





In Confidence

and five times higher rates of kidney failure, respectively, than the non-Maori non-Pacific
population in NZ.

3. Kidney failure significantly impacts life expectancy, a patient’s ability to participate in
daily activities (including employment), the participation of their wider family, and
imposes substantial costs on the health system due to dialysis treatment. A formal
costing study has not been conducted in New Zealand for over 10 years, but previous
studies, when adjusted for CPI, suggest that the annual cost of haemodialysis care for
an individual patient is approximately $100,000.

4. The Renal Network was the first national network established. It commenced initial
planning work in February 2024 its workplan received endorsement in July 2024.

5. The Renal Network has a strategic group and four working groups. These focus on
dialysis care, conservative care of kidney failure, chronic kidney disease prevention, and
an informatics and quality group. All the workstreams are underpinned and validated by
a patient and whanau voice group (Te Roopi Kahika) that has patient representation
from across motu.

6. The National Renal Network is closely linked with the National Renal Transplant Service,
which oversees the delivery of renal transplant services for New Zealand.

Discussion

Kidney Failure and Prevention

7. There are two cohorts of patients who develop kidney failure:

e Cohort 1 consists of patients with primary kidney disease. They require specific
interventions whenever possible to slow the decline in kidney function. Diseases in
this cohort include genetic kidney disorders, congenital abnormalities affecting the
kidneys, and autoimmune and inflammatory kidney diseases.

e Cohort 2, accounting for 60-65% of patients, is primarily driven by hypertension and
diabetes, which are core components of cardio-kidney-metabolic disease (CKM).
This encompasses CKD, diabetes, gout, hypertension, heart disease, stroke,
obesity and hyperlipidaemia (abnormally high levels of lipids (fats such as
cholesterol or triglycerides) in the blood). There are common risk factors and
preventative / early intervention strategies, that apply across CKM.

8. The key to reducing the rates of morbidity and mortality from CKM is early identification
(screening) and interventions to reduce progression of CKM to organ-specific outcomes
such as CKD, heart failure, myocardial infarction, or stroke.

9. In alignment with international best practice guidelines, and feedback from patients and
whanau with lived experience, the National Cardiac, Renal, Diabetes, and Stroke
Networks have collaborated to develop best practice guidelines for treating CKM.

10. These guidelines differ from current cardiovascular risk factor guidance as they
incorporate additional risk factors (gout, proteinuria, CKD stage) and focus not only on
cardiovascular (CV) risk but also on wider risks associated with CKM.
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11. Implementing these guidelines will require resources, however, primary care services
currently lack the capacity to fully implement the guidelines. Economic analyses
conducted in NZ, Australia, and the European Union (EU) all demonstrate a return on
investment of approximately $10 for every $1 invested.

12. An initial CKM implementation meeting was held involving primary care, secondary care,
Iwi partners, community partners, population health, strategy and funding, and Pharmac.
It was collectively determined that a disruption of the current preventative care model is
needed, favouring ground-up approaches delivered by local communities. A key enabler
for this is to utilise diagnostic information available through datasets held at labs, primary
care, and secondary care to identify those at greatest risk.

Prevention Enablers for CKM
13. Investment in CKM prevention and early treatment in the community.

o The benefits from these strategies will not be evident immediately, and there is a
need to invest now to reduce overall long-term health care costs.

14. Continuation of the CKD dashboard development on the National Data Platform.

e This would enable those at highest risk to be identified and have care targeted to
them. The dashboard would also provide epidemiological data to enable future
facility and service planning.

15. Pharmac funding of sodium-glucose co-transporter-2 (SGLT-2) inhibitors and on-
steroidal mineralocorticoid receptor antagonist (ns-MRA) medications.

e SGLT-2 inhibitors and ns-MRA medications are internationally recognised standard
of care for CKD, offering proven benefits in reducing kidney failure, cardiovascular
events and hospitalisations. However, access remains limited in New Zealand.

e SGLT-2 inhibitors are funded only for patients with diabetes, not for CKD alone,
while ns-MRAs are currently unavailable for any CKD patients

e Economic analysis in Australia and the EU has shown the cost benefit of these
therapies for patients with CKD extends beyond prevention of kidney failure but also
reduces admissions to hospital for heart failure, myocardial infarction and stroke,
and their associated costs.

Dialysis for Kidney Failure
16. Dialysis can be delivered by two modalities:

¢ Facility Haemodialysis (FHD), which can occur in a healthcare facility, or Home
Haemodialysis (HHD), which is done independently at home;

e Peritoneal dialysis (PD), which is performed independently at home.

17. Not all patients are suitable for home-based haemodialysis due to comorbidity or social
factors. PD becomes less effective for an individual patient over time, and some patients
are not ideal for PD.

18. Due to the presence of comorbidity and social factors, home-based haemodialysis is not
suitable for all patients. Additionally, the effectiveness of PD tends to decline over time.
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Despite these limitations, New Zealand remains at the forefront of home-based dialysis
with 35% of patients dialysing at home, compared with 25% in Australia and <10% in
many European countries.

As effectiveness of PD declines over time, high usage of PD in New Zealand may
contribute to higher mortality rates. Current analysis by the Australia New Zealand
Dialysis and Transplant Registry (ANZDATA) indicates that adjusted mortality rates for
dialysis in New Zealand are higher than in Australia, with the rate of mortality being 10%
higher in New Zealand.

The model of care for dialysis varies significantly across New Zealand. Metropolitan
areas tend to favour FHD, with lower uptake of PD and HHD. Notably, regions with
higher FHD rates report lower standardised mortality rates.

In contrast, Te Manawa Taki and Te Waipounamu have prioritised home-based
treatments, driven by patient rurality and historical clinician preferences for HHD.
Prioritising HHD in these areas has contributed to underinvestment in facility dialysis
infrastructure, resulting in substandard units across many regions such as Bay of Plenty,
Tairawhiti, Lakes, Mid-Central, Canterbury and Dunedin. These facilities fall significantly
below Australasian Health Facility Standards.

Significant geographical barriers continue to limit access to adequate dialysis care,
particularly for patients in rural areas. Many must travel over an hour several times a
week to reach facility-based HD, relocate to urban centres, or — in some cases — forgo
treatment altogether despite the risks. Addressing these inequities requires targeted
infrastructure investment to expand dialysis services in underserved rural regions.
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Request: Commit to reducing CKD burden in primary care, secondary care and
dialysis centres, by endorsing a national screening strategy focused on early
identification and whanau-centred care.

30. Key Message 2: We have a prevention strategy for CKM however, it needs
resourcing

Fact: Kidney failure is part of CKM. This encompasses CKD, diabetes, gout,
hypertension, heart disease, stroke, obesity and hyperlipidaemia. CKM disease is
the most significant cause of morbidity and mortality in NZ. It delays surgeries,
burdens primary care and hospitals, and is associated with many cancers;

Solution: National clinical networks have developed collaborative CKM guidance
based on lived experience, international best practice and local context;

Evidence: Prevention and early intervention can conservatively return $10 for every
$1 invested;

Barrier: Primary care lacks the resource to implement the guideline at scale;

Request: Fund the rollout on a needs basis of community-based CKM prevention
and treatment infrastructure, including:

i.  Workforce support;
ii. Digital screening tools (CKD Dashboard); and

iii. Expanded medication access (e.g. SGLT-2 inhibitors, ns-MRA which are
standard of care medication across most OECD nations).

31. Key Message 3: Dialysis provision has reached a capacity crisis with inequitable
access for rural patients

Capacity: Haemodialysis units in most districts are operating at full capacity. For
units that are not yet at capacity, most are projected to reach capacity within 2-3
year;

Access gap: Many rural patients are more than an hour away from dialysis units.
Some are declining treatment because of the travel burden;

Mortality concern: New Zealand dialysis outcomes are worse than Australia’s,
linked to high reliance on PD, which has been overutilised due to capacity
constraints for facility dialysis;

Future need: Predictive modelling shows urgent need for infrastructure investment
and regional equity;

Request: Champion urgent investment in dialysis services and infrastructure,

prioritising access equity and future-proofing based on national demand modelling.

Event Briefing: HNZ00093641 In Confidence 7



In Confidence

Appendix 1: Biographies of attendees

Mary Cleary-Lyons — Mary has been Director of the National Clinical
Networks programme since 2022, after initially joining Health New
Zealand | Te Whatu Ora’s national office on secondment from her role
as General Manager, Design and Implementation at Capital, Coast and
Hutt Valley. Prior to that she was General Manager Primary Care and
Population Health at Southern District Health Board in Dunedin, which
was her first role after settling in New Zealand from London with her Kiwi
family.

With over 28 years in health and social care management in Ireland, the

UK and Aotearoa, Mary has proven ability to run complex programmes
with large interprofessional teams across public health, primary care, acute services and
community and mental health services.

Mary is passionate about the National Clinical Networks and their purpose to deliver
innovative models of care that provide accessible, high-quality services which ultimately
contribute to more consistent health outcomes for all New Zealanders.

Dr Drew Henderson — Is the current Medical Director for Cancer,
Chronic Conditions and Radiology at Waikato Hospital. He has
been the Co-Chair of the National Renal Clinical network since
2024. He is also the Treasurer and Chair of the NZ Group of the
Australia New Zealand Society of Nephrology.

He studied medicine at Glasgow University and completed
advanced training in Nephrology and General Medicine at
Ninewells Hospital Dundee, Scotland.

He became a consultant at Hawke’s Bay Hospital in 2007 and
was the first full time nephrologist based in Hawke’s Bay. He worked there 2007-2011 and
developed an independent renal service for Hawke’s Bay, including the business case to
develop the current Hawke’s Bay Renal unit which opened in 2016.

Between 2011 and 2017 he was Head of Department of Renal Medicine at NHS Tayside,
Dundee, Scotland. As well as practising as a nephrologist, he was Clinical Lead for
Electronic Patient Records and Informatics lead for the Dundee University and NHS Tayside
Academic Health Science Partnership. He has worked as a Consultant Nephrologist at
Waikato since 2017 and was previously Head of Department between 2019-2022.

He has a diverse range of nephrological interests, from utilising big data to develop Key
Performance Indicator Frameworks and utilisation of this to understand variation in
outcomes, preventative models of care to reduce the prevalence of kidney through to genetic
causes of kidney failure.
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TRANSPLANTATION

In Aotearoa New Zealand, the proportion of Maori and Pacific Peoples patients who receive

a kidney transplant is very low. However, the transplant rate per million population is high due

to the prevalence of kidney failure in these populations (Table 9.6). Information on the donor
source is in Figure 9.30 and trends are in Figure 9.31 (note that the Y axis scales vary).

Table 9.6

Number of Transplant Recipients (pmp) by Donor Type and Ethnicity Aotearoa New Zealand 2014-2023

2014

2015

2016

2017

2018

2019

2020

2021

2022

2023

Deceased Donor
Living Donor
Total

Deceased Donor
Living Donor
Total

Deceased Donor
Living Donor
Total

Deceased Donor
Living Donor
Total

Deceased Donor
Living Donor
Total

Deceased Donor
Living Donor
Total

Deceased Donor
Living Donor
Total

Deceased Donor
Living Donor
Total

Deceased Donor
Living Donor
Total

Deceased Donor
Living Donor

Total

7 excluded due to unreported ethnicity.

44 (13)
52 (15)
96 (28)
44 (13)
54 (16)
98 (28)
58 (16)
57 (16)
115 (32)
71(20)
52 (14)
123 (34)
65 (18)
59 (16)
124 (34)
83(22)
73(20)
156 (42)
60 (16)
68 (18)
128 (34)
55(14)
62 (16)
17 (31)
53 (14)
53 (14)
106 (28)
58 (15)
52 (13)
110 (28)

13.(17)
12 (16)
25(33)
13.(17)
15 (20)
28 (36)
13(17)
13.(17)
26 (33)
1721
6 (7)
23 (29)
15 (18)
14.(17)
29 (36)
24 (29)
1013)
35(42)
23(27)
14 (16)
37(43)
23(26)
14 (16)
3742)
28 (31)
13 (15)
41(46)
19 (21)
14 (15)
33(37)

9 (24)
7(19)
16 (43)
16 (42)
5013)
21(56)
19 (49)
12 (31)
31(80)
30 (75)
11(28)
41(103)
18 (44)
1(27)
29 (7)
23 (55)
7(7)
30(72)
17 (39)
3@
20 (46)
23 (52)
8(18)
31(70)
23 (51)
4(9)
27 (60)
22 (48)
8(17)
30 (66)
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PATIENT FLOW

Table 9.9 shows the overall patient flow in Aotearoa New Zealand by ethnicity. Notably,
mortality for Maori and Pacific Peoples patients is 3 to 5-fold higher per million of the
population than that of non-Maori, non-Pacific patients.

Table 9.9

Patient Flow (pmp) Aotearoa New Zealand 2019-2023

2019

2020

2021

2022

2023

New patients

New transplants
Pre-emptive transplants
Prevalent dialysis
Prevalent transplants
Total prevalence

Deaths

New patients

New transplants
Pre-emptive transplants
Prevalent dialysis
Prevalent transplants
Total prevalence

Deaths

New patients

New transplants
Pre-emptive transplants
Prevalent dialysis
Prevalent transplants
Total prevalence

Deaths

New patients

New transplants
Pre-emptive transplants
Prevalent dialysis
Prevalent transplants
Total prevalence

Deaths

New patients

New transplants
Pre-emptive transplants
Prevalent dialysis
Prevalent transplants
Total prevalence

Deaths

Patients with unreported ethnicity are excluded.

289 (78)
156 (42)
30(8)
1077 (289)
1632 (438)
2709 (727)
243 (65)
323 (85)
127 (33)
36 (9)
1104 (290)
1701 (447)
2805 (737)
219 (58)
339 (89)
17 (31)
33(9)

175 (310)
1746 (460)
2921(769)
217 (57)
338(89)
106 (28)
21(6)

197 (317)
1769 (468)
2966 (785)
289 (77)
318 (82)
10 (28)

23 (6)
1244 (321)
1798 (464)
3042 (785)
236 (61)

211(253)
35(42)
101

920 (1104)
252 (302)
1172 (1406)
200 (240)
213(249)
37(43)
5(6)

961 (1125)
267 (312)
1228 (1437)
161(188)
190 (217)
37 (42)
6(7)

974 (1113)
283 (323)
1257 (1437)
157 (179)
190 (213)
41(46)

10

937 (1052)
296 (332)
1233 (1384)
213 (239)
185 (205)
33(37)
2(2)
921(1019)
312 (345)
1233 (1364)
190 (210)

156 (373)
30(72)

4 (10)

835 (1995)
211(504)
1046 (2499)
109 (260)
168 (390)
20 (46)
1(2)

888 (2062)
219 (508)
1107 (2570)
105 (244)
193 (439)
31(70)
0(0)

945 (2147)
241(548)
1186 (2695)
19 (270)
174 (388)
27 (60)
1(2)

964 (2147)
242 (5639)
1206 (2686)
155 (345)
219 (478)
30 (66)
00

1016 (2219)
254 (655)
1270 (2774)
152 (332)
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