National Renal Advisory Board Meeting



	MEETING DETAILS

	Date and time:
	9.30am to 2.30pm Wednesday 13 March 2019

	Venue:
	Room GC1 (seats 18 people and has Video Conferencing Facilities), Ground Floor, Ministry of Health, 133 Molesworth St, Wellington



	Committee Members

	Ian Dittmer (Chairperson),  Kay McLaughlin, Suetonia Palmer, Chris Hood, Catherine Tracy, Mark Hodge, Jane Ronaldson, Sue Riddle, Jenny Walker, Carmel Gregan-Ford (Acting Kidney Health NZ), Nick Cross, Dee Hackett, Balaji Jagannathan,  Ashik  Hayat 

	Apologies
	Nick Cross, Kay McLaughlin (Kay phoned in)

	Guests
	Sarah Penno 12.15pm

	Minutes Taken By
	Prue Fieldes



	No.
	Item
	Discussion/Action
	Responsibility

	Minutes

	
	
	
	

	1. General Business

	1.a
	Introduction
	The Chair opened the meeting and there were no conflicts of interest to the agenda. There were no corrections made to 14 November 2018 minutes.  Ian to put them on NRAB website. 
	Ian Dittmer

	1.b
	Review of the minutes recorded at the previous meeting held on  
08 August 2018
	[bookmark: _MON_1461403636][bookmark: _MON_1461404180][bookmark: _MON_1465893593][bookmark: _MON_1465893676][bookmark: _MON_1465893690]The previous NRAB minutes were taken as read by Jenny Walker and seconded by Chris Hood.

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

	





	1.c
	New Members  Exiting Members
& Resignations
	New member Carmel Gregan-Ford (Acting Kidney Health NZ) was welcomed to team.  

	Ian Dittmer

	2. Regional Roundup

	
	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 each Clinical Lead/Manager to send in a summary prior to meeting. 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.



Northland DHB (Walaa Saweirs)

 
If Northland happy with Renal IT System then the rest of us can go with it.  Ian sending something to Walla re this 
Waitemata DHB (Janak De Zoysa)

  

Auckland DHB (Ian Dittmer) 


 

Starship Hospital (William Wong/Jane Ronaldson):  




Counties Manukau DHB (Chris Hood/Catherine Tracy)     


	Clinical Lead/Manager










Jenny Walker/Waala Sawiers






Ian Dittmer





Ian Dittmer




William Wong/Jane Ronaldson


Catherine Tracy/
Chris Hood


	
	Midland
	Waikato DHB (Drew Henderson) 



Taranaki DHB: (Ashik Hayat)

 
	Drew Henderson/
Mark Hodge


Ashik Hayat


	

	Central
	Hawke’s Bay DHB (Andrew McNally) 




MidCentral DHB: Palmerston North (Norman Panlilio/Curtis Walker)
Nothing reported.


Capital & Coast DHB and Hutt (Philip Matheson)



	Andrew McNally




Norman Panlilio 



Kay McLaughlin




	
	South Island

	Upper South Island (Nelson) (Bruce King)
Nothing reported.

Canterbury DHB (David MacGregor)
Nothing reported.

Southern DHB (John Schollum)
Nothing reported.

	
Murray Leikis

David MacGregor

Rob Walker/John Schollum

	3. New Business      

	3.a
	Review of National Travel Assistance Scheme
	National Travel Assistance is now on Ministry of Health website. The strategic planning following the review is years away.  Tricia Casey is on Committee and she has contributed.  ?Role of NRAB. 
	Carmel Gregan-Ford

	3.b
	KPI’s
	
 8 Aug 2018 Awaiting 1 page document from  Drew re advances in 2016 NZ Nephrology Activity Report and a report on some of the key findings and questions. This to include a paragraph on what he thinks should happen re advances in report and some of the key findings and questions with plus side and also include Prems and Proms. Document to be sent to Ian Dittmer with a copy to Prue and Ian will then circulate to  NRAB to endorse before going into minutes. 

There should be a “Standard Item” called Quality Improvement at National meetings.
14 Nov 2018:  Prue to email Drew for 1 page document.
13 Mar 2019:  Currently, Standards and Audit items relating to quality of care in NZ are defined by Tier 2 items. There is currently a time-limited working group (sub-committee of the Dialysis Advisory Committee of ANZSN) considering Key Performance Indicators.
Dr Drew Henderson is a member of this group. The KPIs identified by this group will be presented at the DNT meeting of the ANZSN in September 2019. The NRAB will need to consider how these KPIs are considered in the Standards and Audit cycle of assessing NZ nephrology care. 
Currently, the NRAB views that ANZDATA information for NZ nephrology care is reported to DHBs at the CEO level. It is the opinion of the NRAB that the primary mechanism for responding to issues of care quality are the responsibility of DHB processes. The NRAB doesn’t play a monitoring role, but may advise on specific issues to the Ministry and in respond to direct queries by DHBs and NZ clinicians.

	







Drew Henderson/
Prue Fieldes



Suetonia Palmer

	4. Medicines/Pharmac   

	4.a
	PTAC/Pharmac

	Nil 
	Ian Dittmer


	4.b
	PTAC/Nehrology Subcommittee
	No report.

	Nick Cross

	5. Ongoing Business  

	5.a
	NZ Chapter of the ANZSN

	Shaune Noble, Executive Officer, ANZSN emailed Suetonia saying that DAC recommended, and the Honorary Executive agreed to send letters to the Health Ministers in all the Australian and NZ jurisdictions 

[bookmark: _MON_1614147115]and embedded document discussed at NRAB meet today.
 

Suetonia has taken over from Murray Leikis on Council.  The next meeting is in October 2019 and is in Wellington and budgeted by the Society.  

There is a constitutional review underway.  The next Chapter meeting is in Tasmania in 2020.
	Suetonia Palmer





	5.b
	Dialysis Training Programme for Renal Advanced Trainee Registrars
	
 14 Nov 2018 Fredric presented Draft Dialysis Curriculum developed  for Advance Trainees (see embedded document), this is piloted at ADHB for Renal Registrar now. Copy will be circulated to NRAB members for feedback and suggestions. Fredric continued to progress attached and will give an update at NRAB meet 8 May 2019. 13 Mar 2019: Fredric to give update either 8 May or 14 August 2019 meeting.
	





Fredric Doss

	5.c
	Nephrology Advanced Training 
	14 Nov 2018: Ashik asked about accrediting centres for training. To contact Jamie Kendrick-Jones.
13 Mar 2019: Get chair of Advanced Training Committee to send a report into this meeting i.e. What are the numbers; Where they are in their training; Where they are training; Other issues; Which Centres are accredited and who is going to be discredited.  Jamie Kendrick-Jones to be asked to send in a report annually.

	Ian Dittmer 
Jamie Kendrick-Jones

	5.d
	Pharmac – HD Contracts (Fresenius)

Pharmac – Focus Group on Consultation
	Progressing slowly and Pharmac going to Kapiti Coast re draft discussion with Fresenius re proposal.  Pharmac boss is more open and keen to get it right.  Sarah will try and keep us up-to-date.  She will also talk to a couple of other DHB’s before signing off document.  

Pharmac have set up meetings with DHB’s (they have a commitment to gaining quality advice) to outline proposal on managing fairer access to DHB hospital medical devices. 
This is all online:- www.pharmac.govt.nz/hospital-devices/consultation .  They would like everyone to be involved, doctors, nurses, technicians etc and consultation is open until end of June. 

	Sarah Penno

	5.e
	Standards & Audits
	Nil
	Suetonia Palmer


	  5.f
	Emergency Management
	8 Aug 2018: Emergency Management – Kate Crawford Kate_Crawford@moh.govt.nz went through the Emergency Management (EMIS)system that is available to us. Kate is happy for units to ring her and discuss applications including in an emergency.  Ian will send a note to all Service Clinical Directors and Managers advising them of the system and encouraging participation after he has consulted with Kay McLaughlin and Catherine Tracy.
14 Nov 2018:  Nothing reported.
13 Mar 2019:  No report.




	Kate Crawford/ 
Ian Dittmer/
Kay McLaughlin/ Catherine Tracy


	5.g
	ANZData
	Suetonia to present ANZdata Report to NRAB at 8 May meeting.  
Part of data is transferred from New Zealand Blood Service.  Ian to write back to them to say it is appropriate to transfer information back.  We are not consenting patients but giving them a form that they sign once. It is up to the patient to say if they want to opt out.  HOD’s to be informed to have this documented somewhere re ANZData Reports.  Ian to put letter out to all CD’s/HOD’s.  





	Suetonia Palmer
Ian Dittmer

	6. CKD

	
	Late CKD Database
	
14 Nov 2018:  Ola Otuafi presentation embedded.    Ian Dittmer to talk to Nick Cross re consent for collecting data.

How to make the most of database discussed.  Kay McLaughlin to go back to Ola Otuafi with queries. Numbers to be sent to Ola Otuafi not names.  Ashik Hayat to be included in group with Ola, Ian, Nick, Dee and Suetonia.
How do we account for it?  
How many databases can people get rid of in order to use this one?  
Murray Leikis and Kay McLaughlin to download this database.  
Ola Otuafi to show this to Suetonia Palmer.  
Ian asked for 2 columns for ethnicity.
Murray Leikis asked, “How do people access database”?
Dee Hackett thought it worthwhile to have Late CKD database.  
Snomed from Ministry of Health discussed and Dee Hackett to re-engage about Snomad.  Ian Dittmer to talk to Nick Cross re this. 

Ian thanked Ola re Database and we will continue to proceed with this.

13 Mar 2019:  
1.  CKD Registry – data points people collect
2. 1
3. What Registry might be

To be modelled on ANZData way.
There are issues around consent.
Safety issue.
Whom responsible for storage of information.
?Process
Information about database to be given to each Renal Services Service Clinical Director/HOD around the country. 
Ian Dittmer is in discussions with Ministry of Health regarding patient consent and appropriate storage of patient data
·         The working group have not met yet, they will be meeting soon and discussing the most appropriate platform for this database (is excel suitable for this ?) and if it should be incorporated into the ANZdata registry
·         The issue of making sure abbreviations are clearly defined as not all renal units use the same abbreviations eg. HHD could mean hospital haemodialysis or home haemodialysis
·         Kay asked if all renal services have been formally informed about the database development and suggested that service leaders and managers for each renal unit in NZ be informed before any patient information is shared.

	Ian Dittmer/ Nick Cross/
Kay McLaughlin/
Ola Otuafi/
Ashik  Hayat/
Suetonia Palmer




Dee Hackett/
Ian Dittmer/
Nick Cross


	7. Dialysis

	
	PD Registry Update/PDOPPS Update
	14 Nov 2018:  It is hoped that TeachPD will assist the development of PD registry. There needs to be concrete progress over the next 12 months. Murray, John S and Ian to work on a letter.
13 Mar 2019:  Ian will contact and provide encouragement re most recent meeting. Publish data for as many units as possible.  Suetonia is ready to write New Zealand report, however, she needs the data.  Teach PD Trial has huge funding in Australia.  New Zealand still going through “granting process”.
	Murray Leikis/ John Schollum

	8.  National Transplant Service

	
	National
Transplant Activity/Service

	TSANZ have said it is about time to have another TSANZ meeting.  New Zealand meeting is coming up in 2021 and not to have it in Auckland but in Wellington, Christchurch or Queenstown.  Nick has asked TSANZ if the 2024 World Meeting can be held in Auckland.

	Nick Cross/
Ian Dittmer



	9. Ministry of Health

	
	
	Priorities have stayed stable.  Ministry is keen for people to submit on Health and Disability Review https://systemreview.health.govt.nz/ .  You can email Sue Riddle Sue_Riddle@moh.govt.nz and she can send you link to any of the presentation.
	Sue Riddle
Everyone



	10. Kidney Health New Zealand 

	
	Report  on Kidney Health New Zealand


	World Kidney Day 14 March, the theme is “Kidney Health for Everyone Everywhere” we are working on a social media campaign using Instagram, Facebook and Twitter where we will have a series of video clips with people sharing their stories of kidney disease. We will also use this time to introduce our KHNZ Ambassadors Wyatt and Jenna Crockett. Jenna received a kidney transplant three years ago from a friend, Wyatt has recently retired as from the All Blacks and Crusaders rugby teams, where he played more than 100 games and is highly respected and happy to use his profile to support us.
Away from Home Dialysis
Carmel had a teleconference with Craig Johnson, GM, Strategy, Planning and Performance Mid Central DHB to discuss Away from Home dialysis. This is an ongoing issue with no real improvement. She suggested that the original proposal for KHNZ to coordinate the AFH Dialysis for NZ was not an option currently due to lack of capacity, both from within KHNZ and the dialysis units. Further discussion is required at the DHB level to find a way to move this forward.
There has been an initial discussion with the Medical Director of Kidney Health Australia, Shilpa Jesudason regarding the issues of Away from Home Dialysis, and she organised to catch up at the ISN World Congress in Melbourne to talk about their proposed SWAP initiative.
People to email Carmel with any questions re Home Dialysis.  Away from Home Dialysis to be done in a timely manner.  Is there anything we can do?  Put it in Standards or Tier 2 document?  Some direction is required from NRAB.  Ian to send around for consultation.  Dee to enquire to see if there is anything similar in Oncology.

Mid Central Health
In a recent phone call with Amanda Driffil Service Manager at Mid Central Health and further correspondence there are several initiatives underway to improve the current situation. These include;
· An increase in nursing FTE in an effort to support the increase in the numbers of home training of patients and a reduction in the patient nurse ratio in the incentre unit from 1:4 to 1:3
· Relocation of the self-care facility to a self-care unit within the hospital grounds, with the number of stations increasing from six to eight
· Doubling the numbers of patients being trained for home dialysis from two to four.
· Work is being done for the establishment of a community-based dialysis facility, for those patients unable to dialyse at home. This would enable them to dialyse independently in a safe environment, the DHB is working with Pae Ora Maori Health Directorate on this, looking at extending this to Whanganui further on.
· A project group including management, analytical and clinical staff are developing a framework to establish a new incentre dialysis including factors in annual growth rates and factoring growth in home dialysis and community-based dialysis.
This work is being overseen by the Renal Governance group which comprises of representatives from Mid Central and Wanganui DHBs. KHNZ CEO has been invited to visit the staff and facilities in early April.










	Carmel Gregan-Ford

















Everyone
Ian Dittmer
Dee Hackett

	11. Standard Report Updates

	 11.a












11.b
	Subcommittee reports
1. Renal Nursing Advisory Group









2. Australian and NZ Dialysis Board of Practice



	

[bookmark: _MON_1603891974]14 Nov 2018: Copy of Workforce survey  sent in by Mark Hodge Some questions asked at this meeting: Questions asked: What is important to be collected and how often to be collected e.g. 2 yearly,  Purpose of database?  Is there an easier way to present it?  Could people just go into it and enter data.  Take out Transplant patients and donor clinics and get this information from different place.  This is good to have and Dee Hackett and Catherine Tracy to summarise something and send to Mark. 13 Mar 2019:  There is a meeting next week so email Mark Hodge mark.hodge@waikatodhb.health.nz if you want to add anything  to Workforce survey. 

· Prof.  Steve Holt  accepted to be the Australian nephrologist from ANZSN representing the society and  ratified in last board meeting
· Education day on 2nd May in Melbourne is planned. 
· e portfolio system with CPRB is working well.  
· Continue to have discussion with Manukau Institute of Technology regarding renal physiologist course, last student cohort completed in June 2018. Recent changes to immigration rules and internal funding structure changes affected the programme. Fear of losing NZQA accreditation. Suggestion to convert the programme to post grad level 8. Discussions  on going.
· Working with other course providers to establish the renal programme  i.e. University of Otago as they currently run other physiologist programmes such as  respiratory and sleep. 
· Swinburne university undergraduate degree programme(4 year degree) has 12 month professional placement in third year included renal this year. 2 students starting 12 month professional placement in renal at RMH in March 

· James Cook University have (post) Grad Dip Medical Science (Level 8) which currently runs cardiac, respiratory, sleep, and neuro. They are keen to include renal in the programme 2020. Aim of program is to train a multidisciplinary physiologist; students complete 3 x 10 week rotations to 3 of the 4 areas then return to the area of their choice for their final 10 weeks.

Ian to write a letter of support on behalf of NRAB.





	
Mark Hodge/ Dee Hackett/
Catherine Tracy 




Everyone



Balaji Jagannathan

















Ian Dittmer

	12. Other business

	12.a
	Research
	No update.
	Murray Leikis
Jenny Walker

	12.b
	Waikato DHB Policy Discuss
	Peter Sizeland to attend in person or by video conference at 13 March 2019 meet to present this.
	Peter Sizeland

	12.c
	Mobile Dialysis Units
	Containers are set up as mobile dialysis units and the southern CNM was wondering about their usefulness as emergency dialysis units in a time of crisis (see embedded document). 



	Mark Hodge

	12.d
	Renal IT System
	
From previous meeting: Allister Williams presented embedded document to see if other DHB’s willing to adopt. (We have got 20 different implementations amongst all the DHB’s).   Allister said it would cost half a million to run collectively  amongst all DHB’s over 5 years and it would also be time consuming for first few years.Patient cannot see anything. Somequestions asked were:- Does it talk to ANZData, how much time to enter data, does dialysis data go in on a monthly basis, who supervises system, E prescribing – can it be entered in to.
Northland DHB will be installing mid year. We look forward to report back at that stage 

	Allister Williams

	12.e
	Anti-Phospolipase A2 receptors antibodies testing discussion
	
 Embedded document from Tze Goh discussed at meeting.  Ian to draft a letter to Immunologists from Northern Service re continuing to send samples to Hunter Lab due to lack of Immune-pathologist in Counties Manukau.
	Ian Dittmer

	12.f
	Renal Replacement Therapy in Non-Eligible Patients
	Hari Talreja Renal Physician Counties Manukau emailed Ian Dittmer end of 2018,  saying he was planning a study on non-resident patients needing RRT in NZ and that he has got the HDEC approval. 

“We are mainly looking at incidence, socio-demographic data. The study would involve collecting data from individual centres across NZ and so we are dependent upon the data they share”.

NRAB committee agreed it was a good project.  Ian to send Hari email to say it is approved.
	Ian Dittmer/Hari Talreja

	12.g
	PD in Rest Homes/Care Facilities
	Catherine asked people’s views re training for Rest Homes and Private Hospitals; do we need to credit institutions and credential staff etc and Jenny spoke on Corodel.  A statement is required from NRAB and Ian to draft a letter re specialised treatment. 
	Catherine Tracy
Ian Dittmer

	12.h
	New Consumer Rep
	Six applications were received for Consumer Rep position.  These were all good and three were put on short list.  There was a show of hands and Brett Butterworth was selected and Ian heard back from Brett during meeting to say that he had accepted.  

	Ian Dittmer
Carmel Gregan-Ford

	12.i
	Amiloride
	Walter van der Merwe emailed Ian on 9 January 2019 to say “I have (as of today) put in 11 NPPA applications for the Arrow tablet form of amiloride. Lauren, you mention in your email the need to provide evidence that funded alternatives (including liquid amiloride) are unsuitable.


Ian to write to Walter to say that no-one replied and that we would not be following up
	



Ian Dittmer



	12.j
	NRAB Committee
	Ian would like to stay until end of 2020.  A decision to be made for Catherine to stay on.  Kay has to retire at the end of 2019.
	

	12.k
	Waikato DHB Policy Discussion Policy
	



[bookmark: _MON_1603183419][bookmark: _MON_1603259900][bookmark: _MON_1603259951]  Nothing discussed
	

	Next meeting

	Date:  8 May 2019
	Time: 9.30am-2.30pm
	Venue:   Room GC1 (seats 18 people around table and has Video Conferencing Facilities), Ground Floor, Ministry of Health, 133 Molesworth St, Wellington

	Dates for NRAB Meet 2019
	Wednesday 13 March 
Wednesday  8 May, Rm GC1, MOH
Wednesday 14  August Room GN9, MOH
Wednesday 13 November 
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NorthlandDHB_News_13Mar19.pptx
Northland DHB

News

New RO being installed although plumbing issues to overcome

In final stages of Renal IT solution sign-off

World Kidney Day event March 14th planned - mock up ‘home’ for PD & HD

Re-advertising psychology FTE

Looking to introduce an expected behaviour letter from service entry



Risks

Smartbag supply

FMC HD Contract not finalised

Delays in RO plumbing

Increased patient acuity/co-morbidity affecting nurse to patient ratios esp. PD

Overstretched cardiology resource esp. ECHO – repercussions for transplant & surgical assessment

Bay of Islands satellite unfit for purpose – awaiting funding/planning

Poor housing and socioeconomic deprivation affecting greater move to home-based dialysis









Northland DHB.
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DHB_WaitmataNews_13Mar19.pptx
Waitemata DHB

News

Nil 

Risks

2 days a week IR. 

Cases are being sent to external providers

Long follow up. Inadequate Nephrology follow up

Burnout with RMO strikes.









Waitemata DHB
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AucklandDHB_News_IDittmer_13Mar19.pptx
Auckland DHB

News

1 – Glen Innes unit on track

2

3

Risks

1 – Fresenius contract not signed off for the other Northern DHBS

2

3









Auckland DHB.

s





image5.emf
DHB_CountiesManuk auNews_13Mar19.pptx


DHB_CountiesManukauNews_13Mar19.pptx
CMDHB

News

1) start of NP rotation with 1st applicant appointed

2)nocturnal HD unit going well- 12 chairs, ADAPT similarly – workload fluctuates - 2 now

3) Tina Sun appointed IT CD

4) Excellent SMO appointees-latest is Jun Suh GM and renal , 3 on GM team

5) Scott Dialysis refurbishment & extension business case submitted to MOH and Treasury for 14th Feb meeting- awaiting outcome

Risks

1) at in-centre HD capacity – extra shifts, extra HD chairs being created

2) HD Moss leaving- 20yrs + including our quality and policy /protocol lead

3) SMO staffing shortages due to retirement of our MOSS, new leadership roles (Tina IT) and long-term sickness









CMDHB.
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TaranakiDHB_News_13Mar19.pptx


1. Accreditation of Renal Procedures and Renal Fellowship Training under process 



3. Establishment of Collegial relationship with other higher centres in progress.



4. Involvement of  Palliative team in renal Multidisciplinary team dialysis meetings helpful.

Risks

1. 10 + 2 Dialysis Chairs not enough to cope up with emergencies. No designated space for Home HD training 



Two Dialysis Chairs outside the unit with safety, infection and Fire Hazard.



Limited Allied Health Support no FTE for the Pharmacist and the Social worker
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HawkesBayDHB_News_AMcNally_13Mar19.pptx
HBDHB

News

1. First HB patient to be listed for SPK transplant March 2019 (hopefully more to follow!).  

2. Wairoa Dialysis House “relocating” to base at Wairoa Hospital (to remain a self-care facility).

3. CH remains in senior management role at HBDHB until at least June 2019, therefore continue to have locum support 2 weeks every month for now.

4. Renal Supportive Care clinic to begin in April 2019.





Risks

1. When interventional radiologist away, there is no internal cover for tunneled CVC insertion.

2. Relatively high rates of PD peritonitis & CVC dialysis access.

3. RMO RDO’s impact on continuity of patient care and unit structure/team consistency.  SMO acute workload increases as a result.  

4. HB Renal Unit Disaster Plan to be completed in 2019 (is this something NRAB are working on at a national level?).









HBDHB
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CCDDHB_DHBnewsMLeikis13Mar19.pptx
CCDHB DHB

News

Change in Clinical Leader

Dr Philip Matheson 4/3/19

New satellite unit in Hutt Valley Region approval to proceed



Risks

HD provision – capacity to be reached end of 2019

Tx donor surgeon time and number
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Current Performance





2004	NDHB	WaitDHB	ADHB	CMDHB	WDHB	MCDHB	HBDHB	TDHB	CCDHB	CDHB	SDHB	10.1	16.38	12.66	13	30	18.3	12	16	19	2016	NDHB	WaitDHB	ADHB	CMDHB	WDHB	MCDHB	HBDHB	TDHB	CCDHB	CDHB	SDHB	24	23	37.5	18	17.600000000000001	26	18.5	30	23.8	38	17.8	







2007	NDHB	WaitDHB	ADHB	CMDHB	WDHB	MCDHB	HBDHB	TDHB	CCDHB	CDHB	SDHB	0.7	0	1	1	2.2999999999999998	0.5	3.5	0.75	0.75	2016	NDHB	WaitDHB	ADHB	CMDHB	WDHB	MCDHB	HBDHB	TDHB	CCDHB	CDHB	SDHB	1.2	0.6	0.3	0.7	0.6	0	0.4	1.2	0.5	1.2	





2004	NDHB	WaitDHB	ADHB	CMDHB	WDHB	MCDHB	HBDHB	TDHB	CCDHB	CDHB	SDHB	0.84	0.77	0.7	0.72	0.56000000000000005	0.65	0.7	0.96	0.8	2016	NDHB	WaitDHB	ADHB	CMDHB	WDHB	MCDHB	HBDHB	TDHB	CCDHB	CDHB	SDHB	0.77	0.68	0.62	0.73	0.8	0.67	0.61	0.44	0.84	0.65	0.85	





2004	NDHB	WaitDHB	ADHB	CMDHB	WDHB	MCDHB	HBDHB	TDHB	CCDHB	CDHB	SDHB	66	16	35	31	40	0	42	78	50	2016	NDHB	WaitDHB	ADHB	CMDHB	WDHB	MCDHB	HBDHB	TDHB	CCDHB	CDHB	SDHB	50	28	22	24	18	30	20	18	40	18	50	













ANZSN KPI’s
		Victoria- KPI program
		ANZDATA individual hospital reports
		No national unit identifiable data
		NZ Outcomes publication
		

		Pre Dialysis		Measurable NZ

		Proportion starting with a permanent access (composite PD+HD)		Y

		PreDialysis Education as a % of those starting RRT		N

		HD		

		AVF/AVG use at first HD		Y

		CRB		Y

		PD		

		PD catheter at first RRT		

		Time to PD placement after acute HD start		Y

		Peritonitis		Y

		HD and PD		

		Standardized mortality rate or 1,3+5 yr RRT survival		N (but possible)

		Home therapy usage as a % of all HD and PD		Y









		Tx		Measurable NZ

		Pre Emptive LRDTx  vs all LRDTx		Y

		Number of patients under 65 who have had  a Tx or are listed at 3 and 6 months		N

		Graft survival		Y-Not by unit


		Recipient survival		Y-Not by unit

				

		Administration		

		Time to ANZDATA return		Y















PREMS

PROMS
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									15 February 2019



Hon Dr David Clark

Minister of Health

Parliament Buildings
Private Bag 18041
Wellington 6160 New Zealand



Email: d.clark@ministers.govt.nz



Dear Minister Clark



I write on behalf of the Australian and New Zealand Society of Nephrology (ANZSN) to seek your advice on the funding and regulatory framework adopted by the New Zealand Government to support the delivery of safe, quality haemodialysis services and the timely reporting of critical incidents with a nationwide impact.



Monitoring and regulation of public and private dialysis units

Putting the safety of patients first, ANZSN is interested to understand how the New Zealand Ministry of Health supports and monitors safety and quality in both publicly and privately funded dialysis units. 



The Society believes that all patients, whether receiving treatment in a public or private dialysis unit, or indeed publically funded patients receiving their treatment in a private unit, deserve the highest quality of care, and appreciates your advice on the mechanisms adopted by the New Zealand Government to regulate and monitor this outcome.



The ANZSN would be pleased to work with the New Zealand Government to improve quality and safety in the provision of renal services more generally and is available to provide advice when required. 



Reporting of critical incidents 

The Society would also appreciate the New Zealand Government’s views on the development of a national standard and process – potentially applicable in both New Zealand and Australia - for the reporting and sharing of information on critical incidents and near misses which have a significant impact and where a delay in reporting can lead to adverse outcomes. 



The types of critical incidents we refer to include:

· product issues, including dilution of peritoneal dialysis solution, such as that reported by Baxter Healthcare in 2015, resulting in a product recall; and

· blood line defects, such as that reported by Fresenius in March 2018 and August 2018, where nation-wide awareness of the issue may have been delayed.



The Society is of the view that this type of approach would be beneficial in reducing risk to patients.



The Society understands that coordination across New Zealand and the Australian jurisdictions is required given the regulatory requirements to be navigated, and would be pleased to assist if there is a common view that ANZSN’s involvement would assist in developing a standardised approach. By way of example, ANZSN would be pleased to host a round table (subject to funding availability) as part of a process of discussing the issues and potential solutions.



The Society will be seeking this same advice from all Australian States and Territories as well as New Zealand. If you have any queries about this request, please do not hesitate to contact Dr Aron Chakera, Chair, ANZSN Dialysis Advisory Committee on PH 61 8 6457 2799 and email: aron.chakera@health.wa.gov.au.



Yours sincerely



[image: \\TSANZ-PC\Users\TSANZ\Documents\Anzsn\Signatures\Craig Jonathan signature.bmp]



Jonathan Craig

President
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INTRODUCTION

DIALYSIS ROTATION OUTLINE

It is recommended that registrars work through all the following sections during
their renal advanced training. Modules 1 to 4 should be followed in order; beyond
module 4 the order is a suggestion only.

The most appropriate modules for the trainee to complete during their ADHB
renal dialysis attachment should be agreed upon by the trainee and their primary
supervisor, taking into account previous experience and the trainee’s interests.

Suggested reference texts and resources are identified; however, it is also the
registrar’s responsibility to make use of other Specialists, Educators and Allied
health providers such as the renal dietitians and pharmacist to ensure they cover
the areas fully.

MODULE ONE — PRINCIPLES OF DIALYSIS
Principles of Dialysis is a self-study section and is an essential component for
Nephrology Trainees to complete early in their dialysis training.

MoDULE Two — DiALYSIS EQUIPMENT AND HARDWARE

Dialysis Equipment, Hardware and Access will lead the Nephrology Trainee
through the basic concepts of selection of appropriate dialysis equipment, tubing,
filters, PD machines and appropriate choice of access etc.

During this module the Nephrology Trainee will be trained to assist in the set-up
of patients on HD, and the set-up and basic trouble shooting of the Baxter Home
Choice Pro Cycler. Finally, time will be spent going over current safety features
built into the HD and PD systems.

MODULE THREE — DIALYSIS PRESCRIPTIONS — BASICS

Dialysis Prescriptions — Basics will introduce the Nephrology Trainee to basic
principles involved in ordering safe and effective dialysis prescriptions; covering
concepts such as electrolyte balance, fluid removal, anticoagulation etc.

Dialysis in specific acute settings will be covered in Module Nine —Dialysis in
Acute Renal failure, acute illness and Poisoning

MODULE FOUR — COMPLICATIONS — RECOGNITION AND RESPONSE
Complications — Recognition and Response is designed to cover the most
common and/or dangerous complications associated with each form of dialysis.
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Nephrology Trainees will be taught to anticipate scenarios where these problems
are more likely to occur, recognize them and deal in a timely and effective
manner with each problem.

MODULE FIVE — MONITORING DIALYSIS — PATIENT AND PROGRAM

Monitoring of Dialysis —will develop the trainee’s understanding of both the
parameters used in ensuring individual patients are being adequately dialysed,
and will expand this to include dialysis program CQI and deal with other aspects
of safe dialysis such as water purification systems etc.

MODULE SiIX — DIALYSIS ACCESSMODULE SEVEN — DRUG DOSING IN DIALYSIS

PATIENTS

MODULE SEVEN — DRUG DOSING IN DIALYSIS PATIENTS

MODULE EIGHT — NUTRITION FOR THE DIALYSIS PATIENT

MODULE NINE —DIALYSIS IN ACUTE RENAL FAILURE, ACUTE ILLNESS AND POISONING

MODULE TEN — INDEPENDENT HAEMODIALYSIS

Independent haemodialysis will introduce the trainee to the principles and
practice of Home and Self-care haemodialysis, including patient selection,
training, monitoring and safety
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LEARNING OBJECTIVES

RACP NEPHROLOGY ADVANCED TRAINING CURRICULUM

This dialysis curriculum has been designed to help you meet or partially meet the
sections of the adult medicine sections of the Nephrology Advanced Training
Curriculum listed in Table 1. The trainee should ensure they are familiar with the
requirements of these sections.

TABLE 1. RACP CURRICULUM SECTIONS

DOMAIN 2 DISEASES OF THE KIDNEYS AND URINARY TRACT

Theme 2.1 Common Clinical Presentations

2.1.6 Investigate and manage renal emergencies

2.1.7 Assess and manage patients with acute kidney injury
Theme 2.3 End Stage Kidney Disease

2.3.1 Plan and manage end stage kidney disease

2.3.4 Describe dialysis in those with limited life expectancy

2.3.5 Explain renal replacement therapies

2.3.6 Plan and manage peritoneal dialysis

2.3.7 Plan and manage haemodialysis

2.3.9 Describe haemofiltration and continuous renal
replacement therapies

2.3.10 Plan and manage home haemodialysis therapies

HAEMODIALYSIS LEARNING OBJECTIVES

During this training period, the Nephrology Trainee should acquire medical
knowledge, clinical skills, and professional attitudes needed to independently
care for patients with acute kidney injury and end stage renal disease being
treated with haemodialysis (HD).

The Nephrology Trainee will become proficient with the theoretical background of
HD, competent to work effectively in the outpatient setting, will be able to
collaborate as a member of a multi-disciplinary team, manage ethical problems
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related to the initiation or withdrawal of dialysis, and contribute to a program of
quality assurance, including the current Dialysis DOQI, CARI and other adequacy
guidelines.

At the end of the training period, the Nephrology Trainee will be able to
demonstrate following skills:

acquired knowledge of the technology of HD including water
treatment/reverse osmosis, fluid delivery, machine mechanics, control of
ultrafiltration, membranes and tubing
understanding of essential concepts of HD, including convection, diffusion,
ultrafiltration, formation of filtrate, dialysate, membrane characteristics and
biocompatibility
acquired knowledge of the components of HD prescription and methods of
establishing adequacy of hemodialysis
proficiency in writing and modifying HD prescription
acquired knowledge of the etiology, pathophysiology, differential
diagnosis, investigation and treatment of the following complications of HD
and end stage renal disease
o acute: hypotension, membrane and sterilisant reactions, cramps,
fever, dialysis disequilibrium, arrhythmias, hemolysis, air embolism
o chronic: anemia, renal osteodystrophy, renal acidosis,
hyperkalemia, hypertension, fluid overload, cardiovascular disease,
pruritus, insomnia, growth and developmental issues
proficiency in the performance of the assessment of patients with end
stage renal disease including a relevant history and physical examination,
integration of clinical and laboratory findings, and generation of a
therapeutic plan
an appreciation of the role of advanced directives and palliative care in the
care of patients with end stage renal disease, in addition to ethical issues
arising around initiation of HD in the Intensive Care Unit
acquired knowledge of the vascular access creation and maintenance,
monitoring, and medical/surgical/radiologic options for access
complications (including central venous lines and arteriovenous fistulae
and grafts)
understanding of the nutritional support and dietary management of
patients with end stage renal disease receiving HD treatment
knowledge of the importance of infection control guidelines in
hemodialysis unit, including MRSA, VRE, hepatitis and HIV
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e understanding of the pharmacology of commonly used medications and
their kinetic and dosage alteration with HD, and drug dosage modification
during HD

e familiarity with various controversies surrounding HD care, including
controversies in timing of HD, patient selection, delivery of dialysis dose,
options within modalities,

e acquired knowledge of the resources available in an outpatient HD setting
(personnel, diagnostic tools)

e an appreciation of the need to utilize available resources wisely and
effectively to balance patient care, learning needs, and outside activities

e acquired knowledge of the responsibilities of the medical director of a
hemodialysis unit

e acceptance of the need for ongoing quality assurance in the delivery of
dialysis

e utilize information technology to optimize patient care, life-long learning
and other activities

PERITONEAL DIALYSIS LEARNING OBJECTIVES

During this training period, the Nephrology Trainee should acquire medical
knowledge, clinical skills, and professional attitudes needed to independently
care for patients with end stage renal disease being treated with peritoneal
dialysis (PD).

The Nephrology Trainee will become proficient with the theoretical background of
PD, competent to work effectively in the outpatient setting, will be able to
collaborate as a member of a multi-disciplinary team, manage ethical problems
related to the initiation or withdrawal of dialysis, and contribute to a program of
quality assurance, including the current Dialysis DOQI, CARI and other adequacy
guidelines. Acquired knowledge will lead to a wider understanding of PD, ensure
better practice of the modality and, ultimately, better outcomes for PD patients.

At the end of the training period, the Nephrology Trainee will be able to
demonstrate following skills:

e understand concepts of anatomy and physiology of PD:
o describe the gross anatomy of the peritoneal membrane
o understand the basic principles underlying peritoneal transport
o discuss the three components of peritoneal transport, the factors
that influence them, and how they can be modified to alter
clearance and fluid removal
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o understand the peritoneal equilibration test (PET) and its
modification in children

o describe the constituents of commercially available solutions for
PD, and their alteration to influence peritoneal transport

o understand the relationship between body surface area and
peritoneal surface area as the rationale for standardizing peritoneal
dwell volumes by body surface area

e demonstrate knowledge of PD modalities, their indications, and associated
technology:

e describe the differences, advantages, and disadvantages of the various
PD modalities (CAPD, APD) and the potential indications for their use

e understand the assessment of peritoneal transport properties by the PET
and how the results influence PD modality selection (CAPD vs APD, long
vs short dwells, etc)

e understand the technology and equipment associated with delivery of
different modalities of PD, including PD solution composition and volume
of bags, transfer sets, adaptor/extension tubing, PD catheters, and cyclers

e demonstrate knowledge of PD solutions and biocompatibility:

e be able to describe basic composition of PD solution and the intended role
of the individual components during dialysis

e understand the unphysiologic nature of current solutions (low pH,
hypertonicity) and their potentially harmful effects on peritoneal membrane

e have an awareness of newly available PD solutions (amino acid based,
bicarbonate buffer based, and polyglucose containing) and possible
indications for their use

e be able to describe some of the potential toxicities associated with the use
of glucose as an osmotic agent, and glucose degradation products and
other derivatives produced during solution manufacturing

e understand concepts of clearances on PD:

o the indices used to assess adequacy of clearances on PD (Kt/V
urea and normalized creatinine clearance), and the measurement
of both the peritoneal and residual renal components in PD
patients, including the use of commercially available computer
programs to calculate PD clearance and model PD prescriptions

o the concepts of target clearances for PD patients, the
recommended values, and the underlying rationale and associated
controversies

o the factors determining clearance in CAPD and APD, and how they
might be altered to increase delivered clearances

o the importance of residual renal function in PD patients
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e understand concept of ultrafiltration and management of fluid overload on
PD:

e understand the basic principles of peritoneal fluid transport and
ultrafiltration, and how these might be altered in clinical practice

o know the current standardized approaches for evaluation of
peritoneal fluid removal (PET) and factors that might affect the
accuracy of this test

o have an understanding of the concept of “target” weight and the
diagnosis, differential diagnosis and therapeutic options for fluid
overload

o have and in-depth understanding of the evaluation of ultrafiltration
failure, including the diagnostic approach and therapeutic options

o be aware of the natural history of peritoneal membrane function

e describe the pathophysiology and management of the following
complications of PD:

e peritonitis and exit-site infection, including the criteria for diagnosis,
common etiologic organisms, associated risk factors for infection,
management, and complications of these infections

e hematologic, electrolytic, and metabolic complications (their causes,
investigations, and management), including anemia, hyponatremia,
hypernatremia, hypokalemia, hyperkalemia, acidosis, alkalosis, cacium
and phosphate metabolism abnormalities, and lipid metabolism
abnormalities

e mechanical complications, catheter-related (malpositioned catheter,
trapped catheter, catheter-associated leaks) as well as anatomical
(peritoneal leaks and hernias) and their clinical presentation, diagnostic
evaluation and therapeutic options

¢ demonstrate knowledge of acute PD:

o know the indications/contraindications as well as the
advantages/disadvantages of acute PD compared to other forms of
acute dialysis in the management of acute renal failure,
toxic/metabolic, electrolyte, or volume problems in critically ill
patients

o be familiar with the technique for acute PD catheter placement

o know how to prescribe acute PD in management of acute renal
failure and toxic/metabolic, electrolyte, and volume problems in
critically ill patients

o know how to monitor patients on acute PD

o know the complications associated with acute PD and how to
manage them
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o be familiar with the use of automated cyclers in acute PD

¢ understand management of nutritional status of PD patients:

e be aware of the indices commonly used in clinical practice to assess
nutritional status (NPNA, serum albumin, subjective global assessment,
lean body mass by creatinine excretion, anthropometric measurement)
and have a knowledge of how these indices are measured, and be aware
of the particular importance of growth in the assessment of nutritional
status in children on PD

e know the appropriate dietary targets for PD patients, with particular
reference to protein intake, caloric intake, and vitamin and other mineral
requirements

e understand the various etiologies of malnutrition in PD patients, with
special reference to inadequate clearances, acidosis, inflammation,
dialysate protein losses, growth hormone resistance, dialysite glucose
absorption, etc. and the potential strategies for treatment of malnutrition

e be aware of the factors influencing serum albumin in PD patients

e understand social circumstances and difficulties related to PD:

o understand the impact of PD upon the individual patient and their
family

o determine the functional status of the individual or a family member
with respect to the capability of performing PD

o discuss social, ethical, and legal issues around the appropriate
initiation and withdrawal of PD, particularly in neonatal period

o work successfully within the multidisciplinary team involved in
counselling, teaching and follow-up of PD patients

o know the outcome of PD, including the rates of mortality and
technique failure

e understand basic economics of PD:

e the approximate costs for other treatments PD patients might require
(medications and nutritional supplements)

e acquired knowledge of the resources available in an outpatient PD setting
(personnel, diagnostic tools)

e an appreciation of the need to utilize available resources wisely and
effectively to balance patient care, learning needs, and outside activities

e acquired knowledge of the responsibilities of the medical director of a PD
unit

e acceptance of the need for ongoing quality assurance in the delivery of
dialysis

e utilize information technology to optimize patient care, life-long learning
and other activities
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FACULTY LIST:

Listed members below can be utilized for dialysis tutorials as needed. Trainee to
make arrangement with team members for any lectures/tutorails with appropriate
subject experts.

Practicum can be completed with a senior dialysis nurse/physiologists/case
managers

ACH SITE

Fredric Doss, Haemodialysis Educator

David Semple, Renal Physician

Thu Nguyen, Renal Physician

Elizebeth Stallworthy, Renal Physician

Michael Collins, Renal Physician

Liz Curry, Renal Physician

Jafar Ahmed, Renal Physician

Tze Goh, Renal Physician

Jason Wei ,Technical Advisor and Alfred John- Patient Trainer- Water quality
Trishala Varma / Lyn lloyd ,Renal Dietician

Nikki Seto, Renal Pharmacist

Emma Marsh, Nurse Specialist — Dialysis Access
Soloshini Harirajh, Nurse Specialist — Renal

Charissa Morrell, Nurse Educator - Renal

HOME DIALYSIS:

HD: Sue Patience, Joshava Selvaraj

PD: Peggy Hoo & Rosella Tariq
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DIALYSIS ROTATION KEY CONTACTS:
Fredric Doss 0211150588 fredricd@adhb.govt.nz

David Semple 021 415458 dsemple@adhb.govt.nz
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RECOMMENDED TEXTBOOKS/ RESOURCES

CORE

Handbook of Dialysis 4™ Edition by Daugirdas, Blake and Ing

Dialysis Therapy, 5™ Edition Nissenson and Fine

Atlas of Dialysis Vascular Access, TJ Vachharajani, https://tinyurl.com/yb2skyrz
ANZDATA Annual reports, www.anzdata.org.au

Uptodate on-line

L/groups/Renal / Nephrology Trainee learning resources & HD staff resources

Cannulation- metal needle and plastic cannula & catheter insertion videos
(L/groups/Renal/Haemostaff resources)

ADHB Renal policies HD & PD ( ADHB intranet/policiesand procedures/Renal)

RMO Guide, ADHB

EXTENDED

Clinical Dialysis by Nissenson and Fine

Clinical Practice Guidelines and Clinical Practice Recommendations KDIGO
Baxter PD training Manuals Baxter- Physician guide to prescribing

E learning modules modules via Renal Society of Australasia membership

Introduction to Haemodialysis
Introduction to Peritoneal Dialysis
Water quality for Dialysis
Vascular access overview

American Journal of Kidney Diseases.
ISPD Guidelines

ISHD Home Hemo Tool Kit, http://www.ishd.org/home-hd-toolkit/
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MODULE ONE — PRINCIPLES OF DIALYSIS

OBJECTIVES:

Things you should be able to do at the end of this module:

— discuss the demographics of chronic dialysis

— understand and explain the essential concepts of HD & HDF, including
convection, diffusion, ultrafiltration, formation of filtrate, dialysate delivery
system- types of concentrate/ dialysate & modifiers, dialyser-membrane
characteristics, flux, clearance and biocompatibility.

— understand and explain the essential concepts of anatomy and physiology
of PD, including the basic principles underlying peritoneal transport, the
factors that influence it, and how they can be modified to alter clearance
and fluid removal

THEORY

Theory Activity Evidence of achievement

Demographics of chronic dialysis

Principles of Dialysis: convection, diffusion,
ultrafiltration, formation of filtrate, dialysate delivery
system, online substitute fluid for HDF

Anatomy and physiology of PD, including the basic
principles underlying peritoneal transport, the
factors that influence it

PRACTICUM

Practicum activity Evidence of achievement

Haemodialysis

Be able to trace the extracorporeal circuit and name
its major components

Identify access outflow and return — AVF/graft and
CcvC
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Peritoneal Dialysis

Be able to identify components of CAPD and APD
exchange/system

Be able identify parts of PD catheter

REQUIRED READING

1. Dialysis Therapy, 4th Edition by Nissenson and Fine
- Chapter 1 — Demographics of the ESRD patient
- Chapter 18 — Uremic Toxicity
2. Handbook of Dialysis by Daugirdas, Blake and Ing
- Chapter 3 — Physiologic Princiles and Urea Kinetic Modeling
- Chapter 18 — Physiology of PD

3. ANZDATA Annual report latest year, Chapter 1 Incidence of ESKD
4. ANZDATA Annual report latest year, Chapter 2 Prevalance of ESKD

RECOMMENDED READING

1. E learning modules modules via Renal Society of Australasia membership
- Introduction to Haemodialysis
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MODULE TwWO — DIALYSIS EQUIPMENT AND HARDWARE

OBJECTIVES:

Things you should be able to do at the end of this module:

describe basic components of dialysis equipment

demonstrate a knowledge of the technology of HD, HDF & Hemofiltration,
including water treatment/reverse osmosis, fluid delivery, machine
mechanics and safety monitoring, control of ultrafiltration, membranes and
tubing

understand the technology and equipment associated with delivery of
different modalities of PD, including PD solution composition and volume
of bags, and cyclers

assist in the set-up of patients on HD, and the set-up and basic trouble
shooting of the Baxter Home Choice Pro Cycler

discuss current safety features built into the HD and PD systems

describe modern water systems for the production of ultrapure dialysate
and the importance of water quality monitoring

THEORY

Theory Activity Evidence of achievement

Haemodialysis

Understand principles and application of: HD, HDF,
Hemofiltration, Dialysers - High flux & low flux

Understand dialysis water treatment, quality control,

Understand the technology and equipment
associated with delivery of HD/HDF/HF, including
machine mechanics, UF control, proportioning
system, temperature control.

Understand the principles and limits of existing
safety monitoring systems:

Air detector, Blood leak detector, Arterial and
venous pressure monitors, TMP, leak detectors,
blood sensor, conductivity meter, safety bypass
system.
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Peritoneal Dialysis

Understand the principles and application of: CAPD
and APD

Understand the technology and equipment
associated with delivery of different modalities of
PD, including PD solution composition and volume
of bags, and cyclers

PRACTICUM

Practicum Activity

Evidence of achievement

Haemodialysis

Understanding the haemodialysis machine and its
basic functions

Familiarise yourself with common dialysis
equipment in your units

Review machine mechanics with clinical
physiologist/biomedical engineer.

Observe:

Priming, Pre-dialysis equipment checks,
programming dialysis prescription, commencement
of dialysis, discontinuation of dialysis

Familiarise yourself with the safety monitoring
systems/modules of your unit machines :

Air detector, Blood leak detector, Arterial and
venous pressure monitors, leak detectors, blood
sensor, conductivity meter, safety bypass system

Visit central water treatment plant.

Be able to identify - Pre Treatment components,
reverse osmosis plant, distribution loop and
machine specific water safety devices (eg Diasafe)

Be able to describe routine testing and monitoring

Nephrology Advance Training - Dialysis Module
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schedule.

Peritoneal Dialysis

Understanding PD equipment and its basic function
and usage.

Familiarize yourself with the common CAPD and
APD equipment and fluids

Observe:

PD catheter dressing change

CAPD exchange

APD machine programming

APD cycler connection and disconnection
APD cycler basic usage

Calculation of daily UF

Observe basic trouble shooting of an APD cycler

Core APD alarms/safety monitoring

REQUIRED READING:

1. Dialysis Therapy, 4th Edition by Nissenson and Fine

Chapter 10 — Water Treatment Equipment for In-Centre
Hemodialysis,

Chapter 12 — Dialysate Compostition

Chapter 13 — Safety Monitors in Hemodialysis

Chapter 14 — Methods of Hemodialysis Anticoagulation

Chapter 16 — PD Cyclers and Other Mechanical Devices

2. Handbook of Dialysis by Daugirdas, Blake and Ing

Chapter 4 — Hemodialysis Apparatus

Chapter 5 — Product Water and Hemodialysis Solution Preparation
Chapter 15 — Hemodiafiltration and Hemofiltration

Chapter 19 — Apparatus for Peritoneal Dialysis
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MODULE THREE — DIALYSIS PRESCRIPTIONS — BASICS

OBJECTIVES:

Things you should be able to do at the end of this module:

— demonstrate knowledge of the components of the HD/HDF/HF and PD
prescription and proficiency in writing and modifying HD and PD orders.
— describe the differences, advantages and disadvantages of HD/HDF/HF,

and the potential indications for their use.

— describe the differences, advantages and disadvantages of CAPD and
APD, and the potential indications for their use.

THEORY

Theory Activity

Evidence of achievement

Haemodialysis

Understand the necessary components of the
HD/HDF/HF script.

Be able to justify commonly used script
parameters.

Understand how to alter aspects of the chronic
HD/HDF/HF script to achieve clinical goals.

Including potential adverse effects of changes.

Peritoneal Dialysis

Understand the necessary components of the
CAPD/APD script.

Be able to justify commonly used PD script
parameters.

Understand how to alter aspects of the chronic PD
script to achieve clinical goals.

Including potential adverse effects of changes.

PRACTICUM

Nephrology Advance Training - Dialysis Module
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Practicum Activity

Evidence of achievement

Haemodialysis

Demonstrate ability to write valid, safe chronic HD
and HDF (and HF) script

Be able to identify commonly used dialysis
consumables (dialysers, concentrates, lines,
modifiers, anticoagulation, needles)

Be able to confirm machine set up against
prescribed treatment.

Peritoneal Dialysis

Demonstrate ability to write valid, safe chronic
CAPD and APD script

Be able to identify commonly used dialysis
consumables (PD bags, lines, extension sets,
cyclers, bag heaters)

Be able to confirm CAPD treatment or APD
machine set up against prescribed treatment.

REQUIRED READING:
Must Read:

1. Dialysis Therapy, 4th Edition by Nissenson and Fine
- Chapter 19 — Urea Kinetic Modeling for Guiding Hemodialysis

Therapy,

- Chapter 20 — The Dialysis Prescription.

- Chapter 31 — Determination of CAPD and APD Prescriptions.

- Chpater 32 — PD Solutions

2. Handbook of Dialysis by Daugirdas, Blake and Ing
- Chapter 8 — Acute Hemodialysis Prescription
- Chapter 9 — Chronic Hemodiaysis Prescription: A Urea Kinetic

Approach

Nephrology Advance Training - Dialysis Module
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- Chapter 21 — Acute PD Prescription
- Chapter 22 — Adequacy of PD and Chronic PD Prescription

3. DOQI and CARI Guidelines
4. ISPD Guidelines

Nephrology Advance Training - Dialysis Module
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MODULE FOUR — COMPLICATIONS — RECOGNITION AND

RESPONSE

OBJECTIVES:

Things you should be able to do at the end of this module:

Demonstrate knowledge of the evaluation, diagnosis and management of the
most common acute as well as long-term complications associated with HD and
PD, and understanding of their pathogenesis and prevention

THEORY

Theory Activity

Evidence of achievement

Evaluation, diagnosis, management & prevention of
acute and long term complications in HD

Evaluation, diagnosis, management & prevention of
acute and long term complications in PD

PrRACTICUM

Practicum Activity

Evidence of achievement

Observe acute complication management during
dialysis

Paper rounds for monthly bloods & Clinics- for long
term complication management

common PD troubleshooting ( infectious and
noninfectious), PET test, adequacy test.

REQUIRED READING:
1. Acute complications during dialysis ADHB policy

Nephrology Advance Training - Dialysis Module
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MODULE FIVE — MONITORING DIALYSIS — PATIENT AND
PROGRAM

OBJECTIVES:
Things you should be able to do at the end of this module:

Assess HD efficiency and adequacy using urea kinetic modeling (URR, Kt/V) to
provide optimal dose of HD/HDF.

understand the concepts of clearances on PD and the indices used to assess
adequacy of PD (Kt/V urea and normalized creatinine clearance), and the
measurement of both the peritoneal and residual renal components of clearance

know the current standardized approaches for evaluation of peritoneal fluid
removal and clearance using PET and factors that might affect the accuracy of
this test

understand concepts of target clearances for both HD and PD patients, the
recommended values, and the underlying rationale and associated controversies

appreciate the importance of residual renal function in dialysis patients

using the adequacy data to develop, implement, and maintain the continuous
quality improvement (CQI) program for dialysis unit in order to improve both
patient outcome and system efficiency

THEORY

Theory Activity Evidence of achievement

Adequacy of Dialysis Kt/lv, URR, Online Clearance
monitoring, target values

concepts of clearances on PD and the indices used
to assess adequacy of PD (Kt/V urea and normalized
creatinine clearance), and the measurement of both
the peritoneal and residual renal components of
clearance

PD efficiency using peritoneal equilibration test (PET)
and targets
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Adequacy in dialysis and residual renal function

PrRACTICUM

Practicum Activity Evidence of achievement

Urea sampling, URR, calculation of Kt/v and Online
clearance monitoring (OCM) programming in dialysis
machine.

peritoneal fluid removal and clearance using PET

Interpretation of PET & adequacy results and
adjusting prescription.

REQUIRED READING

Must read:

Urea Kinetic Modeling in Adults and 19 Simplified Formulaes and Nomograms for
monitoring hemodialysis adequacy in Handbook of Dialysis Therapy 4th Edition
by Nissenson and Fine.

DOQI and CARI Guidelines
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MODULE SiIX — DIALYSIS ACCESS

OBJECTIVES:

Things you should be able to do at the end of this module:
Demonstrate a knowledge of all haemodialysis access types

Discuss the advantages and disadvantages of current access options

understand the advantages and disadvantages of temporary vs. permanent
vascular access for hemodialysis

Discuss factors influencing selection of HD access method
Discuss the controversies around choice of short and longterm HD access choice

Demonstrate knowledge of hemodialysis vascular access creation and
maintenance, monitoring, and medical/surgical/radiologic options for access
complications (including central venous lines and arteriovenous fistulae and
grafts)

Demonstrate skills in HD access examination and assessment

know common complications related to vascular access for hemodialysis, their
clinical presentation, diagnosis, and management

be familiar with common insertion techniques for PD catheters, and be able to
recognize, diagnose and treat appropriately the most common complications of
PD catheters

THEORY

Theory Activity Evidence of achievement

vascular access creation and maintenance,
monitoring, and medical/surgical/radiologic options
for access complications

common techniques of PD catheter insertion, the
most common complications of PD catheters,
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PRACTICUM

Practicum Activity

Evidence of achievement

Observe Cannulation and Needle removal from
AVF and AVG, access of CVC ( cuffed and non-
cuffed catheters)

Needless device (Q-Syte)- use and function.

Observe radiological insertion of tunnelled CVC
and confirmation of its position

CVC Repair kit change, CVC - line locks,

PD catheter insertion, management of mechanical
and anatomical complications.

Observe radiological & surgical insertion of
Tenckhoff catheter, catheter placement and
position confirmation.

REQUIRED READING

Must read:

Major Complications from Vascular Access for Chronic Hemodialysis
Handbook of Dialysis Therapy 4th Edition by Nissenson and Fine.

Peritoneal Access Devices and Placement Techniques in Handbook of Dialysis

Therapy 4th Edition by Nissenson and Fine.

Complications of Acute PD Catheter Insertion in Handbook of Dialysis Therapy

4th Edition by Nissenson and Fine.

Vascular Access for Hemodialysis in Handbook of Dialysis Therapy 4th Edition

by Nissenson and Fine.
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Temporary Vascular Access for Hemodialysis in Handbook of Dialysis Therapy
4th Edition by Nissenson and Fine.
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MODULE SEVEN — DRUG DOSING IN DIALYSIS PATIENTS

OBJECTIVES:

Things you should be able to do at the end of this module:

understanded the pharmacokinetic and pharmacodynamic principles of
commonly used medications and their kinetic and dosage alteration in patients on

dialysis, including drug dosage modification during dialysis utilizing the services
of the renal pharmacist

understanded the physicochemical characteristics of commonly used drugs
which affect the removal of these drugs by dialysis

apply the basic pharmacology principles to the clearance of drugs both in vivo
and via dialysis in patients on HD and PD

THEORY

Theory Activity Evidence of
achievement

pharmacokinetic and pharmacodynamic principles of
commonly used medications and their kinetic and dosage
alteration in patients on dialysis

drug dosage modification during dialysis

physicochemical characteristics of commonly used drugs
which affect the removal of these drugs by dialysis

PRACTICUM

Practicum Activity Evidence of
achievement

Observe Pre and post dialyser medication administration

Discuss rationale
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REQUIRED READING
Must read:

Principles of Drug Use in Dialysis Patients in Handbook of Dialysis Therapy 4th
Edition by Nissenson and Fine.

Renal Drug Book

Dialysis Drug app
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MODULE EIGHT — NUTRITION FOR THE DIALYSIS PATIENT

OBJECTIVES:
Things you should be able to do at the end of this module:
understand the nutritional support and dietary management of patients with end

stage renal disease receiving dialysis treatment utilizing the services of the renal
dietician

assess nutritional status (nPNA, serum albumin, subjective global assessment,
lean body mass by creatinine excretion, anthropometric measurement),
Subjective Global Assessment (SGA ) tool with the help of the renal dietician

know the appropriate dietary targets for PD patients, with particular reference to
protein intake, caloric intake, and vitamin and other mineral requirements

THEORY

Theory Activity Evidence of achievement

nutritional support and dietary management of
patients with end stage renal disease receiving
dialysis

PRACTICUM

Practicum Activity Evidence of achievement
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REQUIRED READING
Must read:
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MODULE NINE —DIALYSIS IN ACUTE RENAL FAILURE, ACUTE
ILLNESS AND POISONING

OBJECTIVES:
Things you should be able to do at the end of this module:

understand the principles of acute dialysis and the differences as compared to
chronic dialysis

knowledge of the management of acute renal failure, common poisonings and
metabolic conditions using different forms of renal replacement therapy

describe indications/contraindications and advantages/disadvantages of different
modes of acute dialysis in the management of acute renal failure, and most
common poisonings and metabolic conditions

Understand the principles of continuous renal replacement therapy and its
possible advantages and disadvantages wrt. Acute dialysis

know how to prescribe acute dialysis in management of acute renal failure and
toxic/metabolic, electrolyte, and volume problems in critically ill patients

Demonstrate knowledge of required adaptions to dialysis in specific acute
settings: Post operative, cardiac instability, acute brain injury XXX

THEORY

Theory Activity Evidence of achievement

Principles of Acute Dialysis Prescription and their
differences compared to chronic Dialysis Prescription

Modified Early Warning Score and Escalation
pathway, Modifications in Acute Dialysis Prescription.

Special Considerations and management of AKI,
poisoning, neuro and cardiac conditions
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PRACTICUM

Practicum Activity Evidence of achievement

Familiarizing Acute Dialysis Prescription form and its
programming in Dialysis machine.

Heparin free dialysis practice in HD and HDF mode

Use of Modifiers

REQUIRED READING

Must read:

Treatment of Poisoning by Extracorporeal Methods in Handbook of Dialysis
Therapy 4th Edition by Nissenson and Fine.

MODULE TEN — INDEPENDENT HAEMODIALYSIS
OBJECTIVES:
Things you should be able to do at the end of this module:

Demonstrate an understanding of potential advantages and disadvantages of
both home and self-care haemodialysis

Understand the principles of patient selection for independent HD modalities
Appreciate the additional patient requirements for Home HD
Be able to discuss the principles of selfcare and home HD training

Be able to discuss the principles of monitoring and safety in independent and
home HD

Be able to discuss the economic considerations of independent HD

Understand how home or selfcare HD can positively and negatively impact a
patient and their family/whanau/social network
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THEORY
PRACTICUM

REQUIRED READING

ACKNOWLEDGEMENTS:

BC Children Hospital, Renal Fellow rotation guideline.

Nephrology Advanced Training Curriculum, The Royal Australasian College of
Physicians.

Renal Physiologists Course curriculum

ISHD & ISPD Guidelines
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NRAB members – present to 2017 National Predialysis meeting – Baxter



1



Summary – NZ Predialysis Rep



1/10 not keen on double documenting

1/10 DHBs ?sending patients details

4/10 have database already

1/10 KPIs

Ongoing feedback/input to the database

Meeting Aug 2018 

Presentation – each unit

Dashboard confirmation – Sept 2018

Ongoing feedback to Dr Ian Dittmer, Dr Chris Hood, Catherine Tracy.



Majority of the units felt that it will be very useful to have a national predialysis data.





Representatives

		DHBs		Reps

		Auckland District Health Board		Paris Nicholls/Devin Mynett

		Capital & Coast DHB		Kay McLaughlin

		Christchurch		Edson/Karyn Marshall

		Counties Manukau Health		Nogi/Rachel/Ola

		Hawkes Bay DHB		Caron Schollum

		Midcentral DHB		Gillian Treloar/Albert Robertson

		Northland District Health Board		Laurie Francis

		Southern District Health Board		Lynda Anderson

		Taranaki DHB		Lynette Knuth

		Waikato DHB		Mark Hodge/Sue Goddard

		Waitemata DHB		Babu Ramalingam
Lyndsie Skelton







Predialysis Dashboard 2018

Period – July – September 2018





Stakehold of predialysis activities – give an idea of what we are looking at maintaining this database – ongoing time needed for this project.

Testing – the level of involvement and commitment of the units to this project
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Total predialysis patients - 1690 





2018 Predialysis Dashboard
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NATIONAL PREDIALYSIS DATABASE





.
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National Predialysis Data

Advantages

First national predialysis

Standardise/clear predialysis processes

Professional Development opportunities

Report (service/national)

Reward/Recognition







Disadvantages

Time

Financial

Maintenance

Commitment/Accuracy

Consistency

Staff turnover

Communication – delay/loss contact details





Where to from here???

Present back to NRAB

November - December 2018 – send datasheet to all units

January 2019 – start

End of every month

Each unit to send updated data

Database – accessible to every unit 









Recommendations

Need national guideline/agreement/ANZDATA/DHBs

Planned vs Crashed Starter

Predialysis patients 

Transplant referral 

Predialysis KPIs

Funding



NZ Predialysis Nurses

Data collection – on-going testing/input/feedback

Updated rep from each unit















Questions???
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		DHB		Nurs DU No		Nurs FTE DU		Sn Nurs DU		Nurs PD No		Nurs FTE PD		Snr Nur PD		Nurs HH No		Nurs FTE HH		Snr Nurs HH		Trnspl No		Trnspl FTE		Snr Trsn		CKD No		CKD FTE		Snr Nurs CKD		Anam FTE		CNM		ACNM		Other Mng		CNS No		CNS FTE TOTAL		Pre-d No		Pred FTE		Snr Pred		Access FTE		NP No		NP FTE		Vacant FTE		Othe Nurs		No: MN		No: PG		<40		40-50		50-60		>60		NZE %		Maori		PI		Other		Physiologist No		Physiologist		CA?HCA No		Ca/HCA FTE		EN No		EN FTE		SW No		SW FTE		DT No		DT FTE		PHRM No		PHRM FTE		Psychologist No		Psychologist FTE		Nrs Ed No		Nrs Ed FTE		Trans Co-ord/LKD		Booker		Secreterial		Tech No		Tech FTE		IT FTE		Other		Nephrol No		Nephrol FTE		MO		Reg FTE		HO FTE		<40		40-50		50-60		>60		ICHD PT		Tx/wk		HHD		CAPD		APD		Satelitte pTs		Assisted Pt's		Comm Houses		Transplt Pts		Donors clinic		Designated Ward		No beds		Donors work-up		Pts receiving		FSA/year		Follo-wups/year		Conserv		Additional Services

		Waikato		42		30		0		6		6		6		5		4.3		5		3		3		2		0		0		0		0		1		1		0				15.7		3		2.4		2		0		0		0		0		0		1		18		25		18		15		4		-		-		-		-				0		4		2.8		1		0.9		2		1.8		4		2.6		1		0.2		0		0		1		0.5		0		1		3.8		3		2.6		0		0		5		5		0		4		2		1		3		1		0		120		360		98		66		154		4		0		0		200		86		yes		12		98		83		560 + (regional)		3570 (+)		Clinic		Assisted self-care

		Waitemata		37		31.5		0		3		3		0		3		3		0		1		1		0		2		2		2		0		1		1		1		4		4		2		2		2		0.8		0		0		1.4		0		1		9		23		10		3		1		13		0		0		87		17		14		3		2.6		0		0		3		2.4		4		4		1		1		0.2		0.2		1		0.6		0.5		2		1		0		0		0		0		6		6		0		3		1		-		-		-		-		103		309		42		57		-		.102.		-		0		165		56		yes		8		28		-		868		4102		cns clinic		HTN

		Auckland		23		22.3		0		0		0		0		0		0		0		0		0		0		0		0		0		0		1		0		3.6 Case Manager		0		0		0		0		0		0		0		0		0.5		0		0		9		19		8		3		0		14		3		0		83		8		7		4		3.4		0		0		0		0		0		0		0		0		0		0		1		1		0		0		2		0		0

		Counties		51		44.1		0		11		10.4		0		4		4		0		3		1.8		3		0		0		0		0		2		1		1		0		0		2		1.6		2		1		0		0		0		1.1		3		40		32		33		9		3		14.5		2.6		14.4		68.5		15		12.6		4		5.2		0		0		3		3		9		4.75		1		1		1		0.6		1		1		1.2		1		4		0		0		1		Water Tech 0.8 Prof Leader 0.2		13		11.4		2.3		5		2		5		3		4		3		344		1032		102		178		61		48		0		33		170		60		yes		20		40		90		747		6292		yes		HTN

		Northland		40		31.5		12.1		-		3.1		0		-		1.7		1.7		1		0.9		0.9		0		0		0		0		4		1		0		8		5.1		3		1.9		1.9		1.1		0		0		0		0.5		2		13		17		22		14		2		25		8		3		63		1		0.5		4		3.6		0		0		3		1.8		2		1.9		0		0		0		0		2		1.2		0.9		2.5		1		5		2		0		0		5		5		0		1		1		0		4		1		0		126		400		22		6		34		0		0		0		82		26		no		0		3		12		206		2357		no		no

		Palmerston North		18		15.8		0		3		2.4		2		1		1		1		2		1.4		1		0		0		0		0		1		1.4		1		5		4.6		1		1		1		0		0		0		0		0		1		2		7		14		11		4		45%		0		0		55		0		0		3		2.8		0		0		1		0.5		3		1		0		0		0		0		1		0.4		1		1		0.5		0		0		0		0		3		2.4		0		1		1		2		1		0		0		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-

		Taranaki		9		5.2		0		1		0.8		0		1		0.4		0.4		1		0.1		0.1		0		0		0		0		0.8		0		0		0		1.5		1		0.5		0.5		0		0		0		0		0		1		3		4		1		4		1		-		-		-		-		0		0		0		0		0		0		1		0.3		1		0.5		0		0		0		0		1		0.1		0.5		0.5		-		0		0		0		0		2		1		0		0		0		0		2		0		0		30		91.4		10		26		21		0		0		0		40		-		no		0		18		14		-		-		no		0

		HB		21		14.2		0		4		2.2		0		2		1.6		0		1		1		1		1		0.5		1		0		1		1		0		0		0		1		1		1		0.5		2		1.5		2.2		0		4		8		8		14		10		1		77		3		0		20		2		2		4		3.2		0		0		1		1		1		0.5		1		0.2		0		0		0		0		0.5		1		1		1		0.2		0		0		2		2.2		0		1.6		0		2		0		0		0		73		220		12		8		26		0		0		2		80		69		no		0		25		17		250		2136		no		0

		Capital Coast		32		24.7		0		2.5		1.25		0		2.5		2.5		0		2		1.1		0		0		0		0		0		1		1		1.6		1		1		2		1.4		1		2		0.4		0		0.7		0		1		-		26		12		8		1		-		-		-		-				0		6		2.14		0		0		2		1.5		2		1.5		1		0.5		0		0		1		0.6		1		0		1		0		0		0		0		6		6		0		2		1		4		3		2		0		50		340		30		41		48		79		0		4		238		-		-		-		38		-		415		3862		Clinic		0

		Christchurch		5		4.3		0		3		3		0		3		3		0		1		1		0		0		0		0		0.6		1		0		0		1		1		1		0.6		0		0.7		0		0		0		0		0		4		6		4		5		2		65		0		0		35		1		0.5		0		0		0		0		1		1		1		0.5		3		1		0		0		1		0.5		0.5		1		1		1		0.4		1		1 Administrato		5		4.4		0		2		1		-		-		-		-		25		89		32		57		31		0		6		0		-		-		yes		8		-		-		-		-		clinic		0

		Southern		7		5.85		0		0		0		0		0		0		0		1		0.5		0		0		0		0		0		0.5		1		0		0		0		1		0.5		0		0.5		0		0		0		0		0		0		2		5		6		1		84		8		8		0		0		0		1		1		5		3		2		0.2		1		0.2		0		0		0		0		0		0		0		-		-		2		1.2		0		0		3		2		0		1		1		0		2		0		1		4		62		93		29		3		0		6		0		-		-		yes 		0		-		-		-		-		no		0

				Combined roles

				service Leader

				clinical coach 2 staff

		32/6		HHD Assisted

				Specilalty clinical Nurse





Sheet3

		DHB		HB		Southern		Waikato		Waitemata		Counties		Northland		Midcentral		Taranaki		Capital Coast		Christchurch		Auckland

		HD Nurse No

		HD Nurse FTE HD

		Sn Nurs HD

		PD Nurse No

		PD Nurs FTE 

		PD Snr Nurse

		Nurs HH No

		Nurs FTE HH

		Snr Nurs HH

		Nurs Selfcare

		Nurs FTE Selfcare

		Snr Nurs Selfcare

		Nurs Assisted Care

		Nurs FTE Assisted Care

		Snr Nurs Assisted Care

		Nurs Satellite 

		Nurs FTE Satellite

		Snr Nurs Satellite

		Transplant Nurses

		Transplant FTE

		Snr Transplant

		CKD Nurses

		CKD FTE

		Snr Nurs CKD

		Adnam FTE

		CNM

		ACNM

		Other Mng

		CNS No

		CNS FTE TOTAL

		Pre-dialysis No

		Pre-dialysis FTE

		Snr Pre-dialysis

		Access FTE

		Nurse Practitioner No

		NP FTE

		Vacant FTE

		Other Nurs

		No: MN

		No: PG

		NZ Trained Qualification

		Overseas Trained Qualification

		<40

		40-50

		50-60

		>60

		NZE %																								NZE % Physiologist		x		NZE % Dr		64%

		Maori																								Maori		x		Maori		x

		Indian																								Indian		82%		Indian		x

		Phillipine																								Phillipine		x		Phillipine		x

		Chinese																								Chinese		7%		Chinese		x

		Other																								Other		3%		Other		36%

		Physiologist No

		Physiologist FTE

		CA/HCA No

		CA/HCA FTE

		Enrolled Nurse No

		EN FTE

		Social Worker No

		SW FTE

		Dietitian No

		Dietitan FTE

		Pharmacologist No

		Pharmacologist FTE

		Psychologist No

		Psychologist FTE

		Nrs Ed No

		Nrs Ed FTE

		Administration

		Dialysis Tech No. (Machine)

		Dialysis Tech FTE

		IT FTE

		Other

		Nephrologists No

		Nephrologist FTE

		Reg FTE

		HO FTE

		<40

		40-50

		50-60

		>60

		In-Centre HD PTs

		Transplant Caseload (Total)

		HHD

		CAPD

		APD

		Satelitte pTs

		Assisted Pt's

		Community  Houses

		Transplant Pts

		Donors clinic

		Designated Ward

		No beds										

Mohana Varughese (CMDHB): Mohana Varughese (CMDHB):
also used for outlier patients						

jgb: jgb:
This is an estimated FTE spent on RU patients, but there is no FTE dedicated to renal		

Mohana Varughese (CMDHB): Mohana Varughese (CMDHB):
all pre dialyss nurses are senior nurses						

jgb: jgb:
Included in the Predialysis/CKD role		

Mohana Varughese (CMDHB): Mohana Varughese (CMDHB):
0.2fte (MOH LKDA)						

jgb: jgb:
No dedicated FTE		

Mohana Varughese (CMDHB): Mohana Varughese (CMDHB):
water quality technician 0.8fte
Professional leader for Physiologists 0.2fte						

jgb: jgb:
Both nephro's are 0.5 renal and 0.5 gen' med'.		

jgb: jgb:
no dedicated renal fte 		

jgb: jgb:
No dedicated renal fte. Included in the renal/gen' med' roles		

jgb: jgb:
Number of staff who identify as NZ European, not %		

Mohana Varughese (CMDHB): Mohana Varughese (CMDHB):
PI 16.5%
Korean 6.4%
		

Mohana Varughese (CMDHB): Mohana Varughese (CMDHB):
All transpl.nurses are Senior nurses mentioned above						

jgb: jgb:
We also have the MoH funded Donor Liaison role at 0.5 FTE, split between two senior nurses.								This is shared with renal transplant, renal medicine and live transplant.

		Donors work-up

		Pts receiving

		FSA/year

		Follow-ups/year

		Conservative Care

		Additional Services





								Combined roles		service Leader		HHD Assisted		Specilalty clinical Nurse
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Proposed Plan
Scale 1:50 (A3)

Mobile Dialysis Unit

The mobile dialysis unit is thought to be an emergency back-up in case earthquakes or fires
destroy or disable temporarily existing dialysis units and to assure the service can still be
provided to dialysis depending patients.

In case of an emergency the unit could be setup at any dental pad in the whole south island.
The unit can be connected to the existing services bollards to provide the unit with fresh water,

White board
Services trunking waste water drainage, electricity and internet connection.
Lamson panel ( A standard 40ft hi-cube container fitted out with plumbing and wiring to suit multiple dialysis
bays allows an easy and quick transport and setup of the unit.
Staff desk

Outside heat-pump unit

Accessible ramp

Waste-water

Water pump

Mobile reverse
osmosis units

Switchboard

Fold down service ramp

Reversal osmosis unit
Dialysis machine

. 3D View
Recliner for patient

Services connections

. Issue: Feaslblllty Drawing No: A1 0 1 !:(evision

Address / Location:
it . Project Number.1 7F21
Sheet Size: A3 T
Design: NK Scales: 1:50 2, %'
client Name: SDHB Date: 10/01/2018 (of/v[; Cnm\“ﬁ'

U:\Capital Team\Project Feasbility Mobile
Developments\17F21 - Dialysis
Container\Revit\17F21 - Dialysis Container.rvt

Do not scale from these drawings. Contractors to confirm MObiIe DiaIySiS Unit . Proposed Mobile Dialysis Unit

all dimensions and profiles onsite.






Outside heat-pump unit

WIFI hotspot

V

Power inlet and switch-board

3-...__, Water supply

Waste water

Serlicas / - = Services
connection box

Mobile reverse osmosis units

Water pump

Plant Room Elevation
Scale 1:25 (A3)

. Wakari Dental Pad

ELECTRICAL SERVICES BOLLARD SUPPLIED BY SDHB & \ LOCKSHIELD TAP
INSTALLED BY ELECTRICAL TRADE DIRECTLY OVER GRATING N
o L & %

NOTE: ALL HOLES TO BE DRILLED INTO
SERVICES BOLLARD TO BE APPROVED BY ELECTRICAL 1 - 20WH
TRADE TO ENSURE ELECTRICAL SERVICES ARE ISOLATED -]
: \-(~=—— COPPER TUNDISH &
BACK FLON PREVENTER @20 DRAN TOGT
< (WILKINS MODEL # §75XL2)

LOCKSHIELD HOSE TAP & BFP

REMOVABLE POP UP GRATING
TO ALLOW FOR OVERFLOW

PROVIDE NEW 125mm HIGH COPPER @50
STAND PIPE WITH LOCKABLE END CAP

INSULATED COLD WATER PIPEWORK WITHIN —\
PROTECTIVE COVER. PROVIDE NEW REMCVABLE COVER

TO BACK FLOW PREVENTER .

STAINLESS STEEL PROTECTIVE PIPEWORK
COVER FIXED TO BOLLARD WITH S.S, SCREWS,

PROVIDE SILICON SEALER UNDER FIXING
FLANGE & AROUND FIXING SCREWS

Fresh-water tap

Power and internet

GROUND LEVEL

RODDING POINT WITH AR
ADMINTANCE VALVE FITTED IN

COPPER TUNDISH & @20 COPPER ’
Waste-water drain

WASTE PIPEWORK TO GT LD
LOCKABLE WASTE STAND PIPE CAST ¢ 4+ >
INTO CONCRETE PAD Q ||
= 100DF FALLING TO LOCAL 100DF .-~
RAISED GULLY TRAP WITHCONCRETE — o ™ WITH 1:60FALL, ——————————1 I

2100 TRAP

el
100mm THICK CONCRETE — = 100
AROUND TRAP Y 3

" &
@

r» b

SURROUND & REMOVABLE GRATE.

DF RODDING POINT WITH AAV FITTED IN LID

<

. Wakari Services Bollard

. Typical Dental Pad Services Bollard Details

= U:\Capital Team\Project Feasbility Vot & W nime17F21 ... Feasibility ormtngto: INT 02 roviion
Developments\17F21 - Dialysis e A3 '
Container\Revit\17F21 - Dialysis Container.rvt She.et ,Slze' NK . As indicated
Do not scale from these drawings. Contractors to confirm Mobi . . . E H t' S H B I I d ol SDHB i 10/01/2018 %, &
all dimensions and profiles onsite. o |Ie DlaIyS|S U n |t XIS | n g e rVI Ces 0 a r S Client Name: Date: NG ¢oNE"
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12 MOVEMEER 2014

o Innovative eHealth idea wins $10,000

| Jonathan Coleman |

Health

Health Minister Jenathan Coleman has congratulated the winner of a challenge to find innovative IT ideas to

improwve health services.

“The Clinicians’ Challenge encourages health professionals to find ways technology can solve problems they

face in their day-to-day practice and make a difference to the health of New Zealanders,” says Dr Coleman.

This year's Clinicians® Challenge has been won by Dr Tem Mortan, an emergency physician at Melson

Marlborough DHB, who presented ‘Emergency Department at a Glance’, an information system that displays

data for managing patients’ journey through an emergency department.

Dr Tem Morton will receive 510,000 to continue developing his proposal. The award was presented at the

Health Informatics Mew Zealand (HiNZ) conference in Auckland last night

The two runners-up, who each received 55000, are:

» Dr Allister Williams, a consultant physician and nephrologist from Taranaki DHE. Dr Williams proposed
MyKidneys, a web-based smartphone app to give people with chronic kidney disease the advice and

support they need to participate in their own care.

« DrJohn Garrett, a paediatrician for Canterbury DHE and West Coast DHE. Dr Garrett proposed a tool to

electronically record information on clinical consultations about sick children or newborn babies.

“It's an impressive achievement to win the Challenge in a year when there were a record number of entries

(79 in total), and when the gquality and the scope of the entries were of such a high standard,” says Dr

Background Benefits Implementation Stakeholders
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Coded by myself and went live 2011. Converted to P

EPO™  lon™*  Binders™  Vitamin D" | HDScript™* | Clinical Background  General Medications ™ TP Workups = CarePlan ***

Hospital IT system went live 2014. —
[ entr|
i F B Script Date 10 Jun 2016 Advanced Management "
2. 2014 runners_up |n NZ CIInICIanS aWard for health :h::, pmtz,Max ;t:ﬂ::w :gz “;P EPO™  lon™*  Binders™  VitaminD*™*  HDScript™  Clinical Background  General Medications *** TP Workups | CarePlan**
i s ialysate ialysate ey Patient Care Plans
innovation , : Gt N gme reroes e rn
P 3 e i Next Test Date: 09 Jan 2017
3 Dat d notes of all " Bticnisi ooy, Renal ° .. e U ————
: ata ana notes or all renal patents In one place IaaneHem atov s prH> 5
p p HD Anaemia HDBoneGFR  PDAnaemia  PDBoneGFR TP Anacmia TP Bone GFR CKDSBone GFR  CKD4 Anaemia Diabetes 8P 09 Nov 2016 HbATC between 20 an 60 and BP between

accessible o: -

DrContact  09Nov2016 On Haemodialysis

Renal Real ity N

N <o | e s | ot i | i °

e /9712 Anon-0573, Names  NHI0s73  Female Bom:03Jan2000 Age:18  Haemodialysis

Nhi Full Name © DoB

NHIOI31  Anon-O131, Nemes 2310619

4, All nurses in renal unit uses it for notes / access /
EPO/MDT'’s

RRT Modaity RRT plans e D cause Transplant Status

Haer m  Noinfo Created ine  Obstrutive Uropathy Suspended from Transplant

5. We even built a smart phone app for use by Siochemistey Casplan Bone Disesse Corsoian FBC and Anserin Gy
) : B B = = o o oo o= Do = o= o® o o
d t d t t NHIO331  Anon-0331, Names 019 iy 017 May2017 930 || Moyzorm
octors and patents: el it
Neva0te w | 4 | w | s | om Novmte| » | 27 | 18 | mo | ma an | N | | as | ae | |
st e avoyns 0420 CEREEEEEEEE ARG S| | o | O
: : - : . Some | - | s@ | 5 | w | sa | u some | » | 2 | 22 omme | w1 | 84 |
6. First successful installation outside Taranaki in : | =G | By e e Gn | T | | e || 3 |
o 2 s 1-8of 74items 0 2 3 > o 1-8of 74items o 2 > 1-8 of 74 items
b NH’\MZS o 025 1 ts/ns‘sM'rh"“Dimpwrmi“ Advanced Management
7. We reduced our renal unit costs from 2.25mto e ! ——r Proteinuria ‘mﬂm 0 lron™ Binders ™ VitaminD " | HDScrpt | Clinicl Bckground | General Medictions = TP Workups | CarePlan
i wen ke seme s 3

HD Script

1.83 million/year o usea o —

Biood Glucose HIN (8) CarePlan Script Date 10Jun 2016

Nov 2016 HbATc 4 Jan2013  0PDEP 13672 Dialyser Revaclear Max Blood flow. 300
Aug 2016 HbATe © oa2  oPDER 176/ Dialysate 125 Dialysate flow 0
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Clinical integration of Renal app

Patient Doctor

Phimancare
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Contextual Granulated coding
Qenal Rea“t\/ Home Admin All HD PD TP CKD5 Cul::;usi

Encounters | Access  Clinical Data Patient Notes Results
~
Start D|a|te End Date
Secondary ) Tertiary ¥) Quaternary
Transplant Status Recipient
Transpla Statﬁ - Recipient Recip_ReferforDialysisEd
TransplzatuJ Recipient RecipDec_Delay1year
Transplant Status Recipient RecipDec_Delay3mths
Transplant Status Recipient RecipDec_Delaybmths
Transplant Status Recipient 3_ | y RecipDec_DialysisFirst
Transplant Status Recipient RecipDec_StartAssessment
Transplant Status Recipient RecipOutcome_LDOnly 4_ ‘| {
Transplant Status Recipient RecipOutcome_LDorDD
Transplant Status Recipient RecipOutcome_NotSuitable

Transplant Status 20181114-07-85-nnn01150713
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MDT Summary Page per Modality

Cument user: amrish LOG OU

Renal Reality e

HD Anaemia HD Bone GFR PD Anaemia PD Bone GFR TP Anaemia TP Bone GFR CKD5 Anaemia CKD3 Bone GFR CKD4 Anaemia CKD4 Bone GFR Critical Events

o 2 > >l 1- 50 of 67 items [v]

Nhi Full Name ¥ Dob G Age EPO and Iron Hb 96 Ferritin 212 TSAT 22
NHIDI3T  Anon-0131, Names 23/06/1936 Mo 82 Nov-2016 107 Jul-2016 514 Jul-2016 18
Jul-2016 111 Jun-2016 505  Jun-2016 22
Jun-2016 116 Mar-2016 401 Mar-2016 19
Mar-2016 107 Jan-2016 392 Jon-2016 18
NHIDI7T9  Anon-0179, Names 11/07/1943 M 75 Sep-2016 4,000iu/week Nov-2016 124 Feb-2016 A1 Feb-2016 29
<G < 15, Oct-2016 114 Dec-2015 202 Dec-2015 25
Crestone Sep-2016 110 Nov-2015 222 Now-2015 29
Aug-2016 112 Sep-2015 195 Sep-2015 19

Anon-0216, Names 21/12/1953 F B4 Oct-2016 Other dose Oct-2016 103 Oct-2016 18 Aug-2016 15

Aug-2016 10 Aug-2016 44 Apr-2016 13
Jul-2016 100 Apr-2016 70 Mar-2014 19

Apr-2016 101 Mar-2015 a4

NHID331  Anon-0331, Names 20/04/1955 F 63 Aug-2016 103 Aug-2016 85 Aug-2016 9
eGir < 15. Jan-2016 99 Jan-2016 64 Jan-2016 14

Oct-2015 103 Oc-2015 212 Oc-2015 6

Aug-2015 106 Aug-2015 59 Aug-2015 13

NHID364  Anon-0364, Names 20/05/1982 Mo 36 May-2016 132 May-2016 151
Dec:2015 133 Oct-2014 202
Aug-2015 134 Jan-2014 157
Oct-2014 127 Jon-2013 186
NHI0377  Anon-0377, Names 27/09/1934 F 83 Now2016  4,000iux2/week Mov-2016 73 Oct-2016 135  Now-2016 19
Bicarbonate > Oct-2016  Oraliron taken Oct-2016 84 Sep2016 172 Oct2016 25
i Sep-2016 T8  Jul-2016 101 Sep-2016 19
300. eGfr dr
DRy Jul-2016 88  Jun-2016 M Jul-2016 15
500,
NHI0425  Anon-0425, Names 05/06/1980 F 38  Apr2016  Otherdose Oct-2016 110 Oct-2016 44 Oct-2016 14
e Jul-2016 107 Jul-2016 a4 k206 16
Jun-2016 M7 2016 126 Jun-2016 29
Apr-2016 104  Apr-2016 20 Apr2016 9
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Renal Reality

Patient Summary Page

Transplant Status

Suspended from Transplant

list -

Current user amrish LOG OUT

Patient Search

Primary Contacts

Murse Geethu Peters
Physician Dr A Hayat

CarePlan FBC and Anaemia

27
28
2.8
23
27
23

1.8
22
2.2
20
24
2.2

PTH AP  VitD B2MCG Hb
3930 May2017
470 Feb2017

91.0 202 4030 Nov2016 111

Oct 2016 120

Sep2016 121

855 178 4180 Aug2016 123

162 Jul 2016 103

Jun2016 110

31 18 of T4iterns °

Encounters Access Results Clinical Data Patient Notes All Events Mew Event
Anon-0573, Names NHI0573 Female Born:03Jan 2000 Age:18  Haemodialysis
RRT Modality RRT Plans Access CKD Cause
Haemaodialysis (transfer from Mo info Created : Tunnelled neckline Obstructive Uropathy
PO} : In centre Haemodialysis : Right Internal jugular vein
Biochemistry CarePlan Bone Disease
OFD Creat GFR Na+ K+ Bic URR Alb
May 2017 May 2017
Feb 2017 Feb 2017
Mov 2016 886 4 135 5.5 23 Mov 2016 29
Oct 2016 940 3 139 5.3 23 75.4% Oct 2016 29
Sep 2016 648 5 140 5.8 24 Sep 2016 28
Aug 2016 467 8 136 42 25 78.5% Aug 2016 28
Jul 2016 767 4 132 47 26 Jul 2016 26
Jun 2016 896 4 138 5.6 23 T70.1% Jun 2016 28
o 2 3 > > 1- 8 of 74 items o 2
Markers of Disease Progression Advanced Management
Body Mass Proteinuria
Jan 2013 Weight 57 kg Sep 2012 U-PCR 1233
May 2011 U-PCR 0
Blood Glucose HTN (BF) CarePlan Script Date
Mov 2016 HbAlc 41 Jan 2013 OPDEBP 136/72 Dialyser
Aug 2016 HbAlc 40 Oct 2012 OPDEBP 176/92 Dialysate
Lipids Cholesterol Hours
Aug 2016 Fasting Cholesterol 5.6 Per week
Feb 2016 Fasting Cholesterol 48 o

Wee Plt Fer TSa
8.3 404 239 19
9.5 401
8.4 354
8.6 388 422 23
89 47
9.7 424

3 > 2

CarePlan  ppgwes  ion*  Binders*™*  VitaminD*™ | HD Seript** | Clinical Background General Medications ™ TP Workups ~ CarePlan ™

CarePlan

B12 Fol

1-8of 74 items

HD Script
10 Jun 2016
Revaclear Max Blood flow 300
125 Dialysate flow 600
4 Goal weight 56.5
3 Heparin bolus

Heparin infusion 500
Heparin stop
Needle size
Profiling
1-10of 2items

New Entry
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Patient HD Script and Advance management
Renal Specific

Advanced Management

EPO**  lron™*  Binders™*  Vitamin D™ | HD Script*™* | Clinical Background General Medications = TP Workups ~ CarePlan ™
HD Script
Hew Entry

Script Date 10 Jun 2016

Dialyser Revaclear Max Blood flow 300 Heparin infusion 500

Dialysate 125 Dialysate flow 600 Heparin stop

Hours 4 Goal weight 6.5 Meedle size
Perweek 3 Heparin bolus Profiling
o : ? 2 1-1of 2items
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Patient
Automated Personalized Careplan (“clinic letter”)

Advanced Management

EPO**  lren®™*  Binders™*  Vitamin D**  HD Script*™*  Clinical Background General Medications ¥ TP Workups | CarePlan **

Patient Care Plans
State Test Date  Cause Action
Mext Test Date: 09 Jan 2017
Bloods 09 Mov 2016  On Haemodialysis Your bloods must be repeated at least every 2 months
Anaemia 09 Mov 2016 TSAT is between 10 and 20 You need (more) IROM to help your Anaemia. Discuss with your doctor on next visit
Bone Health 09 Mov 2016 PTH > 85. Contact renal unit within the next day, because your PTH is more than 85

Diabetes BP 09 Mov 2016 HbAlc between 20 an 60 and BP between  Your Blood pressure and Blood sugars well controlled. Continue same

120 and 150
Dr Contact 09 Nov 2016 On Haemodialysis ¥ou need to see your kidney specialist every & months
I Biochemistry 09 Mov 2016 Potassiumn £ 3.5, Bicarbonate = 30, Your electrolytes are within normal limits for our renal patients. Continue same
Metabolic 255ep 2012 U-PCR 2 100 Discuss with renal unit within 4 weeks, because U-PCR is > 100

o 1-10of1items
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Maintained 20% reduction in actual cost

Actual
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Maintained 20% reduction in actual cost

Actual annual cost of renal unit

2500000 - [
TARANAK] DISTRICT HEALTH BOARD |

2000000

1500000

Invisible costs Savings

1000000 - -more patients cared for with better clinical outcomes

- 500 patients vs 2260 patients known to the service

- Better quality of life for those non-dialytic patients with CKD / Transplant
500000 — - -2016 NZ Annual report: “only centre in NZ that reduced in-centre care” -

O I I I I I I I I I I I I
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Any questions?

Renal Reality
I

ealthCART

RENAL CARE IN YOUR HANDS
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Potential sites and Migration of data

Health Alliance recommendation

Midlands: No Renal software

No Renal software

vy In house NOPIS
Nelson Marl
West Coast v
m_ ~ Proton — needs upgrade
. ncludes Chaasy Island)
s
NG
| Southem
2 Demo — await NRAB
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Clinical and Technical collaboration

1. Clinical coding - every renal event must be coded the same across NZ - not
needed to be the same software.
a. Neckline, start dialysis, PD peritonitis, CKD4 workup
b. Transplantation workup

2. “talkthe same language” and send same data to Registries
3. Training: nurses, doctors, patients

4. Technical more challenging - lab codes, patient demographics from patient
management software, data sharing/encryption.
a. in-house participation
b. Datasecurity

1. Introduction 1. Surveillance Migration 1. Private entity

1.
2. Designs basics 2. Clinical DMT 2. Collaboration 2. NRAB (clinical)
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Funding: Most like privately

1. HINZ - web and app development
2. Self - time and money

3. Privateinvestors

4. Newinstallations

9. Licencingfees

5years of building web-based support. 24/7 technical backup and full-time software
developers for upgrades, installations and customizations/installations.
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Mobile | Web | Blockchain | loT | Bots Renal Reality  software solution for ckp

Key Features & Solutions

» All-on-one Summary page »  Multi-tier MVC/WCF/SQL Server stack » No more spreadsheets and databases kept
» Automated Careplans for all patients » Dataimports frompatient management and inisolation fromother data.

»  Color coded individualized alerts pathology results databases » Automated registries and clinic letters

»  Multidisciplinary Modality reports » Regular SSISETL extracts derived fromalogorithms’

» Anaemia management » Current configuredtoretrieve data from » Nomore paper notes and scripts

» EPOandiron prescribing DXCWebPAS and Sysmex Eclair diagnostic » Potential year-on-year renal cost savings
» CKDMBD management results repository »  24/7/365 active surveillance of CKD

»  Binders and Vitamin D prescribing » Ki Aura Healthcart app support » Hourly database/careplan updates

»  Progress on Transplantation workup » Customizable Menu support »  24/7technical and customer support

»  Clinical electronic notes keeping » Granulated event entering » BigData & Analytics

» Predialysis care and RRT planning » Filtered search capabilities
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Mobile | Web | Blockchain | loT | Bots

About Mobiloitte

WE DIGITIZE WITH

EXPERIENCE EXPERTISE EXUBERANCE

WHOWEARE:
Working from over a decade in Software development industry, Mobiloitte is a Premier, Full Service Mabile and Web Appligation Development
Group with special focus on Security, Scale and Performance across BOTS, APPS, Digital and loT landscape. Mobiloitte is apt at early adoption of

new technologies forits' clients to always stay ahead of the curve in their go-mobile, automation strategies

SERVICES & SOLUTIONS:
B2B Apps | B2C Apps | Home & Office Automation | Industrial IoT| Life Style loT | iBeacons | Digital Lifecycle | AR | Wearable Device Apps | OCR Apps
| RFID Apps | Emaji | iWatch Apps | Enterprise Mobility | Consumer Mobile & Web Apps | Front End technologies: i0S, Android, Xamarin, React JS,
lonic, React Native | Backend technologies: LAMP, ROR, JAVA, Python, .NET, Angular JS, MEAN, Node JS, CMS Firebase | App Promotion | App
Security | Biotechnology: Bio Informatics, Bio-agri, Bio-Industry | Business Analytics | App Ul / UX | Enterprise Content Management | Digital
Marketing, Branding Services | Blockchain Development | Cryptocurrency | Decentralised Apps | Coin Development, Integration, Mining | Crypto
Wallets & Trade Exchanges Development | ICO launch and allied tech | ICOMarketing | Medical and Health
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Mobile | Web | Blockchain | loT | Bots
My Medicare App

Patient-Centric healthcare facilitator for the entire = T RO R Ot W

Appointment | Home

family healthcare management with updated

Active Appointments  Completed

information on the Healthcare professionals and \ i B
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service providers for the best healthcare services LI

with universally accessible secured cloud based
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Healthcare Service
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Mobile | Web | Blockchain | loT | Bots
SimcartRosters

This App provides mobile access to medical rosters for
the Department of Medicine, Taranaki Base hospital.
Educational Program

Users can access schedules based on 3 categories:

Scheduled activities (ie Clinics),

Educational activities (CME) and SimcartRoslers
On call / Emergency rosters
Access own roster for the week

Info cards to get quick info about all parts of the

. Conmultant Physicia

€,

|\ 17an e aar

department
Off line use

Colour coded events and notifications

Simcart limited
specialist services in
medicine
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Mobile | Web | Blockchain | loT | Bots KiAura HealthCart app for CKD

This App will enable doctors, nurses and patients to

access RenalReality web-based data and careplans smnn J =
ey

through smartphones and other mobile devices:
oad caounts (FEO)
Rad salle, plvieiete and vasing

= Check your latest blood results contextually coded to

Indcwinm cf cowall haslth

1/ Decumbe 2

Renal Anaemla and
Haemogiobin
Crptteapostin (EPC) and Iror

L withe largels

your modality,

KIAURA

YOUR HEALTH IN YOUR HANDS

= Receive traffic-light alerts

= Schedule appointments through Simcartrosters

B2 Renal

function (G

= Prescription updates from the renal units

o bl Sheck far o

@ wered

4 N caioa

= Your latest dialysis scripts and transplant status

Bone health and PTH @ Remember me Forgot Password
* Mobile info to doctors to make decisions on the . ki borm bl %
move
= Multidisciplinary assessments and meetings o

HealthCART

REMAL CARE [N ¥OUR HARNDS

Mobiloitte
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Anti-Phospolipase A2 receptors antibodies testing discussion

Currently in Auckland District Health Board (ADHB) via LabPlus, the PLA2R antibodies are being sent to John Hunter in Australia for testing. 

In May 2018, the wider NZ nephrology community had been informed that Counties Manukau District Health Board (CMDHB) can now offer the ELISA assay for PLA2R testing. Through the information provided by the email, the assay showed consistent results with the CHC lab (IIF) and Hunter Lab in Australia, with the caveat that for PLA2R levels >50RU/ml, the CMDHB lab generates a higher absolute number. In practice this is unlikely significant if all the samples are processed in the same laboratory as the trend would be more important.

I had liaised with immune-pathologist in LabPlus, which services ADHB, Dr Richard Steele. From the discussions, I understood that the main driver for continuing to send samples to Hunter lab is the lack of immune-pathologist oversight in CMDHB for the assay. The concern would be regarding quality assurance and appropriate oversight of this test. It is felt that there is not much cost saving by sending it locally rather than overseas although a formal cost analysis was not presented in my discussions.

From a clinician perspective, PLA2R has an increasing role in both diagnostic and treatment monitoring purposes for membranous nephropathy.   One of the downside of continuing to send samples to Hunter lab are the turnaround time could be long, occasionally approximately 1 month. This will impact on both the use of the test diagnostically and for monitoring. The CMDBHB lab runs the PLA2R assay weekly.

Thank you for the discussions regarding possibility of resolving this issue.

Yours sincerely,



Tze Liang Goh

Nephrologist

Auckland City Hospital
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[bookmark: _Toc491687452][bookmark: _Toc383180447]Overview

[bookmark: _Toc491687453]Purpose

Describes the Regional Renal Service response to managing patients with attendance issues who are being treated within a Hospital Dialysis Unit.  This includes the Waikato Hospital Dialysis Unit and the satellite Units at Tauranga, Rotorua, Whakatane and Gisborne Hospital.

[bookmark: _Toc491687457]Definitions

All patients who are dependent on their haemodialysis treatment through a hospital based facility.  This includes temporary and long term patients.  The patients covered by this guideline are considered to have adequate decision making capacity and have issues complying with their scheduled dialysis treatment.

[bookmark: _Toc491687458]Clinical Management

[bookmark: _Toc491687462]Guideline



	2.1.1.	Action:  

		

All conventional supportive measures will be provided to Haemodialysis patients.  This could include a Social Worker, Kaitiaki, Clinical Psychologist and other services as clinically indicated.

		Rationale:

To enhance patient understanding of treatment requirements and the assistance available to patients to comply with their scheduled dialysis treatment.



	2.1.2.	Action:  

		

Patient does not attend a scheduled dialysis treatment:

· If patient has not appeared for scheduled dialysis treatment, the patient will be contacted by staff to discuss the reasons why they have not appeared and to clarify if further support for the patient is required and achievable.



	2.1.3.	Action:  

		

Patient consistently misses scheduled Haemodialysis treatments:



Definition:  more than one scheduled treatment missed on two or more consecutive months.

· A meeting will take place with the patient, a support person if required, Kaitiaki if appropriate, and staff.

· The purpose of the meeting will be to discuss:

a) The importance of compliance with a treatment schedule.

b) The health consequences of poor compliance.

c) Clarification about reasons for non-compliance.

d) The importance of contacting staff if they cannot present for a scheduled haemodialysis treatment.



Rationale:

To encourage better compliance, communication and mutual understanding.



To confirm that potential issues affecting compliance are discussed and addressed.



	2.1.4.	Action:  

		

Continued poor compliance despite the above:

· A further meeting will be arranged with patient and the patient’s support team.  The Kaitiaki will be involved at the request of either the Renal Service staff and/or patient.  An outcome of this meeting will include a “contract” between the patients and Renal Services, which will contain:

a) Acknowledgement of a requirement to comply with treatment to enhance health outcomes.

b) The consequences of poor compliance with regard to the patient’s health.

c) An approach to management of acute health problems which may represent a consequence of poor compliance with a dialysis schedule.

d) Clarification of any other issues of importance including the patients position on a continuation of dialysis, advance care planning and resuscitation status.





	2.1.5.	Action:  

		

Acute complications reflecting the lack of dialysis in poorly compliant patients:

· These will be handled on a case by case basis.  The service acknowledges its duty of care to patients who develop potentially life threatening complications reflecting inadequate dialysis.





	2.1.2.	Action:  

		

If, in an individual patient, acute dialysis is required more than once on an annual basis because of poor compliance with the scheduled haemodialysis treatment, the case will be discussed with the Chief Medical Officer and Legal Counsel with regards to the duty of care to the patient balanced against the consequences to the Renal Service of providing unscheduled care of a competent, poorly compliant patient and the subsequent effect on dialysis care to other patients and clinical safety of the service.







		Doc ID:

		1653

		Version:

		02

		Issue Date:

		09-Mar-2018

		Review Date:

		09-Mar2021



		Facilitator Title:

		Clinical Director

		Department:

		Regional Renal Service



		IF THIS DOCUMENT IS PRINTED, IT IS VALID ONLY FOR THE DAY OF PRINTING

		Page 4 of 4







image1.jpg

‘\ Waikato District Health Board







image18.emf
1520 Managing  patients who continue haemodialysis using tunnelled central catheters.docx


1520 Managing patients who continue haemodialysis using tunnelled central catheters.docx
Protocol Responsibilities and Authorisation

		Department Responsible for Protocol

		Regional Renal Service



		Document Owner Name

		Dr Peter Sizeland



		Document Owner Title

		Clinical Director



		Sponsor Title

		Chief Medical Officer



		Sponsor Name

		Dr Gary Hopgood



		Disclaimer:   This document has been developed by Waikato District Health Board specifically for its own use.  Use of this document and any reliance on the information contained therein by any third party is at their own risk and Waikato District Health Board assumes no responsibility whatsoever.











Protocol Review History

		Version

		Updated by

		Date Updated

		Description of Changes



		2

		Dr P Sizeland

		14.09.16

		Change in wording



		3

		Dr P Sizeland

		18.09.18

		Review



		

		

		

		



		

		

		

		














Contents

1.	Overview	3

1.1	Purpose	3



2.	Clinical Management	3

2.1	Procedure	3








		[image: ]

		

		Protocol



		Managing Patients Who Continue Haemodialysis Through Tunnelled Central Catheters









		Doc ID:

		1520

		Version:

		2

		Issue Date:

		16.03.2018

		Review Date:

		16.03.2021



		Document Owner:

		Dr Peter Sizeland

		Department:

		Regional Renal Service



		IF THIS DOCUMENT IS PRINTED, IT IS VALID ONLY FOR THE DAY OF PRINTING

		Page 4 of 4







[bookmark: _Toc436123803][bookmark: _Toc387154983]Overview 

[bookmark: _Toc436123804]Purpose

To help support patients who wish to continue receiving long term haemodialysis through tunnelled central catheters (permcath) when alternative long term haemodialysis access is achievable.



[bookmark: _Toc436123809]Clinical Management

[bookmark: _Toc436123813]Protocol



	2.1.1.	Action:  

			

Patients who have a graft or fistula that has been assessed as being useable but who refuse to allow the staff to access their alternative access.  



The following steps will be followed:



1. We will support patients and refer to the appropriate psychological services (including those with needle phobias) as required.



2. This group of patients is not entitled to alteplase, railroading or re-insertion of tunnelled lines.



3. If the catheter either no longer works or is removed for other reasons, e.g. infection, the patient will have been informed in advance that in this circumstance the graft or fistula will be used thereafter for haemodialysis access.  The implication of this is that they are not able to insist on further tunnelled catheter access.



	2.1.2.	Action:  

			

Patients who have tunnelled catheter access, are unwilling to engage with renal service staff with plans for safer, more durable haemodialysis access and do not yet have established alterative long term haemodialysis access.  



Again patients will be supported and the rationale for alternative access presented to them.  This is with an emphasis on alternative access improving patient outcomes.  In the situation where such patients continue to refuse to have duplex mapping or present for surgery, the following management framework will apply:



1. They are entitled to alteplase.



2. They are not entitled to a railroad or new catheter should the catheter require removal for acute reasons.



3. On a case by case basis we will discuss these patients with Vascular Surgery and arrange the acute insertion of a Flixene® graft.  If they require access in the interval period, this will usually be with a femoral catheter, with an explanation that the femoral catheter is very short term access only (a week or less).







Alternatively the option of peritoneal dialysis will be discussed with the patient who has decided to have haemodialysis but is refusing to have long term haemodialysis access.  This option will be encouraged.



	2.1.3.	Action:  

			

In each case re-assessment of long term dialysis modality will occur and in patients with no contra-indication for peritoneal dialysis a plan will be formulated with the patient for insertion of a Tenckhoff catheter and change to peritoneal dialysis.
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[bookmark: _GoBack]To evaluate patients who require long term dialysis to assess their suitability for home based dialysis treatment.
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	2.1.1.	Action:  

			

Assessment:



Ideally all patients will be comprehensively evaluated prior to commencing long term dialysis treatment.  The following will be discussed:

a) Service’s philosophy for patients to be independent with their dialysis cares if at all possible

b) Rationale behind service emphasising patient autonomy including health benefits for the patient.

c) In appropriate cases, a discussion about kidney transplantation as the best modality for treating end stage renal failure



	2.1.2.	Action:  

		

Patient Evaluation:

This will be comprehensive and include multiple domains including patient capacity, family support, social and cultural components.



	Rationale

To evaluate thoroughly a patient’s ability to adjust to a non-facility long term dialysis programme.   

This will be either home haemodialysis or peritoneal dialysis.



	2.1.3.	Action:  

		

Late Presentation Patients who are initially dependent upon facility haemodialysis.



A conventional approach to evaluating patients will take place in this situation.  This will include a multiple domain evaluation and decision about the appropriateness of non-facility long term dialysis.



If patient thought suitable for home based dialysis then late presentation patients will follow treatment path as described below.



	2.1.4.	Action:  

		

Patient evaluated as being suitable for home based treatment and accepts this recommendation.



The patient will follow established pathways for safely establishing as a home dialysis practitioner.  The treatment partnership may include involvement of family members or other support persons, e.g. Nursing Home Staff.

	Rationale

To promote and subsequently protect an effective health partnership involving the patient, Midland Regional Renal Services and other health providers/support people as required.



	2.1.5.	Action:  

		

Patient assessed as being capable of home based treatment and has expressed reluctance about not being provided with facility haemodialysis.



A meeting will take place with patient and/or support team.  This will include clinical staff and other health workers as required.  



The assessment process and decision will be explained to the patient. The patient’s issues will be worked through. If the clinical team still feel that the patient is capable of home based therapy the patient will be informed that it is a service requirement that they have a trial of training with regard to home based dialysis as a minimum long term dialysis care component.  The home training pathway, including available supports for patients/training requirements, will be discussed with the patient/patient’s support team.



If patient thought suitable for home haemodialysis a date for commencement of training will be provided. On this date the patient’s hospital haemodialysis schedule will be replaced with dialysis through the home haemodialysis training unit.



If patient thought suitable for peritoneal dialysis they will be presented with a date for Tenckhoff catheter insertion. After catheter inserted the patient will have a standard peritoneal rest period and a date to commence home training. Their hospital haemodialysis will conclude on the date peritoneal dialysis training commences.





	2.1.6.	Action:  

		

Patient assessed as requiring long term facility dialysis.



Patient will be dialysed in a hospital dialysis setting. The main hospital haemodialysis unit is located within the Regional Renal Centre at Waikato Hospital and there are satellite units at Rotorua, Tauranga, Whakatane and Gisborne Hospitals.



Facility dialysis location will be decided by Clinical staff in conjunction with patient/family and will take into consideration dialysis unit availability (satellite units) and patient’s personal and clinical circumstances.



[bookmark: _Toc491687257]

	2.1.7.	Action:  

				

A further re-evaluation of the patient’s suitability for long term home based dialysis may take place subsequently. If required this will reflect a possible change in the personal, health and/or social circumstances relevant to the patient.



























Appendix A

Decision Pathway Algorithm

Late Presentation Patients

Non-late Presentation Patients





			

Referred for renal resource session.  This will include an assessment from the multi-disciplinary team about the appropriateness of home based (non-facility) long term treatment

Assessed and commenced on acute haemodialysis as clinically indicated.





Long term vascular access established and decision regarding location of long term haemodialysis

Patient trains and established at home

Patient has trial of training for home based dialysis

Further meeting to occur with family and clinical staff where service position and treatment framework re-explained

Patient considered not appropriate for home dialysis

Patient appropriate for home dialysis

Patient/family refuses to consider non-facility haemodialysis

Standard decision and treatment pathway followed including emphasis of benefits of “PD first”.

Patient assessed for appropriateness of home based dialysis

Renal resource session after patient established on haemodialysis and stable
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[bookmark: _Toc491687246][bookmark: _Toc383180447]Overview

[bookmark: _Toc491687247]Purpose

This protocol sets out the Regional Renal Services’ standards for effective management of aggressive behaviour within the Midland Regional Renal Service.

This protocol applies to the Midland Regional Renal Service including the haemodialysis units based at Waikato, Tauranga, Rotorua, Whakatane and Gisborne Hospitals.



[bookmark: _Toc491687251]Definitions

The Renal Service has zero tolerance for aggressive behaviour, with or without the threat of violence, directed at another person. This zero tolerance includes verbal and/or physical abuse. This policy has been established to maintain a safe environment for staff and patients within a facility dialysis environment or Renal Centre. It applies to all patients under the care of the Regional Renal Service
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	2.1.1.	Action:  

			Processes



If an outpatient presents with aggressive behaviour:



· Staff will ask the patient to go to a private area to discuss the patient’s behaviour in a calm, relaxed manner



· The staff member will call for back up from Associate Charge Nurse Manager/Charge Nurse Manager if the situation is not resolved



· If patient is here for haemodialysis, the patient will not start  dialysis unless the situation is resolved and patient is calm



· If inappropriate behaviour continues, patient will not be accepted for treatment that day but may return for their next scheduled dialysis or training/resource session (on provision that behaviour appropriate).  Advise the patient that they can see GP or attend emergency department with any medical concerns before next scheduled treatment.



· If patient remains abusive or refuses to leave Renal Unit assistance from Security will be requested.



If the patient is on the haemodialysis machine and aggressive behaviour is exhibited: 

· Follow the above process. 

· If inappropriate behaviour does not resolve dialysis will be discontinued. 

· In each instance decide whether or not support is required from Security and when such support should be in place. 

· In all cases, if presence of Security personnel is required, the Security team should be on site prior to patient being taken off dialysis. 

· An incident form and comprehensive documentation in the patient’s notes is to be completed.





	2.1.2.	Action:  

		Follow up



[bookmark: _GoBack]In all instances, following an incident, a meeting is to be carried out with the patient and support person/s, physician and Kaitiaki (if appropriate) to discuss any issues from the patient’s perspective and to outline expectations of acceptable behaviour when coming onto the hospital campus. The Clinical team will decide if Security staff are required to be present at the patient meeting.





	2.1.3.	Action:  

		Ongoing Episodes



If aggressive behaviour continues after the above process is followed, a second meeting will be carried out as above and a behavioural management plan established.





	2.1.4.	Action:  

		Special Conditions with Satellite Dialysis Patients



If the patient is dialysing in a satellite unit and has more than one episode of unacceptable behaviour their case will be discussed with the Waikato Renal Team and they may have their care transferred to the Dialysis Unit at Waikato Hospital for an indefinite period. In usual circumstances such patients would need to meet stipulated acceptable behaviour for a finite period (at least one month) before the patient will be considered as suitable for a return to satellite haemodialysis. All satellite patients will have a meeting with Waikato Renal Service staff within two weeks of transferring to Waikato to discuss their situation and clarify what additional supports the patient/whanau require to meet acceptable behaviour standards.





	2.1.5.	Action:  

		Involvement of Legal Counsel and Chief Medical Officer



In all cases where withdrawal of dialysis for behavioural reasons is being considered direct input and guidance will be obtained from with the DHB Legal Counsel and the Chief Medical Officer.



  

Consideration will be given to involving the Legal Counsel and Chief Medical Officer in all cases with continued unacceptable behaviour.
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