

[image: MOH - Renal Transplant Logo]



Minutes
National Renal Transplant Leadership Team Meeting
Strategic Leadership Group

	Date:	
	Friday 25 May 2018


	Time:
	9.45am – 3.30pm


	Location:	
	Ministry of Health, 
Room GN 8, 
133 Molesworth St, 
Wellington 


	Attendees:
	Nick Cross – Canterbury DHB - chair
Jane Potiki – Ministry of Health
Dilip Naik – Capital & Coast DHB
Heather Dunckley – New Zealand Blood
Ian Dittmer – Auckland DHB
Janice Langlands – Auckland DHB
Jo Brown – Waitemata DHB
Jock Allison –  consumer representative
John Irvine – Canterbury DHB
John Kearns  - consumer representative
John Schollum – Southern DHB
Kristin Wilson - Auckland DHB 
Chanel Prestidge – Auckland DHB
Claire Beckett Capital and Coast DHB
Denise Beechey – Counties Manukau DHB
Karen Lovelock – Auckland DHB
Tricia Casey – Auckland DHB


	Apologies:
	Philip Matheson – conference leave
Colin Hutchison – conference leave
Stephen Munn - call
Carl MuthuKumaraswamy – examiner commitment
[bookmark: BM_BEGIN]Andy McNally – conference leave
Drew Henderson – conference leave
Chris Lowry – resigned 
Justin Roake – clinical commitments
Ralph La Salle – leave
Kaye Hudson - Capital & Coast DHB


	Meeting minutes:
	Colette Meehan



	

	
	Agenda Item
	Discussion

	1.
	Welcome and Introductions
	New and existing members briefly introduced themselves to the meeting group.


	2.
	Conflicts of Interest
	Reminder to disclose any conflicts of interest. Ministry policy attached. Use this form or contact Colette.Meehan@cdhb.health.nz 


[bookmark: _MON_1589001427]


	3.
	NRTSL membership changes
	Update on recent changes to Leadership membership changes.
Membership configuration is in draft proposed changes to TOR.
Names and positions are in this embedded / attached document.



Moved that new members be accepted:
John Schollum and Irvine 
Seconded: John Irvine
Action: Trish Casey will talk with three new coordinators about which coordinators will attend Operational and Strategic meetings, and then advise NRTS of the names.


	4.
	Proposed changes to Terms of Reference
	Proposed changes to Terms of Reference to accommodate recent resignations, an extra Coordinator and new members.
Action: Jane will amend TOR according to agreed changes.
Moved: Kristin Wilson; seconded: Ian Dittmer
Action: NRTS as a group to consider any improvements on getting the consumer perspective as a second rep. is required following Jock Allison’s departure.


	5.
	Minutes of previous meeting
	Both sets of most recent Operational and Strategic meeting minutes were accepted as an accurate record. 
Operational minutes – moved: Ian Dittmer; seconded: Kristin Wilson.
Strategic minutes - moved: Ian Dittmer; seconded: Kristin Wilson.


	6.
	Actions update (items not otherwise on the agenda)
	Actions not for further discussion at todays meeting covered.

Provide patient details on those delayed surgery (parathyroidectomy) so the circumstances can be investigated with the surgical DHB.
Action: Trisha Casey will send data to Nick Cross and Jane Potiki.

26/7/16 7.  Review Long-term suspended list.
Action: Ian has a report which he will table at next meeting.


	7.
	Correspondence 
	Kidney Transplant Activity 2017 report.
Distributed to Renal CDs and Renal DHB CEOs recently by Nick Cross on 8 May 2018.
Action: Distribute report to NRTLT Strategic Group.


	8.
	NRTS Clinical Director’s Report
	Reviewed data in Kidney Transplant Activity 2017 report.
Summary:
· Substantial increase in Tx 2017, record year
· Dramatic increase in DD
· Static/slight reduction in LD 
· Regional variations remain BUT discrepancy is less 
· CDHB was 3x, now 2x national per 100 dialysis
· Waikato and Counties substantial increases on prior
· Increased access for ARTG pts due to increased DD
· ARTG/Wellington record years, above averagely busy Canterbury
· 9/11 individual DHBs increased compared per 100 dialysis pts last 4 year
· Mid central, Southern down slightly
· ABOI/KE use high 
· More ABOI than KE 
Discussion around transplant numbers goal setting; how to measure, e.g. per population rate; and inextricable link between Live Donor numbers and Deceased Donor numbers.
Discussion on allocation policy to only transplant one kidney from a DCD donor at any one unit. Required to minimise cold ischaemic time, but creates inequity (which becomes more important as the DCD proportion increases).
Action: Ian Dittmer will collect DCD allocation data prospectively and report to this group.
Various other visits/talks
· ARTG listing meeting
· ODNZ
· CDHB Board update
· Media (TV/Radio interviews)
Research projects
· Suetonia Palmer – ANZDATA/SES/Ethnicity vs transplant access (early stages, likely next year)
· Hari/Angela - NZ Risk Score performance study on DD transplanted pts (CMDHB/CDHB pts)
· Completed with Ian Dittmer – Editorial for Transplantation


	9.
	Avoid Antigens from Previous Transplants where no Antibody is Detected

	Discussion. Agreed that previously transplanted antigens without subsequent antibodies would no longer be ‘avoids’.
Action: Ian will disseminate decision via email to physicians involved in DD kidney acceptance.

	10.
	Process mapping project
	Update: 
· All 11 DHBs Live Donor and Recipient process maps have been drafted and compiled into an Atlas of Process Maps. Revisions will continue as remaining reviewed maps are returned by contributors.
· Live Donor and Recipient tables containing information about the common components in a typical process was gathered and documented in the process; 
This mapping phase has met Ministry deadline of 30 June 2018.
Next:
Discussion about how to make use of mapping information.
Suggestions:
· Identify similarities among 11 DHBs’ processes
· Identify variations among 11 DHBs’ processes and decide of the differences are significant 
· Separate individual minor issues from individual system issues affecting more than one DHB
· Do an audit on each DHB’s problem areas; identify issues and make a range of suggestions; identify ‘this works well’ – ‘try this’; offer help to sort out.
· Develop a self-help / self-check resource book that identifies problems areas that can occur and provide a range of tools / suggestions to help shape solutions. This could be used to help clinic teams focus on quality improvement.
· If a process problem is generic use networks to resolve. Provide some ‘how to’.
· Develop a tool kit; CD goes to units with tool kit and maps; conversations about quality improvement based on maps information.
· Develop a tool kit and take it to regional meeting (configured per Transplant Unit);
· Develop a tool kit and take it to national meeting (all DHBs represent which would enable a wider mix of discussion than regional groups).
· Get feedback on any proposed plan from likely attendees.
· Focus support on smaller isolated DHBs
· Test maps against consumer experience
· Individual DHB feedback report on their processes as revealed in the maps.
Action: Develop plan for resource tool kit for discussion at next ops meeting


	11.
	New Zealand Kidney Allocation Report
	Reviewed data from Ian Dittmer’s report.



	12.
	Kidney Exchange Allocation Software
	Current:
NZ uses Histotrac (Tissue Typing Lab software ) for Deceased Donor list.
Earliest NZ can join Australia in KE is mid 2019, and remains uncertain whether will proceed. NZ needs secure software
Problems with current NZ software:
Bespoke software that requires multiple manual user steps which has potential for human error. Requires second operator to check all entries in real time. 
Solution:
PKE module for Histotrac. Direct integration with tissue typing info from lab output, reduce error risk. NZ can set its own parameters.
Cost:
USD $25,000.
Discussion: Agreed that this was required change to reduce risk of errors and increase security of exchange planning
Action:
Heather/Ian to work out cost in NZ dollars and assess current funding and discuss with Jane any shortfall.


	13.
	Hepatitis C deceased donors
	Update on status of hepatitis C and treatment drugs. Discussion based on email from Dr Stephen Streat/presentation at ARTG by Ed Gane.
· Hepatitis C now curable 
· Expensive, PHARMAC access issues being resolved
· Occasional NZ donor with Hepatitis C
· There is no need for ‘the hep C list’ now. Recipients are now cured prior to transplant. 
· Dr Stephen Streat ODNZ
· Proposes development of policy for acceptance of these donors for use once drugs available to treat (soon).
· Transmission with donation expected
· Post transplant treatment ok if infected
· Pre-emptive treatment of recipient and cure feasible 
· Hep C will need to be discussed with each patient.
Discussion about consent agreed in principle:
Pre-consent discussion (at listing) including all currently on the list
Store indications at NZBS and avoid offer to patients not willing to have hep C positive kidney with treatment 
Consent via offering nephrologist at the point of offer.
Action: Ian will work with SOT list to add an ‘alert’ column for information about patient getting Hep C treatment.
Action:
Nick to communicate result of discussion with Dr Streat


	14.
	Incorrect entry into Histotrac
	Discovery that 3 people on list had incorrect tissue types listed.
i.e. 3 manual entry errors.
Check of 3 done to see if they would have missed a kidney because of error. Patient 1 & 2 would not. Patient 3 check is in progress.
All DNA typing results electronically imported now.
Now when each patient is made ‘active’ lab uses checklist.
Action: Ian and Heather will send a written report on the matter.
Action: Colette/Nick log on the Allocation Protocol Register.


	15.
	Projections of Transplant Activity in New Zealand
	Discussion of data presented; how the data is measured; comparison with other countries.
There is still an opportunity to set a goal / target of transplant numbers for 2018/19; and 2019/20.
Action: Put this discussion on the agenda for the 20 July Teleconference.

	16.
	Develop social media  Apps for promotion of Live Donation
	John Kearns gave an update on development of social media Apps for promotion of Live Donation idea already raised by the Auckland District Kidney Society.
Goal: 
Education purposes only. 
Information for potential donors.
Queries: 
Could NRTLT support such a project? Yes
Could NRTLT check factual information on such an app? Yes
How would the information be maintained / updated once released on an app? Unclear – but agreement that would require consistent support to remain valid.
Action: John to progress discussions with Auckland District Kidney Society


	17.
	Acceptance time for kidney offers
	Current timeframes discussed. Agreed to reduce four hours to two hours. 
Action: Nick/Ian will send to all documents involved in acceptance of offers.


	18.
	Multiple Live Donors for a Single Recipient
	Discussion about:
· Contexts where multiple live donors make offers; 
· Disadvantages for health service resources and potential live donors if too many are tested for one recipient;
· Where variations work well: e.g. Counties Manukau find commencing some early parts of assessment on more than one donor at a time works well for the population type.
Action:
Denise Beechey will check current draft and suggest changes.


	19.
	Assessing Live Donors for donation at non-local centres
	Current practice reviewed and explained. 
Confirmation that work-up nephrologist should present patient at MDM.
Action: Nick to update and circulate (agenda for TC)


	20.
	NZ Survival after Deceased Donor Kidney - Calculator Website

	Website calculator is available. Spreadsheet calculator is currently used.
Website calculator is good but provides too much information. Only result needed is the 5 year survival rate.
Action: Nick will contact developer to 
1) Modify to have only the above preference
2) Enquire if the result can be saved on pdf for later reference.
3) Enquire if more than one user can be on the site calculator at any one time; (i.e. does one user ‘lock’ the calculator?)


	21.
	Recommendations to DHBs for Support of Overseas Based Live Donors - draft

	Discussion about intent and wording of draft. 
Action: Jo Brown will provide tracked changes for Nick to incorporate and circulate.

	22.
	Live Donor / overseas tissue typing billing
	Decision:
Blood Services will continue to bill at its discretion, agreed that this has limited if any effect on kidney transplant operations.


	23.
	Australian RTAC TOR 

	Two (self-funding) representatives are invited to join as nominated by NRAB subcommittee which no longer exists but is still referred to in the RTAC TOR. Agreed that NRTLT should nominate reps, but as was subcommittee of NRAB which still exists, NRAB should also approve change
Action: Nick/Ian to circulate wording change to NRAB for approval prior to notification to ARTAC 


	
	
	Meeting closed at 3.30pm



Next Meeting: 
NRTLT Operational - Teleconference
Friday 20 July 2018; 2-3pm

Apologies from:
John Irvine
Carl MuthuKumaraswamy
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Declaration Form   


Candidates for Committees, Boards, Advisory groups

Name:    

Committee / Board / Advisory group:

Responsible Ministry Manager: 


To ensure the Ministry of Health can act with integrity and transparency, all members / candidates for committees, boards or advisory groups are required to identify and declare any actual, potential or perceived conflicts of interest that may impact on their role.

Declaration


If you are aware of any actual, potential or perceived conflicts you must discuss this with the relevant Chairperson and / or responsible manager and complete a standard Ministry of Health Conflict of Interest Declaration in addition to this declaration. 

Any breach of the Ministry’s Conflicts of Interest rules and guidelines will be a breach of your obligations to the Ministry.


		1

		I have read and understand the Ministry of Health Conflicts of Interest rules and guidelines and related material 



		Yes/No



		2

		I have no interests that would potentially impact on my obligations to the Ministry in the role applied for 



		Yes/No



		3

		I will notify the manager of any actual, potential or perceived conflicts of interest that may arise, or that I become aware of, while I am a member of the committee, board or advisory group



		Yes/No





__________________
___________________
   _______________


      Member / Candidate
         (Signature)
              (Date)

             (name)

This declaration needs to be given to the Ministry manager responsible for the Board, Committee or Advisory group.
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Conflict of Interest Guidelines for District Health Boards
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The New Zealand health and disability sector is an inherently close community, where people with specialist skills and knowledge are in high demand. Conflicts of interest both actual and potential are an inevitable result of this environment.



The existence of conflicts is not itself a cause for concern, provided that they are managed in an appropriate manner by individuals and boards collectively.



However, effective conflict of interest management is an essential part of meeting the public’s high expectations for those working in the public health and disability system.



These Guidelines seek to underline the importance of appropriately managing conflicts in a complex and ‘interest rich’ environment. The process is essentially two-fold: the full and timely identification and disclosure of interests and conflicts, and then determining and implementing an appropriate response to such disclosures on an ongoing basis.



This guidance has been written to assist district health boards (DHBs) and board members in their efforts to continually improve board processes and meet good practice governance expectations. I trust that it will assist all DHB board members, office holders, committees and delegates.















Chai Chuah
Director-General of Health



This document provides guidance on moving toward the goal of good practice in public sector governance. It is not legal advice, and does not create new legal obligations or extend existing ones.
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These Guidelines promote good practice in managing conflicts of interest in district health board (DHB) decision-making. They reflect and build on recommendations set out in a number of relevant publications (listed as further reading in Appendix One).



The Guidelines are intended to provide a basis for assessing existing DHB conflict of interest policies and practices and for producing robust policy in the future. They are also aimed specially at assisting DHB boards to inspire confidence and maintain integrity in the public health sector, through impartial and transparent decision making. This document contains:

a brief summary of key concepts around managing conflicts of interest in the public sector (Part One)

a practical framework to assist in the recognition, disclosure and response to conflicts of interest (Part Two).
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These Guidelines are aimed at the following DHB people, referred to generically as ‘members’ in these Guidelines:

board Chairs, Deputy Chairs, and members (both elected and appointed)

board committee members

delegates of boards and committees (ie, those exercising authority on the board’s behalf)

other office holders (eg, Crown monitors).



They may also assist DHB employees who assist boards with conflict of interest management, and they provide some useful information for other DHB decision-making processes.
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The variety and broad nature of DHB operations mean that a single set of specific rules cannot be established. Conflicts of interest differ in nature and need to be considered on a case-by-case basis. These Guidelines are not:

an exhaustive step by step guide

a substitute for legal advice

a set of legal requirements

intended to create additional legal obligations.
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Part One – Basic concepts

This part discusses the environment in which DHBs operate, and how this impacts on managing interests. It also discusses important legal concepts. These two aspects are built on in Part Two to provide a practical framework for dealing with conflicts of interest.
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It is common for people involved in DHB governance to have a background in the clinical, community or private sectors. To successfully transition to a DHB board, members need to understand the distinctive aspects of the public sector environment.



The principles of impartiality and transparency

DHBs are public entities owned by the Crown. They use public funds, and act for the benefit of the public.



Members of Parliament, the media, and the public expect people who govern DHBs, whether elected or appointed members, to act impartially. They expect that decisions will be transparent and not influenced by favouritism or improper personal motives, and that public resources will not be misused for private benefit. As the Office of the Auditor-General’s report Management of conflicts of interest in the three Auckland DHBs states:[footnoteRef:1] [1: 	Office of the Auditor-General. 2007. Management of Conflicts of Interest in the three Auckland District Health Boards. Wellington: Office of the Auditor-General, p 13, para 1.21.] 


Public perceptions are important. It is not enough that public sector members or officials are honest and fair; they should also be clearly seen to be so.



Impartiality and transparency have a cost. Process costs and time are obvious examples. Being impartial and transparent may at times mean making a decision that is not the most directly financially advantageous to the DHB. Those in governance roles must remember that ‘commercial return’, though extremely important, is not the only or overriding concern.



[bookmark: _Toc266361359][bookmark: _Toc453249290]Good practice

These Guidelines endorse a ‘good practice’ approach to conflicts of interest – an approach which extends beyond strict legal compliance.



This framework has three dimensions:

the legal dimension (which involves compliance with statute and other law)

the ethical dimension

the good practice dimension.



Acting ethically requires legal compliance, and implementing good practice encompasses both legal compliance and sound ethical behaviour. Further comment on this can be found in Appendix Three.
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The New Zealand health and disability sector is a close community. Conflicts of interest are inevitable.



The existence of conflicts is not itself a cause for concern – provided that conflicts are disclosed and responded to (both individually and collectively) in an appropriate manner. Commonly, when a conflict of interest has become an issue, the person concerned has neither taken advantage of the situation for their personal benefit nor been influenced by improper personal motives. However, their failure to appropriately disclose and manage conflicts can cause a real or perceived unfairness.



It is critical to understand that a perception of a conflict can be just as significant as an actual conflict. Whether or not the person would actually compromise himself or herself is not the only relevant consideration.[footnoteRef:2] This is the nature of conflicts of interest in the public sector environment. A reasonable test would be how the situation would be perceived if it were drawn to the public’s attention. [2: 	Office of the Auditor-General. 2004. Christchurch Polytechnic Institute of Technology’s Management of Conflicts of Interest Regarding the Computing Offered On-Line (COOL) Programme. Wellington: Office of the Auditor-General, pp 23–4.] 
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These Guidelines promote full and open disclosure as the foundation of good interest management.



It is necessary for members to regularly review their own interests, and to fully disclose them as early as possible. This allows all concerned to understand and manage the true nature, extent, and potential implications of an interest. Proper disclosure of conflicts of interest errs on the side of more disclosure, rather than less. It is also a continual process over the course of DHB business, as interests and conflicts often change.
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Disclosure is only the first step. A board and its members must then consider how they will respond to interests that arise. The Office of the Auditor-General states:

Simply declaring a conflict of interest is not usually enough. Once a conflict of interest has been identified and disclosed, the public entity may need to take further steps to remove any possibility – or perception – of public funds or an official role being used for private benefit.[footnoteRef:3] [3: 	Office of the Auditor-General. 2007. Managing Conflicts of Interest: Guidance for public entities. Wellington: Office of the Auditor-General, Part 4.] 




Response to a disclosure – that is the board’s action following disclosure – is just as important as the disclosure itself. A board acting lawfully must consider what (if anything) it should do in the light of a disclosure, both inside and outside the boardroom. Should a member continually have ongoing conflicts of interest that prevent the member from participating in a large number of board matters, the Chair should considering bringing this matter before the Minister as it is likely that the member cannot perform their role to the reasonable expectations of the position. Part Two addresses the practical elements of board responses.
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The potential costs and consequences of a conflict of interest not being appropriately managed can be serious. These may include cost, time, damage to the reputation of individuals and DHBs, contract cancellation, litigation, public and media scrutiny, and criminal investigation.
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Most legislative provisions relating to conflicts of interest for DHBs are set out in the New Zealand Public Health and Disability Act 2000 (the NZPHD Act). A few sections in the Crown Entities Act 2004 (the CE Act) also apply, such as that dealing with the disclosure of interests before appointment, however the majority are excluded via the NZPHD Act.[footnoteRef:4] [4: 	See clause 36(7), Schedule 3, NZPHD Act: ‘Sections 62 to 72 of the Crown Entities Act 2004 do not apply to a DHB’.] 




The NZPHD and CE Acts describe conflicts of interest requirements in a slightly different manner. However, the underlying intents are similar. By comparison, there are significant differences between the conflict of interest provisions in the Companies Act 1993 and the NZPHD Act.[footnoteRef:5] [5: 	For example, section 144 of the Companies Act 1993 outlines a default position which allows interested directors to vote as if they were not interested in the transaction, as opposed to the NZPHD Act which has a default position of excluding interested members.] 




Members should familiarise themselves with the legislative framework applicable to DHBs. Appendix Two lists relevant provisions.
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This section discusses some basic terms that are central to the practical steps in Part Two of this document: ‘interest’, ‘transaction’ and ‘conflict of interest’.



Interest

The term ‘interest’ refers to a non-DHB duty, role or pecuniary interest that has the potential to overlap with a member’s DHB role. This might be another public role, but is usually personal or private in nature.



Transaction

Section 6(1) of the NZPHD Act gives the following definition of ‘transaction, in relation to a DHB’:

the exercise or performance of a function, duty, or power of the DHB

an arrangement, agreement, or contract to which the DHB is a party

a proposal that the DHB enter into an arrangement, agreement, or contract.



A wide interpretation of this provision is preferred, which means that ‘transaction’ is potentially applicable to nearly everything that a DHB does, including a proposed exercise of a function, duty or power. Such an interpretation advances transparency, and is consistent with a good practice approach.



Conflict of Interest

The NZPHD Act uses the term ‘interested in a transaction’ for what is commonly understood to be a ‘conflict of interest’. For the purposes of these Guidelines, these two phrases are interchangeable.



The NZPHD Act further defines ‘conflict of interest’ in relation to a person and a DHB under section 6(1) to include ‘the employment or engagement of the person, or of the person’s spouse or partner, as an employee or contractor of the DHB’.



Under the NZPHD Act, a member will be ‘interested in a transaction’ (or have a conflict of interest) where a member:[footnoteRef:6] [6: 	Section 6(2)(a)–(e), NZPHD Act.] 


a)	‘is a party to, or will derive a financial benefit from, the transaction; or

b)	has a financial interest in another party to the transaction; or

c)	is a director, member, official, partner, or trustee of another party to, or person who will or may derive a financial benefit from, the transaction, not being a party that is:

(i)	the Crown; or

(ii)	a publicly-owned health and disability organisation;[footnoteRef:7] or [7: 	The NZPHD Act currently defines publicly-owned health and disability organisations as DHBs, the Pharmaceutical Management Agency, the New Zealand Blood Service, the Health Promotion Agency, and the Health Quality and Safety Commission.] 


(iii)	a body that is wholly owned by one or more publicly-owned health and disability organisations; or

d)	is the parent, child, spouse or partner of another party to, or person who will or may derive a financial benefit from, the transaction; or

e)	is otherwise directly or indirectly interested in the transaction.’



In the first four categories, the concern is with the member having some form of direct or indirect financial interest in what the DHB is doing. Non-financial interests (and financial interests not caught by the first four categories) are included in the fifth category, which should be interpreted broadly.



In effect, if a member stands to gain or benefit – whether financially or otherwise, and whether directly or indirectly – from what the DHB is doing, then it is likely that a conflict exists.



However, the NZPHD Act notes that a person will not have a conflict where their interest is so remote or insignificant that it cannot reasonably be regarded as likely to influence them in carrying out their duties. What is remote or insignificant will depend on the circumstances. A person is not classed as interested in a transaction simply because they are being paid as a DHB board member.[footnoteRef:8] [8: 	Section 6(3), NZPHD Act.] 
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Part two – Practical guidance

This part sets out guidance on what is ‘good practice’ in recognising, disclosing, and responding to both interests and conflicts of interest.



The basis of the approach is that full and early disclosure of interests will make conflicts of interest easier to identify, and facilitate earlier opportunities for management, with the end goal being a more effective response.



Managing interests and conflicts of interest can be broken down into the following stages:

recognising interests and conflicts of interest

disclosing interests and conflicts of interest

responding to disclosures.



Transactions and interests can change, and new interests/conflicts can arise at any time. Members and boards need to ensure they are aware of interests and how they relate to their DHB’s transactions.
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The first step in managing a member’s conflict of interest is to recognise the interest at hand. The member should consider anything from which they may gain real or perceived benefit, either financial or non-financial. Some examples of interests members should consider are:

shares they own

having made a donation or received a gift

being an adviser, employee or director of another business or organisation

being a member of a professional body

their family affiliations

any business proposals they are developing.



Consideration of interests is not a one-off exercise. Members should regularly review their interests and ensure the board’s interests register is kept up to date. It is the member’s duty to ensure the register is kept current.



The next step is for the member to recognise that a conflict arises out of that interest. Early recognition, coupled with early and full disclosure, ensures the best chance of effective management. Some considerations in particular should be kept in mind.

Areas for concern will be at the intersection of overlapping and potentially competing interests.

Although the NZPHD Act and CE Act frameworks place a particular emphasis on financial interests, other interests are significant both legally and ethically.

Conflicts of interest are not confined to a commercial transaction such as a tender process or contract. Involvement in policy and strategy can also lead to conflicts, often more difficult to manage than those arising from confined commercial transactions.

If in doubt, members should consider whether a third party (such as a court or the public) would see an issue to exist. Consultation with the board Chair may assist individual members. Board Chairs, in turn, may wish to discuss matters with the Deputy Chair.



The practice of identifying conflicts of interest is ongoing. Conflicts of interest can evolve through changes in the dimensions of either a transaction or an interest. One appropriate time to consider them is upon receipt of a meeting agenda and board papers.



[bookmark: _Toc256421301][bookmark: _Toc256421945][bookmark: _Toc256422193][bookmark: _Toc266361368][bookmark: _Toc453249299]Disclosing interests and conflicts of interest

These Guidelines promote an ongoing process of full disclosure of interests and conflicts of interests at the earliest opportunity.



Disclosing ‘interests’ (typically in positional terms, such as ‘director of XYZ Ltd’), as opposed to ‘conflicts of interest’, is not expressly required by the NZPHD Act. However, it is recommended that such ‘interests’ are in fact disclosed (with regular updates), for the purpose of alerting members to potential issues and effectively creating an ‘early warning system’.



The obligation to disclose an interest or conflict of interest is firmly on the member with the relevant interest or conflict.



In considering disclosure, it is helpful to address what should be disclosed, when, how, and to whom.



[bookmark: _Toc256421302][bookmark: _Toc256421946][bookmark: _Toc256422194]What should be disclosed?

In the case of an interest, the details disclosed should allow an independent observer to understand what the member’s interest is, and why and how it might impact on their role on the board.



In the case of a conflict of interest, disclosure should enable an independent observer to understand the nature of the conflict, and how it could benefit the member (or other parties as per section 6(2)(d) of the NZPHD Act) and impact on the member’s role on the board.



A disclosure should also provide relevant information that enables other members to make an informed decision about how best to manage the actual or potential conflict of interest, both inside and outside the boardroom.



In order to achieve this, members should provide specific information, including (as relevant):

the position at issue: that is, the role (eg, manager of finance or director), and its functions and duties specifically in relation to the transaction (in case of a conflict)

in the case of a conflict, the potential value (direct and indirect) of the transaction to the member, if this can be measured

the way in which the interest or conflict will or may impact on the performance of the member’s DHB role

an explanation of any personal benefit – perceived, actual or potential, direct or indirect, financial or otherwise – resulting from the transaction

historical and contextual information necessary to properly understand the disclosure

possible future involvements and benefits.



Members should always err on the side of caution and provide more contextual information rather than less. This could include historical details indicating their levels of involvement in interests or transactions, or could mention possible future interests or conflicts. As mentioned above, public perception is an important consideration.



An inclination to withhold information, or to disclose in a confined or narrow way, may indicate a reason for concern about the adequacy of the disclosure.



A simple example of a conflict of interest statement made during a meeting could be:

Mr X declared his conflict of interest in relation to item Y, because he is a director of Z, which provides aged residential care services. The conflict arises because even though Z does not currently supply services to the DHB, it is considering putting in a tender to the DHB.



When should disclosures be made?

Disclosures should be made at the earliest opportunity. In the case of conflicts, this is required by the NZPHD Act,[footnoteRef:9] which states that: [9: 	Clause 36(1), Schedule 3, NZPHD Act.] 


A member of a board of a DHB who is interested in a transaction of the DHB must, as soon as practicable after the relevant facts have come to the member’s knowledge, disclose the nature of the interest to the board.



‘As soon as practicable’ should be literally interpreted: disclosure may take place in between meetings, on receipt of agendas for meetings, or at the meetings themselves.



There are several avenues open for disclosure of both interests and conflicts of interest.



Prior to appointment or election

The first opportunity for disclosure arises before a person becomes a member of a board, as follows.

In the case of appointment, applicants should disclose interests and conflicts of interest when providing information to allow the Minister of Health (or the board, in the case of committees) to decide whether to make an appointment.[footnoteRef:10] [10: 	Section 31(1)(c), CE Act.] 


In the case of election, all candidates must give a statement to the electoral officer that discloses any conflicts of interest that the candidate has with the DHB as at the date of the candidate’s notice of consent, or states that the candidate has no such conflicts of interest as at that date; and discloses any such conflicts of interests that the candidate believes are likely to arise in the future, or states that the candidate does not believe that any such conflicts of interest are likely to arise in future.[footnoteRef:11] [11: 	Clause 6, Schedule 2, NZPHD Act.] 


First board meeting

It is good practice to formally disclose those initial interests or conflicts at the member’s first board meeting. Members are required to ensure the statement they provide to the Minister or electoral officer is entered into the board’s interests register. This enables the board to question the nature of the interest where necessary, and provides a minuted record of the disclosure to the board.



Ongoing at meetings and outside meetings

Initial disclosures are not the end of the disclosure process. Disclosure is a continuous process as new interests and conflicts emerge over time, and existing interests and conflicts change in nature.



DHBs should ensure they have mechanisms which allow:

disclosure at any stage between two meetings

pre-meeting disclosure (ie, disclosure after an agenda has been set but prior to the meeting itself taking place)

disclosure at a meeting, whether it is public or ‘in committee’.



All meeting agendas should include standing items to accommodate disclosure and updating of both interests and conflicts of interest.



[bookmark: _Toc256421303][bookmark: _Toc256421947][bookmark: _Toc256422195]How and to whom should disclosures be made?

A disclosure should be made in writing where possible and, where writing is not possible, verbally and then retrospectively in writing. Recording disclosures in writing ensures a degree of transparency; paper trails assist in managing perception, and can help to prevent difficulties of recollection if questions arise later. Disclosure must be in both the interests register[footnoteRef:12] and recorded in the board minutes. [12: 	Clauses 36(3) and (6), Schedule 3, NZPHD Act.] 




Disclosures should be made to a central contact person (see below) and to the board at the first meeting following the disclosure. Where it becomes apparent at a meeting that there is a conflict of interest, this should be raised at the appropriate points in the agenda (ie, the declarations of interest standing agenda item and the item to which the interest or conflict relates).



[bookmark: _Toc256421304][bookmark: _Toc256421948][bookmark: _Toc256422196]Central contact person

DHBs should nominate a central contact person for administering interest matters (eg, a board secretary or legal advisor). This person should:

be a contact point for disclosure outside of meetings

maintain a register recording the nature of members’ interests and conflicts

be able to provide input into the development of agendas

receive copies of all appointment disclosure statements for elected and appointed members

assist the board in establishing and reviewing policies and procedures on conflicts of interest.



A central contact person can implement disclosure procedures such as ensuring that disclosures made outside of meetings are communicated to board members before board meetings.
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The DHB is required by statute to maintain an interests register for the purposes of recording:

any disclosure of interests in transactions[footnoteRef:13] [13: 	Clause 36(1), Schedule 3, NZPHD Act.] 


the filing of the initial statements from elected and appointed members (made to the electoral officer and the Minister respectively)[footnoteRef:14] [14: 	Clause 36(6)(a), Schedule 3, NZPHD Act.] 


‘any relevant change in the member’s circumstances affecting a matter disclosed in that statement [which must be] entered in that register as soon as practicable after the change occurs’.[footnoteRef:15] [15: 	Clause 36(6)(b), Schedule 3, NZPHD Act.] 




This register should be used to record both interests and conflicts of interest. Record-keeping ensures transparency and enables the proactive management of interests.



Registers need to be kept up to date and accurate to be of any use. This requires regular review, a process that the central contact person and the board should share.



DHBs should maintain electronic and hard copies of the register (the latter constituting the legally required component). Disclosures should then be entered into each, and the electronic copy sent out to members with the board papers as a regular reminder.
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Disclosure is not the end of the process. Effective administration of conflicts of interest depends on active and appropriate responses.



Responding to a conflict of interest requires a collective effort on the part of the member concerned and the other members of the board. Response strategies may range from no action at all through to action taken outside the boardroom, such as the member removing him or herself from an employment or financial situation.



Chairs have added responsibilities, including the responsibility to ensure that processes are followed and that a high standard of care is met.
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Although management of a disclosure focuses on responding or reacting to disclosures of conflicts, proactive steps can also be taken earlier in the process.



The early identification of interests can, in some circumstances, provide an opportunity to address potential impacts. For example, if an interest has the potential to attract negative public comment, a strategy could be implemented to provide assurance that the board is aware of the risk and has a clear plan if the interest does result in a conflict. Under the ‘no-surprises’ principle, boards should keep the Minister informed if public comment on a member’s situation is likely.



Updating the register and noting in the minutes any deliberate or circumstantial resolution of a potential conflict situation may also be appropriate (eg, shares being sold, or a contract ending).



[bookmark: _Toc256421308][bookmark: _Toc256421952][bookmark: _Toc256422200]Reactive steps

The nature of the conflict of interest environment is such that reactive management will be a more common strategy.



The first part of any response by the board (to disclosures of both interests and conflicts) should include establishing that the nature and extent of the interest or conflict is understood. If not, the board should make further enquiries of the member or management in order to obtain the information needed.



In instances where the board decides that a situation does not amount to a conflict of interest (taking a good practice approach), it is still appropriate to formally record or declare the disclosure and assessment.[footnoteRef:16] [16: 	Office of the Auditor-General. 2007. Managing Conflicts of Interest: Guidance for public entities. Wellington: Office of the Auditor-General, para 4.30.] 




At the simplest level, response to a disclosure may involve no more than recording the disclosure and requiring the ‘conflicted’ member to leave the relevant part of the meeting.



Any strategy relating to a conflict must comply with clause 36 of Schedule 3 to the NZPHD Act. Under this clause, a member of a board who has a conflict (and makes a disclosure of an interest in a transaction) must not take part in any deliberation or decision relating to the transaction, must not be included in the quorum for any decision or deliberation on the matter, and must not sign any document relating to the entry into a transaction or the initiation of the transaction.[footnoteRef:17] [17: 	Clause 36(2), Schedule 3, NZPHD Act. Note that the Minister of Health has power to waive or modify this provision if the public interest supports such an action, pursuant to clause 37 of Schedule 3 to the NZPHD Act.] 




However, a conflicted member of the board may continue to take part in relation to the deliberation (but not decision) of the transaction in question if the majority of the other members of the board agree.[footnoteRef:18] The waiver should be used only when absolutely necessary and with great caution. The board must be aware of the potential risk that the conflicted member could be in a position to disclose information to a third party. [18: 	Clause 36(4), Schedule 3, NZPHD Act.] 




The exemption described above lends itself to situations where a member’s participation in discussion is necessary to ensure appropriate information or expertise is made available to the board or committee. If that information or expertise can be accessed from a non-conflicted person (eg, an external expert or non-board member), the board should carefully consider doing so, instead of allowing the conflicted member to participate.



Boards should exercise caution to ensure that use of the exemption does not become common practice. They must comply with the requirement to note an exercise of the exemption in board minutes, and that the entry in the minutes must also give the majority’s reasons for giving it and that what the member says in any deliberation of the board relating to the transaction concerned.[footnoteRef:19] There is also a requirement to list such exemptions in the DHB’s annual report.[footnoteRef:20] [19: 	Clause 36(5), Schedule 3, NZPHD Act.]  [20: 	Section 42(4), NZPHD Act.] 




The management strategy adopted will depend on the nature of the disclosure and the way in which the conflict of interest impacts on the DHB and its operations. The strategy should:

protect the integrity of the board and the DHB

protect the integrity of the member concerned

manage perceptions which could arise from the conflict

preserve valuable and critical inputs into decision-making

apply beyond the boardroom as appropriate: managing the implication of a conflict may involve the DHB in a wider sense and include a transaction that would not usually be handled by the board (eg, matters within the sphere of management’s delegated authority)

take account of information security: both parties need to recognise the variety of communication mediums that need to be monitored, and anticipate any situations in which information pertaining to a transaction involving a conflict of interest might be divulged to the member concerned.



The detail of any strategy will require careful assessment. Relevant factors include:

the type and the extent of the person’s conflicting interest

the nature or significance of the particular decision or activity being undertaken by the DHB

the degree to which the person’s other interest could affect, or be affected by, the DHB’s decision or activity

the nature or extent of the person’s current or intended involvement in the DHB’s decision or activity

the practicability of any options for avoiding or mitigating the conflict

the depth of the connection between the interests.



The risk to be assessed is not just the risk of actual misconduct by the particular member or official involved. It is also the risk that the DHB’s capacity to make decisions lawfully and fairly may be compromised, and that the reputation of the DHB and wider state services may be damaged.



In making such an assessment, the board needs to consider how the situation could reasonably appear to an outside observer[footnoteRef:21] and respond accordingly. [21: 	Office of the Auditor-General. 2007. Managing Conflicts of Interest: Guidance for public entities. Wellington: Office of the Auditor-General, para 4.31.] 




Possible strategies, so long as they comply where appropriate with clause 36 of Schedule 3 to the NZPHD Act, may include:

excluding a member from the matter at issue

utilising the clause 36 or 37 exemption process

imposing additional oversight or review on the member concerned

excluding the member concerned from a committee or working group dealing with the issue

re-assigning certain tasks or duties to another member or person

reaching an agreement or imposing a prohibition, ensuring that the member concerned will not undertake particular actions

placing restrictions on access to certain confidential information

transferring the member concerned (either temporarily or permanently) to another position or task

composing media statements and managing media strategy.[footnoteRef:22] [22: 	Ibid, paras 4.28 and 4.29 suggests other mitigation strategies.] 




Communication between DHB staff and members is likely to be carefully prescribed in a board’s governance rules, to ensure roles and responsibilities are clearly understood. Such regulation is particularly important when a conflict of interest situation arises. Members must ensure that they do not communicate (and are not perceived to communicate) with DHB staff on any matter related to the conflict without prior board approval.



Occasionally a conflict of interest may be so significant or pervasive that the member will need to consider divesting themselves entirely of one or the other interest or role.[footnoteRef:23] In the event that such a significant conflict exists, the member should not participate in conflicted activities until the conflict is resolved to the satisfaction of the Chair. Ineffective management of the conflict at an early stage might have the consequence that the member concerned must withdraw from both roles. [23: 	Ibid, para 4.34.] 




In addition, if the nature of an interest or conflict of interest changes, decisions pertaining to it may need to be reviewed.[footnoteRef:24] [24: 	Ibid, para 4.36.] 




[bookmark: _Toc256421309][bookmark: _Toc256421953][bookmark: _Toc256422201]Recording decisions

In all cases, a written record should be retained of any decision or strategy taken on an interest or conflict. Ideally, such a record should include: the initial facts, the nature of the assessment, action taken in response, possible future action to be taken in response and any mitigation strategies undertaken. Such written records increase transparency, and ensure that the DHB is clearly seen to have recognised and responded to the conflict.
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Appendix 1 – Further reading

Office of the Auditor-General. 2007. Management of Conflicts of Interest in the three Auckland District Health Boards.

Office of the Auditor-General. 2007. Good Practice Guide: Managing conflicts of interest: Guidance for public entities.

Office of the Auditor-General. 2004. Christchurch Polytechnic’s Management of Conflicts of Interest regarding the Computing Offered On-line (COOL) Programme.

State Services Commission. November 2009 (Updated October 2015). Board Appointment and Induction Guidelines.
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Appendix 2 – Relevant legal provisions

Applicable legislation: by group

		Group

		Act

		Reference



		Board

		NZPHD Act

		Section 6

Section 42(4)

Clause 6, Schedule 2

Clauses 36–40, Schedule 3

Clause 6, Schedule 4



		

		CE Act

		Section 31



		Delegates

		NZPHD Act

		Section 6

Clauses 39–40, Schedule 3



		Statutory advisory committees:

community and public health advisory committees

disability support advisory committees

hospital advisory committees

		NZPHD Act

		Section 6

Clause 6(3), Schedule 4

Clauses 38–39, Schedule 4



		Other committees

		NZPHD Act

		Section 6

Clause 38, Schedule 3

Clauses 38–39, Schedule 4
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Appendix 3 – Good practice

The good practice approach to conflict management has three elements. These are further explained below.

[image: ]



[bookmark: _Toc256421313][bookmark: _Toc256422205]The legal dimension

Good faith and integrity are not just aspirations of good practice, but legal requirements.[footnoteRef:25] [25: 	Refer to Appendix Two for relevant legal provisions as set out in the NZPHD Act and CE Act.] 




Applicable legislation, which includes statute and other law, prescribes certain minimum standards and processes that must be met and followed. These include collective duties owed to the Minister,[footnoteRef:26] and individual duties owed to the Minister and the DHB.[footnoteRef:27] [26: 	Section 58, CE Act.]  [27: 	Sections 26 and 59, CE Act.] 




Individual duties of board members include duties that each board member must, when acting as a board member:

‘... act with honesty and integrity’[footnoteRef:28] [28: 	Section 54, CE Act.] 


‘... act in good faith and not pursue his or her own interests at the expense of the entity’s interests’.[footnoteRef:29] [29: 	Section 55, CE Act.] 




In addition to these statutory obligations, members are increasingly seen as owing fiduciary duties: obligations to act in the best interest of dependant parties. Such a duty exists in relationships where one party places a special trust, confidence and reliance in the other in exercising discretion or expertise on their behalf.



[bookmark: _Toc256421314][bookmark: _Toc256422206]The ethical dimension

Regardless of whether any legal requirement applies, a conflict of interest will always involve ethical considerations.[footnoteRef:30] [30: 	Office of Auditor-General. 2004. Christchurch Polytechnic’s Management of Conflicts of Interest regarding the Computing Offered On-Line (COOL) Programme, p 24.] 




Failure to meet appropriate ethical standards in connection with conflicts of interest is open to criticism on the grounds that the conduct falls short of the ethical standards expected of those in public office. This will not necessarily involve a legal breach.



The Office of the Auditor General specifies integrity, honesty, transparency, openness, independence, good faith, and service to the public as the values and ideals within which public business ought to be conducted.[footnoteRef:31] Any decision-making in regard to conflicts of interest should be conducted in line with these principles. [31: 	Office of the Auditor-General. 2007. Managing Conflicts of Interest: Guidance for public entities. Wellington: Office of the Auditor-General, p 15.] 




[bookmark: _Toc256421315][bookmark: _Toc256422207]The ‘good practice’ dimension

‘Good practice’ entails and extends the legal and ethical dimensions described above.



‘Good practice’ – sometimes referred to as best practice – is what boards and members should adhere to in order to meet appropriate standards. Good practice refers to the way in which a board meets ethical and legal requirements.



Good practice has two elements: appropriate processes and systems must be in place, and boards and board members must adopt a common sense and precautionary approach.
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Membership, National Renal Transplant Leadership Team (NTRLT)

NRTLT members are nominated by their organisation, sector or specialty group. Appointment is made by the NRTLT. 



The operational group is a subset of the larger strategic group. The strategic group approves the work plan for the National Service, and the operational group works to achieve it.



Strategic Group 

		Number

		Position



		1 

		National Renal Transplant Clinical Director (Chair)



		3

		Clinical Leaders Renal Centres (or delegate)



		3 

		Transplant Surgeons from each transplant centre



		2

		Renal transplant coordinators (transplant and non-transplant centre)



		3

		Transplant Centres managers



		3 

		Nephrologist from non-transplanting centres.



		1

		Paediatric nephrologist



		1

		Representative from NZ Blood Service (ex officio)



		1

		Representative Organ donation New Zealand (Ex officio)



		2

		Consumer Rep Ex officio



		1 

		Representative National Health Board (Ex Officio)



		1

		Senior DHB Management (Chief Operating Officer mooted)







Operational Group

		Number

		Position



		1 

		National Renal Transplant Clinical Director (Chair)



		3

		Clinical Leaders Renal Centres (or delegate)



		3

		Transplant Centres managers



		3

		Transplant Surgeon



		1 

		Transplant Coordinator



		1 

		Nephrologist from non-transplanting centre



		1 

		NHB representative (ex officio)













Operational Group Current Membership (8 May 2016)



		Role

		Required 

		Who

		Email



		National Renal Transplant Clinical Director (Chair)

		Any DHB

		Nick Cross (SMO,  Department of Nephrology, Canterbury DHB)

		Nick.cross@cdhb.health.nz





		Clinical Leader, Renal Transplant Centre

		Auckland DHB

		Ian Dittmer (CD, Department of Renal Medicine)

		IDittmer@adhb.govt.nz





		

		Capital and Coast DHB

		Phil Matheson (SMO, Department of Renal Medicine)

		Philip.Matheson@ccdhb.org.nz





		

		Canterbury DHB

		John Irvine (SMO, Department of Nephrology)

		John.Irvine@cdhb.health.nz





		Surgeon, Renal Transplant Centre

		Auckland DHB

		Stephen Munn (CD, National Liver Transplant Service)

		SMunn@adhb.govt.nz





		

		Capital and Coast DHB

		Dilip Naik (CD, Vascular Surgery)

		Dilip.naik@ccdhb.org.nz





		

		Canterbury DHB

		Justin Roake (CD, Vascular, Endovascular and Transplant Surgery)

		Justin.Roake@cdhb.health.nz





		Manager, Renal Transplant Centre

		Auckland DHB

		Kristin Wilson (Service Manager, Transplantation)

		KristinW@adhb.govt.nz





		

		Capital and Coast DHB

		Kaye Hudson 



		Kaye.Hudson@ccdhb.org.nz





		

		Canterbury DHB

		Ralph La salle (Team Leader, Secondary Care, Planning and Funding)

		Ralph.Lasalle@cdhb.health.nz





		Transplant Coordinator

		Any Transplanting DHB

		See below

		



		Nephrologist, Non-Transplant Centre

		Any DHB

		John Schollum (SMO, Department of Renal Medicine, Southern DHB)

		John.Schollum@southerndhb.govt.nz





		NHB representative (ex officio)

		

		Jane Pōtiki (Principal Advisor, National Health Services, Electives, DHB Performance)

		Jane_Potiki@moh.govt.nz







SMO = Senior Medical Officer, CD = Clinical Director




Strategic Group Current Membership (8 May 2018)



Consists of operational group, plus



		Role

		Required 

		Who

		Email



		Coordinator, Non-transplant centre

		Non-transplanting DHB

		See below

		



		Nephrologist, Non-transplant centre

		Non-transplanting DHB

		Drew Henderson (SMO, Department of Renal Medicine, Waikato DHB)

		Andrew.Henderson@waikatodhb.health.nz





		Nephrologist, Non-transplant centre

		Non-transplanting DHB

		Andy McNally (CD Department of Nephrology, Hawkes Bay DHB)

		Andrew.McNally@hawkesbaydhb.govt.nz





		Paediatric Nephrologist

		

		Chanel Prestidge (SMO, Department of Paediatric Nephrology, Starship Hospital, Auckland)

		ChanelP@adhb.govt.nz





		NZ Blood Service 

		

		Heather Dunckley, Clinical Scientist and ASHI Director, Tissue Typing, Auckland

		Heather.Dunckley@nzblood.co.nz





		ODNZ Representative

		

		Janice Langlands, Auckland

		JaniceL@adhb.govt.nz





		Consumer rep

		

		Jock Allison, Dunedin

		Jock.allison@xtra.co.nz





		Consumer rep

		

		John Kearns, Auckland

		john.kearns@seaboatsbrokers.com





		Senior DHB Management

		

		Joanne Brown - Funding and Development Manager Hospitals Auckland and Waitemata

		jo.brown@waitematadhb.govt.nz





		Transplant Coordinators:



		

		Claire Beckett Capital and Coast DHB

Denise Beechey – Counties Manukau DHB

Karen Lovelock – Auckland DHB



		Claire.beckett@ccdhb.org.nz



Denise.Beechey@middlemore.co.nz



KarenL@adhb.govt.nz







SMO = Senior Medical Officer, CD = Clinical Director



NRTLT Membership (Author: Nick Cross, 30/05/2018)	Page 3




image5.emf
NKASReport2018.p ptx


NKASReport2018.pptx
NZ Renal Transplant Leadership Team 2018

Ian Dittmer

Medical Director - NKAS









Waiting list December 2017







Total numbers





2012	Suspended	O	A	B	AB	219	188	171	72	12	2013	Suspended	O	A	B	AB	195	200	149	75	9	2014	Suspended	O	A	B	AB	181	217	149	66	11	2015	Suspended	O	A	B	AB	182	204	156	75	13	2016	Suspended	O	A	B	AB	194	225	153	83	11	2017	Suspended	O	A	B	AB	217	185	173	71	13	





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	2017	Northland	Waitemata	Auckland	Counties	Waikato	Taranaki	Palmerston	Hawkes Bay	Wellington	Nelson	Christchurch	Southern	Starship	27	53	55	85	59	11	9	13	54	11	40	18	5	





Waiting List by PRA





2012	0-10	11-30	31-50	51-80	81-100	366	22	14	20	21	2013	0-10	11-30	31-50	51-80	81-100	357	22	10	24	18	2014	0-10	11-30	31-50	51-80	81-100	366	23	10	28	15	2015	0-10	11-30	31-50	51-80	81-100	364	32	17	33	16	2016	0-10	11-30	31-50	51-80	81-100	249	25	22	26	19	2017	0-10	11-30	31-50	51-80	81-100	217	22	28	43	130	





Waiting List by Months Waiting





2012	0-12	13-24	25-36	37-48	49-60	61-72	>	72	185	89	54	38	25	18	34	2013	0-12	13-24	25-36	37-48	49-60	61-72	>	72	186	72	54	39	20	14	47	2014	0-12	13-24	25-36	37-48	49-60	61-72	>	72	168	97	61	34	21	18	44	2015	0-12	13-24	25-36	37-48	49-60	61-72	>	72	155	92	74	39	18	18	47	2016	0-12	13-24	25-36	37-48	49-60	61-72	>	72	169	96	59	47	25	13	48	2017	0-12	13-24	25-36	37-48	49-60	61-72	>	72	171	93	56	25	22	15	39	





Deceased Donor Transplants







Kidneys by Transplant Centre









Auckland	2000	2001	2002	2003	2004	2005	2006	2007	2008	2009	2010	2011	2012	2013	2014	2015	2016	2017	37	33	42	41	34	23	29	34	31	35	30	45	35	32	47	49	58	85	Waikato	2000	2001	2002	2003	2004	2005	2006	2007	2008	2009	2010	2011	2012	2013	2014	2015	2016	2017	6	1	Wellington	2000	2001	2002	2003	2004	2005	2006	2007	2008	2009	2010	2011	2012	2013	2014	2015	2016	2017	24	18	17	14	10	13	4	16	15	8	15	9	11	15	15	14	20	21	Christchurch	2000	2001	2002	2003	2004	2005	2006	2007	2008	2009	2010	2011	2012	2013	2014	2015	2016	2017	8	15	10	12	13	11	8	15	7	9	5	7	10	5	4	10	12	12	





Kidneys by Rank









Rank 1	

1999	2000	2001	2002	2003	2004	2005	2006	2007	2008	2009	2010	2011	2012	2013	2014	2015	2016	2017	3	5	5	3	9	2	2	6	2	5	2	2	4	3	1	4	4	6	5	Rank 2	

1999	2000	2001	2002	2003	2004	2005	2006	2007	2008	2009	2010	2011	2012	2013	2014	2015	2016	2017	23	37	18	20	14	14	19	15	35	24	35	25	32	28	29	17	20	25	36	Rank 3	

1999	2000	2001	2002	2003	2004	2005	2006	2007	2008	2009	2010	2011	2012	2013	2014	2015	2016	2017	27	33	44	46	44	41	26	20	28	24	17	23	25	25	23	45	49	59	75	







Waiting Times by Rank









Rank 1	1999	2000	2001	2002	2003	2004	2005	2006	2007	2008	2009	2010	2011	2012	2013	2014	2015	2016	2017	9	6	14	14	12	19	10	18	4	16	15	17	7	16	20	11	5	7	10	Rank 2	1999	2000	2001	2002	2003	2004	2005	2006	2007	2008	2009	2010	2011	2012	2013	2014	2015	2016	2017	24	15	23	11	20	21	28	18	20	33	22	25	19	22	22	29	26	11	18	Rank 3	1999	2000	2001	2002	2003	2004	2005	2006	2007	2008	2009	2010	2011	2012	2013	2014	2015	2016	2017	53	30	40	35	38	38	32	43	46	54	62	56	62	52	46	48	51	46	51	







Discarded/unused kidneys 2017

1 thrombosed kidney

1 mottled kidney

2 elderly biopsy 3/6

Dual from biopsy score

2 donor unsupportable

2 AB blood group no cross match negative recipients

2 hypertension age diabetes

2 donor malignancy

2 DCD did not progress

2 biopsy 5/5

2 DCD did not progress

2 DCD did not progress

2 pus in pelvis

1 atheroma and score 3
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