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 Executive Summary 
Demand for dialysis and kidney transplantation services has increased significantly in Queensland 
over recent decades. Approximately one in 10 Australian adults is thought to be living with some 
degree of renal disease. Without preventative initiatives and better chronic disease management, the 
Queensland statewide demand for renal dialysis and transplant services is projected to increase by 
70 percent over the next decade, and the annual present value of dialysis and organ transplantation 
is estimated to rise from $136 million in 2005 to between $202 and $211 million in 2017.   

An ageing population, increasing occurrence of diabetes and the profound burden of chronic disease 
have placed renal services under intense demand and capacity pressure. In response to a Cabinet 
request, the Queensland Statewide Renal Health Services Plan (2008–17) has been developed to 
consider these pressures and the anticipated increasing demand on Queensland Health’s renal 
services. The Plan will guide Queensland Health and other key service providers towards the most 
appropriate mix of renal services for the next 10 years.  

This whole-of-state strategic approach to planning for future investment across the renal health 
continuum is needed to ensure services: 

• are patient focused and are able to respond to the diverse and specific needs of Queenslanders  

• are safe, sustainable and achieve quality standards 

• address the rapidly increasing demand for expensive renal replacement therapy.1  

The method used to develop this Plan included a review of current literature, best practice and policy 
development together with extensive statewide stakeholder consultations including private renal 
service providers. An economic analysis of current and future costs and benefits considering no 
change to current service patterns, and an increase in transplantation rates and use of home-based 
dialysis was also completed.  

Five key objectives have been identified for improving renal services across Queensland together 
with 67 strategies identified for achievement within two-, five- and 10-year timeframes.  

The five objectives in the Plan are: 

• invest in chronic kidney disease detection and management  

• expand treatment options for patients with end-stage kidney disease 

• promote a sustainable and multidisciplinary workforce for renal services 

• develop a functional hub-and-spoke service network and governance framework  

• develop minimum service standards, guidelines and resources for the delivery of renal services  

This Plan aims to contribute relevant evidence, robust modelling of demand for and costs of renal 
health services, and forward planning and service delivery initiatives that address the burden of 
chronic kidney disease and its impact on Queenslanders.   

The Plan recommends the implementation of strategies to detect and manage people with chronic 
kidney disease. Opportunistic screening for chronic kidney disease risk factors in primary care — 
diabetes, hypertension and proteinuria — and provision of best-practice care are likely to be highly 
cost-effective and importantly improve long term patient outcomes.  

                                                 
1 Queensland Health 2006, Synthesis of Area Health Service Renal Plans and Recommendations for the Development of a 

Statewide Renal Plan, Schmidt B and Associates, Queensland Government. 
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 A shift in the current modality pattern away from inpatient activity to well-supported outpatient, self-
care/home-based activity is also recommended.  This shift in the service modality mix will address 
patient access issues and improve patient quality of life by minimising the need for travel and 
relocation. Home-based therapy would also foster a self-care approach to end-stage kidney disease.  
Significant cost efficiencies can be obtained by moving dialysis into home and community settings. 
The estimated costs and benefits to be gained through changes in the current service delivery 
patterns are discussed.  

Considerable patient quality-of-life improvements can also be achieved via kidney transplantation. 
While expensive in the first year, transplantation incurs substantial cost reductions in the years 
following surgery. Queensland’s kidney donation rates have dropped significantly since 2001. Even a 
10% increase in the donation rate (and hence the transplant rate) above current rates would be less 
expensive and more effective than current treatment patterns for end-stage kidney disease. 

Given the cost-efficiency associated with self-care dialysis modalities and transplantation, this Plan 
includes an economic modelling exercise to estimate the impact of the above suggested changes to 
service patterns in Queensland. Increasing the rates of home haemodialysis and/or peritoneal 
dialysis across the state to a benchmark of 50% would also result in significant cost savings in the 
range of at least $40 million. 

The Plan acknowledges the complex nature of chronic kidney disease and the benefits of a 
multidisciplinary approach to care planning to provide continuity of patient care for the course of the 
disease. Coordinated care depends on the sustainable supply of an appropriately skilled workforce. 
Critical workforce shortages in Queensland’s renal health services have been identified and 
recommendations made for the following improvements: 

• placing greater emphasis on clinic coordination 

• engaging local primary care workers in the development of patients’ care plans 

• enhancing patient support and skills development 

• increased involvement of local nurse practitioners and Indigenous health workers 

• greater use of telehealth. 

The importance of modifying and formalising current service arrangements under a hub and spoke 
networking framework is recognised to maximise existing and new resources across the state, and 
improve patient access to timely and effective care. Statewide governance is required to ensure the 
successful implementation of this Plan and to monitor reform outcomes. The existing Statewide 
Renal Clinical Network and the Area Renal Clinical Networks will play an important role in providing 
leadership consistent with the strategic directions contained in this Plan. Current levels of support of 
these networks will require review to facilitate the achievement of the Plan’s objectives. 

During the planning process, it was identified that the development of a number of clinical, education, 
training and infrastructure standards and resources is required to facilitate a statewide approach to 
standardisation which will improve the quality and consistency of care. It will also permit the 
comparison of quality outputs and outcomes. Dialysis self-care training guidelines that include 
culturally appropriate resources and measurable learning competencies are one example of such 
resources. 

Given the projection for continued growth in demand for renal services and the consequent pressure 
on clinical services, it was recognised that Queensland Health should consider engaging private 
providers in the development of new services by scoping opportunities for private–public 
partnerships. Learning from the experiences of other state and territory health departments in this 
partnership arena would be invaluable. 
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 The Plan addresses health service delivery across one clinical stream, but must be considered in 
association with plans for other clinical stream services, particularly acknowledging Queensland 
Health’s strategic position in the management of chronic diseases.  

The primary goal of the Queensland Statewide Renal Health Services Plan (2008-17) is to implement 
a coordinated and evidence-based approach to renal health service delivery in Queensland where 
equity of access to treatment, service capability and sustainability, patient outcomes and cost-
effectiveness are maximised. It is anticipated that collaborative effort amongst service providers in 
the renal health sector will achieve this goal over the next decade. 
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 Queensland Statewide Renal Health Services ACTION PLAN 
While it is recognised that the Executive Management Team is ultimately accountable for implementing  the Statewide Renal Health Services Plan 2008-17 at a statewide level, General 
Managers at an Area level and District Managers at a District level, other parties will be responsible for leading the implementation. The Action Plan identifies the lead parties responsible 
for the implementation of each strategy.  Those highlighted by bold type represent the primary lead party. 

Legend:   
CHO Chief Health Officer ED-CS Executive Director – Corporate Services FRB Funding and Resourcing Branch 

CIO Chief Information Officer ED-PPR Executive Director – Policy, Planning and 
Resourcing GM General Manager 

CPIC Clinical Practice Improvement Centre ED-RD Executive Director, Reform and Development PAH Princess Alexandra Hospital 
CWAMB Capital Works and Asset Management Branch EMT Executive Management Team PCB Planning and Coordination Branch 
ED-CaSS Executive Director – clinical and Statewide Services ES-RCN Executive Sponsor – Renal Clinical Network    

Objective one: Investment in chronic kidney disease detection and management 
Responsibility level Resourcing 

Timeframe Strategy 
Statewide Area Health Service District E = existing 

A = additional 
1. Expand nurse practitioner and allied health practitioner-led 

programs to concentrate on detection initiatives in high risk 
populations, and case management of patients with established 
and advanced chronic kidney disease. 

 Area Renal Network Renal Services 

E & A 

2. Assess the merits of establishing either a statewide, Area, or 
District-level primary care/GP support service (using telephone, 
online and telehealth mechanisms) staffed by specialist renal 
nurses and with identified nephrologist assistance. 

CIO (InfoInvestment) 
and ES-RCN with 
Statewide Renal 
Network 

  
A 

3. Ensure chronic kidney disease is appropriately addressed in any 
local chronic disease initiatives e.g. working in partnership with 
local Connecting Healthcare in Communities Partnerships and 
Primary Health Care Partnership Councils to raise the profile of 
chronic kidney disease. 

ED-PPR (Policy Branch) GM, with Area Renal 
Network 

GM (DM), with 
Renal Services 

E 

4. Review existing chronic kidney disease diagnostic procedures in 
primary care and develop and implement appropriate tools and 
resources where required. 

ES-RCN  with 
Statewide Renal 
Network and General 
Practice Queensland 

GM, with Area Renal 
Network and local 
General Practice 
Divisions 

 

E 

5. Enhance cooperation and service integration between chronic 
disease coordinators, chronic kidney disease nurses and allied 
health professionals to ensure efficient use of resources and 
continuity of care. 

 GM, with Area Renal 
Network 

GM (DM), with 
Renal Services E 

6. Develop shared care models between nephrologists and general 
practitioners and, in remote areas, nurse practitioners and 
Indigenous health workers. 

ES-RCN with Statewide 
Renal Network and 
General Practice 
Queensland 

GM, with Area Renal 
Network and local 
General Practice 
Divisions 

 
E 

1–2 years 

7. Promote and implement examples of best practice in chronic 
kidney disease prevention and promotion. 

ES-RCN with Statewide 
Renal Network 

GM, with Area Renal 
Network 

 E 

3-5 years 
8. Establish one-stop-shop chronic disease clinics and services 

where patients and carers can access multidisciplinary care 
teams and treatment. 

 GM, with Area Renal 
Network 

GM (DM), with 
Renal Services E & A 

6–10 years 
9. Survey the primary health care sector to determine if adequately 

supported to address renal health issues, and collaborate with 
sector to remedy as required. 

ES-RCN with Statewide 
Renal Network  and 
General Practice 
Queensland 

GM, with Area Renal 
Network and local 
General Practice 
Divisions 

 
E 
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Objective two: Expand treatment options for patients with end-stage kidney disease  
Dialysis 

Responsibility level Resourcing 
Timeframe Strategy 

Statewide Area Health Service District E = existing 
A = additional 

1. Promote, statewide, a goal of 50% of all new patients’ dialysis 
modalities to be home- or community-based self-care dialysis, 
with benchmarks of 40% in Northern and 60% in Southern and 
Central Area Health Services.  

 GM, with Area Renal 
Network 

GM (DM), with 
Renal Services 

E & A 

2. Conduct a detailed costing study to determine the opportunity 
costs of providing various dialysis modalities and compare with 
current methodologies. Study to consider infrastructure and utility 
issues associated with self-care dialysis and arranging subsidies 
and/or special usage allowances for patients. The results of the 
costing study to be used to develop a tender specification for 
potential public-private partnerships for dialysis services 

ED-RD and ED-PPR 
(PCB and FRB) 

  A 

3. Following the costing study, develop a preferred Queensland cost 
weight for home- and community-based dialysis within the 
Casemix Funding Model, promoting benchmarks and incentives 
for Districts to increase home- and community-based dialysis.    

ED-PPR (PCB and 
FRB) 

  A 

4. Determine efficiencies associated with establishing a centralised 
pool of self-care dialysis equipment, supplies and technical 
expertise at an Area Health Service level. 

ES-RCN with 
Statewide Renal 
Network and ED-CS 
(CWAMB) 

  E 

1–2 years 

5. Establish and implement protocols for commissioning, de- and re-
commissioning self-care dialysis facilities. 

ES-RCN with 
Statewide Renal 
Network and ED-CS 
(CWAMB) 

  E 

6. Review benchmarks for home self-care dialysis and change 
strategy as required. 

ES-RCN with 
Statewide Renal 
Network  

  E 

7. Identify and use key self-care competencies and assessment 
measures to determine the appropriateness and effectiveness of 
training. 

ES-RCN with 
Statewide Renal 
Network 

  A 

8. Evaluate progress against benchmarks for self-care dialysis and 
review as required. 

ES-RCN with 
Statewide Renal 
Network  

GM, with Area Renal 
Network 

GM (DM), with 
Renal Services 

E 

9. Establish self-care dialysis facilities in Aboriginal Community 
Controlled Health Services or equivalent as appropriate. 

 GM, with Area Renal 
Network and ED-CS 
(CWAMB) 

GM (DM), with 
Renal Services  

E & A 

3–5 years 

10. Collaborate with relevant State and local agencies to support 
available and appropriate patient accommodation.  

CHO  GM, with Area Renal 
Network 

GM (DM), with 
Renal Services 

E 
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Objective two: Expand treatment options for patients with end-stage kidney disease (continued) 
Vascular access surgery for dialysis 

Responsibility level Resourcing 
Timeframe Strategy 

Statewide Area Health 
Service District E = existing 

A = additional 
1. Review current vascular access surgery for dialysis coordination 

arrangements to determine where additional efficiencies can be 
obtained. 

ES-RCN with Statewide 
Renal Network 

  E & A 

2. Consider the impact vascular access surgery for dialysis 
initiatives will have on radiology workloads. 

ED-CaSS (Radiology 
Support) with Statewide 
Renal Network 

  E & A 

3. Subject to findings of strategies 1 & 2, classify dialysis access 
surgery as a non-elective procedure. 

EMT   E 

1–2 years 

4. Explore and introduce new models of delivering vascular access 
surgery, including use of outreach surgical services that focus on 
maintaining continuity of care. 

ES-RCN with Statewide 
Renal Network 

  A 

3–5 years 5. Explore the role and competencies of interventional nephrology in 
establishing temporary access and emergency situations, and 
develop appropriate protocols. 

ES-RCN with Statewide 
Renal Network and ED-
PPR (WPCB) 

  E 

6–10 years 6. Evaluate the impact of access surgery initiatives on waiting lists 
and patient outcomes. 

ES-RCN with Statewide 
Renal Network 

  E 

 

Objective two: Expand treatment options for patients with end-stage kidney disease (continued) 
Organ donation and transplantation 

Responsibility level Resourcing 
Timeframe Strategy 

Statewide Area Health 
Service District E = existing 

A = additional 
1. Conduct a feasibility study to consider the costs and benefits 

associated with establishing a second transplant unit in the north of 
the state. 

ED-PPR (PCB) with 
Statewide Renal Network 

  A 

2. Increase the capacity of Princess Alexandra Hospital to deliver pre 
and post-transplantation outreach clinics and support ongoing 
patient care across the state.  

ES-RCN with Statewide 
Renal Network 

GM SAHS, with 
Area Renal 
Network 

GM-SAHS (DM-
PAH) and PAH 
Renal Services 

A 

1–2 years 

3. Work in partnership with Queenslanders Donate to implement 
strategies designed to increase deceased and live organ donation 
rates. 

ES-RCN with Statewide 
Renal Network 

GM, with Area 
Renal Network 

 A 
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 4. Investigate health system capacity to use sub-optimal kidney 
donations and implement if/where appropriate. 

ES-RCN with Statewide 
Renal Network 

  E  

5. Review, pilot, develop and implement strategies to increase 
donation rates including the use of cross blood type/ABO 
incompatible live donor organs. 

ES-RCN with Statewide 
Renal Network 

GM, with Area 
Renal Network 

GM-SAHS (DM-
PAH) and PAH 
Renal Services 

A 

6. Expand the role of Transplant Nurses to include working with 
potential transplant recipients to enhance informed decision-
making. 

ES-RCN with Statewide 
Renal Network 

GM, with Area 
Renal Network 

 A 3–5 years 

7. Establish pre- and post-transplant outreach clinics to minimise 
patient travel commitments. 

ES-RCN with Statewide 
Renal Network 

GM, with Area 
Renal Network 

GM (DM), with 
Renal Services 

E 

6–10 years 8. Evaluate the impact of transplant initiatives and identify future 
strategies to increase the proportion of patients with functioning 
transplants. 

ES-RCN with Statewide 
Renal Network 

GM, with Area 
Renal Network 

 E 

End-of-life care 
1–2 years 1. Promote provider and community understanding and acceptance 

of end-of-life care options through increased targeted education. 
ES-RCN with Statewide 
Renal Network and 
palliative care clinicians 

GM, with Area 
Renal Network 
and palliative care 
clinicians 

GM (DM), with 
Renal Services  

E 

3–5 years 2. Develop and implement standard protocols, including methods for 
obtaining informed consent, to support the delivery of medically 
managed non-dialysis treatment. 

ES-RCN with Statewide 
Renal Network  in 
collaboration with 
palliative care clinicians 

  E 

6–10 years 3. Integrate medically managed non-dialysis treatment services with 
existing palliative care services and support networks. 

 GM, with Area 
Renal Network 
and palliative care 
clinicians 

GM (DM), with 
Renal Services  

E 
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Objective three: Promote a sustainable and multidisciplinary workforce for renal services 
Responsibility level Resourcing Timeframe Strategy 

Statewide Area Health Service District E = existing 
A = additional 

1. Expand the number of multidisciplinary renal health teams in the 
Area Health Services that include nurses, dieticians, 
pharmacists, psychologists, social workers and indigenous health 
workers.   

 GM, with Area Renal 
Network 

 A 

2. Develop a Renal Health Workforce Plan that focuses on multi-
disciplinary care models, establishes workforce benchmarks and 
develops strategies for improving recruitment and retention. 
Benchmarks and strategies should also be reflected in Area 
Health Service workforce plans. 

ES-RCN with Statewide 
Renal Network and ED-
PPR (WPCB)  

  A 

3. Maximise the use of the Medical Specialist Outreach Program. ES-RCN with Statewide 
Renal Network and ED-
PPR (WPCB) 

GM, with Area Renal 
Network 

GM (DM), with 
Renal Services  

E 
 

4. Expand the number and role of nurse practitioners and 
Indigenous health workers in outreach clinic services that support 
patient self-management practices. 

ES-RCN with Statewide 
Renal Network and ED-
PPR (WPCB and CNO)  

GM, with Area Renal 
Network 

GM (DM), with 
Renal Services  

E & A 

1–2 years 

5. Increase the use of Queensland Health telehealth services 
particularly for multidisciplinary case conferencing and outreach 
clinic delivery through incentives, training and support for 
telehealth practitioners. 

 GM, with Area Renal 
Network and ED-
CaSS (Statewide 
Health & and 
Community Services) 

GM (DM), with 
Renal Services  

E 

6. Assess the feasibility of centralising the coordination and 
administration of outreach clinics at an Area or Statewide level. 

ES-RCN with Statewide 
Renal Network 

GM, with Area Renal 
Network 

 E 

7. Establish a renal mentoring and training program for allied health 
professionals, ensuring sufficient support for professionals to 
provide such mentoring and training. 

ES-RCN with Statewide 
Renal Network and ED-
PPR (WPCB) 

GM, with Area Renal 
Network 

 A 

3–5 years 

8. Develop a structured training program for Indigenous health 
workers wishing to specialise in renal health, in partnership with 
the vocational and education training sector. 

ES-RCN with Statewide 
Renal Network and ED-
PPR (WPCB) 

  E 

9. Determine the degree to which multidisciplinary care has been 
integrated into renal health service delivery and the impact on 
patient health outcomes. 

ES-RCN with Statewide 
Renal Network 

GM, with Area Renal 
Network 

GM (DM), with 
Renal Services  

E 
 

6–10 years 

10. Evaluate the impact of workforce initiatives on improving the 
sustainability of renal health services. 

ES-RCN with Statewide 
Renal Network and ED-
PPR (WPCB) 

  E 
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Objective four: Develop a functional hub and spoke service network and governance framework 
Responsibility level Resourcing 

Timeframe Strategy Statewide Area Health Service District E = existing 
A = additional 

1. Update renal services module of the Queensland Clinical 
Services Capabilities Framework. This will be undertaken every 
three years. 

ED-PPR (PCB)    E 

2. Audit the clinical capability of renal providers against the 
Queensland Clinical Services Capabilities Framework to inform 
networking abilities. 

ES-RCN with Statewide 
Renal Network 

GM, with Area Renal 
Network 

 E 

3. Agree on renal service hubs and spokes roles and 
responsibilities in line with the Queensland Clinical Services 
Capabilities Framework. 

ES-RCN with Statewide 
Renal Network 

GM, with Area Renal 
Network 

 E 

4. Identify and endorse services to be hubs and spokes and clarify 
accountabilities, fund-holding arrangements and responsibilities 
for service provision, teaching and research. 

EMT GM, with Area Renal 
Network 

 E 

5. Endorse the Statewide Renal Clinical Network as the body 
responsible for leading renal reform in line with this Plan, 
supported by Area Renal Networks. 

EMT and ES-RCN    E 

6. Support the work of the Statewide and Area Renal Networks 
including appointment of project management staff. 

EMT and ES-RCN   E & A 

1–2 years 

7. Following the costing study (see Objective 2), trial public–private 
partnership models in metropolitan, regional and rural settings. 
Assess the effectiveness and cost-benefit of public–private 
partnerships to deliver community-based satellite services on a 
price-per-treatment basis, and implement as appropriate. 

ED-PPR (PCB and FRB) 
and ED-RD (CPIC) with 
Statewide Renal Network 

GM, with Area Renal 
Network 

 E & A 

8. Formalise the renal health hub and spoke service network. ES-RCN with Statewide 
Renal Network 

GM, with Area Renal 
Network 

 E 

9. Model incentives designed to increase private sector dialysis 
usage rates and determine the potential impact on the public 
sector capabilities and liabilities. 

ES-RCN with Statewide 
Renal Network 

GM, with Area Renal 
Network 

 A 

3–5 years 

10. Determine the costs and benefits associated with establishing 
statewide contracts for common renal supplies and technical 
support, and proceed if beneficial. 

ED-CS (HSPLB) and ES-
RCN with Statewide 
Renal Network 

  A 

6–10 years 11. Evaluate efficiencies obtained via renal health governance 
structure, network methodology and partnership approaches, and 
determine the impact on patient health outcomes. 

ES-RCN with Statewide 
Renal Network 

  E 
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Objective five: Develop minimum service standards, guidelines and resources for the delivery of renal services 
Responsibility level Resourcing 

Timeframe Strategy Statewide Area Health Service District E = existing 
A = additional 

1. Develop Minimum Dialysis Service Standards consistent with 
the National Service Guidelines for the Management of Dialysis 
and Kidney Transplantation in Remote Australia 

ES-RCN with Statewide 
Renal Network 

  E 

2. Develop and implement a Renal Health Minimum Standards of 
Care Framework applicable across the health continuum 
building on the accomplishments of the Renal Services 
Collaborative. 

ES-RCN with Statewide 
Renal Network 

  E & A 

3. Develop and implement evidence-based Renal Health Education 
Guidelines and materials that address the full spectrum of 
disease and are appropriate for cultural and special needs 
groups. 

ES-RCN with Statewide 
Renal Network 

GM, with Area Renal 
Network 

 E & A 

4. Develop and implement Dialysis Self-Care Training Guidelines 
that include culturally appropriate resources and measurable 
learning competencies. 

ES-RCN with Statewide 
Renal Network 

GM, with Area Renal 
Network 

 E & A 

1–2 years 

5. Develop a concept brief for a Renal Services Clinical Information 
System in consultation with user groups and the Clinical Practice 
Improvement Centre and Information Division, Queensland 
Health. 

ES-RCN with Statewide 
Renal Network and CIO 
(InfoInvestment) 

  E & A 

6. Collect performance indicator data as defined in the Renal 
Health Minimum Standards of Care Framework. 

 GM, with Area Renal 
Network 

GM (DM), with 
Renal Services 

E 

7. Develop a quarterly reporting system for monitoring provider key 
performance indicators and providing feedback. 

ES-RCN with Statewide 
Renal Network 

GM, with Area Renal 
Network 

 E 

3–5 years 

8. Implement a Renal Services Clinical Information System and 
provide resourced training and support, and technology 
upgrades. 

 GM, with Area Renal 
Network 

GM (DM), with 
Renal Services 

E & A 

9. Evaluate the effectiveness of the Renal Health Minimum 
Standards of Care Framework, Renal Health Education 
Guidelines and Dialysis Self-Care Training Guidelines. 

ES-RCN with Statewide 
Renal Network 

GM, with Area Renal 
Network 

 E 6–10 years 

10. Evaluate the effectiveness of the Renal Service Clinical 
Information System, identifying areas for improvement and 
database integration. 

ES-RCN with Statewide 
Renal Network and CIO 
(InfoInvestment) 

GM, with Area Renal 
Network 

 E 

 



  

   16

Queensland Statewide Renal Health Services Plan                            Part One: The way forward 

2008–17 

 
Introduction 
Demand for dialysis and kidney transplantation services has significantly increased in 
Queensland and the rest of Australia over recent decades. An ageing population, increasing 
diabetes prevalence and the heavy burden of chronic disease among Aboriginal and Torres 
Strait Islander Australians, particularly in North Queensland, have combined to place renal 
services under intense demand and capacity pressure. Evidence suggests that renal service 
planning should take into account the strong likelihood that demand will continue to rise over 
the next decade. 

The Queensland Statewide Renal Health Services Plan 2008–17 has been prepared in 
response to the increasing pressures and demand on Queensland Health’s renal services.  It 
has three parts.  

Part One: The Queensland Statewide Renal Health Services Plan 2008–17:  
The Way Forward 

This part is the ‘Plan’, an easy-to-read document that discusses the current situation and 
considers demand forecasts and an economic modelling of current and future costs and 
benefits associated with changing the service model. The strategies are arranged around five 
objectives. 

Part Two: Current Service Analysis and Future Demand Predictions 

This part provides in-depth information on the current incidence and prevalence of end-stage 
kidney disease as well as service models, and workforce and infrastructure capacity in 
Queensland. It compares Queensland’s performance with other states and territories. 
Predictions of end-stage kidney disease incidence and prevalence to the year 2017 are also 
contained in this part. 

Part Three: Economic Modelling Report: Modelling the Current and Future 
Costs and Benefits of Renal Replacement Therapy in Queensland 

This part is a stand-alone document that explores the potential impact of changing the 
current renal health service delivery patterns within Queensland and the resulting costs and 
health benefits to 2017. 

Scope, purpose and methodology 

The Queensland Statewide Renal Health Services Plan 2008–17 (the Plan) will inform 
Queensland Health and key stakeholders on the most appropriate mix of renal services 
across the health continuum for the next five  years, with a 10-year outlook. 
This Plan defines renal health according to a care continuum that includes: 

• Chronic kidney disease (CKD) management, early intervention and treatment 

• Haemodialysis (HD)—inpatient, satellite, community-based and home 

• Peritoneal dialysis (PD), which includes continuous ambulatory peritoneal dialysis 
(CAPD) and automated peritoneal dialysis (APD) 

• Organ transplant and ongoing management 
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 • Palliative care. 

The methodology used to develop the Plan included the following activities: 

• Reviewing and critically analysing national and international literature relating to chronic 
kidney disease service delivery. 

• Analysing relevant state data, including a service mapping exercise and area-specific 
plans to determine current service configuration, provider relationships, infrastructure 
capabilities and capacity. 

• Predicting renal service demand in Queensland to 2017 and analysing the effect of these 
forecasts on future service provision. 

• Identifying target populations that would benefit from changes to current service delivery 
models (inpatient versus home and community care), and examining the evidence 
concerning the efficacy and application of these approaches, noting comparable 
jurisdictional experiences. 

• Analysing service needs and gap and developing recommendations for future service 
development over the next decade. 

• Identifying changes that could be made to current service systems within existing 
resources and changes that would depend on the provision of additional human, physical 
and/or financial resources. 

• Investigating opportunities for private provider collaboration and partnership to improve 
system capacity and service options, associated constraints and potential impact on 
public services. 

• Developing strategic directions for renal services across the state over the next 10 years 
with flexibility to adapt to changing demands within and on the system. 

While the Plan addresses health service delivery across one clinical stream, it must be 
considered in association with other clinical stream service plans, particularly in the 
management of chronic diseases.   This will allow for consideration of whole-of-system 
strategic, clinical and operational issues, and lead to greater efficiencies and synergies in the 
delivery of health services.  

The Queensland renal service system consists of both public and private providers.  While 
this Plan provides a guide to renal service system reform across Queensland’s public 
hospitals, the important role of the private sector is acknowledged.   

Consultation and Governance process  

Consulting with stakeholders was integral to the development of this Plan. Consultation 
forums were held in each Area Health Service to capture the views of over 120 individuals 
including Area Health Service staff, clinicians and representatives from Kidney Health 
Australia, Kidney Support Network, and General Practice Queensland. 

The governance of the planning process was led by: 

• An Executive Committee 

• An Advisory Committee  

• A Working Group.  
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 Other stakeholders consulted included representatives from statewide and Area Renal 
Clinical Networks, consumers, paediatric service providers, the general practice peak body, 
allied health representatives, workforce agencies and private providers. A list of stakeholder 
participants can be found in Appendix A. 

The consultation process was pivotal to development of the Plan and to identify the five 
objectives. 

Policy and planning context 

The objectives, service delivery principles and strategies for action within this Plan are 
consistent with the Queensland Government’s commitment to health service reform. This 
commitment is articulated at a statewide level in the following documents: 

Action Plan—Building a better health service for Queensland (Health Action Plan) 
The Health Action Plan, released in October 2005, announced the government’s intention to 
reform the public health system.2 The work agenda includes: 

• improving health services to all Queenslanders regardless of where they live 

• creating new models for service delivery 

• strengthening partnerships and arrangements with non-government and nonprofit 
organisations. 

Training, recruitment and retention of health professionals was also highlighted as a critical 
component for inclusion in health service planning.  

Queensland Health Strategic Plan and Statewide Health Services Plan  
The Queensland Health Strategic Plan (2007–12) identifies four strategic directions for health 
services in Queensland over the next five years. It reflects recent service delivery reforms 
contained in the Queensland Statewide Health Services Plan (2007-12) and the critical role 
of the enabling functions—information, funding, workforce, and infrastructure and assets.3 4 

The Queensland Statewide Health Services Plan (2007–12) provides a vision for reforming 
health services in Queensland. It identifies the following two clear objectives; these 
correspond to strategic directions stated in the Queensland Health Strategic Plan (2007-12):  

• improving access to safe and sustainable health services 

• better meeting people’s needs across the health continuum.  

These strategies seek to ensure that Queenslanders have access to high-quality and safe 
services at all levels of health care intervention, and that these services are sustainable. The 
spectrum of services range from supporting those who are well, those who are at risk of 
developing a health condition, those who need treatment when they are injured or are ill and 
people who have long-term conditions.  

In order to be effective, health services must be planned, organised and delivered on the 
basis of which services are needed most, by whom, and which services will give the greatest 

                                                 
2 Queensland Health 2005, Action Plan- Building a better health service for Queensland, Queensland 

Government. 
3 Queensland Health 2007, Queensland Health Strategic Plan (2007-2012), Queensland Government. 
4 Queensland Health 2007, Queensland Statewide Health Services Plan (2007-2012), Queensland Government. 
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 benefit. Collaboration with partners, particularly given the state’s vast area, is essential to 
maintaining continuity of care across the continuum. In some circumstances, new 
partnerships will need to be established.  

 

The other two strategic directions in the Queensland Health Strategic Plan (2007–12) are: 

• enhancing organisational work processes and systems to support service delivery and 
business effectiveness 

• developing our people in a way that recognises and supports their role in the delivery of 
health services. 

Accordingly, Queensland Health’s work processes and systems will focus on providing 
efficient services that are user-centred to support and enable service delivery and business 
value. Performance monitoring, evidence-based practice and continuous quality 
improvement should guarantee the highest standards of services within available resources. 

Queensland Health’s Workforce Planning and Coordination Branch and Human Resources 
Branch will concentrate on creating environments where staff can be engaged, adapt and 
develop to meet the changing demands of health services. This will mean developing the 
capacity of staff, managing people in a consistent way, engaging staff in new and innovative 
work models and processes, and valuing the workforce through improved and standardised 
recognition and reward practices. 

This Plan has also been influenced by the following specific Queensland initiatives, plans and 
documents:  

• Queensland Strategy for Chronic Disease (2005–2015) 

• Partnerships Queensland: Future Directions Framework for Aboriginal and Torres Strait 
Islander Policy in Queensland (2005–2010) 

• Guidelines for Connecting Healthcare in Communities Initiative—Primary Healthcare 
Partnership Councils (May 2007) 

• The Health of Queenslanders 2006: Report of the Chief Health Officer Queensland 

• Queensland Health Clinical Services Capability Framework (July 2005). 

Queensland is not alone in attempting to address the increasing costs and projected future 
demands of renal services by seeking to consolidate services at a statewide level. Therefore, 
relevant initiatives from overseas as well as other Australian states and territories were 
considered during the development work for this Plan.  
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Plan Implementation and Evaluation 

This Section discusses the key issues to progress and monitor implementation of the 
proposed changes in the delivery of renal services in Queensland.  

The Queensland Statewide Renal Health Services Plan 2008–17 provides both the strategic 
and operational direction to service delivery and resource investment in renal services 
statewide. The Action Plan included at the beginning of this document outlines objectives and 
strategies and suggests the lead parties responsible for the implementation of each strategy. 
Area and Cluster plans, and Area renal services action plans will supplement this plan and 
confirm or modify these lead responsibilities. Areas and Area Clinical Networks will take main 
responsibility for developing and implementing operational service plans for major aspects of 
this Plan. Governance structures for Queensland Health’s renal services will continue to 
provide strategic direction, expert advice, coordination and monitoring of progress. 

Implementation arrangements 
Planning, implementation and evaluation are iterative processes which, together, are integral 
to delivering health care services in Queensland.5  

The objectives and strategies in this Queensland Statewide Renal Health Services Plan 
2008–17 establish the direction for future development of renal services within Queensland. 
The leadership and support of clinicians and clinical networks has guided this statewide 
planning process. That continued leadership is essential to the success of the 
implementation and evaluation of this Plan at a statewide, Area and local level. 

The Statewide Clinical Renal Network should lead the review process of this statewide Plan 
updating it every two years to ensure objectives and strategies remain current and reflect the 
changing health service needs of the community.  

Good governance is essential to ensuring the successful implementation of the Queensland 
Statewide Health Services Plan (2007–2012) and this associated Statewide Renal Health 
Services Plan 2008-2017. Effective governance includes competent management of 
resources in a way that is fair, open, accountable and responsive to people’s needs.  It 
requires that the recommendations in the Plan are properly debated, endorsed as considered 
appropriate and implemented in a timely and equitable manner. Effective governance also 
requires that individuals or groups of individuals take responsibility for such implementation, 
being held accountable for implementation achievement. 

The Director-General 
The Director-General of Queensland Health has two levels of responsibility and 
accountability: 

• Whole of government level – contributing to the development and achievement of high-
level strategic goals for the Government. 

• Department level – responsible for the effective and efficient running of the Department of 
Health and delivering the implementation of the extensive health reform agenda. 

In the context of this Plan, the Director General is responsible and accountable for endorsing 
the Plan, and ensuring, in line with whole-of-government policy, its implementation. 

                                                 
5 Eager, K, Garrett, P & Lin, V 2001, Health Planning: Australian Perspectives, Sydney. 
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 The Executive Management Team 
The Executive Management Team (EMT) is the principal advisory body to the Director-
General and provides advice on strategic service, policy and high-level administrative issues. 
EMT is responsible for endorsing statewide health services plans such as the Queensland 
Statewide Renal Health Services Plan 2008–17. EMT is also responsible and accountable for 
monitoring progress of the Plan’s implementation and the review process.  It is 
recommended that such monitoring occurs on a yearly basis. 

General Managers 
The Area General Managers are responsible and accountable for the delivery of statewide 
and Area services including the implementation of this Queensland Statewide Renal Health 
Services Plan 2008–17. 

The first stage of implementation of the Statewide Renal Health Services Plan will be the 
development of Area Health Service plans covering renal services, consistent with the state 
plan.  Area Health Services’ plans should provide detail on how the reforms and endorsed 
objectives and strategies in this Plan will be implemented at an Area and local level. Area 
plans should also incorporate implementation and evaluation processes. It is anticipated that 
the achievement of some objectives will require more facilitation than others e.g. establishing 
a functional hub and spoke service network and governance framework and expanding 
treatment options for end-stage kidney disease patients. Any implications for renal services 
arising from the Areas’ planning processes will also need to be considered. 

Area renal plans should be used as an internal working document, including being used as a 
basis for reporting implementation progress of the objectives of the statewide Plan.  

Statewide and Area Renal Clinical Networks 
Statewide and Area Renal Clinical Networks inform decision-making and may carry 
responsibility for certain functions in this Plan, such as clinical governance, but they are not 
formal authority structures. 

Clinical Networks are a key component of planning and decision making for health services 
and should address problems in quality and/or efficiency of health care, and implementation 
and evaluation of performance of renal services. The Area Renal Networks act as links 
between Districts, Area Health Services, and the Statewide Network. 

Evaluation 

It is recommended that reporting at an Area level for renal services be reviewed yearly. This 
reporting will flow into the bi-annual review and reporting on the statewide objectives and 
strategies in the Queensland Statewide Renal Health Services Plan 2008–17. As statewide 
plans are reviewed, Area Health Service plans should also be reviewed and updated to 
ensure stated initiatives and actions are current and reflect changing health service needs of 
the community.  

Evaluation should, at a minimum, comprise a review of all strategies, including assessment 
of service utilisation data. As stated in this Plan, the reliability of some projections in the Plan 
is uncertain given limitations with our current data. As new data becomes available, the 
projections should be reviewed, original projections adjusted and the implications of any 
variance assessed and the Plan amended as appropriate. 
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 Risk assessment  

Possible risks to the successful implementation of the Queensland Statewide Renal Health 
Services Plan 2008–17 include: 

• inability to recruit and retain an appropriately trained workforce, particularly in regional 
areas 

• lack of clinician ownership and engagement in implementing the strategic and operational 
direction outlined in this Plan 

• insufficient levels of investment for the required capital infrastructure 
• insufficient levels of investment for the required increases in treatment services capacity 
• delays in the delivery of capital infrastructure or other mismatch in timing between 

expansion of capacity and demand  
• inability to capture accurate, reliable and representative data to support monitoring and 

ongoing refinement of planning parameters and system performance. 

 

The risk of any and all of these issues is real and high. Area plans will need to address each 
of these issues and develop mitigation strategies. It is also important to note that 
implementation of this Plan will involve a complex array of individual projects and project 
teams across a range of Areas, Districts and functional areas (e.g. capital works). As specific 
project plans are developed and projects progressively implemented, identified risks will be 
further defined and addressed. The statewide and Area Clinical Networks will fulfil a key role 
in monitoring progress and achievement of these projects within the context of the strategic 
and operational direction outlined in this plan. They will also provide leadership and clinical 
expertise to assist in mitigating risk and driving reform. 
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 Service Delivery  
The following five service delivery principles underpin the objectives and strategies contained 
in this Plan.  

1. Services are patient-focused 

• Patients and carers will be encouraged to participate in service planning. 

• Patients will be able to make informed decisions about their care and treatment options. 

• Patients will be offered timely access to appropriate, safe and sustainable care. 

• Patients will be given opportunities to self-manage their condition where appropriate. 

2. Services extend across the health continuum 

• Services will be planned, coordinated and integrated across the health continuum. 

• Early detection and management chronic kidney disease will be linked with broader 
management initiatives for chronic disease.  

• Treatment choices and service delivery settings for the management of end stage kidney 
disease will be expanded. 

• Service provision will differ across Queensland and within each Area Health Service and 
District according to need. 

3. Services respond to the diverse and specific needs of Queenslanders 

• Services will be offered by clinicians who acknowledge the importance of cultural security 
and relationships to extended family and community for Aboriginal and Torres Strait 
Islander peoples. 

• Services will be offered by clinicians who respect each patient’s culture, spiritual identity, 
life stage and community needs and the impact these factors may have on treatment 
choices. 

• Communication with patients and carers will be culturally and linguistically appropriate. 

4. Services are safe, sustainable and achieve quality standards 

• Services will be formally networked and integrated across the three Area Health Services 
and 20 Districts in Queensland. 

• A continuous quality improvement approach, including a rigorous program of service and 
treatment outcome evaluation, will be used in renal health service business operations. 

• Clinical practice and models of service delivery will be evidence-based and consistent 
with best practice. 

• Treatments will be available as close to patients’ homes as possible, taking into account 
issues of safety, quality and sustainability. 
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 5. Service planning balances service demand with available resources 

• Services will be managed and evaluated to ensure they are sustainable and able to meet 
current and emerging needs. 

• Innovative models of care across the health continuum will be supported, particularly in 
community settings. 

• Planning will be a collaborative process and include patients, carers and a multi-
disciplinary workforce. 

• Information technology, capital, infrastructure, and human resources will be used 
effectively and efficiently.  
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Renal Disease Treatment 

What is chronic kidney disease? 
Chronic kidney disease is a progressive disease that damages the kidneys causing 
their function to deteriorate gradually, often over a number of years. When the 
kidneys are damaged, they do not remove wastes and extra water from the blood as 
well as they should. In its early stages, chronic kidney disease can go unnoticed 
and, in many cases, kidney function is reduced to a near terminal stage before the 
person experiences significant symptoms.  

Chronic Kidney disease is divided into five stages of disease progression across a 
health continuum (Figure 1).6 These stages are determined according to an 
individual’s glomerular filtration rate (GFR) that provides an estimate of kidney 
function.  

Figure 1 The renal health continuum 

General 

Stage 1 

At risk 

Stage 2 

Early CKD 
presentation 

Stage 3 

Established and 
advanced CKD 

Stage 4 

Established ESKD 

Stage 5 

Health promotion, protection 
and prevention 

 

 Early detection, intervention 
and active management 

 

 Secondary prevention, Pre-dialysis 
education and access surgery 

 Dialysis, 
transplantation 
and palliation 

Source: Queensland Statewide Health Service Plan (2007-12) 
K/DOQI Guidelines: Stage 1—Kidney damage with normal or GFR (> 90)  

                 Stage 2—Kidney damage with mild  GFR (60–89) 
                 Stage 3—Moderate  GFR (30–59) 
                 Stage 4—Severe  GFR (15–29)  
                 Stage 5—End Stage Kidney Disease GFR < 15 (or dialysis).  
 

                                                 
6 National Kidney Foundation 2002, 'Kidney Disease Outcomes Quality Initiative (K/DOQI) clinical practice 

guidelines for chronic kidney disease: evaluation, classification, and stratification', American Journal of Kidney 
Diseases, vol. 39, no. 2 (Suppl 1), pp. S1-266. 
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The Australian Diabetes, Obesity and Lifestyle Study (AusDiab) has revealed that one in 
three Australians is at risk of developing chronic kidney disease and one in seven over the 
age of 25 years has at least one clinical sign of chronic kidney disease.7 Chronic kidney 
disease is becoming more common due to population ageing and the rising incidence of 
type II diabetes. People with chronic kidney disease often live with cardiovascular disease, 
hypertension and diabetes; these conditions place chronic kidney disease patients at 
greater risk of premature death. 

Many of the risk factors associated with chronic kidney disease—obesity, smoking, poor diet 
and nutrition, poor maternal and child health—are modifiable and also linked to the 
prevention of other chronic conditions. Following diagnosis, chronic kidney disease can be 
managed through medication and changes in lifestyle behaviours. Early diagnosis, 
intervention and management can significantly slow the progression of the disease and 
associated health complications. 

Chronic kidney disease is often a disease of socio-economic disadvantage. High 
unemployment, low education attainment, low income, food insecurity, household 
overcrowding and poor access to basic utilities often experienced by Aboriginal and Torres 
Strait Islander people are associated with an increased risk of kidney disease, particularly in 
rural and remote areas. The incidence of chronic kidney disease among Aboriginal and 
Torres Strait Islander people is known to be approximately eight times that of non-Indigenous 
Australians, and this gap is not closing.8  

What is end-stage kidney disease? 

End-stage kidney disease is the most severe form of chronic kidney disease and occurs 
when there is total or near-total loss of kidney function and an individual needs renal 
replacement therapy, which may include a kidney transplant, to stay alive. 

Over the last 25 years, while the Australian population has grown by less than 40%, the 
number of Australians receiving renal dialysis or transplantation has increased by more than 
400%.9 Every day, seven Australians commence life-sustaining renal replacement therapy—
either dialysis or kidney transplantation.10 In 2007, there were over 16,000 Australians 
undergoing long-term dialysis or living with a kidney transplant.11 

Renal dialysis is a time-consuming treatment that has inferior long-term survival rates 
compared to kidney transplantation. A national shortage of donated kidneys means that 
many suitable end-stage kidney disease patients do not receive a transplant and therefore 
need dialysis to survive.  

                                                 
7 Chadban, SJ, Briganti, EM, Kerr, PG, Dunstan, DW, Welborn, TA, Zimmet, PZ & Atkins, RC 2003, 'Prevalence 

of Kidney Damage in Australian Adults: The AusDiab Kidney Study', vol. 14, no. 90002, pp. 131-8. 
8 Australian Institute of Health and Welfare (AIHW): Chronic kidney disease in Australia 2005, Cat No. PHE 68, 

Government of Australia, Canberra. 
9 Australian and New Zealand Dialysis and Transplant Registry 2006, ANZDATA Registry Summary Report (1 

January- 30 December 2006), Adelaide. 
10 Kidney Health Australia 2006, National Chronic Kidney Disease Strategy, Melbourne. 
11 Australian and New Zealand Dialysis and Transplant Registry 2006, ANZDATA Registry Report (Appendix 

One), Adelaide. 
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 There are two principal forms of dialysis: 

Haemodialysis (HD) is the process where blood is pumped from the patient through an 
artificial kidney machine and back to the patient. HD is typically provided in a tertiary hospital 
or satellite (low-care) setting, but it can be successfully delivered in a patient’s home or 
nearby community facility with assistance from a committed carer or network of carers. HD is 
usually provided several times a week, with each treatment lasting on average four to five 
hours. Overnight home-based HD is an emerging treatment option. 

Peritoneal dialysis (PD) is the process where a patient’s blood is cleansed and waste is 
removed internally, using the body’s own peritoneal membrane as a filter. It is usually 
performed four times a day. Continuous Ambulatory PD (CAPD) is the most common form of 
PD and typically occurs in a patient’s home. Automated PD (APD) cycles fluid through the 
abdomen overnight. This method of dialysis offers some lifestyle advantages compared with 
CAPD and usage rates are increasing. 

                    Haemodialysis           Peritoneal dialysis 
 
 

 

 

 

 

 

 

 

 

Figure 2 Haemodialysis treatments and peritoneal dialysis12 
 

There is no definitive evidence that one form of dialysis is superior to the other in terms of 
patient mortality or quality of life.  

Social, psychological and financial issues factor strongly in a patient’s decision about which 
dialysis modality to adopt. Attending regular dialysis sessions in hospitals or clinics requires 
significant changes in a patient’s lifestyle, adjustments to their employment and family 
situations, and access to reliable transportation. For those living in remote areas, survival 
often depends on them relocating to regional centres or cities, which is often accompanied by 
accommodation and income insecurity, social isolation and attendant family and community 
stress. 

                                                 
12 National Kidney Foundation, United States of America 1998, <www.kidney.org>. 
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Who provides renal services in Queensland? 

There are 36 renal health service providers operating in Queensland. Ten of these are 
privately managed with some caring for both private and public patients. Appendix B contains 
an overview of each provider by location, services offered and clinical capabilities. Appendix 
B and D respectively include an assessment of current and potential service capacity and 
providers’ self-reported capability. Both Appendix B and D were developed using information 
obtained from the Queensland Health public renal health service provider mapping exercise 
(led by Southern Area Health Service August 2007) the private renal health service mapping 
exercise (led by Planning and Coordination Branch August 2007) and subsequent individual 
provider interviews conducted by Queensland Health’s Planning and Coordination Branch. 
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 Future Directions and priorities 
The Queensland Statewide Renal Health Services Plan (2008–17) has been prepared based 
on five objectives, each of which is outlined on the following pages. Challenges, areas of 
focus for the future and the key strategies are also identified.  

Objective one: Investment in chronic disease detection and management 

The increase in chronic kidney disease is a national and international concern. Approximately 
one in 10 Australian adults is thought to be living with moderately decreased Glomerular 
Filtration Rate (GFR)—a measure of kidney function13 .Chronic kidney disease is often 
accompanied by or a result of diabetes, hypertension and/or cardiovascular disease. There is 
no evidence to suggest that chronic kidney disease prevalence in Queensland’s population 
differs from the rest of Australia. 

People with early stages of chronic kidney disease are much more likely to die prematurely, 
largely due to cardiovascular disease, than they are to need dialysis or a transplant.14 A 
recent Australian Institute of Health and Welfare (AIHW) report found that chronic kidney 
disease was more frequently listed on death certificates as an associated cause rather than 
the underlying cause of death; where chronic kidney disease was listed as an associated 
cause, 44% of deaths indicated cardiovascular disease as the underlying cause.15  

Quantifying deaths attributed to kidney disease is not easy due to the under-diagnosis of 
chronic kidney disease and its relationship to cardiovascular disease and diabetes. 
Nonetheless, a conservative analysis of death certificates in Australia over a two-year period 
suggested that for one in 10 deaths, kidney disease was the underlying or associated cause 
of death.16  

High risk populations 

Kidney function declines with age. Older people are at greater risk of developing both chronic 
kidney disease and end-stage kidney disease. In 2005, the age-specific rates of new 
Queensland end-stage kidney disease patients aged 75–84 years (487 per million population 
[pmp]) surpassed all other age groups.17 The current average age of new patients in 
Queensland is 60.2 years with the majority being male (60.9%).18 The 55–64 years age 
group constituted the largest number of new Queensland renal replacement therapy patients 
(24.6%), followed by the 45–54 years age group (19.8%).19  

                                                 
13 Kidney Health Australia 2006, National Chronic Kidney Disease Strategy, Melbourne. 
14 Go, AS, Chertow, GM, Fan, D, McCulloch, CE & Hsu, C 2004, 'Chronic Kidney Disease and the Risks of Death, 

Cardiovascular Events, and Hospitalization', New England Journal of Medicine, vol. 351, no. 13, p. 1296. 
15 Australian Institute of Health and Welfare 2005, Chronic Kidney Disease in Australia, Cat No. PHE 68, 

Government of Australia, Canberra. 
16 Li, SQ, Cunningham, J & Cass, A 2004, 'Renal-related deaths in Australia 1997-1999', Internal Medicine 

Journal, vol. 34, no. 5, pp. 259-65. 
17 McDonald, S, Chang, SH & Excell, L (eds) 2006, The 29th Australian and New Zealand Dialysis and Transplant 

Registry Report, Australian and New Zealand Dialysis and Transplant Registry, Adelaide. 
18 Australian and New Zealand Dialysis and Transplant Registry 2006, ANZDATA Registry Report (Appendix 

One), Adelaide. 
19 McDonald, S, Chang, SH & Excell, L (eds) 2006, The 29th Australian and New Zealand Dialysis and Transplant 

Registry Report, Australian and New Zealand Dialysis and Transplant Registry, Adelaide. 
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 Chronic kidney disease disproportionately affects those in low socio-economic circumstances 
and, in particular, Aboriginal and Torres Strait Islander people, who experience difficulties in 
accessing care and as a result attain worse health outcomes. In 2005, among the 15–59 
years age group receiving dialysis, Aboriginal and Torres Strait Islander Australians 
represented 17.2% of the country’s dialysing population and only 3.8% of those living with a 
kidney transplant.20 It is also estimated that one in five Indigenous Australians live in remote 
communities and that, in these areas, the incidence of end-stage kidney disease is more 
than 20 to 30 times greater than the national average.21  

Chronic kidney disease typically manifests at a much younger age in Indigenous Australians, 
and the need for renal replacement therapy occurs 10 to 15 years earlier in this group than 
for non-Indigenous Australians. Disease development is commonly accelerated in patients 
living in remote areas—socio-economic disadvantage is a powerful determinant of poor 
health.  

For rural and remote Aboriginal and Torres Strait Islander people, disadvantage is evident in 
limited access to preventative health services and a lack of food security, appropriate 
community infrastructure and reliable amenities. This, combined with high unemployment, 
low education attainment and low income, is strongly associated with incidence of end-stage 
kidney disease.22 Low birth weight (a symptom of socio-economic disadvantage) and the 
presence of scabies and endemic skin infection (attributed to overcrowding) are among a 
multitude of health insults experienced by Aboriginal and Torres Strait Islander people across 
their lifespan. 23,24,25 These insults compound and are responsible for an excess burden of 
chronic kidney disease and end-stage kidney disease. 

Opportunities and cost effectiveness 

Chronic kidney disease is part of and a product of an epidemic of chronic disease. Most 
chronic disease is preventable and responsive to intervention and management. Evidence 
from a number of clinical trials suggests that intervention in the early stages of chronic kidney 
disease can significantly reduce morbidity and mortality.26,27,28 Many of the associated risk 
factors are modifiable and also linked to the prevention of other common chronic conditions 

                                                 
20 Ibid. 
21 Cass, A, Cunningham, J, Wang, Z & Hoy, W 2001, 'Regional variation in the incidence of end-stage renal 

disease in Indigenous Australians', Medical Journal of Australia, vol. 175, no. 1, pp. 24–7. 
22 Cass, A, Cunningham, J, Snelling, P, Wang, Z & Hoy, W 2002, 'End-stage renal disease in indigenous 

Australians: a disease of disadvantage', Ethn Dis, vol. 12, no. 3, pp. 373-8. 
23 Hughson, M, Farris, AB, Douglas-Denton, R, Hoy, WE & Bertram, JF 2003, 'Glomerular number and size in 

autopsy kidneys: The relationship to birth weight', Kidney International, vol. 63, no. 6, pp. 2113-22. 
24 Hoy, WE, Mathews, JD, McCredie, DA, Pugsley, DJ, Hayhurst, BG, Rees, M, Kile, E, Walker, KA & Wang, Z 

1998, 'The multidimensional nature of renal disease: Rates and associations of albuminuria in an Australian 
Aboriginal community', Kidney International, vol. 54, no. 4, pp. 1296-304. 

25 Currie, BJ & Carapetis, JR 2000, 'Skin infections and infestations in Aboriginal communities in northern 
Australia', Australasian journal of dermatology, vol. 41, no. 3, pp. 139-45. 

26Hayden, MR 1998, 'Intensive blood-glucose control with sulphonylureas or insulin compared with conventional 
treatment and risk of complications in patients with type 2 diabetes (UKPDS 33)', Lancet, vol. 352, pp. 837-53. 

27 Jafar, TH, Schmid, CH, Landa, M, Giatras, I, Toto, R, Remuzzi, G, Maschio, G, Brenner, BM, Kamper, A & 
Zucchelli, P 2001, 'Angiotensin-Converting Enzyme Inhibitors and Progression of Nondiabetic Renal Disease: 
A Meta-Analysis of Patient-Level Data', Annals of Internal Medicine, vol. 135, no. 2, p. 73. 

28 Strippoli, GF, Craig, M, Deeks, JJ, Schena, FP & Craig, JC 2004, 'Effects of angiotensin converting enzyme 
inhibitors on mortality and renal outcomes in diabetic nephropathy: systematic review', British Medical Journal, 
vol. 329, pp. 828-38. 
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 such as cardiovascular disease, diabetes, cancer, asthma and chronic pulmonary conditions. 
Other non-modifiable risk factors—age, ethnicity and family history—can be used to identify 
high levels of risk among individuals and populations.  

The true burden of chronic kidney disease is largely unrecognised due to the complex 
interrelationship with cardiovascular disease, confusion over the definition of chronic kidney 
disease and lack of uniformity in diagnostic tests.29 The US National Kidney Foundation, 
Kidney Disease Outcomes Quality Initiative (K/DOQI) classification system for chronic kidney 
disease provides a framework for disease detection and management. The K/DOQI 
guidelines recommend that diagnosis is appropriate if the patient has pathological 
abnormalities or markers of kidney damage such as proteinuria/albuminuria (protein in the 
urine), hematuria (blood in the urine), abnormal kidney imaging and, more importantly, 
decreased kidney function as measured by GFR.30The detection of chronic kidney disease 
using these guidelines in Australia will be aided by the recent introduction of GFR reporting. 

An effective primary care sector, in which care is provided by general practitioners, nurse 
practitioners, community nurses, Indigenous health workers and other multidisciplinary 
professionals, is the key to successful detection and management of chronic kidney disease. 
Primary care workers are often the first point of contact a person has with the health system 
and as such they are well placed to conduct opportunistic screening.  

Given the generalist nature of primary care, it is imperative that practitioners are supported 
with information and resources to conduct chronic kidney disease detection initiatives, 
particularly within high-risk populations. Increased cooperation between specialists and 
general renal health service providers can be accomplished through sharing a patient’s care 
planning, expanding provider involvement in outreach clinics, using telehealth services and 
mentoring programs, and formalising service networks. 

Renal disease education is another area where generalist and specialist practitioners can 
work together to prepare established and advanced chronic kidney disease patients to make 
informed decisions about their renal replacement therapy options. End-stage kidney disease 
education prepares patients and their families for the lifestyle and health changes they will 
experience with renal replacement therapy. Timely and culturally appropriate end-stage 
kidney disease education can be effective in facilitating a planned approach to renal 
replacement therapy, influencing a patient’s quality of life and later outcomes.31 It can also 
serve to empower patients to elect self-care options and set goals for transplantation.  

Optimal end-stage kidney disease education involves support from close and extended 
family and friends to assist in establishing support networks and safeguard the patient 
against isolation and potential problems they may face complying with their treatment 
routine.32 Primary care workers should be encouraged and helped to initiate pre-end-stage 
kidney disease education and refer patients to comprehensive specialist services early in 

                                                 
29 Howard, K, Salkeld, G, White, S, Chadban, S, Craig, J, McDonald, S & Cass, A 2006, The Cost-Effectiveness 

of Early Detection and Intervention to Prevent the Progression of Chronic Kidney Disease in Australia, Kidney 
Health Australia, Melbourne. 

30 National Kidney Foundation 2002, 'Kidney Disease Outcomes Quality Initiative (K/DOQI) clinical practice 
guidelines for chronic kidney disease: evaluation, classification, and stratification', American Journal of Kidney 
Diseases, vol. 39, no. 2 (Suppl 1), pp. S1-266. 

31 Caring for Australasians with Renal Impairment (CARI) 2007, CARI Guidelines, 
<http://www.cari.org.au/guidelines.php>. 

32 Kneipp, E, Warr, K, Murray, R, Fitzclarence, C, Wearne, M & McGuire, G 2004, Review of Renal Disease in the 
Kimberley, Western Australian Country Health Service and Kimberley Aboriginal Medical Services' Council, 
Department of Health, Western Australia. 
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 their disease course. More information on the need for education guidelines and competency 
measures can be found under Objective five. 

Stakeholders participating in the development of this Plan supported the need to integrate 
chronic kidney disease promotion and prevention with wider chronic disease initiatives 
particularly cardiovascular disease and diabetes. It was agreed that the best way to 
encourage the identification and treatment of chronic kidney disease was by providing better 
information and support and by expanding provider roles in primary care, particularly among 
Indigenous health workers and nurse practitioners in rural and remote areas. Opportunistic 
chronic kidney disease screening needs to target high-risk populations, including Aboriginal 
and Torres Strait Islander people—such approaches would benefit chronic disease efforts in 
general. Existing resources should support the role of nurse practitioners in case managing 
patients with established and advanced chronic kidney disease in their own community.  
Queensland Health should build upon its current work with general practitioners, local 
councils, hospitals, and aboriginal medical services to promote integrated renal health 
services to patients with chronic kidney disease in their community where possible.  
A recent series of cost-effectiveness analyses of chronic kidney disease prevention 
suggested that opportunistic screening of 50–69 year olds in general practice together with 
the intensive management of diabetes, hypertension and proteinuria would be highly cost 
effective. Compared to the cost-effectiveness of contemporary screening programs including 
those for breast, cervical and colorectal cancers, screening for risk factors of chronic kidney 
disease is likely to offer comparable, if not better, value for money.33 The proposed primary 
care strategies modelled in this work were entirely consistent with national approaches to 
preventing and managing chronic disease. Strategies that address capacity building in 
primary care are considered in Objective three. 

The goal of chronic kidney disease detection, early intervention and management is to 
protect the kidney from further damage, decline and irreversible loss of function. In the 
absence of effective strategies to prevent, detect and manage chronic kidney disease, the 
demand for and cost of renal replacement therapy will continue to grow unabated in 
Queensland. While the Australian Government is principally responsible for primary care 
detection, intervention and management, there is currently no national strategy for the 
prevention of chronic kidney disease. In the absence of Australian Government leadership, 
there is a need for Queensland to support workforce capacity building in primary care and 
create support mechanisms that will aid chronic kidney disease detection and management. 
This will prevent avoidable hospital admissions, reduce associated costs and help to stabilise 
end-stage kidney disease service demand.  

                                                 
33 Howard, K, Salkeld, G, White, S, Chadban, S, Craig, J, McDonald, S & Cass, A 2006, The Cost-Effectiveness 

of Early Detection and Intervention to Prevent the Progression of Chronic Kidney Disease in Australia, Kidney 
Health Australia, Melbourne. 
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Objective one—strategies 

Investment in chronic kidney disease detection and management 

1. Expand nurse practitioner and allied health practitioner-led programs to 
concentrate on detection initiatives in high risk populations, and case 
management of patients with established and advanced chronic kidney disease. 

2. Assess the merits of establishing either a statewide-, Area, or District-level 
primary care/GP support service (using telephone, on-line and telehealth 
mechanisms) staffed by specialist renal nurses and with identified nephrologists’ 
assistance. 

3. Ensure chronic kidney disease is appropriately addressed in any local chronic 
disease initiatives e.g. working in partnership with local Connecting Healthcare in 
Communities Partnership and Primary Health Care Partnership Councils to raise 
the profile of chronic kidney disease. 

4. Review existing chronic kidney disease diagnostic procedures in primary care 
and develop and implement appropriate tools and resources where required. 

5. Enhance cooperation and service integration between chronic disease 
coordinators, chronic kidney disease nurses and allied health practitioners to 
ensure efficient use of resources and continuity of care. 

6. Develop shared care models between nephrologists and general practitioners 
and, in remote areas, for nurse practitioners and Indigenous health workers. 

1–2 years 

7. Promote and implement examples of best practice in chronic kidney disease 
prevention and promotion. 

3–5 years 8. Establish one-stop-shop chronic disease clinics and services where patients and 
carers can access multidisciplinary care teams and treatment. 

6–10 years 9. Survey the primary health care sector to determine whether it is adequately 
supported to address renal health issues, and collaborate with sector to remedy 
as required. 
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 Objective two: Expand treatment options for patients with end-stage 
kidney disease 

The treatment of end-stage kidney disease is a priority of Queensland’s renal service system. 
Treatment is multifaceted and for this reason will be discussed under the following sub-
sections: dialysis, vascular access surgery, organ donation and transplantation, and end-of-
life care. 

Dialysis 

Increasing end-stage kidney disease incidence (the population measure of new patients 
requiring dialysis and transplantation services) is a global phenomenon. According to the 
Australian and New Zealand Dialysis and Transplant (ANZDATA) Registry, 2378 new 
patients commenced treatment for end-stage kidney disease in 2006 (equivalent to 115 pmp 
in Australia).34  

During 2006, 483 Queenslanders entered the renal failure program, representing over 20% 
of all new end-stage kidney disease patients in Australia.35 All of these patients commenced 
dialysis, except 11 who had their renal function restored through pre-emptive 
transplantation.36 In Queensland, end-stage kidney disease incident rates are growing at an 
average of 6% per annum, following a consistent upward trend.37  

In 2006, there were 3045 Queenslanders living with end-stage kidney disease and accessing 
renal health services.38 Of these patients, 55.5% were receiving dialysis, equivalent to a 
prevalence rate (the proportion of the population living with end-stage kidney disease) of 417 
pmp.39 Between the years 2001 to 2006, Queensland’s dialysis population grew on average 
by 9% per year.40 This is the second highest growth rate in Australia, exceeded only by the 
Northern Territory, with the national average being approximately 6%.41  

Since 2001, the number of patients on dialysis in Queensland has increased by 54.5%, 
substantially higher than national growth at 33.1% and just behind the highest growth in the 
Northern Territory (55.2%).42 Dialysis is provided in both the public and private sectors, with 
approximately 20% of patients in Queensland being treated in the private sector. 

                                                 
34 Australian and New Zealand Dialysis and Transplant Registry 2006, ANZDATA Registry Summary Report   (1 

January- 30 December 2006), Adelaide. 
35 McDonald, S, Chang, SH & Excell, L (eds) 2006, The 29th Australian and New Zealand Dialysis and Transplant 

Registry Report, Australian and New Zealand Dialysis and Transplant Registry, Adelaide. 
36 Ibid. 
37 Australian and New Zealand Dialysis and Transplant Registry 1996-2006, The 20th to 29th Australian and New 

Zealand Dialysis and Transplant Registry Report, Adelaide. 
38 McDonald, S, Chang, SH & Excell, L (eds) 2006, The 29th Australian and New Zealand Dialysis and Transplant 

Registry Report, Australian and New Zealand Dialysis and Transplant Registry, Adelaide. 
39 Ibid. 
40 Australian and New Zealand Dialysis and Transplant Registry 1996-2006, The 20th to 29th Australian and New 

Zealand Dialysis and Transplant Registry Report, Adelaide. 
41 McDonald, S, Chang, SH & Excell, L (eds) 2006, The 29th Australian and New Zealand Dialysis and Transplant 

Registry Report, Australian and New Zealand Dialysis and Transplant Registry, Adelaide. 
42 Australian and New Zealand Dialysis and Transplant Registry 2006, ANZDATA Registry Summary Report (1 
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 Queenslanders who self-identify as having an Aboriginal and Torres Strait Islander 
background make up 14.8% of all dialysis patients.43 This is a high proportion given that 
approximately 3.5% of Queensland’s population is of Aboriginal or Torres Strait Islander 
descent.44 Queensland provides treatment to 10.3% of Aboriginal and Torres Strait Islander 
people receiving dialysis in Australia.45  

Aboriginal and Torres Strait Islander dialysis patients are more likely to be referred late to 
nephrological care (less than three months before beginning renal replacement therapy). In 
Queensland, between the years 2001 and 2005, 37% of Aboriginal and Torres Strait Islander 
people were referred late compared to 26% of non-Indigenous Australians.46 Late referral 
usually means a patient’s therapeutic options are limited—their choice of dialysis modality, 
timeliness of vascular access surgery and therapy commencement.47 Reduced service 
options often mean that individuals and their families need to relocate in order to access 
inpatient care. 

Most of Queensland’s dialysis patients (67.3% or 1138 people) receive their dialysis as 
inpatients of either an in-centre (45.4%) or satellite (21.4%) dialysis unit. Across Australia, 
satellite dialysis is the more common inpatient modality. The reason for Queensland’s higher 
proportion of in-centre usage is likely to be due to the variable clinical capability definitions 
and/or historical service arrangements. This issue is discussed in greater detail under 
Objective four relating to service networking. 

In Queensland, the proportion of patients using home-based, self-care dialysis options (HD, 
APD and CAPD) is 32.7%.48 Among these home-base patients, the dominant modality choice 
is CAPD (44.2%), with numbers using home APD and HD approximately similar (28.4% and 
27.4% respectively).49 Home-based dialysis modalities require patients and their carer(s) to 
be self-care trained, have access to appropriate equipment and supply lines, and have 
suitable living arrangements for safe dialysis. Infrastructure requirements can be difficult in 
some rural and remote areas, but have been addressed by using nearby community or 
health facilities, sometimes shared with other patients. Water quality and supply issues are 
particularly important in Queensland, especially given current water restrictions. The cost of 
water purification can be up to $15,000 per home-based set up, and costs associated with 
infrastructure upgrades can act as a barrier for patients considering home-dialysis.  

Fifty percent of dialysis activity in Queensland occurs in the more populated Southern Area 
Health Service.50 There is a tendency among Southern and Central patients to use in-centre 
dialysis possibly due to hospital proximity, including private providers that account for 20% of 
inpatient dialysis in Queensland.51 Most patients in rural areas and districts use satellite 
dialysis units due to their geographic remoteness from tertiary centres. Use of home self-care 

                                                 
43 Ibid. 
44 Queensland Health 2006, The Health of Queenslanders 2006: Report of the Chief Health Officer Queensland, 
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51 Ibid. 
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 modalities (HD, CAPD and APD) increases slightly with movement north, averaging around 
32%.52 

Over the last six years, modality usage patterns in Queensland have changed in response to 
emerging technologies, improved treatment regimes and patient preferences. Many states 
and territories have experienced a growth in satellite services and home modalities, some 
using public–private partnerships. This growth in Queensland appears to have lowered the 
use of high-cost, in-centre care. Although rates are falling, in-centre care in Queensland 
remains dominant. Use of home self-care modalities has remained low and, in the case of 
CAPD and APD, has declined (Figure 2). 

 
Figure 2 Dialysis modality distributions in Queensland (2001–06)37 
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Source: Australian and New Zealand Dialysis and Transplant Registry 2006, Summary 
Report (1 January 2006 – 30 December 2006), ANZDATA Registry, Adelaide.  

 

There is scope for Queensland to shift the current modality pattern away from inpatient 
activity to well-supported outpatient, self-care activity. Similar moves are currently underway 
in New South Wales and Western Australia, and such a change is predicted to be more cost 
effective and offer better quality-of-life outcomes for patients (see Modelling changes in renal 
replacement therapy service patterns on page 45). Some hospitals in Queensland have 
already achieved a 50% mix of inpatient and outpatient dialysis modalities demonstrating that 
a shift is achievable. 

Social, psychological and financial issues are serious considerations for patients when 
deciding which dialysis modality to adopt. The ability to attend regular dialysis sessions 
requires changes to their lifestyle, adjustments to their employment and family situations, and 
access to reliable transportation. Home or community-based dialysis has the potential to 
reduce the impact on the quality of life of patients and their families, by reducing the need for 
relocation, temporary accommodation, transport to and from dialysis sessions and through 
allowing greater flexibility in organising dialysis sessions around other life requirements. 
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 Dialysis service capacity depends on the number of available dialysis machines, nurses and 
medical resources. Most nurse-supported inpatient dialysis services are conducted six days 
a week (usually Monday to Saturday with two shifts per day) to accommodate three 
treatments per week per patient. Services usually have a functional core number of machines 
with one or two spare for maintenance replacement, patient and staff training, or use with 
patients who require isolation.  

For the purpose of this Plan, maximum patient capacity was determined by assuming no 
change to current infrastructure and dialysis shift arrangements, and the availability of 
adequate nursing and medical resources. In most cases, maximum capacity cannot be 
achieved without additional human resource funding. The summary of current and maximum 
patient capacity of Queensland dialysis service providers contained in Appendix B is based 
on the best available information.  

While every effort was taken to ensure the accuracy of the data, it is predominantly self-
reported by service providers, and only represents a snapshot of service delivery at a 
particular point in time. Importantly, the number of patients dialysing at any one time will vary 
depending on complications with end-stage kidney disease management, opportunities for 
transplantation, patients going on holidays, and staff on service transfers. It is clear from this 
process that enhanced asset, infrastructure and service delivery information would assist 
Queensland Health to plan accurately. This issue is covered more extensively under 
Objective five. 

The capacity assessment undertaken for this Plan determined that there are approximately 
290 inpatient HD machines in Queensland supporting a total of 1483 patients using either in-
centre or satellite dialysis. According to the ANZDATA Registry, which is also based on self-
reported provider data, at the end of 2006 there were 1130 inpatient HD patients in 
Queensland.53  While this data variation requires further investigation, there appears to be 
the potential for Queensland to increase its inpatient dialysis capacity by up to 24% by 
maximising the use of existing infrastructure and equipment and investing in additional 
medical and nursing resources (see Objective Three). 

Increase in the capacity for outpatient self-care dialysis depends on the availability of facility-
based machines to be used by more than one patient. If patients can fully care for 
themselves with the support of a committed carer(s), then no additional nursing resources 
are required. Where patients are capable, the expansion of self-care dialysis is limited only 
by access to carers and funds to source HD machines and/or modify existing facilities or 
homes that are suitable for dialysis. In the long-term, investment in expanded self-care 
modalities, which are either home or facility based, is more cost effective because it does not 
incur high human resource costs. Cost comparisons between the modalities are discussed in 
this Plan along with outcomes associated with changing current service delivery patterns 
(see Part Three: Economic Modelling of the Current and Future Costs and Benefits of Renal 
Replacement Therapy in Queensland). 

In 2004, the Queensland Government made several renal-specific election commitments 
valued at $33.8 million to be implemented over a three-year period. Many of these 
commitments will be operational by the end of the 2007–08 financial year.  A number of 
private dialysis providers have also embarked on expansions to increase their capacity. 
Commitments focused on additional capital development, dialysis chairs and nursing 
resources have the potential to increase statewide dialysis capacity.  
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 Predictions of future rates of incident and (treated) end-stage kidney disease are estimates 
only. There is no predictable biological phenomenon underlying the rate of increase. These 
factors include: 

• changes in the underlying disease incidence 
• changes in rates of chronic kidney disease progression due to treatment changes  
• changes in survival from competing mortality risks  
• alterations in the propensity to treat patients with advanced kidney disease.  

There is evidence that all of these factors have contributed to the change in rates of treated 
end-stage kidney disease in Australia over recent years.54  

Projected numbers of new end-stage kidney disease patients are a function of predicted 
incident rates and population numbers. Among non-Indigenous Queenslanders, the 
incidence of end-stage kidney disease is expected to rise from 408 in 2005 to 890 in 2017—a 
growth of 118% over the next decade. Rates of end-stage kidney disease in younger age 
groups appear to be steadying over time. Trends in the older age groups (75–84 and 85 
years and older) are less clear. It is assumed that there will be a continuation of the present 
trends for the younger age groups and a linear increasing trend for the 75+year age group.  

There is greater uncertainty surrounding predictions for Aboriginal and Torres Strait Islander 
people. At a statistical level, this is due to the small number of cases leading to greater 
uncertainty about the actual rates. The underlying trends are also unclear.  Therefore, it was 
decided to model a linear increase in end-stage kidney disease incidence rates over the next 
decade. The incidence of end-stage kidney disease among Aboriginal and Torres Strait 
Islanders is predicted to increase from 47 in 2005 to 130 in 2017, equivalent to a change of 
176%. Generally, a linear increase model would appear to be most consistent with emerging 
research data.55  

The total number of Queensland adults requiring renal replacement therapy is expected to 
grow from 2900 in 2005 to 4900 in 2017—an increase of 69%. 

Given the assessment of current capacity, renal health services in Queensland are not 
currently sufficient to adequately respond to predicted end-stage kidney disease incidence in 
the medium to long term. A reconfiguration of the current mix of renal replacement therapy to 
achieve improved patient outcomes, equity of access, and create greater cost efficiencies is 
best placed to respond to emerging demand. Queensland Health should aim to meet a 
statewide target of having 50 percent of new dialysis patients being home-based. As there 
are more difficulties in providing home-based dialysis in remote locations, a lower target of 
home-based therapies would be more feasible for these locations. For this reason, it is 
proposed that the Northern Area Health Service (which faces significant issues with regard to 
remoteness for a significant proportion of its population) work toward a target of 40 percent 
of new dialysis patients receiving home-based therapies. It is acknowledged that 
achievement of these benchmarks will require considerable service delivery change and may 
not be met in the very short term. It is, however, emphasised that the requisite targets must 
be met in order to meet projected demand. Additionally, it is noted that the achievement of 
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 these targets is also highly dependent on the implementation of other strategies discussed in 
this plan.  One example of other strategies is an increase in efforts to better detect and 
manage chronic kidney disease as mentioned in Objective one, which will work to slow 
progression of end–stage kidney disease and thereby reduce demands for renal replacement 
therapy. 

Vascular access surgery for dialysis 

Establishing and maintaining a functioning vascular access in patients requiring HD therapy 
is paramount to effective end-stage kidney disease treatment. A vascular access is the site 
in the body where blood will be removed and returned during dialysis. Delays in installing 
permanent fistulas or grafts often result in temporary vascular access procedures which, 
while life-saving, are subject to higher infection rates. Poorly constructed vascular access 
can increase patient morbidity, mortality and incur additional costs associated with revision 
and repair. Dialysis access is a complicated and multidisciplinary process, involving nursing 
staff, physicians, specialist surgeons and interventional radiology. In the USA, costs 
associated with the formation and maintenance of dialysis access account for up to one-
quarter of the total cost of dialysis.56 However appropriate and timely formation of dialysis 
access can decrease these costs five-fold.57  

Specialist vascular access surgery is usually part of a broader surgical practice for individual 
surgeons; few, if any, surgeons maintain a sole practice in access surgery. As a result, 
vascular access surgery for renal patients is generally seen as peripheral to planning for 
surgical services and, as a result, lacks targeted adequate resourcing. Additional barriers 
occur due to the elective status of access surgery—patients are placed on elective surgery 
waiting lists and exposed to prioritisation and the risk of cancellation, all of which can affect 
morbidity, mortality and compound health care costs. In smaller more remote hospitals 
visiting surgeons’ vascular access surgery lists should be fully booked to optimise use of 
surgeon time. This adds an extra level of complexity to delivering local and timely vascular 
access surgery. 

The ability of a nephrologist to plan the commencement of a patient’s preferred dialysis 
modality can be severely hampered by delays in establishing vascular access. Non-elective 
surgery status would ensure timely access surgery and increase the patient’s choice of 
dialysis modality and health outcomes. The designation of this procedure as non-elective 
would be dependent upon clinical input and advice. Issues identified during the consultation 
process for this Plan include:  

• creating designated surgery lists for patients in need of vascular access surgery 

• providing outreach surgical services to renal patients  

• increasing collaboration between specialties  

• considering the incorporation of dialysis access surgery into renal health funding 
methodologies.  

                                                 
56 Lee, H, Manns, B, Taub, K, Ghali, WA, Dean, S, Johnson, D & Donaldson, C 2002, 'Cost analysis of ongoing 

care of patients with end-stage renal disease: the impact of dialysis modality and dialysis access', American 
Journal of  Kidney Diseases, vol. 40, no. 3, pp. 611-22. 

57 Ibid. 
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 Use of physician assistants and nurse practitioners in dialysis centres 

In centres outside Australia, physician assistants, and to a lesser extent, nurse practitioners, 
have been employed to meet the continued increase in the number of patients with end-
stage renal disease, in a scenario of insufficient nephrologists.58   

Both health care practitioners have been active in the management of access problems, 
including temporary access placement and the arrangement of surgical and radiological 
interventions.59 

Physician assistants (PAs) were initially envisioned as primary care professionals, but a 
number have been employed in more interventional and procedural areas, particularly in the 
United States.  Stecker et al 60 report the use of PAs in the management of dialysis fistulas 
and grafts at Indiana University Hospital.  Privileging for any venous access procedures 
performed is granted at an institutional level. Physician assistants have been employed at the 
Johns Hopkins Bayview Medical Centre dialysis centre since the late 1970s61. 

Physician Assistants are trained in intensive education programs (on average 26 months 
long) and students complete on average more than 2000 hours of supervised clinical 
practice.62 

Nurse practitioners generally undergo a master’s level education program, with a more 
career-focused clinical path, while the PA programs often promote clinical rotation through a 
range of specialties without regard to a specific career path, such as management of patients 
with end-stage renal disease.63 

While the benefits of the employment of physician assistants and nurse practitioners by 
nephrologists, hospitals and dialysis clinics from an operational have been well documented 
(as above) the introduction or expansion of such professionals into the dialysis and/or 
nephrology workforce in Queensland must be well considered in terms of patient outcomes, 
and managed to ensure there would be a good fit with current professional staff, and that 
future career opportunities would be available.   

The demands of clinical privileging for specific duties and responsibilities at an institutional 
level must also be factored into the introduction of any new or modified professional roles into 
the workplace. 

                                                 
58 Anderson, J E, Torres, J R, Bitter D C, Anderson .S C, Briefel, G R,  Role of Physician Assistants in Dialysis 

Units and Nephrology American Journal of Kidney Diseases  Vol 33, Issue 4 (April 1999) 
 
59 Stecker, M S, Armenoff, D, Johnson, M S, Physician Assistants in Interventional Radiology Practice, Journal of 

Vascular Interventional Radiology 2004,15, 221-227 
 
60 Ibid. 
61 Anderson, J E, Torres, J R, Bitter D C, Anderson .S C, Briefel, G R,  Role of Physician Assistants in Dialysis 

Units and Nephrology American Journal of Kidney Diseases  Vol 33, Issue 4 (April 1999) 
 
62 American Academy of Physician Assistants. Physician assistants and radiology, February 2007. Available at 

http://www.aapa.org/gandp/radiology.html. Accessed January 7, 2008. 
 
63 Freda, C E, Nurse Practitioner Versus Physician Assistant, Nephrology Nursing Journal, April 2000, Vol 27, No 

2, p 260. 
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 Organ donation and transplantation 

For the majority of people with end-stage kidney disease, kidney transplantation from a 
deceased or living donor is the optimal form of treatment. Notwithstanding the well-
recognised risks and complications, successful transplantation offers the greatest degree of 
independence. The benefits of a transplant are considerable—a patient’s physical, social and 
psychological functioning can be restored to levels comparable with the general public.64 
However, there can be complications such as organ rejection and medication side-effects. 

In 2006, there were 1355 Queenslanders living with a kidney transplant.65 Those with 
transplants represent 44.5% of the end-stage kidney disease population.66 Higher transplant 
prevalence is desirable because, even with associated complications, transplantation 
generally results in a better quality of life, improves life expectancy and frees patients from 
life-altering dialysis requirements. However, higher transplant prevalence is entirely 
dependent on the number of donated kidneys.  

Organ donation shortages 
A major challenge for kidney transplantation services is the shortage of donor organs. 
Queensland’s kidney donation rates have dropped significantly since 2001; at the end of 
2005, Queensland had a donation rate of 9 donors pmp (dpmp) compared to the Australian 
rate of 10 dpmp, and higher rates in South Australia (17 dpmp) and the Northern Territory  
(20 dpmp).67 A deficit in the supply of organs from deceased donors compared to demand 
has stimulated the use of organs from living donors. The majority of living donors are related 
to the patient but the number of unrelated donors is increasing.  

In Queensland, the use of live kidney donations has increased from 30% in 2001 to a high of 
44.4% at the end of 2005.68 This usage rate is above the national proportion (60.5% 
deceased and 39.5% live) for the same period.69 Queensland used more live donations in 
2005 than any other transplanting state. Outcomes of transplantation from live kidney 
donations are superior to those using organs from deceased donors.70,71 

Most patients can expect to wait approximately four years for a compatible organ, but waiting 
periods of up to seven years are not uncommon. Patients who have to wait for lengthy 
periods often have poor outcomes following transplantation.72 Queensland has a smaller 
proportion of dialysis patients waiting for kidney transplantation than the Australian average 
(9% versus 16%).73 Reasons for this difference may relate to clinical judgements about 

                                                 
64 Valderrabano, F, Jofre, R & Lopez-Gomez, JM 2001, 'Quality of life in end-stage renal disease patients', 

American Journal of Kidney Diseases, vol. 38, no. 3, pp. 443-64. 
65 McDonald, S, Chang, SH & Excell, L (eds) 2006, The 29th Australian and New Zealand Dialysis and Transplant 

Registry Report, Australian and New Zealand Dialysis and Transplant Registry, Adelaide. 
66 Ibid. 
67 Ibid. 
68 Ibid. 
69 Ibid. 
70 Caring for Australasians with Renal Impairment (CARI) 2007, CARI Guidelines, 

<http://www.cari.org.au/guidelines.php>. 
71 Medin, C, Elinder, CG, Hylander, B, Blom, B & Wilczek, H 2000, 'Survival of patients who have been on a 

waiting list for renal transplantation', Nephrology Dialysis Transplantation, vol. 15, no. 5, pp. 701-4. 
72 Caring for Australasians with Renal Impairment (CARI) 2007, CARI Guidelines, 

<http://www.cari.org.au/guidelines.php>. 
73 McDonald, S, Chang, SH & Excell, L (eds) 2006, The 29th Australian and New Zealand Dialysis and Transplant 

Registry Report, Australian and New Zealand Dialysis and Transplant Registry, Adelaide. 
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 suitability and lack of ability to promote transplantation as a viable choice among all suitable 
patients. It is reasonable to expect that if there were a greater supply of kidneys for donation, 
more dialysis-dependent patients may be considered suitable for a transplant. 

Between the years 2001–2005, the number of Queenslanders living with a functioning 
transplant grew by less than 4% per year on average.74 Only the Northern Territory reported 
a lower growth rate in transplantation. Lifting Queensland kidney transplantation rates will 
require strategies to increase donation rates. Renewed efforts to raise community awareness 
about the importance of organ donation are required along with new strategies to identify 
more potential donors and increase support services for donor families. South Australia, 
which has one of the highest organ donation rates in Australia, credits part of it success to 
the use of Donor Coordinators in hospital settings.  

Strategies to increase the donation of kidneys from deceased and living donors should be 
considered in collaboration with Queenslanders Donate in an effort to improve patient 
outcomes and create health system efficiencies. In addition, there was agreement among 
stakeholders that use of marginal donors (such as non-heart-beating deceased donors or 
donors with sub-optimal kidney function) along with changes in transplantation technology 
that permit the use of blood-group incompatible organs, should be explored. 

Patient transplant outcomes 
Kidney transplant recipients have benefited from improved graft (the transplanted kidney) 
and patient survival over the last decades. First year graft survival using kidneys from 
deceased and live donors are now consistently over 90%.75 Pre-emptive transplantation 
(performed before dialysis is required) can reduce rates of death and extend kidney 
function.76,77 Transplant recipients will experience greater improvements in quality of life and 
better overall health outcomes than patients remaining on dialysis. 

By contrast, Aboriginal and Torres Strait Islander transplant recipients experience poorer 
graft and patient survival rates than non-Indigenous recipients.78 Unfortunately, the small 
number of Aboriginal and Torres Strait Islander transplant recipients precludes definitive 
analysis of whether transplantation provides improved survival compared to those who 
remain on a transplant waiting list. Exploring the key factors that predict transplant outcomes 
among Aboriginal and Torres Strait Islander recipients remains a priority area for research. 

Aboriginal and Torres Strait Islander people represent only 7.5% of Queenslanders waiting 
for a kidney transplant and only 2.2% of those living with a functional transplant.79 Among 
Aboriginal and Torres Strait Islander patients aged 15–59 years in 2005, the annual 
transplant rate was 2.4% compared to 13.2% among non-Indigenous patients.80 Aboriginal 

                                                 
74 Ibid. 
75 Chang, SH, Russ, GR, Chadban, SJ, Campbell, SB & McDonald, SP 2007, 'Trends in Kidney Transplantation in 

Australia and New Zealand, 1993-2004', Transplantation, vol. 84, no. 5, pp. 611-8. 
76 Kasiske, BL, Snyder, JJ, Matas, AJ, Ellison, MD, Gill, JS & Kausz, AT 2002, 'Preemptive Kidney 

Transplantation: The Advantage and the Advantaged', Journal of the American Society of Nephrology, vol. 13, 
no. 5, p. 1358. 

77 Gill, JS, Tonelli, M, Johnson, N & Pereira, BJG 2004, 'Why Do Preemptive Kidney Transplant Recipients Have 
an Allograft Survival Advantage?' Transplantation, vol. 78, no. 6, pp. 873-9. 

78 McDonald, S 2004, 'Indigenous transplant outcomes in Australia: What the ANZDATA Registry tells us', 
Nephrology, vol. 9, no. s4, p. S138. 

79 Australian and New Zealand Dialysis and Transplant Registry 2006, ANZDATA Registry Summary Report (1 
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 and Torres Strait Islander patients continue to experience very low transplant rates. In view 
of the shortage of donor organs, it seems evident that there are suitable patients among all 
ethnic groups who cannot access kidney transplantation. 

Location of transplantation services 
Currently, all Queensland kidney transplants are performed at the Princess Alexandra 
Hospital in Brisbane. While a single statewide renal transplantation service can offer a centre 
of excellence approach with highly specialised staff, the service is also challenged to offer 
comprehensive services across the state. 

Given the current prevalence of end-stage kidney disease, anticipated projections and other 
issues raised in the consultation process, it is timely for Queensland Health to examine 
whether or not a single transplantation unit is the best way to deliver services. Consultations 
for this Plan supported the need to consider a second transplantation unit in the Northern 
Area Health Service. This second transplantation unit could potentially specialise in caring for 
Aboriginal and Torres Strait Islanders patients.  

A feasibility study considering this proposal is required and should include:  

• service viability with respect to number of transplants within the catchment area 

• retrieval logistics  

• staff attraction, retention and skill maintenance  

• potential donor sources based on population concentrations  

• predicted outcomes related to patient survival and economic efficiencies.  

Collated information from the feasibility study should be contrasted with benefits and 
efficiencies that may be gained from additional investment at the Princess Alexandra Hospital 
if it were a designated statewide superspeciality service. 

End-of-life care 

Despite the significant co-morbidities associated with dialysis care, in general, patients can 
expect to obtain a good quality of life and gain extra years of living. However, this is not the 
experience for all patients. In 2005, the cause of death for 27% of Australian end-stage 
kidney disease patients was attributed to withdrawal from dialysis care based on ‘social 
reasons’.81 The dominant reason was psychosocial stress (32%) and occurrence was 
predominantly within older age groups.82 Other reasons included withdrawal of treatment due 
to cardiovascular, malignancy, cerebrovascular and vascular access problems. For these 
patients, end-of-life care is an important part of their treatment plan. End-of-life care, or 
palliative care, is commonly thought of in association with cancer, but it has a place in 
nephrology and other end-stage organ diseases. 

End-of-life care for renal patients can involve opting for a medically supported, non-dialysis 
care plan with advanced care directives that help the patient retain their dignity. It is an option 
that may be considered by patients who decide not to undergo dialysis, choose to withdraw 
from dialysis after a period of treatment and those who are coming to the end of their lives 
due to ageing, end-stage kidney disease or other complications. Informed decision making 
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 requires timely and detailed discussion about a person’s medical condition and prognosis 
and an extensive exploration of treatment choices and likely outcomes. Engaging 
multidisciplinary palliative care experts during this process can help to alleviate some of the 
anxiety associated with the end-of-life discussions, open up new support networks for the 
patient and their family, and create opportunities for across-speciality shared care. 

A ‘no-dialysis’ option does not equate to non-treatment. Many end-stage kidney disease 
patients can live for several weeks or months without dialysis depending on their level of 
remaining renal function, co-morbidities and age. Medical support that concentrates on 
symptom relief and pain management is essential to maximising the patient’s health during 
the remainder of their life. Unfortunately, some medical regimes may prolong life but not 
improve quality of life. It is therefore important that patients are involved in decision making 
about medical support options. It is equally important for patients to know that any palliative 
decision is reversible and care planning should accommodate this possibility. Standard 
protocols to address end-of-life care in nephrology, including appropriate methods for 
obtaining informed consent, are required in Queensland and should be developed in 
consultation with palliative care specialists. 

Comparing costs of dialysis and transplantation 

The cost of dialysis modalities and transplantation varies across Australia. The majority of 
costing data has been determined according to funding arrangements and does not 
accurately reflect the opportunity costs associated with providing renal replacement therapy.  

The unit costs per end-stage kidney disease patient per year according to renal replacement 
therapy modality are estimated in Table 1. The cost of initial vascular access surgery 
(including temporary vascular access requirements) has been separated from the annual 
dialysis costs, as this essential component is not currently included in renal health funding 
methodologies (see discussion above regarding dialysis access surgery). Transplantation 
costs for the recipient and donor have been separated in the first year and recurrent annual 
costs of maintaining a functional transplant estimated for subsequent years. Data sources 
are provided in Part Three: Economic Modelling of the Current and Future Costs and 
Benefits of Renal Replacement Therapy in Queensland of this report and it is stressed that 
further work is required to substantiate more definitive, Queensland-specific costs for renal 
replacement therapy services. 



 

 45

Queensland Statewide Renal Health Services Plan                           Part One: The way forward

2008–17 

 Table 1  Estimated cost per patient per annum by renal replacement therapy modality  
(AUD$ in 2005) 

Dialysis modality In-centre HD Satellite HD Home/self-
care HD 

Home/self-care 
PD 

Annual cost (not including initial access) $89,786 $52,557 $48,333 $57,894 

Initial access (including temporary access) $14,914 $14,914 $14,914 $10,885 

Total annual cost $104,700 $67,471 $63,247 $68,779 

 

Transplantation Live donor Deceased donor 

Recipient $63,192 $63,192 

Donor $7,729 $3,000 Year one costs 

Total $70,921 $66,192 

Year two and onwards costs Recipient $10,749 $10,749 

Funding and Resourcing Branch, Queensland Health National Hospital Cost Data Collection Benchmark for 
Queensland to Planning and Coordination Branch, Queensland Health, 24 August 2007. 
Agar, J, Knight, R, Simmonds, R, Boddington, J, Waldron, C & Somerville, C 2005, 'Nocturnal haemodialysis: An 
Australian cost comparison with conventional satellite haemodialysis', Nephrology, vol. 10, pp. 557-70. 

Cass, A, Chadban, S, Craig, J, Howard, K, McDonald, S, Salkeld, G & White, S 2006, The Economic Impact of 
End-Stage Kidney Disease in Australia, 978-0-9803160-0-1, Kidney Health Australia, Melbourne. 

 

It was beyond the scope and preparation timelines of this Plan to conduct a detailed costing 
study of dialysis modalities and transplantation, although preliminary analysis was 
undertaken. Estimates of the cost of each treatment were based on the best available 
published data—Part Three of this Plan: Economic Modelling of the Current and Future 
Costs and Benefits of Renal Replacement Therapy in Queensland describes the 
methodology. It is acknowledged that, given the challenges of remote service delivery, the 
costs of providing renal replacement therapy service in Queensland may be higher than the 
national average or other reported Australian costing information.  

The process of comparing the costs of dialysis with transplantation has highlighted a 
significant knowledge gap regarding the true and complete costs of treating end-stage kidney 
disease in Queensland. A comprehensive costing study of renal replacement therapy 
services is required to compare casemix funding models, identify opportunities for cost 
efficiencies and determine realisable per annum and price-per-treatment benchmarks to aid 
competitive tendering for future service provision.  

The annual cost of renal dialysis includes:  

• dialysis equipment and consumables  

• buildings and maintenance depreciation 

• salaries and wages 

• the cost of initial and revised vascular access surgery  
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 • drugs 

• hospitalisation due to infection or other complications 

• specialist consultations and reviews 

• work up costs for patients on the transplant waiting list.  

Other inpatient resources associated with caring for end-stage kidney disease patients, 
including hospitalisation for peritonitis and vascular access revisions, are only partially 
covered and therefore likely to also be underestimated. 

The annual cost of transplant includes surgery and hospitalisation, immunosuppressive 
therapy and other drugs, specialist review and consultations, Costs were derived from 
Queensland-specific cost weights for coded activity during 2005–06. Detailed information on 
the donor costs associated with kidney transplantation is not available. Therefore, 
assumptions based on expert opinion were made for both deceased and live donation. There 
is little available data on the resources used by renal and non-renal inpatients with a 
functioning transplant and as such these costs have not been estimated. 

The costs of co-morbidities such as diabetes mellitus, ischaemic heart disease and cancer 
(and how they relate to end-stage kidney disease treatment) are usually not straightforward. 
Specifically, it is not possible to quantify the extent to which these conditions are worsened 
by renal replacement therapy and therefore how these costs can be attributed to renal 
replacement therapy. This, together with the absence of detailed Australian data about 
admission rates for specific renal-related and non-renal causes among the renal replacement 
therapy population, is a major deficiency in published literature.  

Despite the lack of detailed costing information, it has been shown that significant cost 
efficiencies can be obtained by moving dialysis into home and community settings. A well-
supported shift in the modality mix toward home-based therapy would also address patient 
access issues and improve patient quality of life by minimising the need for relocation and 
fostering a self-care approach to end-stage kidney disease. Transplantation, while expensive 
in the first year, incurs substantial cost reductions in the years following surgery and is 
associated with considerable quality-of-life improvements. The estimated costs and benefits 
to be gained through changes in the current renal replacement therapy service delivery 
patterns are discussed below. 

Modelling changes in renal replacement therapy service patterns 

Given the cost-efficiency associated with self-care dialysis modalities and transplantation, 
this Plan includes an economic modelling exercise to estimate the impact of changes to 
service patterns in Queensland. The methodology required current costs to be estimated 
(incorporating the cost comparison information above) as well as health outcomes in terms of 
survival and quality-adjusted survival, also known as quality adjusted life years (QALYs). The 
future costs and benefits associated with treating new and existing end-stage kidney disease 
patients were inferred using predicted incident rates (described under renal replacement 
therapy service demand predictions) to the year 2017. 

The methodology and assumptions for the modelling is described in detail in Part Three 
Economic Modelling of the Current and Future Costs and Benefits of Renal Replacement 
Therapy in Queensland of the Plan. The approach used is similar to that previously 
developed to assess the costs and benefits of renal replacement therapy in Australia 

Significant 
cost savings 
can be 
made by 
moving 
dialysis into 
home and 
community 
settings.   



 

 47

Queensland Statewide Renal Health Services Plan                           Part One: The way forward

2008–17 

 published by Kidney Health Australia (KHA).83 Many of the data limitations identified in this 
earlier work are also applicable in the Queensland setting. Transitional probabilities vary 
between the modelling in this Plan and the KHA Australian-wide analysis, particularly in the 
proportions of patients using different dialysis modalities in Queensland.  

Current and changed patterns of renal replacement therapy service delivery for Queensland 
were modelled to determine: 

• the present value of costs and benefits of treating all existing and new cases of end-stage 
kidney disease (from 2005–2017) 

• the incremental health care costs and benefits of increasing the proportion of new end-
stage kidney disease patients who receive a kidney transplant 

• the incremental health care costs (savings) that accrue by changing the proportion of 
patients that undergo different types of dialysis (hospital HD, home HD, CAPD and 
satellite). 

A separate economic model, also published by KHA, was used to estimate the effect on 
costs of population-based strategies to better manage patients with some risk factors for end-
stage kidney disease (diabetes and hypertension) and strategies for early detection of 
diabetes, hypertension and proteinuria.84 These analyses assess the total effects in terms of 
costs and health benefits from defined interventions (including the cost-offsets and health 
benefits related to prevention of end-stage kidney disease (and renal replacement therapy), 
and other (predominantly cardiovascular) diseases.  

Key questions and findings are summarised below and detailed in Part Three: Economic 
Modelling of the Current and Future Costs and Benefits of Renal Replacement Therapy in 
Queensland of the Plan. 

                                                 
83 Cass, A, Chadban, S, Craig, J, Howard, K, McDonald, S, Salkeld, G & White, S 2006, The Economic Impact of 

End-Stage Kidney Disease in Australia, 978-0-9803160-0-1, Kidney Health Australia, Melbourne. 
84 Howard, K, Salkeld, G, White, S, Chadban, S, Craig, J, McDonald, S & Cass, A 2006, The Cost-Effectiveness 

of Early Detection and Intervention to Prevent the Progression of Chronic Kidney Disease in Australia, Kidney 
Health Australia, Melbourne. 
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Costs and benefits of treating end-stage kidney disease 

The following analysis is a summary of that provided in detail in the Queensland Statewide 
Renal Health Services Plan (2008-2017) Part Three: Economic Modelling of the Current and 
Future Costs and Benefits of Renal Replacement Therapy in Queensland. The findings of the 
economic modelling lends support the notion that a whole-of-health-continuum approach 
needs to be taken to addressing chronic kidney disease, using a mixture of screening and 
intensive medical management strategies to identify and treat at-risk individuals, as well as 
changing current practice to move toward more home-based renal replacement therapies as 
well as increasing the rate of kidney transplantation within Queensland. . 

Key findings of the economic modelling were: 

• The cumulative cost of renal replacement therapy for all current and new cases of end-
stage kidney disease treated to 2017 in Queensland is estimated to be between $2.38 
billion and $2.44 billion (based on today’s dollars). 

• Increasing kidney transplantation rates in Queensland by 10% would save money and be 
more effective in extending, and improving quality of life than current treatment patterns 
for end-stage kidney disease. The cumulative incremental cost savings from this increase 
in transplantation rates would range from $7.3 million to $7.4 million out to 2017. 

• Increasing kidney transplantation rates in Queensland by 50% would save money and be 
more effective in extending, and improving quality of life than current treatment patterns 
for end-stage kidney disease. The cumulative incremental cost savings from this increase 
in transplantation rates would range from $33.9 million to $34.4 million out to 2017. 
However, it should be noted that future transplantation costs may increase depending on 
the introduction of new technologies and use of less optimal donor organs. 

• Increasing the rate of home haemodialysis would produce a net saving of $40.7 million 
over the years to 2017. 

• Increasing the rate of peritoneal dialysis would produce a net saving of $111.1 million 
over the years to 2017. 

• Combining an increase in both home HD and PD will lead to savings of up to $145.8 over 
the years to 2017. 

• Improving the management of patients with diabetes and hypertension with intensive 
strategies (such as intensive glycaemic control in patients with diabetes, blood pressure 
control in patients with hypertension, and the use of ACE inhibitor therapy in patients with 
diabetes) are very cost-effective strategies to reducing the burden of disease associated 
with end-stage kidney disease. 

• Opportunistic screening for chronic diseases associated with chronic kidney disease is 
also a very cost-effective means to reducing the health-impact of chronic kidney disease 
in Queensland.  

Detailed economic modelling, commissioned as part of the Statewide Health Services Plan, 
was performed to identify costs and benefits of renal replacement therapy in Queensland into 
the future, as well as identify opportunities for increasing the efficiency of the renal service 
delivery system. 
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Objective two—strategies 

Expand treatment options for patients with end-stage kidney disease 

Dialysis 

1. Promote, statewide, a goal of 50% of all new patients’ dialysis modalities to be 
home- or community-based self-care dialysis, with benchmarks of 40% in 
Northern and 60% in Southern and Central Area Health Services. 

2. Conduct a detailed costing study to determine the opportunity costs of providing 
various dialysis modalities and compare with current methodologies. Study to 
consider infrastructure and utility issues associated with self-care dialysis and 
arranging subsidies and/or special usage allowances for patients. The results of 
the costing study to be used to develop a tender specification for potential public-
private partnerships for dialysis services.   

3. Following the costing study, develop a preferred Queensland cost weight for 
home- and community-based dialysis within the Casemix Funding Model, 
promoting benchmarks and incentives for Districts to increase home- and 
community-based dialysis.    

4. Determine efficiencies associated with establishing a centralised pool of self-care 
dialysis equipment, supplies and technical expertise at an Area Health Service 
level. 

1–2 years 

5. Establish and implement protocols for commissioning, de- and re-commissioning 
self-care dialysis facilities. 

6. Review benchmarks for home self-care dialysis and change strategy as required. 

7. Identify and use key self-care competencies and assessment measures to 
determine the appropriateness and effectiveness of training. 

8. Evaluate progress against benchmarks for self-care dialysis and review as 
required. 

9. Establish self-care dialysis facilities in Aboriginal Community Controlled Health 
Services or equivalent as appropriate. 

3–5 years 

10. Collaborate with relevant State and local agencies to support available and 
appropriate patient accommodation. 

Vascular access surgery for dialysis 

1. Review current vascular access surgery for dialysis coordination arrangements to 
determine where additional efficiencies can be obtained. 

1–2 years 

2. Consider the impact vascular access surgery for dialysis initiatives will have on 
radiology workloads. 



 

 50

Queensland Statewide Renal Health Services Plan                           Part One: The way forward

2008–17 

 

3. Subject to findings of strategies 1 & 2, classify vascular access surgery for 
dialysis as a non-elective procedure. 

 

4. Explore and introduce new models of delivering vascular access surgery including 
use of outreach surgical services that focus on maintaining continuity of care. 

3–5 years 5. Explore the role and competencies of interventional nephrology in establishing 
temporary access and emergency situations, and develop appropriate protocols. 

6–10 years 6. Evaluate the impact of access surgery initiatives on waiting lists and patient 
outcomes. 

Organ donation and transplantation 

1. Conduct a feasibility study to consider the costs and benefits associated with 
establishing a second transplant unit in the north of the state. 

2. Increase the capacity of Princess Alexandra Hospital to deliver pre- and post-
transplantation outreach clinics, and support ongoing patient care across the 
state.  

3. Work in partnership with Queenslanders Donate to implement strategies designed 
to increase deceased and live organ donation rates. 

4. Investigate health system capacity to use sub-optimal kidney donations and 
implement if/where appropriate. 

1–2 years 

5. Review, pilot, develop, and implement strategies to increase donation rates 
including the use of cross blood type/ABO incompatible live donor organs. 

6. Expand the role of Transplant Nurses to include working with potential transplant 
recipients to enhance informed decision-making. 

3–5 years 

7. Establish pre- and post-transplant outreach clinics to minimise patient travel 
commitments. 

6–10 years 8. Evaluate the impact of transplant initiatives and identify future strategies to 
increase the proportion of patients with functioning transplants. 

End-of-life care 

1–2 years 1. Promote provider and community understanding and acceptance of end-of-life 
care options through increased targeted education. 

3–5 years 2. Develop and implement standard protocols, including methods for obtaining 
informed consent, to support the delivery of medically managed non-dialysis 
treatment. 

6–10 years 3. Integrate medically managed non-dialysis treatment services with existing 
palliative care services and support networks. 
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Objective three: Promote a sustainable multidisciplinary workforce for 
renal services 

The complex nature of chronic kidney disease necessitates a multidisciplinary approach to 
care planning. Multidisciplinary care is collaborative and coordinated. It aims to engage 
medical, nursing, allied and cultural health disciplines in providing patient care and 
continuity of patient care for the course of the disease. Good communication is the key to 
effective multidisciplinary management and the application of best practice.  

The renal health workforce must be considered across the health continuum. Professionals 
involved in renal service delivery include: 

• primary health workers—general practitioners, community nurses, nurse practitioners 
and remote area nurses 

• medical staff—junior medical officers, registrars, staff specialists and visiting medical 
officers 

• clinical nursing staff—managers, consultants, practitioners, educators and trainers, 
assistants in nursing, enrolled nurses and trainees 

• Indigenous health workers—dialysis specialists, social workers, cultural liaison officers 
and educators 

• allied health staff—dieticians, occupational therapists, pharmacists, social workers, 
welfare workers, podiatrists, physiotherapists, psychologists, educators, and imaging 
staff 

• administration staff—officers at various levels 
• technical support staff—biomedical engineering, telehealth, and maintenance staff. 

With the consent of the patient, a functional multidisciplinary team can work together to 
better solve problems and ‘trouble shoot’ within the care plan to ensure the best outcome 
for the patient and their family. 

Multidisciplinary care 

In 2006, Princess Alexandra Hospital began piloting a multidisciplinary chronic kidney 
disease clinic in response to the need for a new model of patient care. The clinic involves 
nursing staff, a dietician, a diabetes educator, a podiatrist, a pharmacist and a social 
worker. The team works together to achieve evidence-based treatment targets and 
manage risk factors in the progression of chronic kidney disease. Care goals are to 
prevent and treat the complications of kidney disease, to delay the need for renal 
replacement therapy and, if required, prepare the patient for renal replacement therapy. 
Nurses take a central role in treatment decisions and participate in the creation of 
individual care plans for patients. They then organise the required team of multidisciplinary 
staff to achieve treatment targets according to priorities. The evaluated outcomes of this 
project are yet to be released, but will be directly applicable to the Queensland context. 

Multidisciplinary capacity in renal health can be enhanced through the development of 
mentoring and training programs. These programs will expose allied health and other 
professionals to renal care by providing hands-on experience in dialysis and transplant 
units and clinics, and by fostering best-practice discussion with mentors. Such programs 
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can increase the confidence of multi-skilled staff to provide expert input into care planning 
for chronic kidney disease and end-stage kidney disease patients.  

For example, podiatrists could provide training to other health professionals within the 
renal health workforce, such as nurses, indigenous health workers, nurse educators, 
GPs and medical staff, in foot screening and identification of high risk foot conditions. 

Indigenous health-worker training programs, designed to develop renal health 
proficiencies—especially in the delivery of dialysis care—will increase opportunities for 
Aboriginal and Torres Strait Islanders to care for each other in unit and home situations. 
These programs will also develop career pathways. 

Sustainable workforce supply 

Achievements in multidisciplinary care depend on the sustainable supply of an 
appropriately skilled workforce. The consultation phase of the Plan identified critical 
workforce shortages in renal health. In July 2007, according to the Queensland Health 
payroll system, over 600 positions were attached to nephrology hospital departments. 
This analysis did not include primary health care workers, allied health workers or 
technicians who provide renal health services but may be attached separately to other 
departments or primary care services.  

Further work is required to develop a more robust workforce database (see Objective 
five). However, based on existing payroll information and given the predicted annual 
increase in end-stage kidney disease prevalence (discussed in Objective two), a 
conservative estimate is that the Queensland renal health workforce will need to increase 
from 2–3% per year to cope with increasing renal replacement therapy demand. 
However, even this increase will not meet the requirements necessary for providing an 
enhanced renal service as outlined in this Plan.  

Renal workforce deficits in Queensland were reinforced in a survey of nephrology staff 
conducted by Queensland Health (October 2007) for this Plan. While not comprehensive, 
this survey determined that approximately 15 nephrologists (senior specialists and 
consultants) and another 15 renal registrars are working in Queensland. Best available 
information from the Australian and New Zealand Society of Nephrology suggests that 
about 243 nephrologists are practising across Australia. Using this information, it can be 
suggested that Queensland is caring for 19% of the end-stage kidney disease population 
in Australia with only 12% of the required specialist workforce capacity. 

Workforce shortages directly affect the accessibility of services to patients. The need for 
better coordinated outreach clinics for pre-end-stage kidney disease, dialysis and pre- 
and post-transplant patients was identified as a priority issue in stakeholder 
consultations. Given staffing shortages, it was recommended that a greater emphasis be 
placed on clinic coordination to create efficiencies using existing specialist staff and 
engage local primary care workers in care plan development, patient support and skills 
development.  

Given the anticipated workforce shortages, and changes in models of service delivery 
such as the increased use of home-based therapies and self-care, it was recognised that 
a variety of workforce models will need to be considered. It was recommended that a 
strategic workforce plan for renal services across the state be developed. Through the 
establishment or further development of linkages with the tertiary education sector, 
universities, and technical colleges, alternate models of workforce support and/or supply 
must be researched, evaluated and trialled for consideration of future implementation.    
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The involvement of local nurse practitioners and Indigenous health workers was also 
seen as essential for creating patient support networks, particularly with respect to 
patient self-management practices. Increased use of telehealth technologies was 
encouraged, especially in areas where multi-skilled deficits exist, and patient numbers do 
not justify outreach clinic operations. It was recommended that opportunities available via 
the Medical Specialist Outreach Program be further explored. 

Workforce benchmarks and planning 

Meeting the requirements for additional renal health workforce needs to be supported by 
workforce benchmarks. While some area-specific benchmark work has been conducted, 
there is no statewide agreed renal health workforce benchmark. In August 2007, the 
Southern Area Health Service Renal Clinical Network developed a benchmark system 
based on an analysis of previous benchmark studies including a national renal workforce 
survey.  The Southern Area Health Service Renal Clinical Network benchmark has 
become a reference point for current service planning in Queensland (see Appendix E).85  
Princess Alexandra Hospital has subsequently assessed the impact of variable 
outpatient workloads and the additional time involved in servicing rural and remote 
clinics, and conducting telehealth sessions on the recommended medical workforce 
ratios. These efforts need to be consolidated in a consistent benchmark framework and 
endorsed by stakeholders and Queensland Health. 

Stakeholders involved in preparing this Plan agreed that a comprehensive renal health 
workforce plan with set staffing benchmarks and configurations by service capability, and 
targeted strategies for improving recruitment, retention and professional development 
was required. They proposed the creation of multidisciplinary teams specific to Area 
Health Services and trained to respond to chronic kidney disease and end-stage kidney 
disease patient needs and monitor care plans.  

Stakeholders felt that telehealth services are underused and need to be actively engaged 
as a means for improving equity of access and making best use of existing staffing 
resources. The need for additional outreach clinics was identified as crucial in the 
development of a sustainable statewide renal health clinical network. They also 
established that increased capacity in the primary care sector, while not an area of 
responsibility for the state, could be best supported through the strategies identified 
under Objective one.  

                                                 
85 Southern Area Health Renal Network 2007, Queensland Health. 
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Objective three—strategies 

Promote a sustainable, multidisciplinary workforce for renal services  

1. Expand the number of multidisciplinary renal health teams in the Area Health 
Services that include nurses, dieticians, pharmacists, psychologists, social 
workers and indigenous health workers. 

2. Develop a Renal Health Workforce Plan that focuses on multidisciplinary care 
models, establishes workforce benchmarks and develops strategies for 
improving recruitment and retention. Benchmarks and strategies should also be 
reflected in Area Health Service workforce plans. 

3. Maximise the use of the Medical Specialist Outreach Program. 

4. Expand the number and role of nurse practitioners and Indigenous health 
workers in outreach clinic services that support patient self-management 
practices. 

1–2 years 

5. Increase the use of Queensland Health telehealth services particularly for 
multidisciplinary case conferencing and outreach clinic delivery through 
incentives, training and support for telehealth practitioners. 

6. Assess the feasibility of centralising the coordination and administration of 
outreach clinics at an Area or Statewide level. 

7. Establish a renal mentoring and training program for allied health professionals, 
ensuring sufficient support for professionals to provide such mentoring and 
training. 

3–5 years 

8. Develop a structured training program for Indigenous health workers wishing to 
specialise in renal health, in partnership with the vocational and education 
training sector. 

9. Determine the degree to which multidisciplinary care has been integrated into 
renal health service delivery and the impact on patient health outcomes. 

6–10 years 

10. Evaluate the impact of workforce initiatives on improving the sustainability of 
renal health services. 
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Objective four: Develop a functional hub and spoke service network 
and governance framework 

Hub and spoke networks 

As in most states and territories, renal services in Queensland are loosely linked through 
informal hub and spoke networks with some exceptions. Hubs are typically Level 3 or 4 
tertiary centres and spokes are Level 1 and 2 satellite services according to the 
Queensland Health Clinical Services Capability Framework.86 Hubs usually have full-time 
nephrological and specialist nursing staff and may or may not have the following functions 
in relation to spokes: 

• patient management either at an Area Health Service or District level 
• facilitation of regular case planning and review sessions 
• delivery of outreach clinics and pre- end-stage kidney disease education 
• access surgery and revision clinics 
• self-care training and support delivered centrally or through outreach clinics 
• emergency and planned acute dialysis services and support 
• 24-hour or defined clinical and patient telephone or online support 
• associated allied health services 
• equipment and technical support 
• staff education and training, and arrangements for rotations 
• management of continuous quality improvement 
• primary fund-holding responsibility for holding and allocating renal service funds 
• information sharing related to teaching and research initiatives 

At the most basic level, satellite or spoke providers are responsible for providing the 
physical space for a dialysis service and the day-to-day management of non-acute dialysis 
care.  

In Queensland, definitions of what constitutes a hub and satellite service vary. This may be 
due to the size of the state and the distances between rural/remote and urban tertiary 
centres, the spread of nephrologists across the state, the presence of private providers 
and/or historical service arrangements. In Appendix D: Queensland renal health provider 
self-reported capabilities, 19 of the 36 providers self-identified as a Level 3 or Level 4 
service. Of this 19, only seven supported outreach services, suggesting that many of 
providers who self-identify with Level 3 capabilities may operate as network spokes rather 
than hubs.  

Stakeholders involved in preparing the Plan recognised the importance of formalising 
current service arrangements with some adjustments under hub and spoke networking 
framework. This was viewed as the best way to maximise existing and new resources 
across the state, and improve patient access to timely and effective care. Clear definitions 
of the roles and responsibilities of both the hub and spoke fund-holding arrangements and 

                                                 
86 Queensland Health 2005, Queensland Health Clinical Services Capability Framework for Public and 

Licensed Private Health Facilities Version 2.0, Queensland Government. 
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allowances for service flexibility are required and need to be developed in consultation with 
key stakeholders. 

A functional hub-and-spoke arrangement for renal services will also support opportunities 
for multidisciplinary and multi-site research through potential sharing of research 
infrastructure and improved communication across State-wide renal services. 

Clinical Services Capabilities Assessment 

The Queensland Health Clinical Services Capability Framework 2005 describes four renal 
health clinical service levels spanning primary to super speciality services and provides a 
standard set of capability requirements for pubic and private hospitals.87 The renal service 
levels directly reflect renal health education, training, dialysis modalities, child and 
adolescent services, transplantation services, and teaching and research activities (see 
Appendix C). The renal health component of the Queensland Health Clinical Services 
Capability Framework is consistent with the National Service Guidelines for the 
Management of Dialysis and Kidney Transplantation in Remote Australia.88 The 
Framework provides consistent service planning descriptors, and encourages explicit 
clinical risk-management procedures where services do not meet minimum patient safety 
requirements. The recognised deficiencies with the current version of the Framework’s 
renal module will be addressed in the next review. 

An analysis of clinical services capability levels was conducted for this Plan using the 
findings of the Queensland Renal Health Services Mapping Project (August 2007) and the 
latest data from the ANZDATA Registry (December 2006). Capability levels were assigned 
based on how activity was reported or described by individual providers. The analysis in 
Appendix D does not represent an independent clinical audit of service capabilities. 

Findings suggest that the distinction between in-centre and satellite services is blurred in 
Queensland. Seventeen providers (47%) placed themselves within the Level 3 capability 
category providing tertiary in-centre activity. However, seven of these providers did not 
support self-care training or offer the outreach clinics expected of a Level 3 provider 
according to the Queensland Clinical Services Capability Framework. No provider in the 
analysis appeared to self-identify as a Level 2 provider, which would apply to established 
district satellite hubs. The clinical capabilities of 16 providers (44%) were found to be 
equivalent to a Level 1 satellite services; four of these services are privately managed.  

This clinical capability assessment has implications for renal health service network 
planning. There may be historical service or funding arrangements which prompt non-
tertiary, district and private providers to self-identify as in-centres. This variance has 
implications for funding, patient referral, maximising service capacity and service 
networking in general. It is recommended that a clinical capability audit be conducted to 
assist in constructing protocols for hub and spoke networking. 

                                                 
87 Ibid. 
88 Government of Australia 2005, 'Service guidelines for the management of dialysis and kidney transplantation 

in remote Australia', paper presented to Australian Health Ministers Conference Canberra. 
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Governance 

Governance can be generally described as the responsibility and consequent authority for 
performing certain functions including creating policies and standards. Queensland’s 
Health Services Act 199189 and related legislation define this responsibility and authority 
for the provision of health services in the state. Under this legislation, the vested authority 
can be delegated to support operational efficiency and Queensland Health is internally 
organised to provide health services through Districts.90 

Clinical Networks were initially established in 2001 and were identified by Forster in 2005 
as a mechanism to better engage clinicians in service-delivery planning and decision 
making. While Clinical Networks inform decision making and may carry responsibility for 
certain functions such as clinical governance, they are not formal authority structures. 

Queensland Health has recently released the Clinical Networks Policy 91, which promotes 
Clinical Networks as a key component of planning and decision making for health services. 
Within the policy a clinical network is defined as “a formally recognised group, principally 
comprising clinicians, established to address problems in quality and/or efficiency of health 
care.”92 

The policy gives guidance regarding the functions, types, establishment, composition, 
support provided to, and evaluation of performance of, statewide and Area clinical 
networks. Within the specialty of renal there currently exists a statewide network and three 
Area Renal Clinical Networks. These Area Renal Networks act as links between Districts, 
Area Health Services, and the Statewide Network. 

These Networks, in collaboration with Executive Management Team and other formal 
governance structures, are well placed to lead planning, policy development, and 
monitoring of clinical outcomes for renal services. 

Statewide Renal Network 

Consulted stakeholders supported the proposal that the current Statewide Renal Network 
be empowered and supported to provide leadership consistent with the strategic directions 
contained in this Plan. It is also expected that the Network will evaluate progress towards 
the Plan’s objectives and provide expert advice to the Executive Management Team, 
Queensland Health on renal health matters. 

Area Renal Clinical Networks will be retained and linked to the Statewide Renal Clinical 
Network through statewide representation, regular forums and working groups. Area 
networks will remain responsible for localised service planning and coordination, service 
delivery and evaluation at Area and District levels. 

                                                 
89 Queensland Health 1991, Health Services Act, Queensland Government. 
90 Explanatory note: Most Districts are geographically defined; some are facilities e.g. Royal Children’s 

Hospital, Royal Brisbane and Women’s Hospital and Princess Alexandra Hospital. There are statewide and 
superspecialty services; however, these are usually hosted by a District.  

91 Queensland Health 2007, Clinical Networks Policy v2.0, Queensland Government. 
92 Ibid. 
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The role of the Statewide Renal Network, in conjunction with the Area Renal Networks will 
be to define and measure activities against service-delivery performance indicators and 
coordinate working groups to focus on the Plan’s objectives and strategies. The networks 
will facilitate the implementation of recommendations, where appropriate, to establish new 
service models, arrangements and conduct service reform. They will also provide clinical 
governance to ensure continuity of care, quality improvement and evidence-based practice 
among renal services. 

These bodies will provide high-level advice to Queensland Health and work towards 
improving services from a whole-of-state perspective rather than an individual provider 
level. Project management staff will support governance tasks and all networks will 
establish mechanisms for engaging with the private dialysis sector. 

Public–private partnerships 

Across Australia there is a growing interest in the opportunities presented by public–private 
partnerships in renal health. Western Australia has engaged a number of private providers 
using a ‘corporatised’ service model. Under this model, private providers supply the capital, 
equipment and sometimes workforce resources required to establish a new dialysis service 
in exchange for an agreed price-per-treatment (ppt) contract. The public sector remains 
responsible for the medical management of patients. This model has been found to be 
cost-effective and beneficial for patient access with new services located in community or 
shopping precincts.93  Western Australia is now applying this model to the delivery of 
statewide self-care training, equipment and support.  

Despite having the lowest population proportion with private health insurance, Queensland 
has the highest private-sector dialysis usage rate in Australia.94  The private sector 
accounts for approximately 20% of dialysis activity in the state and plays a significant role 
in addressing the demand for dialysis services.95  

There are 10 private providers in Queensland, five of which are operated by Ramsay, two 
by Fresenius and the remainder by Baxter, Gambro and Uniting HealthCare. Private 
operators use a number of different provision models, with the private providers: 

• offering dialysis to private patients. 
• offering dialysis to public patients under an agreement with a public provider. This may 

occur during designated public shifts or in a separate area of the facility. 
• operating a public facility and offering dialysis to both public and private patients. This 

is unique to Noosa Heads Private Hospital. 
• offering dialysis services to overseas patients. 

Private patients can also be catered for by public providers. 

                                                 
93 Lunn, M 2007, Public/Private partnerships for renal dialysis services: Version 2, Report by Southern Area 

Health Service Investigators to Western Australia, Southern Area Health Service, Queensland Health. 
94 Private Health Insurance Administration Council 2007, Statistical Trends: Quarterly Statistics, Australian 

Government. 
95 Australian and New Zealand Dialysis and Transplant Registry 2006, ANZDATA Registry Summary Report   

(1 January- 30 December 2006), Adelaide. 
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Private dialysis providers are relatively autonomous in sourcing medical, surgical and 
multidisciplinary support through private practice. However only a few private providers 
provide pre- end-stage kidney disease education, self-care training and support services. 
Only one private provider supports PD. See Appendix D for private provider capabilities. 

There are benefits associated with engaging private providers in renal health service 
planning. Maximising opportunities for industry growth and specialist practice may assist in 
reducing public sector liability attached to service demand and cost containment. Dialogue 
with private insurers aimed at addressing rebate inconsistencies, understanding capability 
classifications and discussing the merits of supporting self-care modalities, including both 
home- or community-based HD and PD, should be undertaken.  

Queensland Health should enter into negotiations with private providers with the view that 
they would be suppliers of public renal health services under a public-private partnership 
arrangement. The proposed costing study should assist Queensland in identifying where 
cost efficiencies may be achieved through private-public partnerships.  In parallel with the 
costing study, Queensland Health should determine tender specifications regarding the 
quality of service supply for any public-private partnerships. Similarly, public providers 
should consider competitive leasing and support arrangements when existing contracts are 
due to expire or service expansion is required. Additional efficiencies can be gained in 
exploring statewide contracts for renal replacement therapy supplies and technical support.  

Consultations conducted for this Plan indicate that the private sector in Queensland is 
keen to enter into partnerships with the public sector under a number of different 
configurations. The majority of sector stakeholders were interested in exploring new 
serviced models, but expressed concern over continuity of care when complications arise, 
selective admissions, loss of public-sector clinical expertise and decision-making 
autonomy. In identifying and developing opportunities for public–private partnership, 
Queensland Health will need to involve stakeholders and learn from the experiences of 
other state and territory health departments.  
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Objective four—strategies 

Develop a functional hub and spoke service network and governance 
framework 

1. Update renal services module of the Queensland Clinical Services 
Capabilities Framework. This will be undertaken every three years. 

2. Audit the clinical capability of renal providers against the Queensland Clinical 
Services Capabilities Framework to inform networking abilities. 

3. Agree on renal service hubs and spokes roles and responsibilities in line with 
the Queensland Clinical Services Capabilities Framework. 

4. Identify and endorse services to be hubs and spokes and clarify 
accountabilities, fund-holding arrangements and responsibilities for service 
provision, teaching, and research. 

5. Endorse the Statewide Renal Clinical Network as the body responsible for 
leading renal reform in line with this Plan, supported by Area Renal 
Networks. 

6. Support the work of the Statewide and Area Renal Networks including 
appointment of project management staff. 

1–2 years 

7. Following the costing study (see Objective 2), trial public–private partnership 
models in metropolitan, regional and rural settings. Assess the effectiveness 
and cost-benefit of public–private partnerships to deliver community-based 
satellite services on a price-per-treatment basis, and implement as 
appropriate. 

8. Formalise the renal health hub and spoke service network. 

9. Model incentives designed to increase private sector dialysis usage rates 
and determine the potential impact on the public sector capabilities and 
liabilities. 

3–5 years 

10. Determine the costs and benefits associated with establishing statewide 
contracts for common renal supplies and technical support, and proceed if 
beneficial. 

6–10 years 11. Evaluate efficiencies obtained through the renal health governance structure, 
network methodology and partnership approaches, and determine the impact 
on patient health outcomes. 

 



 

 61

Queensland Statewide Renal Health Services Plan                           Part One: The way forward

2008–17 

 

Objective five: Develop minimum service standards, guidelines and 
resources for the delivery of renal services 
The quality of services provided to Queensland’s renal patients would be improved and 
streamlined if the Renal Service Networks developed and agreed to standards and 
guidelines for use across Queensland. These statewide standards and guidelines would 
enable renal service providers to communicate in a common language, allowing them to 
compare output and patient outcomes as well as streamline the monitoring of service and 
financial activity. The Statewide Renal Network could lead the development of these 
standards and guidelines.  

The following standards were identified as being in need of development during the 
planning process: 

• minimum dialysis service standards consistent with the National Service Guidelines for 
the Management of Dialysis and Kidney Transplantation in Remote Australia.96  

• Renal Health Minimum Standards of Care Framework including an agreed set of key 
performance indicators applicable across the health continuum building on the 
accomplishments of the Renal Services Collaborative 

• evidence-based renal health education guidelines and materials that address the full 
spectrum of disease, and are appropriate for cultural and special needs groups 

• dialysis self-care training guidelines that include culturally appropriate resources and 
measurable learning competencies. 

Where possible, the development of the standards should take advantage of existing 
national and international information and materials for providers. The effective 
implementation of the standards will require endorsement by the Area and Statewide 
Renal Networks (see Objective four) along with support resources for implementation and 
compliance.  

The quality of the available data has affected the rigour of the analysis for this Plan. 
Considerable effort was taken to validate national and state-level accessed data, with 
limited success in validation of local data. At times, expert opinion and/or agreement of key 
stakeholders were/was required in order to proceed with analyses. This was particularly so 
when conducting the cost-benefit analysis and the workforce and service capability and 
capacity assessments. Development of a renal health specific database would significantly 
assist future effective service planning in Queensland. 

Stakeholders supported a proposal to develop a Renal Services Clinical Information 
System to track emerging chronic kidney disease patients, record attendance at 
education/training sessions, monitor dialysis modality and transplantation status and health 
outcomes, and provide up-to-date information regarding service capacity and capabilities. 
This information system will need to be designed for multi-user access. It will also need to 
be compatible with work already initiated by the Clinical Practice Improvement Centre and 
existing Queensland Health data infrastructure. In order for the system to be robust, 
appropriate clinical staff training and support and technology investment will be required. 

                                                 
96 Government of Australia 2005, 'Service guidelines for the management of dialysis and kidney transplantation 
in remote Australia', paper presented to Australian Health Ministers Conference Canberra. 
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Objective five—strategies  
Develop minimum service standards, guidelines and resources for the 
delivery of renal services 

1. Develop Minimum Dialysis Service Standards consistent with the National 
Service Guidelines for the Management of Dialysis and Kidney 
Transplantation in Remote Australia 

2. Develop and implement a Renal Health Minimum Standards of Care 
Framework applicable across the health continuum building on the 
accomplishments of the Renal Services Collaborative. 

3. Develop and implement evidence-based Renal Health Education Guidelines 
and materials that address the full spectrum of disease, and are appropriate 
for cultural and special needs groups. 

4. Develop and implement Dialysis Self-Care Training Guidelines that include 
culturally appropriate resources and measurable learning competencies. 

1–2 years 

 

5. Develop a concept brief for a Renal Services Clinical Information System in 
consultation with user groups and the Clinical Practice Improvement Centre 
and Information Division, Queensland Health. 

6. Collect performance indicator data as defined in the Renal Health Minimum 
Standards of Care Framework. 

7. Develop a quarterly reporting system for monitoring provider key 
performance indicators and providing feedback. 

3–5 years 

8. Implement the Renal Services Clinical Information System and provide 
resourced training and support and technology upgrades. 

9. Evaluate the effectiveness of the Renal Health Minimum Standards of Care 
Framework, Renal Health Education Guidelines and Dialysis Self-Care 
Training Guidelines. 

6–10 years 

10. Evaluate the effectiveness of the Renal Service Clinical Information System, 
identifying areas for improvement and database integration. 
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Appendices 
Appendix A: List of stakeholder participants 
 

Statewide Renal Health Services Plan Executive Committee 

Policy, Planning and Resourcing Division  Prof Andrew Wilson, Executive Director  
Faileen James, Senior Director, Planning & Coordination Branch 

Southern Area Health Service Gloria Wallace, General Manager 
Central Area Health Service Terry Mehan, General Manager 
Northern Area Health Service Roxanne Ramsey, General Manager 
Statewide Renal Clinical Network Dr Alan Parnham, Chairperson 

Statewide Renal Health Services Plan Advisory Group 

Planning and Coordination Branch 
Faileen James, Senior Director  
Heather Edwards, Director, Statewide & Superspecialty 
Planning  
Jodi Hallas, Project Leader 

Southern Area Health Service  
Colleen Jen, Service Planning 
Hamish Jeffrey, Clinical Support 
Carol Horbury, Clinical Support 

Central Area Health Service Carol Swendson, Service Planning 
Paula Bowman, Clinical Support 

Northern Area Health Service Donna Richmond, Service Planning 
Dr Jill Newland, Clinical Support 

Workforce Planning Branch Scott Barber, Workforce Analysis & Research Unit 

Policy Branch 
Michael Tennant, A/Senior Director 
George Nix, A/Director 
Jason Currie, Senior Policy Officer, Clinical Policy Team  

Funding and Resourcing Branch Melissa Robinson, State Funding Unit 
Population Health Branch Michael Tilse, Director Health Promotion Unit 
Statewide Renal Collaborative Dr Carmel Hawley, Chair 

Southern Area Health Service Renal 
Clinical Network 

Dr Scott Campbell, Nephrologist, Princess Alexandra Hospital 
Dr Balaji Hiremagular, Director of Nephrology, Gold Coast 
Hospital (GCH) 

Central Area Health Service Renal Clinical 
Network 

Dr Helen Healy, Chair, CAHS Renal Network 
Danielle Heffernan, ADON Renal Nursing, Royal Brisbane & 
Women’s Hospital (RBWH) 
Harry Glynn, Social Worker, RBWH 

Northern Area Health Service Renal 
Clinical Network 

Wendy Washington, CNC Renal Services 
Dr. Murty L Mantha, Director of Renal Medicine 

Vascular surgery and Transplant surgery 
A/Prof Philip J Walker, Chairman, Department of Vascular 
Surgery, RBWH 
Dr David Nicol, Director Urology, PAH 

Pharmacy  Jo Sturtevant 
Renal, Transplant and DUE Pharmacist, PAH 
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Statewide Renal Health Services Plan Working Group 

Planning and Coordination Branch 
Heather Edwards, Director, Statewide & Superspecialty 
Planning 
Jodi Hallas, Project Leader 

Southern Area Health Service 
Mary Jo Gravenall, Service Planning 
Carol Horbury, Clinical Support 
Matthew Lunn, Renal Clinical Network 

Central Area Health Service  Gabrielle Lawrence, Renal Clinical Network 
Northern Area Health Service Peta McInnes, Renal Clinical Network 
Renal Statewide Service Mapping Project 
Officers Sue Rayner , Linda Chan   

Statewide Renal Health Services Plan Project Team 

Planning and Coordination Branch 

Heather Edwards, Director, Statewide & Superspecialty 
Planning 
Jodi Hallas, Project Leader 
Eliizabeth Garrigan, Manager 
Shamesh Naidoo, Senior Planning Officer 
Amber Willink, Planning Officer 

Three Area Health Service forums were held in Northern Area Health Service (5 July 2007), Central 
Area Health Service (1 August 2007) and Southern Area Health Service (2 August 2007). 
Participants included clinicians, service planners and managers, indigenous health workers, allied 
health professionals and technical officers. 

On 20 September 2007, members of the Statewide Renal Health Services Plan Advisory 
Committee, Working Group and other key stakeholders attended a forum to discuss key findings 
and proposed recommendations. Participants included clinicians, service planners, indigenous 
health workers and policy officers, clinical network coordinators and service managers, general 
practice peak bodies, and consumer groups. 

Consultation with other key stakeholders listed below was undertaken by email, telephone, or face-
to-face meeting.  

Andrea Hurwood  Allied Health Adviser, Queensland Health (QH) 

Pauline Ross Chief Nursing Officer, QH 

Dr Gerry Costello Director, Medical Services, Royal Flying Doctor Service (RFDS) 

Jenny Johnson Executive Officer, Rural Doctors Association Qld  

Chris Mitchell Health Workforce Queensland  

Dr Denis Lennox Rural Medical Adviser, QH 

Elizabeth Davis Manager, Hospital Liaison 
Queensland Children’s Hospital Development Project—Paediatrics 

Dr Steven McTaggart Director, Queensland Child and Adolescent Renal Services  

Dr David Slaughter Executive Director Medical Services, Royal Children’s Hospital 

Dr David Wood Director, Paediatric Health Services, Mater Children’s Hospital 

Dr John Burke Chairman, Appointed Members Mater Health Services Governing Board 
Chairman, Royal Children’s Hospital Medical Staff Association 



 

 65

Queensland Statewide Renal Health Services Plan                           Part One: The way forward

2008–17 

 

Prof Robyn Langham President, ANZ Society of Nephrologists 

Dr Nikky Isbel Queensland Councillor, ANZ Society of Nephrologists 

Lynne Abel Chair, Queensland Nephrology Nurses Network  

Kathy Brown Manager, Qld Office, Department of Health and Ageing 

Dr Richard Ashby Chair, Statewide Radiology Reform Project Committee 

Dr Charles Mitchell  Chair, Statewide Medications Reform Project Steering Committee 

Linda Dawson Senior Director, Statewide and Community Services Branch, QH 

Julie Hulcombe President, Queensland Dietetics Association 

Angela Vivanti Dietician, PAH  

Peter Lazzarini Podiatrist & Co-Sponsor Diabetic Foot Project  

Diana Ofman Chair, Queensland Public Podiatry Group 

Sue Cumming  President, Australian Association of Social Workers 

Annette Broome Chair of Psychology Directors 

Scott Barber 
Warren Locke 
Diana Schmalkuche 

Workforce Planning and Coordination Branch, QH 

Dr Maarten Kamp 
Samantha Daly Statewide Diabetic Network 

Susanne Le Boutillier Medical Workforce Advisor, Queensland Health  

Ms Sheryl Sandy 
Dr Robert Griew 

A/Director Aboriginal and Torres Strait Islander Health Unit 
Executive Advisor, Aboriginal and Torres Strait Islander Health Reform 

Jason Currie Clinical Policy Team, Policy Branch, Queensland Health 

Tina Coco Queenslanders Donate 

Kay Schafer  Queensland Kidney Support Network  

Janine Bevan Kidney Health Australia 

The major dialysis industry providers were consulted along with individuals associated with 
private hospitals listed below. 

Sandy Freelander 
Richard Lizzio Cairns Private Hospital 

Louisa Moloney 
Jim Cavaye 
Brian Graham 

Greenslopes Private Hospital 

Lynda Moynahan 
Rosemarie White Wesley Private Hospital 
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Sarah Pincott St Andrew’s Private Hospital, Toowoomba 

Matthew Sullivan 
Jenny McDonald 

Nambour Selangor Private Hospital 
Caloundra Private Hospital 

Grant Rudman 
Samantha Tan Chermside Dialysis Unit 

Yvonne Fahy 
Estelle Snook John Flynn Private Hospital 

Grant Rudman 
Maree le Fevre Allamanda Private Hospital 

James Thiedeman Noosa Heads Private Hospital 
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Appendix B: Current and maximum in centre patient capacity of Queensland haemodialysis service 

providers 

Provider name Location Provider 
status 

Number of 
dialysis 
chairs (not 
inc. self-
care)c 

Number of 
shifts x number 
of days 

Current 
patient load 

Maximum 
capacity 

Gold Coast Hospital Southport Public 25c 2x6 days 
amx1 day 

62 100 

Robina Hospital  Robina Public 14 2x6 days 77 56 

John Flynn Private Hospital Tugun Private 15 2x6days 45 60 

Allamanda Dialysis Unit Southport Private 22 2x6days 67 88 

Logan Satellite Centre Logan Public 9 2x6 days 43 36 

Redlands Hospital Redlands Public 12 2x6 days 16 48 

Princess Alexandra Hospital Woolloongabba Public 26c 
2x6 days 

1xSunday 
113 130 

Mater Children's Hospital South Brisbane Public n/a n/a 4 n/a 

Royal Children's Hospital Herston Public n/a n/a 3 n/a 

Greenslopes Private Hospital Greenslopes Private 16 2x6 days 64 64 

Wesley Hospital Toowong Private 12 3x6days 52 72 

Chermside Dialysis Unit Chermside Private 15 2x6days 40 60 

Ipswich Hospital Ipswich Public 12 2x6 days 45 48 

   
   

   
   

   
   

   
   

   
   

   
   

   
   

   
   

   
 S

ou
th

er
n 

Toowoomba Hospital Toowoomba Public 12 2x6 days 39 48 



 

 68

Queensland Statewide Renal Health Services Plan                                Part One: The way forward 

2008–17 

 

Provider name Location Provider 
status 

Number of 
dialysis 
chairs (not 
inc. self-
care)c 

Number of 
shifts x number 
of days 

Current 
patient load 

Maximum 
capacity 

 St Andrew's Dialysis Unit Toowoomba Private 5 2x6 days 13 20 

Royal Brisbane and Women's Hospital Herston Public 21c 
3x3days 

2x6 days 
59 126 

Redcliffe Hospital Redcliffe Public 10 2x6 days 40 40 

Caloundra Private Hospital Caloundra Private 5 2x6days 11 20 

Nambour General Hospital Nambour Public 15 2x6 days  60 

Nambour Selangor Private Hospital Nambour Private 5 2x6days 12 20 

Noosa Heads Private Hospital Noosa Private 5 2x6days 13 20 

Gympie Satellite Gympie Public n/a 2x6 days 8  

Hervey Bay Hospital Hervey Bay Public 10 2x6 days 36 40 

Bundaberg Base Hospital Bundaberg Public 12 2x6 days 49 48 

C
en

tr
al

 

Rockhampton Base Hospital Rockhampton Public 12 2x6 days 50 48 

Mackay Base Hospital Mackay Public 8 amx6 days, 
pmx3 days 27 24 

Townsville Hospital Townsville Public 11 2x6 days 48 44 

Mount Isa Satellite Mount Isa Public 8 2x6 days 16 32 

N
or

th
er

n 

North Ward Satellite North Ward Public 8 2x6 days 32 32 
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Provider name Location Provider 
status 

Number of 
dialysis 
chairs (not 
inc. self-
care)c 

Number of 
shifts x number 
of days 

Current 
patient load 

Maximum 
capacity 

Palm Island Satellite Palm Island Public 3 amx3 days 3 3 

Innisfail Hospital Innisfail Public 8 amx3 days 0 8 

Cairns Base Hospital Cairns Public 13 2x6 days 53 52 

Cairns Private Hospital Cairns Private 5 2x6 days 35 20 

Atherton Hospital Atherton Public 8 amx6 days 20 16 

 

TOTAL - - 362 - 1,195 1,483 

Source: Queensland Health public renal health service provider mapping exercise (led by Southern Area Health Service, August 2007) 

Queensland Health private renal health service provider mapping exercise (led by Planning and Coordination Branch, August 2007) 
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Appendix C: Queensland renal health service clinical capability framework 
The Queensland Health Clinical Services Capability Framework 2005 describes four renal health clinical 
service levels spanning primary to super speciality services and provides a standard set of capability 
requirements for pubic and private hospitals. 

Service Description Clinical service requirements Activities 

Primary renal 
service 

Dialysis undertaken in an 
ambulatory setting without 
assistance from health 
professionals.  

Includes self-care dialysis 
conducted in a private residence 
or suitable community facility.  
Patients may receive assistance 
from trained carers. 

Access to Level 2 emergency 
service in close proximity or a 
retrieval plan for emergencies. 

Primary pathology services 

Home or facility-
based CAPD 

Home or facility-
based APD 

Home or facility-
based HD 

Renal Service 
Level 1 

Dialysis undertaken on a day 
patient basis only at designated 
facilities designed to cater for end-
stage kidney disease patients who 
require the assistance of a nurse. 

Provides adult patient 
education/training in lifestyle 
change. 

Access to Level 2 emergency 
service in close proximity or a 
retrieval plan for emergencies. 

Primary pathology and pharmacy  

Satellite HD (district 
spoke) 

Pre-dialysis 
education 

Renal service 
Level 2 

Provides Level 1 renal services 
plus low to medium complexity 
inpatient investigation and 
treatment services for those with 
acute renal impairment, end-stage 
kidney disease complications, 
surgical, dialysis and 
transplantation management 
requirements. Service has access 
to a High Dependency Unit.  

May manage and/or support Level 
1 and/or primary renal services. 

Provides adult patient 
education/training in self-care 
dialysis. 

Critical Care—HDU 

Access to Level 2 Emergency 
Service in close proximity or a 
retrieval plan for emergencies. 

Level 1 Nuclear Medicine and 
Operating Suite 

Level 2 Pharmacy, Surgical, 
Anaesthetics, Diagnostic Imaging, 
Interventional Radiology (if access 
surgery preformed), Medical and 
Pathology 

Satellite HD (district 
hub) 

Pre-dialysis 
education  

Self-care training 

Renal service 
Level 3 

Provides Level 2 renal services 
plus definitive nephrological 
investigation and treatment for 
patients with complex multi-system 
failure associated with acute renal 
impairment, end-stage kidney 
disease complications, surgical, 
dialysis and transplantation 
management.  

May manage and/or support lower 
level renal services. 

Provides adult patient 
education/training in self-care 

Critical Care—ICU Level 1 

Level 1 emergency, nuclear 
medicine 

Level 2 Diagnostic imaging, 
endoscopy  

Level 3 anaesthetics, interventional 
radiology, medical, operating suite, 
pathology, pharmacy and surgical 

In-centre HD 
(statewide or 
district hub) 

Outreach clinics 

Pre-dialysis 
education  

Self-care training 

Teaching and 
research 
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Service Description Clinical service requirements Activities 

dialysis. 

Responsible for nephrology 
teaching and research. 

Superspecialist 
renal services 
Level 4 

Provide Level 3 renal services 
plus a full range of renal 
transplantation services for adult 
patients. 

Paediatric renal services for 
children less than 14 years of age, 
including paediatric nephrology, 
dialysis and transplantation 
services. Has formal links with an 
adult super-specialist renal 
service. 

Highest level referral centre for 
patient with end-stage kidney 
disease. 

Provides adult or paediatric patient 
education/training in self-care 
dialysis. 

Responsible for specialist 
nephrology teaching and research.

Critical Care—Level 3 ICU and 
Paediatric ICU 

Level 2 Diagnostic Imaging and 
Nuclear Medicine 

Level 3 Anaesthetics (includes 
paediatric anaesthesia and 24 on-
call services), Emergency (super-
specialist paediatric services), 
Endoscopy (super-specialist 
paediatric services), Interventional 
Radiology, Medical, Operating 
Suite, Pathology, Pharmacy and 
Surgical (super-specialist 
transplantation). 

In-Centre HD 

Transplantation 
Centre  

Paediatric 
Nephrology 

Outreach Clinics 

Pre-dialysis 
Education  

Self-Care Training 

Teaching and 
Research 

Source: The Queensland Health Clinical Services Capability Framework 2005 

 



  

   72

Queensland Statewide Renal Health Services Plan                           Part One: The way forward 

2008–17 

 Appendix D: Queensland renal health provider self-reported capabilities 

 Service name Location Provider 
status 

Pr
e-

di
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is

 
ed
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e 
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Sa
te

lli
te

 H
D

 

Se
lf-

ca
re

 H
D

 

Se
lf-

ca
re

 P
D

 

O
ut

re
ac

h Provider 
reported clinical 
capability level 

Gold Coast Hospital Southport Public        3 

Robina Hospital Robina Public        1 

John Flynn Private Hospital Tugun Private        3* 

Allamanda Dialysis Unit Southport Private        3* 

Logan Satellite Centre Logan Public        1 

Redlands Hospital Redlands Public        1 

Princess Alexandra Hospital Woolloongabba Public        4 

Mater Children's Hospital South Brisbane Public        4 

Royal Children's Hospital Herston Public        4 

Greenslopes Private Hospital Greenslopes Private        3 

Wesley Hospital Toowong Private        3* 

Chermside Dialysis Unit Chermside Private        1 

Ipswich Hospital Ipswich Public        1 

Toowoomba Hospital Toowoomba Public        3 

So
ut

he
rn

 

St Andrew's Dialysis Unit Toowoomba Private        3* 
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 Service name Location Provider 
status 

Pr
e-
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O
ut
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h Provider 
reported clinical 
capability level 

Royal Brisbane Hospital Herston Public        3 

Redcliffe Hospital Redcliffe Public        1 

Caloundra Private Hospital Caloundra Private        3* 

Nambour General Hospital Nambour Public        3 

Nambour Selangor Private 
Hospital 

Nambour Private        3* 

Noosa Heads Private Hospital Noosa Private        1 

Gympie Satellite Gympie Public        1 

Hervey Bay Hospital Hervey Bay Public        3 

Bundaberg Base Hospital Bundaberg Public        3 

Rockhampton Base Hospital Rockhampton Public        2 

C
en

tr
al

 

East Street Self-care Dialysis 
Unit 

Rockhampton Public        1 

Mackay Base Hospital Mackay Public        3* 

Home Hill Satellite Home Hill Public        1 

Townsville Hospital Townsville Public        3 N
or

th
er

n 

Mount Isa Satellite Mount Isa Public        1 
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 Service name Location Provider 
status 

Pr
e-
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O
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re
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h Provider 
reported clinical 
capability level 

North Ward Satellite North Ward Public        1 

Palm Island Satellite Palm Island Public        1 

Innisfail Hospital Innisfail Public        1 

Cairns Base Hospital Cairns Public        3 

Cairns Private Hospital Cairns Private        1 

 

Atherton Private Hospital Atherton Public        1 

Provider self-reported capability levels obtained from the Queensland Renal Services Mapping Project (August 2007) and verified 
according to ANZDATA modality reports (December 2006). Self-care service provision includes training and support. 
* Provider does not provide self-care training or support services and outreach clinics characteristic of Level 3 Clinical Capabilities
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Appendix E: Examples of Workforce Benchmarks —August 2007

Workforce Northern Area Health 
Service (formerly 
Northern Zone) 

Toowoomba 
Health Service 
District 

National 
Survey 

Southern Area Health 
Service Renal Network 
Recommendations 

Medical Nephrologist 

- Dialysis 
1:50 
(where 1= 0.71 contact 
time) 

1:50 1:50(WA) 
1:40-60 
(where 1= 0.71 contact time) 

- CKD  N/A 1:100  
Needs further consideration  

- Acute transplant unit N/A  1:40 1:40 

Registrar N/A 1:75 1:100 
Rural 1: 75 
Metro/Regional 1:100 

Nursing 

- ICHD  1:3 1:3 1:3 1:3 

- High Dependency HD 1:1 1:2 1:2 1:1-2 

- Isolation  1:1  1:1-2 

- Home HD 
1:20 
1:1-2(in training) 
1:20(rural/outreach) 

1:8 
1:2(in training) 

1:10 1:10 (all included) 
(if technical water support 
available) Needs to be 
rationalised against distance 
travelled 

- PD 
1:20 
1:1-2(in training) 

1:15 
1:1(in training) 

1:20  
(RBH 1:15) 

1:15 (home) 
1:1-2 (training) 

- Limited/Partial Care  1: 2.5-4 1:4 1:4 1:4 

- Self Care 1:6   Nil 

- Inpatient. Renal ward  1:4 1:4 1:4 

- NUM 1:150   Unable to define 

- CNC 1:80-150 CKD 1:80  
CKD 1:80-100 
Needs to be rationalised 
against distance travelled 

- pre dialysis 1:80   Unable to clearly define 

- transplant follow up 1:100   Unable to clearly define 

- Enrolled nurses 1EN:3RN   
Needs further consideration 

- Educator 1:60staff 1:80staff  
1: 60FTE 
Dependant upon service 
model.  

- access coordinator  NO2 1:200  NO2 - 1:200 

- Pre transplant 
coordinator/facilitator 

 1:200  NO2 - 1:200 
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 Note: The information in the above table has been collated from a number of sources, including: 

A national data survey, studies undertaken by Northern Area Health Service and Toowoomba 
Health Service District, advice provided by clinicians in the Southern Area Health Service Renal 
Network, and vascular access surgery data from the Operating Room Management Information 
System (ORMIS).  

 

Workforce Northern Area 
Health Service 
(formerly Northern 
Zone) 

Toowoomba Health 
Service District 

National Survey Southern Area 
Health Service Renal 
Network 
Recommendations 

Allied Health 

- Social Worker 1:70 1:70 1:125 1:70 

- Dietician 1:80-100 1:100 1:150 1:100 

- Psychologist 1:500 1:200 1:200 1:200 

- Pharmacist 1: 250(RRT) 

1:60(transplant) 

1:125(RRT) 

1:80(transplant) 

1:125 1:125 

- Occupational therapist/ 
physiotherapist 

Urgent need to quantify   Needs further consideration 
unable to quantify  

- health worker  1:30pts 

1hw:3RNs 

  Needs further consideration 
unable to quantify 

 

- ATSI liaison (social work 
team) 

1: 2 registered staff   Needs further consideration 
unable to quantify 

 

Technician 

 

 1:10(Home) 

1:50 (IC) 

 1:50 (IC) 

Home therapies needs 
further consideration 

Administration  

- AOs 

 

 

 

- 1occasion of service: 
18mins. 

- 0.4fte per 1 
nephrologist 

 

1:55(IC) 

1:30(OPD) 

1:80(PD) 

1:160(CKD) 

.5fte(videoconf) 

 

1:25 

 

AO 2 - 1:25 

- Data manager  1:150 1 per unit Needs further consideration 
unable to quantify 

To be progressed through 
ISIB and Renal CIS project. 
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 Appendix F: Glossary 

Access surgery See Vascular Access  

Analgesic 
nephropathy 

Damage within the internal structures of the kidney, caused by long-term use 
of compound analgesics. 

Australian and New 
Zealand Dialysis and 
Transplantation 
Registry 

A disease-specific registry, supported by funding from the Australian 
Government, which collects data from renal units throughout Australia and 
New Zealand about patients with End-Stage Kidney Disease.  

Automated peritoneal 
dialysis 

(APD) A form of peritoneal dialysis treatment where the patient’s blood 
cycles through their peritoneal membrane (abdomen) via a machine 
overnight. It offers the patient lifestyle advantages, compared with 
continuous ambulatory peritoneal dialysis. 

Cardiovascular 
disease 

Describes a group of diseases that affect the heart and blood vessels, 
including coronary artery disease (heart attacks), cerebrovascular disease 
(strokes) and hypertension (high blood pressure). Also referred to as heart 
disease. 

Chronic kidney 
disease The slow and progressive deterioration of kidney function.  

Community dialysis Dialysis that is performed in a modified community facility often with the 
assistance of a carer. 

Continuous 
ambulatory peritoneal 
dialysis 

(CAPD) A form of peritoneal dialysis where the patient manually cleanses 
their blood through a ‘bag system’. This is performed several times a day. 

Coronary artery 
disease  

One of a group of diseases that affect the heart and blood vessels - 
responsible for heart attacks. 

Diabetes A chronic disease in which the body is unable to regulate blood sugar. 

Diabetic nephropathy   A complication of diabetes, characterised by high protein levels in the urine, 
indicating kidney damage. 

Dialysis A treatment for end-stage kidney disease that removes waste products from 
the blood by filtering the blood through a special membrane. There are two 
forms of dialysis—haemodialysis and peritoneal dialysis.  

Dialysis modalities Refers to the different types of dialysis treatments (haemodialysis and 
peritoneal dialysis) that vary depending on location of treatment. 

Dominant Dominant is a health economic term referring to a therapy that is more 
effective and less expensive than the comparator therapy. 

Donor Someone who provides an organ for transplantation. This person can be 
living (either related or non-related) or deceased. 
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End-stage kidney 
disease 

The stage of chronic kidney disease where kidney function has been lost to 
the extent that death is inevitable unless the patient receives life-saving 
dialysis or transplantation.  

Functioning 
transplant Describes those individuals living with a functioning kidney transplant. 

Glomerular filtration 
rate An indirect estimate of kidney function. 

Glomerulonephritis A painless inflammation of the glomerulus in the kidney that can lead to high 
blood pressure and progressive loss of kidney function. 

Haematuria The presence of blood in the urine. 

Haemodialysis A treatment where blood is pumped from a patient into an artificial kidney 
machine (called a dialyser) and back. 

Home dialysis Dialysis performed in a patient’s home often with assistance of a carer. 

Hub Hubs are centres within a statewide network renal service. They provide full-
time nephrological and specialist nursing staff, and may also support a 
number of spoke services including outreach clinics. 

Hypertension High blood pressure. 

Incremental cost Incremental cost refers to the change in cost associated with introducing a 
change to current practice. 

Incremental cost 
effectiveness ratio 

The ratio of the change in costs as a result of a clinical intervention 
(compared to an alternative, such as doing nothing or using best available 
treatments) to the change in effects of the intervention. 

In-centre dialysis Predominately haemodialysis delivered in a tertiary hospital with the 
assistance of specialised nurses and on-site nephrologist support. Typically 
used to support patients with no self-care ability and complex care needs. 

Incidence The number of new cases of a condition occurring within a given population, 
over a certain period of time. 

Indigenous health 
worker 

Indigenous health workers provide primary health care to Aboriginal and 
Torres Strait Islander individuals, families and communities. 

Inpatient Health services provided to an individual who is admitted (for the day or 
overnight) to a hospital or health service facility. 

Late referral Those patients who are referred to nephrological care less than three 
months before commencing renal replacement therapy. 

Linear growth  The linear growth model assumes that growth is occurring at absolute 
increments per year, decade or other unit of time. 

Marginal donors Kidney donations from non heart-beating deceased people or donors with 
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 sub-optimal kidney function. 

Peripheral vascular 
disease 

Disease that affects the peripheral blood vessels, i.e. those furthest from the 
heart. 

Modality Refers to the different clinical treatments that may be offered, depending on 
patient circumstances, clinical need, and availability of health services  

Nephrologist A medical doctor who specialises in kidney function and the treatment of 
kidney diseases. 

Nephrology Study of the function and diseases of the kidney. 

Nurse practitioner A registered nurse educated to function autonomously and collaboratively in 
an advanced and expanded clinical role. The nurse practitioner role includes 
assessment and management of clients using nursing knowledge and skills 
and may include but is not limited to: 
• the direct referral of clients to other health care professionals 
• prescribing medications 
• ordering diagnostic investigations.  

Opportunistic 
screening 

Medical testing conducted to detect disease symptoms among high-risk 
populations or individuals during planned or unplanned interaction with 
primary care services.  

Opportunity costs What you may forego by choosing one approach rather than another. 

Outpatient A non-admitted health service provided or accessed by an individual at either 
a hospital or health service facility. 

Peritoneal dialysis A treatment where blood cleansing and waste removal occurs internally, 
using the body’s own peritoneal membrane as a filter. 

Polycystic kidney 
disease 

An inherited condition where multiple cysts form on the kidneys, causing 
them to become enlarged. 

Pre-emptive 
transplant Kidney transplantation that occurs prior to the commencement of dialysis. 

Prevalence The proportion of a population living with a defined condition at a certain 
period of time. 

Primary health care General health care focused on the point at which an individual makes their 
first contact with the health system. Usually delivered by general 
practitioners, nurses and Indigenous health workers. 

Primary renal disease Attributed cause of end stage kidney disease. 

Proteinuria The presence of protein in the urine. 

Quality adjusted life 
years(QALYs)  

Quality adjusted life years (QALYs) are a multidimensional outcome 
measure used in health economics. This economic index of outcome 
combines patient survival with an adjustment for the quality of life, where 
adjustment is based on interval scale from 0 (worst health) to 1 (full health). 

Reflux nephropathy  A condition in which the kidneys are damaged by the backward flow of urine 
into the kidney. 
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 Renal Of the kidneys. Used interchangeably with the words ‘kidney’ or ‘kidneys’. 

Renal replacement 
therapy (RRT) 

Encompasses treatments for end-stage kidney disease including dialysis and 
kidney transplantation. 

Satellite dialysis Haemodialysis provided in a non-tertiary or secondary hospital or health 
facility. Patients may have some self-care abilities. 

Self-care dialysis Dialysis that is managed by a patient and their carer following extensive 
training, and with support from a dialysis centre. 

Spoke Services supported by specialised hubs that may provide satellite dialysis, 
patient education, self-care training and support. 

Steady-state growth A condition of constant rates of growth.  

Telehealth Health service delivery where the health service provider and the patient are 
geographically separated using two-way voice and visual communication 
(such as by satellite, computer or closed-circuit television). 

Transplantation A surgical procedure whereby a healthy organ from a deceased or living 
donor is implanted to replace the function of a damaged organ. 

Vascular access A necessary surgical procedure that connects an artery and vein in order for 
dialysis to take place. Access points may be located in the upper or lower 
arm for haemodialysis, and in the abdomen for peritoneal dialysis. 

Vascular disease Disease of the blood vessels. 
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Appendix G: Acronyms 

ABS Australian Bureau of Statistics 

AusDiab The Australian Diabetes, Obesity and Lifestyle Study  

ANZDATA Australian and New Zealand Dialysis and Transplantation Registry 

CKD chronic kidney disease 

CAPD  continuous ambulatory peritoneal dialysis 

dpmp donors per million population 

ESKD  End-stage kidney disease 

GRF glomerular filtration rate 

HD  haemodialysis 

ICER incremental cost effectiveness ratio 

K/DOQI Kidney Disease Outcomes Quality Initiative 

KHA Kidney Health Australia 

NHCDC National Health Cost Data Collection 

PAH Princess Alexandra Hospital 

PD  peritoneal dialysis 

pmp  per million population 

ppt price per treatment 

QALY quality adjusted life years 

QLD Queensland 

RRT renal replacement therapy 
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