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Foreword

We are pleased to present this document fifthhia a series akports 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 improvearahthe sustainable development of clinical
services provided withihet legion. 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.

Renalservices was one of the specialties selestedegonal project as there is already some
interDHB activity occurring in this specialty. Collaboratitengements could address some of
the issues facing a number of our DHBs, in maintainingl&ivairy of sustainable, high quality
renalservices. It ialso recognised that for certain activisiesh as training and development of
clinical staffandclinical audit, asell as development of information and management systems, a
better outcome may be achietredugh the combined effort of several DiBsking together.

Therenal projecivas carried out by Central Regi®echnical Advisory Service (TAS), our shared
support agency that specialises in applied afidigstocumenincorporatesecent data analysis
and DHB planning for renal serviceswell asnterviews and discussions with doctors, nurses,
managers, other DHB staff and Genrattitioners. This gave us a good snapshot of the current
state ofrenalservices in theegion. Italsoconfirmed a regional strategic direction and i@éehtifi
four prioritiedor regionwide service development amgrovement.

The findings of thigrojectand possiblepportunitiesor future service delivery are documented

in thisreport. When we achieve these recommendationslMave moved a long was/aaegion
and setprecedent 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
ANZDATA

Biopsy

Cadaveric Donor

Chief Operating Giter (COO)

Chronic

Chronic Kidney Dissa (CKD)

ClinicalGovernance

Clinical Nurse Specialist (CNS)

Clinical Traimg Agency (CTA)

Case weighted dischaf@evD)

DHB of Domicile

DHB of Service

Diagnostic Related Group (DR

DNA

Erythropoietin (EPO)

Not confined to a&d, able or strong enough to watkambulatory patient

ANZDATA is the Australia and New Zealand Dialysis and Trans
Registry. The Registry records the incidence, prevalence and out
dialysis and transplant treatment for patients mdtktage renal failure

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

A cadaveric donor is a recedqtielared braidead person whose organs
tissues are transplanted in other people

The chief operating officer is responsibléhfereffective and efficient delive
of DHB hospital services

Lasting for a long period of time or marked by frequent recurrence, as
diseaseshronic colitis

CKD is defined as either kidney damage for three or more mon
GFR<60mIs/min/1.73rA(for the latter, CKD 3 and above)

This is the careful scrutiny of medical practice. It involves develapmh
audit of services for treating patients, the assessment and manageme
the investigation of adverse incidents, and the estedlisbf standards fc
services

A registered nurse practising at an advancethlevspecific area of pract
who has completed advanced training in a specific scope of practice,
have been prepared at masters level of education, but who has r
recognised and approvecdlhy Nursing Council of New Zealand

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

A relative unit of measure used for inpatient services

The DHB area in which a patient liv@BIBs are responsible for the care
all people living within their catchment area

The DHB that provideaservicdo the patient

A grouping of discharge diagnoses for which treatment requires
resoures and whichclassify hospital cases into one of approximatel
groups

A code applied when a patient dowg attenda hospital outpatier
appointment or treatmeptocedure

A hormone that prevents anaemia (low red bloodaeit) by helping yo
make red blood cells
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End Stage Renal Disease (ESF

End Stage Renal Failure (ESRI

Estimated Glomerular Filtration
Rate (eGFR)

FSA

Fulktime equivalent (FTE)

General Managd®lanning &
Funding GM)

General Practitioner (GP)

Glomerular Filtration Rate (GFI

HaemodialysiSatellitéJnit

Home Haemodialysis (HHD

In-Centre Haemodialysis (ICHL

International Business Australi:
(IBA)

Immunosuppressant

Intensive care unit (ICU)

Vi

Stage in kidney diseaglken treatment, such as dialysis or transplani
becomes necessary. "Etage" refers to the end of kidney functiéiso
referred to as ergtage kiney disease (ESKD)

When ¢pmerular filtration rateecomes less thdb ni per min per 1F n?.
Most patients in ESRF require dialysis or transplantation to continue
Also referred to as emsthge kidney failure (B9

The modern way to assess GFR
variabl e MDRD formul ab. This es
Glomerula Filtration Rate (eGFR). This formula takes imwount the
factors that affect creatinine production, and expresses GFR relativi
size of the person. It is complicated, and requires a computer or Ip
calculator to determine the answer

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

A way to describe hours of labour. 1 FTE is equal to 40hrsomiémworking
week

General Manag®aning & Funding are responsible for the allocation
DHB resources and have particular responsibility for services in prim
and public health

A general practitioner (GP) is a medical doctor who prévédésst pant of
contact on medical and minor surgical matters

This is a test to assess the capability of the kidney to 'clear' the blc
substance. A small amount of dye is injected into a vein and blood sar
taken at aurly intervals for three hours, to measure the patient's
clearance of the dye. It is a similar principle to creatinine clearance es
but with more accurate results

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

Haemodialysiggatmentreceivedat home for kidney failyren which the
blood passes through an artificial dialyser to remove wastes and water

Haemodialysisdatmentusually receiveat ahospital renal centfer kidney
failure in which the blood passes through an artificial dialyser to r
wastes and water

Electronic business information database used by Capital & Coast DH!

Suppression of the immune ras® as by drugs or radiation, in orde
prevent the rejection of grafts or transplants or to control autoirr
diseases. Also called immunodepression

An Intensive Care Unit (ICU) or Critical Care Unit (CCU) is a spec
department in a hospital that provides intensive care medicine



Inter district flow (IDF)

Key Performance Indicators
(KPI)

Length of stagl. OS)

Magnetic Resonance Imagir
(MRI)

Modality
Morbidity

NationalMinimum Data Set
(NMDS)

NDSA

Nephrology Operational
Patient Information System
(NOPIS)

Nurse Practitioner

Patient Navigator

Peritoneal Dialysig\ssisted
(APD)
Peritoneal Dialysis

Continuous Ambulatory
(CAPD)

Peritonitis

Population based funding
(PBF)

Primary care

Definitions and Abbreviations

The way DHBs calculate money owed for services provided fopatiests
outside theicatchment area

Key Performance Indicatoege financial and ndimancial metrics used
guantify objectives to reflect strategic performance of an organisation.
used in Business Intelligence to assess the present state of the busine
prescribe a course of action

How long a patient has stayed duaingnpatient stafpot used for ambulatol
services like dialysis)

Magnetic resonance imaging (MRI), in scientific circles igrevasine methor
used to render images of theide of an object. It is primarily used in mei
imaging to demonstrate pathological or other physiological alterations
tissues

Different ways to deliver treatment eg dialysis
An illness or an abnormal condition

A nationaldatabase of information about publicly providespitalinpatient
services

Northern District Support Agenclhis is a sister organisation to TAS, provi
shared support services to its sharehottiéhe DHBs ofthe Auckland an
Northland region

NOPIS is a stand alone access dawlfor CCDHB Renal Departme
information

A registered nurse, defined in the National Service FramewarRi€mnary,
practising at an advanced level in a specific scope of practice, who has
level of education afglrecognised and approved by the Nursing Council of
Zealand

A support and coordination person for patientstess services along the «
continuum in the most efficient and effective manner

An assistedorm of dialysis in which the lining of the abdomen, the perit
membrane, acts as a natural filter

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

Inflammation of the peritoneum, often accompanied by pain and tendel
the abdomen, vomitingonstipation, and moderate fever

Funding provided to DHBs based on regional population base

Primary care is the care to which any patient can refer themselves. Ibinc
is not limited tayeneral practk

Vi
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Price Volume (PV)

Primary Health Care Nurse

Public Health Intelligence
(PHI)

Purchase Units (PU)

Regional Service
Development Initiatives
(RSDI)

Regional Electronic Health
Record (REHR)

Renal Replacement Therap
(RRT)

RMO

Secondary care

SMO

SSA

Tertiary @re (centre)

Ultrasound

Weighted Inlier Equivalent
Separations, Version 8

(WIES9

viii

Price volume is a purchase methodology from Healthis@by
services are based on a unit price and volume

This encompass&P practice nurses and community based nurs
iwi providers, mobile outreactirses and others

The epidemiogy group for the Ministry ofddlth located in the Heal
and Disability Systems Strategy Directorate

A clinically meaningful, readily countaldghaanumeric identition
code intheHealthPAQContract Management System. PUs are cos
accordance with common costing standards and are cost homo
ie may be counted by the use of casemix type models

Branch of Cemdl Regi on6s Techni ciravdlvedAn
reviewing key regional DHB services and recommending new \
organising them in order to improve service access, quali
sustainability

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

Renal replacement therapy is a term used to encompmagsplifeing
treatments forenal failure

Resident Medical Officés a doctor with at least two years prac
experience following graduation

Secondary care refers to care carried out in most hospitals. Th
first port of call for patients who are reddriby theirGP except in
certain circumstances when @@ may refer the patient directlyéc
tertiary centre

Senior Medical Officels a doctor vocationally registered wit
professional college

Subsequent specialist attendafbis isa furher appointmento the
FSA that apatient has in a hospital outpatient clinic with a s
medical officerand includes follow up visits to treatment

Tertiary care is very specialised care given to patients if they
problemthat is too complex for the local hospital. Patients are
referred to the tertiary centre bgemior medical officer in a seconc
hospital

A diagnostic medical imaging technique used to seisuoaliscles
tendons, and many internalgams, their size, structure and
pathological lesions with real time tomographic images

A system of calculating relative casemix cost weights for differer
groups



Executive Summary

Executive Summary

Whatmight itbe like to be a patient dialysi8 Consider for a moment.

You know that your kidneys are useless. You know that without dialysis you will die. You hope for
transplant (if you fit the criteria). Otherwise you kndebtnid igoyphawenake the best

of it. And yodoBinvolves 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
you do the best yao &iauyour life around this routine and be the least burden on your family.
Ther@ the challenge to remain human in the midst of the routine. You miss the significance ar
routine of work, but to work seems almost impossible with thisredittebdeidthe

You miss the freedom to travel, to go away for a holiday, because there are so few options ava
You become dependent on the machine, in a clinical environment, and you either sleep or you
The@s t h &ghttoaemgasitve,tto not feel controlled. You develop a sense of ownership
about the machine and about the environment, and you can see how small changes would mak
life better. Perhaps these changes seem small but are big in reality; ibredbkl be good to expl
possibilitieth staff. But the staff are so posysaisjustbe grateful to be alive.

Chronic Kidney Diseag$€KD) is one of the majaontributorsto the burden of chronic iliness in New
Zealand.CKD is divided intdive stages, whicire defined bthe level of kidney functié@from stage 1
(minimal damage) to stage 5 (end stage renal failure).

There are three strategic issuePBsto consider in relation to CKD.
1. Growth in Demand

Public Health Intelligence (Ministry of Headthpects both incideeand prevalare of RRT as well as

raw volumes to groat between 4 percent and 6 percent per year over the nextRigictue future

looks uncertain, with an epidemic of obesipectedo account for onhird of the 45 percemrowth

in type Il diabetes 8011 Approximately 40 percent of new haemodialysis patients have type Il diabetes
now, and diabetes and othermuoorbidities have a multiplier effect in premature mortality for patients
with renal disease. The probabilitg-péar survival for a nahabetic 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 t
range of $105,000 and $193,000 (renal transplant vs incentre haemodialysis, respectively). After sustail
growth over previous years, the growth in incidence and prevalence began to plateau between 2002 a
2004.The number of patients receiving renabogphent therapy (RRT) in New Zealand at the end of
2005 wer&48 patients receiving haemodialysis at a h@gfdtients receiving haemodialysis at home,

296 patientgeceiving haemodialysis in a satellite c&B@egatientseceivingassisted pediheal dialysis

(APD) at homeand 540 patients oortinuousambulatoryperitoneabialysis (CAPD) (almost entirely at
home).Among those receiving dialysis treatments in 2005, 34 percentuvesn®119 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 failluEESRH. In addition, there is the need for timely referral to the renal unit to
allow effective prdialysis training, and tilmevascular 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 letegm.

In order to deal with these issues a thressfi@dgic approacis recommendeih 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 aare toredue the growth rate of renal patients
into ESHE. In addition, there is the need for timely referral to the renal unit to allow effediaky gise
training and timely vascular aco@gsichrequires surgical inpufjransplantation provides the greatest
possible outcome for 20 to B6rcentof paients with ESRF and is the most @dfdctive treatment in
the longterm

To support this strategic approachhe Central Regioit,is necessary totervene earlier in the course

of CKD, to provide an appropriate mix of modality options, to incteaseumber of transplants

provide improved access to palliative care, and to reduce the number of patients requiring emergenc
dialysis. This strategic direction, in the medium wéliread to betteoutcomes fopatiens, and lower

than forecasted amal growtlrate(and therefore cost) to DHB renal services.

However this document goes further than beinigtalevebktrategic plarfour specificprioritiesexist
for regionahction

1. Capital & Coast DHB (CCDHB) need to increase the number dive dono renal
transplantations to two per month from the beginmih@008. Doing so would instil
confidence in the regional servardive donor transplantationhis priority should be seen as
a joint regional target and be closely monitored by regional CEOs

2. Regional mdels ofservice deliverghould be developed and agreefhdditate,in greater
detail, service integration across sectors. This will include developing a primary care strategy fo
prevention and early detection, mmplroving thdinkage wh primary health organisations and
palliative care organisatioméew models of carewill be explored in detaiand core
competencies of key roles. This witlluce defining thestrategic locations of satellite
haemodialysisinits for future investmenDHBs will be supportedo developdédailed
investmenplans to reduce regional inequity of acbetailedregionalvorkforce planningill
occur to deal with sustainability issues such as those currently facing MidCentral DHB
(MCDHB) renal services

3. Aregional information technology (BBlution would provide significant benefit to DHB renal
services, associated specegistice®g diabetes, and primary care. Patients, carers and family
would alsobenefitfrom access to laboratorysués for betteself management, and patient
education materialFurther detailed plaing needs tooccur and @ opportunity exists to
collaborate with Central Region Chief Information Officers.

4.  Support for patients and families will focus on strategies and actiompto ove t he pze
quality of life, communication with patemind families, exploring the use Godtient
navigator@o better access renal services, psychological support and practical activities to reduce
depression anpgromoteoptimism Sandardied patient education matewdl be developed
and used regionally

A detailedmplementation plan and work programsneequired to be developed imaBe 2 consistent
with these regionpliorities Refer Figuré&, pg4 for greater detail.

To advance th identifiedregional actiompriorities it is recommended that the Central Region Renal
Network (CRRN)be formally established. TGBRRNwould report to the Central Region CEOs via the
Regionalsrvice Developmentnitiatives Steering Group and have artiahilife of three years. The
appropriate support to facilitate the regional network and its developments needs to be consistent with th
complexity of the issues. The seven DHBs (including Nelson Marlborough DHB) are linkibdet® the

renal dialysis ceas at NdCentralDHB, Ha w k e 6 BDHH ang CCDHB, with CCDHB providing

renal transplantation services for the region.

The renal network, similar to the Cardiology Implementation @vitiuge an implementation group to
further develop the fourdentified priorities into robust business cases, for endorsement and



Executive Summary

implementationThe CRR in conjunction with individual DHBs will also be expected to implement the
recommendations detailed on pages 8 & 9 of this document.

Good relationshpalready existmmw ss t he Centr al , wRichgre argudldlessr e n a |
complex compared to othetinical services As te renal serviceis smaller in scal€EOs are
recommended to appoint a Chair of the CRRithgr than &egional Clinical Directas for the
Regional Cardiology Projeat)d through the GMs Planning and Funding and Chief Operating Officers
(COO0s) TAS will facilitatea nominatedmembershigof renal physicians, managemg@etvice and
planning and funding)ursing, primary care practitioaed nursgfrom across the seven DHPBatient

MAor i and Paci f i ovoudeanmplétecttERRNengmbership nt at i ves

To adequately support tB&RRN anadditional project manager (0.5FHBRlyst support (0.1FTE) and
administrative/secretarial support (0.1FTE) is neg@liesl meetingosts This cost is calculated to be
$75,000 per year, and represents a range of $3,560 to $18,841 per DHB (including Nelson Marlboroug
DHB) based on 07/08 population based funding. However, TAS will resource 07/08 financial
commitments from existing rescesalready allocatatirough its service level agreement (SLA) and
assess need for possfhkther funding when 08/09 SLA discussions occur.

Further serviceinvestmers are expectedand requests will be made thhodgtailed business cases
developed bthe CRRN.

The return on this investment would seegéonal renal service whighl begin to addressequity of
accesqrovide abetier quality of life for patients, be sustainardhave a focus todac the incidence
and prevalence afl stagesf chronic kidney disease.
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Figure 1

Priorities for regional action

Priority

Service Area

Objectives

Proposed Timeframe to
Begin AddressingPriority

Transplantatiol

a.

b.

Champion improved access and incre

capacity at CCDHB

Progess the live donor issue to suppo
national programme

Quarter 1, 2008

Information
Technology
and &rvice
Improvement

Explore and develop IT requirements fo
regional renal solution with CIOs

Appraise current IT solutions, for adapta
to NZ (if required)

Develop clinical guidelines and deci
support software to support patient refe
and service integration across sectors

Quarter 1, 2008

Models of
Service
Delivery

Facilitate, at a greater detail, service integ
acrossectors

i. devdop a primary care strategy
prevention and early detection

ii. link with chronic disease managen
programmes ie Cardiovasculaisk
assessmeand Di abetes
programme

iii. seamless linkage with primary he
organisations and palliative @
organisations

iv.  culturally responsiviacilities and servig
modellegvh hnau or a

Explore how new models of care will occ

including defining theore competencies
key roles

Clarify and communicate
investment in infrastructure

Complete a more detailed workéoptanning
and development plan

Develop detad business cases for ser
investment

the necgs

Quarter 2, 2008

Support for
Patients and
Families

Develop strategies and implement actior|
improvet he patientds gl

implement actions to improve communica
with patient and fanels

explore te use ofpatient navigatoito better
access renal services

facilitate the implementation of bet
psychological support and practical activiti
reduce dpression and promote optimism

standardise patient education mai@fidink)

Quarter 2, 2008




Summary of Key Points

Summary of Key Points

The following are the key poirnlksat come from service rew and working group discussion
during the course of this project. They do not necessarily represent a comprehensive overview of all
the key issues, buir selection ahe most important points to highlight.

Context

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

« The treatment of endtagerenal failure wh dialysis and/or transplantation is life
sustaining

« Public Health Intelligencilipistryof Health) expects both inciderand prevalereRRT
rates and counts to grow at between 4 percent and 6 percent per year over the next decade

« Comorbidity has a ntiplier effect in premature mortality for patients with renal disease.
The probability of fyear survival for a natiabetic haemodialysis patient is 51 percent
compared to 33 percent for a diabetic haemodialysis patient

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

e« The proportion of MAOTrI receiving dialysis
the proportion of Pacifigseople 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 isdtiteral and the NZ
incidence and prevalence of ESRD in 75 years and over age group iglyitgsBcdan
other countries

« Live donor renal transplantatism treatment option in decline and is difficult to access in
the Central Region
Patient Expeliences
Patients expressed the following positive comments in relation to their RRT experiences
. Treatment times were generadigarded as suitable, however participants who were
employed indicated a preference for more flexiblmémttimes.
« Hospitalgproactivelyma n a g e p-mdrhidtiast d s c o
« Renal staff workedell with other hospital staff.
» Patients areaated with dignity and respect.
« Patient privacy is respected.
« Patient infomation is handled appropriately.
e« Staff ar e r es ploralseeds and traat theradnauleurally appropoate
manner.
Process Mapping

« Patient centred care identifies the purpoeeoénal service from the patient perspective,
identifies the types and frequency of demand on the system and the capthaility of
system to respond to these demands
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o Currently IT systems do not collect key information, much is retrospective rather than
forwardlooking and information collected uses systems which are not interfaced. This
results in datqualityissuesvhich redue the ability taleliver patient centredre

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 oss of a transplant)

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

« Patient education also needs to extend to reach those who do ndingpishk are
incapacitated or have trouble with reading, hearing or sight

Transplantation Surgery

« Renal transplaation is the most cost effective ane tpreferred treatment for -30
percenbf people needing remaplacemertherapy

« The availabilitgf donor kidneyandsurgical transplant capacity currently corstesial
transplantation rates

« Resolving misconceptions abitngttrue costs of delivering renal transplantation may spur
on efforts to prioritisransplantatioas a treatment option

Workforce
« MCDHB has insufficient renathysicians

« 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 liaisoorlers

« 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 mer sustainableand diverse workforce will require a blend of
specialist/tertiary education providers afftbirse training programmes

Joint Procurement

o Price variation between DHBsnignimal however direct comparison is difficult due to
variations in cordict inclusions

« A regional oOonetwor ko6 approach drediregly ocur e me
involved) has the potential to realise economies of scale and associated benefits, but there
would need to be an early exit of existing contracts (2009ariSompvith another out
of region centre would help determine if there are any innovations that could be
transferred into the Central Region

o Competition in the Central Regishould be maintained to protect future options. There
is a sense of reliance egional differencésorder to maintain competition

Service Models
« The modality of greatest need is haemodialysis provided in a serviced satellite unit



Haemodialysis facilitiase already located in Wellington, Porirua City, Palmerston North
City, Hastigs, 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 renalentres, and indicators suggesting a high probability of need for RRT
services

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

Aseltfdi al ysis centre would have a Obest fitod
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 néed fomemu ni t y &
centre for cultural reasons, or to provide additional haemodialysis capacity into the Central
Region to permit patients to have the 06free

A further model to consider could be a mobile renal dialysdsaumitsiness case for such
a concept has been developed in Scotland

Patients most at risk (and need) access primary care serviceatteekedasn g 6 unmet ne
difficult to quantify (establishment adaelliteunit in the Bay of Islands showed a 230%
growth by the end of thedtrl2 months)
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Summary of Recommendations

Strategic Direction

The recommended strategic diredsdior the effective management of CKD within primary care,

thus reducing the growth rate of renal patients into ESRF. In addition, there is the inesly for t
referral to the renal unit to allow effective-coadysis training, and timely vascular access.
Transplantation provides the greatest possible outcome for 20 to 30 percent of patients with ESRF
and is the most cesffective treatment in the letegm.

Recommendations to support the stiatdgectiorare to:

« enable the renal servicertiervene earlier in the course of CKD
« achieve an appropriate mix of treatment modalities

« increase the number of kidney transplants

« improve access to palliativeecar

« reduce the number of patients requieimgrgency dialysis

Recommendations

1. CCDHB increase the number of live donor renal transplantations to two per month
beginning of 2008 he total number of live donor transplantations is recommended2
per annum. This priority should be seen as a joint regional target and be closely
by regional CEOs

2. Develop a detailed workfordee v el opment pl an to ensur
are sustainable

3. Develop models of service deliierymprove integration with primary health organisa
and palliative care

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

5. Explore new models of care in detail faemodialysis provitlén serviced satellite u
settings, includirthe development of detailed investment plans and defining workfor
competencies of key roles

6. Extend collaboration between neighbouring DHBs to ensure serviced satellite u
sufficient patientotbe viable and sustainable

7. ldentify existing infrastructure (including staff) to which renal dialysis services
added to reduce unnecessary infrastructure investment eg residential care facilities

8. Develop a regional IT solution in colleddion with regional Chief Information Officess
integrate services across the sector and allow patients to activeltheiahaglth

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

10. Ensure the psyckspcial needs of patients and family using renal services are catere

11. Develop and undertake a regioradiseed survey of all units @m annual basis, chart
and reporting progress over time

12. Provide renal service staff with appropriate training to ensure they are well eq
discuss the diversity of issues that patients experience; including death and palliati




Summary of Recommendations

13.
14.

15.

16.

17.

18.

19.

Routinely us taxi transport for renal services patients to get to and from hospital

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

HealthPAC amnd the National Travel Assistance Scheme policy and information b
to ensure it is in line with current practice

DHBs to monitor Heal t hPACOs National
patient claims and advocate for better performanmrassary

Collectively lobby the MoH to undertake the necessary research to clearly id¢
barriers to donating kidneys, and develop the appropriate strategy for raisir
awareness of kidney donor shortages

Consider how carers and fellowigras can become involved in providing informatia
renal patients, and how such a pool of volunteers can be established, leart
international practice (eg UK)

Consider the mer it sfordransptant patiegts and dohorsé b u
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Introduction

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 educationt i mel vy ref err al , palliative ¢
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 hybricbther document8 to not redescribe something already well

written, except where there is a perceived gap or need to refresh the information. The following
documents are drawn on heaWldCentral Renal Servicé€R3&jfJune 200The Capital & Cast

Regional Planning of Renal Services: Progress RepodNAuUg20@e al andds Renal Se
national strategic plan. National Renal Advisory Board Scoping)p@petgSeape 206included

from theAuckland Regional RenatP¢Njpv 200@xilitated by Northern District Support Agency

(NDSA), and thekRenal Service Plan for the Midland Region: Part Two, RécOptinesdations
Opportunities (Dec R@&ing able to incorporate these resources provides integrityn sett

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 collaborationtaen 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 beaises$isan 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 beehypdidBseith

the lower north islandpecifically within the past 12 months CBRAd MCDHB have each

produced reports projectisgrvicedemandoased on an analysis of their respective populations.

Mi dCentral ds report went further, proposing col
made key recommendations for patientgement.

A meeting of CCDHB, MCDHB arde nt r a | R(@5gMay 20@ctarifigdAHe need for a
regionalenalproject. It was agreed to confine a review of renal services wethasslelivered
through hospitals. Analysis already undertakemegiomal level would be excluded from any
further work to avoid unnecessary duplication.

The appointment of a rdnghysiciam t Hawk e 0s B aegtabldDhihg thirdtrénalr e by
centre in th€entraRegionmeant that a discussion regarding stratgganal issues was timely.

RegionalCEOs throughthe RSDI Steering Grouppproved the scope for thenal services

projectin July 2007COOs and General Managers (GMs) Planning and Fatgbsgpported a

regional initiative to address future plapimd delivery of renal services in the Central Region.

Their concerns arise out of increasing patient demand for renal services, inequitable access to these
services ancbncern fothe longterm sustainability of the clinical workforce.

It wasconcludedhat a prioritised action plan, set of project scopes and recommended support

mechanism for i mplementing the scopes would be
This would build on previous work and address any perceived gaps.

11
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1.3. Purpose

The goabf thisreportis to identify opportunities for service improvement and sustainability of
secondary and tertiary renal sergcesss the Central Region and Nelson Marlbofid§is.

The National Renal Advisory Boandade the following observations reiggrdhe NZ renal
services sectoand povides a useful framework within which to then place the issues and rationale
for the CentraRegion Renal Services Project.

A range of critical issues facing the renal sector are highlighted, existing witlissaihe aere
branches of renal services.

« CKD managementPublic education and prevention; scregniprimarnsecondary
interface

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

« Transplantation: Kidney donati@tcessingansplant services.

« Systenwide issues: Growing demand for renal services; inequality of provision; workforce
shortages; patient perspectirgsrmationnfrastructurgclinical knowledge base.

With some exceptions, there is a lack of regional andahgtlanning 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 CK@n the hedh 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:
« afoundatiorfor improvednterfacewith primary care
« transparency of servipmvisionand access
« the sstablishment of high level principles for regional service planning
« guidance for planning and service proviagolemand escalates
« responding to CKD in Kbri and Peific populations
New Zeal andos Renal Services: Towar ds a na
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 b@rformed wit
six to eightweekslIt will investigate options and make recommendations to address identified
issuesPhase 2 will largdlycus onimplemenngthe prioritised action plan amgécommendations

from Phase 1This reporincorporates the outcomasdthe objectives dthase 1.

12
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Objectives forPhase 1

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

2. To explore models of care (based demand projections) thereby predicting likely
investmenin faglities (eg for haemodialysis)

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

4.  To map the current patient journey across the régiom sample oRRT patients
(acknowledging that some laoapping has already been completeéd@YHB). This
will cover the continuunt oare from primary to tertiary

To understand barrieasd issuefdr RRT patients in accessirenalservees

To describe the current funding arrangemenBRadpatientdn theCentral Regh

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

8.  To explore opportunities for joint procurementarisumables to achieve savings

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

10. To describe how vascular accemvicesind other surgical support for renal sereiaes
provided across the region

1.5. Responsiveemss t o MhAoOT i and Pacific Peopl e

MAoOr i and dhave a Substantialyehigpel 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 servicemdahigher deprivation than in other ethnic groups, improving access to renal
services is therefore I|ikely to havsehanafor|l ar ger
other population groups.

13



Renal Services in the Central Region

14



Context

2. Context

2.1. Chronic Kidney Diseased What I s |t?*

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 af@KD is considered to be present when this rate drops below 90
millilitres per minute. CKs divided into five stageghich are defined by the level of kidney
function orGFR.

. 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 rat®©(© Ol penmin per Z3 n®).

« Stage 2: Glomerular filtration raté3Dm per min per Z3 nR with evidence of kidney
damage.

« Stage 3: Glomerular filtration raté85®m per min per I3 m2.
« Stage 4: Glomerular filtration raté2%m per min per /3 n2.
- Stage 5: Endtage renal failure; glomer€ilaationrate <15 rhper min per ¥.3 n2.
The GFR scale represents steadily dewydasels of kidney functioBKD is defined as either
kidney damage for three or more months or GFR<60mIs/min/2.(f8nthe latter, CKD 3 and
above) CKD 4 represents advanced kidney disease not requiring dialysis, and CKD 5 represents
ESRF, most of whom require RRmenal dialysis(haemodialysis or peritoneal dialysis)

transplantationAt present, there are no reliable prevalence estimates of the number of people in
New Zealand witKD (that is stages 1 to 5).

In New Zealand, there were 3,093 (755 per million) redeRih@s at 31 December 2005.
these, 1,239 (302 per million) hadretfaning kidney transplanand 1,770 (452 per milljon
received dialysis treatmeaffithin New Zealand}36 patients (106 peillion) commenced RRT
in 2005Among those receiving dialysis treatments in 2005, 34 percentfaveand/19 percent
were Pacific peoples

As one document poignantly statesrdégga CKD Stage 5 and treatment
OThe treatment oRE®/ith dialysis and/or transplantation is life sustaining. Without such treatment
death is inevitable in days, weakhsoNmov Zeal andds Reatanhl Ser vi c
strategic plan. National Renal Advisory Board Scoping paper (Sept 2006

2.2. TreatmentOptions (and their costs)

In New Zealand, there are five dmlacategories of renal services.

1. Diagnostic and treatnteservice for patients with kidney diseases.
2. Management of patients with CKD.
3. Dialysis programmes (Haemodialysis and Peritoneal Dialysis).

1This secti on MidCentsloRenat 8edvicefPtan uned@QiHting ONew

Zeal andds Renal Ser vi ces 0 Nalianal &endl Advisory Beatdi o n a |
Scoping paper (Sept 2006)

2 Note that those with fictioning transplants move from CKD 5 category to CKD 2 or 3, as a

direct result of their improved kidney function.

3 Taken fromNew Zeal andds Renal Services: Towar ds a
Advisory Board Scoping paper (Sept 20085 pg
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Haemodialysis ( HD)) uses a proportioning machine conn
circulation to deliver blood & filter and return it to the patient once cleared of waste products and
freed of excessive fluid. Haemodialysis services are provided either:

« viain-centre (hospital based with nurse and/or technician assistance, for people unable to
manage dialysis gqendently)

« viasatellite bases (closer to patientsd home
varying degrees of independence, with sams@ng or technician support)

« in home settings or community bases, where no staifegeniand dialysis is maged
either independently or with family support.

Peritoneal Dialysis (PD) is a further setfare option undertaken by patients using a permanent

catheter implanted in the peritoneal cavity. Bldotkisdusing the network of fine blood vessels

intheper i t oneal l'ining of the abdominal cavity, é
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 inthreec ent res in New Zeal and), wher
function issurgicallyeplaced 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 car e, or fot allnpatemtsy ara clinically soigabler fpe me nt 6
transplantation or dialg 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 diecoiuthsd

conditions before requirinRRT. 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 networksuppdrt 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.

Costmodelling of RRT interventions

RRT is expensivEstimates of the cost of various RRT interventions were undertaken to inform
renal service planning in the Auckland red@ased on 2003/04 oOnties ManukauDHB
(CMDHB) data, the comparative costs of dialysis modaléies(ieluding all hospital costs) as
follows.

Figure 2 Comparative costs of dialysis modalities
Average cost per Patient Treatment Year

In-centredialysis $64,318
Satellite haemodialysis $48,172
Home haemodialysis $33,585
Peritoneal dialysis $36,614

The authors of th€MDHB report stressed the key feature is the magnitude of the differences in
costs. Of notas the higher cogif in-centredialysis compared to all other treatmd?ilswas
eightpercent higher than homeDHafter taking into account the additional costs of inpatient
admissions, and reflette high incidence of peritonitis in CMDHB. It is possible thdattiee
distorts the costs of PD in this analysis. It is also worth noting that the report ditsicetr co

adjust for differences in baselinenmbidities between the groups treated with different
modalities. These cost estimates therefore should not be fminbmssation analyses as it is

16



Context

unproven that the same clinical outcomes could be ddiiéoeinstance, peritoneal dialysis was
applied to all patients currently treated wittentredialysis.

More recently, CMDHB have compared the theee costs of each dialysis modality against renal
transplant costs, to incorporate post dischange aosts 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 fopgar period, transplantation costs would be lower than all other
servicegbased on aostestimate 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 Difference from transplant cost
paient
Renal transplant $105,000
In-centredialysis $192,954 87%
Satellite haemodialysis $144,516 38%
Home haemodialysis $100,755 -4%
Peritoneal dialysis $109,842 5%

The lower longerm cost of transplantation is cetesit with an economic analysis oRES$n
Australia, which concluded that increasing the transplant rate would result in considerable health
sector savings and also significantly improve health outcomes for peopleRvith ES

Research also indicates tlmgrd 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
diabetesThat is, the costs for dialysis patients with diabetes are nearly tuwgbeaastiose

without. Furthermore, these costs could be attributed largely to outpatient costs. They concluded

at the end of their reportthaté nea-hbhyf on® the costs of ESRD are
(MCDHB Renal Services Plagp0inel13)

2.3. International Context

End stagerenal disease

Figures4 and5 comparethe New Zealand incidence and prevalence of end stage renal disease
(ESRD)to other countries from 1999 to 20B8§ures6 and 7 demonstrate transplant rates and

trends for2005, and 2001 to 20@Bspectively)

The Renal Services Plan for the Midland R&@en 2004)makes the followingertinent
comments regding international comparisons

ot should be noted that in some countries, funding to physiciam haet eddpendent
modalities used. This may lead to perverse incentives for putting patients on the treatment wher
greatest . 't is difficult t d (ReealSevicegPlahnhat t
for the MidlaRetgion, pg)20
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Figure 4 Incidence of ESRD (per million Figure 5 Prevalence of ESR{per
population) million population)

(Source: USRDS) (Source: USRDS)
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Taking this into consideration, at the veagtlbe comparison shows that the incidence rate of
ESPRD is increasing steadily around the world and that the prevalenc® ao$ BBR rising as the
incidence increases and patients live longer wid. HBR key drivers of the growth in dialysis
patientnumbers are an increasing inciden@Kar either presenting or being referred for dialysis,
as a result of:

« improved survival (especially cardiatascof the general population

« type Il diabetes epidemic

« greater acceptance of and demand for dialygcesdrom Mori and Pacifipeoples

« greater acceptance of and demand for disdygises from elderly patients

« greater expectation for dialysis services from the medically frail, who previously would
either not have been offered, or would not telkenup an offerof dialysis.

Renal transplants

The number of transplants performed in New Zealand remained constant at approximately 28 per
million per year from 1998 to 20@&lining to 2@er million populatiom 200422.7 per million
populationn 2005and21.8 pemillion population in 2006. Hacetlransplant rate remained at 28

per million populatiofrom 2002 to 20Q8hen57 morepatientsvould havesignificantlymproved

quality and quantity of life

4New Zeal andds Renal Services: Towards a nat.
Scoping paper (Sept 2006), pg 4.
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Figure 6 Transplant rates (pemillion Figure 7 Transplant rate (per million 2001 to
population), 2005p0pulation)* 2005
2001 2002 2003 2004 2005
Australia 27.9 308 27.3 323 30.6
Spain Austria 482 451 436 436 459
~ France Bangladesh 02 04 04 04 04
Jah’s"c';e(mﬁlg‘) Belgium, Dutch speakini 36.7 31.1 36.8 315 26.9
Norway Belgium, French speakir  29.4 32.2 36.5 29.6 38.0
Austria Bosnia & Herzegovina . . 65 7.6 3.1
Israel Canada 354 346 347 323 326
Ne‘hsiv"gggj Chile 173 166 198 169 17.2
Czech Republic Croatia 16.2 183 180 264 22.3
Belgium, French sp. Czech Republic 30.6 325 404 416 38.0
Ulfcue?:r?é‘ Denmark 304 318 327 350 312
Germany Finland 324 329 313 371 316§
Canada France . . . . 61.9
Finland Gemany 285 282 305 30.0 329
DAEQ;?;;'; Greece 169 200 216 187 233
. italy Hong Kong . 119 75 73 85
Belgium, Dutch sp. Hungary 265 29.7 30.0 29.2 .
Scotland Iceland 175 00 35 103 33.7
Greece Israel 249 422 369 373 437
New Zealand
Croatia Italy 254 256 257 30.1 30.5
Luxembourg 2001 2002 2003 2004 2005
éf\'f, : Jlisco (Mexico) 493 445 466 565 557
Rep. of Korea Rep. of Korea 176 152 165 174 155
Hong Kong Luxembourg 186 114 222 21.7 191
Philippines Malaysia 66 67 59 71 49
Malaysia
Turkey Netherlands 32.7 364 38.6 423 432
Bosnia/Herzegov. New Zealand 283 29.7 277 259 227
Russia Norway 46.7 469 528 57.7 49.5
Bangladesh Pakistan . 30 37 . .
0 10 20 30 40 50 60 70 Philippines 30 37 49 56 75
- ) Poland 232 247 270 . .
Rate per million population Russia 31 32 23 20 28
Scotland 31.0 295 283 248 249
Spain . . . 492 673
Sweden 348 346 387 415 432
* Data presented only for those countries from which rele Thailand 36 39 56 43 :
information was available. All rates are jus@d. United L“:‘eyEnglan i Wales & 69 81 80 92 12":
Kingdom: England, Wales, & Northern Ireland (Scotland United States. 534 547 553 577 58.8
are listed separately). (Source: U3RDS Uruguay 153 27.1 209 31.8 354

2.4. New Zealand Context

FiguresB and9 provide an overview of the number of patients receiving RRT in New Zealand, a
at the end of 2009hey showhere weré48 patients receiving haemodialysis at a hd2@ital,
patients receivingaemodialysist home, 29fatientsreceiving haemodialysis in a satellite centre,
180 patienteeceivingAssisted Peritoneal Dialysis DARt homeand 540 patients on Continuous
Ambulatory Peritoneal Dialysis (CAPD) (almost entirely at hdmeeLentral Region numbers
and percentages are compared to the New Zeatafor dialysisKigure8) and transplantation
(Figure9).

Figure 8 Comparisonof NZ and CR Figure 9 Comparisonof Wellington renal
dialysis numbers (Dec 2005) (source transplantation numbersto other centres(Dec 2006)
ANZDATA) (sourceANZDATA) *
Waikato (cease
HD Home 290 | 15.6%| 67 17.7% 2001) 0 0.0% 72 5.4%
HD Satellitd 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
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Figure 10  Dialysis patients (source ANZDATA)

NEW ZEALAND
Location of Dialysis Treatment at end of Survey 1-Jan-2005 to 31-Dec-2005.

. i Hospital Home C.A.P.D Satellite
Hospital/ Location HD APD HD APD Hosp Home HD Total
MNEW ZEALAND 548 - 290 180 3 537 296 1854
Auckland City Hospital 118 - 1 27 - 99 - 245
Carrington Satellite - - - - - - 50 501
Graenlane Satellite - - - - - - 31 31
Waitakere Satellite - - - - - - 249 29
Christchurch Hospital 26 - 35 3 1 &0 - 125
Duredin Hospital Q - 28 1 - 29 - &7
Hastinags Hospita 26 - - - - - - 26
Middlemore Hospital a7 - 69 14 1 82 105 368
Manukau Satellite - - - - - - 42 42
Melson Hospital 12 - 1 - - - - 13
Palmerston MNorth Hospital 43 - 22 12 - 28 - 105
Starship Children’'s Hospital 2 - - 11 - - - 13
Taranaki Base Hospita 26 - 4 1 - 21 - 52
Waikato Hospital Fi=] - 65 &0 1 121 - 324
Tauranga Hospital - - - - - - 10 i0
Wellinghon Hospital 53 - 34 38 - 86 - 221
Porirua Satellite - - - - - - 14 14
Whangarei Arsa Hospita 50 - 20 13 - 11 - 10
Bay of Islands Hospita - - - - - - 20 20
Figure11  Transplantpatients (source ANZDATA)
TRAHSPLAMNTING HOSPITAL AND DONOR SOURCE BY YEAR
HEW ZEALAHD 1993 - 200&
TRANSPLANTING
HOISFITAL DOMOR 1%93 19%4 1993 15955 1957 1%98 19%9 2000 2001 2002 2003 2004 F003F 2006 TOTAL
ACKLAND DEC 22 14 26 30 i4 32 24 Ery 33 42 41 34 23 29 471
Ly 1z 8 & 8 a 15 12 13 24 3 23 26 23 24 231
34 22 34 38 42 47 R 52 57 a5 b4 1] 48 53 652
CHRISTCHURCH DEC 8 21 1z =] 21 13 16 8 14 1 1z 13 11 8 176
Ly 3 5 3 =] 12 8 14 ] 11 15 11 12 1z 13 139
11 26 17 18 33 21 30 17 25 25 23 25 23 21 315
WATKATO DEC 8 5 [ 7 a 5 11 1 1 ] 0 o o 0 37
LD u} 1 3 4 2 z 1 u} 0 o 1} o u} L1} 15
& & 11 11 10 T 12 -1 1 ] 0 o o 0 Tz
WELLTINGTON DEC 23 23 26 24 13 25 15 24 15 17 14 1 13 4 261
Ly 3 & [ 5 9 a 15 ) 8 1 10 1n ] 12 118
30 29 32 29 il 3l 34 31 27 il 24 20 22 16 ira
SEBEARSAREE L chch mme mmm mmme mmmm mmm mmmm mmem mmmm mmmm —mmm m——m —m——
NEW ZEALAND B3 a3 a4 %5 112 10 112 106 110 11F¥ 111 105 93 %0 1418
DEC = DECEASED DONOR
LD = LIVE D:OHOR

Growth

Renal services comprise a relatively small but steadily growing amd eaqgensf 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 tranapts grew by only Jp@rcert

Projectios undertaken by theHI group of the Ministry of Health indicate that RRT in th@15
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 groedhldabesapplied to those
aged over 70 years. Furthermore, only approximatelhyirdnef the projected growth in RRT is

5 Taken fromMidCentral DHB Renal Service Plan, June 2007, pg 5.
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Context

expected as a result of demographic factors, the remainthgdsvare due to nesemographic

factors; up to half of the total jeoted growth in RRT demand would be due to the impact of type

Il diabetesP H | concludes that oboth incident and pre
than 4 percent per year, or much more than 6 percent per year, over the nextheécshglet

decline in incidence and plateau in preval€igeres and7, pg8) is therefore regarded as

unexpected and very temporary occurrence.

To quotethe National Renal Advisory Boargain.

oThe growth in dialysis patients began to plateauaneh2664, 2802 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 mariglysiegatiepts (such as EPO);

changes in referral patterns; amolwa sfosupply of dialysis services (rather than a

reduction in demand for dialysis). Given the continued growth of the obesity and type Il
diabetes epidemics it is questionable if CKD ragjedNarewslodire al andds Renal
Services: Towards a nataiegicsplan. National Renal Adviso8c&uagl paper

(Sept 2006), pg 12.

Co-morbidities

ANZDATA published in May 2006, shows tNat dialysigpatients also had a number of other
conditiongFigurel3).

Figure 12  Co-morbid conditions of dialysis patients

Hypertension requiring treatment 84%
Type Il Diabetes 39%
Coronary Artery Disease 36%
Peripheral Vascular Disease 20%
Chronic Lung Disease 14%
Cerebro Vascular Disease 12%

NOTE: Many patientdadmore than one ahese chronic conditions.
TheNational Renal Advisory Boamdkes sobering observation.

oThe significance of CKD is not only its impact in and of itsdticatibmigdtlits co

other diseases. Where CKD is present alongside otlecalideasssutarcisease,

there is a multiplier (rather than additive) effect of prematwevmoZaétya | and 6 s
Renal Services: Towards a national strategic plan. National Renal Advisory Board Scoping
paper (Sept 2006)

AucklandregionaRenal Projed¢iNov 2005noted, that

oSurvival on dialysis declines with increasing age and refatadittityewrof co
example a person aged less than 40 years with glonzecalosemiriESRE

without other seriauerbidity can expect a€®dbyear survival on dialysis whereas a
persopver75 years with a similar cause of ESRD has a 50% twodyear survival
(Auckland Regional Renal Project (Nov 2005)

Type Il Diabetes
As mentioned above, the linked type Il diabetes and obesity epidemigsife@nts non

demographic factein the growth of ESRFA recent report b¥y?HI updated itsnulti-state life
table model of diabetes using data tr@2002/0New Zealand Health Survey.
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The model estimates that three s0tsveee hewly diggnitkdypediabetes in

2001, corresponding to approxboateliaghoses 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 ag#andardised rate of 4.5 per 1€)0aadul500 died as a result (although only

half of these deaths were so coded in the Morthlity €alection)h e 6 most | i kel y &
(reflecting anticipated growth in the obesity epidemic and improvements in both diabetes and
general health ,cire)model estimates over 11,000 new diagnhoses, 180,000 prevalent
diagnoses af00 deaths attributable to diagnosed disease in 2011.

The prevalence of diagndbetiatygtes is projected to increase by approximately 45%

over the decade from 2001 toAbout twhards of this growth reflectsdiitatble

demographic trends (including the increasing size and ageing of the population), but the
remaining diiedreflects the propgctedh in obesity prevdétoetes Surveillance.
Poputtonbasedstimatasd projections for New Zealadd)2B@ublic Health

Intelligence Occasional BulletjrSdpt 2607.

While the percentage of patients with diabetes who then go on to develop ESRF is unclear, the
projected increase in prevatemd typell diabetes by 45% by 2011 and multiplier effect of
premature mortality must be of concern. FigBignd 13aompare the percentage probability of
patient survival for diabetic and fiabetic patientsn haemodialysis usidgta from19932004

The figures speak for themselvesuaithe need to reduce obesity anevent and reduce the

impact of type Il diabetes.

Figure 13& 13aPatient survival on haemodialysi® diabetic vs nondiabetic patient

Patient Survival - HD at 90 days

Censored for Transplant H iarven 50D
New Zealand aemodialysis at ays

2 Patient Survival - Diabetic / Non Diabetic
Censored for Transplant 1993 - 2004

% [95% Confidence Interval]

o7s
L

Survival

& months 1 year 3 years 5 years

050
L

New Zealand
Non Diabetic (1044)  95[93,96]  89[87,91]  &7[63,70] 51 [46, 55]
Diabetic (624) 93[91,95]  B7[84,8%]  55[50,53]  33[2a, 38]

Probability of survival

028
L

Mon-diabetic (1044)
Diabetic (624)

o009
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SourceANZDATA

2.5. RenalServie Provisionin the Central Regiori

Seven DHBsareincludedin the Central Region wheonsideringenal service€apitalk Coast,

Ha wk e & wtt \&ley, MidGdntral, Nelsdtarlborough, Wairarapa, and Whangaingi three

renal centres in the Centragi®e are CCDHB, HBDHB, and MCDHBCCDHB providethe

regional transplantation service erthlservices to Wairarapad Hutt Valley DHBresidents

CCDHB also provide an outreach service to Nelson and Marlborough residents at Nelson
Hospitd. CCDHBO s | termmalcservice is providatdWellington Hospitallargaret Stewart House

and Kempuru Hospital, PoriruddBDHB provide a service to its residents and has strong links
with CCDHB renal services. MCDHB provide renal services to its resideptevétel real

services to Whanganui DHB residents.

6 CCDHB Renal Service Plan: Appendix 1, Renal ReplacdrasqyTDemand Model, August

2006, p115

7 Some of the information presented in this section-uy2007 and includes HBDHB in the

CCDHB (Wellington) analysis. A specific expectation in undertaking the regional renal project was
not to replicate pwous analysis, and HBDHBaisknowledged ascentre.
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Capital & Coast DHB renal services

As at 1 Julyht servicdhad 514 patients with ESRF. Of the@8d3 have transplantand 271
patientarereceivinglialysis

Figure 14  Spread of patiens across CCDHB serviced regions and modalities

Centre HD PD HHD | TransplaniTotal RRT Total Pop Prevalenc{ Total RRT
(2006) % Crude Ratg

Per 100,00

Persons

In-centre| Satellite
HD HD

Wellington 13 7 26 14 67 127 179,45 0.07% 70.9
Porirua 8 7 10 3 22 50 48,567 0.10% 103.
Kapiti Coast 1 3 9 3 15 31 38,649 0.08% 80.7
Hutt 16 6 17 16 55 110 136,066 0.08% 80.9
Wairarapa 5 2 7 3 14 31 38,607 0.08% 80.3
Nelson/Marl 11 0 16 1 10 38 130,07]L 0.03% 29.7
Hawkes Bay 24 0 31 12 60 127 148,26p 0.09% 85.7
78 25 116 52 243 514 719,685 71.4

Hawkebs Bay DHB renal services

The HBDHB renal service moved from an outreach service provided by CCDHB to a locally
provided servicgJuly 2007As at 1 October, the service H&88 patients with ESRF. Of thege
have transplants af@patients are receiving dialysis.

Figure 15  Spread of patients across HBDHB and modalities

ICHD PD HHD Transplant| Total RRT Total Pop| Prevalence $@otal RRT

(2006) Crude Rate

Hawke's Bay (excl gg:slo?gooo
Chatham Islands)

Hastings 19 12 4 35 70,875 0.059 49.4

Napier 11 11 6 28 55,368 0.059 50.4

Wairoa 2 3 4 9 8,463 0.119 106.

Central Hawke's Bay 0 1 0 1 12,954 0.019 7.7

32 27 14 60 133 147,660 90.]

MidCentral DHB renal services

As at June 200'h4 serice had 283 patients with EFR Of these 53 loktransplants, 100 are
enrolled in the prdialysis programme and 130 are undergoing some form of dialysis.

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

Pre-D | ICHD | CAPD | HHD | Transplanf Total | Total Pop| PrevalencqTotal RRT

RRT (2006) % Crude Rate
Per 100,000

Persons
Palmerston North 35 31 16 6 23 76 72,069 0.119 105.4
Horowhenua 20 10 7 3 6 26 29,808 0.099 87.4
Manawatu 27 10 2 6 18 27,468 0.079 65.9
Tararua 5 3 1 4 7 15 17,811 0.089 84.7
Kapiti (Otaki) 1 1 2 3 7,764 0.049 38.49
Wanganui 12 16 11 7 11 45 43,269 0.109 104.
100 71 37 22 53 183 198,189 92.9

*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 patlentsommenced, continued

or exited treatmenthe number of patients on dialysis treatment, all modalities: peritoneal dialysis
and haemodialysis, was determined for the patient groups overseeRahynahston North
(Figure I) and WellingtorfFigure 8) centres Both districtsRenalUnits 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

Annual Treated Pts - Wellington Annual Treated Pts - PN
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Gender

The proportion of males to femaless beemelativelystable wer the past 13 yearS9percent
male, 4Jercenfemale

Age

Figuresl9 and 20 demonstrate the agtuctureof patients treated in the Palmerston North and
Wellington centreslote: @, 0204and85+ agegroups have been removed from this chart due to
small numbers.

Of interestis the age structure of patients treated in Palmerston With sees higher, and
increasingproportion ofolderpeople (75 to 84 years) receiving diatgsnpared to Wellington

There is the temptation to draw the conclusion that Palmerston North is inappropriately offering
dialysis to patients with ESRD.

The clinical project groggreedhat the trend identified from MidCentral data was in line with th
overseas trend to treat a highrerincreasing 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 thmednéatf patients in the 75+ age range.

8 Wellingtonincludes 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

Distinct Patients in Program by Age Group for
Palmerston North
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Figure 20  Age structure of patients on dialysis at Wellington

Distinct Patients in Program by Age Group for Wellington
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The Auckland Regional Renal Project (Nov 2@28&y, that:

0On an age adjusteddneaisy of life and survival for elderly patients on dialysis is comparab
to that for younger people and a greater proportion of patients agateGowyears and ove
being treatdg@luckland Regional Renal Project (Ngpg2dp5)

An international comparison of incidence armValence in the 75+ age gringicates thate

incidence and prevalenneNew Zealand is well below other countfiégures?1 and22). The
clinical groupds consensus, however, i s that |
management of the 75+ age group reflect a badaacedriew compared to other countries in

selecting treatment options. This includes pallieeA 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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Figure 21  Prevalence of ESRD (per million Figure22 Incidence of ESRD (per million
population), by age, 2005: 75+* population), by age, 2005: 75+*

*Data presented only for those countries from which relevant information wals.atitates are unadjusted
United Kingdom: England, AdsandNorthern Ireland (Scotland data are listed separately). Data from the
Czech Republic (2005 only), Israel, the Philippines, Shandhaiwan are dialysis only. (Source USRDS)

Ethnicity

While the relative proportion of l§isis patients who are Paciojple appears stable over the last
six years; the progion of Mhori has been increasiffigure23).

Figure 23  Proportion of patients on dialysis

Distinct Patients in Program by Ethnicity for Palmerston North & Wellington
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Treatment Modality

The three majdreatmentategories are kidney transplant, dialysis or palliativ¥itanedialysis

there aredur dialysis modaés continuousambulatoryperitonealdialysis(CAPD), in-centre
haemodialysis (ICHD), supported -salie haemodialysis (SSCHD), and home haemodialysis
(HHD). The trends in the relatiyeoportionsof patierts receiving the different types of dialysis
treatment modality were assessedgisi ANZDATA f r om SrasBo#of gateent 2 0 0 4 .
numbers on different treatments are provided to ANZDATA two or three times per year. For this
analysis the modalities reveaggregated into three categoriesCAMRD, HHD and hospital
haemodialysis.
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