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EXECUTIVE SUMMARY

Executive Summary
A project was commissioned by the MidCentral District Health Board (DHB) to develop a plan
for MidCentral DHB renal services. The driver for the project was reaching capacity in MidCentral
DHB’s facility based haemodialysis service in late 2015. The project took place between March
and June 2016 and was shaped to address the short term and longer term needs of the service.
Chronic kidney disease (CKD) is the main focus of renal services. Most people with kidney disease
are managed by general practice teams in the community. Services for those with severe
deterioration in kidney function, including dialysis, are provided by MidCentral Health’s specialist
services for the MidCentral and Whanganui DHB populations. Capital & Coast DHB is the
principle tertiary provider and performs kidney transplant operations.
As in most developed countries, CKD and the demand for renal replacement therapy (dialysis and
transplantation) in New Zealand continues to grow each year. Between 2000 and 2014 the rate of
renal replacement therapy (RRT) increased from 611 to 1022 per million population (PMP).
Growth is primarily driven by Type 2 diabetes, the aging population and increased survival,
although the rate of new cases has slowed down markedly. There is marked disparity in the
incidence (new cases) of RRT based on ethnicity – rates for Māori and Pacific people are higher
than Other and have shown considerable increase.
These trends are also seen in the MidCentral service. MidCentral’s rate of RRT was 965 PMP in
2014 and although slightly lower than New Zealand has increased at a faster rate. Over the five
year period 2010 – 2014 this was 21% compared to 12% for New Zealand.
The number of people with diabetes in the MidCentral and Whanganui districts has been rising
fast, particularly for people of Māori, Asian or Pacific ethnicity (two to three times higher than
European) and this is reflected in the incidence and prevalence of dialysis. The rate for Pacific
people at 2626 PMP is particularly high (February 2016). This compares to 1043 PMP for Māori
and 454 for Other. Whanganui’s rate is less than MidCentrals and across all ethnicities, particularly
for Pacific people. At the same rate as MidCentral, Whanganui would have 42 patients receiving
dialysis rather than 32.
If RRT is required, transplantation provides the best outcomes and is the most cost-effective,
followed by home dialysis.
MidCentral’s renal unit was built about the year 2000 and catered for 144 patients receiving RRT
across the MidCentral and Whanganui districts. There were 224 patients in May 2016, an increase
of over 50%. As Table 1 shows, transplant growth has been slow and the largest increase has been
in dialysis which is now two thirds of all RRT (65%) compared to half in 2000 (52%). This is
consistent with national trends.
Executive summary Table 1: Patients receiving RRT in 2010 and 2016, MidCentral service
Modality

# patients 2000

# patients 2016

Growth %

Transplant

69

79

14%

Facility dialysis

16

87

444%

Home dialysis

59

58

-2%

Total RRT

144

224

56%
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There has also been a significant change in the mix of dialysis with a trend towards more facility
dialysis which has grown by more than five times over the period – in 2000 almost all patients
dialysed at home (80%) compared to 40% in 2016. Although there have been fluctuations over the
period, the number of patients dialysing at home today is the same as in the year 2000. This trend
of increasing facility dialysis has also been observed nationally and internationally, there is debate
about the reasons for this (refer International scene, p. 3).
Under stable and consistent leadership over the last decade the specialist renal service has
developed and is performing well against the majority of clinical indicators. The workforce has
expanded and is established at 33 full-time equivalents (FTE) including three nephrologists and 8.0
FTE senior nursing staff who have responsibility for various parts of the service. The inpatient
service is a small component of the service with just over 200 admissions a year. Most of the
service is dialysis which received about 80% of total funding for the 2015/16 year.
Over the years, the renal service has taken measures to curb growth. There have been initiatives in
primary care including ‘Kidney Health in Horowhenua’ (improved general practice systems and
processes for kidney disease) and the introduction of clinical collaborative pathways for CKD and
renal impairment. Specialist renal services had a high level of involvement in these projects.
Other models of care aimed at managing capacity have been initiated or explored. Training for PD
was shifted to patient’s homes and the self-care facility for independent people was opened in
2007. The aim of the self-care facility, as well as providing additional capacity, was to provide a
homely environment for self-care and to promote home training. Following on from earlier work
completed by the Central Region Renal Network on service models and facilities, a review in 2013
assessed the status quo service configuration against the options of a satellite unit in Whanganui or
a home support service. The status quo was chosen based on the assumption that maximum
capacity would not be reached until 2022.
However, the last three to four years have seen a steeper annual rise in the demand for RRT, and
in particular the demand for facility dialysis which has increased about 7% year on year. This has
caused the renal unit to reach capacity much earlier than expected. The precise reason for this is
uncertain, however over the last five years, there has been a noticeable increase in the proportion
of those of Pacific, Māori or Asian ethnicity receiving dialysis (34% to 49%) and a corresponding
decrease in those of Other ethnicity. The highest rate of growth was for Pacific people. There has
been no noticeable increase in older people.
The capacity for haemodialysis across the two facilities is 88 patients at current opening hours and
staffing. Since late 2015 the service has been operating above capacity with 86 – 87 permanent
outpatients plus acute and interim patients. This has required ‘juggling’ of patients to fit everyone
in and the use of other spaces including the machine repair room and the coronary care unit. Staff
describe the situation as working in crisis mode which has resulted in the need to prioritise patients
at times. The self-care unit has become an overflow for the in-centre unit and has difficulty
focusing on self-management and getting people home.
The facility has been too small for a number of years. The renal service has increased physical
capacity in the in-centre unit by progressively moving out staff and functions and placing more
stations into the space – there are now 15 stations compared to the original eight. The waiting area
for patients was shifted to the corridor outside the unit. The unit has become increasingly cramped
and the credentialing committee found last year that that the “overwhelming problem currently
facing the renal services is facilities not in keeping with National Standards.” Treatment bays are
five to six meters compared to the nine metre standard and some overlap, there are significant
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infection control risks and lack of privacy for patients and family/carers are excluded from the
unit. There are also significant issues with the self-care facility which is leased and requires
electrical, plumbing and building upgrade.
Patients that provided feedback during the project wanted the facility problems to be rectified,
satellite facilities in the outlying areas, better communication and processes, to be listened to and
have more involvement in their care (together with family/carers), a culture that encourages selfresponsibility and a higher level of support especially when dialysing at home. Patients receiving
in-centre dialysis were unhappy about waiting in the corridor, the lack of space for family/carers
and not having their experience acknowledged. They described the disruption that dialysis brought
to their lives, the inflexible schedules, the controlled environment and if travelling, the long tiring
day which took some people the next day to recover from.
Costs have been rising fast, service funding has increased from $6M to $8M over the last five years
and at the same rate of increase will require $12M annually by 2022. Benchmarking of renal service
FTE across New Zealand showed that MidCentral was resourced to a higher level – FTE per
dialysis patient was highest in DHBs with higher proportions of facility dialysis.
The National Renal Advisory Board access guidelines advocate a multidisciplinary approach to
assessment and care, early referral for timely evaluation, conservative care as a treatment option,
transplantation as the treatment of choice for medically suited patients, home-based dialysis for
those requiring dialysis therapy and dialysis in a renal unit for patients unable to undertake homebased therapy. The MidCentral service has a well-structured multidisciplinary approach and an
excellent conservative treatment pathway. There has been improvements to transplant processes.
Areas for attention are work-up timeframes for transplant which is affected by waiting times for
tests, timeliness of referral to specialist services and declining home dialysis.
Late referrals can reflect management of CKD in primary care, problems may be related to patient
engagement with primary care or general practice processes. Timely referral has many benefits
including reduced rates of end stage kidney disease (ESKD) and increased likelihood of
transplantation.
MidCentral has a home philosophy and encourages this but like many DHBs has been unable to
maintain the high rates seen over a decade ago. MidCentral has a very low rate of PD compared to
other DHBs. MidCentral clinicians thought the main reasons for the increase in facility dialysis was
related to a decline in overall wellness of the dialysing population who were older, increasingly frail
and suffering from multiple conditions. A higher willingness to dialyse and longer survival were
also named as factors. People’s physical and cognitive health may prevent them from performing
home dialysis, this is particularly true of haemodialysis which requires cannulation and is the more
difficult modality to learn.
However, stakeholders also identified other factors they thought were important in the size of the
home dialysis service including a lack of confidence in performing dialysis, lack of support at home
or from the renal service, the low profile of PD in the community, attitudes (nurse’s job or not
wanting a machine in the house) and the perceived disadvantages of the method. Audits identified
that some patients declined to learn home dialysis and a number of patients did not achieve their
modality choice of home dialysis. Some stakeholders expressed surprise that people are not
choosing what is best for them.
There are different approaches taken to choice across the country. Kidney Health New Zealand
patient resources convey the message of patient choice, a decision aid booklet is titled “My kidneys
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my choice.” MidCentral clinicians encourage home dialysis and believe that dialysis modality
should be the patient’s choice, the corollary being that patients may sabotage home treatment if
forced. The literature and discussions with DHBs during the project revealed that while
demographics are a factor in modality mix, this is also influenced significantly by the modalities
made available to patients, the approach taken to choice and predialysis processes. Other DHBs
with a similar demographic have a lower proportion of facility dialysis and higher home dialysis
e.g. Waikato DHB. The literature claims there is poor alignment of home dialysis rates with age
and race in Australia and New Zealand.
Starting patients on home training from day one would also improve home dialysis rates; the
facility, staffing and lack of timely permanent access (vascular access for haemodialysis or catheter
for PD) are currently barriers to this. Feedback is that patients get comfortable in-centre and end
up staying there. Three quarters of all MidCentral dialysis patients start on haemodialysis, this is
much higher than for New Zealand.
Patients advocated for more active promotion of home dialysis and the involvement of patients
already dialysing which they said would assist patients to see the considerable advantages of home
dialysis. They emphasised the importance of having support available, as one patient said, “in the
unit, nurses have back-up, I have none.” Unlike the majority of DHBs, MidCentral does not
provide an after-hours on-call service for home patients.
The key problems for the MidCentral service are:

Uncontrolled facility dialysis growth which has caused financial, workforce, service pressures
and dissatisfaction with services.

Facilities which are too small for the size of the service and unsuitable to support quality service
provision and achieve service goals.

Services that are increasingly located centrally which impacts negatively on peoples experience
and is at odds with the principles of services closer to home, self-management and partnering
with patients.
New service configurations will not solve these problems. The renal service has a home
philosophy but the relative size of the home service has decreased year on year. MidCentral Health
needs alternative facilities, new strategies and targeted resourcing to assist in the implementation of
existing service goals. Given the positive outcomes and savings it seems logical to take a stronger
line to increase home dialysis. Waikato DHB achieves 60% home dialysis, has a similar
demographic of patients and an active home policy – a minimum target of 60% is proposed for
MidCentral DHB. The area of priority is to increase PD, a relatively portable modality and easier
to learn. Forty-three percent of Waikato’s dialysis population are being treated with PD compared
to 24% for the MidCentral service. Promoting the use of automated PD may increase uptake.
Transplantation provides better quality of life, longer survival and is less costly than dialysis for
eligible patients. Raising the awareness of transplant as the gold standard treatment for ESKD will
enable conversations about transplant to occur earlier. The timeframes for work-up should be
shortened. These measures will improve the likelihood of achieving transplant, ideally pre-emptive
or early (within 90 days of starting dialysis).
In addition, the need to intervene earlier in the course of CKD and invest in primary care is
particularly important and urgent given the recent increased demand and marked disparity in the
incidence and prevalence of RRT.
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Other service configurations such as satellites and community support can be expensive and if
introduced, would be in addition to an in-centre facility which is a vital part of outpatient renal
services. The facilities have been outgrown and require expansion and upgrade, for business as
usual, but also to provide an environment that supports self-care, involvement of carers/families
and training including a dedicated space for this to occur. Because it has been identified that a
number of patients receiving in-centre dialysis could be self-dialysing at home, it makes sense
firstly to change processes and increase support for self-dialysis. The demand for RRT is
increasing so satellites and supported care in the community will unquestionably be part of
managing future demand, the proposed three station service at Horowhenua will provide an
opportunity to establish processes (training and oversight) and test the satellite model. It is
important that the appropriate service model is embedded before further satellites are considered.
Demand projections were completed at 5% growth for RRT and projected an increase in the
number of patients from 224 to 365 over the next 10 years (63%). Five per cent was chosen on the
basis of current growth (4%) and some allowance for unmet need. This could be a conservative
estimate noting the changes in the population demographics (more Māori, Pacific and older
people), rising diabetes and unmet need in the Whanganui district. Four scenarios were modelled,
two based on the status quo (continuation of facility growth at 7.5% or maintaining current
modality proportions) and two scenarios fixing facility growth.
Under status quo scenarios the number of dialysis stations required in 10 years would be 39 to 50,
double or nearly two and a half times the current 21 stations. This approach would perpetuate the
current situation where a high proportion of dialysis patients would receive full dialysis as a
dependent patient away from home. This is not in line with guidelines, government strategy and
best outcomes.
An in-centre facility is a major investment for the DHB and as such should have a lifespan of a
decade or longer. Because an in-centre facility has a fixed capacity the strategy should be to fix the
facility component of the service as much as possible and grow the community based service. If
facility growth was fixed at 1% or 2% then 27 to 30 stations would be required in 10 years and the
proportion of people self-managing and dialysing at home would increase over time – the 1%
scenario would result in 60% of patients dialysing at home within 10 years.
Based on the demand modelling and the new scenarios, spatial requirements for the renal service
was developed. The exercise assumed that all specialist renal services would be on one site to
facilitate a higher level of team working and a separate home training area to enable the service to
increase the focus on community dialysis. Only onsite locations were considered due to the
requirement for medical input for an in-centre service and the support required for unstable
patients.
Four facility options were evaluated against DHB prioritisation criteria: 1. Status quo; 2. Extension
of current in-centre facility; 3. In-centre unit located in a wing of the Northside building; and 4.
New build in the decommissioned outdoor pool location. In Options 3 and 4, acute dialysis would
need to be provided in the hospital. Options 1 and 2 did not meet criteria and were discounted.
Options 3 and 4 met criteria except affordability. The savings attributed to a higher level of
community care should be included in business case workings (noting that $900k would be saved
annually at current patient numbers if 60% were dialysing at home).
A short-term solution is needed to resolve the immediate capacity problems. Seven possibilities
were evaluated during the project. Commencing a three chair service in the Horowhenua Health
Centre was favoured by the steering group due to: match with high health need and acceptability
to patients; aligned with future plans; avoidance of further unit congestion; and low capital cost.
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The plan and recommendations for the longer term are based on the goals identified in the 2008
Renal Services Plan which still hold true today: ‘Intervene earlier in the course of CKD,’ and
‘Appropriate mix of modality options.’ Successful implementation of these goals will improve the
patient experience, achieve better health outcomes and reduce the per capita cost of health care.
The demand modelling projected that it would take 10 years to rebalance the current model if
facility growth was fixed at 1%. The writer suggests that it is possible to make gains much faster,
say in three to five years. This will require significant changes to infrastructure and service delivery
supported by a service plan, appropriate resourcing and focused leadership.
Recommendations
1. That best practice guidelines identified in the 2015 National Consensus Statement ‘Managing
CKD in Primary Care’ are implemented in primary care.
2. That the profile of transplant is lifted within the renal service, MidCentral Health, primary care
and the community with the aim of achieving more transplants. Priority should be placed on
engaging with support services to shorten work-up timeframes for donors and recipients.
3. That a three chair service in the Horowhenua Health Centre is commenced.
4. That the home dialysis service is expanded with a target of 60% of all dialysis.
This should include review of the predialysis process, more support for patients, targeted
approaches with people of Māori and Pacific ethnicity and working with surgical services to
improve timeliness of renal access to keep patients away from the in-centre environment.
5. That it is acknowledged that the current facilities for renal services have been outgrown and
alternative facilities for in-centre services are progressed as part of the Master Health Services
Planning process. The ideal configuration is a facility that caters for the whole service. A facility
large enough for 30 stations and a home training unit would fit with the modelling undertaken
in the project.
6. That other models of care are explored once home dialysis rates have improved and all
strategies are in place to support people self-dialysing at home.
7. Medical reviews
a. That patients receiving in-centre dialysis have regular medical review and patients
receiving long-term RRT have more frequent medical review.
b. Outpatient clinics are provided in outlying areas starting with Whanganui.
8. Systems and quality
a. Service key performance indicators are revaluated to include the key indicators that
show success and these have a higher level of visibility in the service.
b. Progress a renal specific IT system to track patients and facilitate audit and service
improvement.
c. Undertake an audit of late referrals to help identify gaps in care and the steps
necessary for improvement.
d. Hold regular radiology meetings to review imaging.
9. That a business case for resources to implement the Renal Services Plan (2016) is prepared.
Investment in systems and processes to prevent acute events and support home dialysis are
clearly cost-effective.
10. That the DHB service level agreement with MidCentral Health reflects more closely the goals
of the service.
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1. Introduction
A project was commissioned by the MidCentral District Health Board (DHB) to develop a plan
for MidCentral DHB renal services. The driver for the project was reaching capacity in MidCentral
Health’s facility based haemodialysis service in late 2015. This was years before expected – in 2013
a review found that the current facility for haemodialysis would be adequate until the year 2022.
The escalating demand has caused service and cost pressures; utilisation is too high to easily
accommodate acute and new patients, the facilities have been outgrown and over the last 5 years
investment into renal services has increased by one third from $6 million to over $8 million.
An expected outcome of the project was a plan that was able to cope with service growth whilst
still being able to support quality of service provision and making the best use of finite resources.
Due to the pressing concerns with facility haemodialysis capacity, the project was shaped to
address the short term as well as the longer term needs of the service, the proviso being that shortterm solutions would be aligned with future service direction.
Project management was outsourced and the project was completed between March and June
2016.
Project goal and approach
The goal of the project was to provide a framework for MidCentral DHB to guide future decision
making for renal service delivery, workforce and facilities and make improvements to service
sustainability. Project objectives were:






To complete a current state analysis in order to understand the environment including the
recent changes in local demand
To identify the steps required to better meet the needs of the subregional population, in
particular the capability and capacity of the renal department at MidCentral DHB to meet these
needs
To recommend future investment and/or disinvestment required to meet identified needs
To provide a transition plan including the actions required to resolve the immediate service and
capacity issues

The planning timeframe identified was 10-15 years. The project included identification of the
preferred model of care for the subregional population (MidCentral & Whanganui) and facility
plans for MidCentral DHB.
The project did not include review of individual roles and job sizing exercises, detailed costings or
design of facilities, community consultation or implementation of recommendations.
The major inputs to the project were: engagement with a range of stakeholders including patients,
review of local documents and data, examination of the national context through analysis of
reports, data, benchmarking with other District Health Boards, evaluation of the service model to
make recommendations for change and development of spatial requirements for an in-centre
facility.
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The project took a continuum approach recognising that dialysis provided by hospital services is
only one part of the kidney disease care continuum and is related to earlier parts of a patient’s
journey which starts in primary care.
General managers Mike Grant and Craig Johnston were project co-sponsors and formed a 10
member steering group made up of patient and clinician and management representatives (refer p
97) to oversee and guide the project. The steering group met mid-project to review progress and
consider a paper outlining short-term options to resolve the immediate capacity problem. The
draft report was discussed at the final meeting in June.
The document
The structure of the document is as follows.











Chapter 2 ‘Background’ – an overview of the strategic environment and what has been happening
nationally and locally.
Chapter 3 ‘Current state’ – this chapter provides an overview of service users and provision,
workforce, infrastructure and financial.
Chapter 4 ‘Quality’ – presents selected service key performance indicators (KPIs).
Chapter 5 ‘Consumer feedback’ – patient perspectives including stories.
Chapter 6 ‘Access to RRT’ – provides an overview of the national access guidelines and a
discussion about choice.
Chapter 7 ‘Options for the short-term’ – Evaluation of seven short term options.
Chapter 8 ‘Service configuration’ – satellites, home support service and community houses.
Chapter 9 ‘Renal demand projections’ – an overview of projections undertaken previously and new
demand scenarios.
Chapter 10 ‘In-centre facility’ – footprint for an in-centre unit and facility option analysis.
Chapter 11 ‘Plan and recommendations’ – conclusion, new service model and recommendations.

Eight appendices contain various supporting information. Two in particular may assist with
interpretation of this report Appendix A ‘Glossary and abbreviations’ on p 95 and Appendix F
‘Categories of renal services’ on p. 122 which provides an overview of CKD and treatment. Appendix
E ‘Benchmarking’ provides statistics and an overview of alternative service models from the
benchmarking with renal dialysis units across the country (p. 113).
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2. Background
Renal services are concerned with the prevention, detection, diagnosis and management of people
with diseases and conditions of the kidneys. This includes the urgent care of acutely ill patients as
well as those with chronic illness who require long term care. Chronic kidney disease (CKD) is the
main focus of renal services in New Zealand.
The publication “Living with Kidney Disease” (Ministry of Health & Kidney Health New
Zealand+, 2014, p.2) provides some facts and figures on CKD in New Zealand. Some of these
follow:


‘Chronic kidney disease’ means long-term, permanent reduction in kidney function.



In a small minority of patients, CKD gets worse to the point that the kidneys are no longer able
to keep the person alive. This is called end-stage kidney disease (ESKD).



About one in ten adult New Zealanders have a sign of CKD and about 400,000 New
Zealanders have CKD.



Each year, about 1000 New Zealand adults are diagnosed with ESKD, and about half of those
will start dialysis treatment.



Chronic kidney disease is more common in Māori, Pacific and Asian people.



Over half of ESKD cases are caused by two common, treatable diseases – diabetes (46%) and
high blood pressure (10%).



Chronic kidney disease is silent. Eighty to ninety percent of people with CKD are unaware they
have it.



Chronic kidney disease can be detected with simple urine and blood tests.



Dialysis will prolong the life of a person with ESKD, but they will not have a normal quality of
life.



The life expectancy of someone on dialysis is lower than that of the general population.



Transplant patients live much longer and have a better quality of life than those on dialysis.



The best treatment for ESKD is a living donor transplant before dialysis is needed.



People on home dialysis live longer and have a better quality of life than those who have
dialysis at hospital or in a satellite unit.



People that start and stay on peritoneal dialysis (PD) for the first three to four years live about
20-30% longer than those who stay on hospital dialysis (p. 80).

International scene
New Zealand has one of the highest home dialysis rates in the world (NRAB, 2006, Wilkie, 2011,
Walker et al. 2015, Fortnum & Ludlow, 2014 and others). The NRAB suggest that the significant
variation in home dialysis across New Zealand is due to differing population needs and differences
in how services have developed. New Zealand, along with other countries, has been experiencing a
decline in recent years. Age and poorer health of the dialysis population is often quoted as the
cause, however research points to a range of additional factors being important including status
quo bias (unwillingness to change modalities once established) and the influence of health
professionals. Fortnum & Ludlow (2014) claim that there is poor alignment of home dialysis rates
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with age and race in Australia and New Zealand and high rates have more to do with active policy
implementation and champions. They propose:
that a combination of education, advocacy, support and policy can enhance current home dialysis rates. Positive
government policy, cohesive renal unit culture and educated renal health care professionals working
collaboratively with those requiring dialysis can all contribute to turning around the downward trend in home
dialysis.

The national scene
National Renal Advisory Board
The National Renal Advisory Board (NRAB) advises on and monitors renal care services in New
Zealand. They produce an annual Standards and Audit Report for New Zealand dialysis and
transplantation services. The data are largely derived from the annual data return of the Australia
and New Zealand Dialysis and Transplant Registry (ANZDATA) and the New Zealand Peritoneal
Dialysis registry. All DHBs providing dialysis and transplantation services must provide data to the
registries.
National priority
Chronic kidney disease was identified in 2008 as an important health issue by the NRAB working
in conjunction with the Ministry of Health (MoH).
The NRAB has described some of the issues in their various publications:

As in most developed countries, demand for renal services in New Zealand continues to grow
each year, primarily driven by Type 2 diabetes. The diabetes epidemic and the aging population
is maintaining the growth in prevalent patients ESKD at 3-6% per annum (ANZDATA
Registry, www.anzdata.org.au).

Dialysis treatment, necessary for people with ESKD, has a significant impact on the lives of
both patients and their families. The provision of RRT for kidney failure, the various forms of
dialysis therapy and renal transplantation, is complex and expensive.

The higher prevalence of diabetes in people of Māori and Pacific ethnicity contributes to higher
rates of ESKD in these populations.

Despite this the number of patients entering RRT programs in New Zealand is generally lower
than for other developed countries such as the US, UK and most members of the European
Union, although the New Zealand rate is slightly higher than that of Australia. The incidence
of dialysis commencement in elderly populations (greater than 75 years) is considerably lower
than most other developed countries.1
National Renal Transplant Service
The National Renal Transplant Service (NRTS) service was formed in 2014 with the goal of
increasing the volume of live donor kidney transplants in New Zealand from 110 per year to 160
over a 5 year period. Aims of the NRTS include reducing inequalities of access and getting people
off dialysis. The initiative is supported with extra specialist nursing resource for DHBs, MidCentral
received funding for the equivalent of 0.5 FTE.
Strategies include engaging with units and encouraging collaboration and learning, streamlining
processes within and between DHBs and live donor support. The first two of five measures have
been introduced: proportion of live donor operations within 121 days and proportion of pre1

Draft Access to Renal Replacement Programmes in NZ (NRAB, May 2016)
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emptive and early transplants (transplant before or within 90 days of dialysis being required). The
other measures will record the proportion of patients with ESKD that have an assessment
decision and recipient and live donor assessment times.
Kidney Health New Zealand
Kidney Health New Zealand (KHNZ) is a non-profit organisation that liaises with and supports
local patient support groups. Aims include:

To be the national voice for people with kidney disease and their families;

To be the primary source of reliable and relevant information on the prevention and
management of kidney disease; and

To fund research into prevention, early detection and cure of kidney disease.
One of KHNZ’s projects has been developing CKD education resources designed to provide
primary healthcare professionals with a better understanding of CKD, it is intended that the
training modules will be delivered to primary healthcare teams throughout New Zealand.
Primary care
While the delivery of renal services is concentrated in secondary care it is well recognised that
investment into population based prevention (healthy lifestyle) and primary prevention is what is
required in order to decrease the prevalence and the burden of ESKD. The benefits are described
by KHNZ’s medical director, Dr Colin Hutchison:
Kidney health is one of the few areas in health, where investing in lower cost health interventions results overall
in better patient outcomes. The earlier kidney disease is identified, the sooner effective management strategies can
be put in place, greatly reducing the number of people in whom the disease progresses.” (KHNZ Newsletter
2015)

Consensus statement
A consensus statement developed in 2015 describes best practice in the identification and
management of CKD in primary care. The ‘Managing Chronic Kidney Disease in Primary Care
National Consensus Statement’ has been developed with the aim of improving identification and
management of CKD in primary care and asserts that CKD needs to be addressed under the
umbrella of better management of long-term conditions in primary care. Best practice is described
as:

Systematic screening linking with cardiovascular disease (CVD) and diabetes screening
programme.

Classification of CKD from stage 1 to 5 and as stable or progressive.

Stable CKD stages 3-4 – appropriate CVD risk management.

Progressive CKD stages 3-4 – weekly or fortnightly intensive risk factor management (Nurseled clinics).

Majority of patients particularly those with stable 3 CKD or who are older (>75 years) can be
managed in primary care.

Software-based decision support, audit and recall systems are part of best practice.
The consensus statement notes that implementing nurse-led clinics requires the input of specialist
nurses from secondary care to upskill practice nurses and funding models that enable practice
nurses to work with patients in nurse-led clinics.

BPAC tool
The Best Practice Advisory Centre (bpacnz ) developed decision support software will enable GPs
and other members of a primary healthcare team to more readily and reliably identify patients
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potentially at risk of developing CKD, enabling far earlier health intervention. The software is
being rolled out nationally and is expected to be in place this year in the Whanganui and
MidCentral DHB areas.

Regional work
Central Region Renal Network
The now disbanded clinical network Central Region Renal Network (CRRN) coordinated by
Central Technical Advisory Services (Central TAS) published a number of reports between 2007
and 2012 including:

Renal Service Model Report (2009).

Regional Renal Service Models Facilities Feasibility Study (2010).

Support for Renal Patients and their Families (2010 & 2011).
The latter report made recommendations about transport issues, social worker and non-clinical
support and dissemination of information. Findings included that MidCentral and Whanganui
patients had lower access to DHB funded travel than the Central Region, that social workers
needed to provide on the ground support, establishment of a renal social worker forum, and that
the Central Region DHBs establish and implement a common practice standard for disseminating
information to renal patients across the region. This included standardisation of written resources,
‘expert patients’ and group sessions for all renal patients including sessions targeted at Māori and
Pacific which were identified as an implementation priority.
The CRRN goal was to shift the dialysis modality mix towards a greater proportion of patients
receiving home dialysis options, rather than in-centre dialysis and the CRRN 2011/12 Action Plan
reflected this with its two major projects: Increasing Home Dialysis (Initial goal 60%) and
Increasing Live Transplantation (Increase in 10 live transplants across the Central Region).

Service model assessments
Following on from earlier regional work on the configuration of renal services, Central TAS also
coordinated the work ‘Options for delivery of Sub-Regional Renal Services MDHB and WDHB’
(October 2012). The options evaluated in this paper were:

Enhanced status quo – Palmerston North in-centre with increased community support.

Distributed model – Palmerston North in-centre with fixed facilities in Whanganui and
Horowhenua.
The above project led to the formation of a joint Whanganui and MidCentral DHB Renal
Working Group and the most recent report in 2013 “Future Development of Renal Services for
Whanganui and MidCentral DHBs assessed the following options:

Status Quo (In-centre and self-managed facility).

Fixed facility in Whanganui (satellite).

Home support service (South Island model).
The status quo was chosen based on the assumption that there was sufficient capacity until 2022.
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MidCentral DHB projects and enablers
Renal Service plan (2008)
The plan was developed in response to the increase in demand for renal service. This was to
provide MidCentral with the information required to make investment decisions about the region's
renal services into the future. The plan proposed five broad recommendations for consideration
for the development of a sustainable renal service:
1. Enable the service to intervene earlier in the course of CKD.
2. Achieve an appropriate mix of treatment modalities.
3. Increase awareness of live donor kidney transplants.
4. Improve the process of choice to the management of ESKD including Palliative Care.
5. Reduce the number of patients requiring emergency dialysis.
Some actions have been progressed but implementation has been ad hoc and not guided by a
formal implementation plan and monitoring, or supported with resources.
Kidney Health in Horowhenua Project 2009/10
Primary Health Care Strategy Innovations funding was secured for this project to develop more
effective CKD management in the Horowhenua region. To achieve this Horowhenua Primary
Health Care (PHC) Teams, specialist renal services and Health Care Development worked in
partnership to develop an integrated model for renal care in the district. System improvements
included:

Development of a practice disease register and an ‘at risk’ register.

Development of a referral form added to the best practice renal module.

Screening guides.

Reconfiguration of the Increased Creatinine Algorithm to make more user friendly.

CKD management education which resulted in closer working relationships between specialist
renal services and Horowhenua general practice teams.
Clinical collaborative pathways – Map of Medicine
This electronic resource connects all the knowledge and services around a clinical condition and
provides health professionals throughout the district with best practice, evidence-based clinical
pathways at the point of care. The pathways incorporate specific guidance for health professionals
caring for Māori and Pasifika patients. An aim is to improve patient access to a wider range of
health services that are both closer to home and reduce avoidable hospital admissions. Two CKD
pathways have been implemented:

Management of Increased Creatinine.

Chronic Kidney Disease Management.
The CKD pathways were first rolled out across the district in November 2012, and since then
have been reviewed and updated with republication in August 2015. Education accompanied the
release which also included a toolkit for implementing CKD management in general practice.
Pathway usage increased following republication of the pathways and access has been consistent
recently at about 50 views per month (refer p. 100). Clinicians are likely to look at a pathway a few
times until they are familiar with it, therefore the number of views could be expected to decrease
over time and increase again when there are advertised changes to the pathways.
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RenalQ
RenalQ is a computer application that provides clinical advice for assisting the interpretation of
eGFR2 test results. RenalQ compares the current result with the patient’s history and depending
on the clinical situation, adds a message to the laboratory result. This is sent back to the requesting
provider to consider as part of their normal clinical processes.
RenalQ was introduced in March 2015 and the evaluation themes in March 2016 were that Renal
Q has appropriate sensitivity, adds value and saves GP’s time. Feedback during the project was
that the concept is useful but there are problems with sensitivity.
MidCentral DHB Clinical Networks
The Long Term Conditions District Group (LTCDG) is one of the MidCentral DHB Clinical
Networks responsible for district-wide quality improvement. Membership includes primary,
secondary, Māori, community and intersectoral representatives. Projects include enabling general
practice to implement Long Term Conditions Improvement Plans and supporting implementation
of the Toolkit for Chronic Kidney Disease Management in general practice.

Overview of the MidCentral Health renal service
In the 1990s the renal service was very small and in-centre haemodialysis was provided in a room
with two machines at the end of the intensive care unit (ICU).
Once numbers increased, the need for a dedicated renal service was recognised and the new incentre renal unit was built around the year 2000. The facility accommodated all outpatient renal
functions and staff and was set up with six haemodialysis stations in the main area, two stations in
another room for home haemodialysis (Home HD) training and space for PD training and
support. In 2000 ANZDATA showed that the number of people receiving RRT was 144 with
almost half being transplant patients. The majority (80%) of dialysis patients were dialysing at
home. PD was the dominant modality and nearly two thirds of all dialysis patients were on PD
(63%). Numbers were:

PD – 47

Home HD – 12

Facility HD – 16

Transplant – 69
The early years for the renal service were difficult and the service was beset with clinical quality
problems, staffing issues and suffered from a lack of consistent renal leadership. Medical staffing
was largely locum based and in 2004 the Medical Head role was performed remotely and part-time
by a renal physician in New Plymouth. Nursing leadership was shared by several staff and also not
working well.
The service has been stable since headed by Nurse Manger Gillian Treloar (commenced in 2004)
and nephrologist Dr Norman Panlilio who took up a full-time permanent role in 2005. The service
started to perform better against service indicators such as line and catheter infections, education
became a priority in both the unit and also for the wider hospital staff, and monitoring of patients
improved. Service development included initiatives such as the predicative dialysis commencement

2

Glomerular filtration rate, the best test to measure the level of kidney function and determine the stage of kidney disease.
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score, dedicated resource for anaemia management and relationships were developed with primary
care through the introduction of guidelines and providing education.
Like all renal services across the country, the MidCentral Health service has experienced steady
growth over the past two decades with increasing numbers of people receiving RRT for ESRD.
The prevalence of dialysis in New Zealand increased by 80% from 348 people per million at the
turn of the century to 635 per million in 2014. MidCentral has experienced a similar increase in
demand for its dialysis services and had a prevalence rate of 638 per million in 2014.3
The rise in patient numbers has resulted in more staff and changes to facilities. Dr Panlilio was the
sole nephrologist until Dr Marilyn Aday started in 2009. The third nephrologist Dr Curtis Walker
joined the team in February 2015 and has a 0.8 FTE position shared 50/50 between renal and
general medical services.
There has been progressive transfer of functions and staff out of the in-centre unit to cater for
more haemodialysis patients. The original eight stations has increased to 15, the doctors moved
out of the unit, training for PD moved to patients’ homes and the self-care facility opposite the
hospital opened in 2007. This facility, known as the White House, provided six more
haemodialysis stations, a homely environment for self-care patients and a base for home dialysis
training. Until recently the self-care unit has operated with a lower staffing ratio (one nurse to six
patients compared to one to three in-centre) but now is full with dependent patients on the
afternoon shifts.
A number of planning exercises have been undertaken, regionally and locally as earlier described.
MidCentral participated in the CRRN which completed multiple projects and made
recommendations for improved service delivery, support for patients and new service models
including satellite and supported community services. Alternative models to in-centre have been
promoted for a number years by patients in Whanganui who find the travel to Palmerston North
very difficult. The MidCentral Renal Services Plan in 2008 recommended action across the
continuum to stem growth in RRT, in particular, intervening earlier in the course of CKD and
achieving an appropriate mix of treatment modalities. Some of the recommendations in the plan
have been implemented, some are in progress and others have yet to be taken up.
The service model evaluation completed in 2013 by the joint DHB Renal Working Group
(Whanganui and MidCentral DHB) followed on from the CRRN feasibility study on service
models. No change to the service model was recommended due to affordability reasons. This was
based on the assumption that maximum capacity of 88 haemodialysis patients across the in-centre
and self-care units would not be reached until 2022.
However, there has been a significant rise in demand for dialysis since this time and hospital
dialysis services are again operating at above capacity. The number of patients receiving dialysis incentre or the self-care unit has increased over 20% in just under 3 years (from 72 patients in
August 2013 to 87 in May 2016).
Rising demand has been accompanied by rising costs, MidCentral DHB’s investment into renal
services increased from $6 million to over $8 million in the last five years. MidCentral Health’s
financial result is currently unfavourable with the year to date position (April 2016) $300k behind
budget.

3ANZDATA.
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Expanding capacity by introducing a third patient shift or increasing stations at the self-care unit
has been discussed over the last 12 months, however it was recognised that this, at best, would be
a short term fix and would not resolve the pressing issues with facilities. The self-care facility now
operates as an overflow unit for the in-centre unit which impacts on the aim of providing an
environment suitable for people training or able to perform their own dialysis.
KHNZ has been advocating for improvements to renal services, particularly for Whanganui
patients. MidCentral’s Infection Control department has been raising the infection control issues
caused by the cramped conditions and the 2015 credentialing report observed that “the
overwhelming problem facing the renal service is the facilities which are not in keeping with
national standards.” The credentialing committee recommended a well-defined plan outlining the
strategies to accommodate growth over the next 10 years.
MidCentral Health Renal service initiatives
The below initiatives took place in 2006 and received the “Excellence in Primary and Secondary
Collaboration and Integration” award at the 2008 Primary Health Awards.
Predicting Dialysis Commencement (2006)
The Nephrologist worked with the information systems department to develop a programme that
produced a graph to predict the timeline that each patient would follow towards RRT, based on
their reported creatinine levels over a period of time. The Predicting Dialysis Commencement
(PDC) programme was developed at a time when outpatient referrals were in excess of what the
sole nephrologist could manage and patients in the earlier stages CKD had to be referred back to
the GP. A monitoring system for these patients was set up with the aim of providing the GP with
better information and support. Patients referred with a glomerular filtration rate (GFR) of 30 or
more have their blood tests monitored regularly within the PDC database. If kidney function
deterioration is a concern, GPs are contacted to request that they assess this. This surveillance
system is still in place.
Other benefits were improved timing of referrals for education and formation of permanent renal
access for dialysis and also to anticipate when a conservative pathway might be more appropriate.
Furthermore, changes in renal function from treatment changes such as blood pressure or blood
sugar levels could be better seen. The patient is given a copy of their graph so they are also able to
track their progress and be actively involved in their ongoing care.
Guidelines
A set of guidelines with a flow chart was developed to provide GPs with information to better
enable them to successfully manage patients in the early stages of kidney disease. When referrals
are received, a copy of these guidelines and the predictive graph is sent to the GP for their
ongoing management. Initially, a letter was sent to all the surgeries asking them to send in the
details of all their patients who had had a recent blood test that revealed an abnormal creatinine
level. These patients have now been added to the monitoring system and GPs are asked to repeat
the blood test at 6 or 12 monthly intervals, depending on the rate of progression to end stage. The
graph is updated and the resultant creatinine level is plotted to show the present level of kidney
function and a copy sent to the GP.
At the time of these initiatives education sessions were undertaken in a number of general practice
locations to provide information on the management of kidney disease and discuss issues. The
PDC process resulted in improved communication between the renal service and a number of
general practices.
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The guidelines are still being used and have now been adapted to fit the map of medicine
pathways. They are sent to GPs with care plans as part of virtual assessments and GPs are advised
to utilise the map of medicine for management.
Email service
A web-based email service was introduced to enable GPs to submit questions and avoid
unnecessary delays in trying to contact the nephrologist by telephone or letter.
Anaemia coordinator
Funding was secured from Roche Products for the provision of an anaemia coordinator nurse to
provide education and support to the GPs and practice nurses in the management of patients
receiving treatment for renal anaemia. An application was submitted to the health awards for an
initiative to manage Erythropoietin in-centre to improve haemoglobin levels and manage costs.
Transplant
The transplant programme was re-organised following completion of a nursing restructure in
2009. A transplant clinical nurse specialist (CNS) was employed to streamline and facilitate
transplant work up for both donor and recipient.
Palliative Care
Collaboration with the palliative care team over the last three to four years has included restratification of patients offering guidance on their prognosis on dialysis, establishment of RenalSupportive Care clinics as support for undecided patients and patients who choose conservative
management. The collaboration has increased the palliative care support for renal patients in the
community.
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3. Current state
The current state chapter covers service users and demand trends and provides a description of
services and infrastructure.

3.1 Service users and trends
Summary















Type 2 diabetes and hypertension are the most important cause of CKD and the need for RRT.
PHO data for MidCentral and Whanganui shows the rates of diabetes for Other ethnicity has
levelled out but continues to rise for those of other ethnicities.
The numbers of patients treated with RRT in New Zealand has increased on average by 3.7% per
year between 2005 and 2014. MidCentral’s average rate of annual growth was less at 2.8% but has
been higher in recent years (4%).
Compared to New Zealand the MidCentral service has a slightly lower prevalence rate of RRT. This
is surprising given the population (more older people and Māori.)
New cases or incidence of RRT for the MidCentral service has been static over the last decade.
Analysis of recent incident dialysis patients showed high rates for Pacific and Māori compared to
‘Other.’
The prevalent dialysis population also shows disparities. Over the last five years growth for Māori
and Pacific people has been much higher than Other causing the proportions to change significantly.
Māori, Pacific and Asian people made up 34% of dialysis patients in 2012 compared to 49% in 2012.
Pacific people had the highest prevalence in 2016, 2636 PMP compared to 454 PMP for Other.
Dialysis prevalence rates for Whanganui are less than expected and lower than MidCentral’s rates
across all ethnicities. At the same rate as MidCentral, Whanganui would have 10 more patients.
There has been marked changes in the modality mix for New Zealand and MidCentral with a trend
of increased facility dialysis and less home dialysis.
Midcentral has had a steeper rise than New Zealand and in 2014 facility dialysis was 57% of all
dialysis compared to 40% in 2005.
Since 2013 there has been a marked rise in transplant and facility dialysis (7% annual growth) while
home dialysis has decreased by an average of 3% per year.
Benchmarking during the project showed that MidCentral has the 4th highest facility dialysis in New
Zealand and that high rates were not always correlated with demographics.

Population
The MidCentral renal service provides specialist services for the MidCentral and Whanganui DHB
populations which were recorded as following in the 2013 Census:

MidCentral DHB
162, 564 (73%)

Whanganui DHB
60,120 (27%)

Total
222,678
Between 2006 and 2013 MidCentral’s population increased by 5.3% and Whanganui’s population
decreased by 3.4%.4 According to NZ Statistics population projections this trend is expected to
continue.

4

MidCentral and Whanganui DHB Health Needs Analysis (2015)
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MidCentral and Whanganui have higher proportions of older people and Māori and lower
proportions of other non-European ethnicities compared to New Zealand. Whanganui has a
higher proportion of Māori compared to MidCentral (25% vs 19%). Just over one third of the
combined population live in Palmerston North (the Data Appendix on p. 100 provides population
statistics).
Demand for renal services
The most important causes of CKD is Type 2 diabetes and hypertension. Diabetes is one of New
Zealand’s fastest-growing long-term conditions, an estimated 6% of the New Zealand population
have diabetes and the prevalence of diabetes has been rising at an average of 7% per year for the
last eight years. The increase in diabetes is consistent with trends in obesity.5 Like New Zealand,
diabetes has been steadily rising for the MidCentral and Whanganui populations. Rates for Māori,
Pacific and Asian are considerably more than Other (Figure 31 and Figure 32).6 The high rate for
Pacific people is particularly evident in age and ethnicity standardised data shown for the
MidCentral population.
Rising prevalence reflects a combination of factors, including rising incidence (new cases), better
detection of cases through increased screening, slower progression from uncomplicated to latestage disease and changing ethnic composition and population ageing.

Growth over the last decade
Overall, the prevalence or the numbers of people treated with RRT in New Zealand has
increased 38% for the 10 year period 2005 to 2014 (Table 1). The average annual growth was 3.7%
per year, Wellington, Taranaki and Christchurch had rates below 2% and the strongest growth was
seen in the top half of the North Island and Hawkes Bay (range 4.5% to 5.6%) For the last two
years of the period, overall annual growth for New Zealand was similar at 3.9% however only
Whangarei and Middlemore had rates over 4.5%. MidCentral’s rate was 4.2% compared to 2.8%
across the whole 10 year period.
Table 1: Growth in renal replacement therapy 2005 – 2014
Numbers of patients
receiving RRT

Total
growth (%)

Ave annual
change

2005 – 2014

Ave annual
change

Service Provider

2005

2014

Auckland & Waitemata

636

958

51%

4.9%

3.4%

Canterbury

335

396

18%

1.9%

3.3%

Southern

157

212

35%

3.5%

2.7%

133 (2007)

179

35%

4.5%

4.2%

Counties Manukau

532

771

45%

4.3%

6.5%

MidCentral

169

215

27%

2.8%

4.2%

Taranaki

84

92

10%

1.3%

2.2%

Waikato

478

670

40%

3.9%

3.1%

Capital & Coast

538

520

-3%

0.9%

2.2%

Northland

153

243

59%

5.6%

5.1%

Total

3121

4306

38%

3.7%

3.9%

Hawkes Bay

2013-2014

Source: ANZDATA

5
6

Living Well with Diabetes, MoH 2015
Whanganui diabetes rates are not standardised which is likely responsible for the differing picture to MidCentral
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The prevalence per million population is also rising, over the last five years it increased 12%
from 912 PMP in 2010 to 1022 PMP in 2014. Table 39, p. 102 and Figure 37, p. 105 present
statistics and trends by DHB. These show considerable variation, generally prevalence is higher in
large centres with high proportions of Māori and Pacific people. The MidCentral service had a
lower prevalence rate than New Zealand but had a larger increase – from 795 in 2010 to 965 PMP
in 2014 (a 21% increase over five years). Dialysis numbers increased by 23% and transplant
numbers by 21%.
Local data for December 2015 was added to ANZDATA to get up-to-date numbers for
MidCentral. Figure 1 shows 32% growth between 2005 and 2015 (2.9% average per annum) and
that most of this growth has been in the last four years. Following a marked rise in 2012, growth
has averaged 4% per annum between 2013 and 2015.
Figure 1: MidCentral trend in RRT growth

Incidence
Prevalence is affected by survival and incidence (new cases). The survival of patients receiving
RRT has been improving over time and the MidCentral service has rates above but close to New
Zealand (p. 108).
The incidence or new patients starting treatment each year has increased for New Zealand but not
for MidCentral (Figure 2 and Figure 3).
Figure 2: Incidence of RRT (New Zealand)
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Disparities
Looking at the characteristics of new cases can help identify areas of changing demand and risk.
There is marked disparity in the incidence of RRT. In 2014, for New Zealand, new cases for
European was much less (72 PMP) than for Māori and Pacific people (266 and 443 PMP
respectively). Furthermore, the rate of new cases for European has been static while rates for
Māori and Pacific have shown considerable increase.
Within RRT, Māori and Pacific people are under represented for transplant and over represented
for dialysis. The Palmerston North ANZDATA Hospital Report 2009-2014 for transplantation
listed the ethnicity breakdown of recipients as 83% Caucasian, 11% Māori and 3% Asian. Eightysix per cent were less than 65 years. There is marked disparity in incidence for the population
receiving MidCentral renal dialysis service. The rate for Pacific people is particularly high, however
only one of the eight was from Whanganui.
Table 2: Incidence of dialysis by ethnicity, 2014 and 2015 combined
Ethnicity

#

PMP
(ave annual)

Asian

2

84

Pacific

8

659

Māori

14

146

Other

34

91

Overall

54

117

2014 and 2015 calendar years. PMP was divided by two to get an annual rate.

Analysis was undertaken comparing the incidence of dialysis in 2014 and 2015 with patients
receiving dialysis in February 2016 (refer Data Appendix, p. 103). Pacific people and those from
the Horowhenua and Whanganui localities made up a higher proportion of new cases compared to
patients currently receiving dialysis.
Very few people over 75 years started on dialysis and MidCentral has similar rates of new cases by
age group compared to New Zealand. The rate for older people appears to be trending upward for
New Zealand but is static for MidCentral.
The incident trends are reflected in the changing prevalence of dialysis by ethnicity. Figure 47
shows the high growth for Māori and Pacific people (47% and 129% respectively) over the four
year period 2012 to 2016. This compares to a drop of 6% for those of Other ethnicity. This has
caused the ethnicity proportions to change significantly as seen in Table 3. By locality, there was a
spike in demand for Horowhenua.
Table 3: Change in ethnicity proportions for patients receiving dialysis between 2012 and 2016
Ethnicity

2012

2016

Asian

1%

3%

Pacific

6%

11%

Māori

28%

34%

Other

66%

51%

Overall

100%

100%

Data in February each year
7

Source was Homer, unique NHI identified for all dialysis purchase units, overall number will be slightly higher than ANZDATA
due to inclusion of interim patients in this dataset.
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Figure 4: Dialysis prevalence by ethnicity

Figure 5: Dialysis prevalence by locality

Characteristics of the dialysis population
Local data for the month of February 2016 was examined to understand the characteristics of
dialysis service users by DHB.8 Just over three quarters of the 146 dialysis patients lived in the
MidCentral DHB area (114 patients, 78%) and the remainder lived in the Whanganui DHB area
(32 patients, 22%). The proportion of Whanganui patients is less than expected as Whanganui
makes up about 27% of the subregional population (Stats NZ, 2014) and has a higher need
population compared to MidCentral (more deprived and people of Māori and Pacific ethnicities).
Prevalence calculations by ethnicity show that there are high rates for Māori and Pacific people,
but less Whanganui people are being treated with dialysis overall and across all ethnicities.
Whanganui’s rate of 514 PMP is 23% less than MidCentral’s rate of 675 PMP. The rate for Pacific
people is particularly low (Table 4). A prevalence rate of 675 PMP would equate to 10 more
patients for the Whanganui population (42 rather than 32).
Table 4: Dialysis prevalence per million population (PMP) by DHB and ethnicity, February 2016
MidCentral
(PMP)

Whanganui
(PMP)

Overall
(PMP)

Asian

480

0

418

Pacific

3233

699

2636

Māori

1061

1009

1043

Other

493

345

454

Overall

675

514

632

Ethnicity

Other statistics with commentary are provided in the Data Appendix on p.107. A large
proportion of the dialysis population reside in the most deprived areas of the sub-region some
distance away from Palmerston North. Whanganui and Tararua had the highest rates of home
dialysis at 50% compared to 41% overall.

8

This required manual analysis in order to identify unique patients because facility haemodialysis is captured for each treatment
rather than patient.
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Trends by modality
New Zealand
The proportion of facility haemodialysis has showed a steady increase over the last decade (Figure
6). In 2014 almost one third of all patients treated with RRT received facility based dialysis
(31.6%). Just under half of all patients receiving dialysis received this at home (PD or home HD).
The proportion decreased from 54% in 2005 to 49% in 2014. The fall was mainly in PD which
decreased from 38% of all dialysis in 2005 to 30% in 2014.
Australia and New Zealand have one of the highest rates of home dialysis internationally but have
recently experienced a decline in numbers. Variances in rates have been found to be inconsistent
with age and race and align strongly with active policy implementation and home dialysis
champions (p. 3).
The proportion of people with transplants declined slightly over the decade (2%).
Figure 6: Prevalent modality (RRT) NZ

Figure 7: Prevalent modality (RRT) MidCentral

MidCentral
Similar to New Zealand, MidCentral had a trend of increased facility haemodialysis and decreased
home dialysis (refer figures above). MidCentral’s level of facility dialysis across the 10 year period
was higher than New Zealand and in 2014 38% of all patients treated with RRT and 57% of all
patients treated with dialysis received facility based dialysis (compared to 32% and 51%
respectively for New Zealand).
MidCentral had a steeper fall in home dialysis compared to New Zealand. This was in both home
modalities (PD and home HD). In 2014 the proportion of home dialysis was 43% of all dialysis
compared to 60% in 2005.
The proportion of transplantation at MidCentral is less than New Zealand but the trend is level
rather than decreasing which has resulted in a narrowing of the gap.
Figure 8 presents modality numbers (rather than percentages) including 2015 data. Over the 11
year period facility dialysis almost doubled (91%). This compares to the overall increase of 32%.
Transplant increased by 37% while PD and home HD decreased by 16% and 4% respectively.
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Since 2013 there has been a marked rise in transplant and facility haemodialysis and a decrease in
home HD (noting that generally home dialysis numbers have been fluctuating but static). Facility
dialysis and transplant numbers have increased about 7% year on year while home dialysis has
decreased by 3% annually. As identified earlier, the overall average yearly growth for all RRT over
this period was 4%. The annual rate for all dialysis was 2.4%. This caused the mix of home and
facility dialysis to drop further to 41%/59% by the end of 2015.
Figure 8: MidCentral modality trends 2005 – 2015

Data collected in the benchmarking shows the proportion of facility and home dialysis by DHB
along with ethnicity and age proportions (Figure 9).
MidCentral has the 4th highest proportion of facility dialysis in New Zealand behind Auckland,
Waitemata and Northland. The population being served by MidCentral has a relatively high
proportion of Māori and Pacific and people over the age over 65 years – these groups have higher
rates of ESKD and RRT. However the graph shows that the location of dialysis (facility or home)
is not always associated with rates of Māori and Pacific and over 65 years e.g. Auckland has the
highest facility dialysis but lower than average rates of Māori / Pacific and older adults (see p. 115).
Figure 9: Facility and Home Dialysis by DHB – 2016 (Feb to Apr)

Source: DHB Renal unit managers
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3.2 Service description
MidCentral DHB funds and provides renal services to its population across the care continuum
which starts in primary care. Most people with kidney disease are managed by general practice
teams. Specialist services for those with severe deterioration in kidney function, including dialysis,
are provided by MidCentral Health for the MidCentral and Whanganui DHB populations. Capital
& Coast DHB is the principle tertiary provider and performs kidney transplant operations.
The current service model across the continuum is outlined in Table 5. MidCentral has a similar
model to other DHBs in respect of the types of services provided and all DHBs have dedicated
roles for the provision of services related to preparation and provision of RRT such as predialysis,
transplant and home dialysis. Table 50 (p. 118) lists roles and FTE in renal units across the
country).
Table 5: Service model for the MidCentral service

Services

Workforce and location

Primary prevention, early detection and management of chronic kidney disease
Population based interventions
Screening of CKD – linked to CVD and diabetes
programme with high risk groups requiring earlier
assessment

Care provided by the general practice team in
primary care. This includes the PHO chronic care
nurses (MidCentral DHB) and NP Renal
(Whanganui DHB)
Location – Community

Secondary prevention – minimising the progression and consequences of chronic kidney disease
Stable CKD 3-4 – CVD risk management
Progressive CKD stages 3-4 are higher risk and require
intensive management to reduce risk

Primary care manage stable stage 3 patients and
early stable stage 4 patients
Patients referred to nephrologists at Stage 3b or 4
Location – Community

Advanced stage chronic kidney disease
Interventions to reduce progression of CKD and
preparation of RRT or conservative management
- referral to predialysis nurse for education and choice of
treatment
- referral to other MDT members (e.g. dietitians)

Reviews by nephrologist
Some patients have reviews by CNS Long Term
Conditions and registrar
Nephrologists have their own patients
Location – MidCentral Health

End stage kidney disease – Preparation for renal replacement therapy1
Predialysis
- referrals from nephrologist when RRT expected within
18-24 months
- acute patients referred by haemodialysis team
- Home visit to discuss treatment options including
conservative treatment

1.0 FTE specialty nurse (Predialysis and renal
access)
0.5 FTE Social worker
Location – Patient’s homes

Renal access
- creation of fistulas for haemodialysis and catheters for
PD
Referral timed to coincide with expected need for RRT.
Prioritisation within general surgery

1.0 FTE specialty nurse as above
Assessment and procedure by general surgeons at
MidCentral, two do fistulas and two do catheters.
Location – MidCentral Health

Renal replacement therapy1
Transplant
- recipient and donor work up and post-transplant care
- all patients assessed
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Services

Workforce and location

Peritoneal dialysis
- training and support for patients self-dialysing (training
approx.. 2 weeks)
- referrals from predialysis nurse or primary nurse if acute

2.4 FTE specialty nurses provide training and
provide support during business hours
Location – mainly patient’s homes and phone

Home haemodialysis
- Training and support for patients self-dialysing (training
approx.12 weeks)
- referrals from predialysis nurse or primary nurse if acute

Haemodialysis team provide training usually at selfcare unit
Location – MidCentral Health
1.0 FTE CNS oversees training and provides
support (phone and home visits) during business
hours
Location – mainly patient’s homes and phone

In-centre and self-managed haemodialysis
- facility based treatments

Provided by haemodialysis trained RNs and
assistants Mon – Sat 0700-2200
Involvement of MDT e.g. Māori Health
Location – In-centre facility at PN Hospital and selfcare unit opposite hospital

Conservative treatment
- supportive care clinic

Shared care, nephrologist and palliative care SMO
Location – MidCentral Health

Inpatients
Inpatient haemodialysis
- treatments in the renal unit or if unstable ICU or
CCU/HDU

Provided by haemodialysis trained RNs. After hours
call Mon 0700 – Sat 2200
Location – MidCentral Health

24/7 inpatient services in the acute medical wards for
ESKD patients admitted under renal service. Inpatient
consultation available if patients with renal problems are
admitted under another service.

Provided by inpatient medical nurses, assistants
and nephrologists
Location – MidCentral Health

Note 1: Nephrologists have input / oversee preparation and provision of RRT

An overview of differences between renal units across the country can be found in Appendix E –
Renal unit benchmarking, p. 113. There are differences in workforce, days and hours of opening
and configuration of services (acute facilities, home training, satellites and community support).
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Primary and community services
Primary care services providers provide most of the day to day management of kidney disease.
Delivery of these services is principally through PHOs (and their primary care practices and
member organisations) as well as through a network of other community and NGO agencies and
providers.
MidCentral DHB has established infrastructure in the community to provide chronic disease care.
A diverse range of over 70 positions including nurses, dieticians, physiotherapists, social workers,
smoking cessation, physical activity educators, clinical pharmacists, community support workers,
podiatrists, cardiologists and cardiac technicians are based in primary health care. The chronic
disease programme is focused on people with diabetes, cardiovascular and respiratory conditions.
Practices can opt to join the Enhanced Care Plus programme which provides a package of care for
patients that require intensive management. Quarterly practice profiling assist practices to identify
appropriate patients. This may include patients with CKD however the programme is aimed at
providing support for patients to self-manage over a defined period rather than providing ongoing intensive management.
Whanganui DHB dedicated resources in primary care include a renal resource role and a new
temporary 12 month nurse practitioner (NP) position (0.5 FTE). The renal resource role is
estimated to be 0.2 FTE or one day a week and is part of an existing hospital based position, CNS
Pain and Hospital at Home. The nurse sees patients about six monthly and in-between provides
assistance to sort supply issues, fistula access problems, catheter dressing changes and blockages
and general troubleshooting. When possible the nurse will accompany MidCentral CNS staff
(predialysis visits and PD) when they visit Whanganui patients.
The aim of the NP position is to identify CKD earlier and the NP will be working with general
practice teams to provide education, advice and to improve awareness of CKD. Services will
include joint clinics with the local physician and working directly with family/whānau. This
approach is in line with that recommended in the ‘Managing CKD in Primary Care National
Consensus statement,’ and provides opportunity for upskilling primary care as well as working
with high risk patients directly.
Primary care leaders are of the opinion that CKD detection and management is variable across the
district and that it does not have the same priority or resources as other long term conditions.
Stakeholders advocated for a similar approach to the Horowhenua project which raised awareness
of CKD in practices and assisted with the development of systems and processes via an
experienced nurse working alongside general practice. A toolkit ‘Improving CKD Management in
General Practice’ was distributed to practices when the Map of Medicine pathways were rolled out.
This toolkit guides practices through completing a practice snapshot, a gap analysis to identify
areas for action and an improvement tool to assist in the implementation and monitoring of
changes to CKD management. It is not known how widely this toolkit has been used and there are
no regular audits that provide information on CKD management. Consistent coding has been
identified as a gap (Figure 30, p. 101).
Stakeholders thought that the Horowhenua project and improved detection may be responsible
for the high numbers of prediaysis patients from Horowhenua (one third of all predialysis
patients).
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The imminent roll out of the BPAC tool (p. 5) will help practices to identify CKD patients easily
so will be an enabler to improving CKD detection and management. However, education and
support will still be required.
Stakeholders thought more resources needed to be allocated to CKD and engaging with the target
population due to the barriers of access including having to pay for primary review. The view was
that CKD needs to be resourced and a defined part of the community nurses long term conditions
programme. Complicated patients need a nurse as the principal point of contact and tied into the
GP team with easy access to specialist advice. Managing CKD had to fit alongside numerous other
priorities including managing acute demand, one talked of a sense of despair, “so many competing
things, another set of marvellous guidelines.”
Feedback was that Pacific people accessed services late. Patients that do not have diabetes are
usually not known to the Long Term Conditions team and their first presentation may be a
hospital admission with advanced CKD. Many have low health literacy and language issues which
is a barrier to home dialysis.
Stakeholders appreciated nephrologist attendance at peer review meetings and other forums and
would like to see this extended.
Supporting people to self-manage is a recognised strategy for long term conditions like CKD. The
Living a Health Life Programme is a self-management programme for people with long term
conditions that has been running in the MidCentral DHB area for five years. Thirteen courses
were run in the 2014/15 year with an average of 10 people attending. Participants identified the
main long term condition, for 23% this was diabetes including CKD and another 23% identified
cardiovascular conditions (some identified more than one condition). However the demographic
with a high proportion of European (68%) and females (70%) was different to the CKD
population. Almost all referrals were from primary sources and the community.
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Specialist services
MidCentral DHB’s specialist renal services are provided for by MidCentral Health for patients
living within the MidCentral and Wanganui DHB catchment areas (population of 231,200 in the
2013 census). Services consist of the following specialist and diagnostic intervention for inpatients
and outpatients:

Diagnosis and management of kidney disease.

Management of chronic renal impairment.

Management of end stage renal failure:
o Pre and post kidney transplant care.
o Predialysis education and support.
o Haemodialysis – home based and facility based.
o PD – home based.

24 hour medical and nursing services for the management of acute renal failure and dialysis
related complications.
Inpatient services
There are no dedicated inpatient beds for the renal service and patients are admitted to the medical
wards Ward 25 and Ward 26.
There are small numbers of inpatient admissions which have declined slightly over the last decade
(from 300 to about 250 per year). There has been a trend to more day cases, 63% of all discharges
over the last five years (Figure 10). Some patients admitted under other specialties also have renal
conditions and the renal service provides advice for these patients. Between March 2015 and
February 2016 only 21% of patients coded as having dialysis while an inpatient were discharged
under the renal service. The number of consultations for inpatients was 19 for the month of June
2016.
Figure 10: Renal Inpatient services (M60001) – Number of discharges

Source: Homer

Reasons for day case admissions between July 2014 and March 2016 (237 patients) were:

Iron infusions and packed calls – 64%.

Central lines and issues with vascular access – 18%.

Kidney biopsy – 11%.

Other – 7%.
The monthly key performance indicators (KPI) scorecard (Table 6) shows high readmission rates
for the renal service and a deterioration for the 2015/16 year. Length of stay was higher than
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target however could be skewed by a number of long-term dialysis patients in hospital for other
reasons e.g. in 2014/15 a mental health patient with a length of stay of 124 days was discharged
under the renal service. Median length of stay (excluding day cases) over the last four years was:

2012/13 – 6 days.

2013/14 – 6 days.

2014/15 – 4 days.

2015/16 (YTD March) – 5 days.
Table 6: Inpatient KPIs 2014/15 and 2015/16 (YTD May)
2014/15
Patients who were acute readmissions within 7
day of previous discharge same specialty (%)
Percentage of patients who were acute
readmissions within 28 day of previous discharge
(related DRG)
Average length of stay (day case inclusive)
Average length of stay (inpatient only)

3%

2015/16
(YTD May
8.79%

Target

10.28%

14.29%

< 7.50%

2.86

3.59

< 4.00

6.77

7.79

< 5.60

< 6.50%

Service statistics for those admitted for the last two financial years were:

DHB of domicile – MidCentra1 83%, Whanganui 16%, other DHBs 1%.

Ethnicity breakdown – Asian 5%, Pacific Island 6%, Māori 29%, Other 64%.

Age – Nearly half were aged 45-64 years: <25 years 2%, 25-44 years 15%, 45-64 years 46%, 6584 years 34%, 85 years and over 3%.
Trends were less Whanganui admissions (was over 20% at the beginning of the period), a higher
proportion of Pacific and Asian people and less Māori, Other were static. More people were aged
45-64 years (46% compared to 38% at the beginning of the period), the proportion of those 65
years and over did not increase.
Inpatients who develop acute renal failure are also dialysed in the renal unit or if unstable ICU or
the Coronary Care/High Dependency Unit (CCU/HDU). There are four plumbed spaces in ICU
and CCU/HDU (3 and 1 respectively). The renal unit provides staff for dialysis in ICU/CCU.
More commonly, inpatients receive dialysis in the renal unit.
Acute volumes vary considerably and have increased markedly in recent months (Figure 11).
Figure 11: Acute treatments 14 months March 2015 – April 2016

Source: Manual data provided by Nurse Manager
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Outpatient services
Outpatient service types include clinics provided by nephrologists and nurses and facility based
and home dialysis. The unit also run a surveillance programme for people referred with Stage 1- 3
CKD.

Surveillance lists
The Predicting Dialysis Commencement (PDC) programme is used for all referrals to the specialist
service. Patients at CKD 1 – 3 are not usually seen but are monitored through this system between
three and six monthly. The system is labour intensive and the clinic nurse checks blood tests,
maintains the PDC system database and communicates with GPs by letter when there is
deterioration. The admin person tracks patients on a monthly spreadsheet. The total number of
patients on the surveillance lists decreased from 487 in December 2012 to 443 in December 2015
(Figure 12). In December 2015, 12% of patients were from Horowhenua and 5% from
Whanganui.
Figure 12: Surveillance lists CKD 1 – 3

Source: Spreadsheets maintained by admin person

Clinics
Outpatient clinics are provided by the consultants and nursing specialists for patients requiring:
general nephrology, monitoring and treatment of patients progressing to ESKD, post
transplantation follow up, home HD reviews, PD reviews.
Below is the schedule for clinics held within the renal unit.
Table 7: Outpatient clinic schedule
Mon

Tues

Wed

Thurs

Fri

AM

Nephrologist
Dr Aday

Nephrologist
Dr Panlilio

Nephrologist
Dr Aday

Nephrologist
Dr Panlilio

Transplant
Martina Sharpe

PM

Nephrologist
Dr Walker

Registrar clinic
(weekly)
Renal/palliative clinic
(monthly)

CKD
Albert Robertson

The nephrologists insert temporary lines and refer to Radiology for biopsies and insertion of
tunnelled lines.
The clinic template for the nephrologists is one new patient slot (60 mins) and four follow-up slots
(30 mins). Consultant allocation for the shared renal/palliative clinic is based on the patients who
need to attend.
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Recent activity by consultant is shown in Table 8 for the 12 months May 2015 to April 2016,
almost all the service is follow-ups. Dr Curtis started a short time before this period so his
workload had a high proportion of new patients leading to his low follow-up ratio.
The percentage of patients who did not attend booked outpatient clinic appointment was low at
5.5% for the 2015/16 year.
Table 8: Outpatient renal contacts by visit type, 1 May 2015 – 30 April 2016
Noncontact
assess9

New
patients

Total
contacts

#
Clinics

FU ratio
(all)

FU ratio
(clinic)

# Pts
per
clinic

Dr Aday

70

31

334

435

78

3.3

10.8

4.7

De Panlilio

87

34

347

468

84

2.9

10.2

4.5

Dr Walker

55

49

121

225

42

1.2

2.5

4.0

Registrar

0

6

62

68

27

10.3

10.3

2.5

Palliative

0

1

14

15

8

14.0

14.0

1.9

212

121

878

878

239

2.6

7.3

4.2

Clinic

Total

Followups

Source: Homer

Total specialist outpatient contacts (Figure 13) have remained relatively static over the past decade.
The ratio of follow-ups to first attendances for face-to-face contacts has decreased from 10 in
2011/12 and 2012/13 to 8.5 and 7.8 the past two years. New patients have increased if noncontact assessments are included.
Figure 13: Outpatient specialist activity

Source: Homer. 2015/16 extrapolated from YTD numbers (11 months, 1 July 2015 30 May 2016)

The proportion of specialist services for Whanganui DHB residents at is lower than expected, this
is likely due to the arrangement of shared care where renal patients are also managed by Dr Tom
Thompson from Whanganui which also results in a low number of non-contact assessments.

9

Non-contact assessments – Also known as virtual assessments. A referral results in a review of patient records and any diagnostic
test results by a Registered Medical Practitioner or a Registered Nurse Practitioner. The patient is not present during the
assessment. A written plan of care is developed and sent to the referring clinician and the patient.
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Table 9: Specialist outpatient contacts by DHB of domicile, 2013/14 – 2015/16 combined
DHB
MidCentral
Whanganui
Total

Non
contact
assess

New
patients

Follow-ups

Total

93%
7%

84%
16%

85%
15%

86%
14%

100%

100%

100%

100%

Source: Homer

Nursing services
A team of nurses provide the following services:

Chronic kidney disease / predialysis.

Transplant.

Peritoneal dialysis (PD).

Home haemodialysis (Home HD).
Analysis of outpatient nurse-led contacts revealed that although statistics have been captured since
2009, data quality entry is poor for some areas e.g. the number of visits for the PD nursing service
on the system is very low compared to statistics kept manually, for the 2013/14 year there were 12
visits on the system compared to 807 on the nurse’s manual record. There are different processes
to capture data for the various service areas, the process for PD relies on the admin person to note
down patients being visited at the morning meeting, however the admin person does not always
attend this meeting.
Figure 14 shows contacts for the last four years, half of all visits were in the PD service. Trends
are rising visits for transplant and decreasing PD visits. Home HD increased however the low
numbers in the first two years are likely related to data quality.
The proportion of patients seen in the community in 2015/16 were:

Transplant – 0%.

CKD/Predialysis – 30%.

PD – 42%.

Home HD – 83%.
Figure 14: Nursing volumes

Source: Homer except for PD (supplied by nurses)

The proportion of Whanganui patients who received outpatient nursing visits was lower than
expected (see Table 10). The proportion by service type over this period for Whanganui patients
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was Transplant 15%, CKD/Predialysis 21%, PD 25% and Home HD 38%. This year (2015/16
year to May) Whanganui patients made up 48% of Home HD nurse visits.
Table 10: Nursing services by DHB of domicile, 2012/13 – 2015/16
DHB
MidCentral
Whanganui
Total

2014/15
79%
21%
100%

(YTD May)
2015/16
77%
23%
100%

Predialysis
The full-time CNS Long Term Conditions educates patients with ESKD on treatment options
(including conservative treatment) and prepares those who have elected to have RRT including
referral for the formation of permanent access (vascular access for haemodialysis or Tenckhoff
catheter for PD).
The CNS also provides a weekly outpatient review clinic for CKD patients.
The role increased from 0.7 FTE in 2011 when the incumbent started and new responsibilities
include green prescriptions and education for communities on the awareness of kidney disease e.g.
Iwi providers, Support Groups (Diabetes & Kidney Health NZ) and general practice.
The aim of the predialysis process is that patients receive information, education and support
enabling them to make informed decisions in managing their condition and choose the treatment
that best suits their needs. MidCentral has a home philosophy and the approach is to encourage
dialysis at home, no recommendation of treatment is given.
Predialysis process









Nephrologist referral to predialysis CNS one to two years before dialysis is required
1 ½ hour home visit by CNS and social worker to assess needs and environment, provide
information and go over the options
Folder of written resources including overview of kidney disease, treatment options, support
services, KHNZ and internet sites
Patient encouraged to watch DVDs on KHNZ site
Patients encouraged to make contact with the KHNZ support group (patient to make contact)
Patients are invited to come into the unit and see haemodialysis and talk to a patient
Patient and support person/s to contact CNS if further discussion needed or if they wish a second
visit
Patient to discuss option with nephrologist at next clinic appointment (home visit is timed 2-3 weeks
beforehand)

The CNS stated that some young people are not choosing PD and that the positive outcomes of
home dialysis does not seem to be sufficient motivator for everyone. Some patients recommend
in-centre to other patients and also recommend central lines as being better than fistulas and easier
to use. After choosing home dialysis initially, some patients change their mind. Not being able to
provide home training from the start of dialysis is a well-recognised problem for the service.
The plan is to look at a monthly group session as a follow-up to the home visit. This could include
having a dialysis patient attend.
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Many DHBs do not provide home visits for prediaysis education due to resources or widespread
geography. At Southern DHB the patient visits the hospital and is able to see the training area, the
dietitian and then meets a PD patient to talk about PD and see a bag exchange. Patients planning
home HD will meet a patient training in home HD. Southern’s new patient statistics were 11
(65%) started on PD and 12 (70%) finished on PD. Seven patients transferred from PD to
haemodialysis during the year.
The predialysis list was reviewed in June 2016 to audit patient’s treatment choice.
Thirteen of the 54 patients were waiting assessment and eight of the remaining 41 had chosen
conservative treatment (20%). Table 11 shows that over two thirds of the 33 patients planning to
have dialysis had chosen home dialysis and almost half of all patients had chosen PD.
Current modality statistics indicate that many patients are not achieving their initial modality
choice (PD 24% and home dialysis 40%).
Table 11: Predialysis list – modality choice
Modality choice

#

%

In-centre haemodialysis

10

30%

Home haemodialysis

6

18%

PD

17

52%

Total

33

100%

The breakdown by locality follows:

PN / Manawatu
20 (38%).

Horowhenua
16 (30%).

Whanganui
11 (21%).

Tararua
6 (11%).

Total
54.
A high proportion of predialysis patients reside in Horowhenua (compared to 14% of the total
population and 21% of dialysis patients).
In 2009 a research project undertaken by the CNS on the experience of patients training for home
HD included the following recommendations from participants:

More access to counselling services.

Involvement of family/support people throughout the predialysis stage.

Home HD training should commence from day one.

Community nurses for support.

The patient should visit a home HD patient dialysing.

Renal access
There are two surgeons that perform Tenckhoff procedures however almost all procedures are
provided by one surgeon. Two surgeons provide vascular access (fistula) procedures for
haemodialysis, one is due to retire soon.
Achieving timely permanent access has been a long standing problem for the service and the CNS
suggests dedicated theatre time would be an improvement. This would help engagement with
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surgical services, currently the CNS communicates with the booking clerk to advocate for patients
to be put on the list. An access meeting is held fortnightly but a surgeon does not attend.
The most recent example observed of the importance of timely referral and access was a patient
who started haemodialysis acutely at the end of January. The catheter was placed almost five
months later in mid-June. The deterioration in renal function over this period means that the
patient may have to have to use five large bags or have automated dialysis to achieve adequate
dialysis. The longevity of PD may also be affected. There were delays at several points, two
months to make the referral to surgical services and then 11 weeks from the time of referral to
creation of the access.
Transplantation
Transplants are provided at one of the three tertiary transplanting DHBs, Capital and Coast is the
major provider for the MidCentral service. The transplant service educates and prepares potential
recipients and live donors and performs post-transplant care and follow up. Follow-up after a
transplant is intense for the first year, twice weekly initially extending to three monthly by a year.
Patients receive alternating CNS and nephrologist review.
The Transplant CNS position was increased to full-time about five years ago and has improved
transplant work up for both donor and recipient. An additional MoH funded 0.4 FTE donor
liaison role has further augmented the service.
The national scoring system for deceased transplant is used to score all patients, those with a five
year survival score of 80% or more (and some between 70-80%) are worked up for transplant
unless the patient declines. The risk score is updated six monthly. The approach is to work up
recipients first to ensure they are able to receive a transplant before undertaking donor work-up.
While work-up for transplant is still longer than ideal, the timeframes have improved and delays
are now able to be tracked; the CNS record all referrals manually in a spreadsheet. Patients need
variable work up and few are straight forward. The process typically takes several years and is
affected by long waiting times for tests. Most patients need cardiology tests, many have nuclear
medicine tests (sestamibi scans) and some need surgery. Some patients drop off the list as their
health deteriorates so the timing of work-up commencement has been bought forward to around
GFR 20.
The transplant CNS reports there appears “no rhyme or reason,” to the timing of cardiology and
nuclear medicine tests and that she often has to ring, check progress and ask for an appointment if
a patients GFR is dropping quickly. Upon checking on sestamibi scans at the six month mark the
CNS has found that the reason for delay for some has been an uncompleted consent form. This
creates another three to four month delay.
The waiting time is variable as evidenced by an audit of 14 patients on the recipient transplant
waiting list:

Echocardiogram (13 patients, 1 pending) – average 6 months, range 1 to 19 months. The 4
Whanganui patients had a lesser average wait time of 3 months.

Sestamibi nuclear scans (6 patients, 2 pending) – average 7 months, range 1.6 to 13 months.

Exercise Tolerance Tests (5 patients) – average 5.4 months, range 1 to 11 months.

Surgery (3 patients) – Parathyroidectomy (2) 7.5 months, Nephrectomy (1) 19 months. A
patient referred in April 2015 is pending a prostate procedure (TURP) however has been
delayed to his health.
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Patients with a BMI over 40 are not suitable for live donor transplant. Three of the 14 patients
were noted as having a BMI over 40 initially. For one patient this delayed workup commencement
by two years. Patients with a high BMI are referred to the dietitian and green prescription for
weight loss and workup is restarted once BMI is less than 40. Some people never get below 40 or
it takes so long their survival score drops so they are not suitable for live donor transplant. Hawkes
Bay DHB provide an eight week course of Optifast, at a cost of $500 per patient, to accelerate
weight loss.
The requirement for tests are different between transplanting DHBs. The Canterbury service uses
clinical assessment in place of tests for some groups of patients, Canterbury has the highest rate of
transplantation in the country. Guidelines to improve consistency in test requirements are on the
NRAB’s agenda.
Sometimes donors go through the work-up process and then decide against donation. This has
happened on two occasions this year. MidCentral is doing well for transplant compared to New
Zealand (Table 12 and Figure 38, p. 106) but does not usually have patients start RRT with
transplant (pre-emptive transplant) which is the gold standard. There has been a move to a more
proactive approach and patients are now told that live donor transplantation is their best chance.
Recently a nephrologist champion has been identified to work with the Transplant CNS. The plan
to increase donors includes more family meetings, general education sessions in the community
and working on the blocks in the process.
Table 12: Transplant incidence and prevalence
Transplant incidence (new cases)
Year

Deceased

Living

Overall

Rate PMP
(MidCentral)

Rate PMP
(NZ)

Transplant prevalence
(MidCentral)

2010

2

4

6

121

26

62

2011

3

4

7

141

27

59

2012

2

3

5

101

25

63

2013

4

1

5

101

27

65

2014

6

4

10

202

32

73

2015

4

2

6

121

35

79

Dialysis services

Peritoneal Dialysis
The 2.4 FTE team of three nurses (2 CNS and 1 RN) train patients for PD and provide education,
support and management of dialysis related problems.
Following referrals from the predialysis CNS a PD nurse visits the patient at home to assess the
patient’s ability to carry out PD and whether the home is suitable e.g. area for clean technique and
storage for supplies.
Patients require a Tenckhoff catheter to perform PD and PD can start two to four weeks after the
procedure. Achieving timely catheter access is a problem for the service and examples were
provided of delays resulting in patients having to go on haemodialysis because of deteriorating
renal function. The rate of decline in renal function cannot always be anticipated. Another
problem is that very low renal function at the time of catheter placement may affect patient’s
concentration and ability to train. The waiting time for catheter procedures is about four months
for most patients but often involves some pushing to get a theatre slot.
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The team say that studies show that PD first is better but it is important that patients choose.
Some people don’t like the extra fluid in their abdomen and the workplace may be unsuitable to
do a bag exchange. Patients are strongly influenced by others including other patients and their
families. When catheters are removed due to issues and patients require haemodialysis, staff say
that some patients get comfortable in-centre and decide against returning to PD. Shorter waiting
times for Tenckhoff catheter replacement may avoid this.
Patients are trained on continuous ambulatory peritoneal dialysis (CAPD) and some may go onto
automated peritoneal dialysis (APD) if clinically indicated or they choose to do so. APD is
delivered by a machine overnight. In April 2016, one quarter of PD patients were on APD which
is low compared to New Zealand, the average has been climbing, from 26% in 2005 to just under
half between 2012 and 2014 (Figure 39, p. 107). The PD team report that while some people
prefer this modality as it gives them freedom during the day, others (including partners) do not like
it due to the noise.
Training is done at home and usually takes one week Monday to Friday. Patients are followed up
at home for technique check weekly for about six weeks, then three monthly or more intensively if
required. Research shows that home visit programmes improves PD technique survival (Martino
et al., 2014) and MidCentral has good statistics (p. 108).
About 60% of all the PD nurse contacts are at the White House or the in-centre unit. The team
arrange patient’s review appointments with the nephrologist and also attend on the day. Other
reasons for visits include: Tenckhoff catheter cares, dialysis complications/ trouble shooting, line
changes, dialysis adequacy, follow post discharge, peritonitis and education. Visits are mostly at the
White House unless a doctor or a bed is required (there is no room in the procedure room for a
bed at the White House).
KPIs are kept including patient flows in and out of the service, there have been higher numbers
leaving the service than entering the last two years. Patients transfer to haemodialysis if their
peritoneum fails and dialysis becomes inadequate (peritonitis can cause this), if they have difficulty
coping or health deteriorates and they become unable to perform PD.
Table 13: Patient flows – 2013, 2014 and 2015 calendar years
Flow

In

Out

2013

2014

2015

Starting PD

9

10

9

Haemodialysis

3

3

2

Other

1

2

2

Total in

13

15

11

Haemodialysis

0

7

7

Transplant

1

5

2

Other

0

2

2

Mortality

2

5

5

Total out

3

19

16

Peritonitis rates, measured in patient months have been good the last few years; one in 33 months
for 2014 and one in 28 months for 2015. The average for New Zealand in 2014 was 28.5 months
per event (ANZDATA).
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The team also run study days for ward nurses and train staff in rest homes as needed. Education
involves management of peritonitis however the nurses are aware that some hospital staff lack
confidence and may call the consultant inappropriately.

Home haemodialysis
Home training is offered in the self-care facility. Referrals are received from the CNS Long Term
Conditions or the primary nurse if the patient is receiving dialysis in-centre. The full time CNS
oversees the training programme including resources, arranges installations for home, supervises
initial dialysis and then provides support for the case load of 22 – 26 patients. There is close
follow-up for the first month and then three monthly maintenance visits. Phone calls or more
frequent visits are done as necessary e.g. one patient in Raetihi has visits every six to eight weeks.
The CNS notices the change in patients once they go home, in their health from dialysing more
frequently (every second day) and also in their general well-being from moving out of the sick role.
Home training
Training for home HD is performed by staff rostered on at the self-care facility. Two patients can
train at a time. Occasionally patients train in-centre to work around their commitments such as
work.
A team of five trainers has been formed to standardise training supported by monitoring and
evaluation. This has resulted in shorter training times and the team are aiming to discharge one
patient a month (compared to five and six in the last two financial years). There are two patients
ready to train, one a predialysis patient and the other has been started in-centre, but there is only
one training space available. Training higher numbers may require extra resourcing.
Figure 15 shows that the total number of patients trained for home dialysis has varied little over
the past decade apart from the 2012/13 year when there was a marked rise in patients trained in
PD. The number of people trained in Home HD has declined.
Figure 15: PD and Home HD Training volumes

Data source 30 May however complete for 2015/16 as no patients due to complete training in June
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Service user statistics for the last three years combined were:
Table 14: Training proportions by DHB of domicile, 2013/14 – 2015/16 combined
DHB
MidCentral
Whanganui
Grand Total







PD

Home HD

All training

74%
26%
100%

60%
40%
100%

69%
31%
100%

Domicile – Whanganui had higher numbers than expected. This is due to a trend in the last
three years of more patients from Whanganui training in Home HD.
Age – Patients who trained were relatively young with little difference between PD and Home
HD (average 58 and 54 years respectively). The proportion 65 years and over was 39% for PD
and 33% for Home HD.
Ethnicity – Two thirds who trained in PD were of Other ethnicity (65%) and there were few
Māori and Pacific (23% and 3% respectively). The reverse was true for Home HD; Māori 50%,
Pacific 15%, Other 35%. The trend has changed for Home HD, until the last three years
trainees were more likely to be of Other ethnicity (74% average 2006/07 – 2012/13).
Gender – Very few females trained in Home HD (15%) whereas one third trained in PD (35%).

Facility haemodialysis
Facility based dialysis is provided at two locations, the in-centre dialysis facility at MidCentral
Health and the self-care facility; a house opposite the hospital on Ruahine Street. The in-centre
unit provides services for patients requiring:

Regular permanent outpatient dialysis for those unable to manage at home or are unstable and
require medical assessment.

Acute haemodialysis – in-centre or ICU/CCU.

Interim dialysis – when complications arise for patients having home dialysis.
Previously the in-centre unit was used for respite care and patients on holiday however there has
been limited ability to provide this as the unit has reached capacity. The self-care facility was
opened to cater for self-care patients and those training for home HD. Now it is used as an
overflow unit for stable dependent patients.
The in-centre facility has 15 dedicated stations or chairs and the self-managed facility has six. Both
facilities are staffed six days a week (Monday to Saturday) between 7.30 am and 10 pm. Patients
receiving regular haemodialysis attend three times a week. Each chair is generally used twice a day,
except two chairs in the in-centre facility which are utilised three times a day. Across the two
facilities there is a possible capacity of 88 patients per week.
Table 15: Patient schedule – maximum capacity
Patient schedule

In-centre

Mon, Wed, Fri – am

15

Self-care

Total treatments

6

21

Mon, Wed, Fri – midday

2

Mon, Wed, Fri – pm

15

6

21

Tue, Thu, Sat – am

15

6

21

2

Tue, Thu, Sat – midday

2

Tue, Thu, Sat – pm

15

6

21

Total

64

24

88
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Facility patient characteristics
A spreadsheet was created to better understand the characteristics of the patients receiving facility
haemodialysis and help identify the barriers to home dialysis. Information collected included
modality choice, type of assistance, transport, whether living alone, employed and whether home
HD would be possible with training.
The patient group was 87 patients receiving facility haemodialysis in May 2016. The majority were
dependent patients. The type of assistance required was:

Dependent – 60 (69%).

Limited – 18 (21%).

Self-care – 9 (10%).
Most full care patients received services in the in-centre unit (55 of the 60), however only 60% of
limited and self-care patients received services at the self-care facility. Table 16 identifies whether
patients were thought to be capable of training for home HD.10
Table 16: In-centre patients and capability for home training
Would Home HD be a
possibility with training?

Number

Percentage

Ave age

No

42

48%

68

Yes

37

43%

55

Maybe

4

5%

72

NA (Interim)

4

5%

87

100%

There were 37 patients that were either training or were viewed as capable of training. Of this
group:

One third were still working – 32%.

One fifth lived alone – 22%.

Three fifths (60%) lived in Horowhenua (n=11) or Whanganui (n=10).
Table 17 and feedback from stakeholders during the project indicates that there is opportunity to
increase the number of patients dialysing at home.
Table 17: Barriers to home dialysis

Barriers1

#

%
(n=37)

Declined to learn

9

24%

No barriers identified

8

22%

Physical limitations – Eyesight,
dexterity, mobility, health

6

16%

Housing

5

14%

Language/literacy

5

14%

Dependants or family issues

5

14%

Compliance (2 ex Home HD)

4

11%

Anxiety/living alone

3

8%

Other

1

3%

46

124%

10

The process was review by the Nurse Manager. There was more than one barrier identified for some patients
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Other services provided by the multi-disciplinary team

Palliative Care
The Renal-Supportive Care clinics commenced in July 2014 and have been held on average every
two months over the last two financial years, recently the frequency has been increased to
monthly. Patients referred include those who have chosen not to have dialysis or are unsure, want
to stop dialysis or would not do well on dialysis. The nephrologists identify patients and patients
are discussed at the fortnightly multi-disciplinary team meeting (MDT). The service is viewed as
working very well by all parties, the palliative care service has a stronger voice and overall the
service has led to more appropriate service provision.
Advance Care Planning and having a clear guideline about withdrawal of care (including dialysis)
has had more emphasis recently and is in the early stages of introduction at MidCentral, this is
guided by national policy and resources.
Table 18 shows activity for the clinic from July 2013 to May 2016; 52 outpatient visits attended by
47 people. An average of two patients were seen per clinic over the past 2 years.
Table 18: Activity Supportive care clinic

2013/14

25

#
Patients
20

2014/15

13

13

6

2015/16 (11 mos May)
Total

14

14

7

52

47

22

Financial year

#
Visits

#
clinics
9

Service user statistics:

Domicile – All patients except two resided in the MidCentral DHB area.

Age – Average age 78 years. 65 years or over – 93%, 85 years or over – 20%

Ethnicity – European 87%, Māori 11%, Asian 2%. No Pacific patients.

Gender – 60% male.

Dietetics
Approximately 1.0 FTE is allocated to renal which is spread between three dietitians. Services are
provided for all patients within specialist renal services; inpatients, all dialysis patients, predialysis,
transplant and those having conservative care. Locations for service delivery include the in-centre
and self-care units (Monday to Saturday, am and pm), outpatient clinics (three times a month in
Palmerston North, weekly in Horowhenua and bi-monthly in Whanganui) and telephone calls if
patients prefer e.g. if they have transport issues or live rurally.
In the 13 months 1 May 2015 – 31 May 2016 there were 17 new referrals for the renal unit (not
including outpatient predialysis or CKD stage 1-3).
Renal patients are complex and normally require intensive input, those receiving dialysis are not
discharged and are seen every six months as per best practice guidelines. The manager reports that
outpatient appointment clinic attendance has varied, however simple systems such as text or
telephone reminders for appointments have helped lift this. The dietitians have a good rapport
with the nursing staff who tend to be the patients’ key workers.
The renal Dietitians Workforce document 2016 made minimum time recommendations for renal
dietetic consultations:
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6 monthly nutrition assessments – 2 hours each.
Review with minimal intervention post monthly blood tests 2 hours per year.
Additional nutritional intervention for emergency consults (malnourished patients, pre
transplant weight control, new co-morbidities etc.) 2 hours per year.
Hospital patients 2.25 hours per admission.

This translate to the following FTE requirements.
Table 19: Recommended Dietitian FTE against current patient numbers
Modality

Existing Patient Numbers

FTE required

In-centre HD

86

0.5

Home HD

26

0.2

PD

34

0.2

CKD 4-5 / predialysis

63

0.3

Transplant

79

Total FTE required for existing renal patient numbers

0.1
1.3 FTE

The manager says that as FTE has not been increased, dietitians have put in more time than the
allocated FTE and given up time allocated for admin/non clinical contact time or worked late (to
see patients on the late dialysis shifts).
The NRAB workforce recommendation was 1.0 FTE to 500,000 population or 0.5 FTE for the
MidCentral service.

Social Work
Until recently the 0.5 FTE covered the MidCentral and Whanganui DHB areas however now each
DHB covers their own area. Referral is formal from all areas of the renal service or may be
opportunistic when the social worker visits the renal unit.
The social worker service provides information about support services available in the community
and assists with access and liaison to those services. This includes setting people up with travel
assistance (taxis or the National Travel Assistance programme). The social worker attends the
predialysis home visits where treatment options are discussed.
The social worker described some of the difficulties that people have when making decisions
about dialysis. Patients may have dependents who may need care if they require in-centre
haemodialysis. Sometimes whānau are not happy to have a machine in their home and may be
faced with sacrificing things that keep them spiritually well. The home visit is mostly focused on
describing treatment options (not many people have decided at that point) so there is limited time
to spend on patient’s circumstances and there is insufficient time to follow-up with patients.
Patients have reported there is a lot of information to take in at these visits.
The social worker organises family meetings which may include other agencies for inpatients or
outpatients. At the time of the project interview, the social worker was dealing with an inpatient
ready for discharge who needed to start dialysis but had no place to live. A decision had to be
made whether to continue with the procedure for the catheter under these circumstances and the
social worker was working with the council, WINZ and Housing NZ to resolve.
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The social worker also supports people and their families with end of life issues such as when
patients on dialysis become unwell e.g. have a heart attack and need to decide whether dialysis will
continue. Often this has not been talked about before.
The NRAB workforce recommendation for social workers was 1.5 FTE to 500,000 population or
1:100-200 RRT patients, this is 0.7 to 1.0 FTE for the MidCentral service. The credentialing
committee recommended increasing FTE.

Māori Health
The Whānau ora Facilitator role has been in place three years and provides support and advocacy
for Māori patients in hospital. The facilitator has a list of in-centre patients and aims to see people
every month. The facilitator makes referrals to other providers and organisations including the
Whānau ora navigator and Kaumātua group and helps patients with concerns they may have, the
facilitator has been involved in resolving a number of transport issues. The facilitator is part of the
MDT and works closely with the nurse manager. The lack of space in the unit for whānau has
been raised frequently and leaves family having to wait elsewhere during the dialysis treatment.
There are no services provided for home dialysis patients.

Psychology Service
The Massey Health Conditions Psychology service offers short to medium term psychology
services (usually six to eight sessions) to assist people diagnosed with a long-term health condition,
cope with, and adjust to, their illness. Any health professional can refer and the service is also
available to family members. Reasons for referral include depression, anger and frustration, anxiety
and multiple stresses, coping with treatment and adherence and role / responsibly changes.
A motivational training session was completed with the senior renal team last year covering how
health professionals have a conversation with patients and can enhance motivation to make
changes.
Statistics for the 12 months 1 April 2015 – 31 March 2016 were provided. There were 21 referrals
in total, 8 for donor assessment and 13 for other renal therapy. Of the latter group, four were from
primary or community organisations and nine were from MidCentral Health staff.
Two referrals were for family members (one donor assessment and one other renal) and the
remainder were for patients. Patients were young (under 60), European (7 of the 8) and only one
was from Horowhenua or Whanganui.
The other nine renal patients referred from MidCentral Health were also less than 60 years and the
majority were referred by renal nurses. Four patients were Māori and five were European.
The renal service is aware that the service is limited so referral is not routine. At times the service
has been asked to prioritise patients when the psychology service has had an increase in demand.
In terms of future opportunities for the predialysis process, psychologists have developed a
number of ways to effectively help people change their behaviour.11 Research shows that if people
make the decision themselves this increases responsiveness and confidence. People will still need
accompanying education and support.
Stages of Change Model has been used to help people understand the change process. This model demonstrates that
change is rarely easy and often requires a gradual progression of small steps toward a larger goal.
11
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Feedback from staff and stakeholders
A high proportion of the feedback was related to facilities (refer p. 47).

Growth and capacity













Appears to be growth in acute dialysis.
Increasing numbers likely for years yet with more diabetes (lag of diabetes will take 15 years to
sort) aging, improved survival (cancer, CVD), guidelines and better awareness in general
practice.
No PD call, some technical / tricky situations occur out of hours and also for haemodialysis
(between Sat evening and Mon am).
100% capacity is misleading as it doesn’t allow for acute patients. We can no longer reserve
slots for acutes or outpatients becoming sick e.g. they arrive sick at self-care and there’s no
space in the unit to accommodate them.
Constant difficulties fitting people in and juggling day by day. Hard with transport constraints
and peoples commitments/preferences.
We are managing in crisis mode, extra risk, every week we have to prioritise patients and
postpone till the next day.
Don’t want to have to reduce dialysis hours or go to twice a week.
No plan causes stress, difficult working environment, affects job satisfaction.
Not able to keep up with monthly reviews (bloods, medication, adequacy of dialysis). Need to
catch abnormal results in timely fashion.
No time to do KPIs due to crisis managing.

Modality















Physicians are key in determining modality.
The modality determines itself, patients need to choose otherwise will not be committed and
will bounce back.
Home dialysis has better outcomes and is ideal but needs more support. Need to refresh and
strengthen. Less in-centre dialysis preferred, enhance transplant and conservative pathway
(which works well).
There are many barriers to home dialysis – more older, frail and sick people, problems with
housing, problems with access, some people capable but reluctant, others lack confidence, have
needle phobia.
The high incident haemodialysis is influenced by late referrals, especially Whanganui.
A formal home first policy may help everyone come from the same perspective.
People choose home dialysis and then change their mind once in-centre.
The self-care unit is now filled with dependent patients and longer able to support self-care,
meant to be a home environment with privacy.
Patients influence each other and are influenced by family, friends and others in the community.
Important to keep home capable patients away from in-centre which has a different culture and
nurses are doing dialysis for patients.
Need to have a more proactive approach of removing barriers and instilling confidence in
people.
The various nursing roles could work better together, refer to each other, causes delays and
duplication.

Renal access


Vascular access and insertion of catheters is not timely enough. The process takes an
extraordinary amount of effort and shoulder tapping to arrange. These procedures are not
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considered high enough priority within the surgical service. Delays have resulted in patients
either requiring in-centre dialysis or last minute access has affected failure rates.
When patients have difficult with catheters and require interim haemodialysis, long waits for a
new catheter has resulted in some people getting comfortable and staying on haemodialysis.
Tenckoff procedures are often put last in the list and may be cancelled at the last minute.

Service model





Need a bigger unit plus a satellite or a bigger unit plus community support.
The service may not be large enough for a satellite, build a facility for 5 years and then use the
satellite strategy.
Training should be a separate space as in most DHBs.
Having everyone under one roof would bring advantages such as better communication and
team working. Staff could help each other, cover from breaks, learn each other’s roles provide
a more seamless service for patients. Difficult to do when facilities are separate.

Resources and infrastructure












The Change Nurse and Associate Charge positions are part of the roster. Affects the ability to
fulfil responsibilities such as coordinating the shift, quality checks, rosters, performance
appraisals.
Succession planning – the unit is always short, need to develop people for the different roles
The unit is not resourced for training.
Insufficient nurses to get enough off on annual leave.
No dedicated casuals to cover people sick or acutes in ICU/CCU.
Cars may not be available for home visits, PD nurses book out months in advance.
Lack of an IT system for monitoring and tracking, important for community patients, good
tracking prevents acute haemodialysis.
No Trendcare to evaluate staffing levels.
Inadequate computers (three PD nurses share one computer) causes inefficiencies as have to
wait to use.
PD nurses have one laptop with patient data but no portable connection to the system which
necessitates phone calls e.g. to make bookings.

Primary




Surveillance lists – Some GPs do not take action when asked to review the patient and repeat
renal function test. Is the database necessary for CKD 1-3?
Letters to GP take too long, and more than the 10 day standard.
Virtual consults are an opportunity to educate GPs.

Processes



No backflow of information from other departments about waiting times for tests and
procedures (adds to delays).
An improvement would be renal radiology meeting for collegial review.
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3.3 Workforce
Leadership and governance
Renal services is a subspecialty of internal medicine which sits structurally in the medical service
division. The Nurse Manager (NM) works in partnership with the Head of Department (HOD).
Line management for the NM is a dual arrangement and reports to the Service Manager Medical
Services for operations and the Nurse Director Medicine for nursing. The three meet together
monthly and the NM meets with the Nurse Director fortnightly. Finances are reviewed monthly in
the medical services finance meeting.
The HOD reports to the Clinical Director Medical Services, they meet bi-monthly.
The nursing structure of renal has a full-time Charge Nurse (CN) and 1.4 FTE Associate Charge
Nurses (ACNM) who are rostered across all 12 shifts to cover the shift leader position.
The service has a well-established MDT approach. A fortnightly MDT meeting is held at
Northside and membership is: nephrologists, junior doctors, NM, CN, all CNS (Long Term
Conditions, PD, Home HD, Transplant), clinic nurse, diabetes, social work, dietetics, Māori health
and palliative care.
Other team forums are:

Quality meetings (Fortnightly) – senior medical and nursing renal team.

Vascular meeting (Fortnightly) – includes review of the predialysis list. Attended by all
nephrologists, NM, CN and CNS (Long Term Conditions, PD, Home HD)

Palliative Care interface meeting – senior renal team, palliative care and hospice.
Each day starts with a meeting in the unit to discuss the priorities for the day including ward
patients. The meeting is also attended by the junior doctors, administrator, NM, CN, and CNSs.
The NM is a member of the Long Term Conditions District Group and also meets with other
managers in the Central Region six monthly to share ideas and support each other.

Credentialing recommendations
The service was credentialed last in 2015. The credentialing committee found that the service
worked collaboratively and cohesively with well-developed processes and protocols and had
excellent links with other services including primary care. They found the overwhelming problem
was facilities not in keeping with National Standards.
Recommendations included short-term measures such as opening on Sundays, making alterations
to the facility to fit more chairs and create more space between chairs, and starting patients on
home training rather than having initial treatments in the in-centre unit.
For the long term, the committee recommended a well-defined plan to outline strategies to
accommodate growth in dialysis services over the next 10 years. Recommended was looking at
other models of care, striving to have more people dialysing at home, increasing nephrologist
outpatient clinic time and resource, improving communication with surgical services (re vascular
and catheter access) and exploring insertion of PD catheters by nephrologists, increasing social
work FTE, a renal IT system and a dedicated car for staff working in the community.
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Staffing
The three nephrologists are supported by a full-time registrar and house officer who rotate three
monthly. The registrar and house officer work independently of each other and rotate monthly
between the ward and dialysis. Ad advanced trainee was a recommendation in the credentialing
report, the advantage is consistency through the year for nurses and patients and avoids the three
month learning curve. The department has had advanced trainees in the past but three years ago
decided that there was insufficient time for teaching and supervision.
The nephrologists rotate monthly through the following responsibilities: In-centre HD and
registrar clinic supervision; PD and Home HD; and Inpatients. Consultant after hours call is a 1:3
roster. Dr Walker also participates in the general medicine call roster.
An email enquiries box is managed by the HOD and consultants share prioritisation of referrals
and virtual consultations.
Table 20: Renal workforce FTE, June 2016
Position / service

Employed FTE

Budget FTE 2015/16

Nephrologists

2.4

2.6

Nurse Manager

1.0

Charge Nurse and Assistant Charge Nurses

2.4

Transplant

1.4

Peritoneal Dialysis

2.4

CNS Home Haemodialysis

1.0

CNS Long Term Conditions

1.0

Registered Nurses (haemodialysis)

16.2

Registered Nurses (clinics)

0.8

Health Care Assistants

2.6

Administration

25.0

2.8

1.5

1.5

32.7

31.9

Trends
Staffing has increased over the last 15 years as the demand for renal services has grown. Staffing
statistics were analysed over the past five years. Actual staffing levels increased 7 FTE or 24% over
the period. However budget FTE increased by only 0.7 FTE or 2%. The majority of this increase
was in the medical staffing budget (0.5 FTE).
Figure 16: Renal unit 5 year FTE trends – Actual to budget comparison

Renal Services Plan – 11 July 2016

42

3.3 CURRENT STATE – WORKFORCE

Sick leave for nurses and health care assistants increased steadily over the period; from 2.6% in
2011/12 to a high of 4.1% in 2014/15. The rate for 2015/16 up to May was 3.8% against a target
of 3.2%.
The unit does not meet the KPI for sick leave or leave entitlement in excess of two years. The
latter was 21% for May against a target of < 9.5%.

Roster and ratios – facility haemodialysis
Renal unit staffing for haemodialysis works on a 1:3 staff (RN) to patient ratio for patients
requiring in-centre dialysis and 1:6 for independent patients in the self-care facility. Staffing on the
afternoon shift in the self-care facility was increased to 1:3 last year due to the higher numbers of
dependent patients being dialysed.
The current RN roster for the dialysis units Monday to Saturday is:

Morning shift – 6 RNs (includes CN), 5 in-centre and 1 self-care

Midshift – 1 RN

Afternoon shift – 7 RNs (includes ACNM), 5 in-centre and 2 self-care
This equates to 17.1 FTE (14.4 FTE plus cover).

Comparison of roster with budget FTE
The actual roster being used (required FTE) for nursing and Health Care Assistants (HCA) was
compared to 2016/17 budget shifts and FTE. The results are shown in Table 21.
Table 21: Required FTE compared to 2016/17 budget FTE
Position / service

Required FTE

Budget FTE 2015/16

Variance

Nurses (Senior and RNs)

25.15

28.09

2.94

Health Care Assistants

2.60

3.32

0.72

27.75

31.41

3.66

There are insufficient shifts in the budget template. The shortfall of 3.66 FTE can be attributed to:

More RN shifts being used than budget (opening of the third and fourth shift at the self-care
unit (February 2013 and December 2014) plus the addition of a second RN to the afternoon
shift about August 2016.

Cover has not been allowed for some staff (HCAs and some senior nurses on the haemodialysis
roster).

Workforce standards and benchmarking
The NRAB completed work on workforce standards in 2003/04. The recommended staffing
ratios were:

Nephrologists – 1/60-90 prevalent RRT patients (depending on junior doctor workforce)

Dependent dialysis unit – 1:3

Assisted care dialysis unit – 1:4

Independent dialysis unit – 1:6

Acute haemodialysis – 1:1

Home HD training – 1:2
Using these recommendations and at current patient numbers MidCentral would need 2.5
nephrologists. The department is established at 2.4 FTE nephrologists.
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The roster in the dialysis unit uses the above recommendations except for acute dialysis and home
HD training, these services are provided within the 1:3 or 1:6 ratios. This includes dialysing
patients in ICU or CCU/HDU although where possible an extra staff member will be sourced.
For haemodialysis training in the self-care unit, an ad hoc arrangement exists whereby the nurse
manager or charge nurse assist patients to start dialysis so the nurse can spend time with patients
training. MidCentral’s 1:3 ratio includes the charge nurse.
Staffing information from renal units across the country was collected in the benchmarking. Figure
17 shows total budgeted clinical FTE (RNs, Clinical Physiologists, HCAs) per dialysis patient. This
included all non-medical clinical roles except the unit manager. Waikato is not included as FTE for
their satellites was not collected. There are small differences between DHBs in service type e.g.
Auckland does not have transplant nurse FTE included and several DHBs have water technicians.
The Northland service stands out with the highest level of resourcing – FTE for their two
satellites (Kaitaia and Bay of Islands) made up one third of their total FTE. MidCentral is at the
higher end and similar to Hawkes Bay. DHBs with a higher proportion of facility dialysis tend to
be resourced to a higher level, therefore as expected the South Island DHBs have the lowest
staffing levels.
The Benchmarking appendix provides a breakdown of all FTE by role type and facility (Table 50,
p. 118).
Figure 17: Budgeted clinical FTE per dialysis patient (2016)

Source: Benchmarking information collected Feb – April 2016. Stats NZ Population Projections 2015/16.
Includes: RNs, Clinical Physiologists, HCAs, charge roles except unit manager
Auckland – no transplant nurse FTE, Capital & Coast currently established at 3.1 FTE less than budget
South Island community outsourced FTE included, (Canterbury 4.3, Southern 3.6)
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On-call services
Table 22: Renal unit on-call services, 2016
DHB

Home
haemo

PD

Acute

Auckland

No

Yes

Yes

Home HD – separate on-call, PD – after
hours calls to renal ward

Waitemata

No

Yes

Yes

Home HD staff cover own on-call. PD
calls to renal ward

Northland

Yes

Yes

Yes

HD for Whangarei only

MidCentral

No

No

Yes

No acute call 2200 Sat –0700 Mon

Hawkes Bay

Yes

Yes

No

Counties Manukau

No

No

Yes

Capital & Coast

Yes

Yes

Yes

Waikato

Yes

Yes

Yes

Taranaki

Yes

No

No

Canterbury

Yes

Yes

Yes

Southern

Yes

Yes

Yes

Total yes

7

8

9

Not MSC satellite

1530 Fri – 0700 Mon and stat days.

The majority of DHBs provided on-call services. All DHBs provided acute on-call except Hawkes
Bay and Taranaki. For home dialysis all DHBs except the Auckland DHBs and MidCentral
provided on-call for PD and all except Counties Manukau, MidCentral and Taranaki provided oncall for home HD. Taranaki’s staff are PD and haemodialysis trained so respond to requests for
home or acute haemodialysis support. A number of DHBs reported that call was mainly phone
calls and not often used however still viewed this as a necessary service. Capital & Coast reported
that call outs for PD may involve the nurse meeting the patient at the training unit.

Structure
Charge roles are different across the renal units. These are presented in Table 51 along with ratios
of FTE per dialysis patient. Compared to other units MidCentral has more charges roles due to the
high number of associate charge positions. However all MidCentral charge nurses are counted
within the roster for the dialysis unit, most DHBs have a 1.0 FTE charge position, on the day
shift, off the roster.
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3.4 Infrastructure
Capacity
Capacity has recently been reached for facility based haemodialysis provided at the in-centre
facility and the self-care facility, the “White House” on Ruahine Street. The combined capacity
across the two facilities at the current opening hours and staffing is 88 patients. The unit has been
close to capacity since late in 2015 and has been fluctuating between 85 and 87 patients.
Utilisation needs to be less than 100% in order to treat new patients, acute presentations or
transfers from home dialysis e.g. patients having home HD or PD may need in-centre dialysis for a
period. At the beginning of April there were four such patients receiving regular dialysis: one acute
presentation, one transfer from Waikato (the plan for both these patients was PD) and two
transfers in from PD; one person had peritonitis and the other was receiving radiation therapy. It
was unknown whether these two patients would be able to return to PD.
Inpatients who develop acute renal failure also need dialysing in the unit or ICU/CCU if unstable.
Because there is often insufficient space in-centre for acute or interim patients the only options are
to use the spaces in ICU or CCU (this leaves the unit short staffed), delay until there is a space or
use the machine repair room, which is a non-clinical area for the servicing of machines and is
inadequate in the event of an emergency. The Nurse Manager report for April stated that the
machine repair room was used on Monday, Wednesday and Friday afternoons and Saturday
morning. The number of acute patients varies widely, as seen in Figure 11.
Scheduling of patient’s dialysis sessions also has to take account of patients who require isolation
(no more than one at a time), long dialysis times and travel limitations such as shuttle times.
Running the unit at 100% capacity means that juggling of times is necessary in order to maintain
an appropriate level of service and the term “ping-pong patient” has been coined to describe those
who can change times at short notice.
Increasing numbers of patients require isolation, seven of the 87 patients require isolation but
cannot be adequately isolated.

Around the country
Most DHBs are solving capacity issues by building larger facilities, however all are working hard
on increasing or maintaining their home dialysis services. Because numbers are growing many
DHBs are still close to capacity after expansion and struggle to provide services when demand
increases such as catering for acute and interim patients. Holiday dialysis is no longer offered by
most DHBs although the occasional treatment for events like funerals may be catered for.
Waikato’s van can be used for holiday requests. Waitemata, Counties Manukau and Capital and
Coast all have room for some growth in their satellites. Waikato’s satellites are full and Northland’s
will be when the last shift opens at Kaitaia soon.
Auckland is over capacity in their main units and is unable to staff their last six spaces at Grafton
so patients are being held in predialysis. Northland also has unstaffed space. The Auckland DHBs
have the flexibility of being able to outsource services to a private provider, Counties Manukau did
this for 30 patients per week before their Mangere satellite opened in April this year. Their
previously used six station prehab is undergoing refurbishment and will also be available for the
future and they have plans to expand the community housing scheme (unstaffed houses).
Auckland is looking at extending their overnight dialysis, currently provided for eight patients in
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their acute unit. Evening shifts are also used by the Auckland DHB group to expand capacity
when needed.
Taranaki is the only DHB where facility dialysis has declined. Three years ago following an
increase in home dialysis, shifts were dropped from two to one daily with a saving of 3.0 FTE.
This occurred after a change in leadership, the introduction of dedicated staffing for training and a
facility refurbishment to create a home training room.
Facilities
There are significant issues with the size and design of the in-hospital and the self-care facility.
Since the year 2000, the number of dialysis stations has almost doubled in the in-centre facility by
the progressive transfer of functions and people to other areas. However it is still too small for the
expanded service and treatment spaces are much less than national standards. Dialysis stations
have been doubled up for the plumbing provided leading to significant infection risks and lack of
privacy with patients treatment areas overlapping. Stations have been fitted into rooms not
designed for dialysis, where patients cannot be seen from the nursing station and where there is
inadequate room when emergencies occur.
Waiting in a corridor, exclusion of family/carers from the unit and lack of privacy were major
concerns for patients. The procedure room is used for family meetings, the clinic room is not large
enough for MDT clinics and MDT meetings are held at Northside.
The self-care facility on Ruahine Street is on a yearly lease and is in need of refurbishment
including basins in clinical areas, call bell system, extra storage, second pump and water tank and
replacement flooring. The PD room is too cramped for three staff and the procedure room is too
small with no bed, flushing of lines has to be done in-centre as patients need to lie flat. Patients
and staff found the summer temperatures very uncomfortable and there were multiple patient
complaints. The home training area is not dedicated which affects home training numbers.
The majority of staff feedback in the project was centred on the facilities and the difficulties
providing services in such cramped quarters including during emergency situations (emergency
equipment is hard to access) and staff injuries. Staff were particularly concerned about the capacity
issues, clinical risk and the impact for patients.
Haemodialysis treatment bays take up about 87 m2 (22%) of the 403 m2 in-centre renal unit floor
space. This is approximately 60% of the requirements identified in the Australasian Facility
Guidelines (Table 23). The majority of treatment bays are between 5 – 6 m2 compared to the 9m2
guideline.
Table 23: Facility requirements vs existing for haemodialysis treatment area
Health Facility Guidelines
Space

#

m2

Total m2

Current m2

Treatment Bays

13

9

117

87

Basins

3

1

3

Isolation Rooms

2

12

24

Personal Protective Equipment Bay

1

2

2

Ensuite for isolation rooms

2

5

10

Total
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MidCentral’s renal unit was one of the first to be built around the year 2000. Most DHBs have had
facility builds or partial upgrades since 2009. Exceptions are MidCentral and the South Island
DHBs with facilities 15 – 20 years old.
In summary, the service has outgrown the facilities which are inadequate for current and future
service provision.
Transport
Information provided by the DHB transport person was that taxi costs for MidCentral are $8,000
– $10,000 per month and most of this is for renal patients. A fixed price contract is being explored
with the taxi company. Cost information from the National Travel Assistance programme and
mileage payments for shuttles was not available as the data is not captured by service type.
Two fifths of patients travel by shuttle.
Table 24: Patients travelling by shuttle
# Patients using
shuttle

%

Horowhenua

11

58%

Manawatu

9

82%

Palmerston North

0

0%

Tararua

8

73%

Whanganui

8

47%

Total

36

41%

Information systems
Renal patients are intensively monitored including monthly blood results which require review and
trending. The journey is a complicated one which involves different departments and there is a
need to monitor patient’s progress e.g. referral for tests and procedures and the timeframes for
this (transplant work up and renal access have multiple steps).
Currently this tracking occurs manually with spreadsheets or hard copy forms. Across New
Zealand, six of the 11 renal services have renal specific IT systems and all who don’t have
identified this as a shortcoming (Table 25).
In mid-2015 a nephrologist from Taranaki DHB visited MidCentral and demonstrated their IT
system to renal unit staff. The NM and nephrologists met with information system staff (Provider
Liaison and Solutions Architect) twice and there was some work on assessing whether this system
was appropriate for MidCentral. Other systems were also explored.
A renal IT system has not been progressed due to differing views about the status. The renal
service is waiting on Information Systems to prioritise the work while the view of the Information
Systems department is that the renal service decided that the Taranaki programme was not fit for
purpose.
The current status is that a project to progress a renal IT system has not been initiated and sits
outside the Information Systems Strategic Plan. Implementation of a renal IT system requires a
formal process and in late May 2016 the Manager Knowledge and Information undertook to
contact the Service Manager Medical Services to initiate this.
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The lack of an IT system to collate clinical information and track patients through their journey
has been identified as a significant gap.
Table 25: Renal IT systems
DHB

IT
system

Comment

Auckland

Yes

No integrated renal IT system but have a database which can see
the patient’s pathway, new patients and medication etc. Blood test
results are manually copied to the database. A separate excel file
records all CVC (central venous catheters) data

Waitemata

Yes

Renal database that was built by the WDHB IT team and is
Soprano based. Able to see Allied Health and District Nurse notes
at the same time as renal notes.

Northland

Nil

Electronic and specific renal system needed

MidCentral

Nil

Spreadsheets or hard copy used for monthly reviews and to track
patients

Hawkes Bay

Nil

Spreadsheets used for monthly reviews

Counties Manukau

Yes

Clinical Vision. It gives all of the clinical information and clinical
notes as well as giving reports on modality and number of
treatments. It interfaces directly with the dialysis machines

Capital & Coast

Yes

NOPIS (Nephrology Operational Patient Information System).
Upgraded to the current web based system in 2014.
Used for all documentation for RRT patients. Prescriptions are
generated, prints out treatment sheets for each dialysis treatment
with prescription. No paper notes kept for patient treatment.

Waikato

Nil

On risk plan, Use spreadsheets to track patients and monthly
blood results. Nurses responsibility.

Yes

Renal Reality – Patient Management System developed locally.
Working on an app for smart phones, pts will be able to see their
care plan. One stop shop for clinical info specific to renal and
provides good statistics in real time. CKD 4 onwards on the
system, shows clinical trends, identifies RRT changes, those not
for dialysis, access type, those on transplant list. Pulls info from
hospital system (e.g. lab results). Write prescriptions within system
and care notes. Can access system off campus and overseas.
In process of getting staff to use system for everything, still using
paper notes. Not tracking patient episodes / referrals yet.

Canterbury

Yes

Nephron database called Proton. Provides comprehensive patient
information. System old, 1 FTE IT person employed by nephron
maintains it. Provides all info for ANZDATA. Referrals can be
made to pre dialysis educator, vascular access, etc. and updates a
patient pathway so you can see status.

Southern

Nil

Paper records, lots pf spreadsheets, considering Canterbury’s
Proton but is an aged system.

Total yes

6

Taranaki
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3.5 Financial
Analysis of renal unit revenue and expenditure over the last 5 years shows that DHB investment
has increased by $2 million which is an average of 6% per year. Expenditure has increased at the
slightly lower rate of 4% per year (refer Table 45, p. 110). If the DHB were to continue investment
at the same rate, nearly $12 million annually would be required to fund the renal unit in 6 years, an
increase of nearly 50%.
Figure 18: DHB investment – Actual and projected revenue (6% annual growth)

Volumes and funding trends by purchase unit are shown in the data appendix (p. 109), funding has
increased 38% over the period. The breakdown of the forecast $8.3M funding for 2015/16 was:

Inpatients – 12%

Outpatient clinics – 7%

Dialysis – 81%
The economics of home dialysis is clear as shown in the following analysis. Facility dialysis makes
up a higher proportion of the funding compared to volume (Table 26).
Table 26: Dialysis numbers (May 2016) compared to funding, 2015/16
# patients

% patients

$ Funding1

% funding

Facility Haemodialysis

87

60%

$4,976,461

74.4%

Home based Haemodialysis

23

16%

$890,114

13.3%

Peritoneal dialysis

34

24%

$825,062

12.3%

144

100%

$6,691,637

100%

Purchase Unit

Note 1 – Extrapolated from 1 July 2015 – 30 May 2016

The purchase price for home HD is half the cost of in-centre dialysis and PD two fifths (Table
27).
Table 27: Funding for dialysis (2015/16)
Purchase Unit

Unit

Price (2016)

Annual funding
per patient

% of Incentre HD

In-centre Haemodialysis

Treatment

$396.87

$61,912

100%

In-centre self-managed dialysis

Treatment

$286.86

$44,750

72%

Home based Haemodialysis

Month

$2,605.27

$31,263

50%

Peritoneal dialysis

Month

$2,122.27

$25,467

41%

Treatments are multiplied by 156 and months are multiplied by 12
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Table 28 shows the possible annual savings if there were more people having home dialysis. The
below table uses current patient numbers and 60%/40% as the new home/facility split (this
compares to the current 40%/60% home/facility split. Funding required would be about $900k
less per year.
Table 28: Comparison of funding at between current modality proportions and new proportions
Annual funding
per patient
(2015/16)1

Current %
(facility/home
60/40)

Value at
current %

New %
(facility/home
40/60)

Value at new %

In-centre
Haemodialysis

$61,912

48%

$4,309,022

32%

$2,852,870

In-centre selfmanaged dialysis

$44,750

12%

$778,643

8%

$515,515

Home based
Haemodialysis

$31,263

16%

$719,055

24%

$1,080,459

Peritoneal dialysis

$25,467

24%

$865,885

36%

$1,320,221

100%

$6,672,606

100%

$5,769,065

Variance between funding at current modality proportions and new proportions

($903,541)

Note 1: The value is calculated using the annual funding per patient in the preceding table. The value at current % is very close to the
actual forecast funding for dialysis.

Inter-district flows
DHBs are responsible for funding services for its resident population. A system of inter-district
flows (IDFs) manages the reimbursements between the DHBs.
MidCentral DHB provides a high volume of renal services for other DHBs which must be paid
for by those DHBs. Figure 19 shows the trend in IDF inflows, the proportion declined from 25 –
26% at the beginning of the period to 22% for 2014/15. Whanganui DHB comprise 99% of the
total IDF inflow value and volume. Over the last three financial years the value of services
provided to the Whanganui population ranged between $1.5-1.7 M. The forecast for Whanganui
IDFs for the current year (2015/16 YTD Feb) is $1.8 M.
Figure 19: Renal services by resident DHB

MidCentral DHB purchases a small volume of renal services from other DHBs, just under $300k
per year (Table 46). Auckland and Capital & Coast DHBs are the main providers of services
purchased elsewhere comprising over 95% of the value of all outflows, mainly for inpatient
services.
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4. Quality indicators
Chapter Summary
 There are multiple indicators that can be used to assess the performance of a renal service.
The New Zealand Dialysis Standards and Audit have been produced under the auspices of
the NRAB and publish a yearly report against many of the standards. This includes staffing
qualifications, frequency and duration of haemodialysis, renal access and peritonitis rates.
Other health sector targets also reflect performance such as the More Heart and Diabetes
Checks.
 In general, the MidCentral service performs well against the clinical indicators monitored
by the NRAB.
 This chapter provides a summary of a small number of indicators related to renal service
provision that require improvement.

Health target – More Heart and Diabetes Checks
The health target More Heart and Diabetes Checks monitors the proportion of the eligible
population who have had the blood tests for CVD risk assessment (including the blood tests to
screen for diabetes) in the preceding five year period.
The standard is for CKD tests to be part of the CVD and diabetes screening programme.
Although this is not audited, the expectation is that this is occurring. Whanganui DHB is doing
particularly well against this health target and has almost reached the 90% target for people of
Māori ethnicity. MidCentral DHB is above target for ‘other’ ethnicity but has levelled off below
85% for people of Māori ethnicity.
Figure 20: More heart and diabetes checks –
MidCentral DHB

Figure 21: More heart and diabetes checks –
Whanganui DHBCVD Target Whanganui

Coding of CKD is patchy in primary care (Figure 30, p.101). It is unknown whether this reflects
identification of CKD or is due to inconsistencies in the codes. Central PHO have initiated a
project to standardise coding.

Specialist assessment
Prioritisation: Any referrals with missing information are sent back to the GP. Feedback is that
this practice leads to delays in receiving advice and that these gaps in information are usually minor
and unnecessary for the provision of specialist advice to be given. The referrals are shared out
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between consultants who take them away to prioritise. A virtual assessment is undertaken when
the consultant does not think a clinic appointment is necessary.
The standard is 10 days for prioritisation however this in not achieved and some referrals take
about a month e.g. some referrals that left the department in late April were returned in early June.
Timeframe: Almost all referrals are prioritised as semi-urgent (89%). The average days waiting for
nephrologist assessment in 2015/16 trended upwards and was:

Urgent – 34 days (16 patients)

Semi-urgent – 47 days (131 patients)

Routine – 45 days (1 patient)
Figure 22: Waiting time for semi-urgent nephrologist assessment, 2015/16

The data was almost a full year, 1 July 2015 – 20 June 2016

Referral for renal replacement therapy
The 2016 Access to Renal Replacement Programmes Guidelines states that “early referral of
patients with progressive kidney disease from primary care providers to renal departments is
desirable as it enables timely evaluation for RRT, including discussion with the patients and their
family/whānau about treatment.” Timely referral has many benefits including reduced rates of
ESKD, decreased hospitalisations, decreased morbidity and mortality and increased likelihood of
transplantation. Late referrals can reflect management of CKD in primary care, problems may be
related to patient engagement with primary care or general practice processes.
Figure 23 shows the trend in the rate of late referrals which have ranged from a low of 10% to a
high of 31% over the past 5 years. MidCentral clinicians are concerned about the level of late
referrals as this is known to lead to patients ‘crashing’ onto dialysis and poorer outcomes for
patients, a number of late referrals are viewed as avoidable. These patients will typically start
dialysis on haemodialysis with a central venous catheter (CVC) as there is insufficient time to
organise permanent access which is the best practice standard (vascular access for haemodialysis or
a catheter for PD). CVCs have the complication of blood stream infections leading to increased
morbidity, mortality and hospitalisations.
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Figure 23: Specialist assessment before dialysis start

The majority of patients starting haemodialysis do not have permanent vascular access as shown in
the following graphs. MidCentral is doing well compared to other DHBs, however all are
significantly below the standard of 80% when late referrals are excluded.
Figure 24: Proportion of patients
haemodialysis with AV access

starting

Figure 25: Proportion of patients starting
haemodialysis with AV access (excl late referrals)

Starting people on the appropriate modality requires timely and appropriate access via either a
catheter for PD or an arterio-venous fistula (A-VF) for haemodialysis.

Renal access
KPIs kept by the predialysis CNS show that the average waiting time for vascular access or a
catheter was four and a half months for the 2015 calendar year. The waiting time for PD catheters
in 2014 was shorter at three months. This area is a significant area of concern for the service and
has also been covered in the current state section of this document.
Surgical services report problems with delays at the referral end and also relayed examples of
patients cancelling their procedures and some not presenting for their procedures on the day, this
is despite transport being organised.
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It is important that the overall timeframe is improved. The waiting time does not meet the NRAB
audit standard of 2 months from date of referral.

Incident (starting) modality
After transplantation, home dialysis provides the best outcomes, survival and quality of life. The
NRAB access guidelines support this.
Between 2010 and 2014 almost two thirds of New Zealanders with ESKD started treatment with
facility dialysis (64.2%). MidCentral had the highest proportion of incident facility dialysis in the
country. The starting modality is correlated to prevalent modality; those DHBs with the highest
proportion of people starting on facility haemodialysis have the highest proportion people being
treated overall with facility haemodialysis. There are multiple factors which contribute to high
facility incident rates including patient’s health and social circumstances, predialysis processes and
modality choice, renal access issues and late referrals.
Figure 26: Starting modality (average 2010-2014)
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5. Consumer feedback
Chapter summary
This section presents the views of renal patients about the renal service – their issues and suggested
improvements.
 The views represent those that participated in the project via interviews, sent emails/letters, attended
a Kidney Health Support Group meeting or completed the Whanganui survey (2014).
 Patients commented on a wide range of matters including treatment options, facility and capacity
issues, the in-centre environment, involvement of family/carers, communication and processes and
home dialysis.
 The feedback is frank and uses patients own words to explain their perspectives and some of the
difficulties they face. The section finishes with Anita’s story, the view of someone who has been a
patient in the renal service for over 30 years.
 Patients providing feedback in the project wanted the facility problems rectified, satellite facilities in
the outlying areas, better communication and processes, to be listened to and have more
involvement in their care (together with family/carers), a culture that encourages self-responsibility
and a higher level of support especially when dialysing at home.

The source of consumer feedback was interviews with six renal patients having dialysis (facility and
home), emails or letters from seven patients having in-centre dialysis and feedback from seven
other individuals that attended a KHNZ support group meeting in Palmerston North or gave
feedback to the chair afterwards. A survey of Whanganui patients undertaken in 2014 (12 patients:
seven in-centre and five at home) was also reviewed.
Feedback was representative of the district and dialysis modalities. The ethnicity of those
interviewed was half Māori and half Other and for letters or emails was Māori two, Other two,
Pacific one and unknown two. The discussions covered experience with dialysis, treatment
options, renal unit capacity issues, home dialysis, and issues and suggestions for improvement. The
subject of the letters and emails was largely to suggest satellite units and/or to describe problems
with the facilities or patient schedules.
Patients described dialysis as being their life with everything else needing to fit around it. Patients
realise that without it they will die and this can make it difficult for them to give feedback about
the service, in case it affects the way they are treated.

Treatment option
The period when patients realised they would need dialysis was described as being very difficult, “I
didn’t want to know,” “I was in shock,” “retaliated when told.” Patients were often feeling the
effects of their renal failure including extreme tiredness, “I was faking life, had to rest to get tea
ready.”
Patients described the key factors that led to their decision on treatment option.
When I went onto dialysis the unit consisted of two training houses for HD and PD and only the very sick or blind
people were in-centre. The best advice I got at the time was from a lady on dialysis from Nelson who told me all about the
bags. [PD patient]

I was told I had to start off on haemodialysis and had the fistula 12 months before starting. I had no interest
in home HD in the beginning. They were pushy, I told them not to come again. What they said went out the
window, I didn’t want to be here. [Home HD patient]
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PD was presented as more of a terminal thing and had some restrictions. I was unsure what to do, I asked a
Dr friend in Australia, he strongly recommended home HD saying it was important not to become reliant on
the in-centre delivery. Due to the position of my fistula, my husband would need to cannulate. I need to get
confident first to engender that confidence in my family. I go home and talk about issues and traumatic goings
on, that makes them fearful. [In-centre HD patient]
Got told going home and that’s it. Didn’t get options, probably a good thing. [Home HD patient]
Was working at the time and doing sports, decided on machine, not one to try various things. Did consider PD
but its 4 x a day, 7 days a week and you have to be very careful, lots of people I know once they get infected
they are on the machine. Lots of fluid, would have been twice the size. I was being encouraged to go home, I live
on my own, no way I’d bring the machine home without a nurse. [In-centre HD patient]

Facility haemodialysis
Many patients having haemodialysis feel unwell and find it physically draining. This is especially
true for those who travel. Patients get picked up at early as 5.45 am (Dannevirke) and just after 6
am from Whanganui and get home mid-afternoon. Days were described as long and tiring, one
patient from Whanganui said dialysis left her feeling “dehydrated, extremely tired and very cold,
something I haven’t been able to overcome.” Some patients spend the next day recovering.
Patients travelling by shuttle often had long waits after arriving and those from Dannevirke,
Whanganui and Levin gave feedback that they wanted dialysis facilities closer to home. Palmerston
North and Manawatu patients also commented about the difficulties that their fellow patients
experienced when travelling for dialysis.
Long day. Go there and sit around waiting, waiting, waiting. Over the road works better, depends who’s on.
Patients described the renal unit as a scary place with flashing lights and beeps. They relayed
experiences such as people collapsing, fistulas “blowing out,” seeing very sick patients on
stretchers with a range of issues including heart disease and gangrene.
The nurse got very flustered when there was no BP reading, she assumed it was a clot and then told the patient
to start running. It was horrific, he was sitting in bed and flapping his legs.
You have to look after yourself, have had blackouts, cramp and low BP, very painful. All the nurses know
what to do.
One nurse said keep your arm straight or you will die.
They frighten you half to death, don’t talk in layman’s English, going to do arterial pressure, shall we flush her
back? Don’t know what that means.
These perceptions can change over time. One patient described how she had got to the point of
managing her fears and was thinking of progressing forward and going home, “Its not going away,
if I don’t manage it, it’ll manage me.”

Capacity issues
Patients have noticed that the unit appears under pressure and some complained that their dialysis
schedules and locations were changed to inconvenient times or at late notice. One said that she
had to change her schedule to accommodate a patient travelling by shuttle which impacted on her
teaching at the local Kohanga Reo. The term ‘ping pong patient’ has been coined to describe local
patients willing to be flexible with their times. Whanganui patients were of the view that
Palmerston North people got preferential treatment and Palmerston North people thought they
had to fit around the needs of Whanganui patients (due to shuttle times).
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Haven’t had a month of treatments at a set time, home life subservient to hospital needs. I don’t complain as I
can see they are under great pressure, their hands are tied to manoeuvre shuttle patients and ward patients.
[Three shifts] It works but it’s a fine balance to manage especially if morning shift patients arrive late.
The 1st needle was out and I had to hop off holding gauze … they needed to clean the chair and get ready for
the 5pm person. Had to wait 25 mins holding the 2nd needle as all staff busy or away at tea.
Several patients said it was important to understand why people are remaining in the unit and are
so willing to hand over their care. Sometimes it could be about the person e.g. attitudes that nurses
should be doing dialysis, but they suggest the culture of the unit could do more to support selfresponsibility. Processes at the unit are very tightly controlled starting from arrival where patients
wait outside the locked door in a corridor which is the waiting room.
They give you a time to come and then don’t let you in or say why. They get brassed off if you buzz again.
When you’re inside you can see what’s happening, hear nurses say “No they can wait.”
Feel like you’re 5 years old waiting outside the headmasters office.
When a TV remote was stolen they were removed so people had to ask for them. Shouldn’t have to ask nurses
to change the channel.
Some patients not taking self-responsibility, they are capable of lining the machine but expect the nurse to do it.
There are some dialysing in there that could be at home.
Some patients think dialysis is the nurse’s role e.g. “They expect us to do part of their job such as
setting up the machines.”

Facility and equipment
Facility problems described in the in-centre unit were: not enough space to do dialysis, no waiting
room inside the unit, no room for family/support people, side rooms out of nurse’s vision and
lack of privacy. Several patients thought the White House should go, it was described as grotty, a
dump, with no air conditioning and having boxes stacked to the ceiling in the main area. Others
commented that the atmosphere was better at the White House. Several patients thought the
dialysis chairs needed replacing as they do not fit some people and are not repaired when broken.
The nurse cannot get between the wall and the chair to cannulate me. The nurse has to lean over and risk
straining her back. I have to turn nearly on my side.
Very wrong to have a passage as a waiting area, a lot of people are not feeling very well. Should have one inside
the unit with loo, TV etc. for patients and support people.
The waiting area for patients is 3 wooden chairs by the entrance against the wall. The table and chairs by
reception is for staff. [White House]
The current unit is far too small to cater for us, the new patients and not to mention the home trained patients
if their machines breakdown or they become unwell
There is a constant juggle of this gear around each patient to enable staff to move around while doing their job
… I would see everyone being treated in two person spaces – this affords patients some privacy and would also
cut down on noise and other distractions
I cannot use the arm rests unless I hold my arms out at 90 degrees which with arthritis in my shoulders is
impossible. This means I require a bed which then impacts on space and availability with my appointments.
The nurses shouldn’t have to work in these conditions but do because they are caring and know if we don’t
dialyse……. We die

Renal Services Plan – 11 July 2016

58

5. CONSUMER FEEDBACK

Family / carer involvement
Although there are a few exceptions, family and support people are largely excluded from the unit.
While patients understood the space constraints, they suggested that carers needed to be involved
more and afforded more respect. They are going through the same journey as their partner/family
member, their lives are often on hold and this is not acknowledged. Patients have different issues
about carers not being there (could be memory or language issues). In some cases it was felt that
lack of involvement of partners affected their understanding and ability to be supportive.
Have seen carers/family members not allowed to sit with patients, one carer was told they weren’t allowed in as
they had helped other patients.
Husband would come to begin with, would kick him out, how was he to learn?
Not a spectators place, wouldn’t want husband or others there.
We’re sick, scared, vulnerable and need family and friends around us.

Communication and processes
Patients described communication issues including no orientation when starting dialysis, not being
told how long they have to wait upon arrival and not being informed of things before they
happened. One patient arrived for dialysis to be told they were off to theatre to repair a damaged
fistula and another was informed on arrival that they would having blood. In the latter case, once
the patient asked whether several things had been considered (antibiotics and missed medication),
the order for blood was cancelled.
When you start at the unit you don’t know the rules and find out what you do wrong as you go.
Patients need to know what to bring (food, blanket, tablet etc), side effects (bruising, cramping, breathlessness,
nausea etc), free internet, lead nurse, dietician visits, monthly bloods (and adding other blood requests), travel
options, parking, and so on. I found all this out by asking other patients but I would have found a brochure
welcome.
Used to be able to get into White House earlier and now it’s locked. They just do it, they don’t tell you what’s
happening.
Some patients felt that their knowledge about themselves and their condition isn’t acknowledged.
Nurses may not read their files or look at the prescription and may be reluctant to listen to patients
if things are not correct, e.g. when a diabetic patient noticed that heparin was incorrectly about to
be given.
Multiple patients arriving at the same time was highlighted as an issue as a nurse can only do one
patient at a time. The suggestion was that a rolling allocation to hook patients on and off would be
more efficient and save patient frustration.
Patients commented on recent improvements to processes. The change in shuttle times for
Whanganui patients from the afternoon to the morning was a welcome change for these patients.
Previously they arrived about 1 pm and had to wait up to two hours in the corridor. Weighing the
large group of afternoon patients in the corridor had decreased congestion in the main room and
the addition of a white board with patient location and nurse was another improvement
mentioned by several.
One patient said their biggest gripe was the long delay in communication from the hospital to
reach the GP – up to six weeks.
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A patient who didn’t qualify for transplant was not happy to receive the news in the corridor and
thought things should have been explained more fully. In writing is better as renal patients can
suffer from memory problems. Some patients receive better information than others about the
processes connected to receiving a transplant e.g. travel and having the necessary phone numbers.
Getting help to communicate with the donor family had also been a difficulty.
Need liaison person who is able to support patients, education available for patients and their whānau and a
suggestion box for further recommendations.

Patient care
Some complimented doctors and nurses about the standard of care they received using words such
as dedicated, compassionate, work as a team and appreciated being kept up to date with
information to help understand their condition. The peritoneal nurses were described as
knowledgeable, caring and supportive. Patients appreciated the service provided by St Johns,
Spotless staff and Gambro technicians. Several patients were concerned that there were not
enough nurses.
Other patients were not happy with the approach of staff and suggested they needed to
acknowledge patients and treat them with more empathy. Some nurses were described as more
ready to help patients than others e.g. initiating conversations about diet and care or helping
patients to resolve issues. Also mentioned were language difficulties, training issues and staff that
had difficulty working autonomously. The importance of experienced staff was fully appreciated
by patients, several linked problems with fistulas and their longevity with nurse expertise, one
person was on a third fistula in 18 months.
The nurses have a passion for their job and I saw them work as a team. Secondary opinions would be sought
when necessary and they would cover each other for breaks.
What’s the point of nurses on contract? The training is wasted. They know basics but not enough. There
wasn’t enough heparin in the machine and kept clotting. Raised this fives time and was ignored. Was worried,
wondering what was going on, very scary situation.
I have a hard problem with needles, to have someone there that is an expert when we are ready is good.
They tell you off rather than working with you, it’s like a stockyard, in and out, not a good environment.

Home dialysis
For some patients, the waiting and travelling was the trigger to going home.
That’s why I came out of the unit. Everything can be changed to suit yourself, a lot of them don’t realise this.
Its 110% better, you do it when you want, in your own home, with your family.
Several patients described not being ready to go home at the beginning, despite being pushed to
do so. The main reason given was not feeling confident. Giving people the opportunity to see a
dialysis set up in the home would help with people’s confidence and give a better understanding of
the benefits, it’s important not to put people off. One patient didn’t want the machine in the
house so it was installed in a caravan.
Having one nurse to teach patients was seen as an advantage as “you get confused, they all have
their own ways” and they advocated for dedicated space and staff for home training.
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Patients wanted the level of support for home to be increased and questioned whether one nurse
for home HD is enough given the size of the area. The new resource nurse position in Whanganui
was described as working very well, the nurse is easily contactable and good at explaining things.
The additional costs of power and heating was seen as an unfair burden compared to in-centre
patients. Travelling is very difficult as holiday dialysis is no longer provided by many units, one
patient said visits to family had to be restricted to between dialysis sessions.
Doctors and nurses try hard but don’t understand what it’s like to be on dialysis so it is difficult for them to
instil the confidence that people need in order to manage their own care at home. Māori listen to own people.
More people would be at home if they had opportunity to talk to people who are successfully doing dialysis at
home.
Have heard people say they don’t want that thing in their home and being worried how it will fit with family. I
had young grandchildren, it was never an issue.
Took me 12 months to learn properly, can use either machine. Need consistency. Got used to one nurse and
then the nurse changed.
You don’t get a cell phone number. When you ring PN you only get the home haemo nurse once out of 5 times.
The staff you end up talking to are hard to understand.
To have my concerns answered can take up to 3 days for a satisfactory reply. In the unit, PN nurses have
back-up, I have none.
Always running out of supplies, if they think you have a few too many of something, they chop them off. Get
sick of chasing up.
If go to ED they never know what to do with us.
An improvement suggested was to reinstate call and one patient gave an example of a recent
problem after presenting to ED at 7 pm with symptoms of peritonitis. The patient was not
assessed until the early hours of the next morning, by which time the pain had increased
significantly. The concern expressed by the patient (besides the discomfort) was that peritonitis
can take hold very quickly so early treatment is vital to protect the peritoneum and remain on PD.
This patient arrived home at 4 am with the antibiotics and commented that there was better
support when living in another DHB district.

Primary care
It is not always clear to patients where to get help and some patients felt that no one wanted to
deal with them or take responsibility. This caused frustration and delays with care. Patients are told
to go to the GP but the GP often has to contact renal before making any changes (e.g.
medication). Patients thought that in-centre patients had better access to help than home patients
when issues arose.
One patient believed that advice to see the GP when issues arose after transplant led to a delay in
treatment and caused the transplant to fail.
Patients advocated for better communication between specialist and GP. One patient described
multiple instances of the GP appearing to have no knowledge of events that had occurred
including fistula formation and a transplant.
When the nurse took me to the procedure room, it is very questionable if anything was on my file as she asked
me “had the wound been self- inflicted”
In this latter example the remainder of the sutures were removed a year later.
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From pillar to post
A home HD patient with a catheter woke up in the morning with neck pain and phoned the renal unit
straight away due to concerns there may be an infection. The advice was to go to ED or the GP.
The patient did not expect the GP would be able to help but tried to schedule an appointment. No
appointments were available so the patient decided to wait to see if the pain got worse. The patient
presented to ED at 6 pm and after waiting an hour for triage was told to go to the renal unit as ED staff
did not like to touch that type of catheter.
The renal unit sent the patient back to ED saying renal doctors were no longer available and the person
should have come to the unit during the day.
The patient was seen in ED about 11 pm and was immediately admitted to hospital with an obvious
infection. The hospitalisation lasted two weeks and required removal of the catheter. The patient does
not understand why nurses are not allowed to touch the catheter, they are able to manage it fine at home.
The same occurs when receiving blood or iron in the transit lounge.

Outpatient reviews
Travelling a long way for clinic visits was an issue raised, if travelling by shuttle, the majority of the
day could be taken up for a very short clinic visit.
A patient who had his appointment with a nephrologist changed to a registrar appointment was
unhappy about this and wanted to know who decided this. A number of patients commented that
a yearly review was not adequate [home and transplant patients].
The lack of specialty review for in-centre patients was criticised by several. One patient said they
had received no review in three years and were told they didn’t need to see a doctor. In general
patients were seen by junior doctors. They could request to see the specialist but did not deem this
a proper review as it would typically be short and issue based and there was no privacy. There are
no curtains at the White House.

Other
Patients felt that the Privacy Act is being over used as a reason for not being able to give new
patients support or even knowing when something has happened to a patient, “You dialyse with
someone for years and they don’t even tell you they’ve died.” Some patients may not be receiving
dialysis that need it. People are scared and it might help if they could talk to patients already having
dialysis, however privacy rules prevent people being identified.
There’s a couple of people here at the moment that I’m pretty sure would have chosen to go on dialysis if I’d got
to them and told them there’s nothing to be frightened of. [Whanganui patient]
The education session last year was good, the one in January was cancelled. Wanted something
more positive rather than all the other negatives.
You will do dialysis better if you keep healthy. Needs to be more emphasis on physical fitness,
bring up nutrition quite a bit but not keeping fit and exercising, most are walking around like
cripples.
Patients described their illness as terminal like cancer but the poor relation in terms of receiving
support. More access to psychology/counselling and physical help in the home would be
appreciated. Coping with the diagnosis was a difficult time for people and some struggled with
responsibilities such as work, family and the house with low energy levels. Partners needed to be
offered counselling support as well.
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Anita’s story
I started dialysis 32 years ago at the age of 23. I had Medullary Cystic Disease and so did two of my
siblings. I’ve had two transplants which lasted for 16 years overall and have been on peritoneal dialysis
(PD or the bags) for the last 14 years. The bags have given me flexibility. There are different types of
freedom but I can choose when to do it and I can do it in my own home. I worked for over 30 years
and travelled overseas. I’m still involved in stage and amateur theatre. I fitted dialysis into my life.
The last few years have been more difficult, I have long term effects of dialysis and transplant including
permanent nerve damage in my feet, osteoarthritis in the hips, nerve damage in the right shoulder and
hand, and damage to my knees resulting in pain 24/7.
Last year I had haemodialysis in the renal unit while I was waiting for a new catheter following a bout
of peritonitis. Haemodialysis was harder on my body, the pain in my hips and shoulders was horrendous
and I had to take Tramadol to cope with sitting in the chair. I waited 3 months for a surgeon appointment
only to be told that the Ministry of Health protocol was 6 months but I may have to wait up to a year
for the procedure. I wondered what physical mess I would end up in, as well as the joint pain I was also
having problems with fluid in my feet and legs which were swollen and hurting. I arranged to meet with
the Nurse Manager and she managed to get me booked in and I had the procedure 5 weeks after seeing
the surgeon. I feel better now I’m back on PD so have been able to reduce the Tramadol.
When I had the catheter procedure I read on the discharge summary that I could have cirrhosis of the
liver. No one had spoken to me about this on discharge. A doctor later told me that I needed an
ultrasound to check all was ok. I had to follow up on this three times, it hadn’t been written down in
the notes by the junior doctor who had seen me at the White House. This would have been missed if I
hadn’t follow-up.
Anita is chair of the local kidney support group and takes every opportunity to educate people on both
forms on dialysis. She says the average person is not aware there are two methods and medical staff
think that you go on the bags for a short time only. The nurses were curious why I wanted to go back
on the bags, I told them that both methods were a viable option of dialysis, one wasn’t better than the
other, it should be up to the patient to choose what fits into their lifestyle.
I think it’s important that staff talking to people about their treatment options know about both
methods. One visit isn’t enough, there’s too much to take in. A patient already having dialysis needs to
be involved, people need to know about how it can fit into their lives; interests, work, relationships and
sex life. If they’re able to have PD they should see a bag exchange so they can understand how easy it
is. Patients may be feeling angry and not know how to articulate this, they need time.
I was asked to talk to new patients about being on dialysis but due to changes in the Privacy Act haven’t
been asked for over a year or so. Support for home dialysis is important too, there used to be a 24/7
call system for PD but now you have to go to ED, they don’t always follow the protocol. Sometimes
following a possible contamination in the procedure a quick phone can verify that you’ve done it right.
There’s only one person for home HD support and patients sometimes have difficulty getting hold of
her. For a patient to be confident in doing dialysis at home you need to be able to contact someone
24/7 so dialysis can fit into your lifestyle, this may be overnight.
I am not always listened to regarding my care. A doctor in Star 2 said I should have manual blood
pressure readings because of calcified veins. When I told the renal nurse she said she had to use the
calibrated BP machine attached to the dialysis machine and could be “had up” for getting it wrong.
When you’re trying to follow a previous doctor’s advice and the nurse goes ahead and does what she
wants to anyway, you’re left feeling debilitated mentally and emotionally.
I wanted to be involved in the monthly review of my blood tests. Several times I asked if I could go over
to the main unit to speak to my primary nurse to review the results, as she was too busy to come to the
White House, but it never happened.
When I lost 10 kg of body weight and had concerns about fluid overloading it took two to three weeks
before the nurse would listen to me to have my weight reviewed. Following doctor review I was then
having 3 – 3½ litres of fluid taken off. My legs were swollen up to my knees and it was painful walking.
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I see the renal doctor every year for a check-up but I’ve had to ring up to get an appointment the last
two years. Twenty minutes isn’t long enough to discuss everything you need to, especially after the 10
year mark of being on dialysis, you need to be seen more than once a year. Things need to be more
holistic.
You’re often referred to your GP. If it’s acknowledged that being a renal patient affects all areas of your
body going to a GP for everything renal related doesn’t always work. GPs can’t really help you as they’re
not renal trained and only have 15 min appointments. Having to pay for it is an issue too. You end up
shoved back and forth and it compromises your care.
I’ve always prided myself in learning about my condition and being proactive in my health care and after
32 years I know how my body works and what state it is in. My knowledge should be used and I expect
staff to involve me when it comes to my care so I know what’s happening. Patients should be listened
to and allowed to be involved.
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6. Access to renal replacement therapy and
choice
Chapter summary








The NRAB guideline ‘Access to Renal Replacement Programmes in New Zealand’ provides general
guidance where RRT is under consideration.
Access to RRT is not always consistent. Issues include the subjective nature of some aspects of the
guideline e.g. what constitutes benefit, differing interpretation and pressure from patients / families.
A process developed to promote consistency has not been introduced due to resources.
The conservative treatment pathway is well established with shared renal/palliative care.
There are multiple reasons why people do not choose home dialysis, the literature emphasises
education and decreasing barriers as important in lifting rates.
MidCentral clinicians encourage home dialysis but accept patient’s choice.
All DHBs articulate a home philosophy however this is applied in different ways. In some DHBs
facility dialysis is not provided as an option, either because there is a limited service or because policy
and processes are highly geared towards home dialysis.

Key points of Draft National Renal Advisory Board Guidelines (May 2016)

Access to Renal Replacement Programmes in New Zealand









The guideline supports a non-discriminatory approach to evaluation for RRT
(including age), a multidisciplinary approach to assessment and care, early
referral for timely evaluation, conservative care as a treatment option,
transplantation as the treatment of choice for medically suited patients, and
home-based dialysis for those requiring dialysis therapy. Dialysis in a renal unit
is for patients unable to undertake home-based therapy, due to medical
problems, complications of their renal treatment, or for social reasons related to
their family or housing situation. This should be community-based where possible
or provided within a reasonable distance from the patient’s home
The guideline states that RRT is not suitable for all patients, that successful
treatment requires compliance and that it should not be recommended in
inappropriate situations where there is no expectation of benefit. The listed
circumstances are: permanent unconsciousness; severe dementia; dying from
another terminal illness with a short life expectancy; requirement for sedation or
restraint to allow treatment; or a lack of informed consent.
Patients with chronic irreversible co-morbid disease, severe functional limitation
and lack of independence in activities of daily living are also identified as unlikely
to benefit from dialysis. In situations of unlikely benefit a multidisciplinary
assessment is to be performed. However, if the recommendation is against
undertaking dialysis, the guideline says that if a patient still chooses to have
dialysis then this shall be accepted.
DHBs are obliged to offer all modalities to their population but can limit the
modalities they offer an individual access to, for medical reasons and also to
enable effective management of limited resources.

In recent years the inclusion of palliative care (conservative treatment) as a valid treatment option
has become more accepted nationally. Previously there had been resistance from nephrologists
internationally and pressure to treat along with high community expectations of treatment.
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Conservative treatment as an option has more emphasis in the recent draft NRAB access
guidelines and it is now accepted that some people with co-morbid conditions e.g. cardiac issues,
may do better and survive longer on conservative treatment compared to dialysis. The
conservative pathway at MidCentral is well established and patients stratified for conservative
treatment, or those unsure or declining dialysis, attend the Renal-Supportive Care clinics.
Feedback has been that some patients with chronic irreversible disease or frail elderly are started
on dialysis and appear to gain no benefit at all from the treatment due to the restrictions, travel
and their general level of wellness. Once dialysis starts then it becomes difficult to withdraw, “it
seems like a death sentence then, for both patients and family,” and patients may be left tied to a
treatment they do not want. Staff said that some families push for treatment but may not
necessarily be very involved in supporting the decision.
Nephrologists find that that the guidelines lack clarity and may be applied in different ways, there
may be variable interpretation of what a short life expectancy is or the ability to benefit. What is
the range of functional limitation and lack of independence, does that include wheelchair bound
individuals? What are the responsibilities of the renal department when patients performing home
dialysis are not compliant which causes deterioration in their condition? A desire was expressed for
more definition and guidelines for appropriate candidates. The HoD has put together a range of
existing tests that could be useful in enacting the guidelines and promoting consistency between
the nephrologists. This has not been introduced due to resources.

Choice
The view of the MidCentral renal department is that while they have a home philosophy and
encourage this, dialysis modality should be the patient’s choice. The concern is that forcing
patients to do something against their will can cause complications in the long run, as patients may
sabotage their treatment.
People decide against home dialysis for various reasons including: feeling unable to perform the
dialysis procedure due to health or the level of difficulty; insufficient support; anxiety; the
perceived disadvantages of a dialysis method (e.g. fluid in the abdomen, having to do dialysis
everyday four times a day); not wanting a machine in the home; or the attitude that dialysis should
be performed by nurses. Some patients intend to do home dialysis but get comfortable in-centre,
and not having knowledge about PD, decide to stay there. The in-centre routine and environment
becomes part of people’s social well-being.
Rachael Walker, a Nurse Practitioner from Hawkes Bay is the coordinator of the New Zealand
Home First study in progress and states:
Home dialysis is associated with improved survival, better quality of life and reduced cost compared to facility
dialysis, yet the number of patients choosing home dialysis in NZ is diminishing. Research into patients and
caregivers perspectives of the factors which influence their choice of renal replacement therapy treatment will help
renal services to develop policy and practice which better aligns to the needs of patients (KHNZ Annual
Report 2014-2015).
Kidney Health New Zealand patient resources convey the message of patient choice, a decision
aid booklet is titled “My kidneys my choice.” The literature emphasises the importance of
educational programmes and decreasing barriers (including financial ones) as being the vehicle for
increasing home dialysis. Success factors appear to be gaining confidence in choice; feeling safe
(reassurance and ongoing education and experience, access to on-call nurses, close supervision),
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professional certainty (strong treatment recommendation from trusted doctor or nurse)
reassurance from peers (patients and caregivers experienced in doing home dialysis) and
overcoming fears.
All DHBs state they have a home philosophy however this is applied in different ways. In some
DHBs in-centre dialysis is not a possibility as the facility based service is very limited (South
Island) or a harder line approach is taken to the modalities that are available to patients (Waikato
and Taranaki have high home dialysis, in particular PD). Taranaki use cognitive tests to help
identify appropriate home dialysis patients. Counties Manukau have a formal policy supported by
strict criteria for facility dialysis and have set a target of 50% for home dialysis (currently at 45%).
Capital & Coast is moving to the approach of saying to patients that choice may be limited and
directing patients in a certain direction as resources dictate. The chair of the NRAB says that how
the options are presented at the first clinic visit is important and a particular challenge is to have
agreement from everyone in the unit as to who is a suitable home patient.
Fortnum and Ludlow (2014) found that reasons for the decline in home dialysis were
multifactorial but geographical variances were inconsistent with age and race and align strongly
with active policy implementation and the presence of home dialysis ‘champions.’
Staff from renal units with high rates of home dialysis say that the most important thing is culture
– “doctors and nurses recommending home.” Or as Agar, Schatell & Walker (2015) put it, “In
Australia and New Zealand, dialysis decisions are commonly led, influenced, and encouraged by
home-savvy clinicians who understand the dual benefits for patient outcomes and provider cost
containment – both are part of the home equation.”
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7. Options for the short-term
Chapter Summary










For the long term, a new service model is recommended and facility changes will be required, but a
quick fix is needed for the immediate capacity problems. It is important that the short-term option
chosen fits with future service requirements and the Master Health Services Plan.
Seven options were evaluated, two options utilising existing capacity (extended hours or opening on
Sundays), three options making alterations to existing facilities and two options commencing
services in other MidCentral districts (Levin and Dannevirke).
The range of additional capacity created in the options was 10 – 16 patients. This would provide
sufficient capacity for nearly two years. As this still does not allow a buffer capacity for acute patients
or peaks, new strategies to reduce the rate of facility dialysis growth need to be introduced now.
Commencing a three chair service in the Horowhenua Health Centre was favoured by the steering
group due to: match with high health need; acceptability to patients; aligned with future plans;
avoidance of further unit congestion; and low capital cost. This option would provide a potential
capacity for 12 more patients over time.
The options of extending hours in the in-centre unit, opening on Sundays or making alterations to
the in-centre unit could be kept as back-up options.

Options for the short-term were evaluated during the project due to the urgency of the capacity
problem and recognising that the long-term plan may take up to two years to implement.
Seven options were costed and assessed for strengths and weaknesses. Some DHBs have
shortened patient’s dialysis times whilst waiting for alternative facilities; this option was not
included as it would compromise patient care. Satellites were considered only in the MidCentral
DHB district due to the need to increase capacity quickly.
The additional capacity created by the options ranged between 10 and 16 patients. In May 2016
there were 87 patients having facility dialysis. Catering for an additional 12 patients would provide
sufficient capacity for about 2 years12 to allow sufficient time for implementation of the long-term
plan. The additional capacity will not allow for any buffer or peaks above the existing growth rate,
therefore new strategies to reduce the rate of facility dialysis growth will need to be introduced
now. These approaches should include: reviewing predialysis education and practices; increasing
the focus on home training; and providing more support for patients dialysing at home.
‘Appendix G – Description of short-term options’ on p 124 provides a full description of the
options with strengths and weaknesses. More than one option could be implemented, either
simultaneously or time-framed depending on need.
Option A – Extended hours Monday to Saturday in the in-centre dialysis unit.
Option B – Open on Sundays in the in-centre dialysis unit.
Option C – Alterations to the in-centre dialysis unit.
Option D – Extend the in-centre dialysis unit.
Option E – Increase dialysis stations at the White House.
Option F – Commence a dialysis service at Horowhenua.
Option G – Commence a dialysis service at Dannevirke.
12

Using the assumption of the current facility growth rate (7.9%) expected numbers of patients in May 2018 would be
101, 14 more patients than in May 2016.
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Table 29 presents the capital and operational costs for each option. It is important to separate the
two as most operational costs (primarily staffing) will occur in whatever option is chosen.
However, there are some differences in staffing profile between the options e.g. extended hours is
clearly the cheapest. In all options with additional stations, staffing costs would be phased as
patient numbers rise. Table 30 makes evaluative statements against ‘Impact for patients,’ Financial
impact,’ ‘Match with future plans,’ Most important risks’ and ‘Comment.’
Table 29: Short-term options – capacity and cost
Option

Capacitypts

A

Extended hours, incentre unit

12

B

Open on Sundays,
in-centre unit

10

C

Alterations to the incentre unit

D

Items not
costed

$
Capital

$ Operational
(pa)

Comment

$0

$140,000

Costs immediate

$0

$226,000

Costs immediate

12

$60,0001

$245,000
(start $122k)

Costs phased, start one
shift six dys/wk

Extend the in-centre
unit

16

$193,0001

$245,000
(start $122k)

Costs phased, start one
shift six dys/wk

E

Increase stations at
the White house

12

$142,761

$245,000
(start $122k)

Costs phased, start one
shift three dys/wk

F

Service at
Horowhenua

12

Staff training

$19,114

$253,892
(start $70k)

Costs phased, start one
shift three dys/wk

G

Service at
Dannevirke

12

Staff training,
facility rental

$38,0001

$259,040
(start $75k)

Costs phased, start one
shift three dys/wk

Transport

Note 1: facility costs high level estimates and require confirmation
Table 30: Short-term options – evaluation
Options

Impact for
patients

Financial
impact

Match w
future

Most important
risks

Comment

A

Extended hours

Increase in
numbers
through unit,
later finish time

Low

Yes

Unit congestion,
managing patient
flow, patient
acceptability

Cheapest option,
uses existing
capacity, can be
temporary

B

Open on Sundays

Potential
increased
disruption to
patient’s lives

Medium

Yes

Patient
acceptability,
contingent on good
rostering

Uses existing
capacity, transport
costs unknown

C

Alterations to the
in-centre unit

Increase in
numbers
through unit

Medium

Unknown

Unit congestion,
service
fragmentation,
relocating staff

D

Extend the incentre unit

No change

High

No

Financial

Cost appears
prohibitive

E

Increase stations at
the White house

No change

High

No

Financial. Requires
relocating staff

Cost appears
prohibitive

F

Service at
Horowhenua

Services closer
to home for
Horowhenua
patients

Medium

Yes

Management of
satellite processes

High numbers of
patients in
Horowhenua

G

Service at
Dannevirke

Services closer
to home for
Dannevirke
patients

Medium

Yes

Management of
satellite processes,
no support services
in facility
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A paper outlining seven short-term options to manage capacity was discussed by the steering
group at their May meeting. Commencing a three chair service in the Horowhenua Health Centre
was recommended due to the match with health need (high proportion of patients from this area),
high patient acceptability, avoidance of further congestion in the in-centre unit, suitability of
facility and low capital cost.
Options that altered existing facilities (Options C, D & E) were viewed as a poor match with
future plans and therefore poor value. Options A and C were not favoured as they would
exacerbate the current overcrowding through the in-centre unit, the view was they could be kept as
back-up options.
The Horowhenua service would start with three patients and could build up to 12 patients over
time. As a satellite service, staff would be clinically responsible to the specialist renal unit. Patients
would need to be stable and criteria would be required for patient selection and an acute pathway
in place for unwell patients. It would be expected that the pathway would involve local doctors
and some upskilling. Northland DHB have supplied their documents which the HoD and NM of
Renal have agreed could be amended for local use.
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8. Service configurations
Chapter Summary










This section discusses service configurations including those considered in 2013 – a satellite in
Whanganui and a home support service.
In 2013 the home support option ranked the highest but the status quo was chosen for economic
reasons and with the expectation that there was sufficient capacity for a decade.
The cost of the stand-alone satellite as proposed in 2013 was expensive. Incorporating satellite
services into suitable buildings with sharing of facility space and support services may make a satellite
financially feasible.
Although there is currently insufficient demand in Whanganui to introduce a sizable satellite as
previously proposed (8 stations), this is likely to change due to growth trends and unmet need.
Supported community dialysis would be very expensive if introduced for half of all patients receiving
facility dialysis (as planned in 2013), some of these patients would be capable of self-dialysis.
Supported dialysis may be appropriate if used in a targeted way as in the South Island e.g. to keep
small numbers of home dialysis patients at home if they become frail or lose their support.
Shifting significant numbers of people out of a central hub to satellites and supported community
dialysis is not feasible at this time.
The benchmarking of renal units summarises differences in workforce, opening hours and
configuration of services on p. 113.

In considering other service configurations it should be kept in mind that they would be in
addition to an in-centre facility.

Satellites
In 2013 the satellite option of eight stations for Whanganui was costed at $1M. The high cost was
mainly due to the capital outlay of refurbishment and fit-out of the building. This option was ruled
out for affordability reasons and also lack of demand (five of the 10 patients were from Marton).
Demand
On its face Whanganui still has low demand for a satellite due to the high numbers on home
dialysis – patients from Whanganui make up 27% of those having home dialysis compared to 22%
of all dialysis patients. At the beginning of June 2016, 16 of Whanganui’s 32 dialysis patients (50%)
were being treated with home dialysis (six PD and 10 Home HD).
The analysis undertaken in May 2016 showed there were 17 patients receiving facility dialysis, 12
from the Whanganui locality and five from Marton. Five of these patients were training or interim.
Of the remaining 12, seven were viewed as capable of haemodialysis training; two had declined to
learn, one was waiting for a procedure and the remaining two had other barriers. The five patients
who would be unsuitable for home HD (three from Marton and two from Whanganui) included
several people with end stage cardiac disease or cancer who would also be unsuitable for satellite
dialysis. It was clear from the patient feedback that these patients were not aware they would not
meet the criteria for satellite dialysis.
However, Whanganui has a low rate of ESKD PMP (514 compared to 675 for the MidCentral
district) so it is likely that considerable unmet need exists and that demand will increase.
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The 2013 satellite option explored was a costly stand-alone service.13 The affordability of a satellite
in Whanganui would be different if the parameters were changed to incorporating services into
more suitable buildings similar to the proposal to commence a three station service at the
Horowhenua Health Centre (refer p. 129). Capital costs are negligible and there is sharing of
facility space and support services. The Horowhenua model will enable a small service to be
introduced, numbers to build up gradually and the model to be tested in a cost-effective way.
Staffing costs in small satellites are always likely to be slightly higher due to diseconomies of scale,
however there will be savings in transport.
Given the context of increasing demand, a satellite in Whanganui will inevitably be part of future
plans.

Home support service
In 2013 the home support service was costed at $500k and based on 36 in-centre patients (48%)
moving to this service model. Three quarters of this group (27) were identified as needing full
support, 17% a sitter service and 8% a cannulation only service. Staffing was based on a ratio of
0.6 FTE for each dialysis patient with enrolled nurses providing the full supported service and
cannulation and health care assistants providing the sitter service.
The writer estimates that if 48% of current facility patients moved to this model with three
quarters requiring a full service (32 patients), the additional cost for the full service alone would be
$1M.14 Under this option, at 90% capacity, a 12 station in-centre facility would be needed (plus
home training) to meet today’s requirements with additional stations to cater for some growth.
The current in-centre facility would not accommodate this size service.15
Supported care in the community is an expensive service model but has its place if used for
appropriate patients (refer p. 114). In Canterbury, the home support service is only a small part of
their large self-dialysing population in the community (6 of 124 patients) and assists them to
maintain a cost structure which has a low proportion allocated to facilities.
The project has identified that a number of patients receiving in-centre dialysis could be selfdialysing at home. Some patients identified within the home support group in 2013 would have
been capable of self-dialysis. It does not make sense to provide community support to this group
of patients. The first priority should be to change processes and increase support for self-dialysis
before introducing a home support service, otherwise there is the risk that patients who could selfdialyse may be offered a more expensive service inappropriately.
The economic case for support at home may be more viable for a sitter or cannulation only service
should there prove demand for this.

Community Houses
In several DHBs patients are able to dialyse in unstaffed facilities. Counties Manukau has two
community houses and Capital & Coast’s home training facility can also be used after-hours.
Feedback has been that unsuitable housing affects very few patients receiving MidCentral services.

Locations were explored within Whanganui Hospital. This included a room at the end of the medical ward and
another room that was needed for other patients in the afternoon. Neither space was suitable.
14 RN $80k, EN $60K. Saving of 0.24 RN and cost of 0.72 EN plus 20% overhead per patient. Staffing FTE includes
cover.
15 The assumption made is that the house on Ruahine Street is not appropriate for continued service provision.
13
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9. Renal demand projections
Chapter Summary











The 2013 projections used 2.3% annual growth for facility dialysis, this was based on the previous
seven years which had an annual growth rate of less than 2%.
Since 2013, MidCentral’s rate of annual increase for RRT has been 4%. The increase has been in
facility dialysis and transplant which increased about 7% year on year. Home dialysis decreased by
3% annually.
The main reason that MidCentral reached capacity earlier than expected is the change in modality
mix although overall growth was also slightly higher. In addition, capacity was set at 100% utilisation
which does not allow for acute and interim patients.
Status quo demand projections at 5% annual growth estimates that the total number of patients
receiving RRT will increase by almost two thirds over the next 10 years, from 224 to 365 patients.
Two status quo scenarios estimated that the number of haemodialysis stations required would range
between 39 and 50, this is more than double the current 21 stations.
Previous demand modelling exercises show that it is difficult to estimate demand, this is particularly
an issue for facility dialysis as in-centre facilities are a major investment and capacity is relatively
fixed. Therefore it makes sense to limit facility growth and grow the community based service.
Fixing facility growth at 1% or 2% would provide a transitional path towards increasing home
dialysis rates which could reach 55% to 60% in 10 years. Haemodialysis stations required in these
scenarios would be 27 to 30 in 10 years.

Demand projections have been completed before, nationally in 2006 and by MidCentral in 2008
and 2013. This section provides a summary of previous projections and new demand projections
Previous demand modelling

National projections
For the period 2005 – 2019 incident and prevalent demand (new and total patients) was projected
to increase at an average annual percentage rate of 5% with an uncertainty interval of 4 – 6%
(Public Health Intelligence, 2006). Only 40% of this growth was estimated to result from
demographic factors such as rising population and ageing. The remaining 60% was attributed to
epidemiological trends such as rising Type 2 diabetes and health service factors such as increases in
eligibility and acceptability of RRT.

MidCentral projections
2008 Renal Services Plan
This plan provided comprehensive modelling taking up one third of the body of the document.
The scenarios for growth included the status quo, changed modality choices, early referral,
improved management of CKD, best practice (early referral & improved management of CKD)
and maintenance of the transplant rate. All scenarios were based on annual growth rates of total
RRT at 7% to the year 2012 and 5% thereafter. Expected numbers of dialysis patients and
proportions of in-centre dialysis for the year 2017 were:
1. No change – 252 dialysis patients, 119 in-centre (47%)
2. Improved modality choice and early referral – 252 dialysis patients, 90 in-centre (36%)
3. Improved management of CKD – 223 dialysis patients, 105 in-centre (47%)
4. Best practice – 223 dialysis patients, 80 in-centre (36%)
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5. Best practice with maintenance of transplant rate – 211 dialysis patients, 75 in-centre (36%)
The main differences between the projections and current numbers are:

Total number of patients is much less (144 dialysis patients currently).

Transplant numbers have increased and the proportion has remaining steady (this was expected
to decrease except for 5. transplant scenario).

The proportion of home dialysis was projected to be higher and facility dialysis lower in all
scenarios. The range of home dialysis across the scenarios was 37 – 41% of all RRT which
compares to 27% currently.
The plan identified a range of possible actions. Although some have been implemented it is not
known to what degree this has impacted growth.
2013 Future Development of Renal Services for Whanganui & MidCentral DHBs
The demand projections in this paper focused on facility dialysis only. Because the earlier expected
growth had not eventuated, projections based on historical data of haemodialysis treatments used
2.3% annual growth. Table 31 shows the data used, average yearly growth for the previous seven
years was only 1.9% which formed the basis of the forecast. The work projected 77 patients in
2017 and the capacity of 88 patients being reached in 2022. The fluctuation in volume is clearly
evident in Table 31, e.g. treatments in the last two years of the forecast (2011/12 and 2012/13)
were much less than the two years before.
Table 31: Basis of 2013 projections – historical number of facility haemodialysis treatments

HD treatments

2006/07

2007/08

2008/09

2009/10

2010/11

2011/12

2012/13

9571

9767

9308

10626

11022

10406

10560

2.0%

-4.7%

14.2%

3.7%

-5.6%

1.5%

63

60

68

71

67

68

Yearly change %
Estimated patients

61

Average
annual growth
1.9%

Source: Data quality and information

Table 32 shows the growth in facility haemodialysis treatments post-2013 which has been higher –
7.5% average over three years.
Table 32: Post 2013 – Facility haemodialysis treatments and growth
Average
annual growth

12551

2015/16 (extrap
YTD May)
13107.3

7.0%

11.0%

4.4%

7.5%

72

80

84

2013/14

2014/15

HD treatments

11303

Yearly change %
Estimated patients

Source: Data quality and information

Problems with demand and capacity models
The assumptions and approaches used over the last decade have been unable to accurately
estimate total demand or the modality mix for the MidCentral service.
Overall growth in RRT has been 2.8% over the last decade and 4% for the last few years. The
national projections of 2006 and those in the 2008 Renal Services plan overestimated growth.
Transplant achieved a larger proportion than projected and the proportion of facility dialysis
steadily increased over the decade. Home dialysis decreased.
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The facility dialysis projections in 2013 used historical facility dialysis data which on its face was a
reasonable thing to do. Capacity has been exceeded because:

Overall growth has been slightly higher than 2.3%. The analysis shows marked variability in
growth across the country and projections do not factor for fluctuating volumes – this can
make a big difference when dealing with small numbers of patients such as the population that
receives RRT.

The method used haemodialysis treatments to estimate the number of patients which slightly
underestimated the number of actual patients.16 Local information systems must be used when
up-to-date information is required due to the significant lag time with ANZDATA.

Capacity was set too high. The maximum service level was set at 100% capacity which assumed
every station would be used for permanent outpatient dialysis. Capacity should be less than
100% to cater for acute and interim patients.

Modality proportions have not held as described in the current state section of the document.
This is the most significant reason for exceeding capacity. Table 33 compares modality
proportions in December 2013 with the current situation. The right hand column shows the
current expected numbers if the modality proportions had not changed – there would have
been more patients treated with home dialysis and less with facility dialysis or transplant. If
2013 proportions had been maintained, capacity for facility dialysis would not have been
reached in 2016.
Table 33: Modality proportion comparison Dec 2013 to May 2016
Modality

#
Dec 20131

%
Dec 2013

Current #
(May 2016)

Current %
(May 2016)

Estimated
current # at
2013 modality %

44

22%

34

15%

48

Home haemodialysis

25

12%

24

11%

27

Facility haemodialysis

701

34%

87

39%

77

Transplant

65

32%

79

35%

71

Total

204

100%

224

100%

224

Peritoneal dialysis

Note 1: ANZDATA numbers for 31 Dec 2013 were used in order to present numbers for all modalities and were the closest available to
the date of the August 2013 paper. 72 patients were reported as having facility dialysis in the paper.

Demand modelling – 2016 to 2026
Five percent growth across all RRT was used for demand modelling. This was based on growth
trends nationally and also for the MidCentral service which has experienced 4% growth in recent
years. Furthermore, the at-risk population is still rising due to increasing Type 2 diabetes and the
changing demographics (more older and Māori and Pacific people). The analysis of service users
also indicate there is unmet need.
The modelling used existing patient numbers as the start point and linear projections. While
complicated methods could be undertaken (such as in 2008) the experience of the past has shown
this is likely to be of little benefit.

16

The patient management system captures facility haemodialysis by the number of treatments rather than patients as
per Ministry of Health data requirements. Patients are estimated on the assumption of 3 dialysis treatments per week
(13 per month or 156 treatments per year). The actual number is less (average 12.2 per month or 146.1 per year for
2014/15 therefore using 156 will slightly underestimate patients.
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The starting number of stations is 24 which is above the current number of 21. This is based on
the facility catering for two patient sessions per day Monday to Saturday and 90% utilisation.
Peritoneal dialysis and home HD are a combined category.
Status quo demand scenarios
Two status quo scenarios are presented:
1. Continuation of the current level of facility haemodialysis growth at 7.5% annually (Table 34).
2. Maintaining current modality proportions (Table 35)
In both scenarios the number of total patients receiving RRT is set at 5% annual growth which
results in numbers increasing by two thirds over the next 10 years. Transplant is set to 5% and
therefore also increases by 63%.
The change between the two scenarios is the mix of facility and home dialysis, the number of
patients receiving facility dialysis doubles in scenario one (from 87 to 179) and home dialysis
numbers remain static as the relative proportion declines. In scenario two, all modalities increase
by 63% and the number of patients receiving facility dialysis rises from 87 to 142.
Table 34: Status quo 1 – Continuation of facility haemodialysis growth at 7.5% annually (5% annual growth
for RRT)
Patient numbers
2015/16
(current)

2020/21
(5 years)

2025/26
(10 years)

Growth over
period %

% at beg
period

% at end
period

Total RRT

224

286

365

63%

100%

100%

Transplant

79

101

129

63%

35%

35%

Facility dialysis

87

125

179

106%

39%

49%

Home dialysis

58

60

57

-2%

26%

16%

Stations required at
7.5% facility growth1

24

35

50

100%

100%

Modality

Note 1: 90% capacity. 4 patient sessions per station per week
Table 35: 2. Status quo 2 – Maintaining current modality proportions (5% annual growth for RRT)
Patient numbers
2015/16
(current)

2020/21
(5 years)

2025/26
(10 years)

Growth over
period %

% beg
period

% end
period

Total RRT

224

286

365

63%

100%

100%

Transplant

79

101

129

63%

35%

35%

Facility dialysis

87

111

142

63%

39%

39%

Home dialysis

58

74

94

63%

26%

26%

Stations required at current
modality percentage1

24

31

39

100%

100%

Modality

Note 1: 90% capacity. 4 patient sessions per station per week

If annual growth was 3% and current modality proportions were maintained, 32 stations would be
required in 10 years.
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Figure 27 shows that the number of stations required for facility dialysis in the status quo options
would range between 39 and 50 within 10 years (at the current schedule of two patient sessions
per day six days a week). Compared to the current 21 stations, this is double or more. This level of
growth would require steady expansion of facilities. Because in-centre facilities are a major
investment and capacity is relatively fixed it makes sense to limit facility growth and grow the
community based service.
Figure 27: Status quo scenarios and number of stations required – Scenario 1. 7.5% facility growth annually
and Scenario 2. Maintenance of current modality proportions

Assumes 5% growth in total RRT, 5% transplant growth and stations at 90% capacity (4 patient sessions per station per week)

New demand scenarios
Two new scenarios are presented:
1. Fixed facility haemodialysis at 1% (Table 36)
2. Fixed facility haemodialysis at 2% (Table 37)
As in the status quo scenarios, the total number of patients receiving RRT is based on 5% annual
growth. Facility volumes are fixed at 1% and 2%. This approach provides a transitional path
towards achieving a higher level of community based dialysis. In order to reach 60% home dialysis
(of total dialysis), facility haemodialysis would need to be fixed at about 1% annual growth for the
next 10 years. Fixing at 2% annual growth would achieve a home/facility split of 55%/45% in 10
years. Figure 28 shows that the stations required under these new scenarios rises very slowly over
the decade to a total requirement of 27 to 30 in 10 years.
Table 36: New scenario 1 – Fixed facility haemodialysis at 1% (5% annual growth for RRT)
Patient numbers
Dialysis
split end
of period

2015/16
(current)

2020/21
(5 yrs)

2025/26
(10 yrs)

Growth
over
period %

% beg
period

% end
period

Total RRT

224

286

365

63%

100%

100%

Transplant

79

101

129

63%

35%

35%

Facility dialysis

87

91

96

10%

39%

26%

41%

Home dialysis

58

94

140

142%

26%

38%

59%

Stations required at current
modality percentage1

24

25

27

100%

100%

Modality

Note 1: 90% capacity. 4 patient sessions per station per week
Renal Services Plan – 11 July 2016

77

9. RENAL DEMAND PROJECTIONS

Table 37: New scenario 2 – Fixed facility haemodialysis at 2% (5% annual growth for RRT)
Patient numbers
Dialysis
split end
of period

2015/16
(current)

2020/21
(5 yrs)

2025/26
(10 yrs)

Growth
over
period %

% beg
period

% end
period

Total RRT

224

286

365

63%

100%

100%

Transplant

79

101

129

63%

35%

35%

Facility dialysis

87

96

106

22%

39%

29%

55%

Home dialysis

58

89

130

124%

26%

36%

45%

Stations required at current
modality percentage1

24

27

30

100%

100%

Modality

Note 1: 90% capacity. 4 patient sessions per station per week
Figure 28: New scenarios and number of stations required – Scenario 1. Fixed facility haemodialysis at 2%
facility growth annually and Scenario 2. Fixed facility haemodialysis at 1%

Assumes 5% growth in total RRT, 5% transplant growth and stations at 90% capacity (4 patient sessions per station per week)
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10. In-centre facility
Chapter Summary










An in-centre dialysis facility is a vital part of outpatient renal services. MidCentral has outgrown its
facilities which are no longer fit for purpose and require expansion and upgrade.
In order to look at options for facilities a footprint of current requirements was developed using the
Australasian Health Facility guidelines. The footprint included all outpatient renal functions and
office space for the core clinical team.
Based on the demand modelling and the new scenarios of growing the community service, two
facility sizes were explored, a 24 station unit and a 30 station unit, both with a dedicated home
training area.
Four facility options were evaluated:
- 1. Status quo
- 2. Extension of current in-centre facility
- 3. In-centre unit located in a refurbished wing of the Northside building
- 4. New build in the decommissioned outdoor pool area
In Options 3 and 4, acute dialysis would need to be provided in the hospital.
Options 1 and 2 do not meet criteria and should be discounted. Options 3 and 4 meet criteria except
affordability, however the savings attributed to a higher level of community care should be included
in business case workings.

Chapter 9 (p. 73) provided projections of patient numbers under status quo scenarios and new
scenarios of fixing growth for the facility component of the service. The new scenarios with a
requirement of 27 – 30 haemodialysis stations were used as basis to develop the facility options.
This would cater for 96 to 106 patients at 90% capacity. Spare capacity is needed to cope with
fluctuations in numbers and acute and interim patients such as home HD patients needing
temporary in-centre dialysis. Current patient numbers require 24 stations at 90% capacity.
If necessary, satellite and supported community services can be used to supplement facility based
services.
Two facility sizes were explored:

24 station facility plus 5 station home training unit.

30 station facility plus 5 station home training unit.
Spatial requirements
In order to look at the options for facilities a footprint of current requirements was developed.
The exercise assumed that all specialist renal services would be on one site to facilitate a higher
level of team working with a separate home training area to enable the service to increase the focus
on community dialysis.
Australasian Health Facility Guidelines were used to identify requirements and the footprint
included the following spaces:

Haemodialysis treatment area including four isolation rooms.

Home training area for haemodialysis and a peritoneal dialysis room.

Separate entrance for home training / clinics and haemodialysis, each with waiting area.

Consultation rooms for outpatient clinics.
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Procedure room.
Office space for all staff.
Meeting room for MDT working and education.
Staff areas – staff room, change.
Support areas – clean/dirty utility, machine servicing and plant.
Storage areas – bulk store, machines and other equipment.

Refer Appendix D – In-centre facility requirements, p. 111 for a complete schedule of
accommodation.
Total area required was:

24 station facility plus 5 station home training unit – 1,044m2

30 station facility plus 5 station home training unit – 1169m2
Plans from other units were obtained to inform the exercise; Capital & Coast DHB’s satellite at
Porirua (24 stations), Waitemata DHB’s Northshore in-centre unit (24 stations) and community
dialysis centre at Mairangi Bay (18 stations plus 11 station home training unit) and Hawkes Bay’s
consolidated renal services (20 stations with capacity for 24 and a four station home training unit).
The Hawkes Bay design included all service functions and staff and therefore was most similar to
MidCentral’s situation. Their redevelopment is being completed in two stages. Stage 1, a
haemodialysis unit and home training unit has been completed and was mostly a new build. Stage
2, comprising the outpatient clinic area, staff offices and a peritoneal dialysis area is in the planning
stage and is a combination new build and refurbishment. The area for the Hawkes Bay
redevelopment is Stage 1 – 545 m2 and Stage 2 – 473 m2, a total of 1018 m2.
As well as exploring options centred on the location of the existing unit, other sites on campus
were explored that were large enough to fit the footprint and were possible from an infrastructure
perspective. Offsite locations were not considered due to the requirement for medical input for an
in-centre service and the support required for unstable patients.
The options evaluated included:

Option 1 – Status quo. Current in-centre facility plus the self-care facility.

Option 2 – Extension of current in-centre facility.

Option 3 – In-centre unit located in the Northside building.

Option 4 – New build in the pool location.
Acute dialysis
In Options 1 and 2 acute dialysis would be provided within the in-centre facility. Options 3 and 4
would require allocation of some space and resources in the hospital for acute dialysis. In Hawkes
Bay a three station acute dialysis service is provided in a room located close to the inpatient ward.
Staffing is one RN and an HCA and the unit operates 0930 to 1800 Monday to Saturday. This
service could run from a portion of the existing renal unit to make use of the existing
infrastructure.
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Facility options for an in-centre unit
The identified capacity requirement for the next decade is 27 – 30 haemodialysis stations to cater
for 96 to 106 patients (at 90% capacity) plus a home training unit.

Option 1 – Status quo. Current in-centre facility plus the self-care facility
Services and location – Acute and outpatient haemodialysis and nursing and medical outpatient
clinics are delivered from the hospital in-centre unit. Outpatient haemodialysis and home HD
training are delivered from the leased self-care facility on Ruahine Street. Nursing staff are based
across both facilities. The medical staff have offices in the medical services administration area.
In May 2016, 87 patients were being treated with facility haemodialysis, this is over 100% capacity
when acute and interim patients are considered. Demand modelling completed at 90% capacity
indicates that at the present opening hours the service should have 24 stations rather than the
current 21. Furthermore, the training function is incorporated within the core stations rather than
additional as in most DHBs.
In order to increase capacity the service would need to open on Sundays or move to three patient
shifts a day in the in-centre unit. This would provide for 88 patients (Sundays) or 90 patients (three
patient shifts) at 90% capacity. This is significantly less than future requirements.
The self-care facility would continue to be utilised. In theory, the use of this facility could be
extended to increase capacity however advice from facilities staff is that the significant electrical,
plumbing and building upgrades required make this impractical in a leased facility.

Option 2 – Extension of current in-centre facility
Services and location – All outpatient renal services (acute and outpatient dialysis, home training,
and outpatient clinics) would be delivered from an extended in-centre facility in the existing
location. All clinical and administrative staff would be housed in the facility.
The facilities team provided advice on the option of extending into adjacent areas in order to take
advantage of the existing space and infrastructure. Any other location on campus would require
alternative remote water treatment station, electrical upgrade and waste management, patient carparking, staff toilets, office facilities, IT requirements, medical supplies storage, back-up dialysis
machines storage and maintenance, plus meet other building and health compliance standards.
The lecture theatre and library were viewed as the only logical possibilities for expansion. These
functions would need to be relocated.
Floor area is:

Renal unit – 404m2.

Lecture theatre – 158m2.

Library – 324m2.

Total – 886m2.
This is less than the identified space required for an in-centre facility.
The footprint was reassessed to see if the service could fit into a smaller area, the first alternative
(2a) decreased several patient areas and removed staff not involved in haemodialysis (so essentially
a haemodialysis unit with home training). The second alternative (2b) removed the home training
area (121 m2).
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Option 2 a) Space removed – water plant, staff offices, outpatient clinic rooms, meeting room,
separate entrance and waiting for haemodialysis and family/whānau area, home training flat and
decrease in isolation rooms from four to two. The space requirements would be:

24 station facility plus 4 station home training unit – 765 m2.

30 station facility plus 4 station home training unit – 883 m2.
Option 2 b) Space removed – water plant and home training area. The space requirements would
be:

24 station facility – 810 m2.

30 station facility – 927 m2.
The first alternative would require other space for staff and outpatient clinics including waiting
area and storage. This would be at odds with the goal of a consolidated service. The second
alternative would require a home training area to be located elsewhere. As this function is an
important part of the strategy towards achieving a higher level of community based care, this
would involve finding an appropriate facility close to the in-centre unit along with space for staff
and storage. Patients would need to firstly start haemodialysis in the in-centre unit and move to the
training unit once stabilised on dialysis. This would act against the future goal of starting people
dialysing within the home training unit rather than the in-centre unit as often happens currently.
In addition there are the following facilities and engineering considerations with Option 2:

There are 11 stations connected to the loop pipework which connects to the water plant and
four machines with water purification systems attached (WRO). The existing water plant can
manage 20 stations so nine more stations could be added. A new water plant would be required
if the total number of stations exceeded 24 stations (20 on the loop plus the 4 machines using
WRO.

The existing pipework is very brittle and difficult to work with as it has been in service for more
than ten years; this would likely need replacement.

The heating, ventilating and air conditioning (HVAC) and cabling infrastructure would need to
be enhanced due to zoning requirements, the current HVAC system for renal is on the “edge”
in that the area overheats.

Renal unit electrical supply is fed from Block B Clinical Service Block 1 substation. This
substation has recently experienced the failure of a main switch feeding the renal unit, primarily
due to age exacerbated by high electrical load. Extending the existing renal facility will further
increase load and the risk of failure would increase to high (cost and disruption would be
significant).
The option was not costed due to engineering risks, low fit with business requirements and no
alternative spaces identified on site for displaced services.
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Option 3 – In-centre unit located in the Northside building
Services – All outpatient renal services (outpatient dialysis, home training and outpatient clinics)
would be delivered from the refurbished wing of the Northside building. All clinical and
administrative staff would also be housed in the facility. Acute dialysis would be provided at the
hospital.

1078 m2

Staff and services currently occupying this part of the Northside building would need to be
relocated (Diabetes Lifestyle, Quality & Risk) and refurbishment undertaken.
A concept estimate was provided by RLB quantity surveyors. The brief was to establish a “high
level” estimate of cost to construct a new renal unit in a refurbished existing building versus
building new on a brownfield site.
RLB noted that the long and relatively narrow footprint may present space planning issues and
ultimately compromise functionality. The assumption made was that no alterations to the existing
foot print or building fabric would be required – other than a small extension to make up the floor
area on the 30 station option. No allowances were made for decanting and relocation of existing
operations.
Structural strengthening for seismic compliance would not be required as the rating of the building
is >67% NBS17 and as an Importance Level 3 building (IL3)18 is not considered earthquake prone
as per national guidelines.
The concept estimate included an allowance for furniture, fittings and equipment and an accuracy
of +/- 15%. Additional is the central water plant ($224 - $269) and a call bell system ($30k).
The cost estimate was:

24 station facility plus 5 station home training unit – $4,046,000.

30 station facility plus 5 station home training unit – $4,877,000.

17

Percentage of New Building Standard. A %NBS of 67 or greater means that the building is not considered to be a significant
earthquake risk.
18 A building’s importance level reflects the number of people at risk from the building, its value to the community and whether it
has a post-disaster function.
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Option 4 – New build in the pool location
Services – All outpatient renal services (outpatient dialysis, home training, outpatient clinics) would
be delivered from a new building in the decommissioned outdoor pool area. All clinical and
administrative staff would also be housed in the facility. Acute dialysis would be provided in the
hospital.

2370m
2

Gate
1

Heretaunga St

The concept estimate included an allowance for furniture, fittings and equipment and an accuracy
of +/- 15%. Additional is the central water plant ($224k - $269k) and a call bell system ($30k).
The cost estimate was:

24 station facility plus 5 station home training unit – $6,771,000.

30 station facility plus 5 station home training unit – $7,527,000.
Evaluation
Table 38 presents an evaluation of the options against criteria. In summary:





Option 1 (Status quo) – does not meet any criteria except affordability and needs to be
discounted.
Option 2 (Extension of current unit) – is an improvement on the current situation but cannot
fit the whole service, would increase the risk to existing infrastructure and would expand into
space that may be better suited to acute services. This option should also be discounted.
Option 3 (Refurbishment of Northside) and Option 4 (New build in pool area) both perform
well against criteria except affordability. The refurbishment is less costly although may
compromise design. The feasibility and costs of relocation and decanting are not included in
Option 3, these could be considerable.

When assessing the affordability of a new facility, the savings attributed to implementing a higher
level of community care should be included.
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Key for evaluation:
√√ – Meets criteria well
√ – Meets criteria to some extent
X – May not meet criteria / some concerns
XX – Does not meet criteria
Table 38: Evaluation of in-centre facility options
Criteria19

1. Strategic fit
Aligned with strategic direction
Takes into account regional
uncertainties
Is able to meet government targets

2. Meets DHB business needs and
service requirements
IL4 services provided from IL4 compliant
facilities

3. Business continuity
To increase ability to deliver critical
services in a major natural disaster
Enables continuity of services during
investment period

1. Status quo

2. Extension of
current in-centre
facility

XX
Facility not
compliant
Insufficient
capacity

X

4. New build in
pool location

√√

√√

Constrained
footprint

Home training
focus and services
closer to home
Frees up prime
facility space

Home training
focus and services
closer to home
Frees up prime
facility space

X

√

Improves
compliance but too
small for all
services
Library & lecture
theatre to be
relocated

Compliant facility,
co-located service,
shape of building
may compromise
design
Relocation of other
services

√
XX

3. Refurbishment
(Northside
building)

√√
Compliant facility,
co-located service

X

Existing water pipe
systems at risk of
rupture in seismic
event

Pressure on
existing
infrastructure.
Decanting
required

√

√

Incorporated into
design

Incorporated into
design

4. Quality
To improve the ability to meet quality
standards in future

XX

√

√√

√√

5. Efficiency
To increase the operational efficiency
and productivity of hospital services

XX

Dependent on
degree of colocation

√√

√√

6. Workforce
To attract and retain a clinical workforce
to maintain service coverage

XX

√

√√

√√

7. Patient and carer experience
To improves the patient and carer
experience of hospital services through
a patient-centric facility design

XX

√

√√

√√

8. Ability to adapt
Increase the flexibility of hospital
facilities to respond to future changes
and ensure we can adapt to changing
models of care

XX

X

9. Affordability
Can be met from likely available funding
and does not displace other DHB
priorities
Does not require a major increase in
operational costs

√

√
√√
Most affordable

Capital unknown,
significant
upgrades but
cheaper than new
facility.

√

√

Supports focus on
home

Supports focus on
home

X
$4.05M (24 +5
stations)
$4.88M (30 + 5
stations)
+ additional
$300k1
Excl. relocation

XX
$6.78M (24 +5
stations)
$7.53M (30 + 5
stations)
+ additional
$300k1

Note 1 – CWP – Central Water Plant ($224k - $269k) and a call bell system ($30k)
19

DHB investment prioritisation criteria
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11. The plan and recommendations
The context for renal services is continuing growth. Since the renal unit was built in 2000 there are
50% more patients being treated with RRT (224 vs 144). Over the last decade annual growth
averaged just under 3% which was less than for New Zealand, however the rate of growth has
accelerated since 2013 and has averaged 4% annually. This is likely to continue as MidCentral’s
rate of RRT is slightly lower than New Zealand and the population has a higher proportion of
those of Māori and Pacific ethnicities and older people who have higher rates of chronic kidney
disease (CKD).
There are two key changes that have occurred within the group receiving RRT; the modality mix
and ethnicity proportions. As for New Zealand, MidCentral has experienced a trend toward more
facility dialysis. When the renal unit was built there were 16 patients receiving haemodialysis, now
there is 87 and the proportion of home dialysis has plummeted from 80% to 40%. MidCentral has
a higher proportion of facility dialysis compared to New Zealand and the rate of increase has been
particularly steep since 2013 with an associated decline in the proportion of home dialysis. The
increased complexity of dialysis patients is likely to be a contributor to the recent change.
However, in respect of the modality mix overall the literature contends that the health care team,
cultural factors and arrangements of health care provision are important as well as patient factors
such as demographics, primary disease and co-morbidity (Wilkie, 2011).
There is considerable disparity by ethnicity across the populations being served by the MidCentral
service. The prevalence rates for Māori and Pacific patients are very high, particularly for Pacific
people at more than five times that of Other. The numbers of Māori and Pacific patients has
increased markedly over the last five years while there has been no growth for those of Other
ethnicity (Figure 4, p. 16). There is also disparity between the DHB districts. Compared to
MidCentral, Whanganui has a lower rate of access to dialysis across all ethnicities, particularly for
Pacific people and Other. At the same rate as MidCentral, Whanganui would have 42 patients
receiving dialysis rather than 32.
Early detection and effective management is known to reduce the number of people in whom
CKD progresses. The detection and management of CKD in primary care is variable across the
district and there are issues with access and engagement with the target population. This leads to
late referrals and poorer outcomes. Stakeholders recommended CKD be afforded a higher priority
along with resources for implementing the best practice guideline in primary care. Pacific people
are a particularly high need population and tend to present later so are less likely to be well
prepared for dialysis. Low health literacy and language issues are a barrier to appropriate
management of CKD and also to a home dialysis modality.
Chapter 5 (p. 56) presents a summary of consumer feedback using patient’s own words and
provides some insight into the considerable challenges that patients face including coming to
terms with ESKD and the onerous nature of dialysis treatment. Patients receiving facility dialysis
described problems with the physical environment, service processes and patient care and if
travelling, wanted services closer to home. Waiting in a corridor, exclusion of family/carers and
lack of privacy were major concerns. The culture and technical/ intimidating nature of the incentre environment was described as being at odds with self-care and gaining confidence to go
home. Patients across the service desired better communication and to be listened to, to have
more involvement in their care.
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Home dialysis patients described advantages of this modality such as feeling physically better and
having the flexibility of being able to dialyse in their own home when it suited them. A top issue
was having more support 24/7, whether this was reassurance or of a more practical nature and
knowing where to seek help (see ‘From pillar to post’ p. 62). Patients found that their GP was not
always sufficiently informed for shared care and thought communication between primary and
specialist services should be improved. Patients identified gaps with nephrologist reviews; in-centre
patients have no reviews, long-term patients have insufficient reviews and there are no outreach
clinics in Whanganui or Horowhenua.
The NRAB access guidelines advocate a multidisciplinary approach to assessment and care, early
referral for timely evaluation, conservative care as a treatment option, transplantation as the
treatment of choice for medically suited patients, home-based dialysis for those requiring dialysis
therapy and dialysis in a renal unit for patients unable to undertake home-based therapy.
MidCentral clinicians use the access guideline however they report problems with clarity and
interpretation and sometimes feel pressured by patients and families. A process developed to
promote consistency has not been introduced due to resources. In respect of the NRAB guidance
the MidCentral service has:

a well-structured multidisciplinary approach towards assessment and care;

variable performance with early referral;

an excellent conservative treatment pathway with well-developed processes;

made significant improvements to transplant processes which are now manually tracked,
however timeframes for required tests and procedures lengthen the work-up timeframe and
therefore decrease the number of transplants achieved;

declining home dialysis; and

increasing facility dialysis.
The relative size of the home service has decreased year on year and MidCentral has a particularly
low proportion of PD. Peritoneal dialysis is relatively portable, easier to learn and is the most costeffective. People that start and stay on PD for the first three to four years live about 20-30%
longer than those who stay on hospital dialysis (Ministry of Health & Kidney Health New
Zealand, 2013). The proportion of automated PD is also low, one quarter compared to one half
for New Zealand. Automated PD may suit patients that need help from family as this is performed
by a machine overnight (compared to four bag exchanges over the course of a day).
Demographics are a factor in modality mix, however the project analysis, discussions with DHBs
and literature revealed that this is also influenced significantly by the modalities available to
patients, the approach to choice and predialysis processes. In some DHBs facility dialysis is not
provided as an option, either because there is a limited service or because policy and processes are
highly geared towards home dialysis. Canterbury and Southern DHBs achieve 85% and 92% home
dialysis respectively. These DHBs have a lower need population compared to MidCentral (half the
proportion of Māori and Pacific people) but it is evident that the limited availability of in-centre
dialysis, and approaches centred on training and home dialysis, are key to achieving these high
home dialysis rates.
MidCentral clinicians encourage home dialysis but accept patient’s choice. Audits identified that
some patients declined to learn home dialysis and a number of patients do not achieve their
modality choice of home dialysis. There are multiple reasons why people do not choose home
dialysis beyond their physical and cognitive state. Patients talked about a lack of confidence in
performing dialysis, lack of support at home or from the renal service, the low profile of PD in the
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community and attitudes to self-management. A strong recommendation was made to include
home dialysis patients in the predialysis process as in other DHBs. Including ‘expert patients’ is
supported by the literature, as is a focus on education and decreasing barriers. One author
emphasises the importance of clinician’s approach, “dialysis decisions are commonly led,
influenced, and encouraged by home-savvy clinicians who understand the dual benefits for patient
outcomes and provider cost containment – both are part of the home equation” (Agar et al.,
2015).
A key question to be answered is, what should the split of facility and home dialysis be for
MidCentral DHB? In an international context NZ compares very favourably and is often referred
to as being at the front end for home dialysis (Wilkie, 2011). Previous local and regional plans have
identified 60% home dialysis as the target (MidCentral Renal Services Plan 2008 and the CRRN
2011/12 Action Plan). While there is no national standard, this level still seems appropriate as a
minimum target (as opposed to 80% in 2000) noting that the dialysis population has become more
complex over time. Waikato DHB has been identified as an appropriate service to benchmark with
based upon a similar demographic of patients and an active home policy. Waikato has 29%
combined Māori and Pacific population compared to 24% for the MidCentral service. In March
this year Waikato’s modality mix was 39% facility haemodialysis, 43% PD and 18% home HD.
MidCentral had 60% facility dialysis, 24% PD and 16% HD – the big difference is the proportion
of PD.
Home dialysis improves survival and quality of life and is least expensive. At current patient
numbers, approximately $900k could be saved every year if there were 60% of people on home
dialysis rather than 40%. Therefore it seems reasonable to take a stronger line with modality
choice, noting that in a capped funding environment, cost growth in one service impacts on other
services. A number of DHBs are planning for all future growth to be in community dialysis with
no additional funding for facility dialysis.
The credentialing committee noted that MidCentral’s renal service is a team of dedicated
professionals who work collaboratively and cohesively together. The size of the specialist renal
team has expanded over the years and the 33 FTE team includes three Nephrologists and 8.0 FTE
senior nursing staff that cover various components of the service relating to the preparation and
provision of RRT (predialysis, in-centre HD, PD, Home HD, transplant). These roles need to
work together better to improve service responsiveness, provide more support for patients and
have a coordinated approach that more actively works with patients to dialyse at home.
The service has worked hard to promote, educate and support the primary sector with pathways to
follow for the care of patients with CKD. Continued input and an integrated approach will be
needed to improve early management of CKD. The collaboration with palliative care is advanced
compared to most other DHBs and is functioning very well.
The department also has strong relationships across MidCentral Health. A comprehensive
inpatient consultation service is provided as patients requiring the input of the renal service are
managed by many specialities (only 80% of inpatients receiving haemodialysis are under the renal
service).
Renal patients also receive the services of many other departments, e.g. radiology, pathology,
surgery, allied health services (particularly dietetics and social work) and Māori Health. The
amount of social work input should be reviewed to ensure that patients have adequate assistance
and there is limited Whānau ora Facilitator services for home patients. A closer relationship with
general surgery is needed to work on processes for permanent access for dialysis (vascular for
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haemodialysis or a catheter for PD). This is not timely and improving this would be a major step
toward increasing home dialysis rates. Between 2010 and 2014 MidCentral has the highest rate in
New Zealand of new patients starting on haemodialysis, the future service plan should include a
target of 50% for dialysis patients starting on PD (Taranaki and Waikato achieved 47% and 48% in
2014 compared to 24% for MidCentral).
The renal team has been managing under considerable strain due to the influx in in-centre
numbers and lack of appropriate facilities. The service has been operating over capacity since late
2015 which has required ‘juggling’ to fit everyone in, prioritising of patients and using other spaces
for dialysis (machine repair room or CCU). The service is at risk of not being able to cater for any
increase in numbers that may result from growth, an increase in incidence due to unmet need,
acute or interim patients or patients surviving longer. A priority for the service is review of
predialysis processes to reduce new patients starting on in-centre haemodialysis.
The current capacity problem requires action now. The project considered seven options to
manage capacity for the short term whilst the long term plan is being implemented (Chapter 7, p.
68). Commencing a three station service at Horowhenua was the preferred option. This is a low
cost satellite in an area of high need. Investment into training and establishment of oversight
processes will be required. If this model is successful it can be continued in the longer term (along
with the introduction of other satellites) and thus provide capacity in addition to the in-centre
facility. Given the context of increasing demand, a satellite in Whanganui will inevitably be part of
future plans and Dannevirke is another possibility. Tararua currently has low demand but
providing services for the adjacent Wairarapa population would bolster demand. The introduction
of further satellites and supported community services can be explored once the service has
embedded the appropriate service model.
The facilities are far too small and are in urgent need of upgrade. Treatment bays are only 60% of
national standards, stations have been fitted into rooms not designed for dialysis and where
patients cannot be seen from the nursing station and there is inadequate room when emergencies
occur. Families/carers are an important part of a patient’s support system but are excluded. A
dedicated home training unit is lacking, this is part of a modern day renal facility and is needed to
keep new patients separate from in-centre patients and ensure a high focus on home training.
Instead, the self-care unit has become an overflow for the in-centre unit rather than an
environment conducive to self-management.
A renal IT system is needed to track renal patients as they have a complicated journey involving a
number of departments e.g. cardiology and nuclear medicine for transplant work up and general
surgery for permanent access procedures. Monthly blood results also require review and trending.
Currently all tracking and monitoring is completed manually in spreadsheets or hard copy forms.
The key problems for the MidCentral service are:

Uncontrolled facility dialysis growth which has caused financial, workforce, service pressures
and dissatisfaction with services.

Facilities which are too small for the size of the service and unsuitable to support quality service
provision and achieve service goals.

Services that are increasingly located centrally which impacts negatively on peoples experience
and is at odds with the principles of services closer to home, self-management and partnering
with patients.
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A new service configuration will not solve these problems however changes to approaches and
infrastructure will. MidCentral Health needs alternative facilities, new strategies and targeted
resourcing to assist in the implementation of existing service goals.
The two key recommendations in the 2008 Renal Services plan still hold today and should
continue to be the basis of future planning across the continuum:

Intervene earlier in the course of CKD; and

Appropriate mix of modality options.
As identified in various local, regional and national plans, and again in this project, successful
implementation of these goals will improve the patient experience, achieve better health outcomes,
reduce disparities and reduce the per capita cost of health care. The new model of care resulting
from implementation of the plan is described below.

New model of care
Implementing the new primary guidelines will result in improved consistency of detection and
management of CKD. This will slow CKD progression and ensure earlier referral which is
associated with better outcomes. Increased input of the secondary service will provide
additional support for primary care and improve communication.
A strengthened predialysis process will inform patients and families of the home policy early,
provide a treatment recommendation using the principle of peritoneal dialysis first and
involve ‘expert patients.’ Targeted strategies will be employed to work with the rising numbers
of Māori and Pacific people.
Timeliness of permanent access will be improved and more patients will start dialysis on a
home dialysis modality which in turn will improve home dialysis rates.
A home team will work together closely with an approach of working with patients and
family/carers to enhance self-management skills and remove barriers. There will be 24/7
support for patients dialysing at home.
The raised profile of transplant and working with support services will shorten workup times
and increase transplant numbers.
There will be improved infrastructure for the service including adequate facilities with a home
training area and a renal IT system which can track patients and facilitate audit.
Work completed during the project identified that 60% home dialysis should be achievable.
Once home dialysis rates have improved then other service configurations such as satellites
and community support can be introduced in targeted ways to help manage growth and keep
people at home or closer to home. The Horowhenua satellite will enable the establishment of
a satellite framework.
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Alternative facilities
Facilities will always be necessary for specialist renal services – for inpatient care, dialysis for acute
and dependent patients and home training for haemodialysis.
The specific requirements for dialysis facilities depends on the size of the facility haemodialysis
component of the service and also whether services for dependent patients are provided centrally
only or complemented by satellite facilities (as in Northland, Auckland, Waikato), unstaffed
community houses (Counties Manukau) or staffed community dialysis (South Island).
There are various modalities available for RRT. Community based modalities (PD and home HD)
are flexible models of care that can readily expand (or contract) without significant impact on
infrastructure such as facilities and to a lesser extent, workforce. Most of the infrastructure for
transplant are centred close to the time of transplantation. Investment into supporting self-dialysis
in the community is low cost compared to facility dialysis, benchmarking showed that MidCentral
is resourced to a higher level than DHBs with a higher proportion of home dialysis.
In the future, the location of dialysis for MidCentral needs to be more community based, however
an in-centre facility is still needed and MidCentral has outgrown its renal facilities which need
urgent attention.
Based on the projections in Chapter 9, a very large (or more than one) facility would be required to
cater for status quo growth over the next decade. Patients requiring RRT are projected to increase
from 224 to 365 by 2026 which would require 39 to 50 dialysis stations under status quo scenarios.
MidCentral currently has 21 stations.
An in-centre facility is a major investment for the DHB and as such should have a lifespan of a
decade or longer. Because an in-centre facility has a fixed capacity (like a hospital) it is not well
placed to cope with expanding growth, therefore the strategy should be to fix the facility
component of the service as much as possible and grow the community based service – this meets
all triple aim criteria. Demand modelling fixing facility growth at 1% and 2% identified that
between 27 and 30 stations would provide sufficient capacity for a decade.
The starting point for facility requirements needs to be based on current in-centre haemodialysis
patient numbers – it will be easier to work with new patients and support them to go home rather
than the existing in-centre population, some of whom have been in-centre for years. The
evaluation of four in-centre facility options are described in Chapter 10 (p. 79) and identified that
the current in-centre location, even if extension is possible, does not meet criteria. Two options
elsewhere on campus for a 24 and 30 station unit (plus home training unit) were evaluated with
high level costings, a refurbishment using part of Northside and a new build in the
decommissioned pool location. Both these options met criteria and had a cost range of $4.35M $5.2M for the refurbishment excluding relocation costs and $7.1M - $7.8M for the new build. In
these options, an area for acute dialysis would need to be set aside in the hospital (three or four
stations).
Concluding comment
Just over 15 years ago the renal service was an add-on to the medical service. The service has
developed under the helm of experienced renal leadership and a dedicated team achieve well
against many quality indicators.
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A new direction is necessary now, growing a community based service requires more than wishing
it to happen and the service needs to introduce new strategies to meet the continual challenges of
growing demand.
The demand modelling proposed that it would take 10 years to rebalance the current model if
facility growth was fixed at 1%. The writer suggests that it is possible to make gains much faster,
say in three to five years. This will require significant changes to infrastructure and service delivery
supported by a service plan, appropriate resourcing and focused leadership.
Recommendations
1. That best practice guidelines identified in the 2015 National Consensus Statement ‘Managing
CKD in Primary Care’ are implemented in primary care. This should include:

Providing more support to practices as occurred within the Horowhenua project –
education on kidney disease, map of medicine and helping practices with identification,
coding and recall systems.

Incorporating CKD within the existing chronic care programme and identifying how
intensive management will be provided for those at high risk of progressive CKD.20

Audit to provide feedback on performance.

Increased involvement of specialist services to educate, provide advice for complex
patients and improve communication.
Introducing the primary guidelines should take a DHB/PHO co-design approach to
implementation as there will be resourcing and financial impacts.
2. That the profile of transplant is lifted within the renal service, MidCentral Health, primary care
and the community with the aim of achieving more transplants. Priority should be placed on
engaging with support services to shorten work-up timeframes for donors and recipients.
Transplantation is the gold standard treatment for ESKD and provides better quality of life,
longer survival and is less costly than dialysis for eligible patients.
3. That a three chair service in the Horowhenua Health Centre is commenced.
This option was evaluated as one of seven options in the project and was favoured by the
steering group due to match with high health need and acceptability to patients; alignment
with future plans; avoidance of further unit congestion; and low capital cost. The capacity is
12 patients over time and would enable the service model of a satellite to be tested. The
possibility of providing training and using the satellite as a step down unit for home should be
explored. Other short-term options of extending hours in the in-centre unit, opening on
Sundays or making alterations to the in-centre unit could be kept as back-up options.
4. That the home dialysis service is expanded with a target of 60% of all dialysis.
The project has identified that it is possible to decrease facility dialysis and expand the home
dialysis service, particularly peritoneal dialysis. A proactive multi-pronged approach is needed
to make this happen. The predialysis process should be reviewed with the involvement of
experts, visits to DHBs doing well in this area and education of staff. Patients need more
support and strategies should include:
An example of a successful targeted approach was the Defend randomised controlled trial – community health
workers visited Māori and Pacific patients at home to encourage adherence to medication and adjusted medication
according to an algorithm.
20
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Predialysis and home training and support

Providing information to the patient and family about the home policy as soon as renal
replacement therapy becomes a possibility.

Providing patients with a treatment recommendation using the principle of peritoneal
dialysis first if clinically possible (peritoneal dialysis is quicker and easier to learn and costeffective).

Involvement of ‘expert patients’ in the predialysis programme including giving patients the
opportunity of seeing a bag exchange or visit to a home haemodialysis patient for those
unable to do peritoneal dialysis.

Targeted approaches with people of Māori and Pacific ethnicity.

Wide promotion of the new approach with staff, patients, primary care and the community.

Increased social work services to identify barriers and the required supports and
psychology and self-management programmes to support change and enhance motivation.

More support for patients at home including a 24 hour call service and respite support for
family and carers of home haemodialysis patients.

Introduction of a home team with capability across both modalities to facilitate better team
working and support for patients.
Renal access

Work with surgical services to improve timeliness of renal access so that:
o Patients start dialysis with access formed to facilitate successful training and assist in
keeping patients away from the in-centre environment
o Peritoneal dialysis patients requiring catheter replacement can go back onto peritoneal
dialysis quickly (long periods on haemodialysis increase the risk of peritoneal dialysis
failure)

Explore insertion of peritoneal dialysis catheters by nephrologists as occurs in some DHBs.
5. That it is acknowledged that the current facilities for renal services have been outgrown and
alternative facilities for in-centre services are progressed as part of the Master Health Services
Planning process. The ideal configuration is a facility that caters for the whole service. A facility
large enough for 30 stations and a home training unit would fit with the modelling undertaken
in the project.
Expanding dialysis at home will not negate the need for facility changes. The size of the incentre hub has to factor for current in-centre numbers and include dedicated facilities for
home training and respite care. Two options that meet criteria are described in Chapter 10.
High level costings for a 30 station unit are $5.2M - $7.8M.
6. That other models of care are explored once home dialysis rates have improved and all
strategies are in place to support people self-dialysing at home.
Other models such as satellites and supported community dialysis are expensive and need to
be introduced across the MidCentral and Whanganui districts in targeted ways to manage
growth and keep people closer to home. These options would be for stable patients, those
who are complex/unstable would still need to travel to the in-centre unit.
7. Medical reviews
a. That patients receiving in-centre dialysis have regular medical review and patients
receiving long-term RRT have more frequent medical review.
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b. Outpatient clinics are provided in outlying areas starting with Whanganui.
8. Systems and quality
a. Service key performance indicators are revaluated to include the key indicators that
show success and these have a higher level of visibility in the service.
b. Progress a renal specific IT system to track patients, facilitate audit and service
improvement.
c. Undertake an audit of late referrals to help identify gaps in care and the steps
necessary for improvement.
d. Hold regular radiology meetings to review imaging.
9. That a business case for resources to implement the Renal Services Plan (2016) is prepared.
Investment into systems and processes to prevent acute events and achieve higher transplant
and home dialysis rates are clearly cost-effective.
10. That the DHB service level agreement with MidCentral Health reflects more closely the goals
of the service.
The historical practice has been to increase funding for facility dialysis each year.
Subsequently, monitoring has focused on these targets.
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Appendix A – Glossary and abbreviations
Term

Description

ACNM – Associate Charge
Nurse Manager

Leadership role providing clinical coordination and management of patient care
and support to the Charge Nurse Manager. The ACNM accept delegated
responsibilities and provides direct care as required.

Acute kidney injury (or
failure)

Sudden loss of kidney function over a few hours or days. Can be due to kidney
disease, a drug reaction, infection or shock after an accident. Can be temporary
or may progress to CKD and ESKD.

Anaemia

Patients with ESKD are frequently anaemic, mainly as a result of the lack of
production of the hormone erythropoietin naturally formed by the normal kidney.

ANZDATA – Australia and
New Zealand Dialysis and
Transplant Registry.

ANZDATA collects a wide range of statistics which relate to the outcomes of
treatment of those with ESKD. All renal units in Australia and New Zealand
participate.

Advanced directive

A written or oral directive by which a consumer makes a choice about a possible
future health care procedure, which is intended to be effective only when he or
she is not competent.

APD – Automated
peritoneal dialysis

A form of dialysis in which dialysis fluid is exchanged by a machine at night;
during the day dialysis still occurs slowly as dialysis solution is left in the
peritoneal cavity.

A-V fistula – Arteriovenous
fistula

A commonly used method of providing access to the bloodstream in which a vein
and an artery are joined together. After the fistula is surgically created, it can take
weeks to months until the fistula matures and is ready to be used for
haemodialysis. Fistulas can last for decades and are the gold standard” of
vascular access with low rates of complications, clotting and infection.

A-V graft – Arteriovenous
graft

Used when the patient cannot have an A-V fistula. A graft is made by joining an
artery and vein in your arm with a plastic tube. The graft is usually ready to use
about two to three weeks after the surgery. A-V grafts are more prone to infection
and clotting than fistulas and have a lifespan of approximately two to three years.

CAPD – Continuous
ambulatory peritoneal
dialysis

A form of continuous peritoneal dialysis in which dialysis fluid is exchanged at
regular intervals throughout the day.

CP – Clinical Physiologist

Previously called Technicians. CPs provide chronic and acute dialysis treatment
and technical management of dialysis equipment and water quality treatment
plant and other related equipment. CPs are a significant part of the dialysis
workforce in Auckland.

CKD – Chronic kidney
disease

Kidney damage or reduced kidney function (irrespective of the cause) that
persists for more than three months. There are five stages of CKD defined by the
level of kidney function or glomerular filtration rate (GFR). Stage 1 ≥ 90 is normal
Stage 5 (GFR < 15) is kidney failure or ESKD. GFR declines with age

CNS – Clinical Nurse
Specialist

The clinical nurse specialist is a registered nurse, who uses advanced specialised
clinical knowledge to practice within a defined specialty or specialties.

Comorbidity

The presence of multiple disorders in one individual. These simultaneous
conditions may be independent of each other, or may be correlated.

Conservative treatment
(also called palliative or
supportive care)

An alternative to dialysis or transplant that aims to manage the symptoms of
kidney failure, and includes medical, emotional, social, spiritual and practical care
for the patient and their family/whānau.

Creatinine

A waste product of muscle activity that is removed from the body by the kidneys
and excreted in the urine; high levels of creatinine represent reduced kidney
function.

CVC – Central venous
catheter

A catheter is inserted into a large vein in either the neck or chest and is usually a
short-term option; however, in some cases a catheter is used as a permanent
access. The blood flow rate from the catheter to the dialyser may not be as fast as
for an AV graft or AV fistula and catheters have a greater tendency to become
infected than the other access types because the device is both inside and
outside of the body.

Renal Services Plan – 11 July 2016

95

APPENDIX A – GLOSSARY AND ABREVIATIONS

Dialysis

A treatment for kidney failure that removes waste products and fluid normally
extracted by the kidneys.

Early Live Donor Kidney
Transplant

A live donor kidney transplant performed to treat native or prior transplant kidney
failure with less than 90 days of dialysis between kidney failure and transplant.

Erythropoietin (EPO)

A hormone made by the kidneys that stimulates the bone marrow to produce red
blood cells. See anaemia.

ESKD – End-stage kidney
disease

The stage in kidney disease when treatment, such as dialysis or a kidney transplant,
becomes necessary. ‘End- stage’ refers to the end of kidney function

Fistula

See A-V fistula.

Glomerular filtration rate
(GFR)

The flow rate of filtered fluid through the kidney. The eGFR is an estimate of this
flow rate obtained from a blood creatinine test and is the best test to measure the
level of kidney function and determine the stage of kidney disease.

HCA

Health Care Assistant.

HD – Haemodialysis

A treatment for kidney failure in which the blood passes through an artificial
dialyser to remove wastes and water. Usually performed three times a week if in a
hospital or satellite or more frequently if at home.

IDF – Inter district flows

The DHB of Domicile (DoD) is the DHB that is responsible for funding services for
its resident population. The DHB of Service (DoS) is the DHB that provides the
service.
An IDF occurs when an eligible person receives treatment and the DHB of Service
is not the DHB of Domicile for that person. DHBs must reimburse each other for
IDFs.

In-centre haemodialysis

Provision of haemodialysis in a secondary care facility

Nephrology

The branch of medical science that deals with the kidneys.

NRAB – National Renal
Advisory Board

The National Renal Advisory Board advises on and monitors renal care services
in New Zealand.

PD – Peritoneal dialysis

A treatment for kidney failure in which dialysis fluid is introduced into the
peritoneal cavity to remove wastes and water from the blood. PD is done in the
patient’s home and can be at regular intervals (Continuous ambulatory PD) or use
a machine (Automated PD).

PMP

Per million population

Pre-Emptive Live Donor
Kidney Transplant

A live donor kidney transplant performed to treat native or prior transplant kidney
failure before any dialysis is required.

RN

Registered Nurse.

RRT – Renal Replacement
Therapy

Life supporting treatments for ESKD when kidneys are functioning less than 15%
(Stage 5). Includes dialysis and transplantation.

Satellite dialysis

Dialysis that takes place in a unit separate from the hospital.

Sestamibi scans

An injectable drug used in nuclear medicine imaging primarily to visualise the
heart muscle, parathyroid glands, and breast tissue.

Tenchkoff catheter

The Tenckhoff Catheter is a thin flexible tube providing permanent long-term
access to the peritoneal cavity for peritoneal dialysis. One end of this tube rests in
the peritoneal cavity, while the other extends from the body by about 10cm. The
catheter is put in place under local anaesthetic or as a minor surgical operation
and can be used two to three weeks afterwards.

Vascular access

The haemodialysis procedure requires two needles to be inserted into the
patient’s bloodstream. Vascular access provides reliable sites where the
bloodstream can be easily accessed each time. There are three major types of
vascular access: arteriovenous fistula, arteriovenous graft, and venous catheter.

YTD

Year to date
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Appendix B – Steering group and informants
Steering group
Title / role

Name

Consumers (Renal patients)

Valerie Barnes, Tony Davis, Greg Ratana

Operations Director

Lyn Horgan

Service Manager

Amanda Driffill

Medical Director Primary Care

Dr Bruce Stewart

Clinical Director

Dr Mark Beale

Medical Head Renal Service

Dr Norman Panlilio

Nurse Manager Renal

Gillian Treloar

Nurse Director Medicine, Surgery and Emergency
Services

Jan Dewar

Project Sponsors
GM Clinical Services & Transformation

Mike Grant

GM Strategy, Planning & Performance

Craig Johnston

Project Team
Project Leader

Sharon Bevins

Data / analytical
Planning & Performance Unit

John Manderson, Manager
Paul Greatorex, Operational & Performance Analyst

Business Support

Rodney Mackenzie, Manager Business Support
Clinton Duffy, Management Accountant, Business
Advisor

Commercial Support Services

Jeff Small, Group Manager
Spotless Faculty Services – Warren Crawley, Travers
Hook, Graeme Mackenize, Liam Greer
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Informants
Area / organisation

Name

Role

KHNZ Support Group

Anita Milicich
Sue Flintoff

Chairperson and renal patient, PN
Chairperson and renal patient, Whanganui

Whanganui, PN, Manawatu,
Levin

6 individuals (interviews)

Renal patients

Whanganui, PN, Manawatu,
Dannevirke, Levin

7 individuals (e-mail/letters)

Renal patients

MidCentral DHB

Dr Bruce Stewart

Medical Director Primary Care and GP

Cook Street Health Centre

Dr Stephan Lombard

General Practitioner

Central PHO

Dr Paul Cooper

General Practitioner

Joe Howells

Director of Innovation and Development

Folole Fai

Community Clinical Nurse-LTC: Pacific
Team Leader Pasifika Health Service

Horowhenua Community
Practice

Dr David Le Page

Clinical Director and General Practitioner

Health Care Development

Debbie Davies

Nurse Director Primary & Integration

Lois Nikolajenko

Diabetes CNS

Melanie Taylor

Project Support, Long Term Conditions

Maria Berrett

Coordinator, Cancer Psychology & Health
Conditions Psychology Service

Dr Norman Panlilio

Medical Head

Gillian Treloar

Nurse Manager

Dr Marilyn Aday, Dr Curtis
Walker

Nephrologists

Yan Li

Charge Nurse

Angela Stacey

CNS Home Haemodialysis

Albert Robertson

CNS Long Term Conditions Renal

Martina Sharpe

CNS Transplant

Helen Mumby, Sue Curry

CNS Peritoneal Dialysis

Robyn Perry

Clinic Nurse

Karen Chilman

Administrator

Other renal unit staff

Meeting plus email feedback

Palliative care

Dr Joy Percy

Specialist

Allied Health

Sharyn Brown

Social Worker

Tina Ambler

Manager, centralAlliance Dietitians

Surgical Services

Chris Simpson

Service Manager

Māori Health Development
Unit

Carleen Absalom
Tracy Haddon

Whānau ora Facilitator
Maori Quality Services Manager

Infection Prevention & Control

Lorraine Rees

Nurse Manager

Jan Dewar

Nurse Director Medicine, Surgery and
Emergency Services

Dr Mark Beale

Clinical Director

Amanda Driffill

Service Manager Medical

Consumers

Primary and Community

Psychology Clinic, Massey
University
MidCentral Health
Renal Services

Management
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Dr Ken Clark

Chief Medical Officer

Tracey Schiebli

GM Service & Business planning

Dr Tom Thompson

Physician

Bronwynne Anderson

Renal Resource Nurse

Julie Nitschke

Clinical Director Primary Care, Whanganui
Regional Health Network

Kidney Health New Zealand

Max Reid

Chief Executive Officer

National Renal Advisory Board

Murray Leikis

Chair NRAB, Renal Service Clinical
Leader, Capital & Coast DHB

Ministry of Health

Annette Pack

Portfolio Manager, Electives & National
Services, Service Commissioning
Clinical Director, National Renal
Transplant Service

Whanganui DHB

National and other DHBs

Nick Cross
Canterbury DHB

Wendy Cuthill

Charge Nurse Manager Dialysis Services,
CHCH Hospital

Capital & Coast DHB

Mary Mallon

Service Leader Renal, Wellington Hospital

Northland DHB

Cheryle Kiwi

Nurse Manager – Renal

Taranaki DHB

Jane Gubb

Clinical Nurse Manager, Medical and
Oncology/Renal Unit

Waikato DHB

Nicola Hagan

Charge Nurse Manager, Hamilton

Hawkes Bay DHB

Ruth Griffiths
Rachael Walker

Charge Nurse Manager
Nurse Practitioner, Home First Study Coordinator, PhD Candidate

Waitemata DHB

Janice Kirkpatrick

Charge Nurse Manager Haemodialysis

Counties Manukau DHB

Catherine Tracy
Amie Hwang
Rowena Scofield
Sally Fox

Service Manager
CNM Acute Dialysis Unit
CNM Rito
CNM Home Therapies and Community

Auckland DHB

Josaphat D. Flores

Charge Nurse – Acute & Dependent
Haemodialysis
Charge Nurse Manager Ambulatory
Dialysis
Service Clinical Director - Department
Renal Medicine

Janice McNeil
Dr Ian Dittmer
Southern DHB

Talis Liepins
Blair Donkin
Lynda Anderson
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Appendix C – Data supplement
Population statistics by ethnicity and age
Ethnicity

MidCentral Whanganui

Combined

NZ

MidCentral Whanganui Combined

Var

NZ

Whanganui

Asian

10,420

1,550

11,970

521,025

6%

2%

5%

12%

-7%

13%

Maori

32,060

15,860

47,920

692,260

19%

25%

21%

16%

5%

33%

Other

121,780

43,450

165,230 2,942,520

72%

70%

71%

66%

5%

26%

4,640

1,430

285,870

3%

2%

3%

6%

-4%

24%

168,900

62,290

231,190 4,441,675

100%

100%

100%

100%

0%

27%

Pacific
Total
Age

MidCentral Whanganui

6,070

Combined

NZ

MidCentral Whanganui Combined

NZ

Var

Whanganui

0-24

59,450

20,800

80,250 1,536,050

35%

33%

35%

35%

0%

26%

25-54

62,050

22,300

84,350 1,767,020

37%

36%

36%

40%

-3%

26%

55-75

35,200

14,105

49,305

872,490

21%

23%

21%

20%

2%

29%

>75

12,200

5,085

17,285

266,115

7%

8%

7%

6%

1%

29%

Grand Total

168,900

62,290

231,190 4,441,675

100%

100%

100%

100%

0%

27%

≥ 65 years

27,490

11,150

16%

18%

17%

14%

3%

29%

38,640

625,920

Source: 2014 Population projections (Stats NZ)
Locality

Numbers

% DHB

% Combined

PN

80,082

49%

36%

Horowhenua

30,099

19%

14%

Manawatu

27,456

17%

12%

Tararua

16,854

10%

8%

8,073

5%

4%

MidCentral

162,564

100%

73%

Whanganui

42,150

70%

19%

Rangitikei

14,019

23%

6%

Ruapehu

3,945

7%

2%

60,114

100%

27%

Kapiti

Combined
222,678
100%
Source: MidCentral DHB Health Needs Analysis using 2013 Census data
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Primary statistics
Figure 29: CKD Pathway views, MidCentral DHB area

Source: Central PHO
Figure 30: CKD coding, MidCentral DHB area

Source: Central PHO
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Table 39: Renal serve statistics 2013

Incidence ESKD
treatment
District
Health Board
Northland

Number
24

Rate
(PMP)
158

Pop*
151,692

Waitemata

525,555

74

Auckland

436,341

Counties
Manukau
Waikato

Dialysis
prevalence

Number
164

Rate
(PMP)
1081

141

288

63

144

469,293

116

707,145

Hawkes Bay

Transplant
prevalence

Total prevalence
of ESKD treatment
Ratio
dialysis:
transplant**
2.3

Number
72

Rate
(PMP)
475

Number
236

Rate
(PMP)
1556

548

147

280

435

828

2.0

309

708

194

445

503

1153

1.6

247

576

1227

139

296

715

1524

4.1

84

119

472

667

181

256

653

923

2.6

151,692

25

165

97

639

78

514

175

1154

1.2

MidCentral

222,684

20

90

138

620

65

292

203

912

2.1

Taranaki

109,752

8

73

52

474

38

346

90

820

1.4

Capital Coast

600,189

72

120

250

417

263

438

513

855

0.9

Canterbury

569,952

42

74

135

237

254

446

389

683

0.5

Southern

297,423

13

44

95

319

105

353

200

672

0.9

District
Health Board

4,241,724

541

128

2576

607

1536

362

4112

970

1.7

*The source population is derived from the New Zealand Census
** This shows the number of prevalent dialysis patients for every patient living with a kidney transplant. A number greater than 1 indicates there
are more patients treated with dialysis for end-stage kidney disease than with kidney transplantation.
Incidence – the number of patients commencing dialysis treatment or pre-emptive transplantation during the calendar year.
Prevalence – the number of patients receiving dialysis or transplantation treatment for end-stage kidney disease at the end of the calendar year
(i.e. 31/12/2013).
PMP – Per million population
Unit coverage – The named District Health Boards provide dialysis and transplant services to their own population and other District Health
Boards. The DHB populations being served by the central DHBs are: Northland (Northland DHB), Waitemata (Waitemata DHB), Auckland (Auckland DHB &
Starship Hospital), Counties Manukau (Counties Manukau DHB), Waikato (Waikato, Bay of Plenty, Lakes and Tairawhiti DHBs), Hawkes Bay (Hawkes Bay DHB), Mid
Central (Whanganui and Mid Central DHBs), Taranaki (Taranaki DHB), Capital & Coast (Capital & Coast, Hutt, Wairarapa and Nelson Marlborough DHBs),
Canterbury (Canterbury, West Coast and South Canterbury DHBs), Southern (Southern DHB)

Source: New Zealand Dialysis and Transplantation Audit 2012 and 2013, NRAB Standard and Audits Subcommittee
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Diabetes and incidence
Figure 31: Central PHO – Diabetes rates (Age and
ethnicity standardised)

Figure 32: Whanganui PHO–Diabetes rates (raw)

All diabetics and total CPHO population

Diabetics and population over 15 years

Figure 33: Incidence (2014 & 2015) and prevalence of dialysis (locality of domicile)
Incidence 2014 &
2015 (Cal yrs)
DHB & Locality

Total

%

Bay of Plenty

1

Kawerau District
MidCentral
Horowhenua District

2%

1

2%

39

72%

114

78%

14

26%

28

19%

3

2%

5

9%

18

12%

15

28%

47

32%

Kapiti Coast District
Manawatu District
Palmerston North City
Tararua District
Whanganui

Prevalence (Feb 16)

5

9%

18

12%

14

26%

32

22%

2

4%

7

5%

Rangitikei District
Ruapehu District

2

4%

5

3%

Wanganui District

10

19%

20

14%

54

100%

146

100%

Grand Total

Source: Homer data (manually analysed)
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Figure 34: Incidence (2014 & 2015) compared to prevalence of dialysis (age and ethnicity)

Prevalence
(Feb 16)

Incidence 2014 &
2015 (Cal yrs)
Age

#

%

0-24

1

2%

25-54

20

37%

34%

55-74

31

57%

53%

2

4%

13%

Total

54

100%

100%

Asian

2

4%

3%

Pacific

8

15%

11%

Māori

14

26%

34%

Other

30

56%

51%

Total
54
100%
Source: Homer data (manually analysed)

100%

≥75

%

Figure 35: Incidence trends in RRT by age – NZ
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Figure 37: Prevalence trends
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Figure 38: Transplant statistics, 2015

Table 40: Prevalence of RRT, MidCentral
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Dialysis statistics by DHB of domicile
People of Māori and Pacific ethnicity are over represented in the dialysis population as expected.
The proportion of Māori (34%) compares to 21% in the subregional population and half of all
Whanganui patients are of Māori ethnicity. Pacific people make up 11% which compares to 3% in
the subregional population, almost all reside in the MidCentral DHB area (Table 41).
Table 41: Dialysis patients by ethnicity and DHB, February 2016
Patient numbers
Ethnicity

MidCentral

Asian

5

Pacific

15

Māori

34

Other

60
114

Whanganui

%
Combined

MidCentral

5

4%

1

16

16

50

15
32

Whanganui

Combined

0%

3%

13%

3%

11%

30%

50%

34%

75

53%

47%

51%

146

100%

100%

100%

Table 42: Dialysis patients by locality and modality, February 2016
Facility HD

PD

Home HD

All
modalities

% Total

% Home
dialysis

Whanganui

16

7

9

32

22%

50%

Horowhenua

20

9

2

31

21%

35%

Tararua

9

7

2

18

12%

50%

45%

37%

100%

41%

Locality

PN/Manawatu

41

15

9

65

Total

86

38

22

146

59%

26%

15%

100%

Modality %






Over half the dialysis population reside in areas some distance away from Palmerston North.
Whanganui has a high proportion of home dialysis.
Over two thirds of dialysis patients (71%) live in the most deprived areas (MidCentral 63%,
Whanganui 93%). Two thirds of those living in the most deprived areas reside in Horowhenua
or Whanganui.
Three fifths of dialysis patients are male (60%), Whanganui has a higher proportion of males
(69%) than MidCentral (57%).
Just under half (45%) are 65 years and over, the breakdown by DHB was 34% for Whanganui
and 46% for MidCentral. Two percent were 85 years and over (MidCentral DHB patients).

Figure 39: APD as proportion of total PD, 2014

Source: ANZDATA
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Survival
Figure 40: Overall survival

Figure 41: PD survival
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Figure 42: PD Technique survival

Technique Survival - PD at 90 Days
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If reading in black and white, the MidCentral service is the top line in each graph
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Volumes and funding
Table 43: MidCentral Health renal service volumes 2008/09 - 2015/16
Inpatient Services (CWD)

2008/09

2009/10

2010/11

2011/12

2012/13

2013/14

2014/15

2015/16*

264

303

242

212

227

253

241

213

59

209

224

162

204

Non contact First Specialist
Assessment
1st attendance

102

93

103

95

85

84

102

107

Subsequent attendance

685

936

893

851

846

872

867

839

Recurrent home based
CAPD

349

463

370

324

416

449

380

264

140

112

117

111

107

Automated Peritoneal
Dialysis (APD)
CAPD Training
Recurrent home based
Haemodialysis

9

11

10

13

21

7

14

10

211

239

222

248

292

274

249

236

Haemodialysis Training

10

5

6

6

5

5

6

9

Incentre Haemodialysis

8509

9705

9261

9038

9333

9403

10516

10137

Incentre self managed
dialysis

798

921

1763

1369

1227

1904

2038

1878

3

229

536

474

639

539

743

678

7

7

6

2

9

1

10940

12905

13413

12836

13418

14133

15438

14683

Nurse Led Outpatient Clinics
Blood transfusions

2015/16 extrapolated from 1 July 2015 – 30 May 2016.
The purchase unit for in-centre and self-managed haemodialysis is each treatment (about 156 per year per patient) and for CAPD, APD,
home HD is patient month (about 12 per year per patient)
Table 44: MidCentral Health renal service funding 2008/09 - 2015/16
Inpatient Services (CWD)

2008/09

2009/10

2010/11

2011/12

2012/13

2013/14

2014/15

2015/16*

$820,816

$1,171,422

$779,373

$759,341

$849,986

$1,043,026

$860,548

$1,027,515

$8,850

$30,367

$32,837

$24,077

$43,079

Non contact First
Specialist Assessment
1st attendance

$46,669

$43,354

$53,636

$50,746

$43,455

$43,326

$53,339

$61,314

Subsequent attendance

$170,407

$237,239

$237,717

$232,379

$221,096

$229,919

$231,768

$300,287

Recurrent home based
CAPD

$591,726

$799,814

$745,847

$671,526

$827,745

$893,329

$773,412

$611,213

$291,064

$225,553

$237,720

$225,918

$247,727

Automated Peritoneal
Dialysis
CAPD Training
Recurrent home based
Haemodialysis

$18,126

$25,393

$27,290

$36,392

$56,264

$18,921

$38,367

$31,174

$551,337

$636,278

$552,340

$632,943

$713,244

$675,234

$622,127

$670,739

Haemodialysis Training

$150,259

$76,546

$90,064

$92,387

$73,684

$74,339

$90,443

$154,323

Incentre Haemodialysis

$3,420,533

$3,974,877

$3,414,584

$3,418,307

$3,378,335

$3,433,966

$3,893,643

$4,388,771

$210,026

$246,966

$402,477

$320,591

$275,001

$430,532

$467,216

$587,691

$0

$32,339

$74,080

$77,707

$100,472

$85,503

$119,497

$141,698

$9,757

$7,120

$5,841

$1,964

$8,961

$1,173

$5,979,899

$7,244,228

$6,387,165

$6,599,353

$6,801,043

$7,200,615

$7,409,316

$8,266,702

Incentre self managed
dialysis
Nurse Led Outpatient
Clinics
Blood transfusions

2015/16 extrapolated from 1 July 2015 – 30 May 2016
The purchase unit for in-centre and self-managed haemodialysis is each treatment (about 156 per year per patient) and for CAPD, APD,
home HD is patient month (about 12 per year per patient)
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Table 45: Renal service financials for the 6 year period 2010/11 to 2015/16
15/16
(Extrap
Apr)

Period
change

Ave per
year

2010/11

2011/12

2012/13

2013/14

2014/15

Revenue

6,175

6,907

6,759

7,050

7,526

8,131

32%

6%

Personnel

2,269

2,394

2,483

2,694

2,916

3,117

37%

7%

206

208

213

205

196

194

-6%

-1%

2,510

2,466

2,502

2,745

2,775

2,823

12%

2%

452

458

511

515

562

549

22%

4%

Total Expenditure
Operating
Surplus/(Deficit)

5,436

5,525

5,708

6,159

6,450

6,683

23%

5%

739

1,382

1,051

891

1,076

1,448

96%

Recharges

(953)

(984)

(910)

(1,071)

(1,085)

(1,084)

14%

Surplus/(Deficit)

(214)

398

141

(180)

(9)

364

Other outsourced
Clinical Supplies
Infrastruct/Non-Clinical

3%

Recharges includes clinical expenditure such as wards, laboratory, pharmaceuticals, radiology as well as commercial support and corporate
overhead.
Table 46: Renal services purchased from other DHBs
Purchase Unit
type
$

# of patients

Renal Inpatients

2010/11

2011/12

2012/13

2013/14

2014/15

Feb 16
YTD

154,571

313,687

532,881

475,882

233,899

255,525

Haemodialysis

9,922

16,052

99,618

51,593

11,906

8,334

Outpatient visit

24,084

37,997

48,823

46,789

23,362

21,524

188,577

367,735

681,322

574,263

269,167

285,384

Discharges

15

35

36

35

16

18

Haemodialysis

25

41

256

130

30

21

Outpatient visit

68

108

141

136

67

62

108

184

433

301

113

101

Over 80% of the value of all IDF outflows is inpatient services. The last two years have seen a
drop compared to the 2012 to 2014 financial years. The complexity of care and therefore the cost
for per patient increased over the period by 50% (from 2 to 3 caseweight).
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Appendix D – In-centre facility requirements
24 stations + Home
training

Waiting/reception and offices
Room / Space

Remarks

30 stations + home
training

#

m2

Total
m2

#

m2

Total
m2

1

30

30

1

30

30

Waiting

For clinic and home
training areas.

Reception / Clerical

1

10

10

1

10

10

1

12

12

1

15

15

Office - Four person
shared

For clinic /home pts
For printers, facsimile,
printer functions - divide
between clinic & HD areas
Shared spaces for all
nursing & allied staff

2

20

40

2

20

40

Office - Four person
shared

Shared doctors space

1

20

20

1

20

20

1

30

30

1

30

30

1

12

12

1

12

12

2

12

24

3

12

36

1

6

6

1

6

6

1

14

14

1

14

14

1

3

3

1

3

3

1

6

6

1

6

6

Store - Photocopy /
Stationery

Meeting Room

Interview room
Consult rooms
Bay – adjacent to
consult rooms
Training / Treatment
Room
Toilet - Public

For staff meetings,
community training. Fit
with teleconferencing
Necessary as offices open
plan
Outpatient clinics
Nurses area, write-up,
recordings
Procedure room catheters etc.

Toilet - Accessible

Total Waiting &
offices
Discounted
Circulation

30%

207

222

62.1

66.6

24

30

269.1

288.6

121.25

121.25

Home training
Training room

Double room (2 chairs)

1

18

18

1

18

18

Training room

Single room (1 chair)

2

9

18

2

9

18

Treatment room

PD training /procedures

1

14

14

1

14

14

Office - Three person
shared
Flat

Admin area

1

15

15

1

15

15

1

32

32

1

32

32

Studio with ensuite &
kitchenette (1 station

Total Home training
Discounted
Circulation

Staff Station

Separate entrance.
Waiting and family/whānau
area (could separate).
May need to be subdivided

Office - Two person
shared, 12m2
Bay - Height/weight

ACNMs, doctors

Treatment Bay Renal Dialysis
Toilet - Accessible

Will be 24 / 30 areas when
isolation rooms included.
For use by persons in
open treatment bays
For use by persons in
open treatment bays
Class S (standard) with
ensuite

Shower - Accessible
Isolation room

97

24.25

24.25

25%

Treatment areas
Waiting for in-centre
dialysis

97

Scales
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1

30

30

1

30

30

2

10

20

2

12

24

1

12

12

1

12

12

1

2

2

1

2

2

20

9

180

26

9

234

1

6

6

1

6

6

1

5

5

1

5

5

4

12

48

4

12

48
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Personal Protective
Equipment Bay

One between two isolation
rooms

Ensuite - Standard

One toilet/shower for the
dedicated use of each
isolation room
One handwashing basin
per three (3) bays

Bay - Handwashing,
Type B

Discounted
Circulation

2

2

4

2

2

4

4

5

20

4

5

20

8

1

8

10

1

10

Total Treatment areas

335

395

35%

117.25

138.25

452.25

533.25

45

45

66.7

73.6

90

108

1044.3

1169.2

Staff areas
Staff Room

Discreet section of the Unit

Toilet - Staff

Discreet location. Nest to
change room
With shower & lockers

Change - staff
Property Bay - Staff

Discreet and secure
location.

1

18

18

1

18

18

2

3

6

2

3

6

1

10

10

1

10

10

1

2

2

1

2

2

Total Staff areas
Discounted
Circulation

25%

36

36

9

9

Support areas
Clean Utility /
Medication Room
Equipment Clean-Up

For cleaning / servicing of
haemodialysis and other
machinery

Dirty Utility
Water Treatment
Plant Room

Close to treatment areas to
reduce piping runs.

1

16

16

1

16

16

1

12

12

1

14

14

1

10

10

1

10

10

1

20

20

1

24

24

Total Support areas
Discounted
Circulation

15%

58

64

8.7

9.6

Storage Areas
Bay - Resuscitation

Adjacent to staff station.

Store - Bulk
Bay - Linen

Cupboard or trolley bay to
hold clean laundry

Disposal Room
Bay - Mobile
Equipment
Cleaner's Room

Hoist, IV pumps, US, ECG

1

1.5

1.5

1

1.5

1.5

1

42

42

1

53

53

2

2

4

2

2

4

1

6

6

1

8

8

1

5

5

1

6

6

1

5

5

1

5

5

Bay - Wheelchair park

1

4

4

1

4

4

Dialysis Fluid Bay

1

3

3

1

3

3

1

1.5

1.5

1

1.5

1.5

Diasylate Preparation
Area

Space adjacent to Dialysis
Fluid Bay.

Total Storage areas
Discounted
Circulation

25%

72

86

18

22

Total m2 (including circulation)
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Appendix E – Renal unit benchmarking
Workforce
The Auckland DHBs use clinical physiologists (CP) as well as registered nurses, this is mostly
availability and historical. Advantages of the CP workforce included strengths in water
management and clinical audits however RNs were seen as necessary where complex care was
required including medication. DHBs employing no care assistants were Taranaki and Canterbury.
Auckland and Waitemata DHB had no care assistants in some of their satellites. Several DHBs
have a combined predialysis and renal access role, (MidCentral included) and Canterbury has a 0.5
FTE psychologist as part of the team.

Schedules
Table 44 p. 116 shows opening hours and days across the country. Capital and Coast is the only
DHB open Monday to Sunday, the remainder provide services for outpatients Monday to
Saturday. Most DHBs run two patient sessions a day opening at 0700 and closing between 2130
and 2230. Exceptions are Taranaki and Southern which have one shift a day and the Auckland
DHBs which run three patient shifts a day at some of their facilities (shift ends at 2330 or 0030).
When Counties Manukau and Waitemata run two patient sessions a day, this is managed with less
hours than the rest of the county, hours are 0700 – 1930 and staff are employed on 12 hours
shifts. Auckland DHB has a night shift in their acute facility for eight patients a night.

Where services are provided
Outpatient services
The MidCentral service provides all nephrologist clinics at MidCentral Health in Palmerston
North. Many other DHBs provide outreach clinics to provide services closer to peoples home
(Northland, Waikato, Capital & Coast, Canterbury and Southern). Most of these services cover
areas much wider than MidCentral, however Capital & Coast provide clinics at Wellington,
Kenepuru, Hutt and Kapiti Coast and are planning to commence clinics in Wairarapa next to be
more patient centred. Clinics are provided for a whole day to make efficient use of time.
Satellites
Over one third (35%) of all facility dialysis was delivered from a satellite facility in early 2016,
mostly in areas with large population catchments except for Northland who has two satellites.
Canterbury is the only large service with no satellites and instead provides supported dialysis at
home. Waitemata, Auckland, Counties Manukau, Waikato and Capital & Coast DHBs have
opened new satellites in recent years.
Waikato now has four satellites with the latest facility opening in Gisborne three years ago.
Waikato is the only service which has satellites in other DHB areas (Lakes, Bay of Plenty and
Tairawhiti). The satellites are independent and owned and staffed by these DHBs but they are
clinically responsible to the Waikato service and the manager at Waikato manages the patient
flows. This is the model that could be used if a satellite was developed at Whanganui DHB.
In April, Counties Manukau opened a 30 bed unit in Mangere, the structure is a joint venture with
Diaverum who employ the nursing and technical staff.
Home training
Most DHBs have dedicated home training services, the Auckland units include stations for respite
patients within these areas. Several have alternative spaces to support the transition to home,
Waitemata has included a small studio in its new build where patients can stay overnight. Capital &
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Coast’s home training unit is shared with the Cancer Society and includes accommodation and is
also used after hours for self-care patients. The units that share home training space with facility
patients are MidCentral, Canterbury and Southern (however the latter DHBs are primarily training
facilities).
Community houses
Counties Manukau have two self-care community houses with another one opening in July. The
houses are set up by the Kidney Society in donated homes close to the hospital. Patients generally
dialyse more than three times a week. The only other self-care facilities are a house at Wairoa and
Dunstan hospital in Clyde (2 stations).
Acute facilities
Some DHBs have separate acute facilities. Hawkes Bay created a small unit of three stations at the
end of the inpatient ward during its recent staged rebuilding programme. The larger DHBs have
acute units at their main hospitals (often collocated with renal inpatients). Outpatients also utilise
these units depending on unit size and capacity available. Counties Manukau and Waitemata’s
acute/in-centre units at Middlemore and Northshore are large while Auckland, Waikato, Capital &
Coast and Canterbury have smaller acute units of 10 or less stations.
Supported community dialysis
The South Island DHBs are the only renal services providing this model of care. Canterbury’s
community service was set up in 2009 and provides for up to nine dependent patients to receive
dialysis from the outsourced district nursing provider Nurse Maude. Patients have typically been
on home HD and become frail or lost their support person but are otherwise well. The volumes
are kept low due to the high cost, the equivalent of a 0.72 FTE enrolled nurse is required per
patient (3 shifts plus cover) plus overhead.
Canterbury says the service enables patients to stay at home and it helps to manage in-centre
capacity so a new facility is not needed. The home support service is only a small part of the large
community service and is used very carefully due to the cost. Of Canterbury’s 146 dialysis patients,
only 4% (6 patients) are currently having community support, one a cannulation only service. The
costs of the community based service are averaged across the whole service to evaluate costeffectiveness.
Southern’s community service has two parts. Five patients are receiving complete care at home by
enrolled nurses employed by Southern and another five patients (living in Invercargill and
Dunedin) are receiving some support from advanced support workers employed by a contracted
provider. The support workers are trained to the level of a family member and the service is for
those who can almost manage independently e.g. people living on their own. Eligibility is
determined by the renal unit and the service does not include cannulation. Some patients were
home HD previously. When the caseload changes for the full support service, the enrolled nurses
can work in the renal unit.
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Renal unit benchmarking statistics
Table 47: Modality statistics by renal service (Mar to April 2016)
Renal service

Auckland

Incentre Satellite
HD
HD

Home
HD

Total Incentre
HD
dialysis

PD

Satellite
Home HD
HD

PD

Total
dialysis

Total
Home

135

84

55

48

322

42%

26%

17%

15%

100%

32%

Waitemata

86

117

41

53

297

29%

39%

14%

18%

100%

32%

Northland

70

46

20

40

176

40%

26%

11%

23%

100%

34%

MidCentral

87

23

34

144

60%

0%

16%

24%

100%

40%

Hawkes Bay

76

13

41

130

58%

0%

10%

32%

100%

42%

Counties Manukau

250

99

109

174

632

40%

16%

17%

28%

100%

45%

51

76

33

88

248

21%

31%

13%

35%

100%

49%

Waikato

125

78

95

220

518

24%

15%

18%

42%

100%

61%

Taranaki

22

10

26

58

38%

0%

17%

45%

100%

62%

Canterbury

22

37

89

148

15%

0%

25%

60%

100%

85%

8

58

32

98

8%

0%

59%

33%

100%

92%

494

845

2771

34%

18%

18%

30%

100%

48%

Capital & Coast

Southern
Total

932

500

Source: Renal unit managers. Nelson service not included in dialysis numbers. Training numbers included in In-centre statistics.
Population – Stats NZ population projections for 2015/16
Table 48: Ethnicity by renal service, 2015/16

Renal service

Maori

Pacific

Other

Total

Auckland

8%

11%

81%

100%

Waitemata

10%

7%

83%

100%

Northland

34%

2%

64%

100%

MidCentral

21%

3%

76%

100%

Hawkes Bay
Counties
Manukau

26%

4%

71%

100%

16%

21%

63%

100%

Capital & Coast

13%

6%

82%

100%

Waikato

27%

2%

71%

100%

Taranaki

19%

1%

80%

100%

Canterbury

9%

2%

89%

100%

Southern

10%

2%

88%

100%

All DHBs

16%

6%

78%

100%
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Table 49: Renal service facilities, haemodialysis stations, opening days/ hours, treatments per day and staffing information
Haemodialysis stations

Main

Traini
ng/
other

PMP

Opening
days

Hours

Treatme
nts per
day

Shift
duration
(hrs)

HCA
(hrs per
day)

Ratio RN/ CP
to patients

Northland - Whangarei
Hospital

32

4

307

Mon-Sat

0630-2100

2

8

8

1:3

Northland satellites

16

0630-2100

2

8

8

1:3.5

Waitemata - North Shore

24

0700-1930

2

8,12

12

1:3 or less

Waitemata satellites –
Waitakere & Mairangi Bay

30

0700-1930,
0700-0030

2&3

8,10,12

Nil

1:3, 1:4
Assisted

12 hrs works well for 2
sessions as covers whole day

Auckland (acute)

10

Mon Sun am

24 hrs

3+

8, 10

4

1:3, 1:4
Overnight

10 hr shifts overnight. Pm/night
shifts cover pts going on

Auckland – Grafton

21 (6 chairs

Mon-Sat

0700-2330

3

8, 12

4

1:3

M,W,F. 2 x 12 hour shifts

0700-2330

2

8

Nil

1:4 Assist
1:6 Self-care

0700-1930

2

12

12

1:2-1:3

DHB facilities

108

Mon-Sat

9
137

Comments

Cap of 7 pts on am shift

shared with
training)

Auckland satellites Carrington & Greenlane

27

10

Counties Manukau (acute)

20

12

Counties Manukau - Rito
(Manukau SuperClinic)

28

0700-1930,
0700-0030

2&3

8,9,12

12-24

1:3

Counties Manukau satellites Manuaku & Mangere

42

0700-1930

2

12

0-18

1:3

Counties Manukau
(community houses)

20

Mon-Sun

24 hours

2

NA

NA

NA

Waikato (acute)

10

Mon-Sat

0700-2130

2

8

16

1:2

Waikato in-centre

30

Mon-Sat

0700-2130

2

8

Waikato satellites - Tauranga,
Whakatane, Rotorua,
Gisborne

34

Hawkes Bay

23

231

106
8

Mon-Sat

1:2 on acute bay 1-6

Access by key

1:3 Dep 1.5
Assist

Info not collected from Waikato satellites
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181

Mon-Sat

0700-2200

2

8

16

116

1:4

25% supported self-care pts
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Haemodialysis stations

DHB facilities

Main

Traini
ng/
other

PMP

Opening
days

Hours

Treatme
nts per
day

Shift
duration
(hrs)

HCA
(hrs per
day)

Ratio RN/ CP
to patients

2

103

Mon-Sat

0630-1500

1

8

Nil

1:3-4

89

Mon-Sat

0700-2200

2

8

8

1:3

2 chairs used for 3 treatments
per day

0700-2200

2

8

Nil

1:3-1:6

AM shift self-care 1:6, pm shift
1:3

0700-2230

2

8

8

1:3

0700-2230

2

8

4

1:4

Wairoa (self-care house)

2

Taranaki - New Plymouth
Hospital

10

MidCentral - Palmerston North
Hospital

15

Palmerston North - selfcare/training

4

2

Capital & Coast - Wellington
Hospital

10

6

Capital & Coast Satellite –
Porirua

24

Canterbury - Christchurch
Hospital (acute unit and home
training unit)

6

Southern - Dunedin Hospital

10

Dunstan Hospital - self-care
holiday stations

3

6

63

Mon-Sun

19

Mon-Sat

0730-2100
(M,F), 07301600

2

8

Nil

1:2-1:3

Ratio across units. Training unit
used Wed ams for in-centre HD

19

Mon-Fri

0800-1630

1

8

8

1:3-1:4

Work load mix of training, acute
and long term IC pts. Staff have
caseload incl community pts up to 17 pts

RN/CP – Registered Nurse / Clinical Physiologist (technician) added together.
MidCentral’s 1:3 ratio includes charge positions. Most facilities have a 1.0 FTE charge position outside the ratio.
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Table 50: Renal service FTE and clinical roles

DHB and facility

Northland - Whangarei
Hospital

Dialysi
s pts
176

Total
FTE

Charge
roles
(excl Nrs
Mngr)

RNs/
CPs

Nurse
Ed

HCAs

2.0

19.1

1.2

1.4

2.0

11.4

0.2

2.6

0.8

25.9

0.6

2.0

Waitemata satelliteWaitakere

0.2

7.9

Waitemata community
dialysis facility

0.8

10.5

1.0

28.4

49.3

Northland satellites
Waitemata - North Shore

Auckland ADU and Grafton

297

322

58.2

70.5

0.8

17.4

Home Dialysis Unit
(Greenlane) and satellite
training (Grafton)

1.0

3.0

1.1

24.9

2.5

1.1

24.6

1.9

1.8

7.6

1.1

21.6

3.2

1.0

25.0

2.8

115.5

Counties Manukau - Rito
(Manukau SuperClinic)
Counties Manukau - MSC
satellite, HHD
Counties Manukau Mangere satellite
518

48.0

Transp
lant

1.9

1.1

1.3

Other

Home
dial
4.7

2.0

Provided
by
Auckland

PD 3.1, HHD 1.6

1.5

Separate
service
line

1.8

3.6

8.0

1.0

2.4

3.0

2.9

18.2

1.0
Research nurse

10.3
2.6
Biomed
techs

118

PD 3.0, HHD 3.0 (incl
1.0 Tech)

Case managers

2.9

Waikato
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Home dialysis
breakdown

0.4

3.4

1.0

632

Renal
Access

6.0

Auckland satellites Carrington & Greenlane

Counties Manukau (acute)

CKD &
Predial

PD 4.0, HHD 4.0 (incl
2.0 CP)

PD 10.4, HHD 7.8
(incl 3.0 tech, 0.8
water tech)

PD 6.0, Home
training 4.3 – CNS &
4 specialty nurses
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DHB and facility

Dialysi
s pts

Total
FTE

Charge
roles
(excl Nrs
Mngr)

RNs/
CPs

Nurse
Ed

Waikato satellites Tauranga, Whakatane,
Rotorua, Gisborne
Hawkes Bay

Capital & Coast Wellington Hospital &
Porirua satellite

CKD &
Predial

Renal
Access

Transp
lant

Other

Home
dial

Home dialysis
breakdown

FTE information not collected from Waikato satellites
130

26.4

58

10.5

144

29.6

248

43.6

Taranaki - New Plymouth
Hospital
MidCentral - Palmerston
North

HCAs

1.0

14.4

3.6

7.6

0.1

2.4

18.4

0.4

1.6

26.3

0.6

(0.9 in
post)

1.5

0.5

1.5

3.9

PD 2.2, HHD 1.7

0.5

Vascular
provided
by WDHB

1.2

1.1

Home coord 0.3
(trains), PD coord 0.8.
RNs rotate through
PD & HD

1.4

3.4

HHD CNS 1.0, PD
2.4, HD training within
HD roster

2.6

4.3

1.0

1.4

0.4

2.1

0.8
CNS Inpatients

(2.1 in
post)

1.1

5.0
Staff rotate through
PD & HD

Transport coord

148

20.0

1.0

11.0

0.5

0.6

0.7

1.4

0.5
Psychologist

Canterbury - Christchurch
Hospital

4.3
Community
outsourced

98
Southern - Dunedin
Hospital

16.0

1.0

5.85

incl in
ACNM
role

1.0

1.0

0.5

3.0
ENs

3.6
Community
outsourced

Charge roles – Includes Charge Nurse, Associate Charge Nurse or Team Leader. Excludes Unit and Nurse Managers
RN/CP – Registered Nurse / Clinical Physiologist (technician) added together.
Waikato – does not include satellite FTE however home training and home HD support is provided for whole region
Canterbury community outsourced – ENs for supported community dialysis employed by Nurse Maude, estimated 0.6 FTE per patient plus cover plus Team Leader 0.2
Southern community outsourced – Advanced support workers employed by Royal District Nursing Service, 0.6 FTE per patient plus cover
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Single pool of staff for
in-centre HD and
home dialysis

Single pool of staff for
ICHD and home
dialysis
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Table 51: Charge nurse roles and ratio of dialysis patients to FTE

Unit Manager

Charge and associate nurse /
team leader roles
Associate Charge Nurse
Charge Nurse (oversees Satellite
& Whng sub-specialties)

2.0

Nurse Manager Renal

Charge Nurse Manager

2.0

Associate Charge Nurse (1.0 role,
0.2 clinical)

0.8

Waitemata satellite-Waitakere

Team Leader

0.2

Waitemata community dialysis facility
(CDC)

Team leader CDC 0.4, Home
therapies 0.4

0.8

DHB and facility

Dialysis
patients
176

Northland - Whangarei Hospital
Northland satellites
Waitemata - North Shore

Auckland Acute Dialysi Unit (ADU) and
Grafton (DUA)

297

322

Charge Nurse Manager
Haemodialysis

Nurse Unit Manager
Gastro & Renal

1.0

Charge Nurse
Team Leader

Home Dialysis Unit (Greenlane) and
satellite training (Grafton)

Ambulatory Dialysis Charge Nurse
632

Service Manager
Medicine

1.1

Charge Nurse Manager
Charge Nurse Manager

Counties Manukau - MSC satellite,
HHD

Charge Nurse Manager, Clinical
Charge Nurse (Home HD & MSC
satellite)

1.8

Joint venture

Charge Nurse Manager

1.1

Charge Nurse Manager
Renal

Associate Charge Nurse

Waikato Renal Unit

518

Waikato satellites - Tauranga,
Whakatane, Rotorua, Gisborne
Hawkes Bay

Renal Services Plan – 11 July 2016

130

Clinical Nurse Manager

Ratio facility
dialysis pts to
Charge Nurse
FTE

44.0

29.0

165.0

112.8

107.3

73.0

123.9

68.4

129.5

50.8

130.0

76.0

1.0

Counties Manukau - Rito (Manukau
SuperClinic)

Counties Manukau - Mangere satellite

Ratio dialysis
pts to Charge
Nurse FTE

1.0

Ak satellites - Carrington & Greenlane

Counties Manukau (acute)

Charge Nurse
FTE

1.1

1.0

CNMs - Whakatane and Tauranga
combined

3.0

Associate Charge Nurse

1.0
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DHB and facility

Taranaki - New Plymouth Hospital
MidCentral - Palmerston North

Capital & Coast - Wellington Hospital &
Porirua satellite
Canterbury - Christchurch Hospital
Southern - Dunedin Hospital

Dialysis
patients
58

Community Ambulatory
Manager

Clinical Nurse Manager Medical
and Oncology/Renal Unit

1.0

58.0

22.0

144

Nurse Manager Renal

Charge Nurse

1.0

42.4

25.6

Associate Charge Nurse

2.4
155.0

79.4

1.0

148.0

22.0

1.0

98.0

8.0

148
98

Service Leader Renal

Associate Charge Nurse

Charge Nurse Manager

CNS Dialysis/ward

Charge Nurse Manager
Renal/Cardiology

Associate Charge Nurse

1.6
(0.9 in post)

Charge Nurse roles are not included in haemodialysis roster for all services except MidCentral
Canterbury – the Charge Nurse Manager performs the daily dialysis charge role in both facilities
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Ratio facility
dialysis pts to
Charge Nurse
FTE

Unit Manager

248

Charge Nurse
FTE

Ratio dialysis
pts to Charge
Nurse FTE

Charge and associate nurse /
team leader roles
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Appendix F – Categories of renal services
Scope of publicly-provided renal services in New Zealand
The below is adapted from the 2006 paper “New Zealand’s Renal Services: Towards a national
strategic plan” p. 6.
The main function of the kidneys is to clear the blood of waste products and maintain fluid and
mineral balance in the body. If a person develops diabetes, hypertension, or glomerulonephritis
(an immunological disease of the kidneys), he or she is at risk of kidney damage leading to
interference in these functions. Where chronic kidney disease (CKD) develops, treatment can help
reduce complications and slow the progress of the disease. However, in many patients when CKD
occurs it can progress to end stage kidney disease (ESKD).
There are five stages of CKD and these are defined by the level of kidney function or glomerular
filtration rate (GFR). GFR testing enables informed doctors in primary and secondary care to
determine what treatments are required to delay progression of renal disease and when referral to a
renal unit is required.
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 chronic kidney disease (CKD).
3. Dialysis programmes (Haemodialysis and Peritoneal Dialysis).

Haemodialysis (HD) uses a machine connected via tubing to the patient’s circulation to
deliver blood to a filter and return it to the patient once cleared of waste products and freed of
excessive fluid. The process takes about four or five hours. The schedule for dialysis in a facility
is three times a week, people at home usually dialyse at least every second day. Haemodialysis
services are provided either:
o in-centre (hospital based with nurse and/or technician assistance, for people unable to
manage dialysis independently)
o satellite bases (closer to patients’ homes, for people who can manage dialysis with
varying degrees of independence, with some nursing or technician support).
o 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 ‘fluid exchanges’
allows for infusion of PD fluid and removal of waste products and fluid. Most patients do four
exchanges a day and the process takes 30 – 40 minutes. A problem for all PD patients is the
development of peritonitis.
4. Renal transplantation (offered in three centres in New Zealand), where the patient’s kidney
function is 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.
5. Palliative care, or ‘conservative management’: 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
Renal Services Plan – 11 July 2016
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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.
The treatment of ESKD with dialysis and/or transplantation is life sustaining. Without such
treatment death is inevitable in days, weeks, or months. The 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.
Renal replacement therapy (RRT, which covers all forms of dialysis and transplantation) should
ideally have a significant preparation period before being commenced. This allows:









Education regarding CKD and associated dialysis therapies in the six to twelve months prior
to need
Assessment for pre-emptive transplant
Surgical placement of A-V fistula for HD access undertaken at least three months prior to first
planned use, or alternatively placement of peritoneal catheter undertaken at least two weeks
prior to first planned use
Frequent lab and clinical monitoring
Nutritional advice and support
Planning of palliative care services, if required
Social work assessment and management.
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Appendix G – Description of short-term options
Option 1 - Extended hours Monday to Saturday in the in-centre dialysis unit to increase
the number of stations used three times a day
This would require changes to staff hours and timing of patient’s dialysis sessions. The afternoon
RN shift is extended by 1.5 hours from 10 pm to 11.30 pm. This model is used routinely by the
Auckland DHBs (their shift ends at 12.30 am).
Increased capacity – 8 stations would be used 3 times a day (2 currently). This is an increase of 36
treatments a week (12 patients).



Additional staffing: 1 RN shift per day, a mid-shift, 6 days a week = 1.44 FTE (includes 20%
cover)
Increase in penal rates for extension of shift ($3,924 p.a. per RN)

Approximate cost $140k
Strengths
Utilises current facilities
No alterations or capital cost
Likely short implementation timeframe
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Weaknesses
Relies on enough patients requiring 4-4.5 hours of
dialysis
Patient acceptability may be low - later finish
times, some patients will be elderly. Will impact
on local patients
Staff may not be receptive to changing
employment contract
Decrease flexibility of roster and meeting 9 hour
break between shifts
More treatments per day and staff in a facility
already struggling with current numbers
Pressure on staff to manage patient flow. Requires
tight turnaround times and some machines may
have to be swapped in between sessions to fulfil
cleaning programmes – will be difficult to manage
with the limited cramped space
Would exacerbate the current problem of
inadequate isolation space
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Option 2 – Open on Sundays in the in-centre dialysis unit (0730 - 2200)
This would require changes to staff hours and timing of patient’s dialysis sessions. The only DHB
open on Sundays is Wellington. They have a patient roster for dialysis sessions which is handed
out to patients at the end of each week. Roster priority is given to those working, travelling or
those on management plans. Patients make requests and can swap with others if something comes
up. Many patients have the same schedule but this is not guaranteed. Wellington started this
system 15 years ago to solve capacity issues and implementation required work with patients.
Increased capacity - 15 stations x 2 sessions x 1 day = 30 treatment (10 patients)




Additional staffing: 5 RNs x 2 shifts = 10 shifts. 1 HCA x 1 shift = 2 shifts
RN = 2.4 FTE, HCA = 0.48 FTE (includes 20% cover)
Transport costs – Dependent on patient group dialysing on Sundays, could be significant

Approximate cost - $226k plus transport costs
More information is required on how to introduce this option to determine whether the additional FTE would be
gradually increased.
Strengths
Utilises current facilities and uses unused
capacity
No pressure on patient flow or increase in
the number of patients dialysed per day
No alterations or capital cost
Opening 7 days would enable after hours
call to be reintroduced (stopped 2010 as a
cost saving measure)
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Weaknesses
Patient acceptability may be low – Most are
accustomed to a fixed dialysis schedule and will
need to move to a flexible schedule. Likely to
have more impact for local patients
Transport – increase in cost, no shuttles on a
Sunday (40% travel by shuttle)
Staff may not be receptive to changing their
employment contract
May be complicated to manage – likely will
require some additional resource
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Option 3 – Alterations to the in-centre dialysis unit (3 stations)
Two offices could be converted to treatment areas, the nurse manager’s office and the office next
door used by the CNS Renal and CNS Transplant; 14.4 and 12 m2. These staff could move
opposite to the area used for Outpatient clinics which would then need to be relocated.
The area would need water, drainage and electrical upgrade.
An alternative alteration would be to convert the room that housed the old water plant into a
treatment area. A wall would be removed to enlarge a room with 2 chairs to 4 chairs.
Increased capacity – 3 stations x 2 sessions x 6 days = 36 treatments (12 patients)






Additional staffing: 2 shifts x 1 RN x 6 days = RN 2.88 FTE (includes 20% cover)
Staffing - $245k
Staffing expenditure would increase gradually as patient numbers increased and stations were opened. Likely
that the starting point would be an increase in 6 shifts per week or 1.44 FTE ($122k).
Facility costs - $25-50k (needs further assessment)
Equipment costs – 3 dialysis chairs, trolleys, tables, TVs = $10k

Approximate cost - $305k ($175k to open service staffed with one extra RN shift per day)
Strengths
Utilises current facilities and existing
infrastructure

New capacity and no pressure on patient
flow
Could be an advantage to keep predialysis
patients away from the in-centre unit to
avoid socialising a culture of facility
haemodialysis
Alterations likely to be simple and low cost
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Weaknesses
Outpatient clinics would need to be relocated.
No space was found previously when explored.
Creates another location for service delivery –
may impede communication and
administration processes/support would need
to change
Building works – some disruption although
outside the treatment area
More treatments per day and staff in a facility
already struggling with current numbers
Rooms are out of view of nurses station
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Option 4 – Extend the in-centre dialysis unit (4 stations)
The in-centre unit could be expanded into the space next door (library). The existing infrastructure
would support this, namely: newly installed Central Water Plant processed water (access to “Loop
pipe system”), pre-treatment system, waste water, emergency power and relative electrical supplies
(recently upgraded) plus heating/cooling systems, access to all building services.
The 404sqm renal unit would be extended by 50 m2 which should be adequate for a 4 station
treatment area; 36 m2 for the patient area plus a nurses desk and storage. Going to the next pillar
would create an area of 112 m2, the library is 342 m2 in total.
Assessment indicates access is possible alongside the in-centre isolation room. If the isolation
room was necessary for access this option would not be viable as it would cause the loss of two
treatment stations and a new isolation rom would need to be built. Cost is high due to an
allowance made for a new loop pipe system, which may be necessary due to the age and condition
of the existing system.
Increased capacity – 4 stations x 2 sessions x 6 days = 48 treatments (16 patients)






Additional staffing: 2 shifts x 1 RN x 6 days = RN 2.88 FTE (includes 20% cover)
Staffing - $245k
Staffing expenditure would be phased as patient numbers increased and stations were opened. Likely that the
starting point would be an increase in 6 RN shifts per week or 1.44 FTE ($122k).
Facility costs (50 m2) - $180k +/- 20%. 112 m2 could be up to $400k +/-20%
Equipment costs – 4 dialysis chairs, trolleys, tables, TVs = $13k

Approximate cost – $435k ($315k to open service staffed with one extra RN shift per day)
Strengths
Location an extension of renal unit – with
infrastructure, centralised staff, medical
supplies and relevant support systems
New capacity – no pressure on patient flow
Increases total area of the in-centre unit
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Weaknesses
Loss of library space
Building works – some disruption creating
access
Timeframe to implement
Increases the traffic through the renal unit
Cost, significant for 4 extra stations and may
not be in line with future plan
Fragments in-centre care
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Option 5 – Increase dialysis stations at the White House (3 stations)
The addition of 3 more dialysis stations to the existing 6 in the White House. The extra machines
would be located in the existing PD and home HD nurses’ offices. The home HD nurse would
relocate to the existing clinic room.
The facility is at maximum clinical loading and requires significant electrical and plumbing
upgrades including a new electrical cable, waste water pipework installation, water backup system,
water tank, pump and pump shed and plumbing for redesigned rooms. Major building work is also
required including accessing pipework, alterations to rooms, floor coverings, additional shelving
and storage and painting and redecoration.
Increased capacity - 3 stations x 2 sessions x 6 days = 36 treatments (12 patients)







Additional staffing: 2 shifts x 1 RNs x 6 days = RN 2.88 FTE (includes 20% cover)
Staffing - $245k. Some HCA support may be necessary.
Staffing expenditure would be phased as patient numbers increased and the stations were opened for use.
Likely the starting point at 3 patients per week would be 3 RN shifts or 0.72 FTE (includes 20% cover) =
$61k
Facility costs - $132,761.
This is made up of electrical and plumbing upgrades of $16k and $20k respectively and building costs of
$96k. Emergency backup power (UPS) not allowed for – estimate $55k
Equipment costs – 3 dialysis chairs, trolleys, tables, TVs = $10,000

Approximate cost – $385k ($204k to open first shift of 3 patients)
Strengths
Utilises current facilities
New capacity - No pressure on patient flow
or available space in the in-centre unit
Expansion of current service location
Extra staff to support home therapies
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Weaknesses
Considerable facility upgrade required in a
lease building. Landlord likely unwilling to
make changes
PD staff would need relocating and fragments
service
Location isolated if used for dependent
patients
Timeframe for facility upgrade considerable
Cost, may not be in line with future plan
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Option 6 – Commence a dialysis service at Horowhenua (3 stations)
Horowhenua Health Centre was investigated as a possible location for dialysis. The location of the
procedure room which is already plumbed for dialysis is not ideal and is unavailable as it is being
used for the mobile bus, dental GA recovery and other purposes.
Four beds in the Star 4 ward have been closed over the summer and decision is pending whether
this is permanent. Converting a 2 bed room in the Star 4 ward could work for dialysis and is likely
large enough for 3 chairs at 23 m2 (3.9m x 5.9). The room has good proximity to the nurses
station, support services, space for machine storage and servicing, supplies and for staff to work
outside the room. The start position would be 3 patients a week in the daytime Monday,
Wednesday, Friday; ultimately one room could cater for 12 patients a week (2 sessions per day
Monday to Saturday). Staffing could be provided by the renal unit initially and in the medium term
Star 4 staff could be put through the haemodialysis training programme.
Staff would be clinically responsible to the renal service. Criteria would be required for patient
selection (stable patients) and an acute pathway when patients present unwell or become unwell
and need medical involvement. It would be expected that the pathway would involve local doctors
and some upskilling. Northland DHB have supplied their documents which could be amended.
Electrical and plumbing upgrades are required to the room numbered 449 (room 19) and the antiroom 451 where the spare machine would sit.
Increased capacity - 3 stations x 2 sessions x 6 days = 36 treatments (12 patients)







Additional staffing: 2 shifts x 1 RN x 6 days = RN 2.88 FTE (includes 20% cover)
Staffing - $245k.
Staffing expenditure would be phased as patient numbers increased. The starting point at 3 patients per week
would be 3 RN shifts or 0.72 FTE (includes 20% cover) = $61k
Car while staff provided from renal unit, 3 days per week initially = $8,840
Facility costs - $6,114
Equipment costs – 3 dialysis chairs, trolleys, tables, TVs, shelving, scales = $13,000

Approximate cost – $273,000 ($89k to open first shift of 3 patients)
Strengths
Low facility costs to implement
Facility ideal for dialysis
New capacity - No pressure on patient flow
or available space in the in-centre unit
Services closer to home for a high need
population – 18 having in-centre HD. One
third of predialysis patients are from
Horowhenua
Enough suitable pts to open service
Utilisation of local FTE in Star 4 and
opportunity for staff to upskill
High level of local support
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Weaknesses
Additional capacity is limited to Horowhenua
rather than across the region
Separation from renal service requires
oversight systems
Possible staff training issues in the event of
turnover
Maintaining sufficient eligible patients to be
cost effective. Requires 3 eligible patients for
each shift to open and maximise resources.
May be unused stations on a shift when there
is patient turnover
Loss of beds to medical service – requires
commitment to make area available to renal
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Option 7 – Commence a dialysis service at Dannevirke (3 stations)
The option of introducing a service in Dannevirke was explored. The building suggested was
located centrally in the town (Gordon Street) and located close to existing local Health Care
facilities. The building was previously a doctor’s consulting building and has sufficient parking,
wheelchair toilet and access, reception area, waiting room, backup machine storage area plus staff
office and tea room facilities. The building is currently being used as storage and by IT staff.
Three dialysis stations could be installed with room for expansion. The CEO of Tararua Health
Group (THG) would ensure that another service was provided on dialysis days (utilising rooms
not required for dialysis) to ensure the staff member was not alone. The service would work in the
same way as Option 6 for Horowhenua. The service would be clinically responsible to the renal
service with established patient criteria and an acute pathway. The start position would be 3
patients a week in the daytime Monday, Wednesday, Friday and the medium-term goal would be to
train local staff.
Minor alterations would be required to plumbing and electrical systems.
Increased capacity - 3 stations x 2 sessions x 6 days = 36 treatments (12 patients)

Additional staffing: 2 shifts x 1 RN x 6 days = RN 2.88 FTE (includes 20% cover)

Staffing - $245k.
Staffing expenditure would increase gradually as patient numbers increased and each of the 4 shifts opened.
The starting point at 3 patients per week would be an increase in 3 RN shifts or 0.72 FTE (includes 20%
cover) = $61k

Car while staff provided from renal unit, 3 days per week initially - $14k

Facility costs - Plumbing & Electrical $25k +/- 20%

Facility rental - unknown

Equipment costs – 3 dialysis chairs, trolleys, tables, TVs, shelving, scales = $13,000
Approximate cost – $297,000 plus facility rental ($113k to open first shift of 3 patients)
Strengths
Low facility costs to implement
Facility design/layout modern and
appropriate for dialysis
New capacity - No pressure on patient
flow or available space in the in-centre
unit
Services closer to home for a high need
population – 11 having in-centre HD
Enough suitable pts to open service
Opportunity for local staff to upskill

High level of local support
Potential to provide services for Hawkes
Bay patients should there be the demand
and spare capacity.

Renal Services Plan – 11 July 2016

Weaknesses
Additional capacity is limited to Dannevirke
rather than across the region
Separation from renal service requires oversight
systems
Removed from support services (such as existing
health facility)
Possible staff training issues in the event of
turnover
Maintaining sufficient eligible patients to be cost
effective. Requires 3 eligible patients for each shift
to maximise resources. May be unused stations on
a shift when there is patient turnover
No onsite backup power (could be added)
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