National Renal Advisory Board Meeting



	MEETING DETAILS

	Date and time:
	9.30am to 2.30pm Wednesday 14 March 2018

	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, Chris Hood, Murray Leikis,  Sue Riddle, Jane Ronaldson, Yang Zhang-Farhi

	Apologies
	Nick Cross, Kimberley Reimers, Mark Hodge

	Guests
	Suetonia Palmer, Walaa Saweirs

	Minutes Taken By
	Prue Fieldes



	No.
	Item
	Discussion/Action
	Responsibility

	Minutes

	
	
	
	

	General Business

	1
	Introduction
	The Chair opened the meeting and there were no conflicts of interest to the agenda. Apologies were noted as above and there was a minutes silence to honour Tonya Kara.

	

	2
	Review of the minutes recorded at the previous meeting held on  
15 November 2017
	[bookmark: _MON_1461403636][bookmark: _MON_1461404180][bookmark: _MON_1465893593][bookmark: _MON_1465893676][bookmark: _MON_1465893690]The previous NRAB minutes were taken as read by Chris Hood and seconded by John Schollum

Open actions are included in agenda items (below) or identified as carried forward.

	





	
	New Members

	Yang Zhang-Farhi was welcomed to the team.

	

	Regional Roundup

	3
	Auckland





















Northern













	For many years the NRAB has a regional news round-up as an agenda item.

Many/some DHBs do not have membership on NRAB so at the last meeting we decided that we would ask each Clinical Lead/Manager to send in a summary. Embedded is PPT slide for you to use.  

Include up to 3 news items and up to 3 risks that your unit faces. If you would like something discussed more fully then contact one of the NRAB members (or Ian Dittmer) so that more in depth discussion could be held.

For example the Auckland DHB one might be 
News     1. Most transplants in calendar year
              2. New dialysis unit progressing

Risks     1. Sub-standard old dialysis unit
              2. Staff resignations 


Northland DHB (Jenny Walker)

See embedded document from Northland.  People agreed that Fresenius terms are unacceptable and letter to be sent from NRAB.  Jenny to draft a letter and send to Ian to approve. Northland has been credentialed. 


Waitemata DHB (Ian Dittmer)

See embedded document from Waitemata.  
Auckland DHB (Ian Dittmer) 

Due to increase in number of transplants Nephrologist on Transplant Service has little time for anything else. See embedded document from Auckland. 
 
Starship Hospital (Jane Ronaldson):
There are only 3FTE Nephrologists instead of 3.6FTE.  0.6FTE consultant working full-time to make up to 3FTE. A locum is being pushed out to July 2018 and a potential full-time replacement is coming from UK in May for a 2 week assessment of the position.  Service for accreditation later in the year for fellow programme. 

Counties Manukau DHB (Catherine Tracy)
Starting Nocturnal shift 23 April with 6 patients to begin with followed by 12 patients, however funding will be an issue. Changing way of doing Home Therapies.  Going to Treasury in August re renovation of Scott Dialysis Unit.  Building project is tied to funding being approved for a Cath Lab on the floor above. Home Therapies Building is substandard.  There is a problem with Tenckhoff lists.  Waiting lists will get worse. 
	Clinical Lead/Manager





















Jenny Walker








Ian Dittmer







Jane Ronaldson



Catherine Tracy/
Chris Hood



	
	Midland
	Waikato DHB (Mark Hodge)
Two new physicians have started – Lai Chan and Angus Turnbull.
New FTE for PD , CKD, Transplant 2x Home HD, 7 for In-centre HD.
New approved business case for 10 new In-Centre dialysis spots  by securing new old ward to move Assisted care seats to.
New S/W FTE.  Psychologist approved 0.5FTE but awaiting appointment.
New FTE technician and front of house reception staff

Taranaki DHB: (Ian Dittmer)
No response.
	
Mark Hodge








	
	Central
	Hawke’s Bay DHB (Andrew McNally)
Nothing sent in.

MidCentral DHB: (Norman Panlilio /  Curtis Walker)
Max is meeting with funding people in Wanganui.  One of the Clinical Directors is happy to go with Max.


See embedded document from MidCentral. 

Capital & Coast DHB and Hutt (Murray Leikis)
They have moved again.  There are risks with haemodialysis at capacity.
	



Max Reid/
A Clinical Director




Kay McLaughlin

	
	South Island

	Upper South Island (Nelson)
Nothing sent in.

Canterbury DHB (David MacGregor)
Nothing sent in.
 
Southern DHB (John Schollum)
Nothing sent in. There are no risks.
	



Nick Cross

John Schollum


	  New Business      

	4
	Resignation
	Kimberley Reimers has advised the Chair of her resignation from NRAB.  Ian to send a letter to Clinical Heads of Units to take over from Kimberley.  New person would need to attend meetings.



	Ian Dittmer

	  Medicines/Pharmac   

	5
	Ferrinject

Cinacalcet


	This is signed off and done. 

Pharmac Committee are looking again at Cinacalcet. Helen Pilmore is going to a meeting on 20 March 2018 and Ian will write to the Renal Advisory Board after that.  
	Ian Dittmer

Ian Dittmer



	  Ongoing Business  

	6
	NZ Chapter of the ANZSN

	From This Meet:  Meeting this year is 12, 13 and 14 October.  John Schollum is leading it.  This to be put on ANZSN site. On the Sunday morning there is a College Meeting for SMO’s.  Murray’s position on Council finishes in November.  Murray Leikis to send out something for someone to volunteer.

	
Murray Leikis




	7
	Nephrology Advanced Training 

	There are time issues with work served and non-renal issues. There are a few changes in Advanced Training with standard of projects and timing of projects.  We are not training too many people at the moment. 
	Murray Leikis 

	8
	Pharmac – HD Contracts 

	Nothing reported.  Sarah Penno to be invited to next NRAB meet.
	Sarah Penno

	9
	PTAC Nephrology Subcommittee
	
	

	10
	ANZDATA
	
[bookmark: _MON_1583671712]From This Meet:  Suetonia Palmer presented ANZData Report;  CKD or Supportive Care not included (see attached email).  There have been preliminary discussions to see if there might be funding. Privacy form has not been signed off.  Age appropriate forms for children to be signed off by NRAB.  Reports for 2016 now being written.   Suetonia is happy to work through everyone on ANZData to have their Postcodes on.  This to be done annually (people putting in Hotel address has been a problem).There are also problems with patients being registered in Auckland when they come for treatment when they are from another DHB.  Suetonia to sort and is happy to contact June Atkinson whom worked on Census for tips.  Ian and Murray have key measures of performance information and Ian to get back to Suetonia re this.  Suetonia to be invited to report Standards and Audits each August and have the morning tea to lunch time slot.

Is there capacity for MOH to help?  Sue Riddle to look into it and link Suetonia into it.

	








Suetonia Palmer

Sue Riddle


	11
	Standards & Audits
	
	Suetonia Palmer


	12
	Critical Thresholds for Lab Values
	
	Murray Leikis

	13
	National Viral Screening and Protection in Haemodialysis 

	Now onto Version 3 and waiting on feedback from people on local infection control.  There is a recommendation for minimum standards   Hep B & C.   Isolation of Practices and Cleaning to be put on website.  Put a review date.  Fredric will be responsible person for this as ANZ Dialysis Board of Practice representative person.  Murray to bring it back to next meeting.  Viral testing does not require Consent. 

	Murray Leikis/
Fredric Doss

	14
	Emergency Management
	Emergency Management – Kate Crawford, deputy director emergency management phoned in to the meeting from Auckland. 


[bookmark: _MON_1583570922][bookmark: _MON_1583570966]·         The renal service page MoH website has been reconstructed and all of the emergency management plan sent to Kay have been uploaded onto the page. 
·         The units that have sent their emergency management plans are Northland, Auckland, Midlands, Wellington and Dunedin. There are a number of other units that have not sent their plans or do not have plans.

[bookmark: _MON_1583570716]·         Kate provided a list of local emergency management personnel, one contact person for each renal unit in New Zealand, to assist with registration and training on the MoH’s  ‘Health EMIS system’.
·         Kate Crawford (MOH) will attend the next NRAB meeting on 9 May to present the updated website and go over the registration and training process 




	Kay McLaughlin/
Ian Dittmer

	CKD

	15
	Late CKD Database
	Report from CKD Meeting. 

??Ian meeting CKD Nurse Specialists re Pre-dialysis spread sheet.
	Ian Dittmer/ Kay McLaughlin











	Dialysis

	16
	PD Registry Update/PDOPPS Update
	Walaa Saweirs presented information regarding for the NZPD Registry.  The registry was inaugurated in 1986 and relied upon paper forms until 2013.  There was a delay in widespread use of the on-line format due to server issues within DHB/hA.  Paperless 2013-2014.  There are IT related and clinical data input issues.  Gerald looking at easier data entry and home page.  This was up and running in 2017 in a test format.  It will require some funding to finish the full upgrade to the system.  NZPDR had stagnated over the last 6 years but in the last couple of years has made an improvement. 

The issue of data entry was discussed – Counties CV system has required much work to have up and running, and so now the drive is for this to be the only data entry point.  A connection with NZPDR would potentially cost $¾ million.

Real time CPI’s dependent on data going in. Requires some up-skilling, and as with all changes, there will be a period of difficulty. There is an ANZData link. ANZData want the information.  There was a working group from ten of the eleven units. Every Unit is contributing. Megan Upjohn does ANZData on paper for Counties Manukau and is going back through issues with data and trying to minimise inaccuracies.  Units are working with Megan in general to sort the issues. Without good input the output is not good. Everyone needs to be on-board otherwise it falls over.

Funding:  Every DHB is top sliced.  It’s a small amount of money.  NZPDR Finances are non-existent and only have 0.2FTE Co-ordinator running around the country.  IT input is via Gerald who also has a very full fulltime clinical post in Waikato.  Ian to find out how much funding ANZData gets and let Walaa know.  Walaa stated that NZPDR needs about $30,000 to fully complete the new software.  NRAB to approach Ministry - Ian happy to progress – ask for 1 off grant if everyone happy for this.

NRAB felt that NZPDR should be independent of it in terms of governance, including the choice of Chair.

Chris Hood asked re need to run an annual report – with the new software, each unit will have real-time CPIs if their data input is correct.  It was agreed that there should be an annual report as part of Standards & Audit.  Walaa in contact with Suetonia about this already. 

Jenny Walker questioned if Units to be asked permission to use their data – there is a research request protocol.  Walaa will send the various updates of this to all heads of unit, having sent this form last week around the units following Home Therapies Conference.  Data capture consent is along with ANZData consent.

The question asked was “Is it worth proceeding with this?” – the consensus was yes with a proviso that there is visible output.  Something to be prepared by NZ Chapter meeting in October and presented there.  

Walaa will send round NZPDR agreed KPIs etc to all Heads of Unit over the coming month.



	 Walaa Saweirs




















	

	17
	National
Transplant Activity/Service

	
[bookmark: _MON_1584537875]Nick Cross sent embedded presentation.  There is ongoing increase in deceased donors. The main increase is in donation after cardiac death.

	Nick Cross

	Ministry of Health

	18
	Compensation for Live Donors
	(See third slide in embedded presentation in Item 17 above).



	Nick Cross

	 19
	Report  on Kidney Health New Zealand


	· Yang reported on the recent KHNZ Consumer Council meeting. Main area of ongoing concern expressed by Consumer Council related to variability of service provision and support between rural and urban settings. For example, for rural patients a Renal Nurse visits once a month, machines break down, less support for home dialysis.  Renal units need to recognise that 1 size does not fit all and additional support is required for dialysis patients living further from a physical unit and team.
· Max noted that the value of the Council meetings is clear from both a consumer and KHNZ perspective.  KHNZ looking at a North Island and a South Island gathering between full annual meetings of the Council. Report on Council meeting to go up on KHNZ website.  
· Holiday dialysis – various ideas being considered to make ‘away from home’ dialysis more readily accessible to NZ patients within NZ – e.g. Kidney Health taking responsibility for coordinating out of area holiday dialysis.  Felt that having an empty chair in each Unit available to be prioritised for AFH dialysis may not be feasible.  New South Wales also now has a Red Kidney bus free for New Zealanders to use.  They need to book it ahead and dialysis treatment is free.  
· Chris asked Max whether KHNZ would be interested in trialling support for patients via Apps and Social Media. 
 
	

Max Reid/ Yang Zhang-Farhi













	Standard Report Updates

	 20
	Subcommittee reports
1. Renal Nursing Advisory Group

2. Australian and NZ Dialysis Board of Practice
	

Nothing reported.


-Next Board meeting is end of April. Two board members will represent Australia Technologist / Physiologist 
Updated competencies & scopes document circulated to NRAB. This will be uploaded to NRAB website and old roles & responsibility document to  be archived . 
NRAB acknowledged that document is comprehensive & the great work  of NZASRDP. 
- MIT physiologist course - next intake July 2018- blended / online delivery . Clinical placement will be done outside Auckland units . Dunedin expresses interest to take student placement. This model will be used to extend the course to Melbourne.
- 15 credit Renal pharmacology paper for current  dialysis staff ( nurses / physiologists), online , one day block module & assessments held in October 2017 was huge success . This course will be e tended to Melbourne.  

Physiologists can do Prescribing pathway courses.

	
Mark Hodge/ Kay McLaughlin

Fredric Doss

	 21
	Ministry of Health
	MOH is responding to new Minister re 4 new priority areas.  The Ministry to set things up with the new D.G.  Stephen McKernan is looking at performance within Ministry as well as Health System wide performance.  Ian Dittmer and Nick Cross to write to Ministers office to get an appointment later in the year.
	Sue Riddle
Ian Dittmer/ Nick Cross

	Other business

	22
	Research
	There will be an update from Nephrology Meeting.  
Jenny Walker has enquired with University of Auckland to see if there could be a paper created re Research
	Murray Leikis
Jenny Walker

	23
	CMDHB Non-Resident
	
. 
	Catherine Tracy




	24
	Immunisations
	John Schollum is co-ordinating vaccinations.
	John Schollum

	25
	Dates for NRAB Meet 2018
	Wednesday 14 March 
Wednesday 9 May 
Wednesday 8 August 
Wednesday 14 November 
Venue:  Ministry of Health, Wellington
	

	Next meeting

	Date:  9 May 2018
	Time: 9.30am-2.30pm
	Venue:   Room GN7, Ground Floor North
Ministry of Health, 133 Molesworth St, Wellington



											
2
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NorthlandRegionalRoundUp_Mar18.pptx
Northland DHB

News

Credentialed by Dr De Zoysa for 3 yrs

New RO ordered to replace 2 aging Ros in the Whangarei Unit 

Risks

Condemned dialysis facility at Kawakawa continues in use with no clear development plan

Aging haemodialysis fleet in need of replacement – delayed and jeopardised by poor communication (hA/NZHPL/Pharmac)

Over-stretched nursing and ancillary staff resource given the level of deprivation and co-morbidity being handled







Northland DHB
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WaitemataRegionalRoundUp_Mar18.pptx
Waitemata DHB

News

Nil of note

Risks

Plasma exchange – 	Manufacturer has 	discontinued 	consumables. New 	machine being sought 

Psychologist assessments

	Clinical Psychologist 	has resigned.  

Interventional radiology

	Staff have resigned. 







Waitemata DHB
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AucklandRegionalRoundUp_Mar18.pptx
Auckland DHB

News

New community dialysis build progressing

Mid-level management restructure

126 transplants

Risks

Old dialysis units

Dialysis staff resignations

Non-eligible patients









Auckland DHB.
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MidCentralRegionalRoundUp_Mar18.pptx
Mid-Central DHB

News

1 - 	Horowhenua Dialysis

Establishment of three stations in Horowhenua Hospital to help with decongestion of the In-Centre Dialysis unit

2 - 	Renal Project

Progressing toward Sub-Regional Renal Service to include Wanganui

Recognition of the need for more Social Work input regarding promotion of home dialysis in the pre-dialysis stage

Creation of Primary and Secondary Care Governance Group to improve coordination of care 

Preliminary talks on relocating the congested dialysis in-centre facility to comply with Tier Level 2 specifications



Risks

1 - Chronic Understaffing (Nursing and Medical)

2- Substandard Facilities

3- Inadequate Ancillary Support 









Mid-Central DHB.
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ANZData_NRAB_SPalmer_14Mar18.pptx
ANZDATA

How can we maximise the use of ANZDATA to improve patient care in New Zealand?

Suetonia Palmer





Today’s update

What’s new for ANZDATA in New Zealand recently?

Where to from here?





What’s new?







[New] ANZDATA New Zealand Working Group

Rachael Walker, Michael Collins, Andrew McNally, Suetonia Palmer, Hari Talreja, [Tonya Kara]

Strategic development

Build New Zealand capacity in analysis, collaboration, reporting

Review data proposals about NZ data (support consultation, increase collaboration, involve NZ stakeholders)

New privacy processes

Meeting quarterly, hoping for full day face to face









New privacy forms [adults] and 
assent forms [kids]









The NZ 
report









The NZ chapter [new development last year]







Infographics









Automated data entry [planned for 2019]













Where to from here?







Key performance measures

Key performance measures? 

Can we focus on some key measures of performance in clinical care in NZ that we report on, discuss, improve, and audit again?

Traditionally these were Tier 2 Renal Service specifications in the MOH National Service Framework library

Example, 70% of prevalent HD patients in NZ should have dialysis via an AV fistula

How should we update/prioritise KPIs? Is this work for the NZ Working Group with reporting back to NRAB?





Key performance measures













For example, a KPI could be to address differences and inequity in access to services











Consumer involvement in standards and audit processes?

Participation of patients, carers in development of KPIs and consulted on data collection, storage, and reporting

Participation of Māori and Pacific stakeholders in ANZDATA processes and reporting





Other comments/discussion about the use of ANZDATA to improve care?

KPIs

Consumer involvement

More user friendly NZ web presence (ANZDATA developing, but perhaps we need an NRAB refresh?

Other comments
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ANZDATA
Invitation to share information with ANZDATA
For children younger than 11 years old

Many years ago, people who look after kids with kidney disease
got together as a big team. They wanted to learn more about
how dialysis or a kidney transplant can affect the lives of kids.
They called this big team “ANZDATA”.

ANZDATA has been working for a long time to answer important
guestions about kidney treatment. ANZDATA involves all kids
and grown-ups in both Australia and New Zealand who have
dialysis treatment or have a kidney transplant. People think that
being part of ANZDATA is really important because it allows
everyone to help people who have kidney disease a lot better.

Every year a special member of your hospital team answers
guestions about the treatments that kids with kidney disease
just like you get from the hospital. We share a tiny amount of
information about what has happened in the year about your
medicines and your operations. When all these tiny bits of
information from you are added together with all the
information shared by other kidney kids in New Zealand, it helps
us answer really important questions. Like which is the best
medicine for kids with a kidney transplant.

We keep the information you share with ANZDATA private in a
computer in Australia, which is where the people who look after
ANZDATA live. We use a special code so that your name and your
information is kept secret. No-one will know you are sharing
your information with ANZDATA except the hospital team
looking after you and your family.
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You can choose whether you would like to share information
with ANZDATA or if you don’t want to. Your mum or dad, and
your kidney team won’t mind whether you say yes or no. You
can talk to anyone you would like to. You can decide together
about sharing your information with ANZDATA.

If you have any questions, you can always talk to your mum or

dad or the person who takes care of you, one of your nurses or
your doctors.

Thank you for helping.
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3 Starting renal
replacement
therapy
(incidence)

ot available

e Renal replacement therapy is
treatment to replace kidney function
when a patient reaches end-stage
kidney disease and includes either
dialysis or a kidney transplant

e 527 people started treatment for end-
stage kidney disease (either dialysis or

a kidney transplant) in New Zealand in
2015. Figure 3.1 Patients starting renal

replacement therapy (dialysis or kidney
transplant) per million of the corresponding
DHB population *Incidence data incomplete
for Hawke’s Bay DHB.

e 503 adults commenced dialysis and 24
adults had a kidney transplant as first
treatment (pre-emptive transplant).
Eighteen children and young adults

started dialysis. One paediatric e The differences in population rates of
patient received a pre-emptive kidney starting renal replacement therapy
transplant in 2015. are likely to be driven in part by

e The overall incidence of renal distributions of age, ethnicity, and
replacement therapy in New Zealand clinical comorbidity, including
was 115 per million population (pmp) diabetes, within the corresponding
(Table 3.1) DHB populations.

e The overall incidence of RRT has been e The vast majority of patients started
relatively stable over time, although treatment with dialysis. 24 patients
this summary rate masks substantial received a kidney transplant as their
variation in treatment incidence first treatment (pre-emptive kidney
among the various DHBs (Figure 3.1) transplant) representing 4.4% of all
and among people based on ethnicity incident patients.
and age group (see sections below). e Among New Zealand European

e The incidence of renal replacement patients, 10.6% of incident patients
therapy varied more than 10-fold had a pre-emptive transplant. The
across New Zealand DHBs. The proportion of NZ European patients
highest incidences were at Counties starting RRT with a transplant is
Manukau [211 pmp] and Northland steadily increasing (6.7% in 2011). By
[184 pmp] while the lowest incidences contrast, the pre-emptive
were at Canterbury [78 pmp] and transplantation rate for Maori (0.0%),
Southern [45 pmp] DHBs. The Pacific (1.9%), and Asian (2.2%)
Hawke’s Bay data showing an patients remained low and is not
incidence of 19 pmp appear to be increasing.

anomalous in 2015.

13
2015 NEW ZEALAND NEPHROLOGY ANNUAL DATA REPORT
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Starting treatment: Ethnicity

Incidence of RRT by ethnicity, 2011-2015

400
e The incidence of renal replacement 362
therapy remained substantially higher 350 328
among Maori and Pacific patients
than among NZ European patients. 300 | 277 973 2
This inequity in entering end-stage
kidney disease treatment remains 2 250 272
persistent and marked (Figure 3.5). s w7 e Maf’”
e The incidence of renal replacement 8 20 216 Pacifc
° Asi
therapy has been stable (62-76 pmp) 2 o o
150 ————NZ European
among New Zealand European and
Asian New Zealand patients, whereas 100 97
. . . 76 81 81 76
the incidence is 216 pmp among
- . . . \_’_
Maori patients (3.5-fold higher) and so | o - . = =
272 pmp among Pacific patients (6.2-
fold higher). In 2013, the ratios were 0

4.4 among Maori and 5.5 among 2011 2012 2013 2014 2015

Pacific patients (Figure 3.5).

e There is considerable disparity in the
opportunity to commence treatment
with a kidney transplant (pre-emptive
transplantation) based on ethnicity.
Of the 24 patients who received a
pre-emptive kidney transplant, none
in 2015 identified as Maori, 1 was
Asian (2.2%) and 2 (1.9%) identified as
Pacific ethnicity (Figure 3.6).

Figure 3.5 Starting renal replacement therapy, by
ethnicity, 2011-2015

Pre-emptive kidney transplantation by ethnicity per 100
incident RRT patients in New Zealand, 2011-2015
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Chapter 13

End Stage Kidney Disease In
Aotearoa/New Zealand

ANZDATA gratefully acknowledges the patients and their families and the clinicians who provided the data, and the
contributions of the Aotearoa/New Zealand Working Group and the New Zealand National Renal Transplant Service.

Whakapdiipitia mai o manuka, kia kore ai e whati.

Cluster the branches of the manuka, so they will not break.

AUSTRALIA &
NEW ZEALAND

DIALYSIS & TRANSPLANT
REGISTRY

2016
ANZDATA Registry
39th Annual Report

Data to 31-Dec-2015
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Kidney A summary of 2015
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Aust. & N.Z. DIALYSIS AND TRANSPLANT SURVEY
THIS SECTION FOR ALL PATIENTS
REGISTRY NUMBER  INITIAL HOSPITAL CURRENT PARENT HOSPITAL

|:| Hospital / State Hospital Unit No. Hospital / State Hospital Unit No. Physician (Optional)

3 DATE OF BIRTH 4 SEX
EEE D
5 ETHNICITY (Record from list) 6 PRIMARY RENAL DISEASE (record from list) 7 BIOPSY 8 SE.CREATININE

9 COUNTRY OF BIRTH (If Australia or NZ - Tick box) 10 POSTCODE AT ENTRY POSTCODE AT END SURVEY

11 CO-MORBID CONDITIONS AT ENTRY
CIGARETTE SMOKING

LATE REFERRAL HEIGHT (cms) WEIGHT (kg)
N=Never
F=Former
C=Current

<3 MONTHS BEFORE
FIRST TREATMENT
(YIN)
PERIPHERAL CEREBRO

DISEASE AT ENTRY AND DURING CURRENT SURVEY
VASCULAR (Y/S/N)  VASCULAR (Y/S/N)

Y=Yes N=No
S=Suspected

DIABETES N=No
O=Type 1 - Insulin dependent
P=Type 2 - Non-[nsulin requiring
Q=Type 2 - Insulin requiring

CHRONIC CORONARY
LUNG (Y/S/N) ARTERY (Y/S/N)

OTHER CO-MORBID CONDITIONS (Write in)

AT ENTRY

PREVIOUS
ENTRIES

CURRENT

12 CENTRE OF TREATMENT HOSPITAL / CENTRE NAME (Write in or tick if same) CENTRE CODE DATE TRANSFER

Enter geographical CURRENT
location at Death or End
of Survey LAST

14 HEPATITIS C ANTIBODY

REASON FOR DIALYSIS MODALITY CHANGE from - 1=Positive | CURRENT LAST
CAPD to APD / APD to CAPD / Any PD to HD / HD to any PD 2=Negative
Enter Reason for Change FROM Previous Modality TO Current Modality - Refer to codes on back of form 3=Not done

13 COURSE OF TREATMENT SEQ SEQ SEQ
COMPLETE ACCORDING TO CODE No CODE DAY MTH YR REASON N°  CODEDAY MTH YR REASON NO  CODE DAY MTH YR REASON

E APD/IPD
M CAPD

BC HD Hospital-Conventional
DC HD Satellite-Conventional
FC HD Home-Conventional
BQ HD Hospital-Quotidian
DQ HD Satellite-Quotidian
FQ HD Home-Quotidian

Transplant in AUST/NZ

Date of last post graft dialysis
Transplant Overseas

Graft function Temporary ceased
Grafft. function permanently ceased
Own kidney function recovered.
Dialysis ceased

Date of last visit if lost to

follow up

DATE OF DEATH

~CUHAXIO

N X

15 CANCER EVER ? (Y/N)

I:I If Yes, enter separate
Cancer Form

16 CAUSE OF DEATH (Record from list)

]

17 WAS GRAFT SUSTAINING LIFE?

Without dialysis at time of
death Y=Yes N=No

THIS SECTION FOR ALL PATIENTS DIALYSED AT ANY TIME DURING THIS SURVEY PERIOD

26 % SATURATION IRON

19TYPE OF = 20 DRY WEIGHT AT 21 UNCORRECTED 55 pHOSPHATE 23 HAEMOGLOBIN 24 EPO AGENT 25 FERRITIN reansten Seturtion)

DIALYSIS LAST DIALYSIS CALCIUM

(see list) HD and PD See instructions on the back of the form Last Available Y=Yes N=No Within last 3 months of Survey or record not
Patients done
HAEMODIALYSIS
27 DMALYSER BRAND (Write In) 28 BLOOD 28 SESSIONS 30 HOLRS 31 REL REDUSTION er XMV
FLOW RATE PER WEEIK PER SESSION

CODE BRAND NAME AND MODEL Pump Method Value
Speed

See List
32 ACCESS IN USE (Functioning only)

AT FIRST HD 1-Native AT LAST HD N THE EVENT OF THE PATIEAT HAVING BOTH HD AND PL, AND A
2=Synthetic TRANSPLANT DURING THE SURVEY COMPLETE SECTIONS 19-41 INCLUSIVE
3=Tunnel CV Catheter

|:| 4=Non Tunnel CV Catheter I:l

Once only

entry

ALL PERITONEAL DIALYSIS

33 PET TEST (Once only) 34 CONNECTION SYSTEM

35 PERITONITIS

36 NUMBER OF EPISODES 37 TOTAL VOLUME OF

. OF PERITONTTIS WEEKLY EXCHANCES
Within first 6 mths CODE (Write In)

|:| Dx/Plasta Creatinine
at 4 hours)

38 CREATININE CLEARANCE
Dialysate ONLY

Adjusted for Body
Surface Area
Litres/week/1.73m?
Range 10-200 Litres/Week

DATE OF FIRST EPISODE
During this
survey

39 DIALYSATE CHLY 40 RESIDUAL RENAL FCNCTION 47 PD SCLUTIONS - Y=Yes N=Nec
WEEKLY KvV (Creatinine Clearance) (Please fill in all boxes)

1 [ e IO
Saiface Areg

Range 0.1 - 5.0 (Lirresiweeld1.73r17) Glucose Icodextrin  Low GDP

CURRENT GRAFT (IN THE EVENT OF BOTH GRAFT FAILURE AND RETRANSPLANT IN THIS SURVEY - USE A NEW FORM) 48 NUMBER REJECTION
42 GRAFT 43 DATE OF THIS 44 REFERRING 45 DONOR 46 TRANSPLANT 47 RECIPIENT ANTIBODY STATUS EPISODES THIS SURVEY
NUMBER TRANSPLANT HOSPITAL HOSPITAL HOSPITAL CMV EBV AT GRAFT (Complete acute
1=Positive rejection form for
3=Not done time)
49 DONOR DETAILS 50 TOTAL 51 IMMEDIATE 52 DISEASE IN 53 DATE FIRST PROVEN

ISCHAEMIA FUNCTION GRAFT 54 GIRAFT FAILURE Serum Creatinine

Cause (Record from list) at Graft Failure

o s e TS e Y e S D S

55 MONOCLONAL / POLYCLONAL THERAPY (Record from list)

SOURCE  AGE SEX (eg. Graft biopsy)

COURSE DATE AGENT OTHER
1st

NO OF DOSES GIVEN REASON OTHER

56 TOTAL DAILY DRUG DOSE(mg)

TOTAL INITIAL
ORALDOSE  g1Mth 2Mth 03Mth 6Mth 1Yr 2Vr 3Yr  5VYr 7Yr 10Yr 15Yr 20Yr 25Yr 30Yr 35Yr 40Yr 45Yr 50Vr

57 BODY WEIGHT (kg)

58 SERUM
CREATININE
{umol/L}

DATE OF LAST OUTCOME

L[]

18 PARENTHOOD

HAS THIS PATIENT BECOME PREGNANT OR Y=Yes If Yes, please complete the Pregnancy
FATHERED A CHILD DURING THIS SURVEY N=No Outcome sheet
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Renal Unit/Service

		Name

		Emergency Manager/Planner

		Email contact



		Northland

		Walaa Saweirs

		Sarah Hoyle

		Sarah.hoyle@northlanddhb.org.nz



		Taranaki

		Allister Williams

		Mike Broker

		mike.broker@tdhb.org.nz



		Middlemore

		Chris Hood

		Vicki Wright

		vicki.wright@middlemore.co.nz



		Hawkes Bay

		Colin Hutchison

		Sandra Bee

		sandra.bee@hbdhb.govt.nz



		Canterbury

		David McGregor

		Jenny Ewing

		Jennifer.Ewing@cdhb.health.nz



		Auckland

		Ian Dittmer 

William Wong

		Debra Ellis

		debrae@adhb.govt.nz



		Waitemata

		Janak De Zoysa

		Jackie Ferries

		jackie.ferries@waitematadhb.govt.nz



		Nelson 

		Bruce King

		Pete Kara

		peter.kara@nmdhb.govt.nz



		Capital & Coast 

		Murray Leikis

		Greg Phillips

		greg.phillips@ccdhb.org.nz



		Midcentral

		Norman Panlilio

		Darren Horsley

		darren.horsley@midcentraldhb.govt.nz



		Waikato 

		Peter Sizeland 

		Trevor Ecclestone

		trevor.ecclestone@waikatodhb.health.nz



		Gisborne

		Richard Moore

		Steve Hooper

		steve.hooper@tdh.org.nz



		Blenheim

		Reon van Rensburg

		Jenny Ewing

		Jennifer.Ewing@cdhb.health.nz



		Dunedin

		Rob Walker

		Paul McNamara

		paul.mcnamara@southerndhb.govt.nz



		Wanganui

		Tom Thompson

		Simon Ward

		simon.ward@wdhb.org.nz
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		Renal Unit/Service

		Name

		email

		Disaster Plans



		Northland







Kaitaia

		Walaa Saweirs

		Walaa.Saweirs@northlanddhb.org.nz



		













		Taranaki

		Allister Williams



		allister.williams@tdhb.org.nz



		



		Middlemore

		Chris Hood

		Chris.Hood@middlemore.co.nz



		



		Hawkes Bay

		Colin Hutchison

		Colin.Hutchison@hawkesbaydhb.govt.nz



		



		Canterbury

		David McGregor

		David.McGregor@cdhb.health.nz



		



		Auckland

		Ian Dittmer 

William Wong

		IDittmer@adhb.govt.nz

wwong@adhb.govt.nz

		





		Waitemata

		Janak De Zoysa

		Janak.deZoysa@waitematadhb.govt.nz



		



		Nelson 

		Bruce King

		bruce.king@nmhs.govt.nz



		



		Capital & Coast 

		Murray Leikis

		Murray.Leikis@ccdhb.org.nz



		Already downloaded on website



		Midcentral

		Norman Panlilio

		Norman.panlilio@midcentral.co.nz



		



		Waikato 



Gisborne

		Peter Sizeland 



Richard Moore

		SizelanP@waikatodhb.govt.nz



richard.moore@tdh.org.nz
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		Blenheim

		Reon van Rensburg

		Reon.vanRensburg@nmhs.govt.nz



		



		Dunedin

		Rob Walker

		rob.walker@healthotago.co.nz



		[bookmark: _MON_1570448446][bookmark: _MON_1570448512][bookmark: _MON_1570448574][bookmark: _MON_1570448610]



		Wanganui

		Tom Thompson

		Tom.Thompson@wdhb.org.nz



		





















Business Continuity Plan Renal 2016  (V 2) (3).doc

[image: image1.png]Te Poari Hauora A Rohe O Te Tai Tokerau

NORTHLAND DISTRICT HEALTH BOARD m











Business Continuity Plan;



NDHB Renal Service;



2016


Index



			Index





			2





			Introduction and Key elements for planning






			3





			Core Business Objectives





			4





			Critical Business Functions





			4





			Main Threats





			4





			Vulnerabilities / Critical Interdependencies





			4





			1.Water 





			5





			2. Staffing





			6





			3. IS Outage






			7





			4. Power outage





			9





			Training Schedule 2015





			10





			Appendices



· Staff contact list



· Generic task card for Mass Casualty situation





			11








Introduction.


Business Continuity planning and management are essential aspects of sound risk management, and good corporate governance 


NDHB utilises the AS/NZS 5050:2010 Business Continuity-Managing disruption-related risks.


NDHB utilises the Datix Integrated Patient Safety System Risk Management module to identify and place controls on risks, and where possible reduce or remove the impact of the risk on business. 


For emergency management nationally, all DHBs use the 4 R’s approach;


Reduction; risk analysis and identification


Readiness; develop operational systems and capabilities



Response; immediate action plans



Recovery; coordinated efforts to restore business, having previously examined the service and planned what the new service would look like.


Key elements for planning and managing;



· Understanding the environment, vulnerabilities and criticalities of the organisation via risk identification and assessment.


· Identify the nature and source of potential disruption events that pose business continuity risks, both positive and negative to the organisation.


· Understanding the consequences of these events in terms of their impact on the organisation, and identifying the resources required.


· Implement strategies to mitigate or benefit from the occurrence of the risk. 


· Identify trigger points for action and escalation.


· Recognise that disruption may occur from events that have not been identified, therefore the plans need flexibility.


· Establishing processes that ensure the information remains current through


         testing, maintenance protocols and ongoing risk management.


Whangarei Site: Renal Service


     Core Business Objectives;



· Provision of optimal dialysis treatment/s.


· Provision of HDF, Plasmapheresis and acute haemodialysis.



·  Renal transplantation patient management including donor and recipient evaluation.


· Acute after hours Haemodialysis Service.


· Home based therapy education and patient management.


· Transition management of patients pre-dialysis to dialysis therapies and or Renal transplant



·  Provision of access to Haemodialysis services (satellite units) in the Bay of Islands (BOI) and Kaitaia (KTA) Hospitals. 



Current capacity:  


			


			Whangarei HD


Stations


			BOI HD


			KTA HD


			Home HD


			Peritoneal Dialysis


			Renal Transplant & Immunusuppressive pts & Donor


			Pre Dialysis 





			Facility capacity


			32


			8 


			8 


			4 


			4


			Outpatients


			Outpatients





			Budgeted Nursing FTE


& Patient Capacity


			20.1


84


			4.8


28


			4.8


28


			1.6


			3.1


60


			1.4





			1.9


140 ideally





			Patient Volume (May 16)


			72


			27


			21


			19


			40


			138


			316








Note: Trendcare shift acuity determines patient volumes that are safe to dialyse at both satellite units as these facilities are Nurse led.


Critical Business Functions;



· Provision of hospital based haemodialysis for acute and chronic patients.


· Maintenance of home based dialysis patients.



· A degree of renal access surgeries.


· A degree of assessment and radiological interventions.


Main Threats;



· Water supply



· IS  Outage


· Staff Resource Crisis


· Supply of equipment and resources / Electrical safety


· Power outage



· Service accessibility – Flooding, storm weather events including drought.



Critical Interdependencies / Vulnerabilities



· Laboratory services


· Interventional radiological procedures at ADHB


· Vascular access surgery at ADHB


· Tenchkoff surgery at NDHB



· Essential water treatment plants



· Auckland regional renal services



· Haemodialysis equipment



· Automated Peritoneal dialysis equipment


· Transport and Renal transport provider/s



· Dialysis providers & Logistics  / contracted freight services


· Biomedical technicians



· Flooding, storms weather events including drought.



· Security of staff



· Trained nursing staff



· Renal consultants


· Dieticians



· Social Workers



· Administrative staff


· Telehealth



· Clinical Psychologist



· Health Care Assistants



· Takawaenga support


WATER;



Water is a key component of safe and effective dialysis, any abruptions or contamination of supply constitutes a significant risk to the patients.


Readiness;


· Whangarei - 2 central water plants on 3rd floor alongside each  Haemodialysis units unit


· 1 central water plant in Bay of Islands alongside the Haemodialysis Unit


· 1 central water plant in Kaitaia  on the 3rd floor alongside the Haemodialysis Unit


· Alarm systems are linked to detect quality and volume errors


· In Whangarei water is held on the roof of the building as a backup supply should the mains fail.


· In Bay of Islands water is supplied to the hospital from 100,000,000 litre water tank.


· In Kaitaia water is supplied from a mains system.


· Daily auditing of water quality is a mandatory requirement prior to the commencement of Haemodialysis treatment.


· Surveillance water testing on a 3 monthly schedule (Endotoxin and CFU counts).


· Annual chemical assessment for contaminants such as Aluminium in accordance with national and international standards.


· Tests are carried out prior to every patient session.


· Full maintenance programs of the machines are ongoing to ensure that water flow and system security are maintained.


Response:



· The quality of the water is maintained with disinfect cycles. If the Chloramine dipstick test is positive a complete whole system flush occurs.


· If endotoxins are detected then a chemical disinfectant program runs and the water is then retested before machines are used.


· Home dialysis water undergoes a different regime. Diasafe filters are used on all machines for home and hospital based dialysis patients.


· If a significant problem with water supply occurs at the Whangarei site the senior nurse in charge;


(i) Discontinues any current dialysis treatments in progress


(ii) contacts the Biomed technician on-call



(iii) contacts the Nurse Manager and Service Manager and DNM


(iv) contacts the on call Renal Physician



(v) Assesses the availability of portable reverse osmosis units. Utilises the extra dialysis positions in ICU, ward 14, CCU and the Home Haemodialysis training unit if water available. Dialysis is provided to high risk patients following a triage process using portable reverse osmosis units.


(vi) Organises for the transfer of Whangarei patients and staff to satellite hospital dialysis units, either Bay of Islands or Kaitaia for treatment


Recovery;


· Once the water issue is resolved patients can return to the Whangarei dialysis unit in a structured process, ie not all at once


· Organise a departmental debriefing. Findings may be opportunities for improvement in systems or processes. 



· Ensure gaps and impacts identified for the manager to bring to the site debriefing once water restored.



Supplies:


Inability to access consumable supplies needed for Haemodialysis and Peritoneal Dialysis which may result as a consequence of extensive flooding and damage to essential roads or unavailability due to logistic / supply issues.


· Haemodialysis supplies are transported to each Haemodialysis unit once a week.


· Peritoneal dialysis and Home Haemodialysis supplies are delivered to patients’ homes once a month.



· Home Haemodialysis patients and Peritoneal dialysis patients hold on average  5 weeks supplies in their homes.



· The Haemodialysis units hold an average of 5 weeks supplies within the units.



Staff Resource Crisis



The Department is a specialised service and as such utilises speciality nurses who are difficult to replace from a nursing bureau. The clerical team have intense workloads; however all are multi-skilled to provide cover within the service.


The development of satellite renal units offers an opportunity for a physical redistribution of the workforce.



The renal unit incorporates haemodialysis, peritoneal dialysis, home dialysing services, pre-renal services and transplant services.



A significant biological threat such as a Pandemic with high morbidity, a major community power outage ,a weather bomb or Tsunami may result in staff being physically absent due to illness or lack of access.



Haemodialysis staff shortage


· Readiness:



· Succession planning. Due to the specificity of the clinical skills required of nurses there is an active succession planning strategy to minimise this risk.


· There is a layer of CNS, CNE, and ACNM that are able to be deployed in the first instance to ensure continuance of a Haemodialysis service to patients.



· Peritoneal dialysis as an alternative treatment option if a clinically viable option for new patients


· Implement short term patient management strategies which include: 



· i. Decline holiday haemodialysis 


· ii Not offer Plasmapheresis.



· iii Request ICU support for acute dialysis using Prismaflex (CAVVH)



· iv Delay other DHB permanent patient transfer/s until after this time period.



· v Continue to explore bureau RN training opportunities and request approval to utilise bureau to also cover planned annual leave.



· vi Explore opportunities for shift consolidation and temporary shift closure


· vii Consider 12 hour shifts and extended opening



· viii Alert patients to restrictions in service



· ix Consider rationing treatment.


· x Smart 5’s. A list of clinical tasks that an RN could carry out to take the load off the specialty nurses and safely enable an increase in the nurse to patient



· Response:



· Inform service manager of the situation and if it is wide spread across the organisation send the information to the Incident Management team as often as requested.



· Utilise CNS, CNE,ACNM, CNM and NM deployment strategy as stated above


· Incorporate Smart 5’s to ensure patient safety.


· Ensure clinical teams are aware of the problem and utilise the renal physicians to create a prioritisation list as justification for changes in haemodialysis sessions if theses are required.


· Utilise ‘haemodialysis’ nurses from other centres if available and situation is localised.


· Close and alter swipe card access to Haemodialysis units to keep equipment secure.



· Ensure all staff are practicing safely, eg in Manual handling situations, that they do no harm to themselves or the patient by attempting interventions with less than optimal staffing numbers.



· Recovery:



· Restore all haemodialysis sessions ASAP. 



· Organise a departmental debriefing. Findings may be opportunities for improvement in systems or processes.



· Data analysis of costs to the service. 



· Ensure service manager has a copy of the debriefing information.



· Ensure gaps and impacts are identified for the manager to bring to the site debriefing if situation has been impacting at an organisation wide level.



Peritoneal dialysis staff shortage


The Whangarei based team is small, with only 4 specialised staff for 40 community based patients across the entire Northland region.



There is no after-hours service which necessitates patients coming into ED if complications arise. Access to an oncall peritoneal dialysis nurse for troubleshooting advice is available on weekends and public holidays.


Response:



· Notify Renal manager as soon as staff shortage arises



· Discuss strategy with Renal physicians



· Deploy Haemodialysis nurses with PD training into PD.



· Deploy CNS, CNE and ACNM deployment strategy as stated above when required.



· Negotiate access to Dialysis provider CNS for the purposes of patient training and retraining as per the current contract. 



· Alert patients to restrictions in service 



· Through the IMT ensure ED and district hospital ED’s are aware of potential presentations from PD patients.



Recovery



As for haemodialysis.



Biomedical technician staff shortage



Biomed techs are essential personnel in the renal team. They monitor and ensure the water quality produced by CWP’s for haemodialysis use and supply systems, and maintain service and repairs to Haemodialysis machines, portable reverses osmosis units and other equipment used for dialysis treatments. Biomed techs also have an advisory role and make recommendations in regards to Home Haemodialysis installations, equipment and electrical safety. Any reduction in tech numbers raises significant issues for the renal service.



Response:



· Alert the Renal manager immediately when the number of technicians available for the renal service is reduced.



· Renal manager and renal physician discuss potential limitations in service if staff shortage significant and prolonged.


· Access Dialysis provider Technician support for annual preventative maintenance and certification requirements. 


· IMT responsible for engagement with Dialysis providers, Metro renal units for possible sharing of technicians.



Recovery:



As for haemodialysis



Auckland Renal staff shortage;



Northland renal service relies on Auckland DHB for the provision of complex vascular access surgery and radiological interventions and transplant services.  Whangarei provides basic fistulograms and Magnetic Resonance Imaging venograms. Any interventional radiological procedures and other renal surgical procedures are performed in Auckland.



Response:



· Northland Renal manager would be alerted by Auckland services if the capacity for service was reduced by staff shortages



· Renal physicians to re-prioritise demand, search for other NZ renal services that could provide temporary surgical assistance and transfer patients where required.


· In extreme circumstances this may require international transfers.



Recovery:



As for haemodialysis.


Emergency preparedness in the event of Flooding:



· All dialysis dependent patients are assisted to develop their own emergency preparedness plan. 



· Advice to patients and actions undertaken following a severe weather warning when rain is expected to exceed 100mm/hr.



· Patient names, details and addresses are held electronically. 



· Flooding checklist to be used when there is a predicted and significant weather event which is expected to continue greater than a 2 day period and is likely to cause road flooding and power outages throughout Northland. NM to make contact with Transport coordinator, GM oncall and Incident Management team (IMT)


· CNM, Transport coordinator & Social worker review of emergency preparedness plans occur.                                                                                                                                                     High risk / flood prone patients identified. These are likely to be mid north, KTA to WHG patients, Far North, Dargaville/Ruawai patients.



· CNM review of dialysis rosters occurs – based upon information feedback from Transport coordinator, IMT/Met service updates.



·  Satellite space & options for patient movement  



· Staff roster evaluation /availability assessed in preparation for Sunday shift



· Power outage for Home based PD and HHD patients evaluated – any HD spaces required & where?



· PD staff assess APD manual bag supply levels and implement power failure contingency advice to patients



· Assessment of all units Fresenius supply levels



· Review of all other planned outpatient appointments



·  Review of all dialysis access surgery and interventional radiology appointments



· Review of peripheral and local clinics (cancel if unsafe to travel)



· Laboratory testing – ref to at risk Transplant patients



Information Service Outage;


The department relies on the Patient Management System for the day to day running of the department, as well as Concerto.  



Readiness:



· Back-up storage of key information ( not patient information) on USB sticks, eg protocols


Response:



· Await information regarding the outage. This may come from several sources dependent on the problem. Potential communication avenues are;



(i) Public Address system



(ii) Phone call  from the Incident Management Team



(iii) Electronically if some parts of system working



(iv) A runner if all electronic systems out



· Shut down computers until directed to turn them back on. This is because when the system does get stood up sometimes there are problems within the PC.



· Selected urgent bloodwork could be taken to ICU for I-stat analysis.



· Where possible and safe to do so continue patient care



· Document on paper any data that would normally be done electronically taking care to be accurate if patient information.



· Document all incidents or concerns ready for the debrief



· Have a printed off copy of the PMS Outage plan that sits on the Intranet under Emergency Management to assist your team.



Recovery:



· Organise a departmental debriefing. Findings may be opportunities for improvement in systems or processes. 


· Ensure gaps and impacts identified for the manager to bring to the site debriefing once IS restored.



Power Outage


The generators on the Whangarei site are capable of running all parts of the campus with the exception of the new Mental Health Unit and Tohora House.  The Whangarei Renal Unit is on the essential power list but does not have a backup UPS.


Haemodialysis machines have batteries lasting 18 minutes which allows reinfusion to occur.


On the Whangarei site the provision of power can continue for several weeks with rationing of services after a week. Renal dialysis is seen as a critical clinical service.



Scenario 1. Short term power outage, ie less than 12 hours.



Readiness;



· Risk Analysis December 2015


· Headlamps kept in nurses station, but not likely to be needed as generators provide emergency power.


Response:



· Manager to liaise with Incident Management team and advise of situation.



· Alert IMT of any arising crisis with machinery or infrastructure failure.



Recovery:


· Undertake debrief with staff, and look for opportunities for improvement or changes to systems.



· Debrief information to be forwarded to service management and clinical staff


Scenario 2:    Long term disruption of power, potentially a week or more.


Readiness;



· Renal physicians and team to develop clinical priority strategy for transfer of patients.to Satelite units and other DHB’s.


· Keep key clinical equipment eg IV pumps machines plugged in to maintain battery life.


· Staffing / rostering to be adjusted as lack of community fuel access will impact on patients and staff ability to provide the service.


· Headlamps avialable for staff safety.


Response:



· Provide information regularly to Incident Management Team.


· Closure of department for security reasons with renal staff  accessing with swipecards only.



· Survey staff for volunteers to remain onsite for several days to provide emergency renal services.


Blackout, No Generator power


          This is the most serious of scenarios with low likelihood of occurring.


Response



· Inform the Incident Management Team through the Duty Manager of issues.


· Renal physician liaise with Auckland or national renal physicians group for placement of all Northland renal patients, including home dialysis patients.



· Limit access to  department if lighting insufficient or there are fears regarding safety of equipment


· Keep paper track of all those patients transferred.


· Whangarei renal staff present to be deployed to maintain service at Satelite units or to be utilised by Duty Manager for staffing other areas.


· Shut down computers until directed to turn them back on. This is because when the system does get stood up sometimes there are problems within the PC



· In the unusual situation that the community has power but not the hospital site, the Incident Management Team would ensure the facilities team organise a stand alone generator for the site.


· If portable generator being used business as usual would not be viable


Recovery



· Check all equipment for patency and function before establishing business as usual



· Participate in debrief / incident analysis. Share findings with Renal  team.


· Ensure key stakeholders are aware of resumption of service


· If this has been a sustained event ensure staff who worked for long periods of time are given leave for recovery.


Training Schedule; 2016 Program



			Determine how often to test;                                 






			Annually









			Determine what to test; e.g.


· Confidence in ability of plan to be useful



· Identification of resources required



· Communications aspects


			Confidence in ability of plan to be useful









			Determine method e.g.    Desktop- aims to ensure plan document is complete and relevant, checks currency of risk assessment, looks for inconsistencies in logical flow, resource allocation or conflict with other plans



                              OR         Scenario tests; allows specific areas of concern to be thoroughly checked






			Scenario tests; allows specific areas of concern to be thoroughly checked


Plan desktop in association with Auckland Renal Services.









			Desired outcomes of training include;



· Employees and management awareness of their roles and responsibilities



· Identification of plan deficiencies



· Plan fit for audit and insurers



· Clarification of resources required






			· Employees and management awareness of their roles and responsibilities



· Identification of plan deficiencies



· Clarification of resources required









			Maintenance programme to ensure content reflects current risks, priorities








Appendix;



1. Staff Contact Details



2. Mass Casualty generic ward task card.


Staff Contact Details


			Service Manager 


			Peter Wood


			021874617





			Clinical Head


			Walaa Saweirs


			021575497





			Senior Medical Officers


			Jennifer Walker


			021306474





			


			Sharen Supershad


			021306475





			


			Kaye Logan


			021863315





			


			Adam Mullan


			021359004





			Nurse Manager


			Cheryle Kiwi


			021415124





			Clinical Nurse Manager


			Lisa Harvey-Jack


			021450093       





			Associate Clinical Nurse Manager


			Bronwyn Kennaway


			021455925





			Clinical Nurse Manager – Bay of Islands


			Philip Jarvis


			0212246364





			Clinical Nurse Manager - Kaitaia


			Jill Rengatch


			021410879





			Edwin Wynands


			Clinical engineering Team Leader


			021433718





			Brett Cleary


			Clinical engineer


			021306692





			


			


			





			Emma Stewart


			CNE


			O277742891









			Billy Stewart


			Access CNS & HHD






			027 7141 375 








			Lynda Cumming


			Access CNS & CNE





			O274769913









			Chris Rivers


			CNS - Transplant


			O274757381





			Tafale Maddren


			CNS Pre Dialysis


			O276334575





			Kim Calkin


			CNS Pre Dialysis & Donor


			O274352026





			Laurie Francis


			CNS Pre Dialysis


			O211319961





			Gloria Ruwhiu


			PD Nurse


			O2102587078





			Bernie Buisman


			PD Nurse


			O212698847





			Jenny Heatley


			PD Nurse


			O21434122





			Te Atawhai Beirne


			PD Nurse


			O272425507





			


			


			








			Linda Radford


			Home Haemodialysis


			O21435916





			Jonathan Anderton


			Home Haemodialysis


			O212526856





			Leanita Thompson


			HD Nurse


			O210533384





			Li Chin Shih


			HD Nurse


			O226988659





			Fiona Lockwood


			HD Nurse


			O210367787





			Michelle Wilkins


			HD Nurse


			O212528408





			Rose Bradley


			HD Nurse


			O274375104





			Shireen Heggland


			HD Nurse


			O212369893





			Manolo Manzano


			HD Nurse


			O274243039





			Rosanna Royals


			HD Nurse


			O211412125





			Remi Nicer


			HD Nurse


			O210413955





			Anna Maria Claret


			HD Nurse


			O211795686





			Marjorie Carr


			HD Nurse


			0212102118





			Janet Ward


			HD Nurse


			0212722747





			Priscilla Sexton


			HD Nurse


			0212341234





			Tracy McEwen


			HD Nurse


			02102415830





			Maria Lomadilla


			HD Nurse


			0220413540





			Christine Johnson


			HD Nurse


			021523522





			Samuel Chopade


			HD Nurse


			02108202223





			Johanna Levien


			HD Nurse


			0212088213





			Deb Adlam


			HD Nurse


			02102915387





			Sanghee Lee


			HD Nurse


			0211388294





			Jerline Jebaraj


			HD Nurse


			0224108255





			Mandy Crump


			HD Nurse


			02040490062





			Rachael Bennett


			HD Nurse


			021301194





			Zarnie Suvalko


			Health Care Assistant WHG


			094322056





			Anne Dagan


			Health Care Assistant WHG


			0212310435








			Christine Ampong


			BOI HD Nurse


			02108344962





			Florence Beckmann


			BOI HD Nurse


			0212015061





			Lynley Boyle


			BOI Admin


			0212540789





			Fergus Erskine


			BOI HD Nurse


			02108443305





			Nikki Ferris


			BOI HD Nurse


			0211214366





			Kay Grant


			BOI HD Nurse


			0210672261





			Jill Mantos


			BOI HD Nurse


			0223059646





			Te Aroha Richards


			BOI Health Care Assistant


			094041169





			Anaru Roberts


			BOI Health Care Assistant


			02102534141





			Kingi


			KTA HD Nurse


			0212104392





			Birgit Haufe


			KTA HD Nurse


			0210311188





			Wilma Edwards


			KTA HCA


			021544360





			Lidiya John


			KTA HD Nurse


			0220727166





			Marybeth Javier


			KTA HD Nurse


			0220191474





			Shiji George


			KTA HD Nurse


			0220130503





			Cherry Chu


			KTA HD Nurse


			0223502722





			Reshmi Swamy


			KTA HD Nurse


			0211630222





			Myra Curreen


			KTA HD Nurse


			0211459475





			Hans


			KTA HCA


			0211790253





			Markus


			KTA Biomed


			021476598





			Wilma Edwards


			Health Care Assistant KTA


			0212472129





			Johan Bleijenberg


			Health Care Assistant KTA


			





			


			


			





			


			


			





			


			


			





			


			


			








7.33. Generic Plan for all Wards 


         Task Card 2000


Activation



When the Mass Casualty Plan is activated, the Duty Manager will contact the Nurse in Charge of all wards likely to receive patients directly or indirectly from the Incident.



If in daylight hours an urgent Bed Management meeting will be the quickest way to get information and provide direction for collocations of patients.



The Nurse in Charge



The Nurse in Charge will complete a Status report in Trendcare if functioning, or send it by runner, to the Emergency Operations Centre 4th floor meeting room.



Status Report forms (MINT) are available in the appendices of this manual and on the Intranet. 



If specifically advised by the Duty Manager that the ward / unit is to receive casualties from the incident the Nurse in Charge shall brief all staff on duty and delegate staff to: 



· Activate the telephone tree for calling staff



· Expedite discharges already planned



· Assess stock levels and arrange for re-supply as required: 


· Notify the Clinical Nurse Manager if s/he is not on duty.



· Prepare the ward to receive casualties. Depending on the impact of the incident consider clearing single rooms so that sickest new patients are closest to the staff base areas. 


· Assist allied health staff to co-ordinate the transfer of patients to other wards / hospitals. Patients and, where possible, next of kin, are to be kept informed of the move and the reasons for it. 


· Keep the Duty Manager informed as beds are made available via Trendcare.



· Patients will be admitted with “disaster” documentation only; i.e. the Mass Casualty pre-assigned NHI number and wristband/ sticky labels. They must continue with this patient number and any double registrations will be rectified after discharge. 


Note: When bed shifts and dietary changes etc. are finalised, wards



Must complete the Food Services menus and send these via runners to the kitchen if Trendcare is not running.



Stand Down



The hospital wide stand down is authorised by the Incident Controller. 


It is imperative that all staff notified of the incident are informed of 


the stand down 


October 2016:



BOI - WHG Contingency for any new build related outage


In response to our discussion this morning prompted by the news that a water / power outage at some point is inevitable (both planned and unplanned) with the BOI new build, some quick shift availability figures below should we need to shift all BOI patients to WHG.



Obviously this is with current numbers which could change in a moment. As you can see A shift would be the hardest to accommodate & BOI patients as well as staff would need to be aware of a potential need to move to a B shift for any outage period. 



The good news is that we can fit in all BOI pts (with BOI staffing) across the shifts if a 3 day window occurred with mechanical issues, or in the event a planned power or water shutdown could not be done in a 24hr window on a Sunday. This contingency has to cover approximately 16 months so will need ongoing evaluation. 



BOI – WHG Contingency for Nov 2016 – Feb 2018 



A shift = Potentially 5 in Assist care (unless extras & we won’t know that until the day) - Total 5 spaces



B shift = Total 9 spaces Incentre



C shift = Potentially 5 Assist care (unless extras) & 4 spaces Home HT room – Total 9 spaces 



D shift = 9 spaces Incentre, 4 spaces Home HT room - potential some in Assist Care but not required as - Total 13 spaces



Rhea as discussed this will obviously impact on your service, while we may have warning we also may not. Hopefully having the above information (which is changeable) will help for the renal transport service to start looking at possible contingencies. Would it be helpful to meet and discuss prior to work starting? 



Mark & Ann I have copied you into this in regards to your roles and potential impact for the hospital - A = M,W,F - AM, B = M,W,F – PM, C = T,T,S – AM, D = T,T,S – PM



Regards



Lisa



Lisa Harvey-Jack



Clinical Nurse Manager



Renal



Whangarei Hospital



Northland Health DHB



PH 021450093 or internal #9972


BOI satellite unit


18.10.16


Maintaining operational service 



BOI hospital site will undergo major building over the next 18month. There are no plans at this stage of development to upgrade or incorporate the renal into the new build.



Main issues for BOI renal unit



1. Delivery of Fresenius stores via new front entrance. This will be difficult for Truck to unload, movement of up to three 500kg pallets through the new entrance in to the unit. This entrance will be shared by staff, public and other service.



2. Planning in the event water/power supply damage and unable to operate transferring 27pts to have HD other sites in the DHB the logistics to do this from staffing transport and supplies in the other units.



3. Limited waiting area being proposed. Unsure what this will look like. Over many months now we have had issues with patients arriving too early. There will need to be some work around arrival times and discharge times because of reduced waiting areas.



4. MDT clinics are going to be located in the community health building and this will mean patients pre and post HD are expected to walk great distance to attend clinic and see all MDT. Most patients will be unable to walk the hill to community health.



The building work is due to start first week of November 2016. A meeting was held on the 17/10/16 and the renal service was informed of the above for the first time. During the meeting there was agreement to setup a working party to address problems and look at dealing with operational issues to maintain the BOI renal unit operational in the first instances and in the future look at redevelopment. 



The working party



Peter Wood            One of the renal consultants? Sharen? Kaye?



Jen Thomas            Philip Jarvis



Cheryle Kiwi



10 000litres:



Approx 500 Litres per machine. We do not know how much water the CWP puts to drain. This varies depending on incoming water quality.



So a 10.000 Litre tank can run 20 machines for one session.



In theory then 2 sessions should be fine. 7x 500=3500 litres per session.



Brett A has however pointed out that if the hospital has a water supply failure they would need to shut down the hospital until repairs to the pipe are complete.
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DISASTER PLANNING FOR PD PATIENTS 



 
 



If patients are caught in the middle of a disaster, below are the guidelines they are 
recommended to follow (these are in their PD education booklets). They are asked to 
contact the CNS’s or ward as soon as possible. Please assess their situation & 
advise per below and notify the nephrologist on call for further planning & advice to 
relay back to the family. 
 
COMMUNICATION – Please contact the renal team at Starship Hospital as soon as 
possible. Clinical Nurse Specialists during business hours otherwise ward 26B. 
Mobiles may not be working or jammed with multiple users. Please keep trying. The 
renal team will help to coordinate your plan.   



If they have struggled to get hold of you keep them on the line while someone 
else liaises with the nephrologist on call on another line. 



 
NO ELECTRICITY – Older children will have manual bags at home to switch to 
using if there is no power for the Sleepsafe machine. Children under two will need to 
get to their local hospital to use the hospital electricity.  
 Please ensure you always keep your back up manual bags in stock 



Manual bag scripts for older children are in this folder. Bags can be heated 
with a hot water bottle wrapped in towels if they have the means to boil water 
(it doesn’t have to be clean water to go in the hot water bottle). If not bags can 
be left in a sunny spot to warm or use as is. 



 
NO CLEAN WATER – If there is not enough clean water available for hand washing 
(prioritise to drinking) then please use the chlorhexidine hand gel at the times you 
would do hand washing.   



Please ensure you have a good supply of stored clean water as per Ministry 
of Civil Defence and Emergency disaster kit advice. You will need extra if your 
child needs clean water to make up feeds. If unsure of water quality, boil and 
let cool before using if you have means to boil water otherwise use bottled 
water.  



 
DIET/FLUID RESTRICTION – If you are able to do dialysis as normal continue with 
the same diet/fluid restriction. If you can’t do dialysis as usual please ensure strict 
adherence to a low potassium and low salt diet and halve fluid intake until able to be 
discussed with renal team. If you do not have refrigeration to keep feeds cool only 
make up one feed at a time. 



Supplement feeds: You should always have a weeks supply of feeds as a 
back up at any time 



 
ISOLATED – NO ACCESS IN/OUT OF AREA – Even if you cannot get hold of the 
renal team, we do know what area you are in and will be contacting emergency 
services if there is a chance you are stuck. Follow the above guidelines until 
contacted.  
 
MEDICATIONS – You should ALWAYS have at least a week supply of medications 
as a back up at any time.  Medications that need to be kept in the fridge should not 
be used if electricity is off and the fridge warms up to room temperature.  
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Introduction.


Business Continuity planning and management are essential aspects of sound risk management, and good corporate governance 


NDHB utilises the AS/NZS 5050:2010 Business Continuity-Managing disruption-related risks.


NDHB utilises the Datix Integrated Patient Safety System Risk Management module to identify and place controls on risks, and where possible reduce or remove the impact of the risk on business. 


For emergency management nationally, all DHBs use the 4 R’s approach;


Reduction; risk analysis and identification


Readiness; develop operational systems and capabilities



Response; immediate action plans



Recovery; coordinated efforts to restore business, having previously examined the service and planned what the new service would look like.


Key elements for planning and managing;



· Understanding the environment, vulnerabilities and criticalities of the organisation via risk identification and assessment.


· Identify the nature and source of potential disruption events that pose business continuity risks, both positive and negative to the organisation.


· Understanding the consequences of these events in terms of their impact on the organisation, and identifying the resources required.


· Implement strategies to mitigate or benefit from the occurrence of the risk. 


· Identify trigger points for action and escalation.


· Recognise that disruption may occur from events that have not been identified, therefore the plans need flexibility.


· Establishing processes that ensure the information remains current through


         testing, maintenance protocols and ongoing risk management.


Whangarei Site: Renal Service


     Core Business Objectives;



· Provision of optimal dialysis treatment/s.


· Provision of HDF, Plasmapheresis and acute haemodialysis.



·  Renal transplantation patient management including donor and recipient evaluation.


· Acute after hours Haemodialysis Service.


· Home based therapy education and patient management.


· Transition management of patients pre-dialysis to dialysis therapies and or Renal transplant



·  Provision of access to Haemodialysis services (satellite units) in the Bay of Islands (BOI) and Kaitaia (KTA) Hospitals. 



Current capacity:  


			


			Whangarei HD


Stations


			BOI HD


			KTA HD


			Home HD


			Peritoneal Dialysis


			Renal Transplant & Immunusuppressive pts & Donor


			Pre Dialysis 





			Facility capacity


			32


			8 


			8 


			4 


			4


			Outpatients


			Outpatients





			Budgeted Nursing FTE


& Patient Capacity


			20.1


84


			4.8


28


			4.8


28


			1.6


			3.1


60


			1.4





			1.9


140 ideally





			Patient Volume (May 16)


			72


			27


			21


			19


			40


			138


			316








Note: Trendcare shift acuity determines patient volumes that are safe to dialyse at both satellite units as these facilities are Nurse led.


Critical Business Functions;



· Provision of hospital based haemodialysis for acute and chronic patients.


· Maintenance of home based dialysis patients.



· A degree of renal access surgeries.


· A degree of assessment and radiological interventions.


Main Threats;



· Water supply



· IS  Outage


· Staff Resource Crisis


· Supply of equipment and resources / Electrical safety


· Power outage



· Service accessibility – Flooding, storm weather events including drought.



Critical Interdependencies / Vulnerabilities



· Laboratory services


· Interventional radiological procedures at ADHB


· Vascular access surgery at ADHB


· Tenchkoff surgery at NDHB



· Essential water treatment plants



· Auckland regional renal services



· Haemodialysis equipment



· Automated Peritoneal dialysis equipment


· Transport and Renal transport provider/s



· Dialysis providers & Logistics  / contracted freight services


· Biomedical technicians



· Flooding, storms weather events including drought.



· Security of staff



· Trained nursing staff



· Renal consultants


· Dieticians



· Social Workers



· Administrative staff


· Telehealth



· Clinical Psychologist



· Health Care Assistants



· Takawaenga support


WATER;



Water is a key component of safe and effective dialysis, any abruptions or contamination of supply constitutes a significant risk to the patients.


Readiness;


· Whangarei - 2 central water plants on 3rd floor alongside each  Haemodialysis units unit


· 1 central water plant in Bay of Islands alongside the Haemodialysis Unit


· 1 central water plant in Kaitaia  on the 3rd floor alongside the Haemodialysis Unit


· Alarm systems are linked to detect quality and volume errors


· In Whangarei water is held on the roof of the building as a backup supply should the mains fail.


· In Bay of Islands water is supplied to the hospital from 100,000,000 litre water tank.


· In Kaitaia water is supplied from a mains system.


· Daily auditing of water quality is a mandatory requirement prior to the commencement of Haemodialysis treatment.


· Surveillance water testing on a 3 monthly schedule (Endotoxin and CFU counts).


· Annual chemical assessment for contaminants such as Aluminium in accordance with national and international standards.


· Tests are carried out prior to every patient session.


· Full maintenance programs of the machines are ongoing to ensure that water flow and system security are maintained.


Response:



· The quality of the water is maintained with disinfect cycles. If the Chloramine dipstick test is positive a complete whole system flush occurs.


· If endotoxins are detected then a chemical disinfectant program runs and the water is then retested before machines are used.


· Home dialysis water undergoes a different regime. Diasafe filters are used on all machines for home and hospital based dialysis patients.


· If a significant problem with water supply occurs at the Whangarei site the senior nurse in charge;


(i) Discontinues any current dialysis treatments in progress


(ii) contacts the Biomed technician on-call



(iii) contacts the Nurse Manager and Service Manager and DNM


(iv) contacts the on call Renal Physician



(v) Assesses the availability of portable reverse osmosis units. Utilises the extra dialysis positions in ICU, ward 14, CCU and the Home Haemodialysis training unit if water available. Dialysis is provided to high risk patients following a triage process using portable reverse osmosis units.


(vi) Organises for the transfer of Whangarei patients and staff to satellite hospital dialysis units, either Bay of Islands or Kaitaia for treatment


Recovery;


· Once the water issue is resolved patients can return to the Whangarei dialysis unit in a structured process, ie not all at once


· Organise a departmental debriefing. Findings may be opportunities for improvement in systems or processes. 



· Ensure gaps and impacts identified for the manager to bring to the site debriefing once water restored.



Supplies:


Inability to access consumable supplies needed for Haemodialysis and Peritoneal Dialysis which may result as a consequence of extensive flooding and damage to essential roads or unavailability due to logistic / supply issues.


· Haemodialysis supplies are transported to each Haemodialysis unit once a week.


· Peritoneal dialysis and Home Haemodialysis supplies are delivered to patients’ homes once a month.



· Home Haemodialysis patients and Peritoneal dialysis patients hold on average  5 weeks supplies in their homes.



· The Haemodialysis units hold an average of 5 weeks supplies within the units.



Staff Resource Crisis



The Department is a specialised service and as such utilises speciality nurses who are difficult to replace from a nursing bureau. The clerical team have intense workloads; however all are multi-skilled to provide cover within the service.


The development of satellite renal units offers an opportunity for a physical redistribution of the workforce.



The renal unit incorporates haemodialysis, peritoneal dialysis, home dialysing services, pre-renal services and transplant services.



A significant biological threat such as a Pandemic with high morbidity, a major community power outage ,a weather bomb or Tsunami may result in staff being physically absent due to illness or lack of access.



Haemodialysis staff shortage


· Readiness:



· Succession planning. Due to the specificity of the clinical skills required of nurses there is an active succession planning strategy to minimise this risk.


· There is a layer of CNS, CNE, and ACNM that are able to be deployed in the first instance to ensure continuance of a Haemodialysis service to patients.



· Peritoneal dialysis as an alternative treatment option if a clinically viable option for new patients


· Implement short term patient management strategies which include: 



· i. Decline holiday haemodialysis 


· ii Not offer Plasmapheresis.



· iii Request ICU support for acute dialysis using Prismaflex (CAVVH)



· iv Delay other DHB permanent patient transfer/s until after this time period.



· v Continue to explore bureau RN training opportunities and request approval to utilise bureau to also cover planned annual leave.



· vi Explore opportunities for shift consolidation and temporary shift closure


· vii Consider 12 hour shifts and extended opening



· viii Alert patients to restrictions in service



· ix Consider rationing treatment.


· x Smart 5’s. A list of clinical tasks that an RN could carry out to take the load off the specialty nurses and safely enable an increase in the nurse to patient



· Response:



· Inform service manager of the situation and if it is wide spread across the organisation send the information to the Incident Management team as often as requested.



· Utilise CNS, CNE,ACNM, CNM and NM deployment strategy as stated above


· Incorporate Smart 5’s to ensure patient safety.


· Ensure clinical teams are aware of the problem and utilise the renal physicians to create a prioritisation list as justification for changes in haemodialysis sessions if theses are required.


· Utilise ‘haemodialysis’ nurses from other centres if available and situation is localised.


· Close and alter swipe card access to Haemodialysis units to keep equipment secure.



· Ensure all staff are practicing safely, eg in Manual handling situations, that they do no harm to themselves or the patient by attempting interventions with less than optimal staffing numbers.



· Recovery:



· Restore all haemodialysis sessions ASAP. 



· Organise a departmental debriefing. Findings may be opportunities for improvement in systems or processes.



· Data analysis of costs to the service. 



· Ensure service manager has a copy of the debriefing information.



· Ensure gaps and impacts are identified for the manager to bring to the site debriefing if situation has been impacting at an organisation wide level.



Peritoneal dialysis staff shortage


The Whangarei based team is small, with only 4 specialised staff for 40 community based patients across the entire Northland region.



There is no after-hours service which necessitates patients coming into ED if complications arise. Access to an oncall peritoneal dialysis nurse for troubleshooting advice is available on weekends and public holidays.


Response:



· Notify Renal manager as soon as staff shortage arises



· Discuss strategy with Renal physicians



· Deploy Haemodialysis nurses with PD training into PD.



· Deploy CNS, CNE and ACNM deployment strategy as stated above when required.



· Negotiate access to Dialysis provider CNS for the purposes of patient training and retraining as per the current contract. 



· Alert patients to restrictions in service 



· Through the IMT ensure ED and district hospital ED’s are aware of potential presentations from PD patients.



Recovery



As for haemodialysis.



Biomedical technician staff shortage



Biomed techs are essential personnel in the renal team. They monitor and ensure the water quality produced by CWP’s for haemodialysis use and supply systems, and maintain service and repairs to Haemodialysis machines, portable reverses osmosis units and other equipment used for dialysis treatments. Biomed techs also have an advisory role and make recommendations in regards to Home Haemodialysis installations, equipment and electrical safety. Any reduction in tech numbers raises significant issues for the renal service.



Response:



· Alert the Renal manager immediately when the number of technicians available for the renal service is reduced.



· Renal manager and renal physician discuss potential limitations in service if staff shortage significant and prolonged.


· Access Dialysis provider Technician support for annual preventative maintenance and certification requirements. 


· IMT responsible for engagement with Dialysis providers, Metro renal units for possible sharing of technicians.



Recovery:



As for haemodialysis



Auckland Renal staff shortage;



Northland renal service relies on Auckland DHB for the provision of complex vascular access surgery and radiological interventions and transplant services.  Whangarei provides basic fistulograms and Magnetic Resonance Imaging venograms. Any interventional radiological procedures and other renal surgical procedures are performed in Auckland.



Response:



· Northland Renal manager would be alerted by Auckland services if the capacity for service was reduced by staff shortages



· Renal physicians to re-prioritise demand, search for other NZ renal services that could provide temporary surgical assistance and transfer patients where required.


· In extreme circumstances this may require international transfers.



Recovery:



As for haemodialysis.


Emergency preparedness in the event of Flooding:



· All dialysis dependent patients are assisted to develop their own emergency preparedness plan. 



· Advice to patients and actions undertaken following a severe weather warning when rain is expected to exceed 100mm/hr.



· Patient names, details and addresses are held electronically. 



· Flooding checklist to be used when there is a predicted and significant weather event which is expected to continue greater than a 2 day period and is likely to cause road flooding and power outages throughout Northland. NM to make contact with Transport coordinator, GM oncall and Incident Management team (IMT)


· CNM, Transport coordinator & Social worker review of emergency preparedness plans occur.                                                                                                                                                     High risk / flood prone patients identified. These are likely to be mid north, KTA to WHG patients, Far North, Dargaville/Ruawai patients.



· CNM review of dialysis rosters occurs – based upon information feedback from Transport coordinator, IMT/Met service updates.



·  Satellite space & options for patient movement  



· Staff roster evaluation /availability assessed in preparation for Sunday shift



· Power outage for Home based PD and HHD patients evaluated – any HD spaces required & where?



· PD staff assess APD manual bag supply levels and implement power failure contingency advice to patients



· Assessment of all units Fresenius supply levels



· Review of all other planned outpatient appointments



·  Review of all dialysis access surgery and interventional radiology appointments



· Review of peripheral and local clinics (cancel if unsafe to travel)



· Laboratory testing – ref to at risk Transplant patients



Information Service Outage;


The department relies on the Patient Management System for the day to day running of the department, as well as Concerto.  



Readiness:



· Back-up storage of key information ( not patient information) on USB sticks, eg protocols


Response:



· Await information regarding the outage. This may come from several sources dependent on the problem. Potential communication avenues are;



(i) Public Address system



(ii) Phone call  from the Incident Management Team



(iii) Electronically if some parts of system working



(iv) A runner if all electronic systems out



· Shut down computers until directed to turn them back on. This is because when the system does get stood up sometimes there are problems within the PC.



· Selected urgent bloodwork could be taken to ICU for I-stat analysis.



· Where possible and safe to do so continue patient care



· Document on paper any data that would normally be done electronically taking care to be accurate if patient information.



· Document all incidents or concerns ready for the debrief



· Have a printed off copy of the PMS Outage plan that sits on the Intranet under Emergency Management to assist your team.



Recovery:



· Organise a departmental debriefing. Findings may be opportunities for improvement in systems or processes. 


· Ensure gaps and impacts identified for the manager to bring to the site debriefing once IS restored.



Power Outage


The generators on the Whangarei site are capable of running all parts of the campus with the exception of the new Mental Health Unit and Tohora House.  The Whangarei Renal Unit is on the essential power list but does not have a backup UPS.


Haemodialysis machines have batteries lasting 18 minutes which allows reinfusion to occur.


On the Whangarei site the provision of power can continue for several weeks with rationing of services after a week. Renal dialysis is seen as a critical clinical service.



Scenario 1. Short term power outage, ie less than 12 hours.



Readiness;



· Risk Analysis December 2015


· Headlamps kept in nurses station, but not likely to be needed as generators provide emergency power.


Response:



· Manager to liaise with Incident Management team and advise of situation.



· Alert IMT of any arising crisis with machinery or infrastructure failure.



Recovery:


· Undertake debrief with staff, and look for opportunities for improvement or changes to systems.



· Debrief information to be forwarded to service management and clinical staff


Scenario 2:    Long term disruption of power, potentially a week or more.


Readiness;



· Renal physicians and team to develop clinical priority strategy for transfer of patients.to Satelite units and other DHB’s.


· Keep key clinical equipment eg IV pumps machines plugged in to maintain battery life.


· Staffing / rostering to be adjusted as lack of community fuel access will impact on patients and staff ability to provide the service.


· Headlamps avialable for staff safety.


Response:



· Provide information regularly to Incident Management Team.


· Closure of department for security reasons with renal staff  accessing with swipecards only.



· Survey staff for volunteers to remain onsite for several days to provide emergency renal services.


Blackout, No Generator power


          This is the most serious of scenarios with low likelihood of occurring.


Response



· Inform the Incident Management Team through the Duty Manager of issues.


· Renal physician liaise with Auckland or national renal physicians group for placement of all Northland renal patients, including home dialysis patients.



· Limit access to  department if lighting insufficient or there are fears regarding safety of equipment


· Keep paper track of all those patients transferred.


· Whangarei renal staff present to be deployed to maintain service at Satelite units or to be utilised by Duty Manager for staffing other areas.


· Shut down computers until directed to turn them back on. This is because when the system does get stood up sometimes there are problems within the PC



· In the unusual situation that the community has power but not the hospital site, the Incident Management Team would ensure the facilities team organise a stand alone generator for the site.


· If portable generator being used business as usual would not be viable


Recovery



· Check all equipment for patency and function before establishing business as usual



· Participate in debrief / incident analysis. Share findings with Renal  team.


· Ensure key stakeholders are aware of resumption of service


· If this has been a sustained event ensure staff who worked for long periods of time are given leave for recovery.


Training Schedule; 2016 Program



			Determine how often to test;                                 






			Annually









			Determine what to test; e.g.


· Confidence in ability of plan to be useful



· Identification of resources required



· Communications aspects


			Confidence in ability of plan to be useful









			Determine method e.g.    Desktop- aims to ensure plan document is complete and relevant, checks currency of risk assessment, looks for inconsistencies in logical flow, resource allocation or conflict with other plans



                              OR         Scenario tests; allows specific areas of concern to be thoroughly checked






			Scenario tests; allows specific areas of concern to be thoroughly checked


Plan desktop in association with Auckland Renal Services.









			Desired outcomes of training include;



· Employees and management awareness of their roles and responsibilities



· Identification of plan deficiencies



· Plan fit for audit and insurers



· Clarification of resources required






			· Employees and management awareness of their roles and responsibilities



· Identification of plan deficiencies



· Clarification of resources required









			Maintenance programme to ensure content reflects current risks, priorities








Appendix;



1. Staff Contact Details



2. Mass Casualty generic ward task card.


Staff Contact Details


			Service Manager 


			Peter Wood


			021874617





			Clinical Head


			Walaa Saweirs


			021575497





			Senior Medical Officers


			Jennifer Walker


			021306474





			


			Sharen Supershad


			021306475





			


			Kaye Logan


			021863315





			


			Adam Mullan


			021359004





			Nurse Manager


			Cheryle Kiwi


			021415124





			Clinical Nurse Manager


			Lisa Harvey-Jack


			021450093       





			Associate Clinical Nurse Manager


			Bronwyn Kennaway


			021455925





			Clinical Nurse Manager – Bay of Islands


			Philip Jarvis


			0212246364





			Clinical Nurse Manager - Kaitaia


			Jill Rengatch


			021410879





			Edwin Wynands


			Clinical engineering Team Leader


			021433718





			Brett Cleary


			Clinical engineer


			021306692





			


			


			





			Emma Stewart


			CNE


			O277742891









			Billy Stewart


			Access CNS & HHD






			027 7141 375 








			Lynda Cumming


			Access CNS & CNE





			O274769913









			Chris Rivers


			CNS - Transplant


			O274757381





			Tafale Maddren


			CNS Pre Dialysis


			O276334575





			Kim Calkin


			CNS Pre Dialysis & Donor


			O274352026





			Laurie Francis


			CNS Pre Dialysis


			O211319961





			Gloria Ruwhiu


			PD Nurse


			O2102587078





			Bernie Buisman


			PD Nurse


			O212698847





			Jenny Heatley


			PD Nurse


			O21434122





			Te Atawhai Beirne


			PD Nurse


			O272425507





			


			


			








			Linda Radford


			Home Haemodialysis


			O21435916





			Jonathan Anderton


			Home Haemodialysis


			O212526856





			Leanita Thompson


			HD Nurse


			O210533384





			Li Chin Shih


			HD Nurse


			O226988659





			Fiona Lockwood


			HD Nurse


			O210367787





			Michelle Wilkins


			HD Nurse


			O212528408





			Rose Bradley


			HD Nurse


			O274375104





			Shireen Heggland


			HD Nurse


			O212369893





			Manolo Manzano


			HD Nurse


			O274243039





			Rosanna Royals


			HD Nurse


			O211412125





			Remi Nicer


			HD Nurse


			O210413955





			Anna Maria Claret


			HD Nurse


			O211795686





			Marjorie Carr


			HD Nurse


			0212102118





			Janet Ward


			HD Nurse


			0212722747





			Priscilla Sexton


			HD Nurse


			0212341234





			Tracy McEwen


			HD Nurse


			02102415830





			Maria Lomadilla


			HD Nurse


			0220413540





			Christine Johnson


			HD Nurse


			021523522





			Samuel Chopade


			HD Nurse


			02108202223





			Johanna Levien


			HD Nurse


			0212088213





			Deb Adlam


			HD Nurse


			02102915387





			Sanghee Lee


			HD Nurse


			0211388294





			Jerline Jebaraj


			HD Nurse


			0224108255





			Mandy Crump


			HD Nurse


			02040490062





			Rachael Bennett


			HD Nurse


			021301194





			Zarnie Suvalko


			Health Care Assistant WHG


			094322056





			Anne Dagan


			Health Care Assistant WHG


			0212310435








			Christine Ampong


			BOI HD Nurse


			02108344962





			Florence Beckmann


			BOI HD Nurse


			0212015061





			Lynley Boyle


			BOI Admin


			0212540789





			Fergus Erskine


			BOI HD Nurse


			02108443305





			Nikki Ferris


			BOI HD Nurse


			0211214366





			Kay Grant


			BOI HD Nurse


			0210672261





			Jill Mantos


			BOI HD Nurse


			0223059646





			Te Aroha Richards


			BOI Health Care Assistant


			094041169





			Anaru Roberts


			BOI Health Care Assistant


			02102534141





			Kingi


			KTA HD Nurse


			0212104392





			Birgit Haufe


			KTA HD Nurse


			0210311188





			Wilma Edwards


			KTA HCA


			021544360





			Lidiya John


			KTA HD Nurse


			0220727166





			Marybeth Javier


			KTA HD Nurse


			0220191474





			Shiji George


			KTA HD Nurse


			0220130503





			Cherry Chu


			KTA HD Nurse


			0223502722





			Reshmi Swamy


			KTA HD Nurse


			0211630222





			Myra Curreen


			KTA HD Nurse


			0211459475





			Hans


			KTA HCA


			0211790253





			Markus


			KTA Biomed


			021476598





			Wilma Edwards


			Health Care Assistant KTA


			0212472129





			Johan Bleijenberg


			Health Care Assistant KTA


			





			


			


			





			


			


			





			


			


			





			


			


			








7.33. Generic Plan for all Wards 


         Task Card 2000


Activation



When the Mass Casualty Plan is activated, the Duty Manager will contact the Nurse in Charge of all wards likely to receive patients directly or indirectly from the Incident.



If in daylight hours an urgent Bed Management meeting will be the quickest way to get information and provide direction for collocations of patients.



The Nurse in Charge



The Nurse in Charge will complete a Status report in Trendcare if functioning, or send it by runner, to the Emergency Operations Centre 4th floor meeting room.



Status Report forms (MINT) are available in the appendices of this manual and on the Intranet. 



If specifically advised by the Duty Manager that the ward / unit is to receive casualties from the incident the Nurse in Charge shall brief all staff on duty and delegate staff to: 



· Activate the telephone tree for calling staff



· Expedite discharges already planned



· Assess stock levels and arrange for re-supply as required: 


· Notify the Clinical Nurse Manager if s/he is not on duty.



· Prepare the ward to receive casualties. Depending on the impact of the incident consider clearing single rooms so that sickest new patients are closest to the staff base areas. 


· Assist allied health staff to co-ordinate the transfer of patients to other wards / hospitals. Patients and, where possible, next of kin, are to be kept informed of the move and the reasons for it. 


· Keep the Duty Manager informed as beds are made available via Trendcare.



· Patients will be admitted with “disaster” documentation only; i.e. the Mass Casualty pre-assigned NHI number and wristband/ sticky labels. They must continue with this patient number and any double registrations will be rectified after discharge. 


Note: When bed shifts and dietary changes etc. are finalised, wards



Must complete the Food Services menus and send these via runners to the kitchen if Trendcare is not running.



Stand Down



The hospital wide stand down is authorised by the Incident Controller. 


It is imperative that all staff notified of the incident are informed of 


the stand down 


October 2016:



BOI - WHG Contingency for any new build related outage


In response to our discussion this morning prompted by the news that a water / power outage at some point is inevitable (both planned and unplanned) with the BOI new build, some quick shift availability figures below should we need to shift all BOI patients to WHG.



Obviously this is with current numbers which could change in a moment. As you can see A shift would be the hardest to accommodate & BOI patients as well as staff would need to be aware of a potential need to move to a B shift for any outage period. 



The good news is that we can fit in all BOI pts (with BOI staffing) across the shifts if a 3 day window occurred with mechanical issues, or in the event a planned power or water shutdown could not be done in a 24hr window on a Sunday. This contingency has to cover approximately 16 months so will need ongoing evaluation. 



BOI – WHG Contingency for Nov 2016 – Feb 2018 



A shift = Potentially 5 in Assist care (unless extras & we won’t know that until the day) - Total 5 spaces



B shift = Total 9 spaces Incentre



C shift = Potentially 5 Assist care (unless extras) & 4 spaces Home HT room – Total 9 spaces 



D shift = 9 spaces Incentre, 4 spaces Home HT room - potential some in Assist Care but not required as - Total 13 spaces



Rhea as discussed this will obviously impact on your service, while we may have warning we also may not. Hopefully having the above information (which is changeable) will help for the renal transport service to start looking at possible contingencies. Would it be helpful to meet and discuss prior to work starting? 



Mark & Ann I have copied you into this in regards to your roles and potential impact for the hospital - A = M,W,F - AM, B = M,W,F – PM, C = T,T,S – AM, D = T,T,S – PM



Regards



Lisa



Lisa Harvey-Jack



Clinical Nurse Manager



Renal



Whangarei Hospital



Northland Health DHB



PH 021450093 or internal #9972


BOI satellite unit


18.10.16


Maintaining operational service 



BOI hospital site will undergo major building over the next 18month. There are no plans at this stage of development to upgrade or incorporate the renal into the new build.



Main issues for BOI renal unit



1. Delivery of Fresenius stores via new front entrance. This will be difficult for Truck to unload, movement of up to three 500kg pallets through the new entrance in to the unit. This entrance will be shared by staff, public and other service.



2. Planning in the event water/power supply damage and unable to operate transferring 27pts to have HD other sites in the DHB the logistics to do this from staffing transport and supplies in the other units.



3. Limited waiting area being proposed. Unsure what this will look like. Over many months now we have had issues with patients arriving too early. There will need to be some work around arrival times and discharge times because of reduced waiting areas.



4. MDT clinics are going to be located in the community health building and this will mean patients pre and post HD are expected to walk great distance to attend clinic and see all MDT. Most patients will be unable to walk the hill to community health.



The building work is due to start first week of November 2016. A meeting was held on the 17/10/16 and the renal service was informed of the above for the first time. During the meeting there was agreement to setup a working party to address problems and look at dealing with operational issues to maintain the BOI renal unit operational in the first instances and in the future look at redevelopment. 



The working party



Peter Wood            One of the renal consultants? Sharen? Kaye?



Jen Thomas            Philip Jarvis



Cheryle Kiwi



10 000litres:



Approx 500 Litres per machine. We do not know how much water the CWP puts to drain. This varies depending on incoming water quality.



So a 10.000 Litre tank can run 20 machines for one session.



In theory then 2 sessions should be fine. 7x 500=3500 litres per session.



Brett A has however pointed out that if the hospital has a water supply failure they would need to shut down the hospital until repairs to the pipe are complete.
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Transplants NZ 2017 Calendar Year

		Unit		Deceased		Living		Total

		Auckland		85		41		126

		Christchurch		12		12		24

		Wellington		21		16		37

		Total		118		69		187













New Zealand Kidney Transplants per million population by donor type

Living Donor	2007	2008	2009	2010	2011	2012	2013	2014	2015	2016	2017	13.713178294573645	16.171875	15.527272727272727	13.730407523510971	12.939824380165289	12.184823441021789	12.973069696698579	15.8	16.22	17.484008528784646	14.405010438413361	Deceased Donor	2007	2008	2009	2010	2011	2012	2013	2014	2015	2016	2017	15.368217054263567	12.421875	12.514518317503391	11.442006269592476	13.847882231404958	12.184823441021789	12.749396081238258	14.5	16	19.616204690831555	24.63465553235908	Total	2007	2008	2009	2010	2011	2012	2013	2014	2015	2016	2017	29.081395348837212	28.59375	28.041791044776119	25.172413793103445	26.787706611570247	24.369646882043579	25.722465777936836	30.3	32.22	37.100213219616201	39.03966597077244	Issues with Live Donor Compensation

Donor must forgo earnings – not other eg business turnover (only income from business)

Return to work part time NOT covered – MOH aware, requires law change

Delays in compensation over Xmas (teething probs)
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New Zealand Kidney Transplants per million population by donor type


Living Donor	2007	2008	2009	2010	2011	2012	2013	2014	2015	2016	2017	13.713178294573645	16.171875	15.527272727272727	13.730407523510971	12.939824380165289	12.184823441021789	12.973069696698579	15.8	16.22	17.484008528784646	14.405010438413361	Deceased Donor	2007	2008	2009	2010	2011	2012	2013	2014	2015	2016	2017	15.368217054263567	12.421875	12.514518317503391	11.442006269592476	13.847882231404958	12.184823441021789	12.749396081238258	14.5	16	19.616204690831555	24.63465553235908	Total	2007	2008	2009	2010	2011	2012	2013	2014	2015	2016	2017	29.081395348837212	28.59375	28.041791044776119	25.172413793103445	26.787706611570247	24.369646882043579	25.722465777936836	30.3	32.22	37.100213219616201	39.03966597077244	
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New Zealand Kidney Transplants per million population by donor type


Living Donor	1994	1995	1996	1997	1998	1999	2000	2001	2002	2003	2004	2005	2006	2007	2008	2009	2010	2011	2012	2013	2014	2015	2016	5.5266757865937075	6.5287356321839081	6.9733009708737859	8.1893424036281175	8.1143162393162385	10.969512195121951	8.0303030303030312	11.094161958568739	12.182959641255605	10.971722365038561	11.812961443806397	11.212267958030671	11.706226880394576	13.713178294573645	16.171875	15.527272727272727	13.730407523510971	12.939824380165289	12.184823441021789	12.973069696698579	15.8	16.22	17.484008528784646	Deceased Donor	17.409028727770178	19.042145593869733	18.774271844660195	21.397959183673468	19.631410256410255	18.282520325203251	19.428152492668623	17.286252354048965	17.513004484304933	16.70694087403599	14.027891714520099	11.456012913640032	9.7950061652281146	15.368217054263567	12.421875	12.514518317503391	11.442006269592476	13.847882231404958	12.184823441021789	12.749396081238258	14.5	16	19.616204690831555	Total	22.935704514363884	25.570881226053643	25.747572815533982	29.587301587301585	27.745726495726494	29.252032520325201	27.458455522971654	28.380414312617702	29.695964125560536	27.678663239074552	25.840853158326496	22.668280871670703	21.501233045622691	29.081395348837212	28.59375	28.041791044776119	25.172413793103445	26.787706611570247	24.369646882043579	25.722465777936836	30.3	32.22	37.100213219616201	
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New Zealand Kidney Transplants per million population by donor type


NZ Deceased	1994	1995	1996	1997	1998	1999	2000	2001	2002	2003	2004	2005	2006	2007	2008	2009	2010	2011	2012	2013	2014	2015	2016*	17.409028727770178	19.042145593869733	18.774271844660195	21.397959183673468	19.631410256410255	18.282520325203251	19.428152492668623	17.286252354048965	17.513004484304933	16.70694087403599	14.027891714520099	11.456012913640032	9.7950061652281146	15.368217054263567	12.421875	12.514518317503391	11.442006269592476	13.847882231404958	12.184823441021789	12.749396081238258	14.5	16	18.76332622601279	NZ Living	1994	1995	1996	1997	1998	1999	2000	2001	2002	2003	2004	2005	2006	2007	2008	2009	2010	2011	2012	2013	2014	2015	2016*	5.5266757865937075	6.5287356321839081	6.9733009708737859	8.1893424036281175	8.1143162393162385	10.969512195121951	8.0303030303030312	11.094161958568739	12.182959641255605	10.971722365038561	11.812961443806397	11.212267958030671	11.706226880394576	13.713178294573645	16.171875	15.527272727272727	13.730407523510971	12.939824380165289	12.184823441021789	12.973069696698579	15.8	16.22	17.270788912579956	








PrevalenceNZ





Prevalence of Treated End Stage Kidney Disease in Australasia


(per million pop) by Treatment Modality by Year


NZ Kidney transplant	1985	1986	1987	1988	1989	1990	1991	1992	1993	1994	1995	1996	1997	1998	1999	2000	2001	2002	2003	2004	2005	2006	2007	2008	2009	2010	2011	2012	114	129	135	145	158	170	174	192	198	203	214	221	233	245	256	265	270	283	297	300	302	303	300	316	325	330	337	344	NZ Dialysis	1985	1986	1987	1988	1989	1990	1991	1992	1993	1994	1995	1996	1997	1998	1999	2000	2001	2002	2003	2004	2005	2006	2007	2008	2009	2010	2011	2012	122	121	131	144	156	163	182	192	203	218	233	252	271	298	324	346	378	406	428	437	457	476	490	493	529	547	542	557	Aus Transplant	137	149	158	169	182	191	201	210	218	227	233	241	251	260	265	273	283	293	300	311	321	332	338	358	370	386	398	413	Aus Dialysis	141	146	155	162	164	173	182	193	210	230	251	267	280	295	317	332	353	370	389	398	424	446	462	476	481	485	494	507	Patietns per million population
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AusTotalpmp	1991	1992	1993	1994	1995	1996	1997	1998	1999	2000	2001	2002	2003	2004	2005	2006	2007	2008	2009	2010	2011	2012	383	403	428	457	484	508	531	555	582	605	636	663	689	709	745	778	800	834	851	871	892	920	NZTotalpmp	1991	1992	1993	1994	1995	1996	1997	1998	1999	2000	2001	2002	2003	2004	2005	2006	2007	2008	2009	2010	2011	2012	356	384	401	421	447	473	504	543	580	611	648	689	725	737	759	779	790	809	854	877	879	901	AusPropTx	1991	1992	1993	1994	1995	1996	1997	1998	1999	2000	2001	2002	2003	2004	2005	2006	2007	2008	2009	2010	2011	2012	0.52480417754569186	0.52109181141439209	0.50934579439252337	0.49671772428884026	0.48140495867768596	0.47440944881889763	0.47269303201506591	0.46846846846846846	0.45532646048109965	0.45123966942148758	0.44496855345911951	0.44193061840120662	0.43541364296081275	0.43864598025387869	0.43087248322147653	0.42673521850899743	0.42249999999999999	0.42925659472422062	0.43478260869565216	0.44316877152698048	0.4461883408071749	0.44891304347826089	NZPropTx	1991	1992	1993	1994	1995	1996	1997	1998	1999	2000	2001	2002	2003	2004	2005	2006	2007	2008	2009	2010	2011	2012	0.4887640449438202	0.5	0.49376558603491272	0.48218527315914489	0.47874720357941836	0.46723044397463004	0.46230158730158732	0.45119705340699817	0.44137931034482758	0.43371522094926351	0.41666666666666669	0.41074020319303339	0.40965517241379312	0.40705563093622793	0.39789196310935443	0.38896020539152759	0.379746835443038	0.39060568603213847	0.38056206088992972	0.37628278221208666	0.3833902161547213	0.38179800221975585	
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Annual Australian and New Zealand Transplant Rate 


per Million Population by Donor Source 


Aus Deceased	1994	1995	1996	1997	1998	1999	2000	2001	2002	2003	2004	2005	2006	2007	2008	2009	2010	2011	2012	18.846760285784676	19.260170293282876	19.634888438133874	19.345151644596324	19.058498670484763	15.12988551125148	18.281101614434949	16.906598428075306	19.015845376980675	16.359060402684563	20.189638631275983	18.564612326043736	17.783622828784122	16.319676997981237	21.476997307001795	20.478608470181506	24.937532535137947	25.533068849495304	26.862804584416835	Aus Living	1994	1995	1996	1997	1998	1999	2000	2001	2002	2003	2004	2005	2006	2007	2008	2009	2010	2011	2012	5.7602857846760278	5.1471144749290447	6.2722560288483207	7.7812900469884658	8.5950092043362663	8.8345834978286621	9.4017094017094021	10.978980076768414	11.694236461779559	10.973154362416107	12.083946274384394	12.113778865269918	13.192741935483872	12.856489728060801	16.563958707360865	15.014585133967158	13.420926600728787	11.422688695826846	10.532697678898199	NZ Deceased	1994	1995	1996	1997	1998	1999	2000	2001	2002	2003	2004	2005	2006	2007	2008	2009	2010	2011	2012	17.409028727770178	19.042145593869733	18.774271844660195	21.397959183673468	19.631410256410255	18.282520325203251	19.428152492668623	17.286252354048965	17.513004484304933	16.70694087403599	14.027891714520099	11.456012913640032	9.7950061652281146	15.368217054263567	12.421875	12.514518317503391	11.442006269592476	13.847882231404958	12.184823441021789	NZ Living	1994	1995	1996	1997	1998	1999	2000	2001	2002	2003	2004	2005	2006	2007	2008	2009	2010	2011	2012	5.5266757865937075	6.5287356321839081	6.9733009708737859	8.1893424036281175	8.1143162393162385	10.969512195121951	8.0303030303030312	11.094161958568739	12.182959641255605	10.971722365038561	11.812961443806397	11.212267958030671	11.706226880394576	13.713178294573645	16.171875	15.527272727272727	13.730407523510971	12.939824380165289	12.184823441021789	
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Prevalence of Treated End Stage Kidney Disease in New Zealand 


(per million pop) by Treatment Modality (transplant vs dialysis) 


Aus_Tx_PPM	1991	1992	1993	1994	1995	1996	1997	1998	1999	2000	2001	2002	2003	2004	2005	2006	2007	2008	2009	2010	2011	2012	201	210	218	227	233	241	251	260	265	273	283	293	300	311	321	332	338	358	370	386	398	413	Aus_Dial_PPM	1991	1992	1993	1994	1995	1996	1997	1998	1999	2000	2001	2002	2003	2004	2005	2006	2007	2008	2009	2010	2011	2012	182	193	210	230	251	267	280	295	317	332	353	370	389	398	424	446	462	476	481	485	494	507	NZ_Tx_PPM	1991	1992	1993	1994	1995	1996	1997	1998	1999	2000	2001	2002	2003	2004	2005	2006	2007	2008	2009	2010	2011	2012	174	192	198	203	214	221	233	245	256	265	270	283	297	300	302	303	300	316	325	330	337	344	NZ_Dial_PPM	1991	1992	1993	1994	1995	1996	1997	1998	1999	2000	2001	2002	2003	2004	2005	2006	2007	2008	2009	2010	2011	2012	182	192	203	218	233	252	271	298	324	346	378	406	428	437	457	476	490	493	529	547	542	557	Patietns per million population





Sheet1


						Aus_Tx_PPM			Aus_Dial_PPM			NZ_Tx_PPM			NZ_Dial_PPM						AusTotalpmp			AusPropTx			NZTotalpmp			NZPropTx			AusPop			NZPop			AusLD			AusDD			NZLD			NZDD			AusLD_ppm			AusDD_ppm			NZLD_ppm			NZDD_ppm


			1981


			1982


			1983


			1984


			1985			137			141			114			122


			1986			149			146			129			121


			1987			158			155			135			131


			1988			169			162			145			144


			1989			182			164			158			156


			1990			191			173			170			163


			1991			201			182			174			182			1991			383			0.5248041775			356			0.4887640449


			1992			210			193			192			192			1992			403			0.5210918114			384			0.5


			1993			218			210			198			203			1993			428			0.5093457944			401			0.493765586


			1994			227			230			203			218			1994			457			0.4967177243			421			0.4821852732			17.8810572687			3.6188118812			103			337			20			63			5.7602857847			18.8467602858			5.5266757866			17.4090287278			83


			1995			233			251			214			233			1995			484			0.4814049587			447			0.4787472036			18.0683760684			3.676056338			93			348			24			70			5.1471144749			19.2601702933			6.5287356322			19.0421455939			94


			1996			241			267			221			252			1996			508			0.4744094488			473			0.467230444			18.3347107438			3.7285067873			115			360			26			70			6.2722560288			19.6348884381			6.9733009709			18.7742718447			96


			1997			251			280			233			271			1997			531			0.472693032			504			0.4623015873			18.5059288538			3.7854077253			144			358			31			81			7.781290047			19.3451516446			8.1893424036			21.3979591837			112


			1998			260			295			245			298			1998			555			0.4684684685			543			0.4511970534			18.7318007663			3.8204081633			161			357			31			75			8.5950092043			19.0584986705			8.1143162393			19.6314102564			106


			1999			265			317			256			324			1999			582			0.4553264605			580			0.4413793103			18.9029850746			3.8287937743			167			286			42			70			8.8345834978			15.1298855113			10.9695121951			18.2825203252			112


			2000			273			332			265			346			2000			605			0.4512396694			611			0.4337152209			19.1454545455			3.8603773585			180			350			31			75			9.4017094017			18.2811016144			8.0303030303			19.4281524927			106


			2001			283			353			270			378			2001			636			0.4449685535			648			0.4166666667			19.4007092199			3.8759124088			213			328			43			67			10.9789800768			16.9065984281			11.0941619586			17.286252354			110


			2002			293			370			283			406			2002			663			0.4419306184			689			0.4107402032			19.6678082192			3.9399293286			230			374			48			69			11.6942364618			19.015845377			12.1829596413			17.5130044843			117


			2003			300			389			297			428			2003			689			0.435413643			725			0.4096551724			19.8666666667			4.0103092784			218			325			44			67			10.9731543624			16.3590604027			10.971722365			16.706940874			111


			2004			311			398			300			437			2004			709			0.4386459803			737			0.4070556309			20.1093247588			4.0633333333			243			406			48			57			12.0839462744			20.1896386313			11.8129614438			14.0278917145			105


			2005			321			424			302			457			2005			745			0.4308724832			759			0.3978919631			20.3074534161			4.1026490066			246			377			46			47			12.1137788653			18.564612326			11.212267958			11.4560129136			93


			2006			332			446			303			476			2006			778			0.4267352185			779			0.3889602054			20.6931964056			4.1858064516			273			368			49			41			13.1927419355			17.7836228288			11.7062268804			9.7950061652			90


			2007			338			462			300			490			2007			800			0.4225			790			0.3797468354			21.0788485607			4.2295081967			271			344			58			65			12.8564897281			16.319676998			13.7131782946			15.3682170543			123


			2008			358			476			316			493			2008			834			0.4292565947			809			0.390605686			21.3717026379			4.2666666667			354			459			69			53			16.5639587074			21.476997307			16.171875			12.421875			122


			2009			370			481			325			529			2009			851			0.4347826087			854			0.3805620609			21.7788235294			4.3149882904			327			446			67			54			15.014585134			20.4786084702			15.5272727273			12.5145183175			121


			2010			386			485			330			547			2010			871			0.4431687715			877			0.3762827822			22.05510907			4.3698630137			296			550			60			50			13.4209266007			24.9375325351			13.7304075235			11.4420062696			110


			2011			398			494			337			542			2011			892			0.4461883408			879			0.3833902162			22.3239910314			4.4050056883			255			570			57			61			11.4226886958			25.5330688495			12.9398243802			13.8478822314			118


			2012			413			507			344			557			2012			920			0.4489130435			901			0.3817980022			22.5963003264			4.4317425083			238			607			54			54			10.5326976789			26.8628045844			12.184823441			12.184823441			108


			2013


						Aus Living			Aus Deceased			NZ Living			NZ Deceased						NZ Pop est at 30 June


			1994			5.7602857847			18.8467602858


												5.5266757866			17.4090287278


						5.1471144749			19.2601702933


			1995									6.5287356322			19.0421455939


						6.2722560288			19.6348884381


			1996									6.9733009709			18.7742718447


						7.781290047			19.3451516446


			1997									8.1893424036			21.3979591837


						8.5950092043			19.0584986705


			1998									8.1143162393			19.6314102564


						8.8345834978			15.1298855113


			1999									10.9695121951			18.2825203252


						9.4017094017			18.2811016144


			2000									8.0303030303			19.4281524927


						10.9789800768			16.9065984281


			2001									11.0941619586			17.286252354


						11.6942364618			19.015845377


			2002									12.1829596413			17.5130044843


						10.9731543624			16.3590604027


			2003									10.971722365			16.706940874


						12.0839462744			20.1896386313


			2004									11.8129614438			14.0278917145


						12.1137788653			18.564612326


			2005									11.212267958			11.4560129136


						13.1927419355			17.7836228288


			2006									11.7062268804			9.7950061652


						12.8564897281			16.319676998


			2007									13.7131782946			15.3682170543


						16.5639587074			21.476997307


			2008									16.171875			12.421875


						15.014585134			20.4786084702


			2009									15.5272727273			12.5145183175


						13.4209266007			24.9375325351


			2010									13.7304075235			11.4420062696


						11.4226886958			25.5330688495


			2011									12.9398243802			13.8478822314


						10.5326976789			26.8628045844


			2012									12.184823441			12.184823441


			2013									12.9730696967			12.7493960812


			2014									15.8			14.5


			2015									16.22			16


			2016*									17.2707889126			18.763326226						4.69








Sheet2


						Living Donor			Deceased Donor			Total


			1994			5.5266757866			17.4090287278			22.9357045144


			1995			6.5287356322			19.0421455939			25.5708812261


			1996			6.9733009709			18.7742718447			25.7475728155


			1997			8.1893424036			21.3979591837			29.5873015873


			1998			8.1143162393			19.6314102564			27.7457264957


			1999			10.9695121951			18.2825203252			29.2520325203


			2000			8.0303030303			19.4281524927			27.458455523


			2001			11.0941619586			17.286252354			28.3804143126


			2002			12.1829596413			17.5130044843			29.6959641256


			2003			10.971722365			16.706940874			27.6786632391


			2004			11.8129614438			14.0278917145			25.8408531583


			2005			11.212267958			11.4560129136			22.6682808717


			2006			11.7062268804			9.7950061652			21.5012330456


			2007			13.7131782946			15.3682170543			29.0813953488


			2008			16.171875			12.421875			28.59375


			2009			15.5272727273			12.5145183175			28.0417910448


			2010			13.7304075235			11.4420062696			25.1724137931


			2011			12.9398243802			13.8478822314			26.7877066116


			2012			12.184823441			12.184823441			24.369646882


			2013			12.9730696967			12.7493960812			25.7224657779


			2014			15.8			14.5			30.3


			2015			16.22			16			32.22


			2016			17.4840085288			19.6162046908			37.1002132196


			2017			14.4050104384			24.6346555324			39.0396659708
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																					2013						2014						2015


															Pop									4						4.56			4.6


															Total						115			25.7224657779			138			30.2631578947			147			31.9565217391


															LD						58			12.9730696967			72			15.7894736842			74			16.0869565217


															DD						57			12.7493960812			66			14.4736842105			73			15.8695652174
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