 
item. The form should include notes at the bottom of the 
page explaining the reasons for the evaluation given, with 
space for the person being evaluated to respond; 
Manuals and/or documents relating to the education given 
to newly hired members of the team to teach them how to 
perform their role most effectively; 
Update courses offered on the basis of a yearly training 
calendar, with verifiable documentation (e.g. record in the 
personnel file of the courses taken; for courses still lacking 
a certificate of completion, attendance sheets; for future 
courses, a calendar with the categories of professionals 
scheduled to participate). Ward meetings at which clinical 
cases are discussed may also appear on the calendar as 
training events; 
Periodic reports on any training needs the practitioners 
may have; 
Periodic team meetings, with minutes taken, on case man-
agement.
The renal unit must keep a list of the members of the CKD 
treatment team, in the format shown in Table I. An organi-
sational chart of the nephrology and dialysis unit, showing 
who individual members of the team report to, and the job 
functions they interface with, must also be kept. 
A calendar of training events showing the courses that the 
staff member has attended over the past 6 months and 
those planned for the upcoming 6 months must also be 
available. Whenever certificates of completion are not yet 
available, attendance sheets must be maintained. 
SIN recommends the following minimum criteria for recruit-
ing/enrolling staff members in the CKD treatment team:

Physician: specialised in nephrology, or at least 5 years of 
documented professional experience in the field at the time 
of joining the team. This requirement shall be directly evalu-
ated by the team leader, based on educational background 
and/or competencies developed over the past 5 years on 
the ward as a resident; The job description for the CKD 
programme nephrologists is given in Appendix I. 
Nurse: nursing diploma or degree, at least 6 months of ex-
perience in nephrology, registered member of the nursing 
association and skilled in the use of computer technolo-
gies. Must have at least 50% of continuous medical educa-
tion (CME) credits in training events on renal diseases. The 
job description of the CKD programme nursing coordinator 
and nurse is given in Appendix II. 
Dietitian: the training that the dietician has received from a 
university or an equivalent institution must ensure adequate 
theoretical and practical preparation in nephrology. He or 
she should preferably have practical training at a hospi-
tal nephrology centre under the supervision of an expert 
dietitian. Ideally, they should also have at least 6 months 
of postgraduation experience at nephrology centres. Must 
have at least 50% of CME  credits in training events on 
renal diseases. The job description of the CKD programme 
dietitian is given in Appendix III. 
Psychologist: psychology practitioners are required to 
have their psychotherapist credentials and/or a specializa-
tion diploma. Education: degree in psychology, 4-year spe-
cialisation in psychotherapy with a cognitive or cognitive 
behavioural theoretical and clinical approach; licensed to 
practice as a psychotherapist with at least 6 months of ex-
perience and/or consulting at nephrology centres. The job 
description of the CKD programme psychologist is given in 
Appendix IV. 
Social worker: preferably has at least 6 months of working 
or consulting experience at nephrology centres, not neces-
sarily in 1 continuous period.
Information technology (IT) specialist: has preferably 
worked and/or consulted for at least 6 months at IT com-
panies active in data processing, not necessarily in 1 con-
tinuous period.

Assigning of prerogatives to physician staff in the 
CKD programme: an example

The division head is responsible for defining which medical 
interventions, operations and invasive clinical manoeuvres 
each individual physician is or is not authorised to per-
form. An example is provided listing possible nephrologist 
prerogatives, including collaborative work inside and out-
side the renal unit, and a chart (available for viewing at the 
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team’s facility) identifying which medical interventions each 
individual nephrologist is authorised to perform (Tab. II).
An example of a nursing staff evaluation form is presented 
in Table III.

Performance measurements and improvement 
and CKD care

SIN recommends the adoption of the SIN guidelines pub-
lished in 2003-2007 (3) and of the Kidney Disease Out-
comes Quality Initiative (KDOQI) 2007 for diabetes and 
chronic kidney disease (4). The CKD patient’s first visit 
with a nephrologist must take place no later than CKD 
stage 4. Adherence to the selected guidelines must be 
demonstrated, noting reasons for deviation, in the pa-
tient’s medical record. 
The following treatments are considered appropriate for CKD:
Pharmacologic and nonpharmacologic treatment of high 
blood pressure.
Evaluation and management of comorbid conditions.
Slowing of the decline in kidney function.
Prevention and treatment of cardiovascular lesions.
Prevention and treatment of diabetes.
Prevention and treatment of malnutrition.
Dietary evaluation of energy, protein and phosphate intake.
Prevention and treatment of complications due to the de-

cline in renal function.
Evaluation, planning and consultation for the creation of 
vascular accesses.
Preparation for kidney failure and renal replacement thera-
py, including preparation of vascular access.
Renal function replacement therapy by means of dialysis or 
transplant if signs or symptoms of uraemia are present. 
The multidisciplinary nature of the intervention is a focal point 
in the JCI process and must be fostered and ensured. The 
renal team should provide documentation on interaction with 
pertinent specialists for the treatment of comorbidities as 
well as on effective communication with the general practi-
tioners including the management of emergency cases. The 
care process is subject to review and/or improvement through 
continuous detection and evaluation of deviation from the 
established guideline targets. The reason for any deviation 
should be noted in the individual medical record. All staff 
members involved in the care process must know when the 
protocol/guideline is not being followed for a particular patient 
and why. Each patient’s medical record/care file must contain 
a personalised plan of intervention to be periodically updated. 
Periodic meetings (weekly and/or fortnightly) are essential for 
the interventions for a case to be integrated and to ensure ef-
fective continuity and quality of care. Management of the pa-
tient’s comorbidities is of fundamental importance in ensuring 
continuity of care. The possible alternatives are (a) comorbidi-

TABLE I  
MEMBERS OF THE CHRONIC KIDNEY DISEASE TREATMENT TEAM

Last / First name
Professional 
qualification

Job title Responsibility
Contact info / Work 
location

Medical director 
Coordination 
Physician

Physician (employee) Medical care

Physician (contractual) Medical care

Nursing coordinator Nursing coordination

Nurse Nursing care

Psychologist Supervisory activities 

Social worker Patient support

Dietitian 

IT specialist
Data processing and 
management

Updated on ____________________ 
By project manager __________________ 
Contact info __________________
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TABLE II 
MEDICAL INTERVENTIONS EACH INDIVIDUAL NEPHROLOGIST IS AUTHORISED TO PERFORM

List of prerogatives (capacities) Nephrologist A Nephrologist B Nephrologist C Nephrologist D

Evaluate and interpret laboratory and instrument tests     

Evaluate and interpret histopathology tests     

Carry out Holter monitoring     

Evaluate the results of Holter monitoring     

Evaluate patient’s nutritional state and put together  
an appropriate nutritional therapy 

    

Perform a kidney biopsy under ultrasound guidance     

Insert a central venous catheter via  
jugular/subclavian veins 

    

Insert a central venous catheter via femoral vein     

Create an AVF     

Perform AVF venipuncture     

Insert a peritoneal catheter     

Perform renal ultrasound     

Interpret a renal ultrasound     

Carry out/monitor extracorporeal dialysis using  
diffusive/convective techniques

    

Prescribe extracorporeal dialysis using  
diffusive/convective techniques

    

Prescribe peritoneal dialysis     

Carry out/monitor peritoneal dialysis     

Prescribe low-flow dialysis at patient’s bedside     

Carry out/monitor low-flow dialysis at  
patient’s bedside 

    

Interpret acid-base results and electrolyte disturbances     

Create and implement individualised training programmes     

Organise work groups     

Access internet workstations     

Manage newsgroups and download e-mail     

Manage and create bibliographies of scientific works in 
paper  and electronic formats

    

Write research papers to be submitted to scientific 
journals and/or congresses 

    

Participate in national and international scientific  
congresses 

    

AVF = arteriovenous fistula.
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TABLE III 
NURSING STAFF EVALUATION FORM

 Evaluation items Yes Partially No N/A

Identifies nursing care needs (noted in medical record)     

Ensures that the prescribed diagnostic procedures and therapies are properly performed     

Ensures main care activities are properly performed, including personal hygiene, mobility, 
respiration, hydration and feeding, urinary and bowel elimination, sleep, etc.

    

Ensures monitoring of vital functions: cardiocirculatory, body temperature regulation,  
state of consciousness

    

Holter monitoring     

Monitors collateral effects     

Follows current protocols     

Identifies alterations in the water-electrolyte and acid-base balance     

Monitors glycaemia levels and manages insulin therapy     

Individualises the care, adapting it to each type of patient, family and environment     

Evaluates compliance of the patient and family, taking into consideration the family’s  
environment and its human and financial resources

    

Gathers relevant data and registers them in the documentation in use     

Refreshes own competencies: annual CME points     

Participates in orientation and training of less experienced coworkers: no. of people tutored     

Communicates patient problems verbally and in written form, both to other practitioners 
involved in the care and to the family

    

Sets up, checks and verifies the good working order of the relevant equipment     

Continually identifies patient needs     

Collaborates in drawing up protocols and guidelines     

Participates in analysing the organisational problems of the operational unit and collaborates 
in drafting improvement proposals 

    

Makes rational use of equipment and materials     

Fosters a relationship of trust with patients and their companions through empathetic relations     

Conveys information in ways that are appropriate to the patient’s understanding so as to 
encourage compliance with diagnostic and treatment proposals

   
 

Fosters and maintains relations with coworkers and staff members based on respect and 
consideration for each other’s work 

    

Helps to integrate the different categories of practitioners in the team, making use of the 
competencies offered by each 

    

Maintains cooperative and collaborative relations with practitioners from other  
hospital-wide and external services
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ties are managed by the team as part of the care programme 
(no outside specialist is required to ensure continuity) or (b) 
comorbidities are managed by other physicians/specialists. In 
the latter case, to ensure continuity of care, how exactly these 
relations will be maintained and who is responsible for inter-
facing with the other physicians/specialists must be defined. 
Communications between the physicians/specialists involved 
in the care/consultation must be traceable. It is essential to 
define how urgent medical problems will be managed should 
they occur. 

JCI required data collection

The JCI demands that disease-specific care programmes 
collect and send data on at least 4 complex indicators deal-
ing with these categories (see sections below for indicators 
in each category):
clinical care (see section ‘Clinical care’), 
participants’ perception of care quality (see section ‘Par-
ticipants’ perception of care quality’), 
health status, 
administrative and financial affairs.
Programmes must present and keep data on the indicators 
for at least the previous 12 months, and the data must be 
summarised in at least 4 periodic reports to demonstrate 
that the programme has developed a historical database 
to assist in quality improvement after the trial period. Data 
must be stored in a project database (e.g. Microsoft Ac-
cess, Microsoft Excel or a hospital system – and not ex-
clusively in a paper-based form; relational databases are 
highly recommended). The request for the certification re-
view must include a form showing data for the indicators 
for the preceding year (i.e. a form for each Medical Informa-
tion Form (MIF) indicator).
To obtain certification, the following must be stated: 
the kind of measurement data systematically collected on 
all patients enrolled in the programme, 
how the data are collected, 
how the data are processed.
The information is collected either using computerised 
medical records or a suitable relational database program. 
Analyses are carried out by means of simple descriptive 
statistics, cumulative frequencies and variance from the 
established standard. If the medical record is paper-based, 
the individuals who will be asked to insert, check and proc-
ess the data must be identified. Some of the information 
contained in the records is then computerised so as to 
monitor the application of the guidelines and the improve-
ment process for each patient.
Each indicator must be accompanied by a rationale speci-

fying why that specific indicator was chosen. Clarification 
must be provided as to exactly what sort of assessment 
is expected from each indicator, and each indicator must 
have a defined target. If needed, guidelines must be updat-
ed and revised to adapt them to the characteristics of the 
target population. Improvement programmes must be de-
veloped out of an analysis of the results by the team mem-
bers (all of them, not just the medical staff), and wherever 
needed, new indicators should be introduced to maintain 
continuous improvement. 
Every 6 months, an audit is carried out on the implemented 
performance measures and outcomes for patients, regard-
ing the targets identified and the appropriate treatment of 
the patients.

Clinical care

SIN (see specific guidelines) recommends clinical perform-
ance indicators related to: 
serum creatinine and urea and glomerular filtration rate (es-
timated and measured); 
blood pressure; 
calcium, phosphorus and parathyroid hormone; 
hemoglobin; 
nitrogen and sodium excretion levels; 
proteinuria; 
weight; 
number of patients out of the total in the CKD programme 
who reach dialysis without a vascular access (indicator). 
SIN encourages and supports the use of an arteriovenous 
fistula as the first choice for hemodialysis; 
number of patients out of the total in the CKD programme 
who are suitable for kidney transplant and who reach dialysis 
without being on the active transplant waiting list (indicator); 
number of patients out of the total in the CKD programme 
who are suitable for live donor kidney transplant and who 
reach dialysis without having a transplant (indicator); 
number of patients out of the total in the CKD programme 
who reach dialysis under emergency conditions (indicator).
Reporting is based on the data collected and on extractions 
from the electronic database, which is populated through 
the electronic medical record.

Participants’ perception of care quality

A customer satisfaction questionnaire must be created, to 
be distributed to all of the participants enrolled in the care 
programme, to evaluate perceived quality. The question-
naire must be assessed and revised if it does not provide 
the proper information. The improvement plan (actions to 
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be taken to continuously improve clinical and management 
quality) should emerge from periodic, constant monitoring 
of the questionnaire results. SIN recommends a specific 
questionnaire (see Appendix V).
To satisfy this standard, a list of current and discharged pa-
tients is required. The reviewer may contact the patients by 
telephone or at their homes; if patients can be interviewed 
at the renal unit, the reviewer will conduct interviews on a 
random sample basis. If this is not possible, the reviewer will 
contact discharged patients by telephone and/or will go to 
the homes of patients currently enrolled in the programme. 

Database management and reporting

It is important that all team members be familiar with the 
data and that an IT specialist be assigned to work con-
tinuously on processing the data. It may useful to create 
a manual defining the data and describing the reports and 
the meaning of each indicator so that everybody can read 
and understand the information being collected and report-
ed on. The database must adhere strictly to the guidelines 
and to international terminology and measures commonly 
used to evaluate the items under study. The quality manual 
for the renal unit should include the database access meth-
ods and procedures, the timing, the passwords for queries 
and the pertinent guidelines. The project database must 
be continuously updated, as must the paper-based and/
or electronic hospital records, so that the analyses can be 
done in a timely fashion. If possible, the data should be 
registered by people who are knowledgeable regarding the 
contents. If this is not possible, the data registered in the 
database must be verified by a competent staff member 
before any analysis takes place so that no reports based 
on erroneous data are published, which would then invali-
date the data analysis. The database must be updated in 
real time during each medical encounter, be it outpatient or 
inpatient visit.

Self-management support

One of the cornerstones of the treatment of any dis-
ease is the participants’ active involvement in manag-
ing their illness. The standards of this section focus on 
(a) assessment of the participant’s ability to engage in 
self-management, (b) offering self-management support 
to the participant, (c) involving participants in develop-
ing their plan of care, (d) educating participants on the 
theoretical and practical competencies needed to man-
age their illness and (e) recognition and support of self-
management efforts.

One of the main objectives of JCI certification is precise-
ly to reduce patient risks and improve their living condi-
tions. This satisfies 1 of the criteria of the chronic care 
model (Fig. 1).
Ideally self-management behaviours are to be incorpo-
rated into all of the treatment plans at all stages of CKD. 
Patients must be constantly informed of their health sta-
tus, the progression of the disease and ways of manag-
ing it. They must also be constantly informed about what 
the members of the team are doing to treat them (type of 
intervention, medications, effects etc.). Patient involve-
ment in decisions involving their clinical care must be 
documented in their medical record. There must be an 
established process with a procedure of what to say and 
do; this might include the making of video clips (like the 
ones by the Italian Society of Nephrology), informational 
booklets on the disease, treatment, diet, why the treat-
ment should be followed and problems that may arise 
if the treatment is not followed. The care objective and 
the plan of care/support must be shared with the pa-
tient; it cannot be the sole prerogative of the physicians 
and team members. It is important to plan for appropri-
ate informational activities, providing specific examples 
when required. The clinical work group must be made 
up of competent staff, including, as stated in the renal 
unit standards document (in the section ‘Clinical care 
delivery and the renal unit’), a nurse with special train-
ing in CKD and a dietitian with renal competencies. If 
needed, a physiotherapist may also be involved. The pa-
tient must be informed and educated about the fact that 
particular behaviours and/or relations with practitioners 
(outside the care team) could interfere with the course 
of treatment and that, for this reason, the team must 
be kept up-to-date on these topics. The programme 
should inform participants of all potential consequences 
for noncompliance with the recommended treatments. 
An illustrated booklet on compliance is suggested. The 
team must assess the patient’s ability to engage in self-
management activities and evaluate how the result will 
affect the course of treatment for those who are willingly 
engaged and those who are not; the best ways for en-
couraging patient involvement must therefore be iden-
tified. The involvement of family members is desirable 
and should be encouraged. Patients should be informed 
about the various treatment modalities including inpa-
tient and outpatient care, peritoneal dialysis and haemo-
dialysis, transplantation, preparation for kidney failure 
and kidney replacement therapy, including preparation 
for dialysis access.
Both the input provided to the patient by the team and 
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the results achieved must be noted in each participant’s 
medical record. Support resources (family and communi-
ty) are to be adequately involved. For example, municipal-
ities, the local health service agency, general practitioners 
and district health and social services may be involved in 
providing support for lifestyle changes (training courses, 
meetings, support groups etc.). The renal unit itself can 
offer seminars, awareness-raising events etc. on its own 
initiative. 
If there are any barriers to change, they must appropri-
ately assessed, possibly referring the patient to the psy-
chologist. The recommended lifestyle changes must be 
documented in the medical record, and the results of the 
involvement must be continuously evaluated (with a criti-
cal eye to cases where this does not occur). If the patient 
is referred to the psychologist, the result must be evalu-
ated. Patients with reduced dietary intake and/or malnu-
trition should be offered a consultation. 
The effectiveness of the efforts to help the participant in 
making lifestyle changes should be assessed. The results 
of the recommended lifestyle changes must be docu-
mented in the medical record, and their effectiveness 
must be systematically evaluated. Data from a food diary 
and on minutes spent on a daily walk should be reported 
and monitored. 

APPENDIx I - JOB DESCRIPTION FOR CKD 
PROGRAMME NEPHROLOGIST 

Responds to
Head of the nephrology division. 
Interfaces with
Heads of medical services in the nephrology and dialy-
sis division, head of nursing service, outpatient clinic 
nurses.
Hospital-wide: Specialists and consultants.
Externally: General practitioners, patient groups and as-
sociations.

Purpose of the role
Prevention, diagnosis and treatment of kidney diseases (2); 
Identification of secondary forms of high blood pressure, 
of which CKD is the most frequent; 
Treatment of acute kidney disease and its complications, 
both in the nephrology and intensive care units; 
Treatment of CKD and its complications, through diet, 
drugs and dialysis; 
Metabolic study of urolithiasis; 
Alterations in the water and electrolyte metabolism inde-
pendently of the presence of nephropathies; 
Study of genetic and congenital nephropathies; 
Diagnosis and treatment, including plasmapheresis, of 
renal-related systemic or rare diseases of collagen, vas-
culitis, amyloidosis and myeloma; 
Surgical creation of vascular or peritoneal access for di-
alysis when necessary; 
Management of the kidney transplant waiting list; 

Fig. 1 - Chronic care model: 
changing health status in chronic 
disease. pt = patient.
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Carrying out and, if pertinent, interpreting the results of 
kidney biopsy; 
Ensuring continuity of care to nephrology patients 
across all phases of the disease and all clinical compli-
cations that may occur during the follow-up period.

Requirements
Specialisation in nephrology or at least 5 years document-
ed professional experience in the field at the time of joining 
the team. This requirement shall be evaluated directly by 
the head of the nephrology and dialysis division based on 
the required educational background and skills developed 
over the last 5 years as a resident on the ward.

Technical and professional
Ability to prevent, diagnose and treat primary and second-
ary medical diseases of the kidney, both acute and chronic, 
as well as disorders of the water and electrolyte metabo-
lism, the acid-base balance and complicated high blood 
pressure; 
Competence in the choice of conservative replacement 
therapies; 
Ability to intervene in the management of nephrology emer-
gencies, with dialysis techniques if appropriate; 
Ability to identify and prescribe a diagnostic and treatment 
course consistent with the objectives of the team.

Managerial
Ability to meet assigned objectives while respecting appro-
priate care and cost evaluation expectations; 
Ability to manage information and data with the aim of im-
proving performances; 
Ability to manage and create electronic records; 
Ability to interface with computer technology; 
Ability to access and use electronic medical databases; 
Ability to create and implement clinical procedures con-
sistent with scientific evidence and cost-benefit consid-
erations; 
Ability to create and implement organisational procedures 
and operational plans to alleviate criticalities associated 
with the use of hospital resources; 
Ability to manage and coordinate multidisciplinary compe-
tencies with a view to optimising the diagnostic and treat-
ment results; 
Willingness to undergo training and acquire new knowl-
edge, along with the use of advanced technologies and 
respect for quality goals and with particular attention to 
evidence-based medicine; 
Willingness to perform clinical research and teaching 
activities.

Relational 
Aptitude for group work; 
Ability to relate with users, colleagues and all staff mem-
bers involved in providing care; 
Ability to perform with poise in conflict situations; 
Ability to give clear, exhaustive information on topics within 
his or her expertise; 
Ability to draft objective evaluation and measurement crite-
ria on the aptitudes/performance of the team; 
Participate in scientific congresses as an invited speaker.

Organisational
Ability to create and implement individualised training pro-
grammes; 
Ability to organise work groups with an eye to optimising the 
team’s resources and driving them forward to achieve results; 
Accessing Internet workstations; 
Managing newsgroups and downloading e-mail; 
Ability to manage and create bibliographies of scientific 
works in paper and electronic formats; 
Ability to write research papers to be submitted to scientific 
journals and/or congresses; 
Ability to participate in national and international scientific 
congresses.

APPENDIx II - JOB DESCRIPTION OF THE CKD 
PROGRAMME NURSING COORDINATOR

Interfaces with (up)
Director of renal unit and director of nursing service.
Interfaces with (down)
Nurse orderlies and nurse social workers.
Interfaces with
Nursing service, head of nephrology and dialysis division, 
head of nephrology outpatient clinic, outpatient clinic nurs-
es, head of hospital quality, dietitian and psychologist.
Classification
Expert health care practitioner, nursing profile.
Requirements
First level master’s degree in management or coordination 
functions (or certificate of licensure for supervisory func-
tions in nursing care); 
At least 3 years of prior experience in the role.
Purpose of the role
The nursing coordinator of the nephrology outpatient clinic 
is responsible for organising the work and ensuring its cor-
rect performance, applying management processes to:
Planning and organisation of care models, including 
prevention, education, and nursing research in neph-
rology; 
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Management, deployment and evaluation of human and 
technological resources in the unit, enabling full expression 
of their potential; 
Coordination and optimisation of collaborative work be-
tween the various categories to foster maximum efficiency 
in the multidisciplinary approach to the care process; 
Control and surveillance of work activities as pertains to 
labour safety and hygiene; 
Orientation, evaluation and continuous training of nursing 
and auxiliary staff, as well as meeting clinical teaching re-
sponsibilities toward student nurses and nurse social work-
ers, with the aim of developing their potential to perform 
their professional roles.

Competencies of the nursing coordinator 

Technical and professional

Manage the activities of the nursing staff:
Plan activities while keeping organisational restraints in mind; 
Analyse operational positions and the functional organisation.
Time management by identifying priorities; 
Formulate work plans; 
Identify solutions in various contexts; 
Plan for organisational change; 
Set specific objectives to be reached; 
Reorganise staff work plans in light of changes that have 
occurred; 
Motivate staff to achieve objectives and continuous im-
provement in quality and productivity; 
Monitor the progress of team projects; 
Adopt quality development and productivity incentive strat-
egies; 
Collaborate in drawing up protocols and checking to en-
sure their application; 
Contribute to introducing, evaluating and providing con-
tinuous training of the nurses and auxiliary nurses.
Manage own activities:
Work under emergency conditions; 
Be responsible for implementing assigned projects and ac-
tivities; 
Formulate innovative proposals to be negotiated with im-
mediate superiors.

Manage own organisational behaviours:
Take decisions under circumstances that are not in one’s 
own favour; 
Delegate; 
Adapt to change; 
Share results with one’s team.

Manage processes, projects and evaluations:
Be familiar with professional and technical standards in 
nephrology (specifically, SIN, European Dialysis and Trans-
plant Association [EDTA] and European Dialysis and Trans-
plant Nurses Association [EDTNA] documents); 
Identify and select problems based on good quality criteria; 
Gauge demand, output and outcomes of the coordinated 
care; 
Choose priorities for problems by using cost-result com-
parison techniques; 
Formulate operational projects responding to good quality 
criteria for all component parts; 
Identify resources that are available or re-negotiable in the 
context; 
Identify appropriate technologies for solving coordination-
related problems from amongst the resources that are 
available or negotiable in the context; 
Be responsible for keeping and filling in patient and nursing 
records, ensuring that they are safe and complete; 
Perform assessments of the structure, process and results 
using explicit criteria; 
Identify own training needs and those of the staff; 
Design and evaluate training programmes; 
Evaluate proposed/implemented training activities; 
Check cleaning and hygiene of the premises and sur-
faces in use.

Manage research:
Design research activities; 
Identify research fields pertinent to the aims of the coordi-
nated care; 
Set up and manage a support function for technical and 
scientific advising;
Promote the introduction of coordinated care into research 
networks and identify publication channels for the research 
conducted; 
Conduct pertinent research. 

Optimise assigned resources:
Ensure safety in the work environment; 
Manage assigned resources.

Relational 
Define mission and vision of the coordinated care in line 
with those of the hospital; 
Foster a sense of identity and belonging to the hospital 
and the coordinated care, engaging staff in the creation of 
projects; 
Discern the potential of staff members; 
Manage interpersonal relations and conflicts, negotiate and 
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analyse the organisational climate; 
Encourage staff members’ professional development and 
career; 
Promote and develop peer evaluation processes; 
Ensure and foster communication in the care setting, en-
couraging interpersonal relations between team members 
and enhancing aptitudes, competencies, commitment 
and results; 
Create and maintain a network of constant, excellent ex-
ternal relations with all health care and nonprofit facilities, 
environments and teams that the service comes into con-
tact with; 
Manage a quality-oriented award system, with explicit criteria; 
Set up and conduct meetings and work groups; 
Plan and promote quality-oriented continuous training; 
Personally manage specific training events; 
Manage staff resources using quantitative and qualitative 
methods; 
Assign tasks, responsibilities, powers and resources, eval-
uating aptitudes, competencies and motivation.

APPENDIx III - JOB DESCRIPTION OF THE CKD 
DIETITIAN

Responds to
Hospital directorate, head of clinical nutrition unit or head 
of nephrology division, dietitian coordinator 

Classification
Health care practitioner dietitian profile – employee or self-
employed

Interfaces with 
Hospital-wide: Head of nephrology and dialysis division, 
staff physicians and junior specialist physicians, nursing 
coordinator, nurses, nurse social workers, social workers, 
psychologists, physiotherapists, IT specialists and hospital 
catering services staff
Externally: Local care providers, general physicians and 
suppliers 

Purpose of the role
Nutrition has a crucial role to play in all stages of CKD. Dur-
ing the conservative treatment phase, the dietitian helps to 
limit the main metabolic alterations caused by CKD.
During the replacement therapy phase, helps in controlling 
metabolic alterations caused by CKD and has an essential 
role in maintaining a satisfactory nutritional status.
The dietitian is responsible for managing all activities di-
rected toward proper application of diet and nutrition. The 

dietitian’s activities fall under the spheres of health promo-
tion, prevention, treatment and rehabilitation. A dietitian 
involved in the nutritional treatment of kidney diseases par-
ticipates in formulating the treatment plan by evaluating the 
patient’s nutritional status and creating an individualised 
dietary plan. He or she educates patients (and family) on 
self-management and encourages adherence to the nutri-
tion plan by constantly evaluating the effectiveness of their 
nutritional expertise based on the achievement of treat-
ment objectives. 

Requirements
Three-year degree in dietetics or equivalent dietician diplo-
ma, at least 6 months of experience in nephrology at na-
tionally or internationally recognised hospital centres, pref-
erably under the supervision of an expert dietician. Training 
ideally includes at least 50% of CME credits from attending 
training events on renal diseases.

Direct responsibilities
Technical and professional
Performs the dietetic diagnosis, including evaluation of the 
patient’s nutritional status, takes down the dietary history 
and estimates dietary needs; 
The evaluation of nutritional status includes the use of body 
composition techniques (level 1 and 2 anthropometry), en-
ergy balance (dietary history and food diary); 
The main ability of a dietitian skilled in the nutritional treat-
ment of renal diseases is the capacity to integrate the bio-
logical and psychosocial aspects of the patient’s dietary 
history; 
Plans the nutritional treatment, tailoring it to the different 
stages of renal disease (chronic renal insufficiency [CRI] in 
a conservative phase; CRI in dialysis and with transplant); 
 Sets and evaluates patient-specific objectives – an essen-
tial requirement for dietitians to be able to evaluate the ef-
fectiveness of their work; 
Involves the patient (and family) in all phases of the nu-
tritional care process, from evaluating needs, to preparing 
and creating a personalised dietetic plan – by means of ap-
propriate nutritional information and education; 
Individually tailors nutritional care by adjusting it to each 
particular type of patient, family and environment; 
Evaluates compliance of the patient and family with regard 
to the environment and the family’s human and financial 
resources.

Managerial
Gathers significant data, and documents work activi-
ties in a nutrition file that is made available to the other 
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team members; 
Refreshes own competencies through permanent training, 
critical self-reflection on experience, and research  to im-
prove the quality of the delivered care; 
Performs teaching, education and informative activities 
with the purpose of disseminating proper nutritional prin-
ciples across the different stages of the disease (CRI in a 
conservative phase; CRI in dialysis and transplantation); 
Participates in orientation and training of less experienced 
coworkers (tutoring activities); 
Continually identifies patient needs.

Organisational
Organises and coordinates activities pertaining to general 
nutrition and dietetics for patients with kidney disease; 
Applies the instructions provided in national and interna-
tional guidelines; 
Participates in drawing up local protocols and procedures 
shared with the team members; 
Coordinates the various players involved with nutritional 
services to ensure adherence to dietetic protocols for kid-
ney disease patients; 
Responsible for keeping and filling in patient and nursing 
records.

Relational 
Makes the patient and patient needs the central focus of 
his or her work; 
Gradually encourages patient empowerment, seeking fam-
ily involvement as well; 
Conveys information in ways that are appropriate to the 
patient’s understanding, so as to foster compliance with 
diagnostic and treatment proposals; 
Actively collaborates with the members of the team to carry 
out his or her role; 
Interacts with the other members of the team to identify 
and promote individual factors that may encourage adher-
ence to the entire treatment plan; 
Fosters and maintains relations with coworkers and staff 
members based on respect and consideration for each 
other’s work; 
Maintains cooperative and collaborative relations with prac-
titioners from other hospital-wide and external services.

APPENDIx IV - JOB DESCRIPTION FOR CKD 
PROGRAMME PSYCHOLOGIST

The work flow involves the following sequence of activities:
Preliminary psychological evaluation of the newly diagnosed 
patient aimed at forming a preliminary opinion on patients’ 

capacity for self-regulation and shared participation; 
Careful, in-depth analysis of psychological, behavioural and 
social factors; 
Possibility of proceeding to a “cognitive restructuring” of 
the patient’s attitude toward the disease, shifting atten-
tion from sensorial and emotional elements to behavioural 
ones; 
Initiation of a structured therapeutic education pro-
gramme, based on interactions among the physician, psy-
chologist, dietitian, nurse and possibly social worker, who 
work together to provide the appropriate knowledge on 
the patient’s individual disease state; this process tends 
to achieve the best therapeutic results by fine-tuning in-
terventions and leaving room for ‘therapeutic negotiation’, 
allied with gradually applied cognitive-behavioural inter-
ventions; by means of specialised coping and role-playing 
techniques, the aim is to enable the patient to acquire:
(i) awareness of interventions that can slow the progres-
sion of chronic kidney disease and 
(ii) skills to aid in choosing the right diet, in preparing 
foods, in making lifestyle changes, etc.
At the next follow-up, other elements and/or instruments 
of a specifically psychological nature are introduced to 
the patient: physical training, assertiveness training, re-
laxation techniques, counselling, biofeedback, etc., in an 
effort to respond to individual and/or group needs.

Responds to
Coordinator: Director of nephrology and dialysis division or 
head of clinical psychology service

Classification
Employed or self-employed health care practitioner.

Interfaces with
Hospital-wide: Director of nephrology and dialysis division, 
head of the clinical psychology service, dietitian, nursing 
coordinator, nephrology nurse and nephrologist
Externally: Local care providers and general physicians

Purpose of the role
The role of the psychologist is to intervene at various times 
during the diagnosis and treatment course by developing 
specific interventions aimed at removing cognitive-behav-
ioural obstacles that may negatively influence the patient’s 
acceptance of chronic illness and compliance with the 
treatment proposals. 
The psychologist also offers to act as facilitator dur-
ing departmental audit meetings of the nephrology unit 
medical staff, focusing attention on the multidimensional 
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needs of the patient. In tandem with the physician, the 
psychologist plans and coordinates training programmes 
on ‘communication in medicine’ and on any topics that 
may improve effectiveness, with the aim of enhancing: 
good social skills, respect for other people’s compe-
tencies and roles, willingness to learn and to one’s as-
sumptions called into question, assertiveness, tolerance, 
flexibility, etc., which are applicable to everyone who is 
involved in providing care for patients with chronic kid-
ney disease. Firstly, this has a positive effect on improv-
ing practitioner-patient relations and relations between 
practitioners, allowing trust between patients and car-
egivers to be strengthened. Secondly, it helps to prevent 
burnout syndrome, a frequent occurrence in practitioners 
who devote themselves to the helping profession when it 
involves routine work and chronic patients.

Requirements
Psychology practitioners are required to have psycho-
therapist credentials and/or a specialization diploma. 
Education must include a university degree; degree in 
psychology, 4-year specialization in psychotherapy with 
a cognitive or cognitive-behavioural theoretical and clini-
cal approach; licensed to practice as a psychotherapist; 
and at least 6 months of experience and/or consulting at 
nephrology centres.

Direct responsibilities
Technical and professional
Ability to prevent, diagnose and treat psychological dis-
orders of the patient associated with the disease event 
and chronic disease, by means of standardised ques-
tionnaires and individual and group therapy techniques; 
Ability to prevent, diagnose and treat psychological dis-
orders affecting individual practitioners and work groups 
involved in the field; 
Ability to manage interdisciplinary groups on work-relat-
ed topics and associated training to ensure that prac-
titioners are more aware of the risks associated with 
health care professions and that the patient is aware of 
care quality and coordination; 
Ability to conduct periodic monitoring of the group health 
status of practitioner groups; 
Ability to administer and interpret psychodiagnostic tests; 
Ability to manage multiple individual psychotherapy 
techniques; 
Ability to manage therapy groups; 
Ability to manage training groups; 
Ability to design and conduct research on users and 
practitioners.

Managerial and organisational
Ability to meet assigned objectives while respecting appro-
priate care and cost evaluation expectations; 
Ability to manage information and data with the aim of im-
proving performances; 
Ability to create and implement clinical procedures consistent 
with scientific evidence and cost-benefit considerations; 
Ability to create and implement individualised training pro-
grammes; 
Ability to manage and coordinate multidisciplinary compe-
tencies with a view to optimising the diagnostic and treat-
ment results; 
Willingness to perform clinical research and teaching activities; 
Willingness to undergo training and acquire new knowl-
edge along with the use of advanced technologies, respect 
for quality goals and with particular attention to evidence-
based medicine; 
Participates in analysing the unit’s organisational prob-
lems and collaborates in drafting proposals on continu-
ous improvement of care quality; 
Responsible for keeping and filling in patient and nursing 
records; 
Makes rational use of equipment and materials, if any, based 
on the principals of efficiency and effectiveness; 
Reports on any equipment supplied to the clinical psychol-
ogy service that needs to be maintained or replaced, by fill-
ing in the relevant register or information sheets; 
Regularly sees to the ordering of medical and other supplies 
for the normal activities of the clinical psychology service.

Relational 
Aptitude for group work; 
Ability to relate with users and coworkers; 
Ability to perform with poise in conflict situations; 
Ability to give clear, exhaustive information on topics within 
his or her expertise; 
Ability to help integrate the different categories of practition-
ers into the team, highlighting their specific competencies. 

APPENDIx V - PERCEIVED QUALITY 
QUESTIONNAIRE 

Draft of ‘Customer satisfaction’ questionnaire
Each participant is asked to respond to the questions by 
providing a score from 1 (very poor) to 9 (excellent) and, at 
the end, to express their general satisfaction (yes/no) and 
any suggestions they may have for improving the care.
Distribution and collection of the questionnaires, help in 
filling it out and protection of privacy can be provided by 
volunteer staff.
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Age...... Gender............... Date..............................

How many times have you come to this clinic? 1, 3-4, 
5-9, 10-19, 20 or more.

Please give a score from 1 (very poor) to 9 (excellent) on :

Outpatient clinic

Who referred you to our clinic? Family doctor

Another specialist

Friend

Other (please specify)

1 2 3 4 5 6 7 8 9

Rooms

Care of the rooms and furnishings 

Courtesy and willingness to listen – doctors

Courtesy and willingness to listen – nurses 
and auxiliary staff
Clarity of the information on your health 
conditions
Clarity of the information on the drug  
benefits and side effects 
Clarity of the information on how to  
continue your treatment

Punctuality

Respect for confidentiality

Give a score from 1 (never) to 9 (always) on: 1 2 3 4 5 6 7 8 9

When you booked your appointment, were you able to get one right 
away?

If you needed to see a doctor, was he or she easy to contact?

Were you involved in choosing your treatment?

Were you given a written note for your family doctor?

Overall, are you satisfied with the treatment and care you have 
received?

YES NO 

Overall, if a friend or relative had to go to a nephrology clinic, 
would you recommend this one?

YES NO 

Please give us any suggestions you may have as to how we can improve our care.......................................
……………………………………………………………………………………………….……….
Thank you for your cooperation.
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