National Renal Advisory Board Meeting




	MEETING DETAILS

	Date and time:
	9.30am to 2.30pm Wednesday 9 Aug 2017

	Venue:
	Ministry of Health, Room GN.7, 133 Molesworth St, Wellington



	Committee Members

	Ian Dittmer (Chairperson),  Kay McLaughlin, Fredric Doss, John Schollum, Catherine Tracy, Kimberley Reimers, Mark Hodge, Max Reid, Jenny Walker, Nick Cross, Annette Pack

	Apologies
	Chris Hood, Murray Leikis  

	Guests
	Wilfred Rodrigues and Aimee Aspinall (Health Alliance), Sarah Penno (Pharmac), Colin Hutchinson (Kidney Health New Zealand)

	Minutes Taken By
	Fredric Doss



	No.
	Item
	Discussion/Action
	Responsibility

	Minutes

	
	
	
	

	General Business

	1.
	Introduction
	The Chair opened the meeting. Apologies were noted as above.

	

	2
	Review of the minutes recorded at the previous meeting held on   10 May 2017
	[bookmark: _MON_1461403636][bookmark: _MON_1461404180][bookmark: _MON_1465893593][bookmark: _MON_1465893676][bookmark: _MON_1465893690]
Open actions are included in agenda items (below) or identified as carried forward.

	





	Regional Roundup

	3
	Regional Updates

Northern
















	Northland DHB (Ian Dittmer)
Business as usual

Waitemata DHB (Ian Dittmer)
Increase in patient number, currently under staffed 

Auckland DHB (Ian Dittmer) 
Community Dialysis Unit funded by four charity organisation underway, ADHB Renal  will maintain model of care 
Starship Hospital (Tonya Kara):  
· Staffing adequate, challenging smaller children 

Counties Manukau DHB (Catherine Tracy)
· A business case for the refurbishment and extension of the acute dialysis- Scott Unit at Middlemore Hospital has been approved. Work in progress. 
· Adolescent Clinic set up will be established soon. Chris Hood visited the Manchester Adolescent Unit
· Dialysis patient numbers have been stable for past 18 months.

	















Catherine 

	
	Midland
	Waikato DHB (Mark Hodge)

· Renal service has approval  to employ additional staff; Physician, Registered Nurse, Pharmacist, and other Multidisciplinary Team due to increase in patient numbers.
· New Physician will be starting soon.

Taranaki DHB: (Ian Dittmer)
· A new vascular surgeon has been appointed and is starting soon.

	









	
	Central
	Hawke’s Bay DHB (Colin)
· Nothing new to update.

MidCentral DHB: ( Max Reid)- 

Advancing the plan through two projects; one focuses on the additional dialysis stations in Levin, the other is about the renal dialysis training programme.  The Horowhenua project is now substantially complete with the three additional chairs in place and operational.  The predialysis project is still a work in progress, but is generally going well.  It’s a more complicated task, requiring reworking of pathways, procedures and some culture change.  I can also tell you that we have continued to involve service users in our work.  In particular, Valerie Barnes has being doing a great job on the Steering Group which oversees both MidCentral projects.
 
While MidCentral has been working on its two projects, Whanganui DHB has been considering the issue of potential future dialysis services in Wanganui.  This is in response to issues raised by the local community.  MidCentral and Whanganui DHBs have been keeping in close contact over the various projects. It is planned to hold a combined workshop in September to consider the overarching issue of the renal service model for the centralAlliance population. This is about looking at how the future needs of our sub-regional population can be met. Further, MidCentral and Whanganui DHBs are holding a combined meeting in November (ie, centralAlliance) and this will feature a presentation on Renal.

Capital & Coast DHB ( Kay McLaughlin)

· Planning on a new Satellite Unit in the Hutt Valley is underway.
· Three ultrasound machines help with vascular access.
· Proposal to build Children Hospital with donations from an Entrepreneur. This will lead to Renal offices requiring relocation. 
	
Max



















Kay






	
	South Island

	Canterbury DHB (Nick Cross)

· New Dialysis Unit work underway, expected to be ready for next year. 
· An internal process to credential the Nephrology service is completed. 
· The contract for National Renal Transplant Service  Clinical Director and Support Services has been renewed.
   
Southern DHB (John Schollum)

· Patient numbers have declined.
· The service is reviewing its home support programme.
· Approval for 4 bed Acute Dialysis Unit attached to the Haemodialysis Unit. The Acute Unit will be separate from the Training Unit.

To follow up action from last meeting minutes:
· CMBDHB consent form for distribution- Catherine Tracy


	














Catherine

	  New Business      

	4
	Correspondence
	Mardi Thompson, the consumer representative, has advised the Chair of her resignation from NRAB due to work commitments.

Action from last meeting minutes: Send a letter of thanks to Mardi Thompson for her contribution to NRAB.

	


Ian 

	  General   

	5
	Ferrinject





Dermatology

Cinacalcet
	
[bookmark: _MON_1565166984]Ian Dittmer responded on behalf of NRAB.


Catherine Tracy will discuss with Paul Jarret re:NRAB structure and function
Helen Pilmore who has been advocating for approval by Pharmac for Cinacalcet.  Ian to forward Jamie Kendrick-Joines’s email to Helen Pilmore and also write to Pharmac to reconsider approval of  on behalf of NRAB.
	Ian 






Catherine

Ian

	6
	NZ Chapter of the ANZSN

	Update as below from last meeting, no update in this meeting
The NZ chapter will meet in 2017 in Queenstown in August for two full days.

The ASNZ Scientific meeting will be held in September in Darwin.

The president of the ANZSN, Paolo Ferrari, has resigned. Jonathan Craig is the Chair Elect.

NZ hosts the full ASNZ meeting every seven years, ie in 2020.

The International Congress of Nephrology meets in Melbourne in 2019

	Ian 

	
	
	
	

	7
	Nephrology Advanced Training 

	There is a proposed Australasian version of INSTEP for Registrar advanced training with rotation to NZ.

	Ian 


	8
	Tier 2 document update
	No Update
	
	

Ian 

	9
	PTAC Nephrology subcommittee

	No update to report.
Ferrinject, Cinacalcet discussed with earlier agenda items
NPPA decisions at Pharmac webite is highlighted as useful to refer to.
	Tonya/Ian 

	10
	ANZDATA
	The New Zealand Working Group is operating well.

The group congratulated Tonya and Suetonia on their work in developing the info-graphics and New Zealand chapter.

Adult privacy form discussed and feedback to be sent to Tony by end of this week to finalise.
This has been approved by Privacy Commissioner.

ANZDATA’s updated online entry system is working well.
	Tonya 










	11
	Critical Thresholds for Laboratories 
	There is a national group looking at standards and reporting of laboratory results- From last meeting
No update at this meeting.

	Murray 

	12
	National Viral Screening and Protection in Haemodialysis 

	Fredric presented the draft version. This document will be circulated to NRAB members for feedback. 

Action carried forward: Murray Leikis and Fredric Doss to progress work. 
	

Murray/Fredric 

	13
	Emergency  Management
	Kay to follow up on the website /feature for  Emergency Management Information System (EMIS), which is a sharepoint system, with ‘RealMe’ access that provides a common platform to support collaboration across health servcies. Some of the features of the site are:
· Broadcast information 
· Shared calendar
· Instant messaging
· Discussion forum

Action: Kay to follow up with Kate Crawford.
  
	Kay 











	14
	CKD National  Strategy
	No update

	Ian 

	Dialysis

	15.
	Holiday Dialysis
	· KHNZ and DHB representatives working group will have teleconference later this month to discuss the survey results re: holiday dialysis

	Max 

	16.
	PD Registry
	Funding for PD registry from MOH channelled through ADHB Renal had 75% reduction due to miscommunication in forecasting/budgeting, Ian addressing this and will be resolved soon.

	Ian 

	17.
	HealthAlliance Contracts
	Current situation and update regarding Peritoneal Dialysis and Haemodialysis contract presented by Wilfred, Aimee (Health Alliance) and Sarah (Pharmac). 




	Wilfred/Aimee/Sarah 

	Transplant

	18.
	National Transplant Activity 










Kidney Exchange
	· Transplant numbers have been steady for first half of the year.
· The focus of the National Renal Transplant Service is data collection for reporting against Quality Improvement Metrics. 
· Amendment to NZKE- NDD policy allows transplant to happen up to 6 weeks interval instead of same day.
· MOH reviewed and updated all transplant resources developed through CMDHB project. These are ready for upload. MOH will own these resources.
· Suggested to have link for these resources in KHNZ website.
· NRTS CD position agreement  renewed for another 3 years between MOH and CDHB. Adjustment now to provide specific deliverables including process mapping.

· Collaboration with Australia will be revisited with new  AKX’s Clinical Director and Exchange Coordinator
	Nick 

	Ministry of Health

	19
	Compensation for Live Organ Donors Act
	· The project is on track
· The Governance Group for the project has agreed to an approach using an IT solution for data repository and workflow tracking
· A communications plan is being developed.
· A consumer group has been established.
· Frequently Asked Questions re Compensation for Live Organ Donors Act has been circulated to Renal Transplant Co-ordinators.
	Max 

	20.
	Update from Kidney Health New Zealand


	 Meeting with Minister (2 Manifesto priorities)
                KHNZ met with Health Minister. Two issues discussed from KHNZ’s pre-election Manifesto – the need for the Deceased Organ Donation Strategy to be urgently implemented (with    strong sector input) and adequately funded; and a review of level of variation across renal services to be undertaken. Also raised concern around advice being given to transplant coordinators that annual leave needs to be used before a live donor qualifies for income reimbursement
•             LTC Strategy input
                KHNZ has proposed a series of KPIs for inclusion in the Ministry’s long term conditions strategy, currently under development
•             Compensation for Live organ donors – planned to go live a month ahead of schedule; issue re Annual Leave utilisation (see above)
•             CARI Guidelines Maori clinical guidelines initiative
                KHNZ has been awarded a $14,500 contract to assist with travel and accommodation for a series of hui. Noted that both urban and rural Maori need to be consulted
•             Holiday Dialysis update
All renal units have now been surveyed about utilisation and capacity for ‘away from home’ dialysis. Joint KHNZ/DHB working group to meet by teleconference later in the month

Colin Hutchinson presented enclosed CKD KPI document on behalf of KHNZ for discussion.
Agreed for Colin and Max to liaise with CKD working group  for early CKD and NRAB for Per ESRD


	


Max 















Colin

	Standard Report Updates

	21.
	Subcommittee reports

1. Standards & Audits

2. RSA / Nursing Advisory Group


3. NZ Board of Dialysis
Practice
	


Nearing completion.


Mark will discuss with NAG group regarding the workforce survey results as these need further clarifications. Next NAG meeting scheduled prior to RSA-NZBDP symposium in Auckland.
 
· Last Board meeting held in June 2017
· RSA NZ- NZBDP symposium will be in Auckland November 17, 2017. Vascular access work shop on 16 November 2017 and Renal Pharmacology one day course by Manukau Institute of Technology/NZBDP/RSA NZ on 18 November 2017. 
· The RSA federal Annual Conference for 2019 will be hosted by New Zealand 
· Neuro physiology  and exercise physiology professions are included under Clinical Physiologist Registration Board in the clinical physiology course 
· The Manukau Institute of Technology Dialysis course is under review (By Futures project), which will consider whether it is fit-for-purpose, interactive learning opportunities and online platforms. This will be ready for implementation in 2018. 
· MIT next cohort for Renal physiology course commenced in July 2017.
· Progress for NZNDP to become Australia –NZ society on track.



	


Fredric 


Mark/Kay 





Fredric 

	Other business

	22.
	Various
	
· ADHB has provided guidance on checking for Methampethamine contamination on dialysis equipment and Fredric presented this.  Fredric also shared MOH guidelines and testing facilities related to this and he will forward this to NRAB committee group.
: 
· Michael Collins and Suetonia Palmer have been in contact about developing a New Zealand Nephrology Research strategy. The group supported NRAB establishing a research workstream with an emphasis on research to inform quality improvement.

· John Scollum will have discussion with Tonya Kara and Seutonia Palmer regarding research work stream at Queenstown Nephrology Meeting in October 2017..


	


Fredric 





John 


	Next meeting

	Date:  15 November 2017
	Time: 9.30am
	Venue: Room GN7, Ministry of Health, 133 Molesworth St, Wellington.
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Health Alliance Update to NRAB Meeting Aug 2016.pdf
09" AUGUST 2017

PD UPDATE
SHORT TERM STRATEGY - 2016

Align all PD agreements in the North Island (including Nelson)

(as per advice from each DHB to one expiry date being 30 June
2017 - Rational: to coincide with DHB financial year end)

National T&C’s with local/regional standard requirements

An opportunity for benefit and value gains through collaborative
approach to this category for the DHBs

A procurement strategy that is flexible to work at a National level,
with service delivery to meet regional and local requirements

LONG TERM STRATEGY - 2017

To move to full and open RFP to create competition amongst
suppliers of products and services within this category

Timelines — August 2016 to April 2017

POSITION TILL DATE

Date we went to market — December 2016 — Timeline pushed back
due to Pharmac consultation

Extension to respond to RFP given to both suppliers 1.5 month up to
February 2017 (due to Xmas period) Approved by all DHBs in order
to receive a quality response and respecting the complexity of the
Tender requirements

Response disseminated to DHB’s first week of March 2017





March and April 2017 — First phase Clinical evaluation clarification
and markings completed by DHBs. COI forms filled by majority of
the participants

May 17 - Supplier Presentations Completed 3%” and 4™ May 2017

May 17 — hA restructure and NZHP recruitment = delayed by
month and half

- June 17 - Project currently in the second phase evaluation stage
with each DHB individually re-evaluating both the Clinical
(subsequent to the Presentation) and Commercial proposals

- July 17 - Second Phase Clinical Evaluations in progress. Commercial
clarification underway with 50% of DHBs already engaged.

August 17 — PD extension have all expired as of 30.06.2017.
Therefore, DRAFT Extension agreements disseminated to the DHB
procurement and clinical contacts. Contracts will be extended to
February 2018

August 17 - Commercial and clinical clarification with Suppliers on-
going
NEXT STEPS

Mid August 17 — Begin Negotiations with both Suppliers
End October 17 — Complete Negotiations

End November 17
— Execute Contracts with National T & C’s
— Individual DHBs Pricing schedule as per clinical requirement
— Potential for Regional Cost to Service
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CKD KPI Doc.pdf
Key Performance Indicators for the care of patients with Chronic Kidney
Disease in New Zealand (Primary and Seconday Care)

Rational:

Kidney Health New Zealand has commissioned the development of Renal Key Performance
Indicators (KPI), with the purpose of developing and implementing indicators to measure the
performance of Primary and Secondary Care teams for the management of Chronic Kidney
Disease (CKD) in New Zealand.

The aim of the indicators is to drive service improvement and increase efficiency and
consistency of patient centered care through the transparent comparison of DHB
performances.

These KPIs of the DHBs of New Zealand are focused on the patient journey through the renal
unit. They are independent of, and are not designed to replace any current or future targets
of clinical care used by the renal teams of New Zealand.

Executive Summary of Proposed KPIs:

The KPIs are divided into two broad groups to reflect the patients journey within primary
and secondary care.

Primary Care KPlIs:
1. All GP practices will develop and maintain a registry of patients with CKD
2. GP practices will undertake targeted and screening and monitoring of groups at high
risk of CKD
3. Eighty percent of patients with CKD will have blood pressure within target range:
blood pressure is 140/90 or less without proteinuria or 130/80 or less with proteinuria.
4. Ninety percent of patients will have their kidney risk explained
Patients with advanced CKD (stages 4+5) within New Zealand will have timely access
to specialist care at a local renal unit

v

Secondary Care (Renal Unit) KPlIs:

1. Greater than 90% of patients starting a renal replacement therapy, from Chronic
Kidney Disease, will have been referred to a renal service at least 3 months before
treatment is commenced.

2. All patients with advanced CKD, stage 4 and 5, known to a renal service will be cared
for by a renal MDT (see measurable)

3. Within 90 days of first specialist appointment with the renal service all patients, under
75 years of age, with Chronic Kidney Disease stage 4 or 5 will have a decision made as
suitable for transplant assessment or not.

a. The patient will be informed of this decision (using local documentation)





4. Greater than 80% of patients starting planned dialysis for progressive Chronic Kidney
Disease will start dialysis with definitive access
5. All patients receiving dialysis will be offered Advanced Care Planning





Stakeholders:

* Consumer representatives (Kidney Health New Zealand)
* New Zealand Renal Units

* National Renal Advisory Board

* Ministry of Health

Definitions:
CKD Chronic Kidney Disease

eGFR Estimate Glomerular Filtration Rate
KPI Key Performance Indicator





Primary Care KPIs

KPI {primary care) 1: All GP practices will develop and maintain a registry of patients with
CKD

Rational:
Progressive CKD is largely preventable by the identification and early treatment of modifiable
risk factors (e.g. hypertension, diabetes, proteinuria)

Definition:

All GP practices within a DHB.

A registry of all patients with CKD is to be held electronically and used to report on the
parameters described in the KPIs below to the DHB.

Target:
All GP registries.

Exclusion:
The registry is for patients with known CKD, it does not include patients with un-known or
suspected disease. GP practices are not expected to undertake screening as part of this KPI.

KPI (primary care) 2: GP practices will undertake targeted screening and monitoring of
groups at high risk of CKD

Rational:
The causes of CKD are well described. Chronic Kidney Disease is a frequent complication of
the following conditions and treatments:
o Diabetes mellitus (types 1 and 2)
Hypertension
Cardiovascular disease
Long term use of nephrotoxins {e.g. lithium, NSAIDs)
Prostatic or urological disease
A family history of kidney disease

O O o0 O O

Maori, Pacific or Indo Asian ethnicity
BMI>35
o Elderly (>65 years of age)

o O

Definition:
Patients within these groups should be screened for CKD by an estimation of their GFR (eGFR)
and the measurement of a urinary albumin/creatinine ratio (ACR).

If these results are normal the screen should be repeated in one year.

If they are abnormal they should have their CKD risk classified (see CKD guideline, attachment
1) and they should be monitored at the recommended frequency.





Target:

Eighty percent of patients in the first five risk groups should have an annual kidney screen
(Diabetics, cardiovascular disease, long term use of nephrotoxins, prostatic and urological
diseases)

Exclusion:
At this stage no target has been set for the screening of individuals in the following risk groups
and clinical discretion is to be applied:
o A family history of kidney disease
o Maori, Pacific or Indo Asian ethnicity
BMI>35
o Elderly (>65 years of age)

KPI (primary care) 3: Eighty percent of patients with CKD will have blood pressure within
target range: blood pressure is 140/90 or less without proteinuria or 130/80 or less with
proteinuria.

Rational:
Hypertension is a key factor in the progression of all CKD irrespective of the underlying cause.

Definition:
The percentage of patients on the CKD registry who achieve the relevant blood pressure
target.

Blood pressure targets are: 140/90 or less without proteinuria or 130/80 or less with
proteinuria

Target:
Eighty percent of patients with CKD identified on the CKD registry will have a blood pressure
(recorded within the last six months) within the recommended target.

Exclusion:
In some elderly patients the above targets may not be applicable (over 75 years of age).

KPI (primary care) 4: Ninety percent of patients with CKD will have their kidney risk and
management plan explained

Rational:

Chronic Kidney Disease sits within the Ministry of Health’s Long Term Conditions framework
as such good clinical practice should focus on patient’s education and empowerment to
enable them to own and self-manage their condition.

This is approach is particularly relevant to CKD where modifiable risk factors can have
profound impact on long term outcomes.





Definition:
The percentage of patients on the CKD registry who are recorded as receiving CKD education.

Target:
Ninety percent of patients on the CKD registry.

Exclusion:
Nil

KPI (primary care) 5: Patients with advanced CKD (stages 4+5) within New Zealand will have
timely access to specialist care at a local renal unit

Rational:
Late referral of patients with CKD to renal services is associated with higher rates of
hospitalisation, interventional procedures and commencement of dialysis on non-definitive

access.

Definition:
The percentage of patients with CKD stages 4 and 5 (eGFR<30mls/min/1.73m2)} who have
been referred to the local renal service.

Target:
Ninety percent of patients with advance CKD (4+5) on the CKD registry.

Exclusion:
* Patients on a palliative care pathway.





Secondary Care (Renal Unit) KPIs

KPI 1: Patients with advanced CKD (4+5) within New Zealand will have timely access to
specialist care at a local renal unit

Rational:

Late referral of patients with CKD to renal services is associated with higher rates of
hospitalisation, interventional procedures and commencement of dialysis on non-definitive
access.

Definition:
The percentage of patients starting a renal replacement therapy who have been under the
care of a renal service for greater than 3 months.

Target:
Ninety percent of patients with progressive CKD starting a renal replacement therapy will
have been seen by a renal service more than 3 months before starting treatment.

Exclusion:

* Patients starting renal replacement therapy in the context of an Acute Kidney Injury
or Acute on Chronic Kidney Injury where the baseline eGFR is greater than
30mls/min/1.73m?>.

* Patients returning to dialysis with a failed kidney transplant.

KPI 2: Patients with advanced CKD should be cared for by a Renal Multi-Disciplinary Team

Rational:

Advanced kidney disease results in a complex set of medical, social and functional problems
for those affected. Many of these problems are best addressed by non-medical health care
professionals.

Definition:
The percentage of patients who receive care from each member of the renal multi-disciplinary
team (MDT).

Targets:
All patients with CKD stage 5 known to a renal service will receive care from a Renal MDT with
input from:

* A pre-dialysis nurse educator or local equivalent (100%)

* Arenal dietician (70%)

* Arenal social work (70%)

e ?7? other key group

Exclusion:
* Patients receiving an end-of-life pathway where input from the above healthcare

professionals is deemed inappropriate





KPI 3: Patients with advanced CKD should receive a timely medical decision whether
transplantation is an appropriate renal replacement therapy option

Rational:
Transplantation is the recognised gold-standard renal replacement therapy with improved
patient survival, reduced morbidity and improved quality of life.

Definition:

The percentage of new CKD stage 5, pre-dialysis or incident dialysis, patients under 75 years
of age who have a medical decision to proceed with transplantation assessment or not within
60 days of FSA or commencement of dialysis.

Target:
Ninety percent of patients with new CKD stage known to the renal service.

Exclusion:
* Patients over the age of 75 years

KP1 4: Patients commencing dialysis within New Zealand should start with definitive dialysis
access

Rational:
The commencement of dialysis using temporary access, i.e. a dialysis catheter, is associated
with increased morbidity and mortality for the patient and increased costs for the healthcare
provider.

Definition:

The percentage of new patients starting planned renal replacement therapy with definitive
dialysis access (defined as an arterio venous fistula, arterio venous graft or Tenckhoff
catheter).

Target:
Eighty percent of new planned dialysis patients will start with definitive dialysis access.

Exclusion:
¢ Llate referrals (patients commencing dialysis within 3 months of first renal
consultation)
* Patients transferring from another renal replacement therapy





KPI 5: Advanced care planning is an essential part of holistic patient care for end stage
kidney disease

Rational:

End stage kidney disease is associated with a very high mortality rate and a high proportion
of sudden deaths. To enable holistic patient care, patients requiring renal replacement
therapy should be offered advanced care planning.

Definition:
The percentage of all patients receiving renal replacement therapy that are offered advanced
care planning.

Targets:
* Eighty percent of patients with pre-dialysis CKD stage 5
* Ninety percent of patients receiving a dialysis therapy
* Sixty percent of patients with a functioning kidney transplant

Exclusion:





ATTACHMENT 1.

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 A1 A2 A3
and Albuminuria Categories: Normai to mildly| Moderately Severely
KDIGO 2012 increased increased increased
< 30 mg/g 30-300 mg/g > 300 mg/g
<3 mg/mmol | 3-30 mg/mmol | > 30 mg/mmol
ﬁg G1 Normal or high 290
[
~ o .
=2 G2 Mildly decreased 60-89
=
£
3 g G3a  |Mildly to moderately decreased 45-59
% §
£ % |G3b |Moderately to severely decreased |30-44
"g' § G4 Severely decreased 15-29
&
o 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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Ian Response.docx
From: Ian Dittmer (ADHB) 
Sent: Wednesday, 21 June 2017 3:05 p.m.
To: 'matthew.tyson@pharmac.govt.nz'
Subject: Ferinject in the community



Dear Matthew



I am writing on behalf of the National Renal Advisory Board of which I am the Chair. We have discussed this proposal by e-mail (no scheduled face-to-face meeting in time frame). There are a number of renal patients who would benefit from being able to access Ferinject. We are not including haemodialysis patients in this submission as the vast majority of these patients can tolerate older forms of intravenous iron and administer this while on dialysis.

There is a substantial literature showing that patients with severe renal impairment do not absorb oral iron well and it the standard practice of most renal practitioners to administer iron intravenously when it is required. A ferritin cut-off of 20 mcg/L would be far too low for patients with renal disease and we would suggest that a much higher cut-off would be appropriate, or preferably just noting as clinical iron deficiency given the complexities of the definition of iron deficiency in renal disease. If there needs to be a definition of iron deficiency then perhaps a ferritin of < 200 or a TSAT <20 which would be consistent with renal guidelines.

Most renal units would have guidelines around how they administer iron and erythropoietin therapy.

It was also noted that patients with diabetes and CKD 3 qualify for erythropoietin therapy and that this group would also benefit from access to Ferinject.

Renal Nurse practitioners play an important part in the management of all aspects of patient management and would normally prescribe iron/ESAs independently.



We would like to suggest something along the lines of





Initial application – iron deficiency anaemia in patient with chronic kidney disease stage 4 or 5  (or Stage 3 with diabetes) from any renal physician or renal nurse practitioner. Approval valid for 24 months for applications meeting the following criteria:

Both:

1. Patient has been diagnosed with iron-deficiency anaemia; and

1. The patient is not receiving in-centre Haemodialysis. 





Renewal – iron deficiency anaemia in patient with chronic kidney disease stage 4 or 5 (or Stage 3 with diabetes) from any renal physician or renal nurse practitioner. Approval valid for 24 months for applications meeting the following criteria:



1.            Patient continues to have iron-deficiency anaemia







Please let me know if there is any further information I could supply that might be of benefit in your assessment of this. 



Thanks 



Ian



Ian Dittmer

Transplant Physician and Service Clinical Director – Dept Renal Medicine

Hon. Senior Lecturer - University of Auckland

Chair – Clinical Ethical Advisory Group - ADHB

Chair – National Renal Advisory Board

(64) 09 307 4949 ext 22955 or (64) 021 2831810|  idittmer@adhb.govt.nz

Auckland District Health Board| Level 15 | Support Building | Auckland City Hospital

 






