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The Intermittent Haemodialysis Guideline encompasses the operational procedures which guide the care of adult patients with End Stage Kidney Disease (ESKD) undergoing Intermittent Haemodialysis, including dialysis performed at satellite dialysis centres, in the home setting and the acute haemodialysis unit. This procedure does not cover continuous haemodialysis therapies such as are performed in the Intensive Care Unit (ICU).

Alert: For patients who have a modified early warning score (MEWS) of >4 in a satellite setting, use Escalation of MEW’s pathway in patient’s clinical record.
SNSWLHD renal units use Between the Flag SAGO Response (Red and Yellow Zones)
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The Intermittent Haemodialysis Operational Guideline applies to staff who practice under the governance of the Renal Network (Canberra Health Services (CHS) and Southern NSW Local Health District (SNSWLHD). This includes haemodialysis trained and credentialed nurses and medical staff.

Alert: some procedures contained within this guideline are not within the scope of an Enrolled Nurse who is not trained and credentialed in haemodialysis.
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Transfer of patients to the care of ACT/SNSWLHD Renal Network is subject to acceptance by one of the Nephrologists and the Director of Renal Medicine. The transfer is subject to haemodialysis space availability, existing public health directives and medical clearance.

It is the responsibility of the receiving unit Clinical Nurse Consultant (CNC) or Nurse Unit Manager (NUM) to oversee the transfer. For patient safety and confidentiality reasons, all communications with regards to transfer will be made with the designated nurse from the requesting dialysis service, not the patient or their family. 

Whenever possible the transfer of patients requiring haemodialysis will be accommodated and is subject to the type of transfer, urgency, need and availability, of haemodialysis spaces in one of the haemodialysis facilities under the Renal Network.

Whilst patients may not receive their preferred transfer request, the dialysis unit will endeavour to provide an alternative date. A formal response from the Renal Network will be provided to the requesting dialysis service within 72 hours of receiving the request.
In the event of non-availability of space for a permanent transfer, the matter will be escalated to the Director of Renal Service and Assistant Director of Nursing (ADON).  
Requirements for transfer from a patient’s existing haemodialysis service 
1. Letter of referral should be sent from the patient’s existing Nephrologist to the Director of Renal Service to request acceptance to the Renal Network. The letter should include the reason for transfer, patient’s current and past medical history, medications and other relevant information
1. Acceptance of care will be made in writing to the requesting service and the process for transfer will then continue  
1. Nurse Unit Manager (NUM)/CNC requesting transfer contacts the receiving haemodialysis facility.  Dates and dialysis times required by patient may need to be negotiated according to dialysis space availability.
1. Upon acceptance of care by one of the Nephrologists within CHS, the following additional information needs to be supplied by the referring dialysis service:
Dialysis care plan – contains information about haemodialysis prescription and haemodialysis access
Latest blood test results for full blood count (FBC), electrolyte profile, 
C-reactive protein (CRP), Iron (Fe) studies, virology (hepatitis B and C), Human Immunodeficiency Virus (HIV), Methicillin-resistant Staphylococcus aureus (MRSA) and Vancomycin resistant Enterococci (VRE) swabs

Patients transferring permanently into the Renal Network must see their accepting Renal Nephrologist in an outpatient appointment as per the Renal Outpatient triaging system.

Whenever possible the schedule requests of patients requiring dialysis in a public dialysis service will be considered acknowledging that not all of these may be able to be met by the dialysis service.  The Renal Network will give priority to appointment times for dialysis patients who meet the following criteria:   
1. Urgent clinical needs
1. Interstate travel 
1. Community transport requirements
1. Employment or study related needs
1. Holiday rescheduling (i.e. when days need to be changed to fit in with the schedule of the accepting dialysis unit)
1. Patient commitments such as birthdays/ weddings and funerals
1. Carer’s needs

Whilst patients may not receive their preferred appointment time at commencement of dialysis or transfer to another dialysis unit, each public dialysis unit will maintain a waiting list and patients waiting the longest will be provided their preferred appointment time when that time becomes available.
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	1st Dialysis
	2nd Dialysis 
	3rd Dialysis 

	Renal Medical Team
	Notification is made in accordance with Renal Options Model of Care when a patient is planned to commence dialysis. 
Clinical handover from Chronic Kidney Disease (CKD) nurse and Dialysis Access Nurse.
Advanced Trainee Registrar (ATR) review which can be done via telephone or telemedicine as required. 
Review of: 
· Current medication
· Fluid assessment & Ideal Body Weight (IBW)
· Blood results and adjustment of prescription in patient’s clinical record.
	Notify ATR of previous dialysis through patients clinical record, , refer to Section 6.
ATR review which can be done via telephone or telemedicine as required. 
Review of: 
· Current medication
· Fluid assessment & IBW
· Blood results and adjustment of prescription in patient’s clinical record
· Anaemia review & prescription in patient’s clinical record.
	Notify ATR of previous dialysis through patients clinical record. 
ATR review which can be done via telephone or telemedicine as required. 
Review of: 
· Current medication
· Fluid assessment & IBW
· Blood results and adjustment of prescription in patient’s clinical record.


	Referral
	Social Worker and/or dietician as required
	Social Worker and/or dietician as required
	Social Worker and/or dietician as required

	Routine Investigations
	Full Blood Count (FBC), Urea Electrolytes and Creatinine (UEC), Calcium (Ca), Magnesium (Mg), Phosphate (PO4), urate, C-reactive protein (CRP), Parathyroid Hormone (PTH), Liver Function tests (LFT), 
Iron (Fe) Studies + B12 + Folate if not tested within the last 2 months. 
Hepatitis B surface antigen, Hepatitis B surface antibody, Hepatitis C, and Human Immunodeficiency Virus (HIV) if not tested within the last 6 months.
	UEC
	UEC

	Dialysis Duration
	2 hrs 

	2.5 hrs

	3.0 hrs


	Dialysis flow rate 
	500 mL/min concurrent flow
	500mL/min counter current flow
	500mL/min counter current flow

	Dialyser
L- low flux
H-high flux
	17L
	17L
	17L

	Dialysate
	Dialysate as prescribed 
Bicarbonate 28 mmol/L
	Dialysate as prescribed 
Bicarbonate 28 mmol/L
	Dialysate as prescribed 
Bicarbonate 28 mmol/L

	Fluid removal
	Nil fluid loss or Ultrafiltration Rate (UFR) < 500mL/hr or as specified by renal registrar. No more than 10mL/kg/hr
	500mL/hr as tolerated or as specified by renal registrar
	500mL/hr as tolerated or as specified by renal registrar

	Access 
Type *
	Consider access type, physical maturity and progressing blood flow rate (BFR) when making needle gauge size selection 
	Consider access type, physical maturity and progressing BFR when making needle gauge size selection 
	Consider access type, physical maturity and progressing BFR when making needle gauge size selection

	Blood flow rate
	150mL/min
	180-200mL/min
	200mL/min

	Anticoagulation
	Assess requirements: Heparin or Clexane as prescribed in patients clinical record.
	Assess requirements: Consider dosage in accordance with assessment of circuit last treatment
	Assess requirements: Consider dosage in accordance with assessment of circuit last treatment

	Vital Sign Observations
	15 – 30 minutes and as required
	30 minutes and as required
	30 minutes and as required

	Assessments
	Waterlow Risk Assessment/ Malnutrition screening 
Orientation to unit (checklist) 
Multi-Resistant Organisms (MRO) screening (isolate or cohort until results available) 
Abbreviated Mental Test Score (AMST) prior to commencing dialysis
	Falls Risk Assessment
Continue with orientation to unit (as required) 
	Continue with orientation to unit (as required) 
Review MRO screening results 

	Education

	Care of access (inclusive of alert card, emergency pack, education and applicable patient handouts)
Fluid restriction/low salt, potassium(K+) diet
(education continues as required from Day 1-6) 
	Fluid restriction/low salt, K+ diet

	Fluid restriction/low salt, K+ diet

	Water soluble vitamins and Folic Acid
	Supply and educate patient about water soluble vitamins and folic acid. 
In NSW not supplied but education given to patient regarding requirements and dosage 
	Assess previous pathology results e.g. anaemia 
	


*Access type may be: Central Venous Catheter (CVC), Arteriovenous Fistula (AVF), Arteriovenous graft (AVG)


	
	4th Dialysis
	5th Dialysis
	6th Dialysis

	Renal Medical Team 
	Registrar review (via telephone) if clinically required 
	Registrar review (via telephone) if clinically required
	Registrar to review:
IBW 
ongoing hours of dialysis 
Haemodialysis or Haemodiafiltration treatments 
ongoing dialysis prescription in patient’s clinical record. 

	Dialysis duration
	3 hours 
	3 - 4hours as specified by renal registrar
	3 – 4 hours as specified by renal registrar 

	Dialyser 
L- low flux
H-high flux
	17L
> 90 kg = 170H
	17L

> 90 kg = 170H
	 17L

> 90 kg = 170H

	Dialysate flow
	500mL/min counter current flow 
	500mL/min counter current flow 
	500mL/min counter current flow 

	Dialysate
	Dialysate as prescribed
Bicarbonate 28 mmol/L
	Dialysate as prescribed 
Bicarbonate 28 mmol/L
	Dialysate as prescribed 
Bicarbonate 35 mmol/L

	Fluid removal
	UFR < 800mL/hr or as specified by renal registrar
	UFR < 800mL/hr or as specified by renal registrar
	The UFR calculated to aim for IBW

	Access Type (CVC, AVF, AVG)
	Consider access type, physical maturity and progressing BFR when making needle gauge size selection
	Consider access type, physical maturity and progressing BFR when making needle gauge size selection
	Consider access type, physical maturity and progressing BFR when making needle gauge size selection

	Blood flow rate
	250mL/min 
	250 mL/min+
	BFR as per access potential

	Anticoagulation
	Assess requirements
	Assess requirements
	Assess requirements

	Vital sign Observations
	60 minutes and as required
	60 minutes and as required
	60 minutes and as required

	Assessment

	Malnutrition Screening Tool 
(is part of Waterlow assessment in NSW) 
	Foot Assessment

	Supportive Care Assessment

	Education - Assess need
	Diet 
Fluid Restriction
Access Care (include alert card and applicable consumer factsheets/brochures) 
	Diet 
Fluid Restriction
Access Care
	Diet 
Fluid Restriction
Access Care

	Medications
	Review medication as required (PRN)
	Review medication PRN
	Review medication PRN
Renal Registrar to ensure medication list correct in patient’s clinical record.
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Patients who do not attend for dialysis may do so for many reasons. The pathway guides the nurse to take the appropriate action to ensure the safety and rights of the patient.

See Attachment 1 for Protocol for Non-Compliant Haemodialysis Patients.
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When blood is taken for analysis before, during or after dialysis, results must be checked by the nurse assigned to that patient for that shift or the Renal NUM/CNC

1. Results should be considered in view of the usual results for that patient
2. Non-critical blood results and adjustments will be attended by the ATR at monthly reviews.
3. The nurse should contact the ATR with information that may be needed to guide the decision for changes to the patients care (i.e. current medications, previous results, recent illness etc.)

Note: “Adhoc’s” are a request to the Advanced Trainee for advice about a renal related issue which is not urgent but needs to be addressed before the patients next clinic appointment. These requests should be short and directed with a clear question or suggestion. Please either submit through patient’s clinical record or phone call: not both.

POTASSIUM

Dialysate adjustments should be made according to the Standing Order
Pre dialysis results > than 6.5 should only be reported if patient is not expected to dialyse that day
Notify the ATR or on-call Nephrologist by phone. The patient may need a Resonium order. A trend of two consecutive pre dialysis plasma potassium measurements > 6.5 or < 4: advise ATR of the level and action taken 
The nurse should check for access recirculation by measuring access flow and recirculation using Transonic to ensure that the patient is achieving adequate clearances especially of potassium
A discussion with the patient about potassium dietary restrictions needs to be attended, if applicable. Consider dietician referral if appropriate


SODIUM

Dialysate adjustments should be made according to the Standing Order in consultation with the ATR
Notify ATR or on-call Nephrologist by phone if results < 126 or > 147.
          
FLUID

The action taken should be based on clinical concern rather than number of kilos over or under IBW.
· In consultation with NUM/CNC/team leader and considering urgent clinical issues, nurse can initiate adjustment of IBW to:
· decrease IBW to a maximum of 1.5L (without ATR review) and flag for ATR monthly review. Should occur in increments not exceeding 0.5kg reduction per dialysis session over a period of 1 to 2 weeks, until new IBW achieved 
· increase IBW to a maximum of 1L (without ATR review) and flag for ATR monthly review. Should occur in increments not exceeding 0.5kg increase per dialysis session over a period of 1 to 2 weeks, until new IBW achieved
Phone call to the ATR if the patient is symptomatic and adhoc if there is a progressive increase or decrease. The ATR will arrange an urgent review when he/she is concerned.
Fluid assessment is part of the monthly desktop review and the Nephrology clinic review 

Corrected CALCIUM 

Dialysate adjustments should be made according to the Standing Order in consultation with the ATR. If the patient has recently had a parathyroidectomy contact ATR for correct dialysate prescription. 
Pre dialysis corrected Ca < 1.9 or Ca > 3 should be reported to ATR or on-call Nephrologist by phone. Check what medication the patient is on before you ring i.e. Caltrate, Calcitriol.
Pre dialysis corrected Ca > 2.7 should be reported to the ATR through the patient’s clinical record.  

BICARBONATE

Dialysate adjustments should be made according to Standing Order in consultation with the ATR
Pre dialysis bicarbonate ≤14 mmol/L or post dialysis bicarbonate (long hours) of > 32 mmol/L should be reported to ATR
Contact the ATR or on-call nephrologist immediately by phone if bicarbonate ≥35 and patient respiratory rate is greater than 14/min

[bookmark: _Hlk5792923]HAEMOGLOBIN

Notify ATR or on-call Nephrologist by phone when:
· Hb is < 70 and the patient is symptomatic.
· Patient is symptomatic or has a significant variation from last result
140 and patient on Aranesp. Dump lines and withhold Aranesp. The ATR will decide further actions at the next monthly review 
Hb > 130 withhold Aranesp and inform ATR by adhoc
Hb > 130 and patient NOT on Aranesp, if this is new check Hb weekly and notify renal physician for advice. If this is a pre-exisiting level (persistent for >3 months) Do nothing

INR

Range should be set by physician depending on reason for Warfarin therapy (i.e. PE/ embolism, mechanical heart valve). 

Note: Standing Order Maintenance Warfarin Dosing in Haemodialysis (only applicable in ACT. In Southern NSW Local Health District [SNSWLHD] doses managed by GP) 

Phone ATR if:
Results are out of range 
The dose was changed after the previous INR measurement and a new prescription is needed before the end of the day. If the dose was changed after the previous INR measurement, ensure the patient has appropriate tablets. May require a new script (i.e. 1, 2 and 5 mg tablets)

Iron studies (Ferritin and TSat)

Ferritin > 800 or TSat > 50% or patient septic: withhold dose of Iron
Notify ATR by adhoc 

CRP

Raised CRP is an indicator of infection 
Notify ATR or on-call nephrologist by phone if results > 100, or if >15 and patient unwell

White Cell Count (WCC)

Notify ATR or on-call Nephrologist by adhoc  if results > 14 or <3.5 or by phone if the patient is unwell

Vital signs: Blood pressure and pulse

A patient’s normal systolic blood pressure and pulse rate should be regularly assessed and appropriately documented into MEWS in CHS or Between the Flags: Standard Adult General Observation Chart (BTF: SAGO) in SNSWLHD  
Modifications / altered calling criteria can be authorised and documented by the renal medical team. 

Note: modifications made during an admission when patient returns to satellite dialysis unit.
Scores / Parameters outside the stated range should be escalated as per MEWs and BTF: SAGO procedures
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Note: 
Refer to Standing Orders for haemodialysis (see Policy Register/ RM/RN Nurse initiated/Medication Standings Order (MSO)

When blood is taken for analysis before, during or after dialysis, results must be checked by the nurse assigned to treat that patient on that shift.
1. Results should be considered in the context of the usual results for that patient
1. When deciding on the appropriate reporting method the nurse should consider the potential risk to the patient and follow Section 4 – Critical Parameters Guideline
1. The nurse should anticipate other information the doctor may require to make changes to the patients care (i.e. current medications and previous results)

Reporting 
Results outside standing order range should be notified by phone to:
· Business hours: ATR
· After hours: Renal on call Nephrologist or ATR

Back to Table of Contents
	[bookmark: _Toc8032107]Section 6 – Network Communication with Advanced Trainee Registrar



The patient’s clinical record is a powerful communication tool which ensures continuity and safety of care delivered to our patients across the Renal Network. Its strength is the ability to communicate real time across the various sites in our Network. This is most effective when all parties are utilising the tool in the same way and everyone understands where information is stored.
The ATR team divide the workload between inpatients and outpatients. Please review the ATR rotation which is published each month and emailed to all renal units and renal outreach units prior to contacting the ATR to avoid unnecessary phone calls to the wrong ATR. Some requests made of the ATR are not covered by Renal Services and this is to ensure that the ATR time is utilised to assist with patient care which cannot be performed by other services eg GP


Alert: Please note ATR working hours are: 0830 – 1630 Monday – Friday. Outside these hours please contact the on-call physician. 
Renal Network Communication
	DESCRIPTION 
	ATR
	GP
	PRIVATE SPECIALIST 

	Monthly blood review and medication or treatment changes
	Reviews monthly blood work per schedule SNSWLHD email as results not in patient clinical record. Renal Home Therapies (RHT) to supply list at week 3 of patients who have had blood work done.
Critical blood results as per “critical parameters guidelines” document. 
Contact ATR by phone for issues concerning BP, Foot assessments and urgent harm risk or issues referred to the GP which do not resolve. 
	Review of all other non-renal issues 
	Any change to medications directed by renal physicians who do not have visiting rights or clinical privileges within the Renal Network will not be issued through the Renal ATR without authorisation from the primary treating public physician.

	Scripts 

	Any scripts generated from monthly review for all dialysis patients will be sent to dialysis unit or pharmacy for distribution in a timely manner. 
RHT patients get their scripts sent to home (admin support).
	All other script requests, advise patient to contact GP. Including repeat scripts after required initial nephrologist authorization and blister packs 
	Private Nephrologist manages private patients dialysing in private unit

	Dialysis access issues 
	Emergency dialysis access issues. Note referral to Dialysis Access Nurse will be communicated to ATR so no adhoc necessary to ATR
	N/A
	Private patients to see Private Nephrologist 

	Non dialysis related medical issues 
	Do not refer these to ATR
	Refer to GP or Emergency department


	Private patients managed by private specialist. ED is available to all patients with emergency situation. 


Note: ATR can request to see the patient in daily emergency clinic. Booked with CNC ROPD only by ATR request (currently ACT only)

Ad Hoc referrals in patient’s clinical record (response time is 48 hours Monday to Friday) 
Emergency issues which require immediate response should not be communicated in an adhoc. These should be a direct phone call. 
ACT deteriorating patient who scores a high MEW’s score send to emergency. 
NSW deteriorating patient in the SAGO red BTF zone (or yellow BTF zone if applicable) call for a rapid response. Follow pathway:
	Appropriate ad hoc referrals
	Inappropriate ad hoc referrals
	Inappropriate ad hoc referrals: Refer patient to

	Request for scripts for erythropoiesis stimulating agents (e.g.  Aranesp), low molecular weight heparin (e.g. Clexane), transplant immunosuppressant drugs (e.g. Tacrolimus)
	Scripts for drugs which the patient has been prescribed other than at monthly review
	GP or private nephrologist

	Concerns about weight or BP 

	Emergency renal issues which need to be resolved immediately (e.g. critical bloodwork as described in critical parameters)
	ATR by phone

	Requests for dialysis script changes as per critical parameters document (non-urgent changes)
	Notes concerning dialysis or reports of non-attendance should go in progress notes not “adhoc”
	Follow non-attendance guideline for patients who do not attend

	Holiday dialysis medication for Fe or EPO or LMWH eg Clexane
	Holiday letter
	Refer to Nephrologist

	
	Deteriorating patient
	Send to ED (ACT) or call rapid response (NSW) 

	
	Medication list update
	Done at Nephrology review

	
	Blister pack requests
	Refer patient to GP
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Indications for urgent review
When patient on dialysis develops:
1. Chest Pain 
1. Fever with rigors
1. Repeated vomiting
1. Persistent hypotension not responding to saline bolus

Action Taken ACT: 
Business hours: ATR, if no response after 10 minutes ring Nephrologist on call 
After hours: Contact the Renal Medical Officer on call – either the Nephrologist or ATR

Action Taken SNSWLHD:
Clinical Emergency Response (CERS) is activated. 
A rapid response and/or CERS assist is activated if ambulance response is required.
Renal medical team notified

Alert: For patients who have a modified early warning score (MEWS) of >4 in a satellite setting, use Escalation of MEW’s pathway in patient clinical record. 
SNSWLHD renal units use Between the Flag SAGO Response (Red and Yellow Zones)

Indications for non-urgent renal related unscheduled review:
1. Trending uncontrolled hypertension
1. Reported change in functional status
1. Other issues as determined by caring renal physician

Action Taken:
Send adhoc referral to ATR via patient’s clinical record.
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Suitability criterions apply to Renal Network haemodialysis patients in Renal Network dialysis satellite units. Patients who are acutely unwell and who do not meet the criterion for dialysis at a satellite unit (Dependency levels 7 & 8 as per attachment 2) will be assessed:
During Satellite Dialysis Unit Hours: decision made by the NUM/CNC/Team Leader at the satellite dialysis units 
After hours: (out of Regional Satellite Dialysis Hours):  decision made by the Regional Hospital Treating Medical Team and Nursing Management.

Patients should be assessed against criterion and dependency levels for suitability to dialyse at satellite dialysis units. This must be documented in the patient’s clinical record by the nursing staff or Renal ATR and communicated to the Renal NUM/ CNC or team leader.

Satellite Dialysis Unit are nurse-led with off-site renal medical support and have lower staffing to patient ratios than an acute dialysis unit. They provide services for chronic dialysis patients when there is no immediate change expected in their usual state of health and whom for several reasons cannot do home dialysis. Patients suitable for satellite units often have less complex clinical needs than those attending in-centre dialysis 

Inclusion Criterion
A dependency rating of 6 or less
Inpatients who have been assessed as stable by the Nephrologist or ATR. The CNC, Clinic Manager or NUM though may determine patient unsuitability for current conditions in the dialysis unit.
A well-functioning vascular access
A medical assessment including current fluid assessment and medication review (particularly antihypertensive medications) that indicates that the patient will be stable on the dialysis treatment and will not require regular frequent medical reviews (more frequently than monthly) 
The suitability of a patient for the initiation of dialysis at a satellite unit will be determined by the Renal Medical Team in consultation with the applicable NUM/CNC 
Dialysis prescriptions and medications prescribed and documented 
Transport arrangements known

Medically stable can be defined as no immediate change expected in the patient’s usual state of health. 
Exclusion Criterion
Patient is an inpatient in a high dependency unit 
Patient's observations fall outside individual accepted parameters for their usual pre dialysis systolic blood pressure reading as documented by their renal physician at the clinic review or according to change in medical status
Patient does not meet the criterion for dialysis at a satellite unit (dependency level 7 & 8 according to appendix 1). 

Dependency 6 Note 
If a patient meets certain criteria in dependency 6: an applicable risk assessment needs to be performed so extra precautions and measures can be implemented prior to patient transfer This is to ensure safe patient care and reduction of risk to staff  

All Renal Network haemodialysis patients in satellite centres where more than one week has lapsed between dialysis sessions 

When patients do not meet criterion for suitability to dialyse at the satellite dialysis unit the Dialysis NUM/CNC or team leader will contact the CHS ATR to discuss the patient’s details and the criterion which have not been met. The renal ATR will discuss the case with the treating renal physician or the on-call renal physician if the treating physician is unavailable.

In ACT, patient is sent to Emergency Department by ambulance.
In SNSWLHD, transfer to CHS is organised by the treating medical team and bed manager at the regional hospital and CHS. 

After hours consultation needs to occur between the Regional Hospital Treating Medical team/ Nursing Management and the CHS on call renal physician 

Dialysis machine observations, pulse, respirations, blood pressure and temperature are undertaken during dialysis by the dialysis nursing staff. Renal NUM or senior renal RN notifies the ATR if the patient deteriorates. This is done in conjunction with a local medical review that is undertaken in accordance with local procedures.

Inpatients at regional hospitals are transferred from the satellite dialysis unit to Emergency Department or back to the ward setting if already an inpatient, where transfer to CHS is then organised in consultation with CHS outpatient renal ATR and the on-call renal physician/patient’s treating physician and the regional hospital. 

Where there is a difficulty in getting a bed at CHS in a timely manner (before the next scheduled dialysis) the local treating medical team will contact an alternative tertiary hospital facility to accept the patient with the understanding that the patient will be transferred back to CHS when a bed becomes available, this is recorded in the patient’s clinical record.

A management plan will need to be decided and documented by the local medical officer in consultation with the Renal NUM/senior renal RN and the CHS renal medical team in the interim on how to manage the patient until a bed becomes available and/or transfer to another hospital.
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Patients requiring after hours haemodialysis:
Once the Renal Medical Officer on call (Nephrologist or ATR) has determined need for urgent haemodialysis:
the Renal Medical Officer on call will contact the on-call nurse 
advise the nurse of the need for dialysis and provide the nurse with relevant dialysis prescription. 
The Renal Medical Officer on call can delegate this to the on-call renal advanced trainee after hours and discuss with the advanced trainee. No other medical officer (including ED/ICU medical officer) is deemed as appropriate to initiate a call-in for out-of-hours dialysis.

In the case of a referral for dialysis or dialysis not achieved within acute dialysis business hours:
nursing team leader (TL) will inform on-call physician to determine the need for after hour’s dialysis. 
The renal medical officer on call will review the case to determine safety/ suitability of patient to have dialysis in 8A or in ICU and will call in the on-call haemodialysis nurse. 
The first on-call nurse calls the second on call nurse if the dialysis is deemed suitable for acute dialysis unit.

After hours Pathway

Note: After hours 1st on call starts from 1830-0830; 2nd on call starts from 1630-0800. 

1. Patient contacts Canberra Hospital switchboard (Switchboard number: (02) 51242222)
1. Switchboard asks the Patient if they are home dialysis patient or not 

All non-home patient (patients not doing home dialysis) calls: connect to first on call
Patient who is seeking advice is given phone advice as required 
Request from on call Nephrologist for acute haemodialysis go to first nurse on call
Nephrologist communicates prescription to on call nurse and second nurse for phone order. Physician may choose to order prescription in the patient’s clinical record or by other electronic method which the nurse can access
Nurse on call notified that the patient is ready by the on-duty hospital medical officer
Nurse calls on call Nephrologist for guidance for any dialysis related issues
Dialysis required: nurse attends in ICU or nurse contacts switchboard to call second on call to back up haemodialysis in the acute dialysis unit. The decision about location is determined by the physician

All calls from home patients (Peritoneal Dialysis & Home Haemodialysis) connect to second on call nurse 
PD Patients 
Patient who is seeking advice is given phone advice as required 
Suspected Peritonitis with cloudy bag:  
· in Canberra: on call nurse advises patient to go to ED 
· Regional home dialysis patients outside Canberra: nurse advises patient to attend local ED and present alert card.  ED medical officer to contact CHS on-call Nephrologist or on-call ATR for advice

Home Haemodialysis patients
Patient who is seeking advice is given phone advice as required 
Nurse advises patient to ring 1800 BAXTER for ‘after hours technical assistance’ where the technical issue is unable to be rectified by the nurse
Nurse arranges dialysis in another unit if required (i.e. the patient has not dialysed for several days or is fluid overloaded)

After Hours Dialysis Pathway
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Water testing is carried out in accordance with International Organization for Standardization (ISO) standards for dialysis water supply (see Agency for Clinical Innovation “Water for Dialysis. A guide for in-centre, satellite and home haemodialysis in NSW”) for information see References section at the end of this Guideline.

Testing requirements:
RO or post water loop
1. Total Chlorine each dialysis shift prior to dialysis treatment commencement 
1. Water Hardness – monthly
1. Endotoxins – 6 monthly  
1. Heavy metals – 6 monthly or at time of carbon/RO change whichever is earlier 
1. Bacterial Count: Colony Forming Units (CFU’s) – Monthly (includes sample from random dialysis machine monthly in addition to RO sample) 
Accepted ranges for CFU’s
<1- 50 CFU/mL acceptable level 
50 -100 CFU/mL  : Action level:  Preventative treatment should be undertaken
>100 CFU/mL Immediate Action Level: patients must not use dialysis machine/s as remedial action required. 

The accepted machine CFU and endotoxin range for Haemodiafiltration is: 
Bacteria 0.1 CFU/mL (ultra-pure fluid) 
Endotoxins 0.03 EU/mL (ultra-pure fluid) 
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Routine maintenance is required for all machinery used for the purposes of dialysing patients in centre, at home and in self-care facilities. This is done on a yearly basis and is undertaken by the contracted dialysis provider company. Routine maintenance includes:
The haemodialysis/haemodiafiltration machines.
Sydney Dialysis Centre maintains noncontract home haemodialysis machines
The dialysis chair is part of the dialysis price per treatment (PPT) agreement and is maintained by the dialysis provider company
CHS and SNSWLHD coordinates annual tagging and testing of the following equipment at their sites:
· Centrifuges 
· Haemodialysis machines
· RO and water treatment equipment
· Dialysis chairs
· Weigh Scales ( also includes annual calibration) 
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The Renal Network Business Continuity Plan is supplemented by local specific plans see Attachment 3.
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	Evaluation 


Outcome
Patient’s requiring intermittent haemodialysis are managed as per this procedure.

Measures
Review of incident reports relating to intermittent haemodialysis
Adverse outcomes discussed at Renal Mortality and Morbidity Meeting
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Policies 
Medication Handling Policy 
Informed Consent (Clinical)

Procedures
Patient Identification and Procedure Matching Policy
Infection Prevention and Control Healthcare Associated Infections
Aseptic Technique
Antimicrobial Stewardship
Admission to Discharge
Patient Identification – Pathology Specimen Labelling
Pathology requests and specimens
Venepuncture Blood Specimen Collection
Renal Vascular Access for Renal Replacement Therapy in Adults
Intradialytic Hypertension Management in adults
Patient Identification and Procedure Matching procedure
Vital Signs and Early Warning Scores Procedure
Haemodialysis and Plasma Exchange for Adults



Medication Standing Orders
Calcium Chloride in Standard Regional Citrate Haemodialysis and Plasma Exchange 
Enoxaparin Haemodialysis less than 6 hours
Maintenance Warfarin Dosing in Haemodialysis

Legislation
Human Rights Act 2004 
Mental Health Act 2015 
Australian Charter of Healthcare Rights (2nd Edition)
Health Records (Privacy and Access) Act 1997
Work Health and Safety Act 2011
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1. International Organization for Standardization (ISO) Switzerland (revised 2014)
Standard 13958:2014,
Standard 13959: 2014
Standard 23500: 2014
Standard 26722:2014
2. Water for dialysis: a set of guidelines for in centre and satellite haemodialysis units in NSW and for Home Haemodialysis (revised 2015)
3. ACT Health Renal Health Services Plan 2010-2015
4. NSW Health NSW Renal Dialysis Service Plan to 2011 
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Medically stable haemodialysis patient: a patient in whom blood pressure and pulse rate can be maintained within an optimal range during a routine haemodialysis procedure given the variables involved in fluid and solute removal 

Patient Dependency: The level of dependency indicates the required nursing intervention during treatment.  A patient’s level of dependency can alter with an acute illness or as the patient’s circumstances change.  

HD: Haemodialysis
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Intermittent Haemodialysis, dialysis, renal network, satellite, non-attendance, maintenance, water testing 
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Attachment 1: Protocol for Non-Compliant Haemodialysis Patients 
Attachment 2: Renal Network Dependency Criteria
Attachment 3: Business Continuity Plan 

Disclaimer: This document has been developed by Canberra Health Services specifically for its own use.  Use of this document and any reliance on the information contained therein by any third party is at his or her own risk and Canberra Health Services assumes no responsibility whatsoever.
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Patient dependency categorising system – adapted from the Newcastle Nephrology
Department Patient Dependency Tool

Dependency 1
Self-care – able to dialyse without assistance. The criteria for these patients include:
a) There is no unstable medical condition for example unstable diabetes.
b) Are independent in all dialysis procedures.
c) Have the ability to problem solve and dialysis related problems.

Dependency 2
Self-care – able to dialyse without assistance. The criteria for these patients include:
a) There is no unstable medical condition for example, unstable diabetes.
b) Are self-sufficient in all dialysis procedures, using nursing staff as they would a home
dialysis helper.
c) Have the ability to problem solve and dialysis related problems.

Dependency 3
Requires minimal interventions during the dialysis procedure. The criteria for these patients
Include:
a) Is medically stable.
b) Has the ability to attend most of the dialysis process but requires assistance with one of the following procedures for example, cannulation, problem solving, discontinuing and commencing dialysis.

Dependency 4
Requires multiple interventions throughout the dialysis procedure. The criteria for these patients include:
a) That the patient is medically stable but requires supervision.
b) Can complete simple tasks but requires assistance with most of the dialysis procedure.
c) Inability to problem solve or self-cannulate.

Dependency 5
Patient requires total intervention for dialysis procedure. Patient criteria includes:
a) The patient is medically stable but requires supervision throughout the dialysis procedure.
b) Requires total nursing intervention for dialysis treatment ie. Patient is unable to do any of the dialysis procedure.
c) The patient does not require nursing intervention for any unstable co-morbid conditions.

Dependency 6
a)      Total nursing intervention for dialysis treatment eg: may not alert staff to change in condition, unable to hold off access sites (and no carer/family member able to assist)
b)      Patient is unable to perform basic self-care activities; mobilising, sitting up in chair, wheelchair bound patients: unable to transfer from wheelchair to chair (and no carer/family member able to assist)
c)       Patient medically unstable during treatment
d)      Patients who have extremely challenging behaviours that require frequent supervision or support before, during and after dialysis, may also fall into this category
e)      Infection control requirements requiring higher nursing care needs e.g. VRE patient with faecal incontinence 

Dependency 7
Patient criteria include:
a) Requires specialist/intensive nursing intervention for dialysis treatment.
b) Patient is medically unstable during dialysis treatment.
c) Requires constant nursing and medical intervention for unstable co-morbid condition.

Dependency 8
Patient criteria include:
a) Requires specialist /intensive nursing intervention for dialysis treatment.
b) Patient is medically unstable during dialysis treatment.
c) Requires constant nursing and medical intervention for unstable co-morbid condition.
d) Patient requires medical support within and intensive care environment.
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ACTION CARD – Renal Dialysis Unit
Facility and/or Utilities Failure

This Action Card is designed for use in the event of a Renal Dialysis facility or utilities failure where the service is unable to operate.
Do not take unnecessary risks for staff, patients and visitors.
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 Table 1: Duration of Failure Guidelines
	Duration of Failure
	Severity Level
	Response

	Less than 24 hrs
	1
	· Hospital admitted patients requiring immediate dialysis are referred to ICU for HD
· Satellite patients requiring immediate dialysis are transferred to another facility within the Renal Network
· Non urgent dialysis could be done the next day

	24 – 72 hrs
	2
	· Hospital admitted patients requiring immediate dialysis are referred to ICU for HD
· Satellite patients are referred to another facility within the Renal Network
· Actions as per severity Level 1 and if the issues cannot be fixed within 24 hours and patients need to be transferred to an alternate centre, the following must be completed:
· Staff roster developed and agreed upon by both dialysis unit managers.
· Ensure adequate consumable supplies are available to complete dialysis.
· Notify patients of the new treatment time.
· Patients are request to organise their own transport.  If this is not possible, CNC/NUM/TL of affected unit to investigate options.
· If the failure is resolved within 72 hours, patients and staff should return to their normal facility.

	Greater than 72 hrs
	3
	· Hospital admitted patients requiring immediate dialysis are referred to ICU for HD
· Transfer patients to other dialysis units within network
· Staff are asked to work in another facility to provide satellite treatments
· Dialysis facilities may have to increase duration of service to accommodate dialysis requirements
· Actions as per severity level 2 and;
· If the failure is not resolved within 72 hours requires long term plan (Response will be dealt with at Renal Network and Health Service Executive level)




Table 2: Patient Acuity Guidelines
	Patient Acuity
	Response

	Urgent
	Require treatment within 24 hrs.
Only patients requiring immediate dialysis are dialysed in ICU, or other inpatients location or another haemodialysis facility if satellite patient.

	At Risk
	Require treatment within 24 – 72 hrs.
If the failure can be fixed, within 24 hrs, no further action needs to be taken.  If it cannot be fixed within 24 hrs, contact alternate facilities to arrange emergency dialysis.

	Delayed
	Can go without treatment for greater than 72 hrs.
If the failure can be fixed within 72 hrs, no emergency action needs to be taken for patients.  If the failure is not able to be fixed within 72 hrs, requires long term plan (Response will be dealt with at Renal Network and Health Service Executive level)



Table 3: Notification
	Patient Acuity
	Response

	Notification
	NUM/CNC/TL contacts the following to alert them to the situation:
1. Director of Renal Network and the ADON Medicine/Duty Manager
2. Staff
3. Patients





Reporting ProcessCANBERRA

Belconnen Dialysis Centre

Tuggeranong Dialysis Centre (DC)
Acute Haemodialysis 8A or Canberra Community Dialysis Centre
NEW SOUTH WALES
Queanbeyan DC

Goulburn DC
Cooma DC
Bega DC
Moruya DC
Contact network to organise alternative site
(Medical decision + location)



Report System Failure






Report System Rectification


Business as Usual

Services Resumed

Cleared for resumption of services








Stand-down of Incident and Post Incident Analysis
Following an incident, once normal operations have been restored, the following should be completed:
· Patients and staff should be advised by the SNS/Manager of return to normal operations at their facility. Patients and staff should then return to their usual facility.
· Advise those who were notified of the incident that the incident has now been resolved. Staff debriefing: All staff involved (at all sites if possible), should attend a post incident analysis and review.
· Complete an incident report in RISKMAN.
· The Dialysis Unit NUM/CNC should complete a revision of the BCP and Action Card/s based on lessons-learned during the incident debriefing.
· Cost recovery arrangements to replenish stock should be arranged by the CNC/NUM.

















	Contact List for Dialysis Network

	CH acute HD/8A
	5124 3363

	CCDC (on campus)
	5124 4395

	Tuggeranong (Diaverum)
	6207 0604/5

	Belconnen (Diaverum)
	6207 0602/3

	Queanbeyan
	6150 7320/7321 

	Goulburn
	4827 3980

	Cooma
	6455 3388

	Bega
	6491 9381 /9380 

	Moruya
	4474 1579





	
Contact List for Reporting System Failure

	Facilities Management
	Call 5124  2115 during business hours – submit an electronic request

	Baxter Technical Services
	1 800 006 023 (24 hours)

	After-hours Hospital Manager
	Call 5124  2560 or Switchboard to notify Facilities

	CNC
	Refer to Contact list for Network during business hours 

	Renal Service ADON
	Call 5124  8366 or M: 0466456150 and leave a message if unanswered during business

	Executive on Call
· DON, Renal Service
· Medical Director
	Call Switchboard 5124 0000 / 2222




NOTIFICATION
Team leader or CNC/NUM should notify:
· Renal Network Director
· Nurse Manager/Clinical Nurse Consultant at facility
A graduated response system is to be used for any disruption to normal service provision (e.g. water power, equipment or human resources failure).

	Duration of Failure
	Severity Level
	Response

	Less than 24 hrs
	1
	The system failure can be fixed within 24 hours.  Failures at this stage are dealt with at a local level, unless a patient requires dialysis immediately.  (Tier 1)

	24 – 72 hours
	2
	The failure can be fixed within 24 to 72 hours.  Response will be dealt with at Renal Network level

	Greater than 72 hours
	3
	The failure cannot be fixed within 72 hours.  Response will be dealt with at Renal Network and Health Service Executive level.
The following table articulates the levels of response and notification at each stage:
The CNC/NUM/TL in consultation with Renal Network Director and Nursing Manager should assess the situation using these tables and activate the appropriate response to the severity level.
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