National Renal Advisory Board Meeting



	MEETING DETAILS

	Date and time:
	9.30am to 2.30pm Wednesday 8 May 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, Brett Butterworth

	Apologies
	Balaji Jagannathan, Annette Pack, Mark Hodge, Sue Riddle

	Guests
	Sarah Penno, Rob Turner 12.15pm, Annette Pack & Jane Potiki 1.00pm

	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 13 March 2019 minutes.  Ian to put them on NRAB website. 
	Ian Dittmer

	1.b
	Review of the minutes recorded at the previous meeting held on  
13 March 2019
	[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 everyone else seconded.

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

	





	1.c
	New Members  Exiting Members
& Resignations
	New member Brett Butterworth (Consumer) 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)


 
A new IT system is being trialled.
 
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





Janak De Zoysa



Ian Dittmer






William Wong/Jane Ronaldson





Catherine Tracy/
Chris Hood


	
	Midland
	Waikato DHB (Drew Henderson) 
Nothing to report.






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)


Southern DHB (John Schollum)




	




David MacGregor



Rob Walker/John Schollum

	3. New Business      

	3.a
	KPI’s
	
    https://online.flowpaper.com/741a0715/2017NZNephrologyreport/#page=1

Suetonia and Rachel have been working on draft report.  Once happy with it it can go live.
Ian presenting Supervision report to Nick in 2 weeks time.
Many Units not receiving Peritonitis Guidelines.
Suetonia to find out from ANZData re observations with missing values and then explain this back to NRAB.
Everyone agreed that we want Suetonia to keep doing this report.  

The Pre-dialysis data:  excel spreadsheet – locked passwords – send by email.  Gerald thinks it might be able to be run along with PD Registry.  Ian to liaise with Ola and Tina Sun.

	





Drew Henderson


Suetonia Palmer

	3.b
	ANZSN President Letter to NRAB
	Discussion around letter sent from ANZSN regarding serious adverse events. It was felt that for NZ we would be better served by discussing any SAC 1 or 2 events at NRAB. Ian to write letter along with Dee re this to reply to ANZSN. SAC ½ events to be included in regional roundups.

	Ian Dittmer/ Dee Hackett
Suetonia Palmer

	4. Medicines/Pharmac   

	4.a
	PTAC/Pharmac

	Sarah Penno and Rob Turner from PHARMAC presented the PPT framework they are proposing to use as part of the haemodialysis contracts currently being negotiated. SP outlined the different components including where there will be the ability to opt out as, for example, by not including a wastage factor in the PPT. 
Discussion was had on how the consumables that would be included in the PPT would be the core, compulsory ones while many of the add-ons such as ‘on-packs’ would be optional. This will give DHBs the ability to better manage some of those extra costs. Other suppliers’ consumables would not be able to be incorporated into the PPT but could be purchased at their line item price but would be an added cost. 
The question was asked as to how PHARMAC would manage a supplier who was not meeting their contractual obligations, particularly in regards to supply issues. PHARMAC explained that their contracts had quite rigorous clauses that cover failure to supply events that also had indemnities and if required liquidated damages that were able to be claimed. There was also an expectation that suppliers would appropriately manage their failure to supply events and not leave it to the DHB staff to source alternative products. 
The issue of sustainability was also raised with the comment that DHB Boards are less likely to sign off agreements without a clear statement from the supplier as to how waste would be managed. PHARMAC noted this was something they were working on. 

	Sarah Penno


	4.b
	PTAC/Nehrology Subcommittee
	Nick appointed to this.  Nick to contact chair to arrange discussion regarding Cinacalcet 


	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.

[bookmark: _MON_1618904428]8 May 19:    Prue to send embedded NZ Chapter ANZSN report out to everyone and people to feedback next week. 
The Annual Nephrology Meeting is in Wellington in October 2019.  Murray, Ola and Suetonia are organising.  Registration is going live in 2 weeks.  There will be increased consumer input in future meetings.  Registration is going live in 2 weeks.
The Scientific Chapter Meeting is in Hobart August/September 2020.  There is a review of the constitution and 2 New Zealanders are needed.  Suetonia sent email to NZ Chapter yesterday and everyoune to respond back saying that they support it. 
	Suetonia Palmer













Prue Fieldes




Everyone


	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. 8 May 2019: Fredric to give update 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.
8 May 2019:  Jamie sent in below. Ian to respond to him re trainees and NRAB are supportive of trainees to go to other areas. It is this group’s responsibility to implement this.

1. Renewal of advanced training curricula for all specialities is underway- at the planning and common content stages currently. 
Rob MacGinley as SPEC rep has joined ATC now and he is leading much of this work for Nephrology. Also, and related to this, the Program requirements (PREP) for 2021-2022 is under review . The courses he arranges (and e learning hub) may well come to the fore as part of this in the future. 

1. Renal networks are something the college is promoting and many Australian sites are involved in    already. As you know in NZ with our smaller #s we already have these to some extent- informally 
at least around the 3 transplant centres- but closer ties btwn some metro and rural sites is something we may explore. Jamie meeting with AMDEC chair to discuss networks shortly.
	Ian Dittmer 
Jamie Kendrick-Jones

Ian
Everyone

	5.d
	Standards & Audits
	Nil
	Suetonia Palmer

	  5.e
	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.f
	ANZData
	From previous 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 thanked Ola re Database and we will continue to proceed with this.

13 Mar 2019:  

To be modelled on ANZData re consent/assent
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




	7. Dialysis

	
	PD Registry Update/PDOPPS Update
	See Item 2 “Around the Regions” Northland DHB  embedded document re NZ PD Registry.
It was noted that NRAB very pleased with progress.
	

	8.  National Transplant Service

	
	National
Transplant Activity/Service

	· NZ Activity report 2018 and Continuous Improvement Resource due out shortly.
· National Authority – legislation before Parliament for enable NZ Blood Service to take on oversight of donation and transplantation. Nick and Ian to write a co-letter noting agreement with this process
· Nick was invited to speak in April in Australia by Organ and Tissue Authority on progress in Live Donor Transplant in New Zealand.
	


Nick Cross/
Ian Dittmer


	9. Ministry of Health

	9.a.
	
	There is nothing new for the MOH update other than to say that the new ELT is bedding in and that Ashley and they are working through the next layer of Ministry change.
	Sue Riddle



	9.b.
	Revision of  the Ministry's service specification for ANZDATA  services from 1 July 2020 

	
See embedded slide from Jane Potiki.  

The Ministry requires to have access to own data.
NHI’s to be used (not postcodes).
More than 1 ethnicity required.  Want them to send data with NHI which would capture ethnicity with multiple ethnicities.
Patient demographics.
Ian to send ANZData list to Jane.
Jane to do this once a year in excel spread sheet to ANZData.
Jane Potiki informed that Ian Dittmer, Nick Cross, Suetonia Palmer and Chris Hood to be involved in setting service requirements.
Suetonia met up with data and digital person.  Andrew Upton is managing team to do with Registries. Increase statistical and analytical capacity, projections?  Would have to pay more.
Jane to set up meeting with Suetonia next time she is in Wellington. The NRAB said thank you to MOH for their involvement in ANZData.
	Jane Potiki/ Annette Pack







Jane Potiki/ Ian Dittmer/ Nick Cross/ Suetonia Palmer/ Chris Hood


Jane Potiki/ Suetonia Palmer

	10. Kidney Health New Zealand 

	
	Report  on Kidney Health New Zealand


	World Kidney Day was on 14 March. A variety of different activities took place around the country. KHNZ used social media platforms to raise awareness.
Carmel met with Craig Johnson, GM, Strategy, Planning and Performance Mid Central DHB to discuss Away from Home dialysis. We decided on the following actions: there needs to be a high-level communication to DHBs about the importance of renal planning, of promoting home-based modalities, and of including provision for ‘away from home’ dialysis.
 
More work needs to be done on the holiday home/caravan options – we need to look to reverse the trend of diminishing options, one idea is to talk to the dialysis companies and ask them to consider having each of their machines available for home dialysis patients holidaying.

Write a letter to the CEOs of each DHB to emphasize the need to plan appropriately for renal replacement therapy, accommodating away from home dialysis
Carmel to liaise with Chris Hood to discuss further.

The Point of Care Creatinine/eGFR machine has arrived and been calibrated ready for use. KHNZ hope this will create more interest for screening and awareness. A discussion was had about ensuring those identified as high risk would visit their GP, the suggestion of offering vouchers for a free visit was discussed. Carmel will explore this further.

Kidney Health NZ are advertising for a full-time General Manager. This closes on 24 May.

	











Carmel Gregan-Ford/ Chris Hood





	11. Standard Report Updates

	 11.a




















	Subcommittee reports
1. Renal Nursing Advisory Group



















	

[bookmark: _MON_1603891974]14 Nov 2018: Copy of Workforce survey  sent in by Mark Hodge 


8 May 2019:  NAG wanting to discuss:-  

1. The possibility of national funding for wrist bands for “NO VENOUS ACCESS” for all renal patients that are requiring HD access in the near future?  Brett to follow up with Carmel.  Since 8 May meeting Kay McLaughlin  has said “Regional Kidney Societies have historically funded wrist bands. If it is a requirement for patients to wear these then the DHB/renal service should provide them as patient of patient care”.

2. Should there be a National equity assistance for home based dialysis patients.  Some Units fund and some don’t,  Dollar values differ, Should reward those opting for home based dialysis instead of reward facility based dialysis? Dee and Catherine to follow up with everyone and get spreadsheet from everyone. Since 8 May meeting Kay McLaughlin has said, “Different regions have different rules that are based on power and water regulations and costs at a local level.  Patients need to work with their local services to find out what they can claim”. 

3. Units deciding on what information they want to collect for the Work-Force Survey and this information being collected yearly and by what date to make it usable for management, ie Unit direction, safe staffing, etc.  Ian to send a spread sheet from last time. Since 8 May meeting Kay McLaughlin has said, “This was discussed at the last NRAB meeting (13 March 2019).

	
Mark Hodge/ Dee Hackett/
Catherine Tracy 




Brett Butterworth/ Carmel Gregan-Ford




Dee Hackett/
Catherine Tracy



Ian Dittmer



	11.b
	2. Australian and NZ Dialysis Board of Practice

	1. Education day at Melbourne on 3 May went well and over 40 people attended. 
2. Continue to have discussion with Manukau Institute of Technology regarding renal physiologist course. Also continue to have discussion with Otago and University of Auckland to establish the renal physiologist programme. 
3. Invitation from Allied Health Aotearoa New Zealand to attend workshop on 13 June at Christchurch with Immigration NZ.  The aim of the workshop is to discuss the barriers and frustrations for allied health and to work through processes that will shortcut the process for immigration, ensuring that applications can be progressed through the system without delay.
4. Our next society meeting is on 26 June. 
Ian to feedback to Balaji.

















	
Balaji Jagannathan






Ian Dittmer

	12. Other business

	12.a
	Research
	No update.
	Murray Leikis
Jenny Walker

	12.b
	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.c
	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. Not discussed/lack of time after fire alarm
	Ian Dittmer

	12.d
	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.e
	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.
	

	Next meeting

	Date:  14 August 2019
	Time: 9.30am-2.30pm
	Venue:   Room GN9, 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_WSaweirs_8May19.pptx
Northland DHB – May 2019

News

Renal IT solution signed-off – due to commence implementation

Re-advertising psychology FTE again – difficulty finding suitable candidate

Looking to introduce an expected behaviour letter from service entry

Looking to commence nephrologist inserted PD catheters within the coming year





For consideration by NRAB in association with KHNZ and MoH:

Working  group to formulate a National Strategic Plan for Kidney Disease noting the draft Australian Plan released in April 2019



Risks

FMC HD Contract not finalised

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

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

Lack of Advanced Trainees impacting SMO workload – need for a Regional Renal rotation

Pharmacy concerns - Lack of reliable communication between primary care/community pharmacy/secondary care with frequent medication changes being missed 

Bay of Islands satellite unfit for purpose – awaiting planning

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

MoH funding shortfall affecting DHB & unit development/forward planning
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We acknowledge Traditional Owners of Country throughout Australia and recognise the
continuing connection to lands, waters and communities. We pay our respect to Aboriginal
and Torres Strait Islander cultures, and to Elders both past and present.

Development of the National Strategic Action Plan for Kidney Disease was led by Kidney
Health Australia with funding from the Australian Government Department of Health.
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Overview

To prevent kidney disease, ensure optimal care for those affected by
kidney disease and maximise outcomes from research - through
collaboration, integration and equity.

Priority Areas

1. Prevention, Detection and Education
2. Optimal care and Support
3. Research and Data

Australia is facing a kidney disease crisis — one in three adults are at risk of chronic kidney disease,
one in ten have early signs of disease and more than 1.5 million have no idea that they have
chronic kidney disease.

Chronic kidney disease (CKD) contributes to over 17,000 deaths a year, more than breast cancer,
prostate cancer and road deaths combined. CKD disproportionately affects the most vulnerable in
our society, taking a devastating toll on Aboriginal and Torres Strait Islander communities. In
addition, CKD costs the economy more than S5 billion a year.

While early CKD is largely symptom free, end stage kidney disease (ESKD) is life altering. Without
treatment, ESKD is incompatible with life. The options for treatment are dialysis therapy,
transplantation or supportive (palliative) care - but each of these presents and enormous physical
and psychosocial burden to patients and their families and carers. Dialysis requires daily or three
times a week treatment, and does not completely remove the many debilitating symptoms of kidney
failure. Transplantation is life-changing, but is an option only for some and transplant medications
have significant side-effects, including severe infection and cancer. Those with ESKD often speak of
loss — of identity, independence, jobs, relationships, travel opportunities, financial security and
optimism about the future. People acting as carers for their loved ones with ESKD describe being
nurse, taxi driver, social worker and therapist in addition to husband or wife, son or daughter,
mother or father, sister, brother, partner or friend. CKD affects not just the patient and their family
but often their community as well. Having kidney disease is a long journey with constant and
challenging requirement for education, support and navigation through health systems.

Yet CKD is largely preventable, and progression towards end stage disease can be slowed or even
halted with early detection and good management. Better management at all stages of the disease
has the capacity to improve lives and reduce the enormous burden of CKD on Australia.

The Action Plan for Kidney Disease recognises the vital importance of preventing CKD, as well as the
need for better detection, treatment and management for those living with the disease. It also
includes actions that provide much needed support for those with CKD, their carers and families, and
proposes a research agenda to support prevention, treatment and ultimately find a cure for CKD.
The strategy includes three Priority Areas with nine corresponding Objectives and thirty-four
individual Action Items for implementation by the Commonwealth, State and Territories, the
healthcare and research sectors and chronic disease and consumer peak bodies.
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Priority Areas and Objectives

Prevention Detection and
Education

Develop a nationally
coordinated approach to
increase the effectiveness of
chronic disease in Australia.

Increase early detection and
management to slow disease
progression and empower
people to self-manage their
conditions.

Raise community and health
professional awareness and
understanding of CKD and
other chronic diseases.

Optimal Care and Support

Deliver high quality,
equitable kidney care
across Australia.

Reduce the financial
impact of kidney disease
on patients, carers and
families.

Improve support for people

affected by chronic kidney
disease.

Reduce the

disproportionate burden of

kidney disease on
Indigenous communities.

Research and Data

Establish an MRFF funded
collaborative kidney research
mission to increase strategic
research investment, foster
cross collaboration and
translate cutting edge
research into real world
outcomes.

Use data, evidence and
research to drive
improvements in chronic
kidney disease prevention,
treatment and outcomes.
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Partnerships

Key to the success of The Action Plan is the integration and expansion of successful established
services and the integration and collaboration of government and non-government organisations.
The effective prevention and management of chronic conditions is strongly influenced by the
contributions made by a wide range of Partners. These Partners include:

e individuals, carers and families;

e communities;

o all levels of government;

e non-government organisations;

e the public and private health sectors, including all health care providers and private
health insurers;

e industry; and

e researchers and academics.

All Partners have shared responsibility for health outcomes according to their role and capacity
within the health care system. Greater cooperation between Partners will lead to more successful
individual and system outcomes. Actions included in this Action Plan are intended to guide Partner
investment in the prevention and management of kidney disease and should be implemented
collaboratively to achieve the best health outcomes.

Gpected outcomes \

1.

Z

A more effective, national approach to chronic disease prevention targeting the primary
causes of chronic disease, ultimately resulting in reduced prevalence of CKD.

Widespread awareness and understanding of CKD leading to increased early detection and
effective management within primary care.

Increased equity of access to and outcomes from comprehensive, culturally appropriate high
quality care during all stages of CKD.

Improved quality of life and health outcomes for people affected by CKD.

Reduced economic burden through reduced disease burden and prevalence.

A focused, targeted kidney research program leading to continuous improvements in
prevention and treatment and the search for a cure.

/
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About this Action Plan

The Commonwealth Government tasked Kidney Health Australia with developing the country’s first
National Strategic Action Plan for Kidney Disease in recognition of the significant and growing impact
of kidney disease on the health and wellbeing Australians as well as the economic impact on society.

The plan articulates a national vision for preventing CKD and improving the lives of those affected by
CKD, underpinned by the effective use of research, evidence and data. The intended audiences for
the Action Plan include the Australian and state and territory governments, health service providers
and funders, clinicians, consumers, researchers and research funders. Achieving the plan’s vision will
require coordinated national action and partnerships across all levels of government and the health
system, non-government organisations, the private sector, researchers and academics, and people
affected by CKD.

The Action Plan aligns with the 2017 National Strategic Framework for Chronic Conditions® (The
Framework), with its emphasis on prevention, efficient, effective and appropriate care and support
and targeting priority populations. The Action Plan reflects the Framework’s guiding Principles to
enable the successful prevention and management of CKD in Australia, and specific Enablers for
successfully achieving the Vision of the Action Plan.

This action plan is the product of three key major pieces of work, details of which are provided
separately.

e Extensive consultation with and survey of the Australian kidney community — including people
with kidney disease and their carers and family, health professionals, researchers, government
representatives and policy makers, non-government organisations (Consultation Summary)

o Athorough review of the current landscape of Australian kidney health care services and
resources, details of which are summarised in the compendium — (Services and Resources
Summary).

e Areview of current evidence, policies and strategies to guide and support the recommended
priorities and actions. - Evidence-base Summary.

Australia has a passionate and invested kidney community eager for change, demonstrated by the
overwhelming response to our stakeholder survey and consultation process. Their generous
participation has resulted in actions that are a true reflection of the wishes of the kidney community.

Addressing the impact of CKD in Indigenous communities

Reflecting the significant burden of kidney disease in Aboriginal and Torres Strait communities, the
Action Plan includes a focus on addressing the inequalities in CKD, in particular the disproportionate
burden of kidney disease in Aboriginal and Torres Strait people. Relevant actions draw on a number
of noteworthy reviews in relation to Aboriginal and Torres Strait kidney health. These include:

e  Minister Wyatt’s Road Map for Indigenous Kidney Health

o the TSANZ Performance Report — Improving Indigenous Transplant Outcomes

e the Department of Health Organ Donation Retrieval and Transplantation Review
e KHA-CARI Indigenous Guidelines Community Consultation

The Action Plan does not attempt to encompass every recommendation in each of these important
reports. Instead the plan includes a number of key recommendations relating to the implementation
of these reports. These recommended actions can be found in Objective 2.4 Reducing the
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disproportionate burden of kidney disease in Indigenous communities. Additional actions relating to
Aboriginal and Torres Strait Islander people kidney health are also included in each of the priority
areas throughout the Action Plan.

A strong overarching recommendation is that Aboriginal and Torres Strait Islander people are
involved in:

e Setting and formulating policy affecting their communities
e Developing and implementing locally relevant programs
e Health care service delivery in the community

Finally, the importance of cultural continuity to the wellbeing of Aboriginal and Torres Strait Islander
people must be forefront in all proposed actions.

Organ donation and transplantation

Kidney transplantation is an important treatment option for ESKD and this Action Plan acknowledges
the value and importance of organ donation and transplantation to the kidney community. The
development of this Action Plan coincides with a major review by the Organ and Tissue Authority
(OTA). While the findings of the report are not yet available, OTA have indicated that major changes
to the deceased donation system, such as moving to an opt out approach, will not be a priority.
Acknowledging this advice, the strategy includes actions relating to:

e Facilitating living donation

e The development of optimal care pathways for transplant (and living donation) to improve
access to and outcomes from transplants

e Recommendations related to the TSANZ Performance Report — Improving Indigenous Transplant
Outcomes.
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Action Plan Summary Table - Priorities, Objectives and Actions

Priority 1. Prevention, Detection and Education

1.1. Develop a nationally coordinated approach to increase the effectiveness of chronic disease prevention in Australia

11.1 Establish a national agency responsible overseeing chronic disease prevention in Australia.
1.1.2 Promote healthier eating, including reducing consumption of salt and sugar.

1.1.3 Address barriers to physical activity.

1.1.4 Build on and strengthen tobacco control initiatives to reduce smoking in the community.
1.1.5 Focus on primordial prevention.

1.2. Increase early detection and management to slow disease progression and empower people to self-manage their

conditions

121 Increase early chronic disease risk assessment in primary care for better identification of people at risk of chronic
disease.

1.2.2 Increase uptake and effectiveness of primary care health assessments (Integrated Health check) and care
planning.

1.2.3 Prevent onset and slow the progression of CKD through better access to lifestyle modification programs.

1.2.4 Provide easier, nationally consistent access to genetic counselling and testing to enable earlier detection and

treatment of inherited kidney disease.
1.3. Raise community and health professional awareness and understanding of CKD and other chronic diseases to support

prevention and early detection

1.3.1 Improve chronic disease health literacy through nationwide, targeted awareness and education programs.

1.3.2 Raise community awareness and understanding of the function of kidneys, CKD risk factors and consequences.

133 Provide primary care education and training to encourage best practice for CKD risk assessment detection and
management.

Priority 2. Optimal Care and Support

2.1. Deliver high quality, equitable kidney care across Australia

2.1.1 Establish nationally standardised care pathways to ensure all people receive high value care, irrespective of where
they live.
2.1.2 Map current and future resource needs to improve equity of access to kidney care nationally.

213 Improve CKD care in rural and remote Australia.
2.1.4 Increase equity of access to transplant and equity of transplant outcomes.
2.1.5 Increase living donor transplantation.

2.1.6 Provide national access to multi-disciplinary renal genetics clinics.

2.2. Reduce the financial impact of kidney disease on patients, carers and families

2.2.1 Reduce the out of pocket costs of home dialysis by addressing the national variation in utility subsidies for home
dialysis as well as simplifying the processes for obtaining subsidies.

2.2.2 Reduce transport costs for both long distance travel to specialist care and for regular travel for treatment.

2.2.3 Better access to the Commonwealth funded carer allowance for carers of patients with end-stage kidney disease.

2.2.4 Increase access to government support for people with end-stage kidney disease.

2.2.5 Make it easier for people with kidney disease to remain in or enter the workforce by providing education resources
for employers and colleagues and the implementation of an employer bonus.

2.3. Improve support for people affected by chronic kidney disease

2.3.1 Increase the availability of health, wellbeing and psychosocial support for people with CKD, carers and families.
2.3.2 Create peer support networks (virtual and face to face) across Australia for people affected by kidney disease.
2.3.3 Introduce a national approach to travel dialysis to make it easier for people on dialysis to travel.

2.4. Reduce the disproportionate burden of kidney disease on Indigenous communities

2.4.1 Implement the Renal Roadmap for Indigenous Health.

2.4.2 Implement the TSANZ Improving access to and outcomes of kidney transplantation for Aboriginal and Torres Strait
Islander People in Australia report.
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Priority 3. Research and data

3.1. Establish an MRFF funded collaborative kidney research mission to increase strategic research investment, foster cross
collaboration and translate cutting edge research into real world outcomes
3.11 Establish a Kidney Research Collaborative to develop and implement a kidney research strategy with targeted

priorities.
3.1.2 Invest in high quality research focused on improving disease prevention and management and the search for a cure.
3.2.3 Establish a Kidney Consumer Hub to facilitate joint research priority setting and enable consumer driven, targeted
research.

3.2. Use data, evidence and research to drive improvements in chronic kidney disease prevention, treatment and outcomes

3.21 Implement nationally consistent data collection at all points of care to support ongoing improvements in kidney
disease prevention, detection and management.
3.2.2 Roll out an improved Australian Health Survey (AHS) in conjunction with Australian Bureau of Statistics.

3.2.3  Translate research into practice through the strengthening of clinical guidelines and implementation of living
guidelines.
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Kidney Disease

Functions of the kidneys

Kidneys are the unsung heroes of the body. They have a vital role in keeping the body healthy and getting rid
of body wastes. Most people have two kidneys, each with over 1 million tiny filters called nephrons that
clean the blood removing wastes and toxins. Excess water is added to other wastes to make urine and
control water balance in the body. The kidneys have a number of other less well-known functions that are
central to our health. Kidneys produce hormones that control blood pressure, they make a hormone called
erythropoietin that is essential for red blood cell production and they activate vitamin D, which is essential
for strong bones and muscle.

Definition of chronic kidney disease
CKD refers to all kidney conditions where a person has evidence of kidney damage and/or reduced kidney
function that lasts for 3 months.

Kidney damage is evidenced by one or more of: albuminuria (protein in the urine), haematuria (blood in the
urine) after exclusion of urological causes, structural abnormalities (e.g. on kidney imaging tests) or
pathological abnormalities (e.g. renal biopsy).

Kidney function is measured by estimated or measured glomerular filtration rate (GFR) which measures how
well the kidneys filter wastes from the blood. Reduced kidney function is defined as an estimated or
measured glomerular filtration rate (GFR) < 60mL/min/1.73m?.

Types of CKD

There are many different types of kidney disease. Currently the most common cause of CKD is diabetes.
Diabetes accounts for 36% of all new cases of ESKD, compared with 17% in 1994. The other common causes
of ESKD include glomerulonephritis (inflammation of the kidney, 18%) and hypertension (high blood
pressure, 14%). The most common genetic cause of kidney disease is Polycystic Kidney Disease accounting
for 6% of all new cases of ESKD.?

Risk factors for CKD
1in 3 Australians are at risk of developing CKD.? Adult Australians are at an increased risk of chronic kidney
disease if they:

o are obese with a body mass index (BMI) 30 or higher

o have diabetes

. have high blood pressure

. have established heart problems (heart failure or heart attack) or have had a stroke
o have a family history of kidney failure

o are a smoker

. are 60 years or older

. are of Aboriginal or Torres Strait Islander origin

o have a history of acute kidney injury.

While some risk factors such as age, family history and racial background cannot be changed, risk factors
such as tobacco smoking, overweight and obesity, high blood pressure and diabetes can be modified or well
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managed, reducing the risk of CKD. Many of the risk factors for CKD also apply to other chronic diseases such
as CVD (including CHD and stroke) and diabetes, which in turn, are risk factors for CKD.

Stages of CKD

CKD comprises five recognised stages. Stage 1 is the mildest form, gradually progressing through to stage 5
also known as end stage kidney disease (ESKD).* ESKD is incompatible with life unless renal replacement
therapy (RRT) with dialysis or a transplant is undertaken. The five stages of CKD with associated
management are outlined in Table 2.

Table 2: The Five Stages of CKD

The Five Stages of CKD

Stage | Description eGFR Kidney Interventions and Treatment Symptoms
Function
Deterioration
1 Kidney damage | >90 50% - 60% -Weight reduction if None
(proteinin overweight/obese
urine) and -Balanced and adequate diet
normal GFR -Physical exercise
2 Kidney damage 60—-89 | 60% - 70% -Smoking cessation None
and mild -Hypertension management
decrease in GFR -Diabetes management
3 Moderate 30-59 | 70% -77.5% -Medications to reduce urine | Symptoms
decrease in GFR protein leak unlikely
4 Severe decrease | 15-29 | 77.5% - 85% As above plus: More likely
in GFR -Preparation for ESKD
-Symptom management
-Management of Anaemia
5 Kidney failure, <150r | 2>85% As above plus: Likely
ESKD on -Transplant
dialysis -Dialysis (Peritoneal Dialysis or
Haemodialysis)
-Supportive Care

Symptoms

Kidney disease is a largely asymptomatic condition and up to 90% of kidney function can be lost before
symptoms are evident. Symptoms appear very late in the disease course; a person with stage 4 kidney
disease may not have any symptoms.

When symptoms do occur they include: oedema (swelling), fatigue, foamy dark urine, difficulty
concentrating, tingling of fingers and toes, decreased appetite, sleep problems, severe fatigue and
weakness, easy bruising and bleeding, anaemia, thirst, skin colour change, nausea and vomiting, and little or
no urine.

Complications

There are many serious complications of CKD these include hypertension, osteodystrophy,

anaemia, sleep apnoea, cardiovascular disease, hyperlipidaemia, hyperparathyroidism and malnutrition.
Many of these complications are already evident at an early stage of the disease.®

The triad of chronic kidney disease, cardiovascular disease and diabetes

National Strategic Action Plan for Kidney Disease | Draft | April 2019 14







More than half of people living with CKD also have CVD and/or diabetes.® CKD, CVD and diabetes are
inextricably linked. They have similar underlying causes and features and share common risk factors. These
diseases have a complex relationship and each may be associated with, or exacerbate the presence of, the
others. CKD independently increases the risk of hypertension and other cardiovascular events, including
heart attack, angina, coronary artery disease, stroke and heart failure.” A person with CKD is more
predisposed to develop premature cardiovascular disease and is more likely to die from a heart attack or
stroke than they are to progress to ESKD requiring dialysis or transplant.®

Management

Interventions to avoid or reduce the impact of kidney disease are targeted at all stages. However, the earlier
in the disease course interventions are instigated, the greater the outcome. If CKD is detected, early
effective management can not only slow or even halt the progression of the disease but also reduce the
damage from complications.> Early detection with active risk assessment and health checks is therefore
crucial in limiting the impact of CKD.

Under-diagnosis of CKD a serious issue

e The proportion of people with CKD remaining undiagnosed by primary care physicians is as high
as 50%, despite the automated reporting of estimated GFR, which was introduced to improve
early detection of CKD.

e Among people reaching ESKD, a quarter present to a nephrologist so late they require dialysis
within 90 days, missing the chance to slow disease progression.

Chen, Titi, and David C. Harris. "Challenges of chronic kidney disease prevention." The Medical Journal of
Australia 203.5 (2015): 209-210.

In late stages kidney function is severely reduced, requiring symptom control and intensive intervention in
preparation for Stage 5.* ESKD is incompatible with life unless renal replacement therapy (RRT) is
undertaken. RRT has two forms—kidney transplant or dialysis. Dialysis is an artificial way of removing waste
substances from the blood and is provided in hospitals, satellite dialysis units, and can also be provided in a
home setting. Neither of these treatments completely restores health, and patients remain at risk of health
problems and increased mortality. The burden of dialysis is overwhelming - no other disease has a life
sustaining treatment that patients actively participate in for years. It is constant and relentless. Whilst
transplantation is an effective treatment for ESKD it is not a cure. Powerful medications that can have
serious and deadly side effects, including increased risks of some forms of cancer, need to be taken regularly
and indefinitely to avoid organ rejection.

Not all patients with ESKD receive RRT. Non-RRT medical management of ESKD, also known as supportive
care, is a treatment choice that involves ongoing active therapy to minimise the symptoms of kidney failure,
without using RRT. Patients who choose a pathway without dialysis or transplantation often live with a large
symptom burden and increasing frailty, ultimately requiring palliative care.
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Australian situation

Burden of chronic kidney disease

1in 3 are at risk of developing CKD? and over 1.7 million Australian adults — a striking 1 in 10 - are currently
living with biomedical markers of CKD®. However less than 10% of people with CKD know they have the
condition®, meaning there are over 1.5 million Australians who are unaware that they are living with
indicators of CKD. Annually, at least 160,000 Australian adults will develop CKD.™

Burden of end-stage kidney disease

In 2013, there were around 5,100 new cases of ESKD in Australia, including those on RRT and those
undertaking non-RRT treated care.!? At the end of 2017 there were 24,738 people receiving RTT (dialysis or a
kidney transplant) for ESKD, with 3,056 people commencing RRT in 2017.2 Projections forecast the number
of people on RRT is expected to rise by 60 per cent between 2011 and 2020 (19,780 patients in 2011 to
31,589 in 2020), over four times the projected growth in the Australian population overall.’* At the
beginning of 2017 there were 952 people on the kidney transplant waiting list.2

Morbidity and mortality

CKD contributed to 11% of all deaths in 2015, that is around 17,000 deaths, CKD was the underlying cause of
death in around 4,300 deaths, and an associated cause of death in a further 12,800 deaths.!? For people who
do receive a transplant or go on to dialysis, the survival rate at five years is worse than most common
cancers®. (Hutchison AJ, 2011).

CKD in Aboriginal and Torres Strait Islander peoples

The burden of CKD disproportionately affects Aboriginal and Torres Strait Islander people. An estimated 1 in
5 (18%) Indigenous adults (59,600 people) are living with biomedical markers of CKD.* After taking age
differences into account, Indigenous people are three times as likely as their non-Indigenous counterparts to
have indicators of Stage 1 CKD and more than four times as likely to have Stages 4-5.% Indigenous adults
living in remote areas are more than twice as likely as those in non-remote areas to have signs of CKD (34
per cent compared with 13 per cent).!>®

Aboriginal and Torres Strait Islander people progress to ESKD around 30 years earlier than non-Indigenous
people.r” The rate of treated-ESKD among Aboriginal and Torres Strait Islander people is around 6 times the
non-Indigenous rate,? a disparity that increases with remoteness.

There are significant and persistent disparities in transplant access and outcomes for Indigenous and non-

Indigenous Australians. In 2017, there were 2,161 Indigenous Australians registered for RRT. Of these, 87%
were reliant on dialysis and 13% had received a kidney transplant.2 In comparison, 49% of non-Indigenous

Australians with ESKD were reliant on dialysis and 51% had received a kidney transplant.?

For those who are fortunate enough to receive a kidney transplant, this disparity persists, with Indigenous
kidney transplant recipients experiencing significantly worse post-transplant outcomes compared to non-
Indigenous recipients.

ESKD is a significant contributor to Indigenous mortality, contributing to 16% of Indigenous deaths between
2008 and 2012*¢ and accounting for 5% of the totally disparity between indigenous and non-indigenous
mortality rates.®

Hospitalisations

Of the 10.6 million admissions to hospitals in 2015-16 there were approximately 1.7 million hospitalisations
(16% of all hospitalisations) where CKD was recorded as the principal and/or additional diagnosis.'? Dialysis
was the most common reason for hospitalisation in Australia in 2015-16, accounting for 1.4 million
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hospitalisations for CKD as the principal diagnosis (13% of all hospitalisations).!? The number of
hospitalisations for CKD more than doubled between 2005-06 and 2015-16, with CKD as the principal
diagnosis (excluding regular dialysis) increasing by 51% and regular dialysis by 58%.? Aboriginal and Torres
Strait Islander peoples are admitted to hospital for dialysis at 12 times the rate for other Australians.?

Cost

People with CKD incur 85 per cent higher healthcare costs and 50 per cent higher government subsidies than
individuals without CKD. Even early stage CKD is associated with a 50 per cent increase in direct costs, with
more advanced stages associated with a sixfold increase in expenditure.!® In 2012, the total costs
attributable solely to pre-end-stage kidney disease were estimated at $4.1 billion, made up of $2.5 billion in
direct healthcare costs, $700 million in direct non-healthcare costs, and $900 in government subsidies.’® In
Australia, dialysis and transplantation for ESKD are estimated to cost over $1 billion each year.?®

CKD is one of Australia’s most expensive diseases and these costs are growing

Modelling predicts that between 2012-2020, per-patient, CKD produces a considerably
greater financial impact on Australia’s healthcare system, compared to CVD. This includes:

e prevalence increasing by 29 percent, compared to 7 percent in CVD

e RRT prevalence increasing by 29%, compared to 7% in CVD treatment

e Total CKD expenditure increasing to increasing by 37%, compared to 14% in CVD
expenditure

A 2013 Australian study found the high unavoidable out of pocket costs for treating CKD
have severe consequences for people with low financial resources, with:

e 13% of participants going without meals

e 11% unable to heat their homes

e 12% increased the amount owing on their credit cards by greater than SAUD1000

o 19% missing medical appointments or failing to fill prescriptions because they were
short of money.

Tucker, Patrick S., et al. "The increasing financial impact of chronic kidney disease in Australia." International
journal of nephrology 2014 (2014).
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In the Words of the Kidney Community...

“The initiative | would most like to see in the
Action Plan is better support and information
provided to the carers. They work tirelessly seven
days a week. They endure some terrible sights and
watch their loved ones suffer everyday with this
debilitating disease. They take us to appointments,
hospital admissions, wait outside operating suites
to the wee hours of the night. Why; because they
suffer emotionally and mentally with no support. |
know first-hand how hard it’s for the carer and
how they suffer. They need support, some relief.”

“When | was finally diagnosed, | thought the renal
specialist had got the wrong patient. | wish. | had no
idea my kidneys had failed. And | was a fit and
educated person who knew much about the body,
but nothing about the kidneys and heart
relationship. Please educate the public more
broadly, especially children. It should be part of a
lifelong health strategy.”

“From my 30 years’ experience in Indigenous renal
health, the majority (of people) want to know why
they have it, how they got it and how to prevent
going onto the machine. The Indigenous health
workers want to understand so they can better
help their people. Indigenous communities, given
the chance, will often have the solution.”

“Mental health... Patients feel very alone and not
heard. They should be treated like cancer patients
as they are on a life support machine!”

“(We need to) try to prolong patients’ time before
commencing dialysis. | had a very good specialist
and through good management, diet, etc, was able
to last 20 years from diagnosis to dialysis and my
kidney (function) was about 50% or less when |
was diagnosed”

Basically ... make KIDNEY DISEASE as scary to society
as Cancer is portrayed. Awareness that this disease
can happen to you at any time, for any reason MUST
be conveyed. There are a lot of misconceptions
about the disease that need addressing

“It is difficult to manage home haemodialysis
without support. As a fulltime carer (I need)
greater social security benefits, as | have had to
sacrifice working, superannuation and work cover
protections to care. Financial hardship has resulted
in not being able to afford adequate dental due to
lack of funds. While it is a privilege to be my
husband’s caregiver | face a future of poverty.”
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“If you have kidney disease your life spirals into
depression and 3 times a week going back and forth
for hospital visits which impacts the whole family.
More services need to be given for patient and carer
and family psychology services.”
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Priority One — Prevention Detection and Education

What we hope to achieve

e A comprehensive, nationally coordinated approach to chronic disease prevention resulting in more
effective prevention funding and programs.

e Improved community and health professional chronic disease/CKD awareness, understanding of risk
factors, prevention and disease management.

e Earlier detection and improved management of CKD, slowing disease progression and empowering
people to self-manage their condition.

Why is this important?

Australia’s health system is facing an overwhelming challenge to manage the growing burden of chronic
diseases. Chronic diseases are the main causes of premature death and illness in Australia, responsible for
two thirds of the country’s burden of disease. Yet, today Australia is ranked 16th out of 31 OECD countries
for per capita expenditure for preventive health, with only 1.34 percent of health care expenditure going to
prevention.

Reducing the burden of CKD requires addressing the shared root causes of chronic disease. More than fifty
percent of Australians have at last one chronic condition and nearly a quarter live with two or more chronic
diseases. In the case of CKD, more than half of people living with CKD also have cardiovascular disease
and/or diabetes.

Addressing social determinants of health is vital to reducing the burden of chronic disease. Changing the
social and environmental conditions that place particular populations at higher intergenerational risk of
chronic disease is fundamental to this approach.

It is vital that Australia coordinates its efforts to increase the effectiveness of chronic disease prevention
funding and approaches. Diseases such as diabetes, cardiovascular disease and CKD share common social
and environmental determinants, behavioural and biomedical risk factors.

A disease specific approach needs to be replaced with a comprehensive, coordinated suite of national
programs that tackle the causes of disease, from social determinants onwards, underpinned by widespread,
targeted awareness campaigns and a focus on increasing health literacy.

In Australia, almost 60 percent of adults have low health literacy, limiting their ability to make effective
health decisions. The effectiveness of preventative health programs will depend on increasing understanding
of key risk factors for chronic disease and providing clear, accessible information to encourage follow up for
people at risk.

Addressing low awareness of CKD is also vital. CKD is a silent disease and up to 90 percent of kidney function
can be lost without symptoms. As a consequence, over 1.5 million Australians with early signs of CKD are
unaware they have the disease. Widespread lack of knowledge about the role of the kidneys exacerbates the
silence around CKD in the community. Preventing CKD and improving early detection and management
depends on concerted efforts to raise the profile of kidneys and CKD across Australia.
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Early detection and management of kidney disease can slow or halt the progression of disease, reducing the
social and financial toll of CKD on the community and the health system. The overwhelming lack of
awareness of the early signs of kidney disease and under-diagnosis of early stage CKD highlight the need for
a widespread public and primary care education campaign and wider access to risk assessment and
detection. The current suite of MBS funded primary health assessment and chronic disease management
items can used more effectively to increase early detection and improve CKD management through better
patient engagement and follow up, appropriate referral and the development of appropriate treatment
pathways. With the right support, the chance of making and maintaining the necessary lifestyle changes are
greatly increased.

What will be different?

A coordinated and cohesive approach to addressing chronic disease in Australia will be overseen by a
powerful national body working in partnership with government agencies, chronic disease bodies,
healthcare professionals, researchers and the community. A health literate population will understand
chronic disease risk factors and symptoms of early stage kidney disease and seek diagnosis and care. Earlier
detection and multi-disciplinary intervention will slow the progression of disease. Better primary care
communication with patients will give people diagnosed with CKD the knowledge and confidence to manage
their treatment.

1. Prevention, Detection and Education

1.1 Develop a nationally coordinated approach to increase the effectiveness of chronic disease prevention

initiatives in Australia

[ Jadion [ implementation

1.1.1  Establish a national body  Actions

responsible for e Establish and fund a Commonwealth agency tasked with developing a
overseeing chronic comprehensive, integrated approach to chronic disease prevention in
disease prevention in Australia, overseeing the delivery and evaluation of evidenced
Australia based/best practice programs. This new national prevention body will:

- Develop a coordinated multi-pronged strategy among stakeholders
for preventative actions against chronic disease at all stages of life
course

- Evaluate existing programs and identify a series of effective
interventions that have an evidence-base where immediate roll-out
may have short-term achievement of health improvement

- Deliver co-ordinated prevention promotion interventions for
immediate action and health improvement gain across a variety of
services, platforms and agencies with partnerships being the key
driver of delivery (see Actions 1.1.2-1.1.5 and 1.3.1 and 1.3.2)

- Determine the research agenda for preventative strategies

- Identify strategies for promotion of prevention within the health

workforce
1.1.2 Promote healthier Actions
eating, including * Develop and fund a National Obesity Strategy, based on the
reducing consumption of  recommendations outlined in the Tipping the Scales: Australian obesity
salt and sugar prevention consensus
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1.1.3

114

Address barriers and
promote physical activity

Build on and strengthen
existing tobacco control
initiatives to reduce
smoking in the
community

* Develop and fund a new National Nutrition Policy to align with

recommendations from the WHO, the United Nations Steering

Committee on Nutrition (UNSCN) and the Food and Agriculture

Organisation (FAQ), including

- Restrict marketing of unhealthy food and beverages to children;

- Implement a national sugar and salt levy and using funds raised to
support preventative health programs, including affordable food

- Strengthen national food reformulation, including reducing dietary
sodium and sugar levels as well as portion control measures

- Invest in effective education campaigns, including a focus on early
years

- Mandate the national Health Star Rating system with enhanced
consumer education measures

* These activities will be supported by a national multimedia chronic
disease awareness and school chronic disease health literacy campaigns
(Action 1.1.6).

Actions

* Develop and fund a National Physical Activity Strategy, building on
existing successful state-based programs, with a range of programs to
encourage physical activity to be developed and rolled out nationally.
Programs should focus on:

- Improving access to infrastructure and open space

- Increasing opportunities for physical activity

- Creating infrastructure where it is lacking

- Raising awareness of the importance of physical activity, targeting
school children and the broader population

- Targeted programs for at risk populations in a culturally appropriate
manner using local knowledge and community engagement

* These activities will be supported by national multimedia chronic
disease awareness and school chronic disease health literacy campaigns
(Action 1.3.1).

Actions
* Invest in a mass media education campaign to further reduce smoking
prevalence for the life of the next National Tobacco Strategy.

- Employ a population level approach as well as complementary
targeted approaches for populations with high smoking rates.

- Investment would complement existing funding provided for the
Tackling Indigenous Smoking program

* Develop national clinical guidelines and program support to embed a
tobacco dependency treatment approach into health services.

* Enhance tobacco cessation programs and support in Aboriginal
Community Controlled Health Services.
* Fund a national Quitline service.
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1.1.5 Focus on primordial Actions
prevention * Develop a range of programs focused on primordial prevention in at risk
populations/communities, in line with recommendations from the Renal
Roadmap for Indigenous Health and the Best practice primary and
secondary preventative interventions in chronic disease in remote
Australia.

These will focus on key time points - pre and post conception, during
pregnancy, during the first ten years of a child’s life and into young
adulthood. Programs will address factors such as:

- Food security

- Low breastfeeding rates

- Health in pregnancy including nutrition antenatal care

- Smoking cessation

- Appropriate and affordable housing

- Obesity prevention

Programs will be developed and rolled out based on the principles of
collaboration, partnership with local communities and with a focus on

community led initiatives.

1.2. Increase early detection and management to slow disease progression and empower people to self-

manage their conditions

1.2.1  Increase early chronic Actions
disease risk assessment *Develop an MBS rebatable chronic disease risk assessment tool
in primary care for better  through expanding the AusDRisk tool to include Cardiovascular Risk
identification of people Assessment and Kidney Disease Risk Assessment questions, to be
at risk of chronic disease implemented in Primary Care settings. Also make the tool available in

community settings.

Those found to be high risk will have immediate access to a primary care
Integrated Health Check (Action 1.2.2).

1.2.2 Increase uptake and Actions
effectiveness of primary * Facilitate early detection through increasing uptake and focus of MBS
care health assessments funded health assessments (Integrated Health Check).
(Integrated Health check)
and care planning * Improve disease management, with appropriate multidisciplinary
treatment pathways, including a review the current MBS health
assessment items to incorporate an Integrated Health Check by:

- Extending the current eligibility criteria for MBS rebatable health
assessments to encompass those at risk of chronic disease including
CKD

- Standardizing MBS rebatable health assessments by linking them to
professional guidelines outlining the expected content of those
assessments, including the IHC

- Including the IHC in the Quality Improvement Incentive (Qll)
Program
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1.2.3

124

Prevent the onset and
slow the progression of
CKD through lifestyle
modification programs.

Provide easier, nationally
consistent access to
genetic counselling and
testing to enable earlier
detection and treatment
of inherited kidney
disease.

- Increasing the use of software tools to improve CKD risk factor
identification, testing, diagnosis and management.

- Improving early stage disease management through increased
referral to and uptake of multidisciplinary lifestyle modifications
programs (Action 1.2.3)

e Facilitate patient self-management of early CKD

- Developing resources for patient-centred chronic disease
management in primary care to increase understanding of
treatments and encourage successful self-management of early
CKD. This includes developing culturally and linguistically diverse
materials in multiple formats appropriate for varying literacy levels,
language and cultural frameworks.

Actions

* Lifestyle Behavior Modification Programs targeted at people identified

as at high risk for chronic disease and those with early stage kidney

disease. Programs will be culturally appropriate and tailored for and by

different population groups. Activities include:

- Enhance existing evidence-based lifestyle modification programs to
include CKD

- Develop lifestyle behavior modification programs (based on existing
successful programs) in States where there are current no such
programs

- Improve referral pathways to modification programs with a
dedicated portal that links health care settings and makes referral
easy and simple for patients and practitioners

- Resource ACCHSs to develop and implement chronic disease
prevention programs within their communities

Actions

*Address the disparities in access to genetic testing for inheritable

kidney disease across jurisdictions/States. Initial activities include:

- Seek in principle State agreement for a national approach to
counselling and testing for inheritable kidney disease, including
applications such as preimplantation genetic diagnosis (where
applicable)

- Convene an expert panel to develop nationally agreed criteria and
scope of MBS funded genetic testing for patients/families affected
by or at risk of inherited kidney disease and cost implications

1.3 Raise community and health professional awareness and understanding of CKD and other chronic

diseases to support prevention and early detection

13.1

Improve chronic disease
health literacy through
nationwide, targeted
awareness and education
programs

Actions

¢A national school education campaign to increase health literacy in

young people, particularly in relation to chronic disease and healthy

lifestyles. This campaign will support various state-based programs aimed

at teaching healthy behaviours in school, such as healthy eating/cooking

programs. Options include:

- Integration of additional chronic disease modules into existing state-
based health literacy programs
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13.2

13.3

Raise community
awareness and
understanding of the
function of kidneys, CKD
risk factors and
consequences

Provide primary care
education and training to
encourage best practice
CKD risk assessment,
detection and
management

- Development of a new national school chronic disease literacy
program

¢ A multi-platform, multilingual, nationally coordinated chronic disease
awareness campaign to increase knowledge of the risk factors
associated with kidney and other chronic diseases. This campaign will
build on the range of national and state disease specific campaigns to
develop a comprehensive campaign to encourage people at risk to
follow up with a risk assessment (Action 1.2.1) or health assessment
(Action 1.2.2). The campaign will include culturally appropriate, targeted
messaging for different populations, including Indigenous communities
(in line with Action 2.4.1).

Actions

eDevelop and rollout a 2020 national multi-format kidney awareness
campaign. Messaging will target different population groups, including
high risk populations and be available in multiple languages.

Content will include:

- essential role of kidneys

- risk factors for CKD

- the need for early detection and how to do it

- consequences of CKD and ESKD especially links to cardiovascular risk
- simple preventative measures for chronic disease and CKD

Actions

¢ The national provision of chronic kidney disease education and training
to primary care health professionals in line with current best practice
guidelines to improve early detection of chronic kidney disease and
facilitate effective and timely management (Action 1.2.2). This would
build on existing primary care education and training programs and align
with best practice guidelines and Optimal Care Pathways (Action 2.1.1).
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Priority Two — Optimal Care and Support

What we hope to achieve

e Standardised care and national planning to increase access to high quality, comprehensive and
appropriate care, irrespective of where people live, improving health outcomes and health system
efficiency.

o People affected by CKD, including patients, carers and families, have access to a range of financial
and psychosocial supports, improving quality of life for patients, carers and families.

e The prevalence and impact of CDK on Indigenous communities is reduced through a comprehensive
suite of programs targeting the root causes of disease and increased equity of access to treatment.

Why is this important?

Overall, in Australia, people with CKD receive high quality care, however care standards and resources
vary significantly across the country. These differences are particularly stark in rural, remote and
Indigenous communities. While a number of states have developed a range of rigorous models of kidney
care, more needs to be done to ensure that best practice care is rolled out nationally. Best practice
kidney care has the capacity to slow disease progression, better prepare patients for treatment, improve
patient quality of life and optimize the use of health resources.

Reducing the disparities in care also requires a national approach to resource planning to ensure
Australia has the infrastructure and workforce to deliver care when and where it is most needed now
and into the future. The disproportionate burden of kidney disease on vulnerable populations, including
Indigenous communities, requires targeted and tailored models of care and resource planning,
underpinned by concerted efforts to address the root causes of chronic disease.

Beyond healthcare care, people affected by kidney disease are typically offered too little in the way of
support, compromising the quality of life of those living with the disease and their families. People
affected by kidney disease face a range of largely unacknowledged challenges. Treatment for ESKD is
typically arduous and ongoing and comes with a range of debilitating side effects. One of the most
common treatments, haemodialysis, makes travelling particularly difficult, with people usually unable to
access dialysis outside their local area. Expenses associated with treatment, including transport, parking,
utilities and medications, frequently coupled with an inability to work, can place families in financial
stress. For those well enough to work, finding an employer able to accommodate the ongoing need for
lengthy treatment is an additional challenge.

Carers play an essential role in both home and hospital-based dialysis. Uptake of home dialysis, which
provides a significant cost saving to government, frequently depends on carer management especially if
the patient is a child, has limited mobility, dexterity or movement, or has failing memory. The average
time spent overseeing home dialysis alone is around 20 hours a week, which compromises the ability of
the carer to work. Despite this, carers of people with ESKD are usually not considered eligible for the
Carers payment, as there is no specific category for provision of complex medical care.

Unsurprisingly ESKD takes an enormous toll on the lives of people with CKD and their families, with
financial hardship, stress and depression common experiences. People affected by ESKD simply need

National Strategic Action Plan for Kidney Disease | Draft | April 2019 25







more support. This includes financial help and a range of psychosocial supports that account for the
long-term debilitating nature of the disease and acknowledge the heavy lifting done by carers to reduce
the burden on the healthcare system.

What will be different?

Improvements in consistency of care mean people will be able to access high value care irrespective of
where they live. People affected by kidney disease will have improved quality of life through reduced
financial stress, increased flexibility and access to multidisciplinary support. Indigenous kidney programs will
reflect the needs of communities, with prevention programs targeting the social determinants of health,
care closer to home and financial and social support for those who need to travel for care.

2.0ptimal Care and Support

2.1. Deliver high quality, equitable kidney care across Australia

2.11

2.1.2

2.1.3

Establish nationally
standardized care
pathways to ensure all
people receive a high
standard care,
irrespective of where
they live.

Map current and future
resource needs to
improve equity of access
to kidney care nationally.

Improve CKD care in rural
and remote Australia.

Actions

* Nationally standardised best practice kidney care through developing
and rolling out nationally agreed Optimal Care Pathways for Kidney
Disease (OCPKDs) including pathways for:

People at increased risk of CKD
- Early stage kidney disease (detection, diagnosis and management)
- Inherited kidney disease
- Adolescent to adult transition of care
- End stage kidney care and transition to dialysis
- Kidney transplants (work up, recipient eligibility, pre- and post-
transplant care)
- Living kidney donation
- Supportive care for patients with ESKD who will not have dialysis
- Indigenous specific kidney care pathways

Indigenous guidelines will be developed as part of the implementation
of the Renal Roadmap (Action 2.2.1).

Crucial to the optimal care pathways will be the ensuring the necessary
workforce training and requirements to effectively implement
pathways (Action 2.1.2).

Actions

*Develop a kidney workforce and resource planning tool that integrates
prevalence and risks of CKD, current capacity and workforce across
Australia. The tool will be used to provide a comprehensive picture of
current and future needs and capacity for service planning across all
levels of government. The tool will draw on a range of Commonwealth
and State data.

Actions
*Programs that:
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2.1.4

2.15

2.1.6

Increase equity of access
to transplant and equity
of transplant outcomes

Increase living donor
transplantation.

National access to multi-
disciplinary renal genetics
clinics.

- Improve resource/service planning (Action 2.1.2) so integrated
health care for CKD can be delivered closer to home where
possible.

- Partner with local community health organisations and NGOs to
deliver care tailored to the needs of individual communities

- Develop innovative models of integrated care for more effective
use of the rural and remote health workforce

- Increase support for primary and community CKD care and
enhancing integration with tertiary-level kidney care

- Increase the use of telemedicine to provide access to specialist
services and advice where needed

These actions align with the activities outlined in the Renal Roadmap
for Indigenous Health and the Best practice primary and secondary
preventative interventions in chronic disease in remote Australia.

Actions

*This action includes:

- ldentify barriers to selecting, working-up, referring, assessing and
waitlisting patients for kidney transplantation

- Develop clear and nationally consistent guidelines for recipient
eligibility

- Develop standardised care pathways pre-, peri- and post-
transplantation (as per Action 2.1.1)

- Support transplant specialist outreach in regional, rural and remote
to augment support of individuals post-kidney transplantation (as
per Action 2.1.3)

Actions

*Promote living donation through:

- Developing nationally standardized living donor support subsidies
to reduce inequities between and within states and territories

- Providing ongoing funding for the Supporting Leave for Living
Donors program beyond 2022

- Reducing disparities in early pre-transplant work up and planning,
including rolling out clear best practice guidelines for living
donation

- Increasing patient knowledge about living donation. This would
include a multi-platform education campaign, providing
information in a range of formats to suit different diverse levels of
health literacy and languages to assist patient and potential living
donor decision making

Guidelines for early transplant workup will form part of the Optimal
Care Pathways for Kidney Disease program (Action 2.1.1).

Inherited kidney disease is a rapidly changing domain, where early
diagnosis and therapeutic intervention can have major positive
outcomes for patients as well as subsequent generations in their
family. Multi-disciplinary renal genetics clinics (where families are seen
by teams including nephrologists, clinical geneticists and genetic
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counsellors and where appropriate, provided with clinical diagnostic
genomics to seek a genetic diagnosis) should be available nationally
with access for all Australians with inherited kidney disease.

Actions
¢ National multi-disciplinary renal genetics clinics.

2.2. Reduce the financial impact of kidney disease on patients, carers and families

221

2.2.2

2.2.3

224

Reduce the out of pocket
costs of home dialysis by
addressing the national
variation in utility
subsidies for home dialysis
as well as simplifying the
processes for obtaining
subsidies.

Reduce transport and
accommodation costs for
both long distance travel
to specialist care and for
regular travel for life
sustaining treatment.

Better access to the
Commonwealth funded
carer allowance for carers
of people living with ESKD.

Increase access to
government support for
people with end-stage
kidney disease.

Actions

* Reduce the inequities in out of pocket costs of home dialysis by having
a nationally consistent utility subsidy, and a simpler process for
accessing subsidies. An essential first step is seeking in-principle State
Health Ministerial agreement to address this problem via the AHMAC.

Actions

* Develop kidney disease specific patient transport assistance schemes
across the states and territories. The scheme will reduce the out of
pocket costs of travel for dialysis, transplant assessment and other
multiple hospital/clinic visits, which are currently not covered under
existing state schemes. This includes:

- increasing payment rates

- lowering travel thresholds

- national consistency between the schemes

In principle State Health Ministerial agreement for this program will be
sought via the AHMAC.

Actions

*Extend eligibility for the Commonwealth Carers payment to include
the provision of complex medical care, to acknowledge the unique
burden of caring for someone with end-stage kidney disease,
particularly those undergoing home dialysis.

Actions

*Address the gaps in financial and social support for people with end-

stage kidney disease. Specific activities associated with this action are

still being investigated. Proposals include:

- Including patients with end-stage kidney disease in existing
government programs

- Developing a specific end-stage kidney disease allowance for under
65s to assist with out of pocket costs for care

- Increasing access to a healthcare card to provide pharmaceutical
support that reflect the costs of kidney disease treatment

* Focus on helping patients access services that are already available,
through a kidney care navigator service, as part of the kidney helpline
(Action 2.3.1)
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2.2.5 Make it easier for people The arduous and ongoing nature of ESKD treatment can make working

with kidney disease to a challenge. Apart from side effects, treatment requirements and
remain in or enter the ongoing healthcare commitments makes remaining in the workforce
workforce. difficult for many people living with CKD.

Actions

* Develop education materials for employers to increase understanding
of end-stage kidney disease and treatment and accommodating the
needs of employees.

*Investigate the feasibility of an employer bonus to assist employers
meet the workplace requirements of people with end-stage kidney
disease.

2.3. Improve support for people affected by kidney disease

2.3.1 Increase the availability of Actions

health, wellbeing and *Address the need for ongoing psychosocial support for patients and
psychosocial support for carers. It includes:

people with CKD, carers - A 24-hour support line staffed by qualified professionals including
and families. social workers, nurses and dieticians to assist consumers directly

and/or link them to a range of appropriate services, such as
mental health
- Developing a web-based, downloadable information on relevant
topics
The program could be delivered through expanding Kidney Health
Australia’s Kidney Helpline or as part of a broader Commonwealth
chronic disease helpline program. It would also draw on the patient
guides developed as part of the Optimal Care Pathways for Kidney
Disease (Action 4.1).

2.3.2  Create peer support Actions
networks (virtual and *Develop and support programs that connects kidney consumers and
face to face) across carers with trained mentors and others who have similar experiences
Australia for people living with or caring for someone with kidney disease. This would
affected by kidney include networks targeting specific population groups, such as
disease. - young adults

- regional and remote populations

- people with PKD

- Indigenous populations, with these programs being developed by
Indigenous leaders ad organisations

- carers
2.3.3  Introduce a national Actions
approach to travel *Investigate the implementation of a national dialysis travel program
dialysis to make it easier to make it easier for patients to travel. Possible solutions include
for people on dialysis to - Making spare private renal unit capacity available nationally
travel (based on NSW’s Enable - away from home dialysis program)

- Adialysis swap program, with state agreement for all hospitals to
participate and supported by the appropriate technology.
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The first step in this action is obtaining in principle AHMAC
commitment to facilitating better access to dialysis away from home.

2.4 Reduce the disproportionate burden of CKD on Indigenous Populations

2.4.1 Implement the Renal Actions
Roadmap for Indigenous *Implement the Renal Roadmap for Indigenous Health including the
Health. development and rollout of key actions across the five domains of the
Roadmap.

The implementation will be governed by the principle that Indigenous
peoples must key players and involved in:

- Setting and formulating policies affecting their communities

- Developing and implementing locally relevant programs

- Heath care service delivery in the community

2.4.2  Implement the TSANZ Actions
Performance Report * Implement the key priorities identified in the TSANZ Performance
recommendations to Report into Indigenous transplantation. These are
improve access to and - Establish a National Indigenous Transplant Taskforce to drive policies
outcomes of kidney and programs related to improving transplant access and
transplantation for outcomes
Aboriginal and Torres - Implement programs to improve access to wait listing, including
Strait Islander People in piloting a patient navigator program and the establishment of
Australia report. multidisciplinary pre- and post-transplant clinics)

- Create a framework for testing post-transplantation changes
through enhanced data collection and reporting
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Priority Three — Research and Data

What we hope to achieve

e A well-funded, coordinated MRFF Kidney Collaborative, resulting in significant advances in kidney
research and the translation of research into real world outcomes.

e Increased engagement of consumers through a comprehensive Kidney Consumer Research Hub linking
consumer and researchers in all stages of research from design to dissemination and translation of
findings.

e Enhanced data collection, evidence and research drives improvements in the effectiveness and efficiency
of chronic kidney disease prevention, treatment and support.

Why is this important?

Australia is conducting ground breaking research into kidney disease, from basic and clinical research
through to health services research. However Australia needs to take a more targeted, focused approach in
order to ensure kidney research outcomes ultimately translate to community health gains. The benefits of
making specific diseases national priorities are well demonstrated by the improvements in survival rates
across a number of cancers, including breast and prostate cancers that have accompanied the steady
increase in cancer research funding and public health intervention over several decades. Given the growing
social and economic burden of CKD, kidney disease requires the same sustained research focus to prevent,
manage, and, hopefully one day, cure kidney disease.

Kidney disease research is well aligned with key national research priorities, so there are opportunities for
greater access to research funding if kidney disease is prioritised and the kidney research community
coordinates its efforts. These priorities include the National Health and Medical Research Council (NHMRC)
focus on prevention, management and cure and the Medical Research Future Fund (MRFF) 2018-2020
priorities.

Consumer driven research is a key MRFF priority and there is a growing recognition of the importance of
patient led research internationally. Despite this, Australia lags behind on integrating consumer engagement
into health and medical research. Beyond an ethical imperative to involve patients in research, there are
significant advantages to consumer led research; involving patients helps optimize the design and
dissemination of research and ensure the effectiveness of resulting interventions. Involving patients provides
a deeper understanding of some of the key issues around kidney disease and facilitates translation into real
interventions with the potential to transform the lives of those living with kidney disease.

High quality, linked up data is essential to making inroads in kidney disease prevention, management,
treatment and research. Data underpins the actions across each of the priorities outlined in this action plan.
Data is routinely collected and effectively used at end stage kidney disease. The ANZDATA and TSANZ
databases collect a range of information about dialysis and transplantation that inform improvements in
ESKD treatment and renal service planning. The TSANZ report Improving access to and outcomes of kidney
transplantation for Aboriginal and Torres Strait Islander People in Australia demonstrates how effectively
data can be used to inform policy and practice changes, revealing the depth of the disparity in access to and
outcomes of transplants in Indigenous communities and highlighting key actions for change.
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However, little data is routinely captured at diagnosis and early treatment of early and mid-stage CKD, which
effects the ability to effectively manage/plan and evaluate the efficacy of treatments. Better data collection
and management within primary care is essential to addressing this gap.

Linking primary care data with ANZDATA and TSANZ databases as well as AIHW data will be key to building a
comprehensive picture of CKD in Australia, facilitating research and the monitoring and evaluation of policies
and programs.

What will be different?

A coordinated, strategic approach to kidney disease with key priorities agreed by the kidney research
community and consumers will result in better leveraging of existing funding and translation of research to
improved patient outcomes. Informed and engaged consumers will collaborate with researchers in all stages
of kidney disease research. Data will be used effectively to support ongoing improvements in kidney disease
prevention, detection and management.

3.Research

3.1. Establish an MRFF funded collaborative kidney research mission to increase strategic research
investment, foster cross collaboration and translate cutting edge research into real world outcomes
3.1.1 Establish a Kidney Australia needs to take a more targeted, focused approach to in order
Research Collaborative to  to ensure kidney research outcomes ultimately translate to community
develop and implementa  health gains
kidney research strategy
with targeted priorities Actions
*The Kidney Research Collaborative would develop and implement an
integrated kidney research strategy with targeted priorities, focused on
prevention, treatment and finding cures for kidney disease. An audit of
kidney research and research capacity in Australia to identify research
strengths, gaps and opportunities would be conducted to identify key
strengths, gaps and opportunities to inform funding.

This action will depend on developing strong partnerships between
researchers, medical professionals and nurses, policymakers, peak
bodies and community members.

3.1.2 National investment in Actions
kidney disease research. e Manage targeted funding opportunities for identified priority areas
from the MRFF and NHMRC
e Coordinate collaborative funding bids

3.1.3 Establish a Kidney Actions
Consumer Hub to * Establish a National Kidney Consumer Research Hub, in line with 2018
facilitate joint research MRFF priorities. The hub will be a key component of the national
priority setting and enable strategy for kidney disease, including research priority setting (Action
consumer driven, 3.1.1).

targeted research.
3.3. Use data, evidence and research to drive improvements in chronic kidney disease prevention,

treatment and outcomes
3.2.1 Implement nationally High quality, linked up data is essential to making inroads in kidney
consistent data collection  disease prevention, management, treatment and research. Data
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3.2.2

3.3.3

at all points of care to
support ongoing
improvements in kidney
disease prevention,
detection and
management.

Roll out an improved
Australian Health Survey
(AHS) in conjunction with
Australian Bureau of
Statistics.

Translate research into
practice through the
strengthening of clinical
guidelines and
implementation of living
guidelines.

underpins the actions across each of the priorities outlined in this

action plan.

Actions

e Increase CKD data collection in primary care (Actions 1.2.1, 1.2.2)

e Increase linkages between the breadth of CKD data collected,
including biospecimens and genomic, phenomic and multiomic data
where available.

e Ensure the long-term viability and currency of ANDATA /ANZOD
through:

- Secure and ongoing funding for medical director and staff for
ANZDATA/ANZOD

- Investment in IT infrastructure and platforms

- Expanding consumer engagement — including ready access through
IT portals (Action 3.2.1)

- Developing expanded outcome collections (PROMS)

- Driving the quality & safety / KPI agenda

The AHS provides vital information about prevalence of kidney disease.

The last survey was done in 2011-13, however no follow-up has been

funded.

Actions

*The continuation of the Australian Health survey. This supports a large
number of actions in this Action Plan. This would include the relevant
kidney disease questions and biomarkers of CKD.

Actions
*This action includes

- Supporting the Australian Living Evidence Consortium to build and
evaluate a world first, online, dynamically updated summary of
evidence to guide clinical practice and policy development

- Ongoing sustainable funding for the KHA-CARI clinical guidelines

- Aliving guidelines pilot to transform the KHA CARI guidelines into
living guidelines.

- research to inform optimal approaches to translating guidelines
into clinical practice
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Achieving Progress

Implementing the strategy

The success of this Action Plan depends on coordination and collaboration between many stakeholders
across all levels of government and the health system, the research sector and patient and community
organisations. Targeted and sustainable investment will also be required to achieve the strategy’s vision -
preventing CKD, providing high optimal and support for those affected by the disease and maximising the
outcomes of research. A vital first step in realising the actions outlined in the Action Plan is establishing a
steering committee to oversee the plan’s implementation. This steering committee would be tasked with
prioritising actions, identifying key partners and establishing processes to implement these actions. The
steering committee will also set implementation targets for the next five years as well as monitoring the
progress of the Action Plan’s implementation.

Key partnerships

e People affected by kidney disease, including their families and carers

e Australian and state and territory governments, departments of health and social services, and
agencies such as the Australian Institute of Health and Welfare and the Australian Commission of
Safety and Quality in Health Care

e Primary, secondary and tertiary healthcare providers in both the public and the private sector

e C(linicians, renal specialists and nurses

e Rural health organisations

e Aboriginal and Community Controlled Health Organisations and other representative stakeholders of
Aboriginal and Torres Strait Islander peoples

e Kidney disease consumer organisations

e Professional and peak bodies

e Research organisations and institutes

e Prevention organisations such as The Australian Chronic Disease Prevention Alliance (ACDPA)

e Industry, including the pharmaceutical industry and private health insurance

National Strategic Action Plan for Kidney Disease | Draft | April 2019 34







References

1. Australian Health Ministers’ Advisory Council, 2017, National Strategic Framework for Chronic Conditions.
Australian Government Canberra. Retrieved from
http://www.health.gov.au/internet/main/publishing.nsf/Content/AOF1B6D61796CF3DCA257E4D001AD4C4/
SFile/National%20Strategic%20Framework%20for%20Chronic%20Conditions.pdf

2. ANZDATA Registry. The 41st Annual ANZDATA Report. Australia and New Zealand Dialysis and Transplant
Registry, Adelaide, Australia. Retrieved from: http://www.anzdata.org.au/vl/report 2018.html

3.SJ, Chadban. Briganti EM, Kerr PK et al. Prevalence of kidney damage in Australian adults: The AusDiab
kidney study. J Am Soc Nephrol 2003 July; 147(7 Suppl 2):5131-S138.

4. Australian Institute of Health and Welfare 2011. End-stage kidney disease in Australia: total incidence,
2003-2007. Cat. no. PHE 143. Canberra: AIHW. Retrieved from
https://www.aihw.gov.au/getmedia/0b59410e-c277-4bde-8bd8-31054c51ee68/12787.pdf.aspx?inline=true

5. Johnson DW. Evidence-based guide to slowing the progression of early renal insufficiency. Evidence-based
guide to slowing the progression of early renal insufficiency. Intern Med J 2004 January;34(1-2):50-7.

6. Australian Institute of Health and Welfare 2014. Cardiovascular disease, diabetes and chronic kidney
disease: Australian facts: prevalence and incidence. Canberra, Australia: AIHW. Retrieved from
https://www.aihw.gov.au/getmedia/Oce5f234-0abf-41b9-a392-be5dd1e94c54/17034.pdf.aspx?inline=true

7. Hajhosseiny R, Khavandi K, Goldsmith DJ. Cardiovascular complications of chronic kidney disease. Int J Clin
Pract 2013; 67: 14-31.

8. Keith DS, Nichols GA, Gullion CM, Brown JB, Smith DH. Longitudinal follow-up and outcomes among a
population with chronic kidney disease in a large managed care organization. Arch Intern Med 2004 March
22;164(6):659-63.

9. Australian Bureau of Statistics 2013. Australian Health Survey: Biomedical Results for Chronic Diseases,
2011-12. Canberra: ABS.

10. Australian Bureau of Statistics 2012. Australian Health Survey First Results 2011-2012. Canberra: ABS.

11. Barr ELM, Magliano DJ, Zimmet PZ, Polkinghorne KR, et al. 2006. AusDiab 2005: The Australian Diabetes,
Obesity and Lifestyle Study. International Diabetes Institute, Melbourne, Australia.

12. Australian Institute of Health and Welfare 2017. Chronic kidney disease compendium. Retrieved from
AIHW: https://www.aihw.gov.au/reports/chronic-kidney-disease/chronic-kidney-disease-
compendium/contents/deaths-from-chronic-kidney-disease.

13. Australian Institute of Health and Welfare 2014. Projections of the prevalence of treated end-stage
kidney disease in Australia 2012-2020. Cat. no. PHE 176. Canberra: AIHW. Retrieved from
https://www.aihw.gov.au/getmedia/8caf25d6-b11a-41f7-8fad-1cca30fc6f3e/17373.pdf.aspx?inline=true

14. Hutchison AJ, Smith CJ, Brenchley PEC. Pharmacology, efficacy, and safety of oral phosphate binders.
Nature Reviews Nephrology 2011; 7:578-89.

15. Australia Bureau of Statistics 2014. Australian Aboriginal and Torres Strait Islander health Survey:
Biomedical Results, 2012-13. Canberra: ABS.

National Strategic Action Plan for Kidney Disease | Draft | April 2019 35




http://www.anzdata.org.au/v1/report_2018.html


https://www.aihw.gov.au/reports/chronic-kidney-disease/chronic-kidney-disease-compendium/contents/deaths-from-chronic-kidney-disease


https://www.aihw.gov.au/reports/chronic-kidney-disease/chronic-kidney-disease-compendium/contents/deaths-from-chronic-kidney-disease





16. Australian Institute of Health and Welfare 2015. Cardiovascular disease, diabetes and chronic kidney
disease-Australian facts: Aboriginal and Torres Strait Islander people. Cardiovascular, diabetes and chronic
kidney disease series no. 5. Cat. no. CDK 5. Canberra: AIHW.

17. Stumpers S, Thomson N 2013. Review of kidney disease and urologic disorders among Indigenous
people. Australian Indigenous HealthiInfoNet. Retrieved from
https://healthinfonet.ecu.edu.au/uploads/docs/kidney-review-2013.pdf

18. Wyld ML, Lee CM, Zhuo X et al. Cost to government and society of chronic kidney disease stage 1-5: a
national cohort study. Intern Med J 2015; 45 :741-7.

19. Cass A, Chadban S, Gallagher M et al. 2010. The economic impact of end-stage kidney disease in
Australia: Projections to 2020. Kidney Health Australia, Melbourne, Australia.

National Strategic Action Plan for Kidney Disease | Draft | April 2019

36











Northland DHB - May 2019






image3.emf
NZPeritonealDR_NRA B_NewsMay19.pptx


NZPeritonealDR_NRAB_NewsMay19.pptx
NZPDR (May 2019)

News

New website in final stages of upgrade

Annie Reynolds has stepped up with a view to taking over Chair role over the coming 12-18mths

ANZDATA MOU progress restarted following discussions with ANZDATA/Prof. Palmer/Dr Dittmer

Potential IT support person identified – now dependent on funding logistics

Annual PD report with National report as last year in process

Central roll in TEACH-PD – TEACH-PD Steering group formed

PD Peritonitis meeting pre-RSA planned



Risks

IT support remains solely with one individual who is also a full-time nephrologist

ANZDATA linkage issues due to change in ANZDATA dictionary – being addressed by CIO/ANZDATA team
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Waitemata DHB

News
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Risks

1 Interventional Radiology

2 In patient workload

3 Outpatient Nephrology follow up capacity
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Auckland DHB news.pptx
Auckland DHB

News

1 – Kereru on track

2 – dialysis house at Carrington site

3 – dialysis ports in many wards 

Risks

1 – green lane building

2

3
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Starship

News

1 Temporary increase in dietitan FTE

2 advert for clinical fellow post 2020

3 low transplant activity

Risks

SMO deficit till july 

2 large dialysis cohort

3 Workload risks SMO burnout
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Counties Manukau

News

1  New locum MOSS/NP position

2 NP intern position commenced

3 New in-centre spaces opened in MSC Satellite with self-care/home therapies re-located to Western Campus

Risks

1  Falling home therapies and resultant pressure on ICHD capacity

2  Financial pressures reported by our private provider of ICHD
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1. Received Accreditation for conducting Renal Procedures, in process of Accrediting Dr Williams also 



3. Establishment Collegial relationship with Auckland City Hospital. Negotiations to Transfer Kidney Biopsy samples to AKL hospital. 



4. Having a site visit for the Advanced renal trainee from RACP on 5th September 2019. 



5. Record number of the kidney Transplant in last year, 7 in year 2 in last 2 months all Deceased Donors.

6. Progressive increase in our Peritoneal dialysis number, with PD accounting for >  60% of the dialysis patients. (PD first Policy).

7. Dr Hayat now CD renal service 





Risks

Stable Dialysis numbers 



Progressive decline in the home hemodialysis numbers, mainly due to deaths and kidney transplantations.



Legacy effect persistent Low AVF numbers due to lack of on site Vascular surgeons earlier.
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HBDHB

News

1. Switched in-centre HD unit patients to CLEXANE anticoagulation May 2019.

2. Renal Unit Manager Adrienne Whelan has moved on to position as service manager operations directorate as at May 6th 2019.

Shaiju Thaikandy acting renal manager for now.  Job to be advertised. 

3. Colin Hutchison returning as full-time nephrologist July 15th 2019.

Have had locum cover 2 weeks/month from July 2018.

4. Have had first 2 Renal supportive care clinic – led by Renal NP Janine Palmer.  Well received by attending patients.  Staff involved have found immense value by participating in this clinic.

5.  In-centre HD numbers at lowest in 5 years (58 patients as at 6th May 2019).

Attributed to increasing PD numbers (now 40 patients),  pre-dialysis clinic process running smoothly including supportive care discussions, minimal “late” GP referrals and less “acute” starts via hospital front door.

Risks

1. Ongoing concern about high PD peritonitis rate. 

2. Ongoing impact of RMO RDO’s and strikes affecting continuity of patient care and unit structure/team consistency.  

3. Upcoming winter ‘flu season 

Vaccination for staff/patients May 2019

4. Cardiology department under resourced – ECHO request and reporting delays.  Can impact on transplant recipient work-up.
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CCDHB

News

1) Philip Matheson is now the clinical leader of the Wellington Renal Service

2) First Wellington ABOi transplant planned July 2019

3) Hutt Satellite plans progress slowly

Risks

1) See News no. 1

2) Transplant capacity threatened by single donor surgeon

3) Disruption + RDA strike
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Canterbury DHB

News

Surgery and ICU still recovering from effects of March 15th attack

New Home dialysis unit opening 29th April

Pam Mooi locum while JI and NC take sabbaticals

Risks

Lack of RMO cover

Building issues. Lack of space in hospital HD unit and repairs needed but taking forever to do

Lack of capacity –staff and space
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Southern DHB

News

Home HD training module well established and being audited. Once fine tuned happy to make available to other units



Risks

Hospital rebuild project has deemed home dialysis training unit out of scope

Meet with senior management to discuss this and being put in a yet to be developed work stream

Current unit recognized to be not fit for purpose but no development for replacement
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Report to the National Renal Advisory Board

2017 New Zealand Nephrology Activity report

NRAB meeting: May 8, 2019



Tēnā koutou Dr Dittmer (Chair) and NRAB members,

The 2017 New Zealand Nephrology report is now available for review by the members of the National Renal Advisory Board. 

The report summarises the practice patterns and outcomes for treatment of end-stage kidney disease in New Zealand for the calendar year January 1 to December 31, 2017. The information for the report is provided by New Zealand renal clinicians to the ANZDATA and NZ Peritoneal Dialysis registries.

The report is an important way for health providers and governing/advocacy organisations to monitor the quality of dialysis and transplant care and outcomes.

This letter summarises the key findings of the 2017 report for the NRAB and recommends a process for reporting the key findings to clinicians, District health Boards, the Ministry of Health, and consumers. 

I would urge the National Renal Advisory Board to consider how the Board might respond to the findings in the report, particularly where there is strong evidence of inequity in treatment practices and patient outcomes, large variation in practice outcomes between DHBs, and in instances where New Zealand does not meet international guidelines (e.g. peritonitis rates). 

Key findings

The number of people commencing treatment for end-stage kidney disease in New Zealand is now increasing at the rate of population growth, after exponential increases in the 1980s and 1990s (due to expanding patient eligibility and changing comorbidity).

Overall, the report shows there have been marked increases in deceased donor kidney transplantation rates in the last 5 years, with donation rates approaching parity with Australia. By contrast, there is limited expansion in kidney transplantation provided by the NZ Kidney Exchange. ABO incompatible transplantation is increasing markedly to expand the availability of live donor transplantation.

The report shows that diabetes is a fundamental cause of inequity in the incidence of end-stage kidney disease for Māori and Pacific patients. This disparity is beyond the scope of quality improvement by services treating end-stage kidney disease and requires an evidence-based national response for effective preventive interventions in primary care and public health.

Younger New Zealand patients are particularly vulnerable to experiencing a delayed referral to specialist nephrology care, with 40% of children and young adults starting dialysis less than 3 months after first specialist assessment.

There is a high use of tunneled dialysis vascular catheters in patients starting haemodialysis in New Zealand. No New Zealand DHB is meeting the current Tier 2 standard that 80% of all patients should start dialysis with an arteriovenous fistula or graft. 

Rates of peritoneal dialysis peritonitis in New Zealand are high and do not meet the International Society for Peritoneal Dialysis (ISPD) recommended standard of less than 0.5 episodes per patient year. Delays in commencing peritoneal dialysis as planned appear to be increasing at some DHBs. Peritonitis is costly to both patients and health services, with over half of cases leading to hospitalization and 4% of events leading to death.

Summary points

1. The rate of patients starting treatment for end-stage kidney disease in New Zealand is currently stable and in line with population growth. The number of patients who started treatment in 2017 and has increased 9% over the last 5 years (population increase 7.3%).

2. Pacific patients experience a 12-fold higher rate of starting kidney replacement therapy. Māori patients experience a 6-fold higher rate of starting kidney replacement therapy.

3. The incidence of dialysis treatment among patients 75 years or older is high and increasing.

4. Diabetes causes kidney failure in 74% of Pacific patients starting dialysis and 68% of Māori patients. This compares with 24% of European patients in New Zealand.

5. New Zealand European patients are much more likely to receive a pre-emptive kidney transplant (4– to 8-fold). 

6. Home haemodialysis rates are decreasing (after recent increases). It is possible this is related to increased transplantation rates.

7. Marked increases in deceased donor kidney transplantation since 2013 have resulted in the highest number of kidney transplants in a single year (187 transplants). The rate of kidney transplantation (40 per million) is now approaching that of Australia (45 per million).

8. Younger New Zealanders (25 years or younger) are particularly vulnerable to delayed referrals to specialist nephrology care. Nearly 40% starting dialysis are referred late.

9.  There is limited growth in transplants from the Kidney Exchange program. ABO incompatible kidney transplantation numbers are increasing sharply.

10. Transplantation rates vary substantially by District Health Board. Waikato DHB has a low but slowly increasing kidney transplantation rate.

11. Permanent dialysis vascular access is present in >70% of New Zealand haemodialysis patients although low among patients treated at Taranaki DHB.

12.  There is high use of tunneled dialysis vascular access catheters in patients starting haemodialysis in New Zealand. No DHB meets the current national standard for permanent access at start of dialysis.

13. Fewer than 25% of patients on haemodialysis at Taranaki DHB receive at least 4.5 hours of haemodialysis at each session. All DHBs are providing at least 3 sessions of haemodialysis per week.

14.  Delays in commencing peritoneal dialysis appear to be increasing at Hawke’s Bay, Northland, and Taranaki District Health Boards.

15. Rates of peritoneal dialysis peritonitis do not meet international guideline recommendations and lead to hospitalisation in half of cases.

16. Forty percent of dialysis patients with a haemoglobin >130 g/l are prescribed erythropoietin therapy.

17. Mortality rates among dialysis patients are within the expected range across all District Health Boards.



Recommendations:

It is suggested that the NRAB consider the report and approve for release after any suggested revisions.

The approved report should be sent by the National Renal Advisory Board to the Ministry of Health and organizations that have responsibilities for governance, quality improvement, advocacy, and monitoring of care for end-stage kidney disease. These include:

- Chief Medical Officer, Ministry of Health

- Clinical directors (renal) at District Health Boards providing dialysis and transplant services

- CEOs, District Health Boards providing dialysis and transplant services 

- National Renal Transplant Leadership team

- New Zealand Peritoneal Dialysis Registry

- Australia and New Zealand Society of Nephrology

- Consumer Council, Kidney Health New Zealand

- Board, Kidney Health New Zealand

- Members of the NZ chapter of the ANZSN

- Renal Society of Australasia New Zealand branch

- ANZDATA



The approved report should also be publicly released on the Ministry of Health website.



The NRAB may wish to consider specific advocacy or regulatory actions in response to the findings of the annual report. 



It is intended that the annual report will be available and presented to the NRAB at the May meeting each calendar year.



Nā,



[image: ]



Suetonia Palmer

Professor, Nephrologist, University of Otago, Canterbury District Health Board
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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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New Zealand Chapter of the ANZSN

Chair Report to NRAB meeting

8 May 2019



It has been a really busy and productive time for the ANZSN due to superb leadership in Jonathan Craig, and amazing executive support from Shaune Noble that has enabled some really transformative changes to occur.

New Zealand Nephrology annual meeting

The New Zealand Nephrology meeting program is now finalized. The meeting will be at the Intercontinental in Wellington on Friday October 18 through to Sunday October 20. The themes will be Pacific Health and diabetes. Dinner is booked at Shed 5. There will be an INSTEP workshop on Sunday and an RACP supervisor workshop in parallel. The local organizing committee is Murray Leikis and Leila The plenary speakers are Amrish Krishnan and Jeremy Krebs. There will be trial sessions, quality improvement discussion, and updates on the NZ report, NRTLT, and KPIs. The registration site will go live in the next week or so with an Early Bird rate. We have followed the ANZSN Sustainable conference guide and will consider consumer involvement in future meetings (for discussion).

The ANZSN ASM is in Hobart in 2020 

Constitutional review

There is a Constitutional Review Working Group considering the Constitution and whether it is fit for purpose. The key questions out for feedback are:

· New membership category for patients, carers and consumers

· Mechanisms for gender equity and diversity on Committees, Working groups, and Council

· Size of Council and involvement on non-members to help with financial and advocacy expertise

· Should there be an increase in the minimum number of Council members from NZ from 1 to 2 to provide fairer balance and representation?

· Council membership, timeframes, and overlap

Feedback period is now through to May 13. The Working Party will report to Council with recommendations – and the Constitution will be put to a vote at the AGM in September at the DNT. 

Strategic Plan

First ever (we think). Activities planned and resourced under headings of education, research, clinical quality, advocacy, and governance. Big ticket items are

· Increased formalized partnerships with KHA and KHNZ

· Work with RACP to embed research into core of training program

· ANZSIN within ANZSN

· Better strategy to engage with industry and partners

· Positional statement on care for Aboriginal and Torres Strait Islanders and Māori 

· Renal KPIs

· Define Consumer engagement mechanisms

· Increase policy and advocacy role of Society to government and NGOs



Deputy Chair of SPEC is up for grabs. Closing date later this month. Big focus on expanding SPEC from being the Committee that works on the ASM program, to one that has a bigger role in education for trainees and members.



Suetonia Palmer

Chair, New Zealand Chapter ANZSN
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NEPHROLOGY ADVANCE TRAINING —
DIALYSIS MODULE

Fredric Doss MHsc

Haemodialysis Educator, ADHB
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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

Nephrology Advance Training - Dialysis Module -8-





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

Nephrology Advance Training - Dialysis Module

-15-





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
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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
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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
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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
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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
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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

Nephrology Advance Training - Dialysis Module -36-





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

Nephrology Advance Training - Dialysis Module -37-
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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

4











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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ANZDATA_SlideJPotiki.pptx
ANZDATA - agreement

Agreement for services to 30 June 2020

Following an independent review there is a recommendation that, in future, we:

Improve focus – sector’s key priorities

More clearly define service expectations

Have improved accountability mechanisms

Assumptions:

Ministry funding will remain at the same level

The Ministry will include a requirement to provide us with access to our own data

That ANZDATA complies with NZ HISO standards for data security

That Ministry and sector priorities can be incorporated into future agreements

How does NRAB want to be involved in setting the service requirements?
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Sheet1

		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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Collaborative Approach to Renal ITin Aus/NZ
Proposal how RenalReality can make it happen
NRAB November 2018 - Wellington

ealthCART
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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

1 Introduction 1. Surveillance 1. Migration 1. Private entity
2. Designs basics 2. Clinical DMT 2. Collaboration 2. NRAB (clinical)
3 Granulated coding 3. Saving Money 3. Funding 3. DHB Renal
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Coded by myself and went live 2011. Converted to P
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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

HealthCART R — . Eemw 0 e
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Toll Free (USA) : 1800-416-8841 | (India) : 1800-102-0134 | +65 31591228 (Singapore) | +44 7377514169 (UK)) | +64 220749178 (NZ) ROTS APPS DIGITAL loT

+4748086682 (Norway) | Whatsapp: +91 9999525801 | www.mobiloitte.com | connect@mobiloitte.com E E E m ﬂ n m
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Clinical integration of Renal app

Patient Doctor

Phimancare

AWEIFSSSS :
SCHEENING

Information
Technology

OWHERSHIP Shareaicarne

1. Introduction 1. Surveillance 1. Migration 1. Private entity
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2. NRAB (clinical)
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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

Backaground

1. Introduction
2. Designs basics
&, Granulated coding

Benefits

1. Surveillance
2. Clinical DMT
3. Saving Money

Implementation
Migration
Collaboration

1.
2.
B Funding

Stakeholders

1. Private entity
2. NRAB (clinical)
3 DHB Renal






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

250000_0 TARAMAR ST RHE T HEALTH- B AR B

2000000 \
1500000 -+
1000000 -+
500000 -+
O | | | | | | | | | | | | |
* O O A & O O N A9 DY KX B o A
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FTESE TS S S S S S S O
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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

<b ’\ @ O O N 9 v K v o0 AW
Q Q Q Q Q Q N N N N N N N N N
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Any questions?

Renal Reality
I

ealthCART

RENAL CARE IN YOUR HANDS

1. Introduction 1. Surveillance 1. Migration 1. Private entity
2. Designs basics 2. Clinical DMT 2. Collaboration 2. NRAB (clinical)
&, Granulated coding 3. Saving Money B DHB Renal
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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
Background Benefits Implementation Stakeholders
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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)
&, Granulated coding 3. Saving Money 3 Funding B DHB Renal
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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.

1. Introduction 1. Surveillance 1. Migration 1. Private entity
2. Designs basics 2. Clinical DMT 2. Collaboration
&, Granulated coding 3. Saving Money 3. Funding

2. NRAB (clinical)
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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

Mobiloitte

Toll Free (USA) : 1800-416-8841 | (India) : 1800-102-0134 | +65 31591228 (Singapore) | +44 7377514169 (UK)) | +64 220749178 (NZ) ROTS APPS DIGITAL loT

+4748086682 (Norway) | Whatsapp: +91 9999525801 | www.mobiloitte.com | connect@mobiloitte.com E E E m ﬂ n m
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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

Mobiloitte

Toll Free (USA) : 1800-416-8841 | (India) : 1800-102-0134 | +65 31591228 (Singapore) | +44 7377514169 (UK)) | +64 220749178 (NZ) ROTS APPS DIGITAL loT

+4748086682 (Norway) | Whatsapp: +91 9999525801 | www.mobiloitte.com | connect@mobiloitte.com E E E E m ﬂ n m
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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

WITIVIITIWNTIYL.

service providers for the best healthcare services LI

with universally accessible secured cloud based

Chandu G
. ‘ Mo appoirmments Sotedulzs Sctup Calerdar
electronic health records
. Chandu G :'f'. ';II} a
:»' &y Fanlam L Wy Faclides Mzasage
Ajd|dnhd)fff.. ]
® - A
Hemfizaien Eilirgy sl rrscwns
. Chandu G

Healthcare Service

Mobiloitte

Toll Free (USA) : 1800-416-8841 | (India) : 1800-102-0134 | +65 31591228 (Singapore) | +44 7377514169 (UK)) | +64 220749178 (NZ) BOTS APPS. DIGITAL loT
+4748086682 (Norway) | Whatsapp: +91 9999525801 | www.mobiloitte.com | connect@mobiloitte.com E E m n n m
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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

Mobiloitte
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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

BOTS APPS.DIGITAL laT
+4748086682 (Norway) | Whatsapp: +91 9999525801 | www.mobiloitte.com | connect@mobiloitte.com E m B m n n m

Toll Free (USA) : 1800-416-8841 | (India) : 1800-102-0134 | +65 31591228 (Singapore) | +44 7377514169 (UK)) | +64 220749178 (NZ)
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Mobile | Web | Blockchain | loT | Bots Renal Rea‘ |J[\/ software solution for CKD

Releases | St:kg:i\:'l‘ctl:rs N at | 0 n a l.
Renal

e Advisory
G Board

&

Architecture
Design

HealthCART

RENAL CARE M YOILUR BARDS
4—0 Interface
(o) et Design
“'/edge Tta“s‘ -

Build
&

: Implementation
Unit test P '

Mobiloitte
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Mobile | Web | Blockchain | loT | Bots Renal Rea‘ |J[\/ software solution for CKD

N Z D H B S Releases Stakeholders N at I ond l-

‘ N2 Renal

“anaisis Advisory
System Board

&

Architecture
Design

HealthCART

e : RENAL CARE [h YEIUR HANDS
NG, £ Interface
W, Design

<
ledge Tran™"

Build
&
Unit test

Implementation
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Mobile | Web | Blockchain | loT | Bots Renal Rea‘ |J[\/ software solution for CKD
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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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