National Renal Advisory Board Meeting




	MEETING DETAILS

	Date and time:
	9.30am to 2.30pm Wednesday 15 November 2017

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



	Committee Members

	Ian Dittmer (Chairperson),  Kay McLaughlin, Fredric Doss, John Schollum, Catherine Tracy, Kimberley Reimers, Mark Hodge, Max Reid, Jenny Walker, Nick Cross, Chris Hood, Murray Leikis,  Sue Riddle, Jane Ronaldson (Phoned in)

	Apologies
	Annette Pack, Tonya Kara, Jenny Walker, Kimberley Reimers, Mark Hodge

	Guests
	Sarah Penno (Pharmac), Paul Jarrett (Dermatologist), Jane Potiki (Ministry of Health)

	Minutes Taken By
	Prue Fieldes



	No.
	Item
	Discussion/Action
	Responsibility

	Minutes

	
	
	
	

	General Business

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

	

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

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

	





	
	New Members


New Consumer Rep
	Sue Riddle (to observe ongoingly), Jane Ronaldson (will attend 14 March meeting, some meetings she will phone in to).

3 nominees were discussed and Yang Zhang-Farhi was voted in and will attend NRAB meetings from now on. Ian Dittmer to talk to Zhang and Max Reid also to contact her and associate her with Kidney Health Consumer Council.  
	


Ian Dittmer/ Max Reid

	Regional Roundup

	3
	Regional Updates

Northern
















	Northland DHB (Ian Dittmer)
Having difficulty with access to PD list.  Chris Hood will talk to Walaa Saweirs regarding this and ensuring that infrastructure issues are identified within the long term Regional Investment Plan.  Chris Hood and Murray Leikis to offer to discuss with Walaa Saweirs.  

Murray Leikis and Kay McLaughlin to develop a national survey regarding dialysis access and ask Clinical Directors and Nurse Specialists to complete. 




Waitemata DHB (Ian Dittmer)
Poor access to surgery.  Two or three Interventional Radiologists have resigned.  Negotiations are underway with Auckland.

Auckland DHB (Ian Dittmer) 
Community Dialysis Unit funding organised for Satellite Unit in Glen Innes. More Transplants have been done so far this year than any entire year previously. 

Starship Hospital (Jane Ronaldson):
Tonya Kara has resigned from NRAB and Jane Ronaldson to be the replacement Paediatric Rep.  She will attend next meeting on 14 March in person, however, sometimes will phone in.  
They are 2 physicians down and are actively trying to recruit..  Maria Stack is going to do some locum work. 

Counties Manukau DHB (Catherine Tracy)
There are facilities issues and there is a meeting in December to seek funding approval for redevelopment of Scott Dialysis Unit.  Western Campus Building which is the base for home therapies remains in poor repair.
Fredric Doss NZBDP Chair presented to CMDHB Leadership Team regarding Clinical Renal Physiologists National Scopes, Competencies, Registration Board updates etc. 
Implementation of broadened Medication Administration for Renal Physiologists to practice at the top of the scope underway.

	Ian Dittmer/ Chris Hood/ Murray Leikis/ Walaa Saweirs

Murray Leikis/ Kay McLaughlin/ Clinical Directors/ Nurse Specialists









Jane Ronaldson



Catherine Tracy/
Chris Hood

	
	Midland
	Waikato DHB (Mark Hodge)
There is a new renal physician Drew Henderson. 

Taranaki DHB: (Ian Dittmer)
No response.
	









	
	Central
	Hawke’s Bay DHB (Colin Hutchison)
Now have third nephrologist.  In 12 months hope to increase nephrology staffing further.  Refurbished new building has just been opened.

MidCentral DHB: (Max Reid)
There are 5 chairs in Levin.  Wanganui DHB are looking at appointing 1.0FTE Nurse Practitioner. They are also looking at setting up their own Renal Service.


Capital & Coast DHB and Hutt (Kay McLaughlin)
There is a full complement of staff.  Transplant is on track for good year.  They are moving out of campus office space and going to offices in the old building.
New Dialysis Unit in Hutt Region is a few years away.  
	




Max Reid




Kay McLaughlin

	
	South Island

	Upper South Island (Nelson)
Nelson to decant dialysis from ICU.  This is a work in progress.  Fredric Doss to help out if technical support required.

Canterbury DHB (Nick Cross)
There has been an error with budget with new Home Training Facility with a $1million shortfall. 
   
Southern DHB (John Schollum)
Their Unit is substandard and there is a basic plan for a significant out-patient based community building.  There are issues as to where a central facility might go.  The first meeting is next Tuesday.  Fredric Doss to help out if technical support required

Ian to design a template with a sheet for each DHB and could sent out to Clinical Directors in advance re Buildings, Staff and Risk Registrar.  
	
Jason Wei or Fredric Doss

Nick Cross


Jason Wei or Fredric Doss



	  New Business      

	4
	Correspondence
	Tonya Kara, has advised the Chair of her resignation from NRAB.  


	Ian Dittmer

	  Medicines/Pharmac   

	5
	Ferrinject




Cinacalcet





	
[bookmark: _MON_1565166984]Ian Dittmer to ask Tonya Kara how it will work.

Cannot get long term Cinacalcet.  Ian to follow up with a letter. 

Ian to give Pharmac a ring re a regular report for renal advisory committee.





	Ian Dittmer




Ian Dittmer






	  General:  

	6
	REDUCCTION Trial
	
[bookmark: _MON_1572353830]Embedded document discussed.It is outside NRAB’s role to comment on 
Clinical Trials.  Ian to respond to Walaa Saweirs.  

	




Ian Dittmer

	7
	NZ Chapter of the ANZSN

	From 10 May 2017 meeting, no update 9 August meet.
The NZ chapter will meet in 2017 in Queenstown in August for two full days.

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

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

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

The International Congress of Nephrology meets in Melbourne in 2019

From this Meeting:  Annual meeting was the middle of October with 65 attendees and made a small profit.  Normally don’t go back to same venue but Queenstown was popular so will go back there again next year.  
There is enthusiasm for Research in New Zealand.  There were good presentations from registrars and Sarah Gleeson won the prize.  There have been 2 issues with ANZSN over the last 3 years.  There has been a change of governance; DNT have new policy advisory committee.  Now have teleconference meetings and new work streams.  
There is renewed focus on supporting renal services in the wider Pacific Region.  
Next Council Election is around May 2018 and Murray Leikis to send out to Nephrologists around March to see whom to take on role.  
Initial discussion undertaken to form a Research Network Group.  Suetonia Palmer will lead this.

	












Murray Leikis






Suetonia Palmer

	8
	Nephrology Advanced Training 

	There are a few subtle changes re Advanced Trainees e.g. Projects to be in by specific dates.    Colin Hutchison is the lead and he is to be asked to do a report. Ian to ask Colin to do this.

	Colin Hutchison 

	9
	ANZDATA
	It has been a busy year.  3 Kiwis are on steering committee.  Rachael Walker has now stepped in for Tonya Kara.  Michael Collins is involved as well.  ANZData is currently undergoing external review.  New Zealand Working Group developed.  Meetings in 2018 to be quarterly.  Current Information Sheet to be replaced. There are ongoing issues with Key Performance Indicators. What is the best way of reviewing?  Next report due early in New Year – March/April. 
Ian Dittmer to send out a suggestion that Suetonia Palmer be invited to attend in person for next NRAB meet 14 March 2018.  
Murray Leikis is on KPI Committee.   Initially it was Australian based – they can learn from us and a member from New Zealand is needed.  Murray Leikis will canvassing for interest.
Suetonia Palmer is happy to work through everyone on ANZData to have their Postcodes on.  This to be done annually (people putting in Hotel address has been a problem).
	



Ian Dittmer


Murray Leikis

Suetonia Palmer


	10.
	National Viral Screening and Protection in Haemodialysis 

	Three major viruses being looked at.  There are different practices.  Murray Leikis and Fredric Doss sent Minimum Standards document to NRAB members.   All members to feedback to Murray Leikis and a copy to Fredric Doss by mid December.  After feedback received it will be put on website.  Consent for blood tests was discussed but nothing finalised and Ian Dittmer offered to ask Health Lawyer re consenting. 
	
Murray Leikis/ Fredric Doss

Ian Dittmer

	11.
	Emergency  Management
	From 9 Aug 17 Meet: Kay to follow up on the website /feature for  Emergency Management Information System (EMIS), which is a sharepoint system, with ‘RealMe’ access that provides a common platform to support collaboration across health services. Some of the features of the site are:
· Broadcast information 
· Shared calendar
· Instant messaging
· Discussion forum

Action: Kay to follow up with Kate Crawford.
From this Meet:  Kay McLaughlin has had lack of replies. Kay McLaughlin to send Ian Dittmer email re holiday dialysis.




	







Kay McLaughlin/ Ian Dittmer



	CKD

	12.
	Late CKD Database
	Pre-Dialysis Group met and discussed a CKD database created by nursing staff.  Ian Dittmer is happy to continue to work with group.  Colette Meehan willing to provide assistance.  A spread sheet is required that cannot be added to.  Angus Turnbull (IT savvy) to talk to Nick Cross.  
Ian Dittmer to organise teleconference in December and also get a 1 page report from Steering Committee.  

	Ian Dittmer
Angus Turnbull/   Nick Cross

	Dialysis

	13.
	PD Registry Update/PDOPPS Update
	From 9 Aug 17 Meet: Funding for PD registry from MOH channelled through ADHB Renal had 75% reduction due to miscommunication in forecasting/budgeting, Ian addressing this and will be resolved soon.
From this Meet: Not everyone is contributing to PD Registry i.e. Counties and Christchurch.  (Counties already collecting 2 other databases).  Walaa Saweirs to be invited to join teleconference at next meeting fro further discussion.

	Ian Dittmer/ Murray Leikis

	14.
	Dialysis Contracts/
Pharmac
	From 9 Aug Meet: Current situation and update regarding Peritoneal Dialysis and Haemodialysis contract presented by Wilfred Rodrigues, Aimee Aspinall (Health Alliance) and Sarah Penno (Pharmac). 


From this Meet:    RFP for HD contract is in planning phase.  Sarah Penno thanked DHB’s whom met with Pharmac. She met with Walaa Saweirs and has also been to Waikato and Capital Coast and is endeavouring to go to Southern.  Sarah Penno to email John Schollum for contact.  Pharmac hoping to have RFP out at end of February beginning March.  Suppliers to put through proposals.  Pharmac can set up arrangements.  Catherine Tracy said they had found process incredibly complex especially haemodialysis and is concerned about degree of consultation before going out to RFP.  Catherine Tracy to send Sarah Penno Health Alliance document. 
National Renal Advisory Board are the group for Pharmac to come back to for general checking in and keeping progress going.  Sarah Penno to be invited to NRAB meetings for the next 2 years.

Sarah Penno circulated embedded document on Device Advice at meeting.  





	Wilfred Rodrigues/ Aimee Aspinall/ Sarah Penno













Catherine Tracy

Sarah Penno




	Transplant

	15.
	National Transplant Activity 






	
Nick Cross Presented (see embedded document).  
Ongoing significant increase in deceased donation rates in NZ, thanks to good progress by ODNZ and ICUs. Helpful to provide feedback to ICUs about their good work.
Slower LD numbers this calendar year accounted for by slower start to the year
	Nick Cross

	Ministry of Health

	16.
	Live Organ Donors
	Jane Potiki presented on Organ Donors and Weblink to the current information: http://www.health.govt.nz/your-health/conditions-and-treatments/treatments-and-surgery/draft-organ-donations-and-transplants/live-organ-donation 

Weblink that will go live on 4 December:www.health.govt.nz/liveorgandonation 
	Jane Potiki

	17.
	Update from Kidney Health New Zealand


	Compensation for Live Donors is coming along well. Training to be provided to Live Donor Coordinators re new compensation regime.  
 
There is a continuing lack of communication regarding where the implementation of the Deceased Organ Donation Strategy is up to. The Sector Working Group was clear that, whatever for the Ministry decides the new ‘national coordinating body’ should have, and where it should sit, an ongoing Sector Advisory Group is required. 
 
The KHNZ Board has adopted a comprehensive fundraising strategy to ensure ongoing sustainable income. A fundraising Coordinator will be appointed in the New Year.

	

Max Reid




	Standard Report Updates

	18.
	Subcommittee reports

1. Standards & Audits

2. RSA / Nursing Advisory Group


3. NZ Board of Dialysis
Practice
	


Updated Standards document:- references to be updated and published on NRAB website. 


The RSA New Zealand/NZBDP (Joint) Symposium was being held on 17 November in Auckland, expecting about 70 delegates.
The NAG Group is working on workforces survey and nephrology skills framework.

Next Board Meeting is tomorrow and Annual General Meeting on Friday.  Competency and Scopes Document reviewed and updated to reflect changes to Australian NZ Society.  Australia and New Zealand Society of Renal Dialysis Practice will be launched on 17 November.   One day Vascular Access Workshop to be in Auckland on 16 November 2017.  1 Day Renal Pharmacology Course on 18 November 2017 at MIT.  Seven students at Manukau Institute of Technology.   A Road Show is planned for December 2017 to Northland DHB. A Road Show to CMDHB done in October 2017. Dave Lilley Memorial Education Scholarship established by NZDPB.  
Clinical Physiologists Registration Board is planning to implement a new portfolio system for continuing professional development from 2018.  
	


Fredric Doss


Mark Hodge/ Kay McLaughlin



Fredric Doss

	19.
	Ministry of Health
	Jane Potiki did a good job re Live Donor Policy.  It will be 6 months before it is sorted with the new Minister.
	Jane Potiki

	Other business

	20.
	CMDHB Non-Resident
	

Feedback from NRAB and MOH has been requested.  The policy was discussed and Ian Dittmer will draft a letter detailing this discussion. 
	NRAB/MOH




Ian Dittmer




	21. 
	Immunisations
	

Immunisation for adult dialysis and transplant patients updated by Susie ??  One process is required to run through Immunisation people.  There are links to their Website.
	Ian Dittmer/Nick Cross/John Schollum

	22. 
	New Zealand Meeting/RACP Workshop
	This to be 12, 13 and 14 October 2018.
	

	23.
	Dates for NRAB Meet 2018
	Wednesday 14 March 
Wednesday 9 May 
Wednesday 8 August 
Wednesday 14 November 
Venue:  Ministry of Health, Wellington
	

	Next meeting

	Date:  14 March 2018
	Time: 9.30am-3.00pm
	Venue:   Room GC.3 – the same room we used 9 August 2017
Ministry of Health, 133 Molesworth St, Wellington



											
8
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[bookmark: _MailOriginal]From: Ian Dittmer (ADHB) 
Sent: Wednesday, 08 November 2017 12:01 p.m.
To: Prue Fieldes (ADHB)
Subject: FW: REDUCCTION Trial







Ian



Ian Dittmer

Transplant Physician and Service Clinical Director – Dept Renal Medicine

Hon. Senior Lecturer - University of Auckland

Chair – Clinical Ethical Advisory Group - ADHB

Chair – National Renal Advisory Board

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

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

 



From: Walaa Saweirs (NDHB) 
Sent: Friday, 22 September 2017 5:23 p.m.
To: Jennifer Walker (NDHB); Ian Dittmer (ADHB); 'Annette_Pack@moh.govt.nz'; Catherine Tracy (CMDHB); Chris Hood (CMDHB); Fredric Doss (ADHB); John Schollum; Kay McLaughlin [CCDHB]; Kimberley Reimers; 'Mark Hodge'; Max Reid; Murray Leikis (Murray.Leikis@ccdhb.org.nz); Nick Cross; Tonya Kara (ADHB)
Cc: David Semple (ADHB); 'skotwal@georgeinstitute.org.au'
Subject: REDUCCTION Trial



Hi all,



I was wandering if I could make a further plea to the NRAB to look at taking part in the REDUCCTION project which would allow NZ units to at least collect haemodialysis line data in a uniform manner through an online data gathering tool to allow real time, standardised reporting and benchmarking on line outcomes.  If this happened as a NZ wide event then it would provide a great resource for reviewing NZ practice and variation of practice.  For most units the data is likely gathered already so it’s only a different rather than new process.  We would be able to provide the data in their observational phase to improve their data set, and there is potential to do this in a secure way (Gerald informs me that its relatively straight forward via “hashing”…and that’s as much as I understood other than it’s the same tool banks use with our on-line pins etc) and I’m assured that the online data system will exist beyond the lifetime of the project at very little cost.  I know that David Semple raised this with some of you in July.  I was at the ANZSIN and met up with Sradha and Sarah, and was trying to keep this issue on the NRAB agenda as I would echo David’s sentiment that this would be extremely useful to standardise and compare practice across NZ.



I’ve copied both David and Sradha into this plea.



In case you want to have another look at the tool:

In order for sites to get a feeling for what the data collection would involve, please find link to the REDUCCTION Training website below. This is basically identical to the live website. Use the specified user login details to enter some test patient details and have a play with the system.

 

Web address:     http://reducction-testing.herokuapp.com/users/sign_in#

user login:           hospitaluser@example.com

Password:           password



 Best wishes and many thanks for your consideration.



Walaa



Dr Walaa Saweirs,

BSc(MedSci)(Hons), MBChB(Hons), PhD, FRCP(Ed), FRACP

Consultant Nephrologist and Honorary Senior Lecturer (University of Auckland),

Clinical Director for Nephrology (Northland District Health Board),

Chair of New Zealand Peritoneal Dialysis Registry,

Renal Unit,

Whangarei Hospital,

Northland District Health Board,

Maunu Road,

Private Bag 9742,

Whangarei 0148

 

Mobile: 021 575497

Fax: 09 470 0050

Respect our time: see http://emailcharter.org/ 







From: Jennifer Walker (NDHB) 
Sent: Friday, 22 September 2017 1:26 p.m.
To: Walaa Saweirs (NDHB)
Cc: Ian Dittmer (ADHB); 'Annette_Pack@moh.govt.nz'; Catherine Tracy (CMDHB); Chris Hood (CMDHB); Fredric Doss (ADHB); John Schollum; Kay McLaughlin [CCDHB]; Kimberley Reimers; 'Mark Hodge'; Max Reid; Murray Leikis (Murray.Leikis@ccdhb.org.nz); Nick Cross; Tonya Kara (ADHB)
Subject: Email list for NRAB



Hi Walaa.

Attached are the NRAB email’s as discussed.



Sorry to add to everyone’s inbox but it is the easiest way to convey the list. 



Jenny
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Health Alliance Update to NRAB Meeting Aug 2016.pdf
09" AUGUST 2017

PD UPDATE
SHORT TERM STRATEGY - 2016

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

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

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

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

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

LONG TERM STRATEGY - 2017

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

Timelines — August 2016 to April 2017

POSITION TILL DATE

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

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

Response disseminated to DHB’s first week of March 2017





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

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

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

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

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

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

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

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

End November 17
— Execute Contracts with National T & C’s
— Individual DHBs Pricing schedule as per clinical requirement
— Potential for Regional Cost to Service
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DeviceAdvicePharmacSPenno_Nov17.pdf
RS cvice Advice

SRS P ) Your update on PHARMAC's hospital medical devices work

w 70 C'B ~
© /% HOSPITAL Issue 25 - October 2017

In brief In this issue
« Release of Request for Proposal (RFP) for non-surgical . Consultations
antimicrobial hand hygiene products . Requests for Proposals

Category updates

« RFP for needles/syringes soon to be released
; Upcoming activity
» RFPs for market share for permanent coronary drug eluting

stents coming soon

- Ongoing contracting continues in six categories.

Our work to date

As at 1 November 2017, the
Pharmaceutical Schedule will include
around 69,000 line items from 35
suppliers. These contracts cover
approximately $155 million to $165
million of annual DHB expenditure.

Consultations A I:
PHARMAC has sought feedback to list the

following products in the Pharmaceutical 4 __T (4
NOVEMBER 1 2017 [E4
4-

- Medical thermometer products

supplizd by Terulmo Ausltralia Pty ]
Limi - i 5pm, 3 o
st omseacacan> wnen or e meMs oNThe OUPPLIERS

I HRMCHTOLSCRINE T 155

69 UU“ S MILLION
’

closes 5pm, 6 November 2017.
OF ANNUAL DHB EXPENDITURE






Issue 25 — October 2017

Requests for Proposals

- Interventional radiclogy products — the RFP closes 30 October
2017.The interventional radiology category covers devices used
in minimally invasive, image-quided, diagnostic and treatment
procedures through either the skin or peripheral blood vessels.
These products comprise around $20 million per year in District
Health Board spending, and have similar types of suppliers to
interventional cardiology.

- Drug eluting stents - in early November, we plan to release
an RFP for dual and/or sole supply market share of permanent
coronary drug eluting stents. These products are the biggest
single segment in interventional cardiology, covering
approximately $8 million per year in annual DHB spending.

« Non-surgical antimicrobial hand hygiene products — RFP released
on 25 October 2017.

- Needles and syringes — RFP to be released in next two months.

Category updates
Interventional cardiology

The release of the RFP for coronary drug eluting stents (DES)
follows advice from the Interventional Cardiology Advisory Group
in August to assist PHARMAC's future strategy for managing
interventional cardiology devices. Advance notice of the RFP has
been published on GETS and on the PHARMAC website.

A supplier briefing will be held in the week following the
publication of the DES Market Share RFP. Click here to register.

Date: Wednesday 15 November 2017
Time: Tpm

Location: Takaparawhau Board Room, BNZ Partners Business
Centre, Level 8, Deloitte Tower, 80 Queen Street, Auckland

Wound care products

PHARMAC continues to work closely with DHBs as they monitor
their compliance levels in relation to the wound care market share

agreements.

Work has now commenced on the post-implementation review
which is being undertaken by an external research company. We'll
be following up with DHBs and suppliers to get input into this
review.

Upcoming activity
Endomechanical and electrosurgical products — work is now
underway with an RFP to follow soon,

Contracting activity
— work continues with activity in the following categories:

- Anaesthesia consumables

« Medical Thermometers

- Negative pressure wound therapy products

» Orthopaedic products

- Respiratory equipment and consumables (including suction)

«VTE prevention devices.

Conferences
PHARMAC will have a stand at the following conference:

« New Zealand Anaesthesia ASM 2017, 8-11 November 2017,
Rotorua.

If you are attending, make sure you stop by to have a chat.

We also had a stand at the recent 44th Annual Conference of
Perioperative Nurses 2017, held in Napier on 19-21 October, and it
was great to have the opportunity to speak with many attendees.

Keeping informed

Stay up to date with what's happening in each category or

you are welcome to contact us directly at:
enquiry@pharmac.govt.nz or 04 460 4990.

You can also find all our medical devices listed under Part lll of
the Pharmaceutical Schedule.

Feel free to circulate this newsletter to anyone you think
might be interested.

New Zealand Government
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NRTS Living Donor Kidney Transplant Target (actual 2016 totals)
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Discrepancies remain



Case mix unadjusted

Dialysis acceptance

Preemptive LD rate









Centre Waiting Lists





2012	Northland	Waitemata	Auckland	Counties	Waikato	Taranaki	Palmerston	Hawkes Bay	Wellington	Nelson	Christchurch	Southern	Starship	23	54	57	99	52	10	17	19	44	13	33	15	7	2013	Northland	Waitemata	Auckland	Counties	Waikato	Taranaki	Palmerston	Hawkes Bay	Wellington	Nelson	Christchurch	Southern	Starship	24	53	51	102	49	6	21	24	43	10	32	12	6	2014	Northland	Waitemata	Auckland	Counties	Waikato	Taranaki	Palmerston	Hawkes Bay	Wellington	Nelson	Christchurch	Southern	Starship	32	53	57	89	44	13	16	29	43	10	40	15	2	2015	Northland	Waitemata	Auckland	Counties	Waikato	Taranaki	Palmerston	Hawkes Bay	Wellington	Nelson	Christchurch	Southern	Starship	27	54	60	103	54	13	17	25	52	8	37	16	3	2016	Northland	Waitemata	Auckland	Counties	Waikato	Taranaki	Palmerston	Hawkes Bay	Wellington	Nelson	Christchurch	Southern	Starship	30	65	56	102	52	15	12	16	62	9	35	15	3	
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2012	Northland	Waitemata	Auckland	Counties	Waikato	Taranaki	Palmerston	Hawkes Bay	Wellington	Nelson	Christchurch	Southern	Starship	23	54	57	99	52	10	17	19	44	13	33	15	7	2013	Northland	Waitemata	Auckland	Counties	Waikato	Taranaki	Palmerston	Hawkes Bay	Wellington	Nelson	Christchurch	Southern	Starship	24	53	51	102	49	6	21	24	43	10	32	12	6	2014	Northland	Waitemata	Auckland	Counties	Waikato	Taranaki	Palmerston	Hawkes Bay	Wellington	Nelson	Christchurch	Southern	Starship	32	53	57	89	44	13	16	29	43	10	40	15	2	2015	Northland	Waitemata	Auckland	Counties	Waikato	Taranaki	Palmerston	Hawkes Bay	Wellington	Nelson	Christchurch	Southern	Starship	27	54	60	103	54	13	17	25	52	8	37	16	3	2016	Northland	Waitemata	Auckland	Counties	Waikato	Taranaki	Palmerston	Hawkes Bay	Wellington	Nelson	Christchurch	Southern	Starship	30	65	56	102	52	15	12	16	62	9	35	15	3	

















Discussion points

Dramatic increase in overall transplant

110 static for 10+ years to 172 2016

Continued steady progress at increasing LD numbers

LD increase less than (very optimistic) target

Slower 2017 LD

DD effect on LD likely

Deceased donor activity continues to grow

Thanks to excellent work by ODNZ and ICU colleagues

Overall rate of growth of transplants pmp is very quick

Difficult to sustain?

Pressure on transplant services (esp Auckland)



























Metrics

QIM1 and 2

Ongoing for last 18 months or so

Data from Tx Centres (coords, spreadsheets)

QIM3,4,5 

Still in development

Pretty close

Data from referring and transplant centres (coords, spreadsheets)











QIM Definitions

QIM1 – LD Time from ACCEPTED and READY to transplant (<120 days)

QIM2 – LD Proportion premptive or EARLY

QIM3 – ESKD population with decision about tx assessment (100%)

QIM4 – Recip time in assessment

QIM5 – Donor time in assessment









QIM1 2016 – Time READY to Transplant (aim < 120 days in all)











QIM2 2016 – Proportion Preemptive or Early











QIM Definitions

QIM1 – LD Time from ACCEPTED and READY to transplant (<120 days)

QIM2 – LD Proportion premptive or EARLY

QIM3 – ESKD population with decision about tx assessment (100%)

QIM4 – Recip time in assessment

QIM5 – Donor time in assessment









QIM 3: (Canterbury)

 











QIM4: Recipient Workup Time (IGNORE Q2 and Q3)











QIM5: Donor Workup Time











NRTS Process mapping 17/18











What is process mapping?











We hope to see you soon

Enable detailed understanding of differences in processes

Develop improvement plans with units

Skilled facilitator and me, with you and your team

One meeting, face to face

Detailed, agreed ‘map’

Subsequent suggestions for change

Three units before Xmas

Canterbury, Palmertson North (yesterday), Taranaki (next week), Northland (Dec)
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"Increase the volume of live donor transplantation by 10 per annum form a base of approximately 110 live and deceased donor transplants per annum to 160 in 2018/19"


Year


Number of Live 


Donor Transplants


Number of 


Deceased Donor 


Transplants Total


Cumulative 


Increase in LD 


Transplant


Number of Live 


Donor Transplants


Number of 


Deceased Donor 


Transplants Total


Cumulative 


Increase in number 


of Live Donor 


Transplants


Average annual 


increase to date


2013 58 52 110 58 55 113


2014 68 52 120 10 72 66 138 14


2015 78 52 130 20 74 73 147 16 8


2016 88 52 140 30 81 89 170 23 8


2017 98 52 150 40


2018 108 52 160 50


Target for the NRTS Actual Actual vs Target
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Annual Mean

2016 2012-2015

Starship 1 5 6 6 100 76
Auckland Region DHBs 53 43 96 1944 4.9 3.6
Northland 6 2 8 171 4.7 4.4
Waitemata 9 12 21 279 7.5 5.2
Auckland 16 8 24 334 7.2 3.7
Counties Manukau 12 10 22 611 3.6 3.3
Waikato (.|nclu(.:i§s BOP, 8 11 19 496 38 )8
Lakes, Tairawhiti)
Taranaki 2 0 2 53 3.8 4.6
Wellington Region DHBs 22 17 39 485 8.0 6.5
Hawke's Bay 3 6 9 84 10.7 5.3
MldCentraI. (includes 5 4 9 139 65 48
Whanganui)
Capital & Coast (includes
Wairarapa, Hutt, 14 7 21 262 8.0 7.9
Nelson/Marlborough)
Christchurch Region DHBs 14 17 31 239 13.0 9.3
Canterbury (includes West

8 12 20 144 13.9 .
Coast, South Canterbury) 113
Southern 6 5 11 95 11.6 6.8
Total 90 82 172 2674 6.4 4.9
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Count of ESKD Patient Decisions about Transplant
Assessment by Quarter

16
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= Start Assessment = Not for Assessment Delay == No Decision Made

Figure 1 ESKD Patient Decisions about Transplant Assessment by Quarter

Recipient data

This is data that shows decisions have been made for the
patients referred with end stage kidney disease.

This data shows that every potential recipient had a decision
made about their case, which is the target.

These decisions had outcomes categories of:

o Started assessment

o Not for assessment

o Delayed assessment

Canterbury Current Quarter (3) Average of previous 4
Quarters

Started 4 6.25

Not for assessment | 7 3

Delayed 11 13

Table 1 ESKD Patient Decisions about Transplant Assessment by Quarter

Canterbury made decisions about
assessment for 100 % of patients
referred.







image12.png

Recipient Median Assessment Length for Completed and Ongoing

Assessments by Quarter (Days)
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700

600

500

400 N

300 >
200

100

12 3 4 1, 2 3 4 1 2 3
2015 2016 2012012017
e Canterbury 365325 360 424 305 239 225 167 216 441 507
== == South Island 411321 360 408 295 239 231 243 310 464 507
All NZ 299278303 226 209 176 185 154 227 246 241

e Canterbury
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Recipient data

Assessment data is measured in median assessment length. Here
the data shows that Canterbury median assessment length
numbers for potential recipients is higher in the two recent
quarters compared to all NZ.

Current Quarter (3) Previous Quarter (2)

Canterbury 507 441
South Island 507 464
All Nz 241 246

Table 3 Recipient Median Assessment Lengths Assessments Completed and
Ongoing by Quarter
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Donor Median Assessment Length for Completed and Ongoing

Assessments by Quarter (Days)
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Live Donor data

Assessment data is measured in median assessment length. Here the
data shows that Canterbury median assessment length numbers for
potential live donors is lower in recent quarters compared to all NZ.

Current Quarter (3) Previous Quarter (2)

Canterbury 86 50
South Island 86 100
All Nz 141 141

Table 5 Donor Median Assessment Completed and Ongoing Assessment Lengths by
Quarter
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Counties Manukau District Health Board
Executive Leadership Team
Renal Patients Not Eligible for Publically Funded Care
DRAFT New Policy & Procedure

Recommendation

It is recommended that the Executive Leadership Team:

Endorse the New Policy - Renal patients not eligible for publicly funded care
Endorse the Procedure - Renal patients not eligible for publicly funded care

Note given the sensitivity of eligibility, we will provide a copy of the policy to MoH for their
consideration prior to submitting the new policy to the Audit Risk & Finance Committee.

Note that this draft policy will be presented for comment to the National Renal Advisory Board.
Endorse the draft policy and procedure to go forward to the Audit Risk and Finance Committee,

subject to the feedback from the Ministry of Health and National Renal Advisory Board, for their
recommendation to proceed to Board for final approval.

Presented by Brad Healey, General Manager, Emergency Care, Medicine and Integrated Care on
behalf of Phillip Balmer, Director of Hospital Services

Background - eligibility

Not all those residing within CM Health’s catchment are entitled to receive publicly funded care.
The Health and Disability Services Eligibility Direction 2011 tells us who is, and who isn’t, so entitled.

When patients present with acute clinical problems, the question of their entitlement to publicly
funded treatment or otherwise, is typically subordinated in favour of their acute care. While the
matter of acute care (where the legal obligation to treat is fairly clear) and its administration is
reasonably straight forward from a legal standpoint, the provision of non-acute care can put staff
into a difficult predicament.

For further information, please refer to the attached Audit Risk & Finance paper.

Appendix

1. Audit Risk & Finance Committee paper

06/10/2017





Counties Manukau District Health Board
Audit Risk & Finance Committee
Renal Patients Not Eligible for Publically Funded Care
DRAFT New Policy & Procedure

Recommendation

It is recommended that the Audit Risk & Finance Committee:

Note that this paper was endorsed by the Executive Leadership Team on 12 September 2017.
Endorse the New Policy - Renal patients not eligible for publicly funded care.

Endorse the Procedure - Renal patients not eligible for publicly funded care.

Recommend this policy and procedure to go forward to the Board for final approval.

Presented by Brad Healey, General Manager, Emergency Care, Medicine and Integrated Care on
behalf of Phillip Balmer, Director of Hospital Services

Background - eligibility

Not all those residing within CM Health’s catchment are entitled to receive publicly funded care.
The Health and Disability Services Eligibility Direction 2011 tells us who is, and who isn’t, so entitled.

When patients present with acute clinical problems, the question of their entitlement to publicly
funded treatment or otherwise, is typically subordinated in favour of their acute care. While the
matter of acute care (where the legal obligation to treat is fairly clear) and its administration is
reasonably straight forward from a legal standpoint, the provision of non-acute care can put staff
into a difficult predicament.

Various legal, ethical and practical issues arise in the non-acute context and which are particularly
relevant to the renal service. On the one hand, the patient may not be entitled to publicly funded
treatment. But on the other, questions about whether CM Health and its clinical staff are legally or
ethically required to provide treatment have previously been raised. Furthermore, there is the
guestion of whether CM Health’s legal and ethical duties differ between acute treatment and on-
going treatment (particularly where they are likely to “bounce back”).

The eligibility policy (“Policy” appendix 1) is intended to state CM Health’s position on the matter. In
particular, its position on the treatment or otherwise of those patients who are not eligible for
publicly funded treatment for their renal condition but who nonetheless present to CM Health —
often in a chronic state.

The Policy has been drawn up with the aim of providing an appropriately robust and pragmatic set of
structures to guide and support CM Health’s staff, and particularly its clinical staff, in a sensitive
area, difficult to negotiate for a variety of reasons.





The development of the Policy was previously approved by ELT and the Finance and Audit Sub-
Committee of the Board.

The Policy will be supplemented by an Operational Procedure (appendix 2). The procedure provides
the detail of the Policy framework to enable CMH and its staff to understand the resources available
for providing interventions to Ineligible Patients. It also provides a structure and templates which
enable them to make reasoned, consistent and lawful decisions about the nature and extent of renal
treatment, if any, to be provided to individual Ineligible Patients along with the supporting
documentation.

Policy — some important detail

The Policy sets out the circumstances under which clinical services can be provided to ineligible
patients. It also sets out the circumstances where clinical treatment can be refused.

Significantly, it takes a conservative position on the legal risks around refusing treatment. The
Policy’s “bottom-line”, guidance to the clinical staff is: if in doubt, treat. This is a robust, pragmatic
approach. This approach acknowledges that there may be doubt at times about the circumstances
which allow treatment to be refused. It is also an acknowledgement that our administrative systems
which provide eligibility information are not perfect.

Policy - legal risks

The introduction of the Policy is not without legal risk. A legal challenge to it at some point certainly
isn’t out of the question. There are a number of reasons why this might be the case.

First, while the Policy has been carefully developed, it is the first of its kind in the country as far as
we are aware.

Secondly, it deals with matters of potential, political and public challenge and controversy.

Thirdly, despite the various legal justifications to its introduction (including the Eligibility Direction of
2011 itself), CM Health’s approach may not be universally accepted.

Despite the suggested legal risk, it is our view that the alternative position is not acceptable. That is,
a lack of policy guidance for staff.

Policy — development

The Policy was initially prepared in draft. The draft policy was first narrowly circulated internally for
input. Following this process, a revised draft was widely circulated across CM Health for comment.

Following this, the Policy was reviewed by external legal counsel — a senior litigation expert in the
area.

A further and final round of consultation was then undertaken.
We have presented this draft policy to the National Renal Advisory Board who made the following
comments on the draft policy:

[content to be drafted on receipt of feedback]





We have presented this draft policy to the Ministry of Health who made the following comments on
the draft policy:

[content to be drafted on receipt of feedback]

Current ineligible patients being dialysed

This policy would not be applied retrospectively. When this policy is approved, if an ineligible
patient is being dialysed whilst they wait for their eligibility status to be determined by the
Department of Internal Affairs, that patient’s dialysis will continue.

Appendix

1. Draft Policy & Procedure — Renal Patients not Eligible for Publically Funded Care.





Appendix 1

Policy: Renal patients not eligible for publicly funded care

Introduction

The Health and Disability Services Eligibility Direction 2011 articulates who is, and isn’t, entitled to
receive publicly funded health and disability services.

The NZ public healthcare system is resource constrained. The Eligibility Direction in part reflects this.
The DHB must apply the Eligibility Direction as it manages all patients who present to its doors.

This Policy sets out the DHB’s position on its management and treatment of those patients suffering
with renal disease who present to it and who are not eligible for publicly funded treatment
(“Ineligible Patients”). That is, those patients with renal disease it is not funded to treat.

Key Legal Premises

There are a number of important legal premises that support this Policy but perhaps the four most
important are as follows.

First, the DHB must comply with the Eligibility Direction.

Secondly, the DHB’s funding agreement with the Crown requires the DHB to invoice those patients
who are treated and not entitled to publicly funded treatment, and the DHB must use its best
endeavours to recover the full cost of services provided.

Thirdly, the DHB is required to act reasonably, in a fiscally responsible way, and in the interests of
the health of its resident population. Who receives treatment is a question not just of funding, but
the allocation of finite health resources.

Fourthly, health providers and practitioners are subject to strong positive legal, professional and
ethical obligations in relation to the provision of care in medical emergencies.

For instance, from a medical standpoint, The New Zealand Medical Council’s August 2006 paper A
doctor’s duty to help in a medical emergency states that a doctor must respond if asked to attend a
medical emergency:

Every doctor must attend

A doctor is at risk of being professionally or criminally responsible if he or she fails to render prompt and
appropriate medical care to any person (whether the patient is a current patient or not), in a medical
emergency. A doctor who chooses not to attend must have good reason and be able to defend this
position at a later time.

The Medical Council adopted the following definition of “medical emergency:”

a sudden, unforeseen injury, illness or complication, demanding immediate or early professional care to
save life or prevent gross disability, pain or distress. The immediate responsibility of the doctor faced
with, or called to an emergency is to apply his knowledge and skill to the saving of life and relief of
suffering and to establish the most favourable conditions for his patient's ultimate recovery. This is the
basic philosophy of medicine.





Approach

As a matter of practical reality, some Ineligible Patients do present to the DHB as medical
emergencies. It is therefore important that the DHB carefully distinguish between patients that
present as a medical emergency and those that do not.

The DHB will support the provision of treatment for Ineligible Patients in medical emergencies due
to their renal disease, and it will support its health practitioners who treat these patients. The DHB
will in the interests of the health of its resident population invoice these patients for their treatment.

The DHB’s required approach to the management and treatment of Ineligible Patients with renal
disease who present in a non-acute state, or for a first time, or as part of an on-going requirement
for treatment is different to that intended to apply in medical emergencies.

Renal Services Generally

Eligibility presents a particular challenge to those CMDHB services providing treatment to Ineligible
Patients with renal disease.

Renal patients are typically chronically unwell, often present acutely, and require on-going
treatment. When these patients present they typically require considerable clinical input and on
and on-going basis.

Renal patients receive a defined group of clinical interventions, often for chronic conditions. In
particular, peritoneal dialysis and haemodialysis for chronic renal failure are high cost interventions
provided by the DHB’s services which have a finite service capacity.

It is necessary for CMDHB to prescribe the resources available for the treatment of Ineligible
Patients, and the processes and principles by which ineligible renal patients will be managed. In
some circumstances it is appropriate to determine that treatment will not be applied or in very
limited ways to Ineligible Patients seeking that treatment for renal disease. This policy governs
access to specified interventions, including renal dialysis.

The policy position is not dependent on an Ineligible Patient’s willingness or ability to pay for those
services.

The specified interventions can as a result be accessed privately. If required, private renal services
are available in Auckland and Australia.

Following the Medical Council’s definition above, a medical emergency has four distinct elements:

(a) sudden;
(b) unforeseen;
(c) immediate demand for treatment (acuity); and

(d) serious risk to life or health that treatment may avert.





Applying these elements to renal services:
(a) renal patients who present acutely and whose renal failure is sudden and unforeseen
(namely, not the predictable result of chronic renal disease) are medical emergencies;

(b) renal patients who present acutely and whose renal failure is neither sudden nor unforeseen
(namely, it is the predictable result of chronic renal disease) are not medical emergencies.

(c) renal patients who present non-acutely are not medical emergencies.

In the case of doubt or ambiguity over a patient’s clinical condition or eligibility status, CMDHB will
err on the side of caution and treat the patient until such time as the ambiguity can be resolved.

Purpose

The DHB’s Board recognises the potential difficulties that clinical staff in particular might face when
presented with Ineligible Patients needing treatment for their renal and often related conditions.
The purpose of this policy is to provide a framework to enable CMDHB and its staff to:

e Understand the resources available for providing identified renal interventions to
Ineligible Patients;

e Apply a robust and reasoned decision making process when Ineligible Patients present for
treatment;

e Make reasoned, reasonable, consistent and lawful decisions about the nature and extent
of renal treatment, if any, to be provided to individual Ineligible Patients; and;

e Comply with their respective legal obligations to Ineligible Patients requiring renal
treatment.

Scope of Use

This policy is applicable to all those providing services on behalf of CMDHB, including employees,
contractors and volunteers (collectively referred to as ‘staff’).

The policy applies to the provision of identified Renal Interventions (defined below), whether
provided by the Renal Service or by other clinical teams within the DHB, and whether or not the

Renal Intervention is a necessary part of, ancillary to, or independent of other non-Renal
Interventions.

Interventions funded by ACC are excluded from application of this policy.





Definitions/Description

Terms and abbreviations used in this document are described below:

Term/Abbreviation

Description

Ineligible Patient

A person presenting for health and disability services who, in
accordance with the Eligibility Direction, is not eligible for publicly
funded healthcare

Eligibility Direction

Health and Disability Services Eligibility Direction 2011

Renal Interventions

Clinical treatment specified from time to time by the Executive
Leadership Team, including:

e Haemodialysis

e Peritoneal dialysis, and

e Necessary associated interventions

Associated Documents

Other documents relevant to this policy are listed below:

NZ Legislation /Standards

o Health & Disability Services Eligibility Direction
2011 (made by the Minister of Health under S32
of the New Zealand Public Health and Disability
Act 2000);

e Crimes Act 1961,

e Health and Disability Commissioner Act 1994;

e Code of Health and Disability Services Consumers’
Rights

e New Zealand Bill of Rights Act 1990

e Human Rights Act 1993

CM Health Documents

e CMDHB'’s Crown Funding Agreement with the
Ministry of Health

Other related documents

e Operational Policy Framework;

e Statements by the Medical Council of New
Zealand including: “A doctor’s duty to help in a
medical emergency”, “statement of safe practice
in an environment of resource limitations”, and
“responsibilities of doctors in management and
governance”;

e New Zealand Medical Association’s Code of Ethics

for the New Zealand Medical profession;

Determining Eligibility

The criteria for eligibility is established in the Eligibility Direction, found here:
http://www.health.govt.nz/system/files/documents/pages/eligibility-direction-2011.pdf. A guide to

the Eligibility Direction (MoH website): http://www.health.govt.nz/new-zealand-health-
system/eligibility-publicly-funded-health-services/guide-eligibility-publicly-funded-health-services-0




http://www.health.govt.nz/system/files/documents/pages/eligibility-direction-2011.pdf

http://www.health.govt.nz/new-zealand-health-system/eligibility-publicly-funded-health-services/guide-eligibility-publicly-funded-health-services-0

http://www.health.govt.nz/new-zealand-health-system/eligibility-publicly-funded-health-services/guide-eligibility-publicly-funded-health-services-0



The eligibility criteria are complex and are determined in large part by the immigration status of that
person or their parent/guardian or partner. It is important that eligibility is determined accurately
and in a timely fashion. The process by which CMDHB, via Health Alliance, determines eligibility can
be found here. This process includes steps to confirm the identity of the patient.

The eligibility status of a patient is recorded on iPMS.

Authority to determine eligibility is assigned to appropriately trained staff within Health Alliance
(and CMDHB). Other staff should not take on the task of determining or altering a patient’s
eligibility status unless doing so in accordance with the relevant policy.

A patient’s eligibility may change from time to time, for example if a new work visa has been issued.
The eligibility status of a patient must be confirmed with the Health Alliance Regional Eligibility
Assessment team before treatment is refused if a proposed refusal of services on the basis of
eligibility may result in substantial compromise to a patient’s wellbeing.

If the patient’s eligibility status is unknown, or is reasonably believed to be recorded incorrectly, or
the patient is legally contesting their immigration status and if successful the change in status would
allow them to access publicly funded treatment staff must:

- notify the Health Alliance Regional Eligibility Assessment Team as soon as practicable;

- seek confirmation of eligibility status before proceeding with any treatment that is not
requested to manage a medical emergency;

- provide urgent care necessary to prevent any substantial compromise to the patient’s
wellbeing until eligibility status is confirmed.

Decision Making Process
Clinical decision-making

Subject to constraints imposed (below), clinical care should be provided in accordance with
recognised professional standards, at the direction of the treating clinical team. Ultimately
responsibility for individual clinical decision-making sits in the hands of the senior clinician, typically
a senior medical officer. Uncertainty or disagreement regarding clinical care should be referred to
that clinician, or escalated to the relevant clinical manager such as the Clinical Head of Renal Services
or the Medical Services Clinical Nurse Director.

Confirmation of an individual patient’s eligibility status under this policy may be sought by the
treating clinical team from the General Manager for Medical Services or Service Manager for Renal
services during business hours and from Duty Manager after hours.

Constraints Imposed

The treating clinical team must practice within the constraints set out below. The Board has
determined the policy position below, setting out the circumstances in which DHB resources are
made available to the treating team for the Renal Interventions (defined above). There is no
discretion on the part of an individual clinician or clinical team to use DHB resources beyond the
authorisation in this policy.

The Service Manager of the Renal Service may, on their own initiative or at the request of the
patient, patient representative or the treating clinical team, provide the patient and others required





to know with a letter confirming the DHB’s position with regard to access to Renal Interventions.
Such a letter should reference this policy.

Resolution of uncertainty

Where:
- interpretation or application of the policy position below is unclear; or
- the circumstances of a particular patient appear to be unusual and unanticipated by the

policy;

the matter will be determined by the General Manager of Medical Services (GM).

Where required, the query may be referred by the GM on to the Director of Hospital Services (DHS)
for determination. In order to determine the matter, the GM, DHS will obtain information and
clinical or other input (such as comment from the patient or legal advice) as required. Any
determination should be consistent with the objectives of the DHB and this policy.

In the event that delay in making such a determination may result in substantial compromise to a
patient’s wellbeing, staff must provide urgent care necessary to prevent any substantial compromise
to the patient’s wellbeing until the determination is made.

Policy Statement

Clinical Staff must apply the following approach to provision of Renal Interventions to Ineligible
Patients:

Initial Acute Treatment:

Where an Ineligible Patient initially presents for acute renal care, whether or not renal failure is the
primary problem or secondary to other co-morbidities, that care will be provided and the patient
subsequently invoiced for their treatment. Typically there will be a period of 4-6 weeks to determine
the nature of the disease and prognosis (dispensation period).

Non-Acute Chronic

Where an Ineligible Patient has chronic renal failure and presents non-acutely requiring Renal
Interventions, the patient must be informed that Renal Interventions will no longer be offered after
the dispensation period during which diagnosis/prognosis will be confirmed, information provided
and alternative treatment options explored. Typically this period will be 4-6 weeks. From that point
the patient must not be offered Renal Interventions.

Acute on Chronic

In many cases untreated chronic renal failure will result in a patient presenting acutely with a clinical
crisis. This will recur each time that Renal Interventions are withdrawn. In these cases the clinical
deterioration is predictable and an expected part of the progression of the disease. Clinicians and
the treating team are not authorised to offer Renal Interventions in these circumstances, beyond the
initial dispensation period.

Medical Emergencies

Any renal patient who presents acutely and whose renal failure is sudden and unforeseen (namely, it
is not the predictable result of chronic renal disease) should be treated as a medical emergency and
accordingly care and Interventions should be provided to that patient.
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Cases of clinical uncertainty
Where an Ineligible Patient presents acutely with renal failure and either:

- uncertainty remains as to the diagnosis of chronic renal failure, and where diagnostic work up
is underway; or

- the patient is yet to be provided information regarding their diagnosis or the policy position
set out below;

- the patient may be provided Renal Interventions of a minimal nature (ie provide dialysis until
such time as acute event passes and patient is deemed chronic) until those processes have
been concluded.

Elective Services

Occasionally patients may seek Renal Interventions on an elective basis, for example where it is
known that another elective procedure will precipitate temporary or chronic renal failure
necessitating provision of Renal Interventions. Ineligible Patients must not be offered Interventions
on an elective basis, even where that impacts on the ability to undertake another elective procedure

IMPORTANT NOTES:

1. Staff must provide care and Renal Interventions to any renal patient who presents as a medical
emergency (as defined above).

2. As above, where a patient’s eligibility status is unknown, contested, or reasonably believed to
be recorded incorrectly, staff must provide Renal Interventions where a renal patient is acutely
unwell until eligibility status is confirmed.

3. Some Ineligible Patients may be willing to pay the full cost prior to the provision of Renal
Interventions. The decision whether to offer Renal Interventions to Ineligible Patients is not
related to their ability to pay (before or after treatment) for those services. Where Renal
Interventions are not offered, in accordance with the policy position above, the patient will
need to seek private services elsewhere.

4. Asabove, where interpretation or application of the policy is unclear, or the patient’s
circumstances are unusual and unanticipated by the policy, the application of the policy should
be referred to the GM of Medical Services for determination in the first instance. Treatment
necessary to prevent substantial compromise to the patient’s wellbeing shall be provided while
a determination is pending.

5. Ineligible Patients must be provided information that a reasonable person in their position
would expect to receive regarding this policy and decisions made under it. This should include
information about what services will or will not be offered. Where services are offered the
patient must be informed of the cost of treatment prior to the provision of that treatment or as
soon as practicable thereafter. The patient may choose to seek treatment elsewhere or not at
all.

6. Where Ineligible Patients are provided Renal Interventions in accordance with this policy, they
must be invoiced for those services in accordance with standard process.

7. Relevant CMDHB services and clinical teams will be provided a copy of this policy. Other
treating clinicians involved in the care of a patient, whether internal or external to CMDHB,
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must be kept informed, in accordance with good clinical practice, of what Renal Interventions
will or will not be provided to a particular patient under this policy. Other treating clinicians

should be consulted regarding the process for implementing the policy in a particular case, as
required by good clinical practice.

Monitoring application of the Policy

The Service Manager and Clinical Head of Renal Services will monitor application of the policy. If
there is a change in CMDHB'’s service capacity they may ask that the Board revisit this policy.
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Appendix 2

Procedure: Renal patients not eligible for publicly funded care

Purpose

The DHB’s Board recognises the potential difficulties that clinical staff in particular might face when
presented with Ineligible Patients needing treatment for their renal and often related conditions.
The purpose of this procedure is to provide the detail of the Policy framework to enable CMDHB and
its staff to:

Understand the resources available for providing identified renal interventions to Ineligible
Patients;

Apply a robust and reasoned decision making process when Ineligible Patients present for
treatment;

Make reasoned, reasonable, consistent and lawful decisions about the nature and extent of
renal treatment, if any, to be provided to individual Ineligible Patients; and;

Comply with their respective legal obligations to Ineligible Patients requiring renal treatment.

Responsibility

The renal service staff involved in front line care are responsible for ensuring that:

All renal staff are aware of CM Health policy not to treat non eligible people with chronic
conditions

Acute patients are aware there will be a charge and the likely costs associated with services
provided by CMDHB

Ineligible patients have a family meeting to share information about our eligibility policy and
options

Patients receive information about eligibility (EC letter, letter 1 and 2 as below)

Frequency
This procedure will apply to all patients whenever we receive a referral or services are provided to
ensure we manage our publicly funded services.

Associated Documents

Other documents relevant to this procedure are listed below:

NZ Legislation /Standards e Health & Disability Services Eligibility Direction

2011 (made by the Minister of Health under S32
of the New Zealand Public Health and Disability
Act 2000);

e Crimes Act 1961;

e Health and Disability Commissioner Act 1994;

e Code of Health and Disability Services Consumers’
Rights

e New Zealand Bill of Rights Act 1990

e Human Rights Act 1993
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CM Health Documents

CMDHB’s Crown Funding Agreement with the
Ministry of Health

Eligibility for Publicly Funded Health & Disability
Services Policy

Policy — Renal patients not eligible for publicly
funded care

Other related documents

Operational Policy Framework;

Statements by the Medical Council of New
Zealand including: “A doctor’s duty to help in a
medical emergency”, “statement of safe practice
in an environment of resource limitations”, and
“responsibilities of doctors in management and
governance”;

New Zealand Medical Association’s Code of Ethics

for the New Zealand Medical profession;
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Procedure

23

Note: This procedure must be read in conjunction with the Policy — Renal

patients not eligible for publicly funded care

Eligibility Determination

A patient’s eligibility may change from time to time, for example if a new work visa has been issued.
It is recommended that the eligibility status of a patient be confirmed with the Health Alliance
Regional Eligibility Team before treatment is refused if a proposed refusal of services on the basis of
eligibility may result in substantial compromise to a patient’s wellbeing.

If the patient’s eligibility status is unknown, contested, or is reasonably believed to be recorded

incorrectly, staff must:

- notify the Health Alliance Regional Eligibility Team as soon as practicable;

- seek confirmation of eligibility status before proceeding with any treatment that is not
requested to manage a medical emergency;

- provide urgent care necessary to prevent any substantial compromise to the patient’s wellbeing
until eligibility status is confirmed.

Procedure for Acute Treatment

Subject to the policy position below regarding acute on chronic presentations, where an Ineligible
Patient initially presents for acute renal care, whether or not renal failure is the primary problem or
secondary to other co-morbidities, that care will be provided and the patient subsequently invoiced
for their treatment. Typically there will be a period of 4-6 weeks to determine the nature of the
disease and prognosis (dispensation period).

Step

Action

1

Check iPM or Concerto for eligibility status, alerts and dispensation period
alert
e Clear or Unclear - staff must provide Interventions where a renal
patient is acutely unwell (a medical emergency) until eligibility
status and dispensation period is confirmed.

Staff to print letter 1 “presented acutely and handout” from iPM and given
to patient explaining our policy around chronic renal failure requiring
Interventions

Clinician to determine the nature of the disease and prognosis
(dispensation period) and if chronic condition:
e Load alert in iPM that not eligible for renal care
e Arrange a MDT meeting with patient and family to outline our
policy and options available to them elsewhere
e Family supported and information provided for alternative options
and/or referral to palliative care services
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Procedure for Ineligible Patients with a Chronic Condition

Where an Ineligible Patient has chronic renal failure requiring Interventions, the patient must be
informed that Interventions will no longer be offered after the dispensation period during which
diagnosis/prognosis will be confirmed, information provided and alternative treatment options
explored. Typically this period will be 4-6 weeks. From that point the patient must not be offered
Interventions.

Step Action

1 Check iPM or Concerto for eligibility status, alerts and dispensation period alert

e Unclear - staff must provide Interventions where a renal patient is acutely
unwell (a medical emergency) until eligibility status and dispensation
period is confirmed.

e (Clear - ineligible and dispensation period confirmed not eligible as chronic

renal failure
2 Staff to print letter 2 “no to services and handout” from iPM and give to patient
explaining our policy and decision
3 e Arrange a MDT meeting with patient and family to outline our policy and

options available to them elsewhere
e Family supported and information provided for alternative options and/or
referral to palliative care services

Procedure for Ineligible Patients Presenting Acute on Chronic Condition

In many cases untreated chronic renal failure will result in a patient presenting acutely with a clinical
crisis. This will recur each time that Interventions are withdrawn. In these cases the clinical
deterioration is predictable and an expected part of the progression of the disease. Clinicians and
the treating team are not authorised to offer Interventions in these circumstances, beyond the initial
dispensation period.

Step Action

1 Check iPM or Concerto for eligibility status, alerts and dispensation period alert

e Unclear - staff must provide Interventions where a renal patient is acutely
unwell (a medical emergency) until eligibility status and dispensation
period is confirmed.

e Clear in system or upon discussion with eligibility team — treatment is not
to be offered

2 Staff to print letter 2 “no to services and handout” from iPM and give to patient
explaining our policy and decision

Patient offered details of other facilities in NZ and Australia.

4 Patient offered palliative services including but not limited to — counselling,
support, respite, palliative care
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Procedure for Ineligible Patients wanting Elective Services

The policy position is not dependent on an Ineligible Patient’s willingness or ability to pay for those
services. The specified interventions can as a result be accessed privately. If required, private renal
services are available in New Zealand [see my highlighted comment about private facilities — is this
correct? Are there facilities here] and Australia.

Step

Action

1

Check iPM or Concerto for eligibility status, alerts and dispensation period alert
e Unclear - staff must provide Interventions where a renal patient is acutely
unwell (a medical emergency) until eligibility status and dispensation
period is confirmed.
e Clear in system or upon discussion with eligibility team — treatment is not
to be offered

Staff to print letter 2 “no to services and handout” from iPM and give to patient
explaining our policy and decision

Patient offered details of other facilities in NZ [see above comments] and
Australia.

Patient offered palliative services including but not limited to — counselling,
support, respite, palliative care

References / Resources

o Eligibility Template letters in iPM

e Patient Letter Templates have been developed by the Northern region DHBs and can be
located on South Net under Eligibility. The document is called the “Eligibility Documentation
for Patient Journey”

e CM Health Eligibility Intranet is available on Panui under the “Services Directory”

o Ministry of Health Website has good resources for public and providers

e Health Benefits Limited Resources - a national poster, patient brochure and frontline staff
guide which are all available on the CM Health Eligibility Intranet under “resources”
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Definitions

Terms and abbreviations used in this document are described below:

Term/Abbreviation

Description

Ineligible Patient

A person presenting for health and disability services who,
in accordance with the Eligibility Direction, is not eligible
for publicly funded healthcare

Eligibility Direction

Health and Disability Services Eligibility Direction 2011

Renal Interventions

Clinical treatment specified from time to time by the
Executive Leadership Team, including:

e Haemodialysis

e Peritoneal dialysis, and

e Necessary associated interventions

Publicly funded services

Health and disability services that are paid for or
subsidised by the Government.

IPM / Concerto Admin Alerts

Eligibility Alerts

Dispensation Alerts

o Always eligible
o Not eligible

limited by visa

e Limited eligibility — e.g. time

e Dispensation period started
e Chronic renal failure confirmed
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[ Eligible

Not Eligible -
Acute Services

Presentation to EC }

.

a N

e Check with eligibility team to update status

e Advise patient and provide them with letter one

e Start the initial dispensation period during which
diagnosis/prognosis will be confirmed in relation to chronic renal
failure

P
Treat as per usual Service protocol and processes }

Not Eligible —
Dispensation Period

Not Eligible —
Confirmed Chronic

[ Unsure J

e Liaise with eligibility for an estimate during dispensation period

)

-

e Check with eligibility team to update status

e Advise patient and provide them with letter one

e Start the initial dispensation period during which
diagnosis/prognosis will be confirmed in relation to chronic renal
failure

e Add admin alert in iPM with dispensation period start date

f e Dispensation alert should confirm chronic condition, if not treaﬁ
as still in dispensation period above, otherwise
e Advise patient declining treatment and provide them with letter

two
e Arrange a patient/family MDT
e Offer

o Clinical advice and support
o Other options around pacific

k o Referral to palliative care services /

Staff must provide Interventions where a renal patient is acutely unwell

(a medical emergency) until eligibility status and dispensation period is
confirmed.

Treat as per Acute guideline above until eligibility team have updated
Qtatus and begin dispensation period to determine condition. /
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FIRST LETTER — PRESENTED ACUTELY

[insert date]

Dear [insert patient’s name]

Re: Renal Related Services

You have recently attended the Counties Manukau Health Emergency Department for Renal related
treatment.

The Ministry of Health provides publicly-funded healthcare for New Zealand Residents, Citizens and
other eligible people.

A Ministry of Health requirement is that all patients have to prove they are eligible for publicly-
funded services. Even though you may have attended Middlemore Hospital before, our records do
not indicate whether or not you are eligible for publicly-funded healthcare.

Until your eligibility is confirmed Counties Manukau Health will continue to provide you with the
acute care necessary to stabilise you for discharge. The cost of this care will be invoiced to you if you

are not eligible for publicly-funded healthcare.

In future if your renal treatment is assessed as being a chronic progression of illness rather than
acute care we will not be able to treat you next time you present to our hospital.

Please note that renal treatment is expensive and some of the cost associated with this are below:

e Peritoneal dialysis ranges between $x & $x per visit
e Haemodialysis ranges between Sx & Sx per visit

The necessary treatment interventions can be accessed privately. If required, private renal services
are available in Auckland [see comments above about whether or not this is now available] and
Australia.

Please let us know if your immigration status changes, or if there is any further information that you

wish us to consider.

Yours sincerely,

Dr Vanessa Thornton
Acting Chief Medical Officer — Middlemore Hospital
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SECOND LETTER — NO TO SERVICES

[insert date]

Dear [insert patient’s name]

Re: Renal Related Services — unable to provide care
Thank you for meeting with the treatment team on [insert date of meeting].

As discussed at the family meeting, and at previous meetings with you, your current immigration
status means that you are not entitled to publicly funded health services.

The Counties Manukau District Health Board (CMDHB) renal service has discussed your case and on-
going care.

We confirm that Counties Manukau Health will continue to provide you with the acute care
necessary to stabilise you for discharge. The cost of this will be invoiced to you.

We regret to inform you that Counties Manukau Health will not provide you with any other forms of
treatment for your renal condition, including, for example, haemodialysis.

We are sorry that this is not the outcome that you were hoping for, and acknowledge that this will
be difficult news for you and your family to receive. Please let us know if your immigration status
changes, or if there is any further information that you wish us to consider.

Finally, you are welcome to explore private options as outlined on the attached information. We are
also able to offer palliative support and your treating team will be able to provide you with further
information about this option.

Yours sincerely,
Dr Vanessa Thornton
Acting Chief Medical Officer — Middlemore Hospital

The contents of this letter have been explained to me [insert name], and | understand its contents
and what it means for me.

Patient: e e
(name) (signature)
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INELIGIBLE PATIENT INFORMATION COUNTIES
FOR RENAL SERVICES MANUKAU
HEALTH

Policy

The CMDHB Board has determined that for ineligible people with chronic renal failure requiring
interventions the DHB resources will not be made available to the treating team for these
Interventions. There is no discretion on the part of an individual clinician or clinical team to use DHB
resources beyond the authorisation in the Renal policy.

Ineligible Patients must be provided information that a reasonable person in their position would
expect to receive regarding this policy and decisions made under it. This should include information
about what services will or will not be offered. Where services are offered the patient must be
informed of the cost of treatment prior to the provision of that treatment or as soon as practicable
thereafter. The patient may choose to seek treatment elsewhere or not at all.

Acute Care

For a patient presenting with acute renal care, whether or not renal failure is the primary problem or
secondary to other co-morbidities, care will be provided and the patient subsequently invoiced for
their treatment.

We will continue to support the patient with treatment while the nature of the disease and
prognosis is determined. This will take 4-6 weeks. Where an Ineligible Patient has been identified as
having chronic renal failure requiring Interventions, the patient will be informed that Interventions
will no longer be offered by CMDHB.

Support Offered
It is important that the patient and family are supported during this time and provided with:

e Formal letters and information

e Patient and Whanau multi-disciplinary team meeting

e C(linical advice and support

e Given the details of other providers in the Pacific, New Zealand and Australia
e Offered Palliative Care services and support

Other Private Providers

1. Yourresident country may be able to offer you treatment for your chronic renal failure
2. New Zealand

3. Australia
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Immunisations for adult dialysis and renal transplant patients Recommendations 

These recommendations apply to dialysis patients and patients in all stages of the transplant process: any patient post-transplant, awaiting deceased donor or live donor kidney transplantation, or undergoing pre-transplant assessment. 

Wherever possible vaccinations should be given prior to transplantation or commencing dialysis, as immune response may be better and some vaccinations are contraindicated following transplantation. 

The administration of vaccines should not delay the transplant process unless the vaccine is contraindicated following transplant. 

Live vaccines should not be given in the 4 weeks prior to transplant.  If a patient is active on the deceased donor list and requires a live vaccine - suspend from list for 4 weeks post vaccination.

		Immunisations

		Additional Notes

		Pre - transplant

		Post transplant (if not given pre transplant)

		Dialysis only 



		Influenza



		

		One dose annually

		Wait 3 months post- transplant then one dose annually



		One dose annually



		Human Papilloma Virus HPV 9

Give 3 doses at 0, 2, 6 months



		Up to 26 years inclusive



		Recommended



		Recommended

		Not funded 



		 Tetanus, Diphtheria, Pertussis

(Tdap)



		Single dose can be given at any stage. 

		Every 10 years

		Every 10 years

		Every 10 years



		Pneumococcal

PCV 13

Single dose only 

		Wait at least 4 weeks after PCV13 before giving Menactra.

Give PCV13 at any stage unless PPV23 has already been given - wait one year

		Recommended

	

		Recommended



		Recommended



		Pneumococcal polysaccharide 

(PPV23)

1st dose at least 8 weeks after any dose of PCV13.

2nd dose a minimum of 5 years after first dose of PPV23.

3rd dose at age ≥65 years

		Up to 3 doses are funded. 



Give a maximum of 3 doses in a lifetime 



Each dose should be at least 5 years apart.

		Recommended 



		Recommended



		Recommended



		Meningococcal MCV4-D

(Menactra)

2 doses 8 weeks apart

5 yearly booster

		

Menactra should be given at least 4 weeks after PCV13

		Recommended

		Recommended 



		Not funded



		Zoster

(eg Zostavax)

		Over 50 years only 

		Recommended 

Not funded

		Contraindicated post-transplant and from 4 weeks prior to a transplant 



		Recommended 

Not funded



		Haemophilus influenzae 

type b- Hib

Single dose given at any stage



		

Give once only

		Recommended

		Recommended

		Recommended              



		



























		Check Serology: 

1. Prior to vaccination. If immune vaccination is not required.

2. After vaccination (4-6 weeks) – if non-immune, seek advice from the transplant team for recommendations and management of clinical risk to patient



		Varicella

2 doses at least 6 weeks apart. Recheck serology 4-6 weeks post vaccination.







		If non-immune post vaccination seek advice.  Consider vaccination of susceptible household members and close contacts (funded)

		Recommended if non immune





		Contraindicated post-transplant and from 4 weeks prior to receiving a transplant



		Not funded 



		Measles/Mumps/Rubella

(MMR)

2 doses at least 4 weeks apart. Recheck serology 4-6 weeks post vaccination. 

		If non-immune post vaccination seek advice and/or consider vaccination of susceptible household members and close contacts (funded)

		Recommended if non-immune to any component



		Contraindicated post-transplant and from 4 weeks prior to receiving a transplant



		Recommended if non- immune to any component 





		Hepatitis A

(Havrix)

2 doses given at 0 and 6 months

		Additional doses are not funded if post vaccination serology is negative. 

2 doses funded for use in transplant patients

		Recommended

		Recommended 



		Not funded 



		Hepatitis B

3 doses 40mcg at 0, 1, 6 months.

40mcg strength is recommended and funded. 



Not required if HbsAg +ve, previous infection, HBc +ve or serological evidence of vaccination (HbsAb >10IU/L). 

		

Check serology 6 weeks after last dose. 



		Recommended 



		Recommended

		Recommended





Notes

General

1. Please refer to the Starship Hospital guidelines for recommendations for under 18 years of age at www.starship.org.nz.

2. When obtaining an immunisation history all available records should be reviewed.  Only some recent adult immunisation information is available on the National Immunisation Register (NIR) and it will not provide a complete record. 

3. Specific advice re dosing and route is available in the NZ Immunisation Handbook.  This can be found online at http://www.immune.org.nz/resources.

4. If live vaccines are required there is a stand down period for patients who have received immunoglobulin or blood products. This allows time for passive antibodies to decrease prior to immunisation.  Suggested time intervals are in the Immunisation Handbook. 

5. Although serology is not usually recommended pre and post vaccination in healthy populations it is recommended for this cohort of patients. Serological testing assists transplant teams to manage the clinical risk to known non-immune patients, pre and post transplant. 

Vaccines

1. Influenza –transplanted patients should wait 3 months post transplant before receiving influenza vaccine. If they are at high risk of infection they can receive this from 4 weeks post-transplant, e.g. during an influenza epidemic. 

2. Varicella and MMR vaccines are funded for household contacts of immunocompromised seronegative adults, including transplant recipients, who cannot receive a live vaccine or are non-immune post vaccination (refer to the NZ Immunisation Handbook – Funded vaccines for special groups).

3. PPV23 should be given at least 8 weeks after PCV 13 with a further dose at 5 years, and a third dose at 65 years old.  Consider for patients at increased risk of pneumococcal disease. No more than 3 doses should be given in a lifetime as these vaccines are poorly immunogenic, multiple doses cause hypo responsiveness to further doses and immune depletion. 

4. Menactra should be given at least 4 weeks after PCV13. If given at the same time there is impairment of the immune response to the PCV13.     

5. MMR and Varicella should either be given at same time, or at least 4 weeks apart

6. PCV 13 and Hib are funded for a single dose either pre or post-transplant.

7. Hepatitis B vaccination: If no serological evidence of immunity (<10IU/L) after first course of 40mcg vaccine complete a 2nd course of 40mcg vaccine at 0, 1, 6 month intervals and recheck serology 4 weeks later. If still non-immune consider the patient a persistent non-responder and seek advice.
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o The Immunisation
A% Advisory Centre

Immunisation for adults with end-stage kidney disease, on dialysis, or
pre- or post-kidney transplant

For children aged under 18 years, please refer to the Starship Clinical Guideline Renal vaccination record for paediatric CKD.

End-stage kidney

End-stage kidney

Awaiting transplant

Post-renal transplant

Vaccine Additional notes Recommended schedule . L . e . (on live donor or .
disease pre-dialysis disease on dialysis . (immunosuppressed)
deceased donor list)
On dialysis and awaiting transplant
e Administer one dose annually
Post-transplant
) ¢ Wait until 3 months post-transplant unless at high-
Influenza ¢ ;’-\nr:jua:jllly,fc]iurmg the risk of infection: o Recommended Recommended Recommended Recommended
(Influvac®) Iun ed nt.uen;a o [f at high risk of infection, e.g. during influenza FUNDED FUNDED FUNDED FUNDED
mmunisation Frogramme epidemic, wait until 1 month post-transplantation
o Administer two doses four weeks apart in the first
year post-transplant, only the first dose is funded.
¢ Insubsequent years only one dose is required
annually
Hepatitis A . Recommended Recommended
(Havrix®) o Administer two doses at least 6 months apart NOT funded NOT funded FUNDED FUNDED
* Lfégig;ggszggeiir:no;rhave Pre-dialysis and on dialysis
course of threephe atiﬁis B|*® Administer three doses at 0, 1, 6 month intervals
Hebatitis B vaccines P Awaiting transplant Recommended Recommended Recommended Recommended
(Hé)vaxPRO®) o Use 40mcg vaccine e Administer three doses at 0, 1, 2 month intervals NOT funded FUNDED FUNDED FUNDED
o Check serology 4 weeks e if non-immune if non-immune if non-immune if non-immune
after immunisation - if Post-transplant .
non-immune. seek advice | ® Administer three doses at 0, 1, 6 month intervals
Haemophilus . .
. o Asingle dose is funded - Recommended Recommended Recommended
ﬂg"fgfggrt&gf b | pre-or post-transplant | * Administer one dose NOT funded FUNDED FUNDED FUNDED
Pre-dialysis and on dialysis
o Administer three doses at 0, 1, and 6 month intervals
HPV « Males and females up to Awaiting transplant Recommended Recommended Recommended Recommended
(Gardasil®9) 45 years of age e Administer three doses at 0, 1, and 2 month intervals FUNDED FUNDED FUNDED FUNDED
r up to 27 years of age up to 27 years of age up to 27 years of age up to 27 years of age
Post-transplant
o Administer three doses at 0, 1, and 6 month intervals
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Immunisation for adults with end-stage kidney disease, on dialysis, or o The Immunisation

. T % .
pre- or post-kidney transplant 4%" Advisory Centre
End-stage kidney End-stage kidney Sl e e Post-renal transplant
Vaccine Additional notes Recommended schedule . e . . e . (on live donor or .
disease pre-dialysis disease on dialysis . (immunosuppressed)
deceased donor list)
o Individuals bornin New Recommended
Measles/mumps/ | Zealand in 1969 or later Recommended Recommended FUNDED
rubella who do not have two o Administer two doses at least 4 weeks aparta;b.c FUNDED FUNDED CONTRAINDICATED | CONTRAINDICATED
(Priorix®) documented doses of from 4 weeks
MMR vaccine pre-transplantd
e No MenCCV required Recommended Recommended
Mecr\l/lzglgcoccal ¢ A minimum of 4 weeks o Administer two doses MCV4-D 8 weeks apart I FUNDED . . FUNDED . Recommended Recommended
- is required between Schedul Il for a booster d 5 if onimmunosuppressive | if onimmunosuppressive FUNDED FUNDED
(Menactra®) administration of PCV13 | ® >¢cheduieaprecalltora booster dose every o years therapy, after 28 days of | therapy, after 28 days of
and MCV4-D treatment treatment
o Asingle dose is funded
pre- or post-transplant
o Aminimum of 4 weeks
Pneumococcal e o of BEV13 R ded R ded R ded
administration o - ecommende ecommende ecommende
FPCrZ\Ilé;nar 13 | andMCV4D * Administer one dose NOT funded FUNDED FUNDED FUNDED
o |f 23PPV has been
administered before
PCV13, wait one year to
give PCV13
o If aged 18 years to under 60 years
o Administer one dose
o Schedule a precall for the second dose in 5 years
. e Schedule a precall for the third/final dose 5 years
;;Bt;r\n/ococcal * Administer 23PPV a after second dose or at age 65 years, whichever is Recommended Recommended Recommended
minimum of 8 weeks after NOT funded FUNDED FUNDED FUNDED
(Pneumovax®23) PCV13 later
o If aged 60 years or older
o Administer one dose
o Schedule a precall for the second/final dose in 5
years

Foot notes

a. Patients who have received immunoglobulin or other blood products may require time for passive antibodies to decrease prior to administration of live varicella and MMR vaccines. Refer to Table
A6.1: Suggested intervals between immunoglobulin product administration or blood transfusion and MMR or varicella vaccination (does not apply to rotavirus vaccine) in the Immunisation Handbook
2017.

b. Two or more live vaccines can be given at the same visit. However, when live vaccines are administered at different visits a minimum interval of 4 weeks is required.

c. Livevaccines should not be given in the 4 weeks prior to transplant. If a patient is active on the deceased donor list and requires a live vaccine suspend from list for 4 weeks post vaccination.
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Immunisation for adults with end-stage kidney disease, on dialysis, or o The Immunisation
pre- or post-kidney transplant “"A%" Advisory Centre

Awaiting transplant
(on live donor or
deceased donor list)

Post-renal transplant
(immunosuppressed)

End-stage kidney End-stage kidney

Vaccine Additional notes Recommended schedule . e . A .
disease pre-dialysis | disease on dialysis alysis

Incomplete primary course documented
o Administer funded adult catch-up vaccines to
complete a three dose course of tetanus/diphtheria
vaccines
o If Tdap funded, replace the first Td with funded Tdap
T y « Check immunisation o Administer two further funded Td at 4 weekly
etanus intervals
gleprrtllt:sirsla/ EZE?;‘;SOffOt;i::ggzus/ o If funded, schedule a precall for a funded Tdap dose NOT funded Recommended Recommended Recommended
Tdap diphtheria containing every 10 years FUNDED FUNDED FUNDED
(Boostrix®) vaccines Complete primary course documented
o If funded and a minimum of 10 years has elapsed
since receipt of a previous pertussis containing
vaccine
o Administer one Tdap dose
o Schedule a precall for a non-funded Tdap dose
every 10 years
e Individuals aged under Recommended
Varicella 50years whqdo not FUNDED
(chickenpox) haye aclear hlstory of o Administer two doses at least 4 weeks aparta,b.c.d Recommended Recommended CONTRAINDICATED | CONTRAINDICATED
|
vaccine doses pre-transplantd
Recommended
Zoster e Individuals aged 60 years - Recommended Recommended NOT funded
(Zostavax®) or older ¢ Administer one dose NOT funded NOT funded CONTRAINDICATED | CONTRAINDICATED
from 4 weeks
pre-transplantd
Foot notes

a. Patients who have received immunoglobulin or other blood products may require time for passive antibodies to decrease prior to administration of live varicella and MMR vaccines. Refer to Table
A6.1: Suggested intervals between immunoglobulin product administration or blood transfusion and MMR or varicella vaccination (does not apply to rotavirus vaccine) in the Immunisation Handbook
2017.

b. Two or more live vaccines can be given at the same visit. However, when live vaccines are administered at different visits a minimum interval of 4 weeks is required.

c. Live vaccines should not be given in the 4 weeks prior to transplant. If a patient is active on the deceased donor list and requires a live vaccine suspend from list for 4 weeks post vaccination.
d. Two doses of varicella vaccine are funded for a household contact of a post-transplant patient, where the household contact has no clinical history of varicella infection or immunisation.
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Ian Response.docx
From: Ian Dittmer (ADHB) 
Sent: Wednesday, 21 June 2017 3:05 p.m.
To: 'matthew.tyson@pharmac.govt.nz'
Subject: Ferinject in the community



Dear Matthew



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

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

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

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

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



We would like to suggest something along the lines of





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

Both:

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

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





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



1.            Patient continues to have iron-deficiency anaemia







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



Thanks 



Ian



Ian Dittmer

Transplant Physician and Service Clinical Director – Dept Renal Medicine

Hon. Senior Lecturer - University of Auckland

Chair – Clinical Ethical Advisory Group - ADHB

Chair – National Renal Advisory Board

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

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

 






