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Foreword 

We are pleased to present this document as the fifth in a series of reports about clinical services in 
the Central Region. The focus of this report, and the whole programme of work, is on identifying 
ways regional collaboration can lead to improvements and the sustainable development of clinical 
services provided within the region. It reflects the commitment of the participating District Health 
Boards (DHBs) to work together and to share resources and expertise to better meet the health 
needs of our populations. 

Renal services was one of the specialties selected for a regional project, as there is already some 
inter-DHB activity occurring in this specialty. Collaborative arrangements could address some of 
the issues facing a number of our DHBs, in maintaining local delivery of sustainable, high quality 
renal services. It is also recognised that for certain activities, such as training and development of 
clinical staff, and clinical audit, as well as development of information and management systems, a 
better outcome may be achieved through the combined effort of several DHBs working together. 

The renal project was carried out by Central Regionõs Technical Advisory Service (TAS), our shared 
support agency that specialises in applied analysis. The document incorporates recent data analysis 
and DHB planning for renal services, as well as interviews and discussions with doctors, nurses, 
managers, other DHB staff and General Practitioners. This gave us a good snapshot of the current 
state of renal services in the region. It also confirmed a regional strategic direction and identified 
four priorities for region-wide service development and improvement. 

The findings of this project and possible opportunities for future service delivery are documented 
in this report. When we achieve these recommendations we will have moved a long way as a region 
and set a precedent for the development of regional plans for other clinical services. 

 

 

 

 

Chai Chuah 
Chief Executive Hutt Valley DHB 
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Definitions and Abbreviations 

Ambulatory Not confined to a bed, able or strong enough to walk: an ambulatory patient 

ANZDATA  ANZDATA is the Australia and New Zealand Dialysis and Transplant 
Registry. The Registry records the incidence, prevalence and outcome of 
dialysis and transplant treatment for patients with end stage renal failure 

Biopsy A medical test involving the removal of cells or tissues for examination 

Cadaveric Donor A cadaveric donor is a recently-declared brain-dead person whose organs or 
tissues are transplanted in other people 

Chief Operating Officer (COO) The chief operating officer is responsible for the effective and efficient delivery 
of DHB hospital services 

Chronic Lasting for a long period of time or marked by frequent recurrence, as certain 
diseases: chronic colitis 

Chronic Kidney Disease (CKD) CKD is defined as either kidney damage for three or more months or 
GFR<60mls/min/1.73m2 (for the latter, CKD 3 and above) 

Clinical Governance This is the careful scrutiny of medical practice. It involves development and 
audit of services for treating patients, the assessment and management of risk, 
the investigation of adverse incidents, and the establishment of standards for 
services 

Clinical Nurse Specialist (CNS) A registered nurse practising at an advanced level in a specific area of practice 
who has completed advanced training in a specific scope of practice, and may 
have been prepared at masters level of education, but who has not been 
recognised and approved by the Nursing Council of New Zealand 

Clinical Training Agency (CTA) The Clinical Training Agency provides funding for Post Entry Clinical Training 
(PECT) programmes 

Case weighted discharge (CWD) A relative unit of measure used for inpatient services 

DHB of Domicile The DHB area in which a patient lives. DHBs are responsible for the care of 
all people living within their catchment area 

DHB of Service The DHB that provides a service to the patient 

Diagnostic Related Group (DRG) A grouping of discharge diagnoses for which treatment requires similar 
resources and which classify hospital cases into one of approximately 500 
groups 

DNA A code applied when a patient does not attend a hospital outpatient 
appointment or treatment procedure 

Erythropoietin (EPO)  A hormone that prevents anaemia (low red blood cell count) by helping you 
make red blood cells 
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End Stage Renal Disease (ESRD) Stage in kidney disease when treatment, such as dialysis or transplantation, 
becomes necessary. "End-stage" refers to the end of kidney function. Also 
referred to as end-stage kidney disease (ESKD) 

End Stage Renal Failure (ESRF) When glomerular filtration rate becomes less than 15 ml per min per 1.73 m2. 
Most patients in ESRF require dialysis or transplantation to continue to live. 
Also referred to as end-stage kidney failure (ESKF) 

Estimated Glomerular Filtration 
Rate (eGFR) 

The modern way to assess GFR is to use a simple formula, called the ô4-
variable MDRD formulaõ. This estimates the GFR, and is called the estimated 
Glomerular Filtration Rate (eGFR). This formula takes into account the 
factors that affect creatinine production, and expresses GFR relative to the 
size of the person. It is complicated, and requires a computer or powerful 
calculator to determine the answer 

FSA First specialist assessment. This is the first appointment the patient has in a 
hospital outpatient clinic with a senior medical officer 

Full-time equivalent (FTE) A way to describe hours of labour. 1 FTE is equal to 40hrs within one working 
week 

General Manager  Planning & 
Funding (GM) 

General Manager Planning & Funding are responsible for the allocation of all 
DHB resources and have particular  responsibility for services in primary care 
and public health  

General Practitioner (GP) A general practitioner (GP) is a medical doctor who provides the first point of 
contact on medical and minor surgical matters 

Glomerular Filtration Rate (GFR) This is a test to assess the capability of the kidney to 'clear' the blood of a 
substance. A small amount of dye is injected into a vein and blood samples are 
taken at hourly intervals for three hours, to measure the patient's renal 
clearance of the dye. It is a similar principle to creatinine clearance estimation, 
but with more accurate results 

Haemodialysis Satellite Unit A haemodialysis facility which is not on a hospital site. Satellite units can be 
self managed, where a patient takes full responsibility for delivering dialysis 
treatment, or serviced, where a staff member or members are present to 
support patients to receive dialysis treatment 

Home Haemodialysis (HHD) Haemodialysis treatment, received at home for kidney failure, in which the 
blood passes through an artificial dialyser to remove wastes and water 

In-Centre Haemodialysis (ICHD) Haemodialysis treatment, usually received at a hospital renal centre for kidney 
failure, in which the blood passes through an artificial dialyser to remove 
wastes and water 

International Business Australia 
(IBA) 

Electronic business information database used by Capital & Coast DHB 

Immunosuppressant Suppression of the immune response, as by drugs or radiation, in order to 
prevent the rejection of grafts or transplants or to control autoimmune 
diseases. Also called immunodepression 

Intensive care unit (ICU) An Intensive Care Unit (ICU) or Critical Care Unit (CCU) is a specialised 
department in a hospital that provides intensive care medicine 
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Inter district flow (IDF) The way DHBs calculate money owed for services provided for those patients 
outside their catchment area 

Key Performance Indicators 
(KPI) 

Key Performance Indicators are financial and non-financial metrics used to 
quantify objectives to reflect strategic performance of an organisation. KPIs are 
used in Business Intelligence to assess the present state of the business and to 
prescribe a course of action 

Length of stay (LOS) How long a patient has stayed during an inpatient stay (not used for ambulatory 
services like dialysis) 

Magnetic Resonance Imaging 
(MRI) 

Magnetic resonance imaging (MRI), in scientific circles is a non-invasive method 
used to render images of the inside of an object. It is primarily used in medical 
imaging to demonstrate pathological or other physiological alterations of living 
tissues 

Modality  Different ways to deliver treatment eg dialysis 

Morbidity An illness or an abnormal condition 

National Minimum Data Set 
(NMDS) 

A national database of information about publicly provided hospital inpatient 
services 

NDSA Northern District Support Agency. This is a sister organisation to TAS, providing 
shared support services to its shareholders ð the DHBs of the Auckland and 
Northland region 

Nephrology Operational 
Patient Information System 
(NOPIS) 

NOPIS is a stand alone access database for CCDHB Renal Department 
information 

Nurse Practitioner A registered nurse, defined in the National Service Framework Data Dictionary, 
practising at an advanced level in a specific scope of practice, who has a masters 
level of education and is recognised and approved by the Nursing Council of New 
Zealand 

Patient Navigator A support and coordination person for patients to access services along the care 
continuum in the most efficient and effective manner 

Peritoneal Dialysis -Assisted 
(APD) 

An assisted form of dialysis in which the lining of the abdomen, the peritoneal 
membrane, acts as a natural filter 

Peritoneal Dialysis -
Continuous Ambulatory 
(CAPD) 

Form of continuous peritoneal dialysis in which dialysis fluid is exchanged at 
regular intervals throughout the day 

Peritonitis Inflammation of the peritoneum, often accompanied by pain and tenderness in 
the abdomen, vomiting, constipation, and moderate fever 

Population based funding 
(PBF) 

Funding provided to DHBs based on regional population base 

Primary care Primary care is the care to which any patient can refer themselves. It includes but 
is not limited to general practice 
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Price Volume (PV) Price volume is a purchase methodology from HealthPAC whereby 
services are based on a unit price and volume 

Primary Health Care Nurse This encompasses GP practice nurses and community based nurses in 
iwi providers, mobile outreach nurses and others 

Public Health Intelligence 
(PHI) 

The epidemiology group for the Ministry of Health located in the Health 
and Disability Systems Strategy Directorate 

Purchase Units (PU) A clinically meaningful, readily countable, alpha numeric identification 
code in the HealthPAC Contract Management System. PUs are costed in 
accordance with common costing standards and are cost homogeneous 
ie may be counted by the use of casemix type models 

Regional Service 
Development Initiatives 
(RSDI)  

Branch of Central Regionõs Technical Advisory Services involved in 
reviewing key regional DHB services and recommending new ways of 
organising them in order to improve service access, quality and 
sustainability 

Regional Electronic Health 
Record (REHR) 

Health information of patients, in an electronic format, able to be 
accessed by clinicians across the Central Region to inform patient 
treatment and care 

Renal Replacement Therapy 
(RRT) 

Renal replacement therapy is a term used to encompass life-supporting 
treatments for renal failure 

RMO Resident Medical Officer is a doctor with at least two years practical 
experience following graduation 

Secondary care Secondary care refers to care carried out in most hospitals. This is the 
first port of call for patients who are referred by their GP except in 
certain circumstances when the GP may refer the patient directly to a 
tertiary centre 

SMO Senior Medical Officer is a doctor vocationally registered with a 
professional college 

SSA Subsequent specialist attendance. This is a further appointment to the 
FSA that a patient has in a hospital outpatient clinic with a senior 
medical officer, and includes follow up visits to treatment 

Tertiary Care (centre) Tertiary care is very specialised care given to patients if they have a 
problem that is too complex for the local hospital. Patients are usually 
referred to the tertiary centre by a senior medical officer in a secondary 
hospital 

Ultrasound A diagnostic medical imaging technique used to visualise muscles, 
tendons, and many internal organs, their size, structure and any 
pathological lesions with real time tomographic images 

Weighted Inlier Equivalent 
Separations, Version 8 
(WIES8) 

A system of calculating relative casemix cost weights for different DRG 
groups 
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Executive Summary  

What might it be like to be a patient on dialysis? Consider for a moment. 

You know that your kidneys are useless. You know that without dialysis you will die. You hope for a 
transplant (if you fit the criteria). Otherwise you know this is your ôlotõ and you have to make the best 
of it. And your ôlotõ involves a trip to the hospital three times a week, for four to five hours at a time, 
plus travel, plus waiting time; so about six hours. You feel drained and really tired after each time but 
you do the best you can to fit your life around this routine and be the least burden on your family. 
Thereõs the challenge to remain human in the midst of the routine. You miss the significance and 
routine of work, but to work seems almost impossible with this routine and the unpredictable delays. 
You miss the freedom to travel, to go away for a holiday, because there are so few options available. 
You become dependent on the machine, in a clinical environment, and you either sleep or you wait. 
Thereõs the constant fight to remain positive, to not feel controlled. You develop a sense of ownership 
about the machine and about the environment, and you can see how small changes would make your 
life better. Perhaps these changes seem small but are big in reality; it would be good to explore the 
possibilities with staff. But the staff are so busy and you should just be grateful to be alive.  

Chronic Kidney Disease (CKD) is one of the major contributors to the burden of chronic illness in New 
Zealand.  CKD is divided into five stages, which are defined by the level of kidney function ð from stage 1 
(minimal damage) to stage 5 (end stage renal failure). 

There are three strategic issues for DHBs to consider in relation to CKD. 

1.  Growth in Demand 

Public Health Intelligence (Ministry of Health) expects both incidence and prevalence of RRT as well as 
raw volumes to grow at between 4 percent and 6 percent per year over the next decade. But the future 
looks uncertain, with an epidemic of obesity expected to account for one-third of the 45 percent growth 
in type II diabetes by 2011. Approximately 40 percent of new haemodialysis patients have type II diabetes 
now, and diabetes and other co-morbidities have a multiplier effect in premature mortality for patients 
with renal disease. The probability of 5-year survival for a non-diabetic haemodialysis patient is 51 percent 
compared to only 33 percent for a diabetic haemodialysis patient.  

2.  Cost 

Treating the final stage of CKD (stage 5) is expensive, with the average three year cost per patient in the 
range of $105,000 and $193,000 (renal transplant vs incentre haemodialysis, respectively). After sustained 
growth over previous years, the growth in incidence and prevalence began to plateau between 2002 and 
2004. The number of patients receiving renal replacement therapy (RRT) in New Zealand at the end of 
2005 were 548 patients receiving haemodialysis at a hospital, 290 patients receiving haemodialysis at home, 
296 patients receiving haemodialysis in a satellite centre, 180 patients receiving assisted peritoneal dialysis 
(APD) at home, and 540 patients on continuous ambulatory peritoneal dialysis (CAPD) (almost entirely at 
home). Among those receiving dialysis treatments in 2005, 34 percent were Mńori and 19 percent were 
Pacific peoples. 

3.  Service Models 

The effective management of CKD within primary care aims to reduce the growth rate of renal patients 
into end stage renal failure (ESRF). In addition, there is the need for timely referral to the renal unit to 
allow effective pre-dialysis training, and timely vascular access (requires surgical input). Transplantation 
provides the greatest possible outcome for 20 to 30 percent of patients with ESRF and is the most cost-
effective treatment in the long-term.  

In order to deal with these issues a three fold strategic approach is recommended in this paper. 

1. Proactive management in primary care. 
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2. Timely referral to the renal unit. 

3. Increase in transplantation. 

The effective management of CKD within primary care aims to reduce the growth rate of renal patients 
into ESRF. In addition, there is the need for timely referral to the renal unit to allow effective pre-dialysis 
training, and timely vascular access (which requires surgical input). Transplantation provides the greatest 
possible outcome for 20 to 30 percent of patients with ESRF and is the most cost-effective treatment in 
the long-term.  

To support this strategic approach in the Central Region, it is necessary to intervene earlier in the course 
of CKD, to provide an appropriate mix of modality options, to increase the number of transplants, 
provide improved access to palliative care, and to reduce the number of patients requiring emergency 
dialysis. This strategic direction, in the medium term, will lead to better outcomes for patients, and lower 
than forecasted annual growth rate (and therefore cost) to DHB renal services. 

However this document goes further than being a high level strategic plan. Four specific priorities exist 
for regional action. 

1. Capital & Coast DHB (CCDHB) needs to increase the number of live donor renal 
transplantations to two per month from the beginning of 2008. Doing so would instil 
confidence in the regional service for live donor transplantation. This priority should be seen as 
a joint regional target and be closely monitored by regional CEOs. 

2. Regional models of service delivery should be developed and agreed to facilitate, in greater 
detail, service integration across sectors. This will include developing a primary care strategy for 
prevention and early detection, and improving the linkage with primary health organisations and 
palliative care organisations. New models of care will be explored in detail, and core 
competencies of key roles. This will include defining the strategic locations of satellite 
haemodialysis units for future investment. DHBs will be supported to develop detailed 
investment plans to reduce regional inequity of access. Detailed regional workforce planning will 
occur to deal with sustainability issues such as those currently facing MidCentral DHB 
(MCDHB) renal services.  

3. A regional information technology (IT) solution would provide significant benefit to DHB renal 
services, associated specialist services eg diabetes, and primary care. Patients, carers and family 
would also benefit from access to laboratory results for better self management, and patient 
education material.  Further detailed planning needs to occur and an opportunity exists to 
collaborate with Central Region Chief Information Officers.   

4. Support for patients and families will focus on strategies and actions to improve the patientõs 
quality of life, communication with patients and families, exploring the use of ôpatient 
navigatorsõ to better access renal services, psychological support and practical activities to reduce 
depression and promote optimism. Standardised patient education material will be developed 
and used regionally. 

A detailed implementation plan and work programme is required to be developed in Phase 2 consistent 
with these regional priorities. Refer Figure 1, pg 4 for greater detail. 

To advance the identified regional action priorities it is recommended that the Central Region Renal 
Network (CRRN) be formally established. The CRRN would report to the Central Region CEOs via the 
Regional Service Development Initiatives Steering Group and have an initial life of three years. The 
appropriate support to facilitate the regional network and its developments needs to be consistent with the 
complexity of the issues. The seven DHBs (including Nelson Marlborough DHB) are linked to the three 
renal dialysis centres at MidCentral DHB, Hawkeõs Bay BDHB, and CCDHB, with CCDHB providing 
renal transplantation services for the region.  

The renal network, similar to the Cardiology Implementation Group, will be an implementation group to 
further develop the four identified priorities into robust business cases, for endorsement and 
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implementation. The CRRN in conjunction with individual DHBs will also be expected to implement the 
recommendations detailed on pages 8 & 9 of this document. 

Good relationships already exist across the Central Regionõs renal services, which are arguably less 
complex compared to other clinical services. As the renal service is smaller in scale CEOs are 
recommended to appoint a Chair of the CRRN (rather than a Regional Clinical Director as for the 
Regional Cardiology Project), and, through the GMs Planning and Funding and Chief Operating Officers 
(COOs), TAS will facilitate a nominated membership (of renal physicians, management (service and 
planning and funding), nursing, primary care practitioner and nurse) from across the seven DHBs. Patient 
Mńori and Pacific peoples representatives would complete the CRRN membership.  

To adequately support the CRRN an additional project manager (0.5FTE), analyst support (0.1FTE) and 
administrative/secretarial support (0.1FTE) is needed, plus meeting costs. This cost is calculated to be 
$75,000 per year, and represents a range of $3,560 to $18,841 per DHB (including Nelson Marlborough 
DHB) based on 07/08 population based funding. However, TAS will resource 07/08 financial 
commitments from existing resources already allocated through its service level agreement (SLA) and 
assess need for possible further funding when 08/09 SLA discussions occur. 

Further service investments are expected, and requests will be made through detailed business cases 
developed by the CRRN. 

The return on this investment would see a regional renal service which will begin to address inequity of 
access, provide a better quality of life for patients, be sustainable, and have a focus to reduce the incidence 
and prevalence of all stages of chronic kidney disease. 
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Figure 1 Priorities for regional action 

Priority Service Area Objectives Proposed Timeframe to 
Begin Addressing Priority 

1 Transplantation 

 

a. Champion improved access and increased 
capacity at CCDHB 

b. Progress the live donor issue to support a 
national programme 

Quarter 1, 2008 

2 Information 
Technology 
and Service 
Improvement 

 

a. Explore and develop IT requirements for a 
regional renal solution with CIOs  

b. Appraise current IT solutions, for adaptation 
to NZ (if required) 

c. Develop clinical guidelines and decision 
support software to support patient referral 
and service integration across sectors 

Quarter 1, 2008 

3 Models of 
Service 
Delivery 

 

a. Facilitate, at a greater detail, service integration 
across sectors 

i. develop a primary care strategy for 
prevention and early detection 

ii. link with chronic disease management 
programmes ie Cardiovascular risk 
assessment and Diabetes ôGet Checkedõ 
programme 

iii. seamless linkage with primary health 
organisations and palliative care 
organisations 

iv. culturally responsive facilities and service 
model (eg whńnau ora)  

b. Explore how new models of care will occur, 
including defining the core competencies of 
key roles 

c. Clarify and communicate the necessary 
investment in infrastructure 

d. Complete a more detailed workforce planning 
and development plan 

e. Develop detailed business cases for service 
investment 

Quarter 2, 2008 

4 Support for 
Patients and 
Families 

 

a. Develop strategies and implement actions to 
improve the patientõs quality of life 

b. implement actions to improve communication 
with patient and families 

c. explore the use of ôpatient navigatorsõ to better 
access renal services  

d. facilitate the implementation of better 
psychological support and practical activities to 
reduce depression and promote optimism 

e. standardise patient education material (IT link) 

Quarter 2, 2008 
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Summary of Key Points 

The following are the key points that come from service review and working group discussions 
during the course of this project. They do not necessarily represent a comprehensive overview of all 
the key issues, but our selection of the most important points to highlight. 

Context 

 The principles contained in the New Zealand Health Strategy (2000), Primary Health Care 
Strategy (2001), and He Korowai Oranga (2002) are relevant to renal services 

 The treatment of end stage renal failure with dialysis and/or transplantation is life 
sustaining 

 Public Health Intelligence (Ministry of Health) expects both incidence and prevalence RRT 
rates and counts to grow at between 4 percent and 6 percent per year over the next decade 

 Co-morbidity has a multiplier effect in premature mortality for patients with renal disease. 
The probability of 5-year survival for a non-diabetic haemodialysis patient is 51 percent 
compared to 33 percent for a diabetic haemodialysis patient 

 39% of NZ dialysis patients also have type II diabetes and recent modelling by PHI 
predicts a 45% increase in the prevalence of diagnosed type II diabetes from 2001 to 2011 

 The proportion of Mńori receiving dialysis has been increasing over the last six years while 
the proportion of Pacific people appears stable 

 An increasing proportion of patients treated in the Palmerston North centre are over 75 
years in comparison to those receiving renal dialysis in the Wellington centre 

 The trend in treating a higher proportion of older people is international and the NZ 
incidence and prevalence of ESRD in 75 years and over age group is significantly less than 
other countries 

 Live donor renal transplantation is a treatment option in decline and is difficult to access in 
the Central Region  

Patient Experiences  

Patients expressed the following positive comments in relation to their RRT experiences. 

 Treatment times were generally regarded as suitable, however participants who were 
employed indicated a preference for more flexible treatment times. 

 Hospitals proactively manage patientõs co-morbidities. 

 Renal staff worked well with other hospital staff. 

 Patients are treated with dignity and respect. 

 Patient privacy is respected. 

 Patient information is handled appropriately. 

 Staff are responsive to patientsõ cultural needs and treat them in a culturally appropriate 
manner. 

Process Mapping 

 Patient centred care identifies the purpose of the renal service from the patient perspective, 
identifies the types and frequency of demand on the system and the capability of the 
system to respond to these demands  
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 Currently IT systems do not collect key information, much is retrospective rather than 
forward looking, and information collected uses systems which are not interfaced. This 
results in data quality issues which reduce the ability to deliver patient centred care 

Information Improvements 

 Information is lacking for patients in primary care (eg on CKD prevention, depression, 
information for family members and children and information to support a patient grieving 
at the loss of a transplant) 

 There is an opportunity, especially in the context of a regional IT solution, to standardise 
material as well as provide guidance on suitable web based information 

 Patient education also needs to extend to reach those who do not speak English, are 
incapacitated or have trouble with reading, hearing or sight 

Transplantation Surgery  

 Renal transplantation is the most cost effective and the preferred treatment for 20-30 
percent of people needing renal replacement therapy  

 The availability of donor kidneys and surgical transplant capacity currently constrains renal 
transplantation rates 

 Resolving misconceptions about the true costs of delivering renal transplantation may spur 
on efforts to prioritise transplantation as a treatment option  

Workforce  

 MCDHB has insufficient renal physicians 

 On current activity, and with independence from CCDHB, the MCDHB service is not 
sustainable 

 CCDHB does not have dietician or social worker staff, and all centres lack occupational 
therapy and psych liaison workers 

 The future workforce will see a more specialised nurse with greater autonomy and scope of 
practice  

 Greater difficulty in recruiting staff nurses will see the emergence of the renal technician to 
support patients receiving dialysis  

 To achieve a more sustainable and diverse workforce will require a blend of 
specialist/tertiary education providers and in-house training programmes 

Joint Procurement 

 Price variation between DHBs is minimal however direct comparison is difficult due to 
variations in contract inclusions 

 A regional ònetworkó approach to procurement (one in which clinicians are directly 
involved) has the potential to realise economies of scale and associated benefits, but there 
would need to be an early exit of existing contracts (2009). Comparison with another out 
of region centre would help determine if there are any innovations that could be 
transferred into the Central Region 

 Competition in the Central Region should be maintained to protect future options. There 
is a sense of reliance on regional differences in order to maintain competition 

Service Models 

 The modality of greatest need is haemodialysis provided in a serviced satellite unit 
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 Haemodialysis facilities are already located in Wellington, Porirua City, Palmerston North 
City, Hastings, and Nelson City. Emerging demand suggests further facilities may be 
needed in Lower Hutt or Upper Hutt City, Horowhenua or Kapiti Coast, and Wanganui 

 Wairoa and Gisborne would benefit from joint consideration given the geographical 
isolation from renal centres, and indicators suggesting a high probability of need for RRT 
services 

 Regions disproportionately represented in the patient numbers for demographic and 
deprivation includes Horowhenua, Otaki, Upper and Lower Hutt, Wairarapa, Hastings and 
Napier City 

 A self-dialysis centre would have a ôbest fitõ in an area of high rental accommodation, 
where there were space concerns in accommodating a home dialysis unit, where health and 
safety concerns existed in the home setting, where there was the need for a ôcommunityõ 
centre for cultural reasons, or to provide additional haemodialysis capacity into the Central 
Region to permit patients to have the ôfreedomõ to travel 

 A further model to consider could be a mobile renal dialysis unit ð a business case for such 
a concept has been developed in Scotland 

 Patients most at risk (and need) access primary care services the least, making ôunmet needõ 
difficult to quantify (establishment of a satellite unit in the Bay of Islands showed a 230% 
growth by the end of the first 12 months) 
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Summary of Recommendations  

Strategic Direction  

The recommended strategic direction is for the effective management of CKD within primary care, 
thus reducing the growth rate of renal patients into ESRF. In addition, there is the need for timely 
referral to the renal unit to allow effective pre-dialysis training, and timely vascular access. 
Transplantation provides the greatest possible outcome for 20 to 30 percent of patients with ESRF 
and is the most cost-effective treatment in the long-term. 

Recommendations to support the strategic direction are to: 

 enable the renal service to intervene earlier in the course of CKD 

 achieve an appropriate mix of treatment modalities 

 increase the number of kidney transplants  

 improve access to palliative care 

 reduce the number of patients requiring emergency dialysis. 

Recommendations 

1. CCDHB increase the number of live donor renal transplantations to two per month from the 
beginning of 2008. The total number of live donor transplantations is recommended to be 22 
per annum.  This priority should be seen as a joint regional target and be closely monitored 
by regional CEOs 

2. Develop a detailed workforce development plan to ensure the Central Regionõs renal services 
are sustainable  

3. Develop models of service delivery to improve integration with primary health organisations 
and palliative care 

4. Establish a regional goal of 80% of haemodialysis patients travelling no more than 50km one 
way to receive treatment 

5. Explore new models of care in detail for haemodialysis provided in serviced satellite unit 
settings, including the development of detailed investment plans and defining workforce core 
competencies of key roles 

6. Extend collaboration between neighbouring DHBs to ensure serviced satellite units have 
sufficient patients to be viable and sustainable 

7. Identify existing infrastructure (including staff) to which renal dialysis services could be 
added to reduce unnecessary infrastructure investment eg residential care facilities and PHOs  

8. Develop a regional IT solution in collaboration with regional Chief Information Officers to 
integrate services across the sector and allow patients to actively manage their health 

9. Establish a patient advisory group for each DHB renal service to discuss issues, changes and 
developments. (This should meet at least quarterly and empower patients to develop the 
service in partnership with staff)  

10. Ensure the psycho-social needs of patients and family using renal services are catered for 

11. Develop and undertake a regionally-agreed survey of all units on an annual basis, charting 
and reporting progress over time 

12. Provide renal service staff with appropriate training to ensure they are well equipped to 
discuss the diversity of issues that patients experience; including death and palliative care  
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13. Routinely use taxi transport for renal services patients to get to and from hospital 

14. DHBs cover the cost for a patient, while they meet the threshold of 22 appointments in two 
months, or six visits in six months and travel more than 50km one way per visit 

15. HealthPAC amend the National Travel Assistance Scheme policy and information brochure 
to ensure it is in line with current practice  

16. DHBs to monitor HealthPACõs National Travel Assistance Scheme turnaround times for 
patient claims and advocate for better performance as necessary 

17. Collectively lobby the MoH to undertake the necessary research to clearly identify the 
barriers to donating kidneys, and develop the appropriate strategy for raising public 
awareness of kidney donor shortages  

18. Consider how carers and fellow patients can become involved in providing information to 
renal patients, and how such a pool of volunteers can be established, learning from 
international practice (eg UK) 

19. Consider the merits of a regional ôbuddy systemõ for transplant patients and donors 
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1. Introduction 

1.1. About this Document 

The scope of the Renal Service Project, Phase 1 is limited to ESRF and RRT services. This 
acknowledges the service continuum and the important role primary care has to play in early 
detection, prevention, patient education, timely referral, palliative care; indeed primary careõs role as 
key advocate, coordinator and navigator for patients with CKD.  

This document is specifically written for DHB executives and health managers. It is also 
deliberately written to be a hybrid of other documents ð to not re-describe something already well 
written, except where there is a perceived gap or need to refresh the information. The following 
documents are drawn on heavily: MidCentral Renal Service Plan (RSP) (June 2007), the Capital & Coast 
Regional Planning of Renal Services: Progress Report (Aug 2006) and New Zealandõs Renal Services: Towards a 
national strategic plan. National Renal Advisory Board Scoping paper (Sept 2006). Quotes are also included 
from the Auckland Regional Renal Project (Nov 2005) facilitated by Northern District Support Agency 
(NDSA), and the Renal Service Plan for the Midland Region: Part Two, Recommendations ð Options and 
Opportunities (Dec 2004). Being able to incorporate these resources provides integrity in setting 
strategic direction.  

However this document goes further than being a strategic plan. It begins by describing CKD, 
setting out the international, national and regional context for renal services. Issues and 
opportunities for regional collaboration are then identified. Finally, service development actions are 
prioritised, and a clinical network support mechanism to facilitate the necessary changes is 
recommended (with associated costs).  

This report could therefore be considered to be more of a business case than a strategic plan, albeit 
that it is strategic in nature and direction.   

1.2. Background 

In the past decade a number of strategic renal service documents have been produced by DHBs in 
the lower north island. Specifically within the past 12 months CCDHB and MCDHB have each 
produced reports projecting service demand based on an analysis of their respective populations. 
MidCentralõs report went further, proposing concept models, operational models and scenarios and 
made key recommendations for patient management.  

A meeting of CCDHB, MCDHB and Central Regionõs TAS (15 May 2007) clarified the need for a 
regional renal project. It was agreed to confine a review of renal services to those services delivered 
through hospitals. Analysis already undertaken at a regional level would be excluded from any 
further work to avoid unnecessary duplication.  

The appointment of a renal physician at Hawkeõs Bay DHB, thereby establishing a third renal 
centre in the Central Region, meant that a discussion regarding strategic regional issues was timely.  

Regional CEOs, through the RSDI Steering Group, approved the scope for the renal services 
project in July 2007. COOs and General Managers (GMs) Planning and Funding also supported a 
regional initiative to address future planning and delivery of renal services in the Central Region. 
Their concerns arise out of increasing patient demand for renal services, inequitable access to these 
services and concern for the long-term sustainability of the clinical workforce. 

It was concluded that a prioritised action plan, set of project scopes and recommended support 
mechanism for implementing the scopes would be of most benefit to the regionõs renal services. 
This would build on previous work and address any perceived gaps.  
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1.3. Purpose 

The goal of this report is to identify opportunities for service improvement and sustainability of 
secondary and tertiary renal services across the Central Region and Nelson Marlborough DHBs. 

The National Renal Advisory Board made the following observations regarding the NZ renal 
services sector, and provides a useful framework within which to then place the issues and rationale 
for the Central Region Renal Services Project. 

A range of critical issues facing the renal sector are highlighted, existing within and across the three 
branches of renal services. 

 CKD management: Public education and prevention; screening; primary-secondary 
interface. 

 Dialysis: Late referrals; innovation constraints; appropriate mix of modalities. 

 Transplantation: Kidney donation; accessing transplant services. 

 System-wide issues: Growing demand for renal services; inequality of provision; workforce 
shortages; patient perspectives; information infrastructure; clinical knowledge base. 

With some exceptions, there is a lack of regional and national planning in New Zealand. 
Establishing a national framework for renal services would provide guidance to DHBs to plan 
services, with the aim to prevent, delay onset and better manage CKD. In the long term this should 
reduce the burden of CKD on the health sector and society. 

Such a framework should take a whole system perspective, integrating renal services with other 
services across the spectrum of prevention, management, treatment and palliative care. Benefits of 
such a framework include: 

 a foundation for improved interface with primary care 

 transparency of service provision and access 

 the establishment of high level principles for regional service planning 

 guidance for planning and service provision as demand escalates 

 responding to CKD in Mńori and Pacific populations.  

New Zealandõs Renal Services: Towards a national strategic plan. National Renal Advisory Board 
Scoping paper (Sept 2006), pg 4&5. 

1.4. Objectives 

The renal project will take a two phase approach. Phase 1 will describe renal services, perform 
stocktake and feasibility assessments, and will consider issues where a view can be formed within 
six to eight weeks. It will investigate options and make recommendations to address identified 
issues. Phase 2 will largely focus on implementing the prioritised action plan and recommendations 
from Phase 1. This report incorporates the outcomes and the objectives of Phase 1.  
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Objectives for Phase 1 

1. To review previous renal reviews by CCDHB (August 06) and MCDHB (March 07) and 
incorporate key elements and recommendations into the deliverables of this project. Of 
principal interest is the demand for renal services delivered through hospitals (including 
transplantation) 

2. To explore models of care (based on demand projections) thereby predicting likely 
investment in facilities (eg for haemodialysis) 

3. To identify workforce requirements and training options to ensure service continuation 
and sustainability 

4. To map the current patient journey across the region for a sample of RRT patients 
(acknowledging that some local mapping has already been completed by MCDHB). This 
will cover the continuum of care from primary to tertiary 

5. To understand barriers and issues for RRT patients in accessing renal services 

6. To describe the current funding arrangements for RRT patients in the Central Region 

7. To assess the feasibility of standardising patient education material for consistency, 
timeliness of distribution, appropriateness and currency 

8. To explore opportunities for joint procurement of consumables to achieve savings 

9. To describe the information technology platform which could best support the delivery 
of renal services through hospitals 

10. To describe how vascular access: services and other surgical support for renal services are 
provided across the region 

1.5. Responsiveness to Mńori and Pacific Peoples 

Mńori and Pacific peoples have a substantially higher rate of morbidity and mortality due to renal 
disease, which is a result of the higher levels of diabetes in these populations. With lower access to 
specialist services and higher deprivation than in other ethnic groups, improving access to renal 
services is therefore likely to have a larger beneficial impact for Mńori and Pacific peoples than for 
other population groups. 
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2. Context 

2.1. Chronic Kidney Disease ð What Is I t?1  

Glomerular filtration rate (GFR) is a measure of the health of the kidney. It refers to the ability of 
the kidney to filter out toxins and CKD is considered to be present when this rate drops below 90 
millilitres per minute. CKD is divided into five stages, which are defined by the level of kidney 
function or GFR.  

 Stage 1: Kidney damage (pathological abnormalities or markers of damage including 
abnormalities in blood or urine tests or in imaging studies) with normal or raised 
glomerular filtration rate (Ó90 ml per min per 1.73 m2). 

 Stage 2: Glomerular filtration rate 60ð89 ml per min per 1.73 m2 with evidence of kidney 
damage. 

 Stage 3: Glomerular filtration rate 30ð59 ml per min per 1.73 m2.  

 Stage 4: Glomerular filtration rate 15ð29 ml per min per 1.73 m2. 

 Stage 5: End-stage renal failure; glomerular filtration rate <15 ml per min per 1.73 m2. 

The GFR scale represents steadily decreasing levels of kidney function. CKD is defined as either 
kidney damage for three or more months or GFR<60mls/min/1.73m2 (for the latter, CKD 3 and 
above). CKD 4 represents advanced kidney disease not requiring dialysis, and CKD 5 represents 
ESRF, most of whom require RRT; renal dialysis (haemodialysis or peritoneal dialysis) or 
transplantation. At present, there are no reliable prevalence estimates of the number of people in 
New Zealand with CKD (that is stages 1 to 5). 

In New Zealand, there were 3,093 (755 per million) receiving RRT as at 31 December 2005. Of 
these, 1,239 (302 per million) had a functioning kidney transplant2, and 1,770 (452 per million) 
received dialysis treatment. Within New Zealand, 436 patients (106 per million) commenced RRT 
in 2005. Among those receiving dialysis treatments in 2005, 34 percent were Mńori and 19 percent 
were Pacific peoples. 

As one document poignantly states regarding CKD Stage 5 and treatment 

òThe treatment of ESRF with dialysis and/or transplantation is life sustaining. Without such treatment 
death is inevitable in days, weeks, or months.ó New Zealandõs Renal Services: Towards a national 
strategic plan. National Renal Advisory Board Scoping paper (Sept 2006) 

2.2. Treatment Options (and their costs) 3 

In New Zealand, there are five broad categories of renal services. 

1. Diagnostic and treatment service for patients with kidney diseases.  

2. Management of patients with CKD. 

3. Dialysis programmes (Haemodialysis and Peritoneal Dialysis). 

                                                      
1 This section is sourced from òMidCentral Renal Service Plan (June 2007)ó quoting òNew 
Zealandõs Renal Services: Towards a national strategic plan.ó National Renal Advisory Board 
Scoping paper (Sept 2006). 
2 Note that those with functioning transplants move from CKD 5 category to CKD 2 or 3, as a 
direct result of their improved kidney function. 
3 Taken from New Zealandõs Renal Services: Towards a national strategic plan. National Renal 
Advisory Board Scoping paper (Sept 2006), pg 15. 
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Haemodialysis (HD) uses a proportioning machine connected via tubing to the patientõs 
circulation to deliver blood to a filter and return it to the patient once cleared of waste products and 
freed of excessive fluid. Haemodialysis services are provided either: 

 via in-centre (hospital based with nurse and/or technician assistance, for people unable to 
manage dialysis independently) 

 via satellite bases (closer to patientsõ homes, for people who can manage dialysis with 
varying degrees of independence, with some nursing or technician support) 

 in home settings or community bases, where no staff are present and dialysis is managed 
either independently or with family support. 

Peritoneal Dialysis (PD) is a further self-care option undertaken by patients using a permanent 
catheter implanted in the peritoneal cavity. Blood is filtered using the network of fine blood vessels 
in the peritoneal lining of the abdominal cavity, and a daily process of ôfluid exchangesõ allows for 
infusion of PD fluid and removal of waste products and fluid. A problem for all PD patients is the 
development of peritonitis. 

Renal transplantation (offered in three centres in New Zealand), where the patientõs kidney 
function is surgically replaced by a donor kidney via surgery. Patients receiving transplantation tend 
to have an improved quality of life and greater life expectancy than those receiving dialysis 
modalities. Transplants can occur using kidneys from either living or deceased donors; each form of 
transplantation raises different issues. 

Palliative care, or ôconservative managementõ not all patients are clinically suitable for 
transplantation or dialysis treatment, or they may choose to live with their progressive disease, 
managing their kidney failure with the support of their family, GP and other health professionals. 
This conservative approach recognises that many of these patients will die of other co-morbid 
conditions before requiring RRT. Likewise a patient undergoing RRT has the option of 
withdrawing from continued dialysis treatments and it is important that the patient and their family 
is linked into the appropriate palliative care networks and support at this time. End of life planning 
is an important component of the renal care continuum and health professionals should ensure that 
there are regular opportunities provided for patient review and discussion of management plans. 

Cost modelling of RRT interventions 

RRT is expensive. Estimates of the cost of various RRT interventions were undertaken to inform 
renal service planning in the Auckland region. Based on 2003/04 Counties Manukau DHB 
(CMDHB) data, the comparative costs of dialysis modalities were (including all hospital costs) as 
follows. 

Figure 2  Comparative costs of dialysis modalities 

Average cost per Patient Treatment Year 

In-centre dialysis   $64,318 

Satellite haemodialysis   $48,172 

Home haemodialysis   $33,585 

Peritoneal dialysis   $36,614 

The authors of the CMDHB report stressed the key feature is the magnitude of the differences in 
costs. Of note is the higher cost of in-centre dialysis compared to all other treatments. PD was 
eight percent higher than home HD, after taking into account the additional costs of inpatient 
admissions, and reflects the high incidence of peritonitis in CMDHB. It is possible that the latter 
distorts the costs of PD in this analysis. It is also worth noting that the report did not consider or 
adjust for differences in baseline co-morbidities between the groups treated with different 
modalities. These cost estimates therefore should not be for cost-minimisation analyses as it is 
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unproven that the same clinical outcomes could be achieved if, for instance, peritoneal dialysis was 
applied to all patients currently treated with in-centre dialysis. 

More recently, CMDHB have compared the three year costs of each dialysis modality against renal 
transplant costs, to incorporate post discharge care costs for transplant care services. These are 
detailed below, and indicate lower costs for transplantation compared to most other services over a 
three year period. Over a four year period, transplantation costs would be lower than all other 
services (based on a cost estimate of $85,000 for the first year, including surgery, and $10,000 for 
each subsequent year).  

Figure 3 Three year costs of each dialysis modality against renal transplant costs 

 Average three year costs per 
patient 

Difference from transplant costs 

Renal transplant $105,000  

In-centre dialysis $192,954 87% 

Satellite haemodialysis $144,516 38% 

Home haemodialysis $100,755 -4% 

Peritoneal dialysis $109,842 5% 

The lower long-term cost of transplantation is consistent with an economic analysis of ESRD in 
Australia, which concluded that increasing the transplant rate would result in considerable health 
sector savings and also significantly improve health outcomes for people with ESRD. 

Research also indicates that there is a great degree of individual variation in these costs.  For 
example, one research finding was that a significant proportion of those costs could be attributed to 
diabetes. That is, the costs for dialysis patients with diabetes are nearly twice as high as those 
without.  Furthermore, these costs could be attributed largely to outpatient costs.  They concluded 
at the end of their report that òénearly one-half of the costs of ESRD are driven by the presence of diabetesó 
(MCDHB Renal Services Plan, June 2007, p13). 

2.3. International Context 

End stage renal disease 

Figures 4 and 5 compare the New Zealand incidence and prevalence of end stage renal disease 
(ESRD) to other countries from 1999 to 2005. Figures 6 and 7 demonstrate transplant rates and 
trends for 2005, and 2001 to 2005 (respectively). 

The Renal Services Plan for the Midland Region (Dec 2004) makes the following pertinent 
comments regarding international comparisons. 

òIt should be noted that in some countries, funding to physicians varies dependent on the treatment 
modalities used. This may lead to perverse incentives for putting patients on the treatment where funding is 
greatest. It is difficult to be sure that the comparisons are identifying ôlikeõ statisticsó. (Renal Services Plan 
for the Midland Region, pg 20.) 
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Figure 4  Incidence of ESRD (per million 
population) 

Figure 5  Prevalence of ESRD (per 
million population)  

  

Taking this into consideration, at the very least the comparison shows that the incidence rate of 
ESRD is increasing steadily around the world and that the prevalence of ESRD is also rising as the 
incidence increases and patients live longer with ESRD. The key drivers of the growth in dialysis 
patient numbers are an increasing incidence of CKD either presenting or being referred for dialysis, 
as a result of: 

 improved survival (especially cardiovascular) of the general population 

 type II diabetes epidemic 

 greater acceptance of and demand for dialysis services from Mńori and Pacific peoples 

 greater acceptance of and demand for dialysis services from elderly patients 

 greater expectation for dialysis services from the medically frail, who previously would 
either not have been offered, or would not have taken up an offer of dialysis.4 

Renal transplants 

The number of transplants performed in New Zealand remained constant at approximately 28 per 
million per year from 1998 to 2003 declining to 26 per million population in 2004, 22.7 per million 
population in 2005 and 21.8 per million population in 2006. Had the transplant rate remained at 28 
per million population from 2002 to 2006, then 57 more patients would have significantly improved 
quality and quantity of life. 

 

                                                      
4 New Zealandõs Renal Services: Towards a national strategic plan. National Renal Advisory Board 
Scoping paper (Sept 2006), pg 4. 

 

(Source: USRDS) 
 

(Source: USRDS) 
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Figure 6  Transplant rates (per million  
population), 2005 population)* 

Figure 7  Transplant rate (per million 2001 to 
2005* 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

2.4. New Zealand Context  

Figures 8 and 9 provide an overview of the number of patients receiving RRT in New Zealand, as 
at the end of 2005. They show there were 548 patients receiving haemodialysis at a hospital, 290 
patients receiving haemodialysis at home, 296 patients receiving haemodialysis in a satellite centre, 
180 patients receiving Assisted Peritoneal Dialysis (APD) at home, and 540 patients on Continuous 
Ambulatory Peritoneal Dialysis (CAPD) (almost entirely at home). The Central Region numbers 
and percentages are compared to the New Zealand rate for dialysis (Figure 8) and transplantation 
(Figure 9). 

 

Figure 8  Comparison of NZ and CR 
dialysis numbers (Dec 2005) (source 
ANZDATA)  

Figure 9  Comparison of Wellington renal 
transplantation numbers to other centres (Dec 2006) 
(source ANZDATA) * 

HD Home 290 15.6% 67 17.7%

Waikato (ceased 

2001) 0 0.0% 72 5.4%

HD Satellite 296 16.0% 14 3.7% Wellington 16 17.8% 379 27.3%

APD Home 180 9.7% 50 13.2% Chirstchurch 21 23.3% 315 22.1%

CAPD 540 29.1% 114 30.1% Total 90 100% 1418 100%

Total 1854 100% 379 100% *NB: Wellington activity for 2006 may be atypical

 

 

* Data presented only for those countries from which relevant 
information was available. All rates are unadjusted. United 
Kingdom: England, Wales, & Northern Ireland (Scotland data 
are listed separately). (Source: USRDS.) 

2001 2002 2003 2004 2005

Australia 27.9 30.8 27.3 32.3 30.6

Austria 48.2 45.1 43.6 43.6 45.9

Bangladesh 0.2 0.4 0.4 0.4 0.4

Belgium, Dutch speaking 36.7 31.1 36.8 31.5 26.9

Belgium, French speaking 29.4 32.2 36.5 29.6 38.0

Bosnia & Herzegovina . . 6.5 7.6 3.1

Canada 35.4 34.6 34.7 32.3 32.6

Chile 17.3 16.6 19.8 16.9 17.2

Croatia 16.2 18.3 18.0 26.4 22.3

Czech Republic 30.6 32.5 40.4 41.6 38.0

Denmark 30.4 31.8 32.7 35.0 31.2

Finland 32.4 32.9 31.3 37.1 31.6

France . . . . 61.9

Germany 28.5 28.2 30.5 30.0 32.9

Greece 16.9 20.0 21.6 18.7 23.3

Hong Kong . 11.9 7.5 7.3 8.5

Hungary 26.5 29.7 30.0 29.2 .

Iceland 17.5 0.0 3.5 10.3 33.7

Israel 24.9 42.2 36.9 37.3 43.7

Italy 25.4 25.6 25.7 30.1 30.5 
2001 2002 2003 2004 2005

Jalisco (Mexico) 49.3 44.5 46.6 56.5 55.7

Rep. of Korea 17.6 15.2 16.5 17.4 15.5

Luxembourg 18.6 11.4 22.2 21.7 19.1

Malaysia 6.6 6.7 5.9 7.1 4.9

Netherlands 32.7 36.4 38.6 42.3 43.2

New Zealand 28.3 29.7 27.7 25.9 22.7

Norway 46.7 46.9 52.8 57.7 49.5

Pakistan . 3.0 3.7 . .

Philippines 3.0 3.7 4.9 5.6 7.5

Poland 23.2 24.7 27.0 . .

Russia 3.1 3.2 2.3 2.0 2.8

Scotland 31.0 29.5 28.3 24.8 24.9

Spain . . . 49.2 67.3

Sweden 34.8 34.6 38.7 41.5 43.2

Thailand 3.6 3.9 5.6 4.3 .

Turkey 6.9 8.1 8.0 9.2 4.5

U.K., England, Wales & N Ireland. . . . 18.8

United States 53.4 54.7 55.3 57.7 58.8

Uruguay 15.3 27.1 20.9 31.8 35.4 
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Figure 10  Dialysis patients (source ANZDATA) 

 

 

Figure 11  Transplant patients (source ANZDATA) 

Growth 

Renal services comprise a relatively small but steadily growing and expensive area of the health 
sector. Over the decade from 1995 to 2004, the number of renal dialysis patients (per million 
population) in New Zealand grew by 7.2 percent per annum on average, while the number of 

people with functioning transplants grew by only 3.9 percent5.  

Projections undertaken by the PHI group of the Ministry of Health indicate that RRT in the 15-69 
year age group is expected to grow by 57 percent between 2005 and 2015, at an annual rate of 4.6 
percent per year. PHI conservatively suggests that the same growth rates could be applied to those 
aged over 70 years. Furthermore, only approximately one-third of the projected growth in RRT is 

                                                      
5 Taken from MidCentral DHB Renal Service Plan, June 2007, pg 5. 
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expected as a result of demographic factors, the remaining two-thirds are due to non-demographic 
factors; up to half of the total projected growth in RRT demand would be due to the impact of type 
II diabetes. PHI concludes that òboth incident and prevalent burdens are unlikely to grow at less 
than 4 percent per year, or much more than 6 percent per year, over the next decade. The slight 
decline in incidence and plateau in prevalence (Figures 6 and 7, pg 8) is therefore regarded as an 
unexpected and very temporary occurrence.  

To quote the National Renal Advisory Board again. 

òThe growth in dialysis patients began to plateau between 2002 and 2004, after sustained 
growth over previous years of 8.3 percent. The changing incidence of dialysis could be due to a 
number of factors, including therapies for management of pre-dialysis patients (such as EPO); 
changes in referral patterns; and a slowdown in supply of dialysis services (rather than a 
reduction in demand for dialysis). Given the continued growth of the obesity and type II 
diabetes epidemics it is questionable if CKD rates are slowing.ó New Zealandõs Renal 
Services: Towards a national strategic plan. National Renal Advisory Board Scoping paper 
(Sept 2006), pg 12. 

Co-morbidities 

ANZDATA published in May 2006, shows that NZ dialysis patients also had a number of other 
conditions (Figure 13). 

Figure 12  Co-morbid conditions of dialysis patients 

Hypertension requiring treatment   84% 

Type II Diabetes    39% 

Coronary Artery Disease    36% 

Peripheral Vascular Disease   20% 

Chronic Lung Disease    14% 

Cerebro Vascular Disease   12% 

NOTE: Many patients had more than one of these chronic conditions. 

The National Renal Advisory Board makes a sobering observation. 

òThe significance of CKD is not only its impact in and of itself, but also its co-location with 
other diseases. Where CKD is present alongside other diseases, such as cardiovascular disease, 
there is a multiplier (rather than additive) effect of premature mortality.ó New Zealandõs 
Renal Services: Towards a national strategic plan. National Renal Advisory Board Scoping 
paper (Sept 2006). 

Auckland Regional Renal Project (Nov 2005) noted, that:  

òSurvival on dialysis declines with increasing age and relates to level of co-morbidity. For 
example a person aged less than 40 years with glomerulonephritis as a cause of ESRD 
without other serious co-morbidity can expect a 95% ten year survival on dialysis whereas a 

person over 75 years with a similar cause of ESRD has a 50% two year survival.ó 
(Auckland Regional Renal Project (Nov 2005). 

Type II Diabetes 

As mentioned above, the linked type II diabetes and obesity epidemics are significant non-
demographic factors in the growth of ESRF. A recent report by PHI updated its multi-state life 
table model of diabetes using data from the 2002/03 New Zealand Health Survey. 
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The model estimates that three adults per 1,000 were newly diagnosed with type II  diabetes in 
2001, corresponding to approximately 7,000 diagnoses per year and a life table risk of over 
15%.  In that year, the model estimates that 125,000 people were living with this diagnosis 
(an age-standardised rate of 4.5 per 100 adults) and 1500 died as a result (although only 
half of these deaths were so coded in the Mortality Collection). Under the ômost likelyõ scenario 
(reflecting anticipated growth in the obesity epidemic and improvements in both diabetes and 
general health care), the model estimates over 11,000 new diagnoses, 180,000 prevalent 
diagnoses and 1,900 deaths attributable to diagnosed disease in 2011. 

The prevalence of diagnosed type II diabetes is projected to increase by approximately 45% 
over the decade from 2001 to 2011.  About two-thirds of this growth reflects non-modifiable 
demographic trends (including the increasing size and ageing of the population), but the 
remaining one-third reflects the projected growth in obesity prevalence. òDiabetes Surveillance. 
Population-based estimates and projections for New Zealand, 2001ð2011ó Public Health 
Intelligence Occasional Bulletin No. 46, Sept 2007. 

While the percentage of patients with diabetes who then go on to develop ESRF is unclear, the 
projected increase in prevalence of type II  diabetes by 45% by 2011 and multiplier effect of 
premature mortality must be of concern. Figure 13 and 13a compare the percentage probability of 
patient survival for diabetic and non-diabetic patients on haemodialysis using data from 1993-2004. 
The figures speak for themselves about the need to reduce obesity and prevent and reduce the 
impact of type II diabetes.  

Figure 13 & 13a Patient survival on haemodialysis ð diabetic vs non-diabetic patient  

 

 

 

 

 

2.5. Renal Service Provision in the Central Region6 

Seven DHBs are included in the Central Region when considering renal services; Capital & Coast, 
Hawkeõs Bay, Hutt Valley, MidCentral, Nelson Marlborough, Wairarapa, and Whanganui. The three 
renal centres in the Central Region are CCDHB, HBDHB, and MCDHB7. CCDHB provide the 
regional transplantation service and renal services to Wairarapa and Hutt Valley DHB residents. 
CCDHB also provide an outreach service to Nelson and Marlborough residents at Nelson 
Hospital. CCDHBõs local renal service is provided at Wellington Hospital, Margaret Stewart House 
and Kenepuru Hospital, Porirua. HBDHB provide a service to its residents and has strong links 
with CCDHB renal services. MCDHB provide renal services to its residents and provide renal 
services to Whanganui DHB residents.  

                                                      
6 CCDHB Renal Service Plan: Appendix 1, Renal Replacement Therapy Demand Model, August 
2006, p11-15. 
7 Some of the information presented in this section is pre-July 2007, and includes HBDHB in the 
CCDHB (Wellington) analysis. A specific expectation in undertaking the regional renal project was 
not to replicate previous analysis, and HBDHB is acknowledged as a centre. 

 Source: ANZDATA  
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Capital &  Coast DHB renal services 

As at 1 July, the service had 514 patients with ESRF. Of these 243 have transplants and 271 
patients are receiving dialysis.  

Figure 14  Spread of patients across CCDHB serviced regions and modalities 

PD HHD TransplantTotal RRT Total Pop 

(2006)

Prevalence 

%

Total RRT 

Crude Rate 

Per 100,000 

Persons

In-centre 

HD

Satellite 

HD

Wellington 13 7 26 14 67 127 179,457 0.07% 70.8

Porirua 8 7 10 3 22 50 48,567 0.10% 103.0

Kapiti Coast 1 3 9 3 15 31 38,649 0.08% 80.2

Hutt 16 6 17 16 55 110 136,065 0.08% 80.8

Wairarapa 5 2 7 3 14 31 38,607 0.08% 80.3

Nelson/Marl 11 0 16 1 10 38 130,071 0.03% 29.2

Hawkes Bay 24 0 31 12 60 127 148,269 0.09% 85.7

78 25 116 52 243 514 719,685 71.4

Centre HD

 

Hawkeõs Bay DHB renal services 

The HBDHB renal service moved from an outreach service provided by CCDHB to a locally 
provided service 1 July 2007. As at 1 October, the service had 133 patients with ESRF. Of these 60 
have transplants and 73 patients are receiving dialysis. 

Figure 15  Spread of patients across HBDHB and modalities 

Hawke's Bay (excl 

Chatham Islands)

ICHD  PD HHD Transplant Total RRT Total Pop 

(2006)

Prevalence %Total RRT 

Crude Rate 

Per 100,000 

Persons

Hastings 19 12 4 35 70,875 0.05% 49.4

Napier 11 11 6 28 55,368 0.05% 50.6

Wairoa 2 3 4 9 8,463 0.11% 106.3

Central Hawke's Bay 0 1 0 1 12,954 0.01% 7.7

32 27 14 60 133 147,660 90.1
 

MidCentral DHB renal services 

As at June 2007, the service had 283 patients with ESRF.  Of these 53 had transplants, 100 are 
enrolled in the pre-dialysis programme and 130 are undergoing some form of dialysis.  

Figure 16  Spread of patients across MidCentral serviced regions and modalities*  

Pre-D ICHD CAPD HHD Transplant Total 

RRT

Total Pop 

(2006)

Prevalence 

%

Total RRT 

Crude Rate 

Per 100,000 

Persons

Palmerston North 35 31 16 6 23 76 72,069 0.11% 105.5

Horowhenua 20 10 7 3 6 26 29,808 0.09% 87.2

Manawatu 27 10 2 6 18 27,468 0.07% 65.5

Tararua 5 3 1 4 7 15 17,811 0.08% 84.2

Kapiti (Otaki) 1 1 2 3 7,764 0.04% 38.6

Wanganui 12 16 11 7 11 45 43,269 0.10% 104.0

100 71 37 22 53 183 198,189 92.3

*Note: For comparison, Pre dialysis has been excluded from RRT totals as patients are not on RRT 
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Regional analysis of services 

Number of patients treated annually 

ANZDATA from 1991 to 2004 was analysed examining the patients who commenced, continued 
or exited treatment. The number of patients on dialysis treatment, all modalities: peritoneal dialysis 
and haemodialysis, was determined for the patient groups overseen by the Palmerston North 
(Figure 17) and Wellington (Figure 18) centres8. Both districts Renal Units have high and relatively 
steady rates of growth in the numbers of patients treated each year with dialysis. 

Figure 17  Wellington Figure 18  Palmerston North   
 

Gender  

The proportion of males to females has been relatively stable over the past 13 years: 59 percent 
male, 41 percent female. 

Age  

Figures 19 and 20 demonstrate the age structure of patients treated in the Palmerston North and 
Wellington centres. Note:  00, 01-04 and 85+ age groups have been removed from this chart due to 
small numbers.  

Of interest is the age structure of patients treated in Palmerston North which sees a higher, and 
increasing, proportion of older people (75 to 84 years) receiving dialysis compared to Wellington. 
There is the temptation to draw the conclusion that Palmerston North is inappropriately offering 
dialysis to patients with ESRD.  

The clinical project group agreed that the trend identified from MidCentral data was in line with the 
overseas trend to treat a higher and increasing proportion of older people with dialysis treatment. It 
raises the question whether the number of patients in the DHBs represented in the Wellington 
figures should expect a significant expansion in the treatment of patients in the 75+ age range.  

                                                      
8 Wellington includes CCDHB, HBDHB, HVDHB, WDHB, and NMDHB. Palmerston North 
includes MCDHB and Wanganui DHB. HBDHB became a renal centre from 1 July 2007 
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Figure 19  Age structure of patients on dialysis at Palmerston North 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Figure 20  Age structure of patients on dialysis at Wellington   

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

The Auckland Regional Renal Project (Nov 2005) noted, that: 

òOn an age adjusted basis, quality of life and survival for elderly patients on dialysis is comparable 
to that for younger people and a greater proportion of patients aged 65 years and over are now 
being treated.ó (Auckland Regional Renal Project (Nov 2005), pg 15.)  

An international comparison of incidence and prevalence in the 75+ age group indicates that the 
incidence and prevalence in New Zealand is well below other countries (Figures 21 and 22). The 
clinical groupõs consensus, however, is that New Zealand societal expectations and the clinical 
management of the 75+ age group reflect a more balanced view compared to other countries in 
selecting treatment options. This includes palliative care. A factor to consider is the geographical 
distance to renal services and RRT, which may present a significant barrier to diagnosis and 
treatment. 
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Distinct Patients in Program by Age Group for 

Palmerston North
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Figure 21  Prevalence of ESRD (per million 
population), by age, 2005: 75+* 

Figure 22  Incidence of ESRD (per million 
population), by age, 2005: 75+* 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
   

 
 
 

Ethnicity  

While the relative proportion of dialysis patients who are Pacific people appears stable over the last 
six years; the proportion of Mńori has been increasing (Figure 23). 

Figure 23  Proportion of patients on dialysis 

 
Treatment Modality 

The three major treatment categories are kidney transplant, dialysis or palliative care. Within dialysis 
there are four dialysis modalities; continuous ambulatory peritoneal dialysis (CAPD), in-centre 
haemodialysis (ICHD), supported self-care haemodialysis (SSCHD), and home haemodialysis 
(HHD). The trends in the relative proportions of patients receiving the different types of dialysis 
treatment modality were assessed using ANZDATA from 1994 to 2004.  ôSnapshotsõ of patient 
numbers on different treatments are provided to ANZDATA two or three times per year.  For this 
analysis the modalities were aggregated into three categories: all CAPD, HHD and hospital 
haemodialysis.  
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*Data presented only for those countries from which relevant information was available. All rates are unadjusted. 
United Kingdom: England, Wales, and Northern Ireland (Scotland data are listed separately). Data from the 
Czech Republic (2005 only), Israel, the Philippines, Shanghai, and Taiwan are dialysis only. (Source USRDS) 


