National Renal Advisory Board Meeting



	MEETING DETAILS

	Date and time:
	9.30am to 2.30pm Friday 14 August 2015

	Venue:
	Conference Room 3, Manukau Super Clinic, 901 Great South Road, Manurewa 



	Committee Members

	Murray Leikis (Chairperson), Michael Papesch, Rachael Walker, Tonya Kara, Kay McLaughlin, Fredric Doss, Jo-Anne Deane, John Schollum, Ian Dittmer, Chris Hood, Nick Cross, Max Reid, Annette Pack

	Apologies
	Ian Dittmer, Jo-Anne Deane, Michael Papesch, Rachael Walker

	By Invitation
	Wing Cheuk Chan (Public Health Physician) 10.30am Presentation and Charles Blanch, Director, EMT, MOH 1.30pm Presentation 

	Minutes Taken By
	Prue Fieldes



	No.
	Item
	Discussion/Action
	Responsibility

	Minutes

	
	
	
	

	

	1
	Review of the Board minutes recorded at the previous meeting held on 8 May 2015, and subsequent correspondence
	[bookmark: _MON_1461403636][bookmark: _MON_1461404180][bookmark: _MON_1465893593][bookmark: _MON_1465893676][bookmark: _MON_1465893690]


The previous NRAB minutes were taken as true by Chris Hood and seconded by Tonya Kara.

	





Chris Hood/ Tonya Kara


	2
	Review of the action points recorded on   8 May 2015 –     Open Discussion
	Murray has assisted in a service credentialing of the Palmerston North Renal Service.  Final reports are being written up but overall the service is highly regarded by the DHB staff with excellent links with primary care.  The biggest area of concern is overcrowded facilities and provision of services to the Whanganui DHB.
Other action points covered by business items below.

	

Murray Leikis

	3
	Review of the public version of NRAB minutes from the meeting held on 8 May 2015
	Decision made that good practise is to have only one set of minutes which can be publically disseminated.  Consensus was that we shall only have one version going forward.

	







	Regional Roundup

	4
	Northern












Waikato

Central

Southern


	There have been a number of vacancies for Renal SMOs advertised or filled at Auckland (0.7FTE) Waitemata (1FTE) vacancy and Middlemore (2 x 0.5FTE).  A replacement is also sought at Starship Children’s Hospital.

Jenny Walker has emailed expressing concern about dialysis equipment supplies from Fresenius Medical Care.  They have not been able to maintain supplies of the contracted dialysis filters and there is concern they would not be able to supply enough in a disaster situation.  
Comments from the committee were that tall the companies have had supply issues from time to time, sometimes due to local factors, sometimes due to international factors.  This issue was felt best dealt with by the procurement team at the DHB level as a contractual issue and therefore did not need a letter from the NRAB. 

Nothing reported.

Palmerston North has gone through an internal credentialing process.

Christchurch patients have had issues raised with collection of medical waste products from Home Dialysis patients.  The local Council are not happy with plastic Medical Waste going into Recycling Bins and the general bins are not big enough to take all the rubbish.  Discussions are ongoing between the Council and DHB over solutions such as provision of larger or extra bins.  Nick Cross with investigate what other units do and if required Murray will write a letter of support indicating our view that the Council have the responsibility to pick up the waste.
	
















Murray Leikis/ Nick Cross

	New Business

	5. 
	NRAB Structure, Composition, and Function
	Annette Pack, Portfolio Manager at National Health Board – MOH representative was welcomed on to the Committee.




On attached Terms of Reference documents “Transplantation” to be moved to “Professional Body”.

Janine Cochrane has resigned from Board due to a role change and time commitments. Requests for interested persons to replace Janine on the NRAB was sought from all renal services with 2 nominations put forward. Both were considered as very experienced and favourable candidates with good CVs.  A vote was held in favour of Kimberley Reimers from Canterbury District Health Board.  Murray Leikis to notify her and invite her to the next meeting. Murray Leikis to notify the unsuccessful candidate and also note that we would welcome her application again when the next manager position comes up on the NRAB.
 
Michael Papesch’s term comes to an end at end of this year as the consumer representative.  KHNZ will assist in finding a new person and Max Reid to put on the KHNZ September agenda.  

Fredric Doss’s term also finishes at end of 2015.  If he maintains his role as chair of the Board of Dialysis Practice he has agreed to stay on the NRAB.  If there is a new chair they will join the NRAB in the ex officio role.

John Schollum’s first term finishes at end of 2015 and he has indicated that he would like to take up the opportunity to serve a second term and thereby provide continuity. 
	






Murray Leikis


Max Reid
John Schollum






	General

	6
	NZ Chapter of the ANZSN 
	ANZSN ASM meeting coming up in Canberra in September.  The ANZSN is continuing to formalise it subcommittees and tidying up terms of reference for these.  The ANZSN would like to establish formal TORs for the NZ Chapter.  An alternative would be a formal link between the NRAB and ANZSN.  General discussion was that this was a matter for ANZSN and the NZ Chapter and not the NRAB although noting that the Chair of the NZ Chapter sits on the NRAB.  Murray Leikis will be attending the next ANZSN council meeting in September and will propose a modified TOR for the NZ Chapter which acknowledges the lack of a committee and is inclusive of all members in an annual business meeting.
The NZ Chapter annual meeting is planned for Wellington 15/16 October.
	Murray Leikis




	7
	Nephrology Advanced Training
	This is slowly progressing.  5 trainees to be selected each year.  NZ SAC continues to work on details for commencement next year.    
	Murray Leikis


	8
	Tier 2 document update
	No update available for this meeting.  Tonya Kara will continue to progress revision while Ian Dittmer is on sabbatical.  Once draft done Murray Leikis will forward to renal units for review then Jane Craven at MOH for approval.  
	Tonya Kara
Murray Leikis

	9
	PTAC Nephrology subcommittee
And Medicines
	

PHARMAC have sent out a consultation document for the Clinicians Renal Vit Tablet.  This will potentially have one tablet replacing the usual 3-4 vitamins used in dialysis patients.  Murray Leikis to write a letter of support for it from the NRAB as it will reduce the pill burden and prescription costs for our patients.

Chris Hood has had further discussion with HDEC about using Metformin in Renal Failure patients.  Whilst not through tot be necessary, he will apply for their approval to proceed.  Nick Cross happy to provide liaison with the Christchurch laboratory for the Metformin assay.


	



Murray Leikis



Chris Hood/ Nick Cross

	10
	Vaccination Schedule
	
Tonya Kara has been progressing the renal vaccine recommendations.  There is current work going on developing a patient leaflet and getting staff to vaccinators training courses.  It seems that all paediatric vaccines are now available for adults. Tonya Kara will discuss this further at the October NZRG meeting and will forward documents to all.  There has been positive support from PHARMAC and final documents will be published on the website. Tonya thanked for all her good work on this.

	





Tonya Kara

	CKD

	11
	CKD pilots / Symposium / National Strategy – 
	CKD Consensus document is rolling out across DHB’s, however, there is a hiatus with Waikato. Whilst there have been nationally agreed referral criteria guidelines it seems that individual DHBs have different views on referrals dependent on their local models of care.  For example, Palmerston North see people late into Stage 4 and Waikato want to see people early.  What has been agreed to before in regards to Referral does not need to be changed and BPAC will work with local renal services to suit needs although it needs to be recognised that GPs will have access to national guidelines. 
	


Murray Leikis

	12
	RRT Access in NZ
	Some further adjustments are still required to make the document clear and unambiguous. This apples particularly around the wording of home based therapies and rights to choose.  Murray Leikis has sought advice from the medical council on the issue of whether dialysis must be offered should a patient request it.  The section on screening tools will be removed and the Paediatric section left in.

Murray Leikis to make revisions and circulate before wider consultation.

	Murray Leikis



	Dialysis 

	13
	Holiday Dialysis

	Recent cases of New Zealanders begin asked for payment for dialysis in Queensland public hospitals was raised.  Murray Leikis has looked again at patient entitlements along with information on the MOH website.  The website information has now been amended with “free dialysis in Australia” taken off as New Zealanders are not entitled to free dialysis in the chronic setting even though it has usually been provided and vice versa. Murray Leikis to bring this to the attention of the ANZSN to see if any agreements can be reached between Australia and New Zealand.  KHNZ also interested in following this up.

KHNZ are looking at Caravan and Holiday Homes and value of putting money into patient holiday dialysis/holiday homes.  There is a portable bus available in Australia for holiday treatments for up 8 New Zealand or Australian patients which moves from one State for one week and following week onto another State. 




	Murray Leikis


Max Reid

	14
	PD Registry Update / PDOPPS update
	Nothing new to report.

	


	15
	Disaster Planning, patient and service preparedness 
	Charles Blanch, Director, Emergency Management Team, MOH, presented at 1.30pm.  He outlined the systems they have to coordinate disaster management with groups such as the Police and Civil Defence linked in.  ICUs already use their data systems.  They can give a secure electronic library to all our disaster plan documents and give our group access to the database.  Kay McLaughlan will work with Charles to progress this and was thanked for pulling all of this together.
	
Kay McLaughlan



	16
	Health Alliance Contracts
	Jenny Walker sent email re concerned about Health Alliance contracts and that the process may not be fair to all.  Murray Leikis has asked her for specific concerns but she has not got back to him yet.  It is understood that the new national contracts will be looking at basic items needed as for big stock items there is value in having large volume across the country.  Individual units will then still be able to add additional items to their local contracts. There will be broad representation across the countries renal units to determine what is requested next year.  Fredric Doss is also happy to be involved in this process. 
	Murray Leikis

Fredric Doss

	Transplant

	17.
	National Tx activity 
	For the first half of this year there have been 72 transplants in New Zealand, 40 of which were deceased donors and 32 living donors. There appears to have been an increased focus on transplants in DHB’s and there is good work being done by Organ Donation.

	Nick Cross



	18.
	Kidney Exchange 
	Nick Cross and Ian Dittmer are continuing to work on this, particularly focussing on clinical issues.  There continue to be discussions between New Zealand and Australia Kidney Exchange with both sides keen to join together.  Key issues being discussed are “Whom is responsible for donors?”, donor workup protocols such as needs for cancer screening and flexibility over timing of operations. There has been good progress and Nick Cross will consult the NZ units on suggested changes. Note was made of the MOH support for this action and the progress being made working towards a joint programme operating in the next 12 months.  Discussions need to be starting in the NZ transplanting units over access to theatre time and space to facilitate timely exchanges between Australia and New Zealand. Australia suggests transplants to be done within 3 months from allocation.  

Currently, there are 25 pairs in NZ Kidney Exchange.  

	Nick Cross/   Ian Dittmer

	19
	National Renal Transplant Service.
	The Living Donor private member bill has been selected for debate in parliament. This proposes reimbursement of 80% of wages for up to 12 weeks.  The NRAB would support 100% so no loss of income is incurred.  Nick Cross will write a submission from the national transplant service.  Max Reid indicated that KHNZ will also be doing a submission and will keep the NRAB up to date with the bill’s progress, to allow any other member of the nephrology community the opportunity to make a submission.

The National health Board is working on a review of deceased donor transplants.  This is being backed by the health Minister, with Paula Martin leading the project for the NHB.  Report should be ready by 31/3/16.

The National Renal Transplant Service is working on policies that should be able to go on the website.  Work continues in the area of quality improvement.  Currently the performance areas are achieving transplant operation within 4 months of final workup and proportions of pre-emptive transplants.  
	

Nick Cross


Annette Pack



Max Reid
Murray Leikis

	Standard Report Updates

	20
	Report on Kidney Health New Zealand
	Kidney Health NZ is working with BPAC to help facilitate education of the primary care sector regarding chronic kidney disease.  Max Reid will put a draft submission up on website re Chris Bishops Private Members Bill.  

KHNZ has had meetings with Palmerston North and Wanganui regarding provision of services in the region.  There are concerns with the facilities and Palmerston North and the provision of services for Wanganui patients.  The long term plan for shard services between Wanganui and Palmerston North is not currently clear.  Max has written to the Wanganui CEO.

There has been a second production run of the end stage renal disease treatment USB resources.  This has been getting wide use as a Training device.  

Holiday Dialysis costs in Australia issues are being looked at.  
Processes around the KHNZ limited research funds are being revisited.  New priorities and protocols have been identified and will be available on the KHNZ website.  

	Max Reid





	21
	Subcommittee reports

1. Standards & Audits





2. RSA / Nursing Interest Group





3. NZ Board of Dialysis
Practice
	


2012/2013 Report is complete and available on the NRAB website.  Tonya Kara and Suetonia Palmer have put in an enormous amount of work for this.  Nick Cross will is going to ANZDATA Steering Meeting on behalf of the NRAB.  Concerns have been raised regarding ANZDATA consent process particularly for children transitioning to adult services.   There is also a need to look at the consent form/information sheet from NZ point of view which should have some level of approval by a National Body with Maori and Pacific Island input.  Murray to meet with Tonya and Suetonia in October before NZRG meeting.  ANZDATA contract with the MOH expires next year; changes could be linked to this.


The Website has been updated and there are 1300 members.  The next RSA Conference is in June on the Gold Coast with the NZ branch meeting in Wellington in October.

John Collins is resigning from Dialysis Board of Practice.  Murray Leikis to send email to NZRG members for EOI to replace him.  Interest to be sent to Fredric Doss.  Fredric thanked for continuing to remain for another term on the NRAB.  
Next NZBDP teleconference in May 2016. 
All of the MIT graduates were successful and 3 of them are now employed.  In the next 6 months the course will be reviewed.  The course will also run outside of Auckland; in Hawkes Bay and Christchurch and later extend to Melbourne.
	


Tonya Kara
Suetonia Palmer
Murray Leikis




Kay McLaughlin/
Rachael Walker




Fredric Doss


	22
	Ministry of Health
	
Murray wrote to MOH to consider CKD as part of the national health strategy. Consultation timeframe was very short and no response is expected for the submission. 

	Murray Leikis

	Other Business 

	23
	New Work Streams for 2015
	Home dialysis numbers 
Power and water payments
Workforce
 
	Everyone

	Presentation

	24
	Wing Cheuk Chan (Public Health Physician) 10.30am Presentation
	Presentation by Wing Cheuk Chan on use of currently available data to study prevalence of kidney disease and ability to map future needs. Chris Hood to set up meeting with John Collins, Primary Care and CKD group to make decisions on what is desired as outcomes from this project, what could be published, what is the process to access the resources Wing has available.  Ideally national results would be desired, currently only Auckland has been looked at due to database limitations.  Need to get MOH long-term conditions team involved and the BPAC team.  Funding avenues will need to be pursued but we need to be wary of commercial interest in the information.  Is there a way of integrating a clinical trial using the data?  Kidney Health NZ expressed an interest in helping. 
	Chris Hood/ Murray Leikis

	Next Meeting:- Manukau Super Clinic, 901 Great South Road, Manurewa

	 Date:   Friday 20 November 2015 
	Time: 9.30am
	Venue:  TBC – probably Wellington



Auckland District Health Board – Templates – March 2010
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2015-08-07 Consultation on proposal to list Clinicians Renal Vit.pdf
CONSULTATION PHARMAC

Pharmaceutical Management Agency

7 August 2015

Proposal to fund a multivitamin for renal patients

PHARMAC is seeking feedback on a proposal to fund renal multivitamin capsules (Clinicians
Renal Vit capsules) resulting from a provisional agreement with Natural Health Laboratories
Limited (a subsidiary of Douglas Pharmaceuticals) and PHARMAC.

In summary, this proposal would result in the listing of renal multivitamin capsules (Clinicians
Renal Vit) in Section B and Part Il of Section H of the Pharmaceutical Schedule from 1
October 2015. Funding would be restricted to patients with chronic kidney disease (CKD)
who are on dialysis or with CKD Grade 5.

The proposal would also result in pricing being added to the existing listing in Part Il of
Section H for a multivitamin and mineral supplement which is restricted to patients with
burns and other criteria.

Details of the proposal are set out on the following pages.
Feedback sought

PHARMAC welcomes feedback on this proposal. To provide feedback, please submit it in
writing by Friday, 21 August 2015 to:

Caroline De Luca Email: caroline.deluca@pharmac.govt.nz
Senior Therapeutic Group Manager/Team Leader Fax: 04 460 4995
PHARMAC Post: PO Box 10 254, Wellington 6143

All feedback received before the closing date will be considered by PHARMAC's Board (or
its delegate) prior to making a decision on this proposal.

Feedback we receive is subject to the Official Information Act 1982 (OIA) and we will
consider any request to have information withheld in accordance with our obligations under
the OIA. Anyone providing feedback, whether on their own account or on behalf of an
organisation, and whether in a personal or professional capacity, should be aware that the
content of their feedback and their identity may need to be disclosed in response to an OIA
request.

We are not able to treat any part of your feedback as confidential unless you specifically
request that we do, and then only to the extent permissible under the OIA and other relevant
laws and requirements. If you would like us to withhold any commercially sensitive,
confidential proprietary, or personal information included in your submission, please clearly
state this in your submission and identify the relevant sections of your submission that you
would like it withheld. PHARMAC will give due consideration to any such request

A803858 Level 9, 40 Mercer Street, PO Box 10-254, Wellington 6143, New Zealand
Page 1 of 4 Phone: 64 4 460 4990 - Fax: 64 4 460 4995 - www.pharmac.govt.nz
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Details of the proposal
From 1 October 2015:
In relation to Clinicians Renal Vit:

¢ Clinicians Renal Vit capsules would be listed in Section B and Part Il of Section H of
the Pharmaceutical Schedule at the following price and subsidy (ex-manufacturer,
exclusive of GST):

Chemical Presentation Brand Pack size  Price and subsidy
Multivitamin Clinicians Renal
renal capsule Vit 30 caps $8.39

e Prior to 31 September 2017, the price of Clinicians Renal Vit would reduce if a volume
based sale cap is exceeded.

e From 1 October 2017 the price of Clinicians Renal Vit would reduce to $6.49 per 30
capsules.

o Note: Clinicians Renal Vit capsule composition includes folic acid 400 mcg,
pyridoxine HCI 10 mg (8.2 mg pyridoxine), cyanocobalamin 2.4 mcg, ferrous
fumarate 24.3 mg (elemental iron 8.0 mg), ascorbic acid 60 mg, cholecalciferol 25
mcg, thiamine nitrate 1.5 mg, riboflavin 2 mg, biotin 30 mcg, calcium pantothenate
5 mg, nicotinamide 20 mg, zinc oxide 8 mg (zinc 6.43 mg), copper gluconate 0.9 mg
(copper 0.12 mg), sodium selenite 55 mcg (22.99 mcg selenium).

o Clinicians Renal Vit capsules would be listed with all-at-once (STAT) dispensing.

¢ Clinicians Renal Vit capsules would be protected from subsidy reduction or delisting
until 1 October 2018.

e Clinicians Renal Vit capsules would be listed subject to the following Special
Authority criteria in the community and restrictions in the Hospital Medicines List.

Initial application from any relevant practitioner. Approvals valid without further

renewal unless notified for applications meeting the following criteria:

Either:

1. The patient has chronic kidney disease and is receiving either peritoneal or
haemodialysis; or

2. The patient has chronic kidney disease grade 5, defined as patient with an
estimated Glomerular Filtration Rate of <15 ml/min/1.73m? BSA (body surface
area).

A803858 Page 2 of 4





In relation to Multivitamin and Mineral Boost capsules

e The existing listing for multivitamin and mineral supplement capsules in Part Il of
Section H of the Pharmaceutical Schedule would be amended to list Clinicians
Multivitamin and Mineral Boost capsules at the following price (ex-manufacturer,
exclusive of GST):

Chemical Presentation Brand Pack size Price
Multivitamin Clinicians
and mineral capsule Multivitamin and 180 cap $23.35
supplement Mineral Boost

e The hospital restrictions for multivitamin and mineral supplement capsules would remain
the same (as outlined below):

Restricted

Limited to 3 months treatment

Both:

1. Patient was admitted to hospital with burns; and

2. Any of the following:
2.1 Burn size is greater than 15% of total body surface area (BSA) for all types of

burns; or

2.2 Burn size is greater than 10% of BSA for mid-dermal or deep dermal burns; or
2.3 Nutritional status prior to admission or dietary intake is poor.

o Note: Multivitamin and mineral supplement capsule composition includes vitamin A
250 IU, thiamine 2.5 mg, riboflavin 2.5 mg, nicotinamide 12.5 mg, vitamin B5 10 mg,
pyridoxine 5 mg, vitamin B12 6.25 mcg, vitamin C 125 mg, cholecalciferol 2.5 mcg,
vitamin E 25 mg, betaine 12.5 mg, biotin 12.5 mcg, boron 250 mcg, calcium 25 mg,
choline 6.25 mg, chromium 25 mcg, citric acid 50 mg, citrus bioflavonoid complex
50 mg, coenzyme Q10 1.25 mg, copper 125 mcg, folic acid 37.5 mg, inositol
6.25 mg, iodine 25 mcg, iron 250 mcg, L-Glutamine 6.25 mg, magnesium 12.5 mg,
molybdenum 12.5 mg, manganese 0.5 mg, potassium 5 mg, selenium 18.75 mcg,
zinc 1.875 mg.

Background
Clinicians Renal Vit

Clinicians Renal Vit capsules are a multivitamin supplement developed specifically to meet
the clinical needs of New Zealand patients with chronic kidney disease. Clinicians Renal Vit
is a once daily capsule containing 12 ingredients, and there is no such product currently
available in the New Zealand market. Natural Health Laboratories has developed this
product in conjunction with local renal physicians and dietitians.

PHARMAC estimates there would be up to 4800 patients in New Zealand who would meet
the proposed criteria.

The Pharmacology and Therapeutics Advisory Committee (PTAC) reviewed the funding
application in February 2013 and recommended that the renal multivitamin be listed on the
Pharmaceutical Schedule for patients with CKD with a medium priority subject to the
proposed Special Authority criteria. The Committee noted that maintaining good nutritional
status in patients with CKD is challenging, due to inadequate nutritional intake as a result of
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uraemic anorexia, nutritional restrictions and the unpalatability of the prescribed diet, co-
morbidities such as diabetes requiring dietary restrictions and seasonal variation in access
to fruit/vegetables. In addition, vitamins and minerals may be poorly absorbed or lost in
patients with CKD due to increased clearance in blood, excretion of protein bound vitamins
in patients with proteinuria, and losses of water-soluble vitamins may occur in the dialysate
during dialysis. The Committee considered that avoiding supplements containing vitamin A
and E seemed reasonable in CKD patients.

Further details, including the PTAC minutes, can be found via the Application Tracker on
PHARMAC's website:

http://www.pharmac.govt.nz/patients/ApplicationTracker?Proposalld=747

Multivitamin and Mineral Boost capsules

From 1 May 2015, PHARMAC listed this product in the Hospital Medicines List to be used
for patients with severe burns who require additional vitamin and mineral support. The
proposal would secure supply at the agreed price for hospital pharmacies.

Refer to PHARMAC's Application Tracker for more information:

http://pharmac.govt.nz/patients/ApplicationTracker?SearchTerm=mineral
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Dialysis in Australia
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Hi Everybody,


 


After some recent cases where patients have been upset at being charged for dialysis in Australia, some investigation and clarification has been sought.


Previously, the MOH website erroneously indicated that New Zealanders travelling to Australia were entitled to free dialysis whilst on holiday subject to space availability.


This in fact is not correct and there is no entitlement for New Zealanders to get free long term dialysis whilst on holiday in Australia.  Due to the reciprocal health agreement, all New Zealanders are entitled to free acute care in emergencies.  Booked dialysis on holiday does not qualify in this category.


 


The statement referring to this on the MOH holiday dialysis webpage has been removed to avoid any misunderstanding.  There has been no recent changes in these rules, however some Australian hospitals have been tightening up on their budgets and have changed their charging policies.


The MOH have also indicated they will not put up any statements about what health costs are in Australia as it is for individuals to seek this from the Australian authorities whom the NZ government have no authority or influence over as patients would do when travelling to any other country around the world.


 


There are still some hospitals that still offer treatment for free to holiday patients from New Zealand but this is becoming less frequent so it will pay for patients to ask around to get the best deal.


 


Please ensure that you distribute this information to your staff and patient groups.


 


Also, this issue is one that I will be raising with the ANZSN to see if we can get a united approach to present to the relevant authorities to try and make travel easier for patients to/from Australia.


 


Thanks


Murray
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Holiday Dialysis information re recipricol agreement.docx
Information Request:  



Date: 7 July 2015

Subject: Reciprocal Agreement between New Zealand and Australia – Access to Dialysis



· New Zealand has a Reciprocal Health Agreement with Australia that covers New Zealand permanent residents and citizens who are not ordinarily resident in Australia 



· The  reciprocal agreement covers some (though not all) health care and there are certain services that may be publicly funded for people covered by the agreement



· While dialysis has been available in New Zealand to Australian visitors under the Reciprocal Agreement, it is always subject to availability of the service and whether any places are available



· Renal dialysis can be covered by the reciprocal agreement however from my research, dialysis is not covered by most regional governments in Australia 



· It is the decision of the regional government to determine if free dialysis treatment is to be provided to visitors and no unit is obliged to take a patient



· If the person chooses to get dialysis privately, they will be required to organise this with the unit and pay for the service

[bookmark: _GoBack]

· The Ministry gives guidance to DHBs about the ability of Australian visitors to access services under the Reciprocal Agreement through its eligibility determination process, but as advised, any access is always subject to availability of the service and whether any places are available. The Ministry is not currently party to any discussions with the Australian government over access to services under the Reciprocal Agreement.
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Report for NRAB August 2015.docx
Subject		date

RSA NAG Report for NRAB

14 August 2015



-Rachael Walker

(Chair)



The NAG met on 14th May at CMDHB.



1. Discussed restructuring of RSA and new constitution which is being voted on at June conference. NZ branch will have a representative on “New Future Directions Forum” – this group will represent the views of branch members. NZ Branch nominated Representative is Miranda Walker from CCDHB.

2. Current RSA NZ Executive Board have reached end of term and voting for new Exec will take place at RSA AGM in Wellington in November.

3. Nephrology Nursing Knowledge and Skills Framework – Survey sent to all renal nurses in NZ. The survey will be re-sent in 2 weeks to increase respondent numbers.

4. CKD Consensus Statement – Members expressed concern regarding the increased pressure on renal services if they are expected to provide additional CKD education and support to primary care. Concern re lack of funding through DHB’s for CKD funded roles to meet this need.

5. [bookmark: _GoBack]Eprex- feedback that there has been a number of patient complaints re new Eprex injections, (Bruising, blunt needles etc). Letter sent to Pharmac and Janssen Cilag – who requested specific cases and batch numbers of injections. Since then, no feedback received.

6. Workforce Survey – NAG are supportive of workforce survey. Rachael is developing questions and will feedback to NAG at next meeting.
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Hi everybody, just letting you know I made a brief submission to the Ministry of Health today regarding the New Zealand Health Strategy Update which has apparently been undergoing an consultation process for the last month.  I was only made aware of this yesterday and written submissions close on Sunday.



Anyway, I made a quick note really to try and see if renal could be seen as a health priority into the future alongside the likes of CVD and Diabetes.  Looking at numbers alone we are just as common and certainly have significant unmet needs that could be improved with more emphasis on CKD.



The attached is what I sent.  I could only send a link to the attachments as the online system didn’t allow to embed documents.



 



Cheers and have a nice weekend.



Murray
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5 June 2015,


Submission to the Ministry of Health re: New Zealand Health Strategy Update.



I would like to urge the Ministry to consider “reducing the incidence and impact of Chronic Kidney Disease” as one of the priority population health objectives in the New Zealand Health Strategy.  I believe that across the spectrum of kidney disease it touches upon all of the key priority areas and strategic goals that have previously been identified as targets for the New Zealand Health Strategy.


The prevalence of CKD in New Zealand is currently unknown.  From the recent Ministry of Health CKD consensus statement 2015, it is estimated that at least 210 000 New Zealanders will have a degree of Chronic Kidney Disease based on the prevalence in comparable international populations.  This may well be a significant underestimate as the rates of kidney disease are substantially higher in Maori and Pacific Peoples who are over represented in all measures of CKD.  Only of small percentage of these (~2%) will go on the end stage kidney disease requiring dialysis or transplantation however CKD is a significant risk factor for cardiovascular disease.



Chronic kidney disease (CKD) covers a wide spectrum ranging from patients at risk, those with chronic kidney disease treated in the primary sector attempting to prevent declineto end stage kidney disease treated with dialysis or conservative care in tertiary centres and with renal transplantation.  As a consequence there is a large segment of the New Zealand population with chronic kidney disease who may end up with very high cost treatments if not recognised early and managed appropriately.



There has been extensive work with the Ministry of Health over the past few years to develop a CKD consensus statement, with the emphasis on identifying and managing chronic kidney disease at earlier stages and in primary care.  This was published this year and now implementation of the recommendations are being rolled out.  At the other end of the spectrum, recent additional health funding has been made available to establish a National Renal Transplant Service to increase the rates of transplantation which have been low compared to other countries.  This will have enormous benefits at the patient level and will bend back the cost curve that continues to climb due to increasing dialysis needs.  Dialysis costs alone are now in excess of $150 million per annum.


The most recent National Renal Advisory Board Standards and Audits report (attached) continues to show a rise in the number of dialysis patients.  Between 2009 and 2013 there have been a 13.9% increase in the prevalent numbers on dialysis and 11.7% increase in transplant recipients.  There is no sign of this growth slowing however there are inequities across the country with access to treatments and treatment options thought due to many demographic and geographic factors.  This represents a significant burden in individuals and their families and to society as dialysis remains an expensive treatment.  



Maori and Pacific Peoples are overrepresented in CKD and end stage kidney disease and are 4-5 times more likely to start dialysis over non-Maori, non-Pacific people.  They carry a much higher share of the risk factors for CKD and significant attention needs to be given to these vulnerable populations.


The causes of CKD are multiple however half of all patients commencing dialysis have renal failure due to diabetes. In CKD the presence of vascular disease is more prevalent.  In all cases there are well established risk factors which are identifiable and treatable.  The CKD Consensus Statement outlines some clear plans to move forward with strategies to improve the detection and treatment of CKD risk factors in primary care.


Kidney transplantation has received a lot of publicity in recent times.  New Zealand continues to have low rates of deceased donor transplantation.  This is a treatment option that has clear survival advantages for patients with extensive quality of life gains, allowing recipients to return to full participation in regular activities.  It represents an enormous cost saving compared to on-going dialysis treatment.  There are also a lot of inequities across ethnicities and regions with regards to transplant activity which would be a clear target of a National Health Strategy.


The current workforce looking after patients in secondary and tertiary care is very committed and stable.  There is a strong need for increased resources to facilitate the detection and treatment of CKD and its risk factors in primary care.  With an aging population and burgeoning numbers with obesity and diabetes CKD is set to grow and continue to be a significant drain on the health of New Zealanders and is therefore a key health priority area.


Thank you for considering this submission and I look forward to further consultation on the New Zealand Health Strategy. 


Dr Murray Leikis



National Renal Advisory Board Chair



And Renal Physician, CCDHB



Attached are the Chronic Kidney Disease Consensus Statement 2015 from the MOH and the 2013 NRAB Standards and Audits report.
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Executive summary

1.  The purpose of this National Consensus Statement is to articulate best practice in the
identification and management of chronic kidney disease (CKD) in primary care. It is
intended as a guide for clinicians and managers in both funder and provider
organisations.

Detection

2.  To detect and manage chronic kidney disease (CKD), it is necessary to have systematic
screening in primary care, linked with the current cardiovascular (CVD) and diabetes
screening programme. This screening would involve adding serum creatinine and
urinary albumin:creatinine ratio (ACR) to the current laboratory tests in cases
where they have not been otherwise documented. High-risk groups require earlier

assessment.
3.  CKD should be classified from stage 1 to 5 and as stable or progressive.
Management

4.  People with stable CKD stages 3—4 are at > 20 per cent five-year CVD risk (with
diabetes) or > 15 per cent five-year CVD risk (without diabetes). They need appropriate
CVD risk management.

a.  Target blood pressure is 140/90 or less without proteinuria or 130/80 or less with
proteinuria.

b.  Blood pressure management should start with an ACE inhibitor or angiotensin
receptor blocker (unless contraindicated).

5.  People with progressive CKD stages 3—4 (rate of loss of GFR > 5 ml/min/year) have
even higher CVD risk and a much higher risk of developing renal failure with need for
dialysis or transplant. They must be intensively managed to reduce risk, which involves
weekly or fortnightly risk factor management and review until stable. This approach could
involve integrating nurse-led clinics into Long Term Conditions Management
Programmes.

6.  The great majority of patients, particularly those with stable stage 3 CKD or who are
older (> 75 years) with early stable stage 4 CKD, can be fully managed in primary
care. Note that prescribing of medication should be carefully considered.

Enablers/monitoring

7. Software-based decision support, audit and recall systems for best practice are part of best
practice in the management of CKD.
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Introduction

Chronic kidney disease (CKD) was identified in 2008 as an important health issue by the
National Renal Advisory Board working in conjunction with Ministry of Health. It has been
defined in the scoping paper entitled New Zealand’s Renal Services: Towards a national
strategic plan. (1)

The reasons for this initiative included the:
rising incidence and prevalence of end stage kidney disease (ESKD)

2.  need to improve identification and management of CKD in primary care
3.  need for effective national screening of at-risk patient groups
4. need for broad implementation of patient-centred strategies in primary care to manage

most patients with CKD.

The Ministry of Health supported four pilot projects running over two years that used
innovative approaches to electronic screening and referral for CKD, and nurse-led clinics in
primary care focused on intensive management of CKD.

The results of these pilot projects and a separate randomised controlled trial (DEFEND,
undertaken in Auckland with Maori and Pacific patients with diabetes and CKD) led to a
National Consensus conference on CKD held at Matakana in 2013.

Participants included diabetes specialists, nephrologists (renal physicians), family practitioners,
nurses from primary and secondary care and Ministry of Health personnel.

This document has been prepared by the CKD Core Work Group. It summarises the conclusions
and recommendations emerging from this consensus meeting. Its purpose is to articulate best
practice in the identification and management of chronic kidney disease (CKD) in primary care.
It is intended as a guide for clinicians and managers in both funder and provider organisations.
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The classification of CKD

Chronic kidney disease is a general term for chronic disorders that affect kidney structure and
function. Complications from CKD may in time affect all organ systems. However, most people
with mild or moderate CKD have no symptoms.

CKD is classified using the criteria of the Kidney Disease Improving Global Outcomes
Foundation (KDIGO) CKD Consensus Consortium (Figure 1). The classification is independent
of the underlying cause of the kidney disease. Each stage is characterised by a glomerular
filtration rate (GFR) range. The GFR is an estimate of kidney function based on serum
creatinine as measured by the laboratory.

Patients in stages 1 and 2 CKD have documented kidney disease (eg, diabetic nephropathy or
polycystic kidney disease) and are sub-classified by GFR. Patients in stages 3—5 have reduced
GFR on which the classification is based. Because GFR declines in the overall population by

1 ml/minute/year, many elderly patients have reduced GFR and so meet the criterion for CKD
stage 3. Most of these patients, however, do not show any evidence of active or structural kidney
disease. In such cases, a kidney biopsy is likely to reveal sclerotic changes affecting renal vessels,
glomeruli and interstitium (arteriolonephrosclerosis) which might be described as ageing-
related.

Table 1: CKD classification and prognostic risk from the KDIGO CKD Consensus
Consortium (2)

Persistent albuminuria categories
Description and range

Prognosis of CKD by GFR Al A2 A3
and Albuminuria Categories:

i Normal to mildly| Moderately Severely
KDIGO 2012 (units changed to Sl) increased increased increased
< 3 mg/mmol

3-30 mg/mmol | > 30 mg/mmol

G1 Normal or high =90
G2 Mildly decreased 60-89
G3a Mildly to moderately decreased 45-59

G3b Moderately to severely decreased |30-44

G4 Severely decreased 15-29

Description and range

GFR categories (ml/min/1.73 m?)

G5 Kidney failure <15

Green: low risk (if no other markers of kidney disease, no CKD); Yellow: moderately increased risk; Orange: high risk;
Red: very high risk.
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Risks of CKD

CKD is associated with increased cardiovascular (CVD) and cerebrovascular risk and premature
death. The presence of albuminuria is a marker of increased CVD risk as well as renal injury.

Table 2 Pooled analysis showing relative risk controlled for multiple co-variates from the
CKD Consensus Consortium (1)

All-cause mortality Cardiovascular mortality

Note: The ACR is in Sl units and has been converted from North American units in the original.. A microalbuminuria
to urine albumin/creatinine (ACR) ratio of 3—30 mg/mmol (the microalbuminuria range) is equivalent to 30-299 in
North American units.

Numbers of people with CKD

In New Zealand at the end of 2012, there were 2469 dialysis patients and 1520 successfully
transplanted patients.(3) During that year, 513 commenced dialysis or had a pre-emptive kidney
transplant. The number of treated dialysis patients has risen steadily throughout the history of
this treatment. For example, in 2000 there were 1336 patients on dialysis compared with 2469
at the end of 2012, representing an increase of 84 per cent in 12 years. About half of all dialysis
patients have diabetes as a primary cause. The cost to the health care system of dialysis for an
individual ranges from $30,000 to $60,000 per year.

Currently in New Zealand the number of adults with CKD is unknown. According to data from
elsewhere, including the USA, European and Asian countries, there is a prevalence of 7—10 per
cent of the adult population. Assuming a prevalence of 7 per cent, there would be about 210,000
adult New Zealanders with CKD. However, fewer than 2 per cent of these will ultimately require
renal replacement therapy (dialysis and/or kidney transplantation). In contrast, most are at
increased risk for cardiovascular disease and/or death.
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High-risk ethnic groups

Maori, Pacific and Indo Asian peoples have much higher rates of diabetes, CKD and ESKD than
other ethnic groups in New Zealand. Achieving the early detection and management of diabetes
and CKD for people of these ethnicities is a significant challenge for our health system.

It is necessary for health teams to establish relationships with Maori, Pacific and Indo Asian
peoples as individuals, whanau, families and communities. Developing these relationships
might include working with leaders of churches or marae. Long-term relationships, not only
with individuals but also on a collective basis, underpin all successful long-term care. Without
them, health teams will fail to engage with those individuals and families most in need.

Detection in primary care

CKD is usually first identified following tests arranged by primary care clinicians. An important
challenge in primary care is to identify, and then carefully manage, the minority with
progressive CKD. Although the average rate of loss of GFR with age is about 1 ml/min/year,
patients with progressive CKD may lose kidney function at much faster rates, often as high as
10—20 ml/min/year.

Risk factors for CKD

Risk factors for CKD are:

« hypertension

o diabetes

e BMI > 35

 cardiovascular disease

« family history of kidney disease
 prostatic syndrome/urologic disease
« nephrotoxic drugs

» Maori, Pacific or Indo Asian ethnicity

e age over 60 years.

Screening everyone with a single demographic risk factor for CKD as an independent clinical
activity is not feasible in primary care. A realistic alternative is to test those identified according
to their risk of CKD as part of a CVD risk assessment or diabetes check.

The individual’s risk factors for CKD should be considered when deciding whether to arrange
screening for CKD with a serum creatinine (and eGFR) and urine ACR.
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Management in primary care

It is now clear that CKD needs to be addressed under the umbrella of better management of
long-term conditions in primary care. Many patients can be fully managed in primary care but,
for a minority, management requires discussion with renal services for advice and further
management. An important focus of secondary renal and diabetes services should be to work
innovatively together with primary care to ensure that all clinicians are well supported in their
provision of optimal renal care.

Guidelines for the management of CKD are well established. However, implementation of best
practice for CKD in primary care settings is challenging because:

« the implementation of decision-support tools based on current guidelines is variable

« incorporating detection and management of CKD into primary practice patterns is a complex
process

o effectively collaborating with patients to make significant lifestyle changes involves
considerable skill and time

 high-risk patients with progressive CKD need a focused case-management approach.

Goals for best practice in managing CKD

o Those people with, or at risk of, progressive CKD are identified and effectively managed.

o Cardiovascular risk is reduced through optimal lifestyle modification, smoking cessation,
blood pressure control, glycaemic control, and use of statins.

« Effective blood pressure control reduces albuminuria and slows the rate of decline of eGFR in
many patients.

o The incidence and prevalence of CVD, progressive CKD and ESKD, and their associated
morbidity and mortality rates, fall over time.

The role of primary care

As people age, GFR slowly falls to the point that, by the age of 70 years, some 30 per cent of the
population could be classified as having CKD. However, most of these individuals do not have
progressive CKD and further loss of renal function is slow. In contrast, those with diseases such
as diabetic nephropathy can lose kidney function at a rate of 10—20 ml/min/year and rapidly
progress towards ESKD.

Primary care has an important role in distinguishing between:

« the majority with stable CKD, who require standard management of their blood pressure,
blood sugars, care with drug dosing and attention to cardiovascular risk reduction

» the minority with or at high risk of progressive CKD, who need to be closely and often
intensively supervised.

The great majority of patients, particularly those with stable stage 3 CKD or who are older
(> 75 years) with early stable stage 4 CKD, can be fully managed in primary care, taking into
account their age and whether they have stable or progressive CKD.
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Recommended management practice

Facilitate dietary and lifestyle modification to reduce cardiovascular risk: stop smoking,
reduce salt in diet, and reduce BMI through diet and exercise.

Encourage patients to get involved in their own self-management. Those who are well
informed and motivated feel empowered and more in control.

Manage blood pressure to recommended targets (140/90 mmHg or less, or 130/80 mmHg or
less in proteinuric CKD), initially with ACE inhibitors or angiotensin receptor blockers.
Managing blood pressure reduces the progression of CKD as well as lowering the risk of
cardiovascular events.

In elderly patients (age > 70—75 years), blood pressure < 150/90 may be a reasonable target,
reached gently. Monitor more closely for adverse events (electrolyte disorders, acute decline
in GFR, postural hypotension and drug side effects).

Manage diabetes to targets appropriate to CKD disease stage. (Because there is a significant
risk of hypoglycaemia in advanced stages 4 and 5 CKD, less intensive blood sugar control
may be appropriate and it is necessary to closely supervise and adjust (often reduce)
hypoglycaemic agents accordingly.)

Use statins and aspirin according to guidelines to reduce cardiovascular risk.

Ensure all patients with progressive CKD have ongoing monitoring and management with:

— blood pressure measurement and optimisation (follow-up may be needed every two to
four weeks in the early stages to achieve optimal blood pressure as noted above). Many
patients require two or three anti-hypertensive agents, and advice on sodium restriction to
< 100 mmol/day is essential for most)

— laboratory measures of serum creatinine/eGFR and urine albumin/creatinine (or
protein/creatinine) ratio every three months and after introduction of ACE inhibitors/
ARBs or diuretics)

- additional laboratory monitoring as indicated by the stage of CKD (4).

Intensively manage those patients identified as at high risk — those who, despite standard
care, have uncontrolled blood pressure, or rapid loss of renal function. These patients are a
minority, but are at greatest risk of adverse outcomes including significantly increased
cardiovascular risk and progression to ESKD.

Referral to specialist services

Most DHBs offer indications for referral to renal (nephrology) and/or diabetes services. See
Kidney Health New Zealand’s Chronic Kidney Disease Management in General Practice (5) for
additional guidance.

Refer patients for:

intrinsic kidney disease (eg, glomerulonephritis, polycystic kidney disease or interstitial
nephritis) where specialised diagnosis and management are required

drug-resistant hypertension and/or significant issues with blood glucose control and/or
multiple microvascular complications

progressive stages 3B and 4 CKD. As well as focusing on delaying progression of CKD, the
renal team will address disorders associated with advanced CKD (acidosis, bone mineral
disease, anaemia and increased risks of infection and acute kidney injury, nutritional issues
and the need to prepare for renal replacement therapies or conservative management).

Where primary care clinicians are uncertain about management or referral, it is highly
recommended that they use telephone consultations and/or ‘virtual’ referrals.
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Examples of implementing
best practice in CKD
management in primary care

Recent pilot projects and the DEFEND randomised controlled trial (6) have demonstrated the
effectiveness of complementary strategies to implement improved management of CKD in
primary care and collaboration with secondary care. In particular:

o an electronic desktop tool has been used to facilitate the detection and management of CKD
in a primary care setting

« nurse-led clinics involved intensive management of those identified as high-risk CKD
patients within a primary care setting

o the DEFEND study involved a randomised controlled trial of intensive renal nurse-led
management to delay progression of CKD in Maori and Pacific patients with established
stage 3 or 4 diabetic nephropathy. Health care assistants (community health workers), under
the supervision of a nurse specialist and physicians, visited patients at home or at work to
encourage them to adhere to their medication and adjusted medication according to an
algorithm. (6)

Key enablers in CKD
management

CKD can only be effectively managed in primary care as one aspect of the management of the
range of long-term conditions. Primary care clinicians can easily incorporate the identification
of CKD into CVD risk assessment and diabetes checks.

To manage CKD effectively, primary care practices need suitable electronic support (see

Appendix 1), including:

 information systems to identify, register, monitor and appropriately recall all people with
CKD in the practice

« an electronic tool offering a clear decision pathway that supports best practice management
of CKD

« audit supported by their primary health organisation to provide useful feedback on the
practice’s performance in a continuous quality improvement (CQI) environment.

Nurse-led clinics for people with long-term conditions can undertake intensive management of
people identified at high risk of progressive CKD (see Appendix 2). To manage CKD in primary
care, practice nurses need to be able to work to their scope of practice. This requires:

» specialist nurses from secondary care based in renal departments to upskill practice nurses in
CKD management

« innovative funding models that support primary care practices to enable their practice nurses
to work with patients in nurse-led clinics within primary care.
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Key stakeholder groups in
CKD management

Improving care of people with CKD in primary care involves action from a range of groups in the
health sector.

Primary health organisations (PHOs) and primary care practices need to make the
care of people with CKD an integral part of the assessment and management of CVD risk and
diabetes. Because most patients with CKD can only be identified and effectively managed in
primary care, managing stage 3 CKD is part of the core work of the primary care team.

Nephrology services need to support primary care practices in the management of CKD,
including through the development of senior nursing positions to lead work with primary
care. Working with primary care services in the management of CKD is part of the core work
of specialist renal services.

Diabetes services need to support primary care practices in the detection and management
of patients who have diabetes and CKD. Specifically diabetologists and diabetes nurse
specialists need to work with primary care staff. Many of the patients who have diabetes and
CKD have multiple complications.

Clinical and community pharmacists need to dispense medications appropriately,
ensuring patients collect their repeat prescriptions and advising about nephrotoxic
medications and medications requiring dosage adjustments.

DHB funding and planning teams need to promote the development of better
management of CKD in primary care practices via their PHOs, as well as to develop their own
secondary nephrology and diabetes services to support primary care practices. Given the
financial savings to be made by managing CKD in primary care rather than ESKD in
specialist care, this work will include innovative funding arrangements with PHOs, which are
aligned with the management of CVD and diabetes in primary care, enabling the emergence
of different practice patterns.

Professional groups (primary care, nephrology, diabetes) need to lead in the
development and dissemination of best practice guidelines that support innovative
management of CKD in primary care.

Patient organisations need to educate their members about the risks, detection and
management of kidney disease.

The Ministry of Health needs to include CKD management in primary care in guidance
and link it to associated long-term conditions such as CVD and diabetes.
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Appendix 1: Using software
for CKD management in
primary care

General principles for any software to be used for CKD
management in primary care

An electronic decision support pathway for best practice management of CKD must:
 integrate with patient management systems (PMS) of the general practice

« assist in assessment of patients

« provide advice on management, including electronic referral to secondary care

« enable review of adequacy of the practice of detection and management of CKD in the local
patient population.

Electronic desktop tool available for CKD management in
primary care

The electronic desktop tool developed by the Best Practice Advocacy Centre (BPAC) to manage
CKD is available free to primary care practices nationwide.

The tool is a clinical pathway, using a best practice approach informed by specialist renal
expertise, including:

 staging of CKD and assessment of rate of change in renal function

o clinical advice on management of CKD, including blood pressure, anaemia, mineral
metabolism, nephrotoxic medication adjustment

« recommended laboratory monitoring and clinical follow-up, generating forms and
appointments

« electronic referral to secondary care where necessary, populated from electronic tool and
PMS.

To be used successfully, such an electronic system needs to fit into current general practice work
patterns through:

 single screens auto populating all relevant data from the main PMS
« minimising the care and documentation of the majority with stable CKD
« embedding an intuitive process of clinical decision support in a sequence of screens

» being integrated with e-referral so that it generates a letter to secondary care populated by all
relevant data

« having the capacity for interrogation to identify all patients with certain
diagnostic/management characteristics.
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Challenges to implementation

Given electronic desktop tools for CKD management are now available, some of the challenges
to implementation are to:

« secure any funding required for integration of electronic CKD management tools with general
PMS

» educate primary care practitioners in the use of electronic CKD management tools

« promote the use of tools by PHOs to monitor the detection and management of CKD across
local populations

« integrate e-referral with secondary care patient data systems.
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Appendix 2: Nurse-led clinics
to manage high-risk CKD
patients

General principles for nurse-led clinics in CKD management

In this strategy for best-practice CKD management, a primary care nurse manages a group of
high-risk CKD patients:

« through regular clinics that are identified in the primary care practice
 using an individualised programme with each patient

« supported by specialist secondary care nursing, as well as both primary care and specialist
secondary care medical expertise

« aiming to improve identified risk factors for these patients.

During the clinics the nurse oversees the management of these high-risk CKD patients by:
o producing an individualised care plan based on a comprehensive assessment
« focusing on the education of patients about their condition and management

« monitoring and following up to optimise the management of key patient parameters such as
blood pressure, blood glucose and cholesterol

« regularly reviewing progress toward clinical goals with the patient
« maintaining a patient database to enable audit of practice

« identifying patients who continue to progress towards ESKD despite optimal treatment.

To be used successfully, the nurse-led clinic needs to fit into current general practice work
patterns through:

« systems that can readily identify suitable high-risk CKD patients and provide appropriate
recall appointments

« availability of practice nurses who can include CKD clinics as part of their work in long-term
conditions

« access to resources for patient education and protocols for patient management
 integration with medical management of CKD in primary care
« availability of specialist nurses to upskill practice nurses

» support from renal physicians, diabetes specialists and specialist nurses and dieticians.

Successful trial of one model of nurse-led care

In one successful model of nurse-led care, nurses have supervised community health workers
who visit patients at home or work to encourage them to adhere to their medication and who
adjust blood pressure medication according to an algorithm. This model was successfully
trialled in Auckland in the DEFEND trial. (6)
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Challenges to implementation

Given the current configuration of primary and specialist care, some of the challenges to
implementation are to:

secure funding of practice nurse time for free clinics for patients with long-term conditions
make available appropriate and funded nursing courses for chronic disease management

ensure the availability of specialist nurses and effective clinical support from secondary care
renal and diabetes services to initiate clinics and upskill primary care nurses and general
practitioners

develop processes for mentoring practice nurses to upskill them to undertake clinics

establish adequate protocols to integrate with medical management in primary and
secondary care

enable a fast-track referral for patients with progressive CKD.
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Summary







· Approximately, 128 per million New Zealanders start treatment for end-stage kidney disease each year, and this rate appears to be rising.



· There is marked disparity in the incidence of end-stage kidney disease based on ethnicity. Māori and Pacific New Zealanders are 3-5 times more likely to experience end-stage kidney disease.



· Few New Zealanders start treatment for end-stage kidney disease with a kidney transplant. There is marked disparity in access to transplantation based on ethnicity.



· Approximately 4 patients with end-stage kidney disease receive a transplant for every 100 patients treated with dialysis each year.



· Most New Zealanders with end-stage kidney disease start treatment with facility haemodialysis (64.2%).



· About half of all dialysis patients in New Zealand are treated with a home-based therapy (peritoneal dialysis or haemodialysis). Of all patients treated with dialysis, about 20% are treated with home haemodialysis. 



· Most patients treated with haemodialysis receive >4.5 hours of dialysis per treatment and at least 3 treatments per week



· The proportion of patients starting dialysis with permanent vascular access (38.2%) remains well below the New Zealand standards of 80%.



· Rates of continuous peritoneal dialysis are decreasing and rates of automated peritoneal dialysis are increasing.



· Peritoneal dialysis peritonitis occurs every 27 months on average.



· About 14.8% of patients with end-stage kidney disease commencing renal replacement therapy do not see a nephrologist within 3 months of starting treatment.



· There is marked variation in practice patterns in treatment of end-stage kidney disease among New Zealand District Health Boards.
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The National Renal Advisory Board presents the 9th annual Standards and Audit Report for the New Zealand dialysis and transplantation services which covers the calendar years of 2012 and 2013. The data are largely derived from the annual data return of the Australia and New Zealand Dialysis and Transplant Registry (ANZDATA) and population data from the 2013 New Zealand Census from Statistics New Zealand. Data are also provided by the New Zealand Peritoneal Dialysis registry (NZPDR). 







Data for the Waitemata District Health Board are now largely complete (with the exception of 2009 data) following the move of all dialysis and transplant patients from the Auckland District Health Board service. The Starship Children’s service is represented separately for some analyses but is otherwise included within the data for the Auckland District Health Board. 







The data are reported according to the central District Health Boards which provide dialysis and transplantation services for New Zealand. The District Health Board populations served by the District Health Boards summarised in this report are: Northland (Northland DHB), Waitemata (Waitemata DHB), Auckland (Auckland DHB & Starship Hospital), Counties Manukau (Counties Manukau DHB), Waikato (Waikato, Bay of Plenty, Lakes and Tairawhiti DHBs), Hawkes Bay (Hawkes Bay DHB), Mid-Central (Whanganui and Mid Central DHBs), Taranaki (Taranaki DHB),  Capital & Coast (Capital & Coast, Hutt, Wairarapa and Nelson Marlborough DHBs), Canterbury (Canterbury, West Coast and South Canterbury DHBs), Southern (Southern DHB). 







The collection and collation of data for this report and for ANZDATA is critically dependent on the goodwill and hard work of all staff within the New Zealand Renal units and from support staff at the ANZDATA registry who provide these data to New Zealand. The current dialysis care standards have been appended to the Tier Two Renal Service Specifications in the Ministry of Health’s National Service Framework Library. The published standards can be reviewed at the Ministry of Health website. 
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The 2012/2013 Report includes data from the 2012 and 2013 ANZDATA Registry for the calendar years ending 31 December 2012 (for the 2012 Report) and 31 December 2013 (for the 2013 Report). The timing of data collection and reporting from ANZDATA means that the New Zealand Standards and Audit Report cannot be finalised and distributed until the data analysis by ANZDATA is completed. This has led to substantial delay in the delivery of the 2012 report. Therefore the data analysis and reporting for New Zealand in years 2012 and 2013 have been combined into a single report.







The audit data are shown in table and graphic formats in the following pages. There may be minor changes in the data from previous years’ reports which result from corrections and updates to the ANZDATA database and minor changes resulting from updating of the NZ population from the 2013 census. The raw data have not been routinely presented but are available to all Heads of Renal Departments on request.







The National Renal Advisory Board welcome feedback on this report. Comments can be sent to Dr Murray Leikis, Chair of the National Renal Advisory Board (murray.leikis@ccdhb.org.nz).
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· In 2012, 517 people (including 9 children) started renal replacement therapy in New Zealand. 



· In 2013, 546 people (including 5 children) started renal replacement therapy in New Zealand. 



· The incidence rate for renal replacement therapy was 120 per million population (pmp) in 2012 (Table 1) and 128 per million population (pmp) in 2013 (Table 2). Overall the incidence rate had fallen to a nadir in 2011 (to 109 pmp) and has started to increase again (by 10.1% from 2011 to 2012 and by 6.6% from 2012 to 2013) (Figure 1).



· The incidence of renal replacement therapy continues to vary substantially across New Zealand. In 2012, the highest incidence was in Counties Manukau (228 pmp) and the lowest was in Canterbury (65 pmp). In 2013, the highest incidence was seen in Counties Manukau (247 pmp) and the lowest was in Southern (44 pmp). 



· These differences in the population rates of starting renal replacement therapy are likely to be driven in part by the age and ethnicity distribution of the corresponding District Health Board populations. The ethnicity and age of the populations served by the contributing DHBs are described in the Appendix on page 36.
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				Incidence ESKD treatment



				Dialysis 



prevalence



				Transplant prevalence



				Total prevalence of ESKD treatment



				







				District Health Board



				Pop*



				Number



				Rate



(PMP)



				Number



				Rate



(PMP)



				Number



				Rate (PMP)



				Number



				Rate (PMP)



				Ratio dialysis:



transplant**







				Northland



				151,692



				33



				218



				153



				1008



				69



				455



				222



				1,463



				2.2







				Waitemata



				525,555



				35



				67



				235



				447



				140



				266



				375



				714



				1.7







				Auckland



				436,341



				51



				117



				327



				749



				194



				445



				521



				1153



				1.7







				Counties Manukau



				469,293



				107



				228



				541



				1153



				138



				294



				679



				1447



				3.9







				Waikato



				707,145



				92



				130



				458



				648



				167



				236



				625



				884



				2.7







				Hawkes Bay



				151,692



				17



				112



				88



				580



				78



				514



				166



				1094



				1.1







				Mid-Central



				222,684



				35



				157



				135



				606



				63



				283



				198



				889



				2.1







				Taranaki



				109,752



				13



				118



				54



				492



				34



				310



				88



				802



				1.6







				Capital Coast



				600,189



				66



				110



				248



				413



				249



				415



				497



				828



				1.0







				Canterbury



				569,952



				37



				65



				119



				209



				253



				444



				372



				653



				0.5







				Southern



				297,423



				22



				74



				100



				336



				101



				340



				201



				676



				1.0







				Overall



				4,241,724



				508



				120



				2458



				580



				1486



				350



				3944



				930



				1.6







				*The source population is derived from the New Zealand Census



** This shows the number of prevalent dialysis patients for every patient living with a kidney transplant. A number greater than 1 indicates there are more patients treated with dialysis for end-stage kidney disease than with kidney transplantation.



Incidence – the number of patients commencing dialysis treatment or pre-emptive transplantation during the calendar year.



Prevalence – the number of patients receiving dialysis or transplantation treatment for end-stage kidney disease at the end of the calendar year (i.e. 31/12/2012). 



PMP – Per million population



Unit coverage – The named District Health Boards provide dialysis and transplant services to their own population and other District Health Boards. The DHB populations being served by the central DHBs are: Northland (Northland DHB), Waitemata (Waitemata DHB), Auckland (Auckland DHB & Starship Hospital), Counties Manukau (Counties Manukau DHB), Waikato (Waikato, Bay of Plenty, Lakes and Tairawhiti DHBs), Hawkes Bay (Hawkes Bay DHB), Mid Central (Whanganui and Mid Central DHBs), Taranaki (Taranaki DHB),  Capital & Coast (Capital & Coast, Hutt, Wairarapa and Nelson Marlborough DHBs), Canterbury (Canterbury, West Coast and South Canterbury DHBs), Southern (Southern DHB)
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				Incidence ESKD treatment



				Dialysis 



prevalence



				Transplant prevalence



				Total prevalence of ESKD treatment



				







				District Health Board



				Pop*



				Number



				Rate



(PMP)



				Number



				Rate



(PMP)



				Number



				Rate (PMP)



				Number



				Rate (PMP)



				Ratio dialysis:



transplant**







				Northland



				151,692



				24



				158



				164



				1081



				72



				475



				236



				1556



				2.3







				Waitemata



				525,555



				74



				141



				288



				548



				147



				280



				435



				828



				2.0







				Auckland



				436,341



				63



				144



				309



				708



				194



				445



				503



				1153



				1.6







				Counties Manukau



				469,293



				116



				247



				576



				1227



				139



				296



				715



				1524



				4.1







				Waikato



				707,145



				84



				119



				472



				667



				181



				256



				653



				923



				2.6







				Hawkes Bay



				151,692



				25



				165



				97



				639



				78



				514



				175



				1154



				1.2







				Mid-Central



				222,684



				20



				90



				138



				620



				65



				292



				203



				912



				2.1







				Taranaki



				109,752



				8



				73



				52



				474



				38



				346



				90



				820



				1.4







				Capital Coast



				600,189



				72



				120



				250



				417



				263



				438



				513



				855



				0.9







				Canterbury



				569,952



				42



				74



				135



				237



				254



				446



				389



				683



				0.5







				Southern



				297,423



				13



				44



				95



				319



				105



				353



				200



				672



				0.9







				District Health Board



				4,241,724



				541



				128



				2576



				607



				1536



				362



				4112



				970



				1.7







				*The source population is derived from the New Zealand Census



** This shows the number of prevalent dialysis patients for every patient living with a kidney transplant. A number greater than 1 indicates there are more patients treated with dialysis for end-stage kidney disease than with kidney transplantation.



Incidence – the number of patients commencing dialysis treatment or pre-emptive transplantation during the calendar year.



Prevalence – the number of patients receiving dialysis or transplantation treatment for end-stage kidney disease at the end of the calendar year (i.e. 31/12/2013). 



PMP – Per million population



Unit coverage – The named District Health Boards provide dialysis and transplant services to their own population and other District Health Boards. The DHB populations being served by the central DHBs are: Northland (Northland DHB), Waitemata (Waitemata DHB), Auckland (Auckland DHB & Starship Hospital), Counties Manukau (Counties Manukau DHB), Waikato (Waikato, Bay of Plenty, Lakes and Tairawhiti DHBs), Hawkes Bay (Hawkes Bay DHB), Mid Central (Whanganui and Mid Central DHBs), Taranaki (Taranaki DHB),  Capital & Coast (Capital & Coast, Hutt, Wairarapa and Nelson Marlborough DHBs), Canterbury (Canterbury, West Coast and South Canterbury DHBs), Southern (Southern DHB)















· 
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· There are marked and largely expected differences in the rates of starting renal replacement at different ages (Figure 1). 



· In general, young people aged between 0 and 25 years experienced an incidence rate of 10 to 20 pmp between 2009 and 2013. 



· The incidence of renal replacement therapy is highest in the 45 to 64 year age group with a relatively static rate of 240 to 249 pmp between 2009 and 2013.



· The rate of treatment appears to be decreasing among adults aged over 65 years
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[bookmark: _Ref419712052][bookmark: _Toc419792552]Figure 1 Commencement of renal replacement therapy according to age



· 
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· The incidence rates of renal replacement therapy among Māori and Pacific New Zealanders are considerably higher than for non-Māori, non-Pacific New Zealanders (Figure 2), and this difference remains persistent or increasing. 



· This difference in incidence is likely confounded but incompletely explained by the different age distributions and transplantation rates in the respective populations.



· For non-Māori, non-Pacific New Zealanders, the overall incidence of RRT is falling (from 85 pmp in 2009 to 69 pmp in 2013) as seen in other global regions. 



· The incidence rate is more variable for Māori and Pacific, but has remained extremely high for both groups (281 pmp for Māori and 338 for Pacific people in 2012 and 312 pmp for Māori and 382 pmp for Pacific people in 2013). 



· In 2013, compared to non-Maori, non-Pacific people, Māori were on average 4.5 times more likely to start RRT and Pacific New Zealanders were 5.5 times more likely to start renal replacement therapy.   
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[bookmark: _Ref419712575][bookmark: _Toc419792553]Figure 2 Incidence of starting renal replacement therapy according to ethnicity
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· The overall prevalence of people treated with renal replacement therapy continues to increase in New Zealand (Figure 3). 



· Overall, the prevalence has increased from 877 pmp in 2009 to 991 pmp in 2013 (a 13.0% increase over 5 years). 



· The total number of dialysis patients has increased by 13.6% between 2009 and 2013 (from 2291 to 2604 patients overall).



· The number of people living with a kidney transplant has increased by 11.7% over 5 years between 2009 and 2013 (from 1407 to 1572 patients) 
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[bookmark: _Ref419712809][bookmark: _Toc419792554]Figure 3 Dialysis and transplant prevalence in New Zealand 2009-2013
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· Dialysis and transplantation rates vary considerably by geography (Figure 4). The population prevalence of dialysis prevalence is highest in large centres serving populations with high proportions of Māori and Pacific people (Northland, Auckland, Hawkes Bay, and Waikato). 



· Transplantation prevalence rates similarly tend to be lower these centres (Hawkes Bay, Northland) as well as smaller centres (Taranaki, Mid Central, and Southern).



· Prevalence rates of dialysis treatment continue to grow most rapidly in Counties Manukau and Capital Coast. [bookmark: _Ref419713197][bookmark: _Toc419792555]Figure 4 Dialysis and transplant prevalence 2009-2013 by providing DHB
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[bookmark: _Toc419716700][image: ]Incident modality



· Most people starting treatment for end-stage kidney disease commence with haemodialysis. (Figure 5)



· Of people commencing treatment in 2012, 64.2% started treated with haemodialysis, 32.3% started treatment with peritoneal dialysis and 3.5% with a pre-emptive kidney transplant. 



· Of people commencing treatment in 2013, 64.8% started treated with haemodialysis, 31.7% started treatment with peritoneal dialysis and 3.5% with a pre-emptive kidney transplant. 



· The proportion starting treatment with haemodialysis in 2012 varied two-fold between 40.9% in Southern and 80.4% in Counties Manukau



· The proportion starting treatment with haemodialysis in 2013 varied between 46.2% in Southern and  85.0% in Mid Central[bookmark: _Ref419713619][bookmark: _Toc419792556]Figure 5 Incident treatment modality 2009-2013 by providing DHB
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· Nationally, in 2013, 64.8% of patients started treated with haemodialysis, 31.7% with peritoneal dialysis and 3.5% with a pre-emptive kidney transplant (Figure 6)



· During the past 5 years, 64.2% started treatment for end-stage kidney disease with haemodialysis, 32.2% with peritoneal dialysis and 3.5% with a kidney transplant







[bookmark: _Ref419787488][bookmark: _Toc419792557]Figure 6 Incident modality of treatment for end-stage kidney disease in New Zealand including 5-year average (2009-2013)























Pre-emptive kidney transplantation



· In 2012, only 18 people received a pre-emptive kidney transplant as first treatment for end-stage kidney disease (3.5% of all incident patients starting RRT) and in 2013, 19 people received a pre-emptive kidney transplant (3.5%). 



· This compares with 24 (4.1%), 16 (3.1%), and 15 (3.1%) in years 2009, 2010, and 2011, respectively. 



· The number of people who received a kidney transplant as their first treatment for end-stage kidney disease has remained largely static (2009-2013), ranging from 2.6% in 2004, peaking at 5.6% in 2007, and currently 3.5% in 2013 (Figure 6) 



· Despite much higher rates of needing treatment for end-stage kidney disease, the proportion of Maori and Pacific patients receiving a pre-emptive kidney transplant as their first renal replacement therapy remains very low and widely disparate compared to non-Māori, non-Pacific patients (Figure 7)
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[bookmark: _Toc419792558]Figure 7 Proportion of patients starting renal replacement therapy with kidney transplant, according to ethnicity, per 100 incident patients
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· Most patients treated with dialysis in New Zealand receive facility-based haemodialysis within a hospital centre or satellite unit (Figure 8). The proportion receiving treatment in a facility has increased over 10 years from 25.6% to 30.6% overall. This is due to increased hospital-based haemodialysis treatment (rising from 16.1% in 2004 to 21.8% in 2013).



· Approximately half of patients treated with dialysis are treated with a home-based therapy (peritoneal dialysis or haemodialysis). In 2013, 18.2% of all dialysis patients were treated with home haemodialysis.



· Satellite-based dialysis increased from 9.5% in 2004 to 11.2% in 2009 and has decreased subsequently year-on-year to 8.7% in 2013.



· The proportion of people treated with peritoneal dialysis (continuous ambulatory or automated) has fallen from 24.8% to 19.9% over the last decade



· [image: ]The overall proportion of people treated with a kidney transplant has fallen from 40.7% in 2004 to 37.6% in 2013 although the annual decline has been smaller across years 2009 and 2013.



[bookmark: _Ref419713870][bookmark: _Toc419792559]Figure 8 Prevalent modality of treatment for end-stage kidney disease







· [image: ]Treatment modality remains highly variable across New Zealand centres (Figure 9). 



· The prevalence of peritoneal dialysis ranges from 35.2% at Waikato to 7.4% at Auckland.



· The proportion of patients who perform home haemodialysis is highest at Southern (26.5% of all patients with end-stage kidney disease) and lowest in the Hawkes Bay (5.7% and Capital Coast (6.6%)



· Satellite dialysis provides treatment for a substantial proportion of patients in Northland, Waitemata, and Auckland DHBs. The proportion treated with satellite dialysis has fallen markedly at Counties Manukau and remains small and relatively static at Capital Coast. Many centres report no satellite facilities including all small regional centres.



· Northland, Waikato, Hawkes Bay and Taranaki show the largest proportions of patients treated with APD. 



· The proportion of children treated with APD at Starship has fallen sharply as the transplant prevalence has increased[bookmark: _Ref419714159][bookmark: _Toc419792560]Figure 9 Prevalent treatment of end-stage kidney disease 2009-2013 by providing DHB







[bookmark: _Toc419716703]6 Vascular Access for Haemodialysis



[bookmark: _Toc419716704]Prevalent vascular access for haemodialysis 2009-2013



· Overall, in 2013 77.1% of prevalent patients treated with haemodialysis were dialysing with permanent vascular access (either arteriovenous fistula or graft). This is above the proposed national standard of 70%. All providing DHBs achieved a permanent vascular access rate above the 70% national standard. 



· Providing DHBs with the highest proportion of permanent access were Northland (82.6%), Waikato (81.7%), Capital Coast (85.8%), Canterbury (82.6%) and Southern (89.9%) (Figure 10)



· [image: ]The marked variation in use of AV grafts for permanent dialysis vascular access seen in previous reports persists. Waitemata, Auckland, Hawkes Bay, and Capital Coast report a small proportion of AV grafts. As in previous years, only Waikato (12.0%), Taranaki (9.7%), and Southern (11.0%) employ AV grafts to any great extent



· Central venous catheter use remains high with a national average of 22.5%. This ranges from 6.3% in Southern (the DHB with the lowest prevalence of catheter use) to Taranaki (29%).  Only Southern achieved the standard of less than 10% catheter use in prevalent patients, although data were missing for 4.8% of patients[bookmark: _Ref419714682][bookmark: _Toc419792561]Figure 10 Prevalent dialysis vascular access by providing DHB







[bookmark: _Toc419716705][image: ]Incident vascular access for haemodialysis (all patients) 2009-2013[bookmark: _Ref419788687][bookmark: _Toc419792562]Figure 11 Incident haemodialysis vascular access by providing DHB







· The national incidence of permanent vascular access remains highly variable (Figure 11)



· The proportion of all patients starting haemodialysis with permanent vascular access (either fistula or graft) was 34.6% in 2012 and 31.4% in 2013. 



· As in previous years, no DHB achieved the national standard of 50% of all patients starting haemodialysis with permanent vascular access. 



· [image: ] Assessed as a 5-year average across 2009 to 2013, the highest permanent vascular access incidence was at Waitemata and the lowest was at Taranaki (Figure 12)NZ standard 50%



[bookmark: _Ref419788714][bookmark: _Toc419792563]Figure 12 Incident haemodialysis vascular access in all patients averaged across 2009 to 2013







[bookmark: _Toc419716706][image: ]Incident vascular access for haemodialysis (late referrals excluded) 2009-2013



· The national practice patterns for vascular access excluding patients who are late referrals to nephrology services (referred within 3 months of starting kidney replacement therapy) remains highly variable across providing DHBs (Figure 14)



· 43.4% of patients started haemodialysis in 2012 with permanent haemodialysis vascular access (excluding late-start patients)



· 38.3% of patients starting haemodialysis in 2013 started with permanent dialysis vascular access 



· [image: ]The proportion of New Zealand patients starting dialysis with permanent vascular access remains well below the NZ standard of 80% and has remained largely static across the previous decade of practice across all DHBs (Figure 13). [bookmark: _Ref419715461][bookmark: _Toc419792564]Figure 13 Temporal trend of incident haemodialysis vascular access 2004-2013



[bookmark: _Ref419715415][bookmark: _Toc419792565]Figure 14 Incident haemodialysis vascular access by providing DHB (late referrals excluded)







[bookmark: _Toc419716707]Catheter-Associated Bacterial Infections 2009-2013



· [image: ]Figure 15 shows the rate of central venous catheter-association blood stream infections (CABSI) expressed per 1000 days of catheter use per annum between 2009 and 2013. 



· The rates of CABSI are highly variable from year to year and between centres, making interpretation of trends difficult.



· The average CABSI rate across New Zealand was 0.84 per 1000 catheter days in 2012 and 0.95 per 1000 catheter days in 2013. 



· All centres observed a CABSI rate lower than the national standard of 4 per 1000 catheter days in 2012 and 2013. The national standard should be reconsidered. 



· All units provided CABSI data for 2012 and 2013 [bookmark: _Ref419715915][bookmark: _Toc419792566]Figure 15 Dialysis-vascular catheter associated bacterial infections (per 1000 days of catheter use) according to providing DHB.







[bookmark: _Toc419716708][image: ]  7 Peritoneal dialysis



· The proportion of prevalent patients treated for end-stage kidney disease with PD (CAPD or APD) has fallen steadily from 24.8% to 19.9% between 2004 and 2013 (Figure 9). 



· The total proportion of prevalent dialysis patients treated with PD (CAPD or APD) has fallen from 41.8% in 2004 to 32.0% in 2013. 



· The proportion of all prevalent ESKD patients treated with CAPD has fallen from 18.7% in 2004 to 10.6% in 2013. Conversely, the proportion of ESKD patients using automated peritoneal dialysis (APD) has increased year on year from 6.0% of all prevalent ESKD patients in 2004 to 9.3% in 2013 (ranging between 3.4% in Mid Central to 20.9% in Waikato)



· The percentage of patients who experienced delay to starting PD of ≥90 days was 15.6% in 2011, 10.4% in 2012 and 8.2% in 2013 (Figure 16).[bookmark: _Ref419716418][bookmark: _Toc419792567]Figure 16 Delay starting peritoneal dialysis in providing DHBs







· 
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[bookmark: _Toc419716709]Peritoneal Dialysis Peritonitis Rates



· Peritonitis rates reported to the New Zealand PD Registry (NZPDR) showed an average of 26.8 months per episode across New Zealand in 2013 (Figure 17). 



· All centres achieved the standard of greater than 18 months per PD peritonitis episode in 2013 (data are missing for Canterbury)



· Many centres showed improvement in PD peritonitis rates during the period from 2009 to 2013[bookmark: _Ref419716721][bookmark: _Toc419792568]Figure 17 Peritoneal dialysis peritonitis rate by providing DHB







[bookmark: _Toc419716710][image: ] 8 Haemodialysis Adequacy, Frequency and Duration of Treatment







[bookmark: _Toc419716711]Duration of haemodialysis treatment



· The proportion of patients treated with haemodialysis and who were receiving fewer than 4.5 hours dialysis per session has decreased at nearly all providing DHBs over the past 5 years (Figure 18). 



· Currently, the proportion receiving less than 4.5 hours of dialysis at a dialysis treatment ranges from 2% at Canterbury to 46% at Auckland and Counties Manukau. The notable exception in the downward trend in proportion of patients receiving fewer hours of dialysis is the Hawkes Bay which has seen a steady increase in patients receiving <4.5 hours per session (17% in 2009 increasing to 30% in 2013).[bookmark: _Ref419716967][bookmark: _Toc419792569]Figure 18 Haemodialysis session length according to providing DHBs
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[bookmark: _Toc419716712]Frequency of haemodialysis treatment







· Patients rarely received haemodialysis fewer than 3 times per week at New Zealand DHBs during 2009 to 2013 (Figure 19). 



· Most New Zealand patients were treated with HD at least 3 times per week. 



· The proportion of patients who received more than 3.5 sessions of haemodialysis per week was 13.8% overall in 2013 and has increased since 2009 in some centres (Starship, Waikato, Taranaki, and Hawkes Bay).  [bookmark: _Ref419720725][bookmark: _Toc419792570]Figure 19 Frequency of dialysis treatment at providing DHBs







· 
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[bookmark: _Toc419716713] Haemodialysis adequacy (urea reduction ratio)



· Various measures of haemodialysis dose are used by dialysis services. These are commonly the amount of urea removed by dialysis (urea reduction ratio (URR) or Kt/V). 



· Many DHBs choose not to measure or report dialysis dose. Missing data represent practice patterns and the difficulty in obtaining results from home-based treatments.



· Excluding missing data, 84.4% of patients received dialysis providing a urea reduction ratio >65 (Figure 20)



[bookmark: _Ref419721386][bookmark: _Toc419792571]Figure 20 Haemodialysis dose measured as urea reduction ratio (URR)



















[bookmark: _Toc419716714]Anaemia management



· [image: ]At the end of 2013, 83% of all haemodialysis patients and 75.9% of all peritoneal dialysis patients were receiving erythropoietin therapy (EPO). Among these patients, 70 % had haemoglobin concentrations in the range 100-130 g/L (Figure 21).



· In 2013, the proportion of patients with a haemoglobin in the range of 100-130 g/l was similar for patients treated with haemodialysis (69.5%) and peritoneal dialysis (69.8%)



· The  proportion of patients treated with EPO peaked in 2009 and 2010 and has been falling in subsequent years after data showing evidence of increased harm with EPO treatment targeting higher haemoglobin levels was published internationally[bookmark: _Ref418682814][bookmark: _Toc419792572]Figure 21 Practice patterns of recombinant erythropoeitin prescribing (EPO) and haemoglobin levels from 2006-2013 in New Zealand. Bars show proportion of patients with a haemoglobin level between 100 and 129 g/L and the lines show the proportion of patients receiving EPO treatment.







· [image: ]Nationally, 41.9% of patients with a haemoglobin concentration >130 g/L continued to be administered EPO, ranging from 69.4% in Counties Manukau to 0% in Taranaki and Canterbury DHBs (Figure 22). The proportion of patients with a haemoglobin >130 g/L still receiving EPO has decreased progressively nationwide from 63.7% in 2009 although remains highly variable across and within many DHBs. 



· In 2013, 5.5% of patients receiving EPO had haemoglobin concentrations >130 g/L, which has progressively improved since 2008 when 14.1% of patients receiving EPO had haemoglobin concentrations >130 g/L (Figure 23) [bookmark: _Ref418680793][bookmark: _Toc419792573]Figure 22 Haemoglobin concentrations >130 g/L
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[bookmark: _Ref418680776][bookmark: _Toc419792574]Figure 23 Trend in proportion of patients receiving EPO therapy with an haemoglobin concentration >130 g/L











[bookmark: _Toc419716715][image: ]8 Late Referrals to End-Stage Kidney Disease Care







· In this report, a late referral is identified as commencing renal replacement therapy within 3 months of first assessment by a nephrologist



· Nationwide, 14.8% of patients starting renal replacement therapy in 2013 were late referrals to nephrology services (Figure 24) 



· Late referrals ranged from 4.9% of all renal replacement commencements at Canterbury to 22.4% at Counties Manukau and Hawkes Bay



· No trend in late referral patterns was observable across the country[bookmark: _Ref418682602][bookmark: _Toc419792575]Figure 24 Late referrals (patients with first nephrology referral within 3 months of starting renal replacement therapy







[bookmark: _Toc419716716][image: ]9 Transplantation



· Transplantation rates are a combination of both living and deceased donor transplants as well as a very small number of multiple organ transplants (organs transplanted with kidneys [heart, liver, or pancreas])



· Overall, transplantation rates have remained essentially unchanged during the last 5 years (Figure 26)



· Transplantation rates continue to vary markedly among units. As transplantation rates in New Zealand are very low, considerable variation is expected. Unit specific rates in 2013 varied from 13.4 pmp at the Southern DHB to 43.3 pmp at Capital Coast (Figure 25). 
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[bookmark: _Ref419722465][bookmark: _Toc419792576]Figure 25 Kidney transplantation  per million people in the general population



[bookmark: _Ref419722198][bookmark: _Toc419792577]Figure 26 Kidney transplantation rates per million of general population
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· When transplantation rates are calculated per dialysis patient, transplantation rates remain highly variable (Figure 27). 



· In 2013, the transplantation rate per 100 dialysis patients ranged from 2.4 in Middlemore to 10.4 in Wellington.  



· This over 4-fold variation in transplantation rates remains similar to previous years. [bookmark: _Ref419722607][bookmark: _Toc419792578]Figure 27 Kidney transplantation per 100 dialysis patients at providing DHBs
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[bookmark: _Ref419712257][bookmark: _Toc419716720]Estimated District Health Board Population Demographics 2012/2013



				



				Population*



				Ethnicity



(% of incident population)



				Age 



(% of incident population)







				



				



				 Māori



				Pacific



				Non-Māori/Non Pacific



				0—25



				25-44



				45-64



				65+







				Northland



				151,692



				30%



				3%



				67%



				25%



				20%



				36%



				18%







				Waitemata



				525,555



				9%



				8%



				84%



				27%



				27%



				32%



				13%







				Auckland



				436,341



				7%



				12%



				81%



				28%



				32%



				29%



				11%







				Counties Manukau



				469,293



				14%



				22%



				63%



				31%



				26%



				32%



				11%







				Waikato



				707,145



				24%



				3%



				72%



				27%



				24%



				33%



				16%







				Hawkes Bay



				151,692



				23%



				4%



				73%



				26%



				22%



				34%



				17%







				Mid Central



				222,684



				19%



				3%



				78%



				28%



				23%



				33%



				17%







				Taranaki



				109,752



				17%



				2%



				82%



				26%



				24%



				34%



				16%







				Capital Coast



				600,189



				11%



				6%



				82%



				27%



				26%



				33%



				14%







				Canterbury



				569,952



				8%



				2%



				90%



				26%



				25%



				33%



				16%







				Southern



				297,423



				9%



				2%



				89%



				27%



				24%



				33%



				16%







				Overall



				4,241,724



				14%



				7%



				79%



				27%



				26%



				33%



				14%



































































Total by Age Group



				GROUP 



				DHB



				0-24



				25-44



				45-64



				65+



				Grand Total







				Northland



				Northland



				              38,415 



				      30,981 



				      54,528 



				       27,762 



				     151,686 







				Waitemata



				Waitemata



				             144,285 



				    142,533 



				    170,247 



				       68,484 



				     525,549 







				Auckland



				Auckland



				             123,351 



				    138,117 



				    128,589 



				       46,290 



				     436,347 







				Counties Manukau



				Counties Manukau



				             146,523 



				    123,342 



				    149,187 



				       50,247 



				     469,299 







				Waikato



				Waikato



				             102,318 



				      87,672 



				    116,301 



				       53,022 



				     359,313 







				 



				Bay of Plenty



				              52,350 



				      46,008 



				      69,489 



				       38,151 



				     205,998 







				 



				Lakes



				              26,967 



				      23,526 



				      33,147 



				       14,556 



				       98,196 







				 



				Tairawhiti



				              12,606 



				        9,987 



				      14,931 



				        6,126 



				       43,650 







				Hawke's Bay



				Hawke's Bay



				              40,182 



				      33,912 



				      52,071 



				       25,530 



				     151,695 







				Mid Central



				Midcentral



				              45,678 



				      37,530 



				      52,473 



				       26,880 



				     162,561 







				 



				Whanganui



				              15,672 



				      12,888 



				      20,628 



				       10,932 



				       60,120 







				Taranaki



				Taranaki



				              28,485 



				      26,622 



				      36,822 



				       17,823 



				     109,752 







				Capital and Coast



				Capital and Coast



				              80,430 



				      82,461 



				      86,754 



				       34,059 



				     283,704 







				 



				Hutt



				              37,620 



				      36,690 



				      45,639 



				       18,426 



				     138,375 







				 



				Nelson Marlborough



				              31,185 



				      30,912 



				      49,425 



				       25,473 



				     136,995 







				 



				Wairarapa



				                9,897 



				        8,640 



				      14,715 



				        7,860 



				       41,112 







				Canterbury   



				Canterbury



				             126,984 



				    124,416 



				    158,583 



				       72,195 



				     482,178 







				 



				South Canterbury



				              12,903 



				      11,880 



				      19,497 



				       11,340 



				       55,620 







				 



				West Coast



				                7,680 



				        7,443 



				      11,844 



				        5,184 



				       32,151 







				Southern



				Southern



				              81,747 



				      72,369 



				      96,687 



				       46,617 



				     297,420 







				Grand Total



				 



				          1,165,278 



				 1,087,929 



				 1,381,557 



				     606,957 



				  4,241,721 
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Purpose


To support provision of renal services to patients by:


· Providing expert advice on all aspects of renal service provision


· Identifying priorities for renal service development


· Advising on renal service development at a DHB, regional or national level


· Developing and maintaining renal care standards


· Ensuring audit activities of renal services are undertaken regularly


· Involving consumers in decision making


· Promoting the monitoring of chronic kidney disease.


Accountability


The National Renal Advisory Board (NRAB) reports, as appropriate (via documents or verbally), to renal departments, District Health Boards and the Ministry of Health.

Members of the NRAB, as representatives of their departments, institutions, professional bodies and consumer groups, provide input from these groups to the NRAB and from the NRAB back to these groups.


Subcommittees 


The following sub committees will report to the NRAB:


· Audit & Standards


· Transplantation.


Professional bodies


The following professional bodies will report to the NRAB:


· RSA Nursing Advisory Group


· New Zealand Board of Dialysis Practice (NZBDP).


Membership


The NRAB will have a sufficient membership to be able to represent and/or liaise with all relevant stakeholders in renal service provision.

The membership will consist of employees from various DHBs throughout NZ and be represented by the following:


· 3 x renal physicians from major renal centres

· 1 x renal physician from a smaller non metropolitan centre


· 1 x paediatric renal physician

· Chair of the NZ Nephrology Group [ex-officio] (ANZSN NZ chapter)

· 2 x renal service manager representatives


· 2 x representatives for Nursing (incl Chair RSA Nursing Advisory Group NZ Renal Society of Australasia)


· 1 x representative for renal technicians (Chair of NZ BDP)


· 1 x Chair of the National Renal Transplant Service [ex-officio]


· 1 x representative of Kidney Health New Zealand [ex-officio]


· 1 x Ministry of Health representative [ex-officio]


· 1 x consumer group representative [ex-officio]


The Chairperson 


The chairperson will elected from the sitting Board members by the Board Members.  The Chairperson will hold the position for a term of 3 years.

Quorum


The quorum will be five members, assuming that there is an appropriate representation according to the agenda for each meeting.


Term of membership


Two three-year terms is the maximum for any one member, including the role of chairperson unless agreement from the committee for exceptional circumstances.

		Current members and their term of office.



		Committee member

		Original start date

		Current term end date



		Murray Leikis

		Nov 2011

Chair from Nov 2013

		Nov 2016



		Fredric Doss

		2009/2012

		Oct 2015



		John Schollum

		2012

		2015



		Jo-Anne Deane

		2013

		2016



		Tonya Kara

		2007/10/13

		2016



		Max Reid

		2015

		Ex officio (KHNZ)



		Kay McLaughlin

		2013

		2016



		Rachel Walker

		2010/13

		2016



		Michael Papesch

		2009/12

		2015



		Chris Hood

		2014

		2017



		MOH rep (tbc)

		2015

		Ex officio



		Ian Dittmer

		2014

		2017



		Janine Cochrane

		2013

		2016



		Nick Cross

		2014

		Ex officio



		

		

		





Establishment of memberships


In establishing and maintaining membership of the NRAB:


· Nominations for new membership to be either identified by the members of the NRAB or sought from the relevant groups


· All applications for membership to the NRAB will be accepted by the Chairperson


· The NRAB will review its membership annually at the first meeting of the year and take the appropriate action to ensure the Board is represented accordingly


· At the annual review of current membership, each existing member will complete a conflict of interest declaration form


· Further identified expertise will be co-opted as required, for a defined period to be specified at the time of co-opting (for example primary care).


Meetings


NRAB meetings will be held four times a year, with interim teleconferences arranged if appropriate.


Secretariat


The board will survey members at the start of each year to ascertain the provision of secretarial services to enable this committee to communicate and function effectively.  

Minutes and agendas


An Agenda pack, including all support meeting papers, will be circulated one week prior to the meeting.


Draft minutes of each meeting, which have been previewed by the Chairperson, will be circulated to all relevant stakeholders within two weeks for comment on any final changes.


Apologies


Apologies must be communicated to the Chairperson of the committee (or secretariat) in advance of the meeting, where appropriate forwarding any comments, concerns and or queries to the secretary for inclusion to the meeting.


Meeting fees


Attendance fees and travel costs will be met in accordance with Ministry of Health policy for non-DHB members.


Declarations of conflict of interest


NRAB members must declare if they believe they have a conflict of interest on a subject, which will prevent them from reaching an impartial decision or undertaking an activity consistent with the Advisory Group’s functions. At this point the member should withdraw themselves from the discussion and/or activity.


