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Introduction and background 

The Advancing Kidney Care 2026 (AKC2026) Collaborative was established in September 2018 as a 

Queensland Health initiative, with the aim of improving the health care of patients living with kidney 

disease 1.  

The initial priorities of the AKC2026 Collaborative included: 

• Promoting patient and carer engagement in the design and delivery of services 2; 

• Developing quality standards, resource profiles and standardised approaches to care pathways with 

the aim of supporting equitable service access and reducing variation in service provision and 

outcomes,  

• Developing a strategy to better enable clinicians and Queensland Health to collect and report 

information on kidney patients, and the provision of kidney services across the state; 

• Developing a state-wide funding model of public kidney services that links funding to patient 

outcomes and service effectiveness. 

To assist in achieving these aims, seven clinical working groups were created to develop standard 

patient pathways, resource profiles, quality statements and quality measures that describe the care that 

all adult patients with kidney disease should receive from Queensland Health kidney services.  

Membership of the working groups included kidney specialists, nurses, consumers, general practitioners, 

allied health professionals and Aboriginal and Torres Strait Islander health workers from across 

Queensland. Each working group was led by a senior Queensland Health kidney specialist.  

What does this document include? 
This abridged document contains the background, guidelines and quality statements across seven 
chapters for patients with kidney disease.   

1. Chronic kidney disease 

2. Vascular access (haemodialysis) 

3. Haemodialysis 

4. Peritoneal dialysis  

5. Kidney transplant 

6. Kidney supportive care 

7. Acute kidney injury 

 

The entire document is available to Queensland Health staff on QHEPS. 
 

The quality statements are concise, explicit statements outlining the level and quality of healthcare which 

patients with kidney disease should receive.  

The care described in each chapter is not mutually exclusive – patients may be receiving care described 

in more than one chapter at any one time.  

The care outlined in each chapter describes standard expectations of care delivery in public health 

kidney services. It is acknowledged they do not describe the clinical variation for each individual patient 

and are designed to allow for clinical discretion and decision-making in the treatment of individual 

patients.  

https://clinicalexcellence.qld.gov.au/priority-areas/service-improvement/advancing-kidney-care-2026
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Use of the document 
This Framework has been developed in collaboration with consumers and clinicians, specifically in the 

development of the quality statements. Consumer representation on each working group helped capture 

what is important to patients and their carer(s) from their kidney care providers. The content therefore 

reflects what is important to consumers, clinicians and health care providers.  

This service framework provides information that will assist health providers in the design and 

implementation of their kidney services. The framework should not be interpreted as prescribing an 

exclusive course of management. Healthcare professionals, when using these recommendations, will 

evaluate their appropriateness to their unique clinical circumstances.  

The quality statements have not been rated for strength of recommendation and / or quality of evidence, 

nor have they been graded. In every case the content of this document is meant to inform on standard 

expectations of care delivery in public kidney services in Queensland.  

The scope of this work has initially been restricted to include the description of care provided by 

Queensland Health kidney services (private providers are excluded), including their linkage to the 

primary care sector. This document has also been developed in consideration of the needs of Aboriginal 

and Torres Strait Islander people, people in rural and remote areas, and other populations for whom 

outcomes have historically been poorer than the general kidney population. The Queensland Health 

Aboriginal and Torres Strait Islander Cultural Capability Framework 2010-2033 3 provides further 

guidelines for the provision of culturally appropriate health services to Aboriginal and Torres Strait 

Islander consumers and communities. 

The scope of this work does not include a focus on primary care pathways or models of integrated care. 

These important areas of kidney care will be progressed through subsequent initiatives under the 

AKC2026 Collaborative. The AKC2026 Collaborative recognises that shared care arrangements facilitate 

effective integration of primary and secondary services and supports good working relationships 

between kidney care units and local service providers, especially for those patients affected by 

geographic distance for specialist kidney care. The AKC2026 Collaborative also recognises that 

multidisciplinary teams are critically important in the provision of care to kidney patients with complex 

needs. 

This document: 

• Is intended for a broader audience - it is expected that this document will be used by clinicians, kidney 

departments, Hospital and Health Services, and the Department of Health to support planning and 

delivery of consistent, high quality kidney care, supported by current clinical care guidelines. 

• Importantly, it may also be used by people with chronic kidney disease to increase their kidney health 

literacy, become more informed and involved as health care consumers, and initiate conversations 

about good quality care with their care providers.  

• Is intended as a reference source. The AKC2026 Collaborative strongly endorses the continued need 

for clinical innovation and research to help further support clinical evidence-based care and 

development of future kidney services.  

For simplicity, ‘people’ with kidney disease is used interchangeable with ‘patient’ in this document. 

Nephrologist is also used interchangeably with renal or kidney specialist. The AKC2026 Collaborative 

also supports affiliated Queensland Government initiatives. 
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Review 
This Framework is due for review in November 2021.  
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feedback received during the external review process.    
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1. Chronic kidney disease  

Background  

The purpose of this chapter is to describe the timely, appropriate assessment and treatment of a patient 

referred to a kidney service with chronic kidney disease (CKD). Early identification and care is effective 

in delaying progression of CKD, and to optimise the management of co-morbidities associated with 

kidney disease 4.   

The chapter describes: 

• timely provision of specific therapy for kidney disease;  

• reducing the decline of kidney function;  

• treating the medical co-morbidities linked to CKD;  

• delaying the need for kidney replacement therapies;  

• educating and assisting patients to transition to kidney replacement therapies, including pre-emptive 

kidney transplantation where appropriate, or to non-dialysis treatments if chosen. 

CKD is associated with cardiovascular and metabolic complications that have a significant impact on the 

physical, psychosocial and financial well-being of the affected person and their family and carers. Loss of 

autonomy, frustration and depression are common among people with CKD.  

While the long-term trajectory of CKD is variable and recovery of kidney function and / or stabilising or 

slowing of the disease is possible, progression to end-stage kidney failure does occur. By outlining CKD 

patient care, opportunities to improve the life of the affected person, their families and community, are 

better identified.    

Many health professionals may be involved in the care of a person with CKD. Patients with CKD should 

be well-informed partners in the decision making for their care.  

This chapter outlines the Queensland Health kidney service care that patients with CKD should receive.  

Appendix A 

Primary care pathways and models of integrated care are outside the scope of the Framework. However, 

the important role of primary care providers in health promotion and disease prevention is recognised 

and is outlined in further detail in the attached Primary care position statement as appendix A.  

Guidelines 

• Caring for Australians with Renal Impairment (CARI) / Chronic Kidney Disease Guidelines 5       

• KDIGO Clinical Practice Guideline for Chronic Kidney Disease 6   

• Kidney Health Australia Primary Care Education / Chronic Kidney Disease Management in General 

Practice  7  

• Australasian Proteinuria Consensus Working Group / Chronic kidney disease and measurement of 

albuminuria or proteinuria: a position statement 8  

• Queensland Health Clinical Prioritisation Criteria / Nephrology 9  
 

Note: patient entry to CKD care should be informed by referral guidelines developed by KHA-CARI and 

Queensland Health Clinical Prioritisation Criteria, as listed above, and Hospital and Health Service 

specific referral pathways. 

http://www.cari.org.au/CKD/ckd_guidelines.html
https://kdigo.org/guidelines/ckd-evaluation-and-management/
https://kidney.org.au/health-professionals/prevent/chronic-kidney-disease-management-handbook
https://kidney.org.au/health-professionals/prevent/chronic-kidney-disease-management-handbook
https://www.mja.com.au/journal/2012/197/4/chronic-kidney-disease-and-measurement-albuminuria-or-proteinuria-position
https://www.mja.com.au/journal/2012/197/4/chronic-kidney-disease-and-measurement-albuminuria-or-proteinuria-position
https://cpc.health.qld.gov.au/Specialty/24/nephrology
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Quality statements 

Number Quality Statement 

QS1 

Patients referred to chronic kidney disease clinics should be prioritised to be reviewed by a 

nephrologist according to presenting kidney function, known rate of progression and albumin / 

proteinuria, as per current guidelines 

QS2 

Patients referred to chronic kidney disease clinics should undergo diagnostic evaluation to determine 

the cause of their kidney disease and assigned a chronic kidney disease stage according to their 

level of kidney function and albuminuria / proteinuria 

QS3 

Patients with chronic kidney disease should have access to a multi-disciplinary assessment, as 

required, to create an individualised care plan. Care planning should be inclusive of carer(s). Copies 

of care plans should be provided to the patient and their primary care provider 

QS4 

Patients with advanced chronic kidney disease should have an assessment of clinical symptom 

burden 10. Consideration should be given to initial and ongoing quality of life 11 , functional and 

cognitive assessments 12 (for those individuals suspected to have cognitive impairment).   

QS5 
Patients with chronic kidney disease should have blood pressure controlled to levels recommended 

by current guidelines balanced by individualised patient-specific risks and benefits 

QS6 

Diabetic and non-diabetic patients with chronic kidney disease and albuminuria should be treated 

with an angiotensin-converting enzyme inhibitor or Angiotensin II receptor blocker unless 

contraindicated 

QS7 

In patients with both chronic kidney disease and diabetes, glycaemic control should be included as 

part of multi-disciplinary intervention strategy including their general practitioner and referral to an 

endocrinologist, diabetes educator and dietitian, as clinically indicated 

QS8 

Patients with chronic kidney disease stage 3a to 5, over the age of 50 years but not treated with 

dialysis or transplantation, should be offered a statin (or other medications) to lower cholesterol 13 

Patients under 50 years should be prescribed a statin (or other medications) as per their 

cardiovascular risk. Indigenous Australians should be considered at increased risk at a younger age.  

QS9 
Patients with chronic kidney disease should receive lifestyle advice including maintaining a healthy 

weight, healthy diet, and smoking cessation 

QS10 
Patients with chronic kidney disease should receive care to identify, prevent and treat complications 

of chronic kidney disease such as anaemia, metabolic bone disease and acidosis 

QS11 

Patients with chronic kidney disease, and their carer(s), should be supported to learn skills to self-

manage their disease and to actively participate in treatment decisions. Information regarding patient 

support groups and organisations should be provided.  

QS12 

Patients with advanced chronic kidney disease and who have a high risk of progression should be 

immunised against Hepatitis B. Other vaccinations should be recommended as per national 

guidelines 

QS13 

Patients with progressive and / or advanced chronic kidney disease should receive education and 

support in planning for end stage kidney disease: 

• Kidney replacement therapy options: haemodialysis, peritoneal dialysis and transplantation 

• Non-kidney replacement options: kidney supportive care  

All patients should be supported for advance care planning 

QS14 
Patients identified as high risk of foot ulceration and / or amputation should be reviewed by a 

podiatrist 

QS15 Chronic kidney disease services should participate in quality improvement and research activities 

QS16 

Patients identifying as Aboriginal and / or Torres Strait Islander should be provided with culturally 
appropriate care in a culturally safe environment and should be provided with access to an 
Aboriginal and Torres Strait Islander Health Practitioner or Indigenous Liaison Officer throughout the 
care pathway. The Queensland Health Aboriginal and Torres Strait Islander Cultural Capability 
Framework 2010-2033 provides guidelines for the provision of culturally appropriate health services 

to Aboriginal and Torres Strait Islander consumers and communities 3  
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2. Vascular access (haemodialysis)  

Background 

Patients with end stage kidney disease undergoing haemodialysis require vascular access. Vascular 

access can be achieved through the creation of arterio-venous fistula (AVF), arterio-venous graft (AVG) 

or through central venous catheterisation with a central venous access device (CVAD). The access 

should deliver sufficient blood flow (usually greater than 300ml/min) to support adequate dialysis. 

Of the three types of vascular accesses available, an AVF is the best option for most suitable patients 

and should always be considered as the preferred planned permanent access of choice. Compared to 

the two alternative access types (AVGs and CVADs), AVFs have significantly lower rates of 

complications (such as infection and clotting), work for longer periods, result in fewer hospitalisations, 

and are associated with reduced patient mortality, with significantly lower costs.  

Whilst an AVF is the preferred access for haemodialysis, followed by AVGs, consideration of the type of 

access chosen should include a comprehensive assessment of what access is most appropriate for the 

patient at that time, what access requirements may be needed in the future, and consideration of what, if 

any, access has been created in the past. Patient informed choice and consent should always be a 

factor in decision making.    

The planning, creation, and maintenance of a functional access can be challenging. Creating “the right 

access, in the right patient, at the right time, for the right reasons” 14  can be facilitated by the 

development of a locally integrated, multi-disciplinary vascular access service. Data suggests that 

dedicated vascular access services are associated with higher AVF incidence and prevalence rates, 

lower vascular access related hospitalisations and fewer missed outpatient dialysis treatments. 

Components of an integrated, multi-disciplinary vascular access service may include: 

Multi-disciplinary vascular access team composition  

• Vascular access nurse(s): clinical nurse consultant / clinical nurse / registered nurse.                         

The full-time equivalency requirement for a vascular access nurse/s will depend upon: 

• the number and complexity of patients in the program  

• the number of other vascular access related support positions, and the geographic spread of 

vascular access activities within Queensland. (Visiting outreach vascular access team - clinical 

nurse, Aboriginal and Torres Strait Islander health practitioner)  

• Nephrologist(s) as a designated lead in promoting best practice in vascular access  

• Vascular access surgeon 

• Interventional radiologist / interventional nephrologist 

Multi-disciplinary vascular access service functions  

• Vascular access clinic(s)  

• Regular vascular access reviews of patients with complex access issues 

• Regular surveillance and auditing of vascular access issues and support service improvements  

• “Protected” vascular access surgical and radiology time (creating fixed blocks of time each week for 

arterio-venous access creations) 

• Arterio-venous access creation in an ambulatory or surgical day care setting 

• An information system to enable comparisons between centres / kidney services, and longitudinally 

for each centre.  
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Guidelines 

• British Columbia Renal Agency Health Professionals / Clinical Resources / Vascular Access  15  

• Caring for Australians with Renal Impairment (CARI) / Dialysis Guidelines / Vascular Access  16 

• National Kidney Foundation 2006 Updates. Clinical Practice Guidelines and Recommendations  17 

Quality statements 

Number Quality Statement 

QS 1 

Patients with end stage kidney disease should commence haemodialysis with a functional 

permanent vascular access, where appropriate, with consideration of patient goals and access 

preferences 

QS 2 
Arterio-venous fistula is the preferred planned access of choice for all suitable haemodialysis 

patients   

QS 3 
Referrals for vascular access creation should be made when the patient is expected to require 

haemodialysis within 6 - 12 months  

QS 4 

Patients clinically suitable for chronic haemodialysis should receive clinical assessment, education 

and access mapping completed by chronic kidney disease nurse or vascular access coordinator 

within two weeks of referral 

QS 5 
Patients with advanced and progressive chronic kidney disease who are planned for 

haemodialysis are seen by a vascular surgeon as a category one and within four weeks of referral 

QS 6 
Patients should have access surgery performed within 4 - 6 weeks of activation by their kidney 

specialist as needing the procedure 

QS 7 
Patients are reviewed by vascular access coordinator / vascular access surgeon two weeks after 

their access creation 

QS 8 
Patients will have their dialysis access assessed by a vascular access coordinator or vascular 

access surgeon six weeks from their access creation 

QS 9 Patients should have a vascular access team assessment 6 monthly until dialysis is initiated 

QS 10 
Patients should be assessed at 4 - 6 weeks prior to anticipated initiation of haemodialysis to 

ascertain arterio-venous fistula access maturation and adequacy for cannulation 

QS 11 
Patients should be monitored with standard dialysis access monitoring tools on an 8 - 12 weekly 

schedule after commencing haemodialysis 

QS 12 
An arterio-venous access that is not suitable for adequate haemodialysis should be reviewed and 

treated within 2 - 4 weeks, or as clinically indicated 

QS 13 
All major centres should conduct multi-disciplinary vascular access meetings at least monthly, with 

inclusion of affiliated referral kidney services 

QS 14 

The patient’s nominated general practitioner or Aboriginal medical service is informed (in writing 

and / or by phone as indicated) about the outcomes for key steps in the vascular pathway within 

two weeks of each event 

QS 15 Vascular access services should participate in quality improvement and research activities 

QS 16 

Patients identifying as Aboriginal and / or Torres Strait Islander should be provided with culturally 

appropriate care in a culturally safe environment and should be provided with access to an 

Aboriginal and Torres Strait Islander health practitioner or Indigenous liaison officer throughout the 

care pathway. The Queensland Health Aboriginal and Torres Strait Islander Cultural Capability 

Framework 2010-2033 provides guidelines for the provision of culturally appropriate health 

services to Aboriginal and Torres Strait Islander consumers and communities 3 

 

http://www.bcrenalagency.ca/health-professionals/clinical-resources/vascular-access#Resources
http://www.cari.org.au/Dialysis/dialysis_guidelines.html
https://www.kidney.org/sites/default/files/docs/12-50-0210_jag_dcp_guidelines-va_oct06_sectionc_ofc.pdf
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3. Haemodialysis 

Background 

When kidneys fail, a kidney replacement therapy (KRT) is needed to sustain life. There are two broad 

types of KRTs: dialysis (haemodialysis and peritoneal dialysis) and kidney transplantation.  

Haemodialysis is the most prevalent form of dialysis and includes acute, home / independent 

haemodialysis and chronic centre-based haemodialysis. Haemodialysis supports ongoing health by 

removing waste products, salt and extra water from the blood that would normally be removed by the 

kidneys. In addition, haemodialysis helps maintain safe levels of blood chemicals, like potassium, and 

supports control of blood pressure.  

Supported dialysis aims to bridge the gap between home / independent and chronic centre-based 

dialysis and is the provision of assistance to maintain patient self-management and dialysis autonomy.   

All people undertaking haemodialysis, and their carer(s), should have access to support from a multi-

disciplinary team provided in or near their place of residence. Dialysis units require capacity to cope with 

increases in patient demand from all referral sources including those patients with an acute kidney injury, 

an ever-increasing chronic kidney disease (CKD) population, holiday dialysis patients, and transfers from 

other end stage kidney disease treatment options e.g. peritoneal dialysis.   

Care needs to be as near to the person’s home address as clinically possible and carers also need 

support to assist the person having dialysis. It is expected that patients on haemodialysis will transition 

between various haemodialysis options (acute haemodialysis↔home haemodialyis↔chronic centre-

based haemodialysis), all of which have specific patient needs and health service requirements. 

Some acute dialysis units also provide plasma exchange for kidney and non-kidney indications and 

support an appreciable number of patients in their immediate post-kidney transplantation period. 

Medicare Benefits Schedule Item 13105 

In 2018, the Medicare Benefits Schedule listed a new Item (13105) for haemodialysis in very remote 

areas (defined as Modified Monash 7). This care may be provided by a registered nurse, an Aboriginal 

health worker, or an Aboriginal and Torres Strait Islander health practitioner, on behalf of a medical 

practitioner who provides supervision either in person or remotely. This item has the potential to support 

patients to have haemodialysis closer to their home and community and supports patients currently in 

established in-centre dialysis units to also transition to care closer to home. However, more than the new 

Medicare Item is required to make this happen. Considerations align with those outlined for home and 

independent haemodialysis.  

An assessment of opportunities for utilisation of this Item is part of a planned AKC2026 Collaborative 

state-wide kidney service gap analysis to help identify, and advocate for, the provisioning of models of 

(dialysis) care closer to home. 

Guidelines 

• Caring for Australians with Renal Impairment (CARI) / Dialysis Guidelines  18 

• KDOQI Clinical Practice Guideline for Haemodialysis Adequacy: 2015 Update  19  

• Kidney Disease: Improving Global Outcomes (KDIGO) Acute Kidney Injury Work Group. KDIGO 

Clinical Practice Guideline for Acute Kidney Injury  20 

• Caring for Australians with Renal Impairment (CARI) / CKD Guidelines / Adaptation of the KDIGO 

Clinical Practice Guideline for Acute Kidney Injury  21  

http://www.cari.org.au/Dialysis/dialysis_guidelines.html
https://www.kidney.org/professionals/guidelines/hemodialysis2015
https://kdigo.org/wp-content/uploads/2016/10/KDIGO-2012-AKI-Guideline-English.pdf
https://kdigo.org/wp-content/uploads/2016/10/KDIGO-2012-AKI-Guideline-English.pdf
http://www.cari.org.au/CKD/CKD%20aki/CKD_aki.html
http://www.cari.org.au/CKD/CKD%20aki/CKD_aki.html
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Quality statements 

Number Quality Statement 

QS1 
Patients on haemodialysis should have a nephrologist, registrar or nurse practitioner 

review every 2 - 3 months 

QS2 
Patients on haemodialysis should have a minimum spKt/V of 1.2 or a urea reduction 

ratio of 65% 19 

QS3 
The preference of both patients and their carer(s) for dialysis scheduling should be 

given consideration 

QS4 
Patients undertaking facility haemodialysis should be supported to dialyse at the facility 

nearest their place of residence and which is suitable for their medical acuity 

QS5 
Patients undertaking haemodialysis, and their carer(s), should be able to access all 

members of the multi-disciplinary team 

QS6 All haemodialysis services should have a program supporting holiday dialysis options 

QS7 
All patients undertaking haemodialysis should be able to access planned holiday 

haemodialysis 

QS8 The cost of haemodialysis should not be a barrier to treatment 

QS9 

Patients who are admitted to an acute hospital facility including an intensive care or 

coronary care unit, and who require kidney replacement therapy (KRT) should receive 

KRT supervised by a specialised kidney or intensive care unit multi-disciplinary team 

QS10 
An acute haemodialysis service should have dialysis capacity to manage the needs of 

that service 

QS11 
Patients, and their carer(s), choosing home haemodialysis should be trained by 

specialised staff in a dedicated home dialysis education facility 

QS12 
Home haemodialysis patients and their carer(s) should be supported by home visits 

from specialised home dialysis health practitioners 

QS13 
Home haemodialysis education, training and maintenance should be standardised 

using culturally appropriate resources 

QS14 
Patients on home haemodialysis, inclusive of their carer(s), should have access to 

dialysis respite in a facility-based dialysis centre 

QS15 

All relevant healthcare providers internal and external to the kidney health service 

should be included in / be aware of the decision and caring process for the patient e.g. 

general practitioners  

QS16 Haemodialysis units should participate in quality improvement and research activities 

QS17 

Patients considering haemodialysis should be made aware of all their kidney 

replacement therapy and supportive care options, as well as the advantages and 

disadvantages of each 

QS18 

Patients considering haemodialysis should be provided with information on all steps 

involved in the process and / or a list of frequently asked questions to support informed 

decision-making 

QS19 

Patients identifying as Aboriginal and / or Torres Strait Islander should be provided with 

culturally appropriate care in a culturally safe environment and should be provided with 

access to an Aboriginal and Torres Strait Islander Health Practitioner or Indigenous 

Liaison Officer throughout the care pathway. The Queensland Health Aboriginal and 

Torres Strait Islander Cultural Capability Framework 2010-2033 provides guidelines for 

the provision of culturally appropriate health services to Aboriginal and Torres Strait 

Islander consumers and communities 3 
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3.1 Acute incentre haemodialysis and / or plasmapheresis 

Background 

Acute incentre dialysis is haemodialysis in a hospital setting under the direct care of a nephrologist and 

affiliated multi-disciplinary care team.  

Patients already on kidney replacement therapy but requiring access to acute haemodialysis will 

transition between acute incentre and chronic↔satellite↔home dialysis depending upon medical 

comorbidities, associated health issues and psycho-social considerations. 

Patients in hospital with an acute kidney injury requiring haemodialysis should receive dialysis in an 

acute incentre haemodialysis unit or ward designed for haemodialysis, or in an intensive care / coronary 

care unit.  

An acute haemodialysis service should support the acute healthcare needs for a wide range of patient 

presentations including: 

• Emergency admissions 

• Patients with an acute kidney injury requiring haemodialysis. See acute kidney injury chapter 

• New dialysis patients to stabilise their health prior to being transferred to chronic centre-based or 

home dialysis modalities 

• Patients transferred from any community dialysis or satellite unit due to clinical needs or 

complications 

• New transplant patients who require dialysis post-transplantation 

• Plasma exchange for kidney and non-kidney indications 

• Patients on peritoneal dialysis who require a temporary transfer to haemodialysis. 

• Admitted chronic dialysis patients requiring acute dialysis 
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3.2  Chronic centre-based haemodialysis  

Background 

For patients requiring haemodialysis, independent haemodialysis options are encouraged (e.g. home 

haemodialysis, self-care dialysis units). If independent haemodialysis options are not possible, receiving 

haemodialysis in a community dialysis / satellite unit is the next best option. If neither of these options is 

possible, the patient may receive their care in an incentre or hospital-based haemodialysis unit.  

What is a community dialysis unit?  

Community dialysis units (CDUs) are haemodialysis units that are community-based and located as 

standalone satellite units or in community hospitals. A hospital facility that provides a full service renal 

program serves as a "home base" for CDU patients. CDUs offer inter-disciplinary care with allied health 

staff on-site or available through telephone / telehealth or from the “home base”. CDUs provide a range 

of dialysis care options including conventional haemodialysis (with full assistance from clinical staff), self-

care limited assistance and self-care independent dialysis (see home and independent haemodialysis), 

depending on the resources available. 

Patients are referred to a CDU when this type of unit is determined to be clinically appropriate and near 

the patient’s place of residence.  

Historically, community / satellite units were set-up to provide an option for patients who were medically 

stable and semi-independent in their haemodialysis care. In recent years, units have expanded their 

scope to include patients who have increased health complexities and who require comprehensive 

dialysis assistance but are still safe to dialyse in a community / satellite setting.  

Relocation and travel to urban centres for patients living in rural and remote areas, including Aboriginal 

and Torres Strait Islander peoples, is a barrier to accessing haemodialysis. All patients should be able to 

access haemodialysis as close to home as possible and be supported to return to Country when 

necessary for family / cultural / community matters.  

Benefits of Community Dialysis Units for patients:  

• CDUs maximise patient wellness and independence while receiving haemodialysis. CDUs utilise a 

wellness model as the foundation for patient care:  

• To the extent of a patient's abilities, CDUs promote patient's self-care, independence and 

participation in an active lifestyle.  

• CDUs help patients fit dialysis into their lives rather than patients having to work their dialysis 

around program needs. CDUs try to accommodate patient-specific requests.  

• CDUs create opportunities for productive social interactions and activities amongst patients.  

• CDUs allow patients, and their carer(s), to remain in their home community while receiving 
haemodialysis.  
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3.3 Home and independent haemodialysis 

Background 

Home haemodialysis is the same treatment as haemodialysis that’s done at a dialysis centre. However, 

home haemodialysis has several advantages including increased treatment hours which are associated 

with better health and autonomy. The patient is the primary decision maker in their treatment schedule, 

in collaboration with the home and independent dialysis team. Options include: 

• dialysing during the day or overnight 

• sessions that range from two to eight hours (longer sessions usually overnight) 

• three to seven sessions a week. 

The aim of a home and independent haemodialysis program is to support patient choice in these 

therapies, inclusive of education, psychosocial considerations, self-management, expectations of the 

patient, carer(s) and health service provider, and of practical considerations such as real estate, 

plumbing and water requirements. The safety of the patient to dialyse in their home or independent 

environment, and of the home dialysis team to support the patient e.g. in the provision of home visits, is 

also an important consideration.  

If a person’s home isn’t suitable for haemodialysis, access to a local selfcare dialysis unit may be an 

option. Selfcare dialysis units can be in an established health care or community service.  

Note: relocation and travel to urban centres for Aboriginal and Torres Strait Islander patients (all 

patients) living in rural and remote areas is a barrier to accessing kidney replacement therapy (KRT). All 

patients should be able to access KRT as close to home as possible and be able to return to Country 

when necessary for family / cultural / community matters. Home and independent haemodialysis, where 

appropriate, supports this. (See the haemodialysis preamble for commentary on Medicare Benefits 

Schedule Item 13105).  

Creating and maintaining a successful home and independent haemodialysis program is highly 

dependent on the supporting workforce model, quality of staff and patient and carer engagement.   
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4. Peritoneal dialysis  

Background 

Patients and their carers be supported to make an informed choice regarding their treatment options for 

end stage kidney disease, including consideration of the pros and cons of each, and the potential impact 

on their lifestyle. 

When kidney replacement therapy (KRT) is needed, it is important to consider home based therapies.  

Peritoneal dialysis is an option for patients with end stage kidney disease and is an effective home-

based dialysis modality that confers independence, flexibility, autonomy, and quality of life advantages 

for patients. Importantly, as a home-based therapy, peritoneal dialysis limits the need for patients to 

travel or relocate closer to their dialysis unit.  

To enable peritoneal dialysis, a permanent peritoneal dialysis catheter is placed surgically into the 

patients’ peritoneal cavity. The dialysis treatment consists of fluid being drained in and out of the 

peritoneal space via the catheter at regular intervals. 

Transition to peritoneal dialysis can follow an urgent / acute episode of kidney failure, from a chronic 

kidney disease clinic, or from another modality such as transplant or haemodialysis.  Successful 

transitions to peritoneal dialysis are best achieved with input from both the multi-disciplinary kidney 

health care team, the patient and their carer(s).  

Peritoneal dialysis prescription starts with the identification of a peritoneal dialysis modality, informed by 

results of a peritoneal equilibration test / small solute clearance, and the patient’s lifestyle needs.  Both 

continuous ambulatory peritoneal dialysis (CAPD) and automated peritoneal dialysis (APD) are offered 

in Queensland. Patients can transition between CAPD and APD as desired by the patient, and if 

medically appropriate. 

Peritoneal dialysis patients require ongoing monitoring, assessment, guidance and support to dialyse 

successfully and safely at home. 

There are many medical, social, and personal reasons behind the decision to cease peritoneal dialysis.  

This process requires comprehensive counselling and discussion involving the peritoneal dialysis 

patient, their carer(s) and members of the multi-disciplinary health care team including the treating 

nephrologist. 

In practice, a plan for the cessation of peritoneal dialysis (e.g. a change in KRT modality choice to kidney 

transplantation or haemodialysis), is discussed during peritoneal dialysis maintenance. However, this 

plan may need to be modified depending on changes in patient and carer circumstances over time. 

Guidelines 

• International Society of Peritoneal Dialysis Adult ISPD Guidelines  22 

• Caring for Australians with Renal Impairment (CARI) / Dialysis / Dialysis guidelines  23  

 

 

 

 

 

 

https://ispd.org/ispd-guidelines/
http://www.cari.org.au/Dialysis/dialysis_guidelines.html
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Quality statements 

Number Quality Statement 

QS1 

Patients considering peritoneal dialysis should be made aware of all their dialysis options, the 

advantages and disadvantages of each, the potential impact on their lifestyle, and supported to 

make an informed choice 

QS2 
Patients considering peritoneal dialysis should receive comprehensive assessment and 

support by a multi-disciplinary team 

QS3 
Adequate preparation for peritoneal dialysis catheter insertion is important to achieve 

successful patient outcomes 

QS4 

Patients considering peritoneal dialysis should be provided with information on all steps 

involved in the (surgical) process and / or a list of frequently asked questions to support 

informed decision-making 

QS5 
Patients should have regular assessments after catheter insertion to prevent catheter 

complications which may delay peritoneal dialysis training and dialysis commencement 

QS6 

Patient training for peritoneal dialysis should be based on a standardised learning curriculum 

tailored to the individuals’ learning style and requirements and accompanied by a competency 

(safety) assessment 

QS7 

High quality peritoneal dialysis prescription should be guided by assessments encompassing 

fluid status, nutritional status, health-related quality of life, nutrition, residual kidney function 

and small solute clearance 

QS8 
Kidney services caring for patients on peritoneal dialysis should adhere to evidence-based 

infection control measures in line with current guidelines 22  

QS9 
Patients, and their carer(s) should have access to trained medical and nursing staff for advice 

and assistance in dialysis 

QS10 
Kidney services caring for patients on peritoneal dialysis should perform regular audits of 

patient outcomes and of peritoneal dialysis complications   

QS11 
Patients on peritoneal dialysis and their carer(s) should be supported by regular contact by 

members of the multi-disciplinary team to provide support and advice 

QS12 
Patients, and their carer(s), on peritoneal dialysis should be reviewed regularly to evaluate and 

discuss suitability / safety to remain on peritoneal dialysis 

QS13 
Peritoneal dialysis units should participate in quality improvement through national clinical 

registry engagement and research activities 

QS14 

Patients identifying as Aboriginal and / or Torres Strait Islander should be provided with 

culturally appropriate care in a culturally safe environment and should be provided with access 

to an Aboriginal and Torres Strait Islander Health Practitioner or Indigenous Liaison Officer 

throughout the care pathway. The Queensland Health Aboriginal and Torres Strait Islander 

Cultural Capability Framework 2010-2033 provides guidelines for the provision of culturally 

appropriate health services to Aboriginal and Torres Strait Islander consumers and 

communities 3 
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5. Kidney transplant 

Background 

A kidney transplant is a treatment for end stage kidney disease, and though not a cure, it is the optimal 

management for those medically suitable. Kidney transplants can come from either a living or a 

deceased donor. If the transplant is from a living donor, the operation may be done prior (pre-emptively) 

to the need for dialysis. Receiving a transplant means a person may be able to return to a more 

normalised life-style, to keep working or return to work, as well as experience the benefits of better 

physical health that come with a new kidney. There are also other kidney transplant recipient 

considerations which should be discussed with the patients’ kidney health care specialist.   

Evidence shows that patients who are more informed and educated about their condition and the options 

available to them are likely to be more empowered, engaged and active in their own healthcare 2. 

Education programs provided for kidney replacement therapy (KRT) options should include staff who 

may not be directly involved in the transplant workup, but who have a significant involvement in the care 

of patients as they move through the kidney program and who have the potential to support patients and 

their carer(s) in opting for transplantation and finding a potential donor. 

This framework for delivering quality care to people with kidney disease within public kidney services has 

gone some way to establishing clinical care for timely listing of patients for transplantation from both 

living and deceased donation. Many of the considerations referenced are being addressed through a 

range of measures, including: 

• streamlining patient care through minimising traditional obstacles to pre-emptive transplantation and 

creating prompts for referral  

• improving patient education and staff awareness 

• improving communication both within and between departments, including through the improved use 

of available technology 

• having dedicated transplantation staff time 

Note: relocation and travel to urban centres for Aboriginal and Torres Strait Islander patients living in 

rural and remote areas is a barrier to accessing KRT. Aboriginal and Torres Strait Islander patients 

should be able to access KRT as close to home as possible and be able to return to Country when 

necessary for family / cultural / community matters. Transplantation, where appropriate, supports this. 

Kidney transplant guidelines 

• Kidney Disease: Improving Global Outcomes (KDIGO) Living Kidney Donor Work Group. KDIGO 

Clinical Practice Guideline on the Evaluation & Care of Living Kidney Donors. Transplantation 2017 23  

• Caring for Australians with Renal Impairment (CARI) / Transplantation Guidelines  24          

• The Transplantation Society of Australia and New Zealand Clinical Guidelines for Organ 

Transplantation from Deceased Donors  25  

 

 

 

  

https://kdigo.org/wp-content/uploads/2017/07/2017-KDIGO-LD-GL.pdf
https://kdigo.org/wp-content/uploads/2017/07/2017-KDIGO-LD-GL.pdf
http://www.cari.org.au/Transplantation/transplantation_guidelines.html
https://www.tsanz.com.au/organallocationguidelines/index.asp
https://www.tsanz.com.au/organallocationguidelines/index.asp


 

Advancing Kidney Care 2026 Framework_Abridged        Return to Contents page                                                           - 20 - 
  

5.1 Kidney transplant – living kidney donor 

Background 

Living kidney donors can be 26: 

• Related: a family member (parent, brother, sister, or adult children), related by blood to the recipient 

• Unrelated but known to the recipient: partner, non-blood relative or friend of the recipient 

• Non-directed kidney donation or altruistic: This is where someone anonymously donates a kidney to a 

recipient on the transplant waiting list. In this situation the living donor has no say in who receives 

their kidney. 

Identification of potential kidney transplant donors can be through discussion with the recipient patient 

and their carer(s) about whether or not they have a possible living kidney donor. A living kidney donor 

might also initially approach the transplant service, the kidney unit caring for the recipient, or their 

general practitioner.  

Not everyone is able to be a living kidney donor. Consideration and testing to donate should usually be 

approached in stages. Donors who are found unsuitable after an earlier phase do not require later phase 

tests. 

 

Quality statements 

Number Quality Statement 

QS1 
Potential living kidney transplant donors should have their work-up supervised by a different 

nephrologist to the one caring for the potential recipient, supporting independent advice 

QS2 
A potential living kidney transplant donor should be made aware of all the treatment and transplant 

options available to the recipient as well as the advantages and disadvantages of each 

QS3 
Living kidney transplant donor testing should not proceed to subsequent phases of testing if a 

reason for not being a living donor is identified in an earlier phase of testing 

QS4 
Patients referred for transplant donor assessment should be offered review at the transplantation 

unit within three months of receipt of a complete and satisfactory referral 

QS5 

Kidney services performing living donor nephrectomies should perform regular audit of live donor 

surgery outcomes and complications inclusive of: 

• Conversion to open procedure / re-operation   

• Transfusion 

• Damage to other organs    

• Length of stay 

• Morbidity 

QS6 All living donors should be offered long term annual follow-up to monitor health and kidney function  

QS7 

Living kidney donors identifying as Aboriginal and / or Torres Strait Islander should be provided 

with culturally appropriate care in a culturally safe environment and should be provided with 

access to an Aboriginal and Torres Strait Islander Health Practitioner or Indigenous Liaison Officer 

throughout the care pathway. The Queensland Health Aboriginal and Torres Strait Islander 

Cultural Capability Framework 2010-2033 provides guidelines for the provision of culturally 

appropriate health services to Aboriginal and Torres Strait Islander consumers and communities 3 

 



 

Advancing Kidney Care 2026 Framework_Abridged        Return to Contents page                                                           - 21 - 
  

5.2 Kidney transplant – recipient 

Quality statements 

Number Quality Statement 

QS1 

Patients considering kidney transplantation should have a documented discussion about the 

transplantation process and whether they are suitable. The discussion should include treatment 

options, live and deceased donor transplantation and the advantages and disadvantages of each 

QS2 

Patients considered suitable for kidney transplantation should expect to be referred for 

assessment by a transplantation unit within six months of being determined suitable by the 

referring centre 

QS3 
Patients referred for transplant assessment should be offered review at the transplantation unit 

within three months of receipt of a complete and satisfactory referral 

QS4 
Patients “active” on the kidney transplant waiting list should be reviewed by a nephrologist at 

least every three months to assess their ongoing suitability 

QS5 

All patients who are potentially suitable transplant recipients, dependent on further assessment 

or treatment (listed as category B or interim), should have their classification reviewed at least 

every three months 

QS6 
Patients who are activated or interim on the kidney transplant waiting list should have blood 

serum collected and provided to the tissue typing laboratory every two months 

QS7 
Patients having a kidney transplant should be kept informed of their progress after 

transplantation and educated about important ongoing management needs 

QS8 

Patients who have had a kidney transplant should receive care from an experienced team who 

regularly audit their results (patient survival, transplanted kidney survival and complications) and 

respond as appropriate. This includes submitting regular data to ANZDATA 

QS9 
Patients with a kidney transplant should be provided with a clear discharge summary for their 

referring unit and general practitioner on discharge from the transplant unit 

QS10 

Patients having a kidney transplant should be able to access care from the specialist transplant 

unit team at their local kidney health service, either by outreach clinic or through telehealth, as 

required. Treating nephrologists should have access to advice from the specialist transplant unit 

team as needed. 

QS11 

The treating nephrologist should communicate regularly with the patient’s general practitioner or 

Aboriginal medical service about the current medical situation and medication list to facilitate 

care 

QS12 

All Kidney health services should regularly review their results in terms of both survival of 

patients who have undergone kidney transplantation and of the transplanted kidney survival and 

respond as appropriate to the results 

QS13 
Kidney transplant units should participate in quality improvement and research activities, 

including the regular submission data to ANZDATA 

QS14 

Patients identifying as Aboriginal and / or Torres Strait Islander should be provided with culturally 

appropriate care in a culturally safe environment and should be provided with access to an 

Aboriginal and Torres Strait Islander Health Practitioner or Indigenous Liaison Officer throughout 

the care pathway. The Queensland Health Aboriginal and Torres Strait Islander Cultural 

Capability Framework 2010-2033 provides guidelines for the provision of culturally appropriate 

health services to Aboriginal and Torres Strait Islander consumers and communities 3 
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6. Kidney supportive care 

Background 

Patients with advanced chronic kidney disease (CKD) have a high burden of physical and psychosocial 

symptoms, poor outcomes, and high costs of care. Traditional models of kidney care have been variable, 

including the provision of conservative and palliative care. In 2015, the Kidney Disease: Improving 

Global Outcomes (KDIGO) Controversies Conference on Supportive Care in CKD developed a working 

plan to address outstanding issues in this area, concluding with a recommendation for the establishment 

of coordinated, individualised, supportive care, optimising quality of care for patients with CKD 28.  

This framework for delivering quality care to people with kidney disease within public kidney services has 

outlined kidney supportive care which is flexible, tailored to the individual, and complementary i.e. not 

exclusive to existing patient pathways such as chronic kidney disease, dialysis and / or transplantation.  

Kidney supportive care should be personalised to meet the complex needs of that group of people with 

advanced kidney disease who are challenged in the domains of informed choices, decision making such 

as commencing or withdrawing from dialysis, and symptom management. 

Patients should expect kidney supportive care that is: 

• equally accessible across Queensland = equitable 

• based on evidence = effective 

• provided by an expert group of multi-disciplinary healthcare providers = autonomous 

• centric to them, their family and / or carer(s) = respect, including open and honest dialogue 
 

Patients with less advanced stages of chronic kidney disease may also experience complex needs 

across the physical, mental and psycho-social domains. It is recognised that models of care are likely to 

already exist for these groups without the confounding of very poor kidney function.  

Guidelines 

• Kidney Health Australia: An Introduction to Symptom Management and Supportive Care (2017) 27 

• Executive summary of the KDIGO Controversies Conference on Supportive Care in Chronic Kidney 

Disease: developing a roadmap to improving quality care 28  

 

 

 

 

 

 

 

 

 

 

 

 

 

https://kidney.org.au/shop/resource-material/books/an-introduction-to-symptom-management-and-supportive-care
https://kdigo.org/wp-content/uploads/2017/02/KDIGO-Supportive-Care-conf-report-AOP.pdf
https://kdigo.org/wp-content/uploads/2017/02/KDIGO-Supportive-Care-conf-report-AOP.pdf
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Quality statements 

Number Quality Statement 

QS1 People who are likely to benefit from kidney supportive care should be identified in a timely way 

QS2 
People needing kidney supportive care should be able to access it as close to home as practical 

(including primary care / general practitioner-based services) 

QS3 
People receiving kidney supportive care should be given opportunities to discuss their preferences, 

goals and values, and these are should be used as the basis for their care 

QS4 

The preferences, goals and values of people receiving kidney supportive care should be 

documented in a way that is readily available to all providers across healthcare jurisdictions 

delivering care to them e.g. general practitioners. Copies of documents should be provided to the 

person and their carer(s)  

QS5 
Initial assessment should incorporate the person’s physical, psychological, cultural, social and 

spiritual experiences and needs 

QS6 
People receiving kidney supportive care should have their physical and psychological symptoms 

assessed and managed safely and effectively 

QS7 
People receiving kidney supportive care should receive timely psychosocial support for their mental, 

emotional, social, cultural and spiritual well-being 

QS8 
People receiving kidney supportive care, and their carer(s), should be offered education designed to 

meet varying health literacy capabilities about treatment pathways and resources 

QS9 
The needs of the person’s family and their carer(s) should be assessed and this should directly 

inform provision of appropriate support and guidance, including after the person's death 

QS10 
People should receive kidney supportive care from multi-disciplinary / inter-disciplinary healthcare 

providers with appropriate knowledge, skills and attitudes 

QS11 
People receiving kidney supportive care should receive consistent and coordinated care between 

settings and healthcare providers 

QS12 
Communication with people receiving kidney supportive care about their future prognosis and 

options should be done in an accessible and culturally safe way 

QS13 People should die with peace and dignity in the location of their choosing 

QS14 Kidney supportive care providers should participate in quality improvement and research activities 

QS15 

People identifying as Aboriginal and / or Torres Strait Islander should be provided with culturally 

appropriate care in a culturally safe environment and should be provided with access to an 

Aboriginal and Torres Strait Islander Health Practitioner or Indigenous Liaison Officer throughout the 

care pathway. The Queensland Health Aboriginal and Torres Strait Islander Cultural Capability 

Framework 2010-2033 provides guidelines for the provision of culturally appropriate health services 

to Aboriginal and Torres Strait Islander consumers and communities 3 
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7. Acute kidney injury 

Background 

Acute kidney injury (AKI) is a common and under recognised condition which is strongly associated with 

poor health outcomes. AKI is defined by a sudden loss of kidney function and is clinically measured and 

diagnosed by an acute rise of serum creatinine and / or a decline in urine output.  

In 2015, the Australian Institute of Health and Welfare released the first national snapshot of AKI in 

Australia 30. The report highlighted the growing incidence of acute kidney injuries globally, the impact of 

AKI on short and long-term patient outcomes and the burden of this injury on Australian hospitalisations 

and patient death. The report concludes that the impact of AKI on escalating costs to health care present 

important and emerging challenges.  

The report also detailed that hospitalisation and death rates for AKI increase rapidly with age, with the 

majority occurring in those aged 65 and over. In addition, the incidence of AKI more than doubled 

between 2000-01 and 2012-13.  People living in very remote areas of Australia or in socioeconomically 

disadvantaged areas generally had a higher burden of AKI. Aboriginal and Torres Strait Islander status 

was also associated with higher hospitalisation and mortality rates. These figures highlight the 

importance of improving awareness, prevention and identification, supporting evidenced-based clinical 

care of AKI. Towards this, international bodies like the Kidney Disease Improving Global Outcomes 

(KDIGO) organisation 20, developed guidelines addressing definition, risk assessment, evaluation, 

prevention, and treatment of AKI. In addition, definition and staging of AKI are based on the Risk, Injury, 

Failure; Loss, End-Stage Renal Disease (RIFLE) and Acute Kidney Injury Network (AKIN) criteria 31, and 

studies on risk relationships 20, 32.   

In June 2019, the International Society of Nephrology 0 by 25 Project published a review of Lessons 

Learned 33, proposing the utilisation of the 5R framework to eliminate or reduce avoidable AKI-related 

deaths: Risk assessment, Recognition, Response, Renal support, and Rehabilitation (Figure 1).   

 

 

 

 

 

 

 

 

 

 

 

 

Figure 1. ISN AKI “0 by 25” key elements for a sustainable infrastructure to support AKI care.                              

SCr, serum creatinine; RRT, renal replacement therapy; UO, urine output; AKI, acute kidney injury. 

The final, published version of this article is available at http://www.karger.com/?doi=10.1159/000500345 

Rehabilitation  
Post-discharge care of AKI patients 

• Follow-up of kidney function 
Educational campaigns on the                 
importance of long-term follow-up 

Renal support 
Renal replacement therapy in AKI 

• Timely intervention with RRT 

• Education and training of personnel  
for peritoneal dialysis  

Response 
Interventions for incipient and established AKI 

• Use of protocol-based management of 
haemodynamic and fluid status 

• Avoidance of nephrotoxic drugs 

• Appropriate drug dose adjustment for  
kidney function 

Recognition 
Prompt diagnosis 

• Early and sequential sCr and UO assessment 

• Availability of point of care tests and 
diagnostic tools 

Risk 
Identifying high-risk individuals for primary prevention 
of AKI 

• Use of risk scores to predict risk of AKI 

• Identification of modifiable risk factors 
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This framework document outlines the approach and strategy for management of more severe forms of 

AKI (KDIGO stage 2&3) referred to and managed by public health kidney services across Queensland. 

Of note, there are already established pathways developed for identification, risk stratification, 

prevention and management of AKI in primary care which are complementary to this document 34.  

Currently there is no coordinated care pathway or guidelines for patients with an AKI following discharge 

from hospital, with most patients being discharged back to their primary care providers (general 

practitioner or Aboriginal Medical Service). In particular, communication, including discharge summaries, 

from kidney health service providers to and with primary care providers, is not standardised.  

To address the need to improve this communication pathway, the United Kingdoms’ National Health 

Service (NHS) introduced a quality standard for AKI reporting as part of the Commissioning for Quality 

and Innovation (CQUIN) payment reward system 35. Their quality standard for AKI mandated the 

inclusion of four items of information in discharge summaries for patients who had an AKI: the stage of 

the AKI; evidence of a medicines review; the type of blood tests required on discharge; and the 

frequency of blood tests required on discharge 35.  

Though kidney specialist follow-up is not required for all patients with an AKI following discharge from 

care, there is a need to consider the development of a care  guideline for which patients should be 

referred and on the elements of post AKI care that may improve non-kidney and kidney outcomes 36. A 

post AKI discharge pathway has potential to improve patient care including appropriate risk stratification, 

close monitoring of kidney function, management of chronic kidney disease complications, blood 

pressure control, medication reconciliation, and education of patients, carers and non-nephrologists on 

AKI and its downstream complications 36. 

Accordingly, this chapter summarises a considered approach to care for patients with, or recovering 

from, an AKI within the Queensland Health kidney service remit, and includes an aspirational role of an 

AKI care coordinator 37. There is also the need for identifying areas for future research and development 

e.g. an (aspirational) AKI electronic dashboard as part of the proposed digitally integrated kidney care 

data source 38.   

Guidelines 

• KDIGO Clinical Practice Guideline for Acute Kidney Injury 20 

• Caring for Australians with Renal Impairment (CARI) / Chronic Kidney Disease Guidelines for Acute 
Kidney Injury 21 

• National Institute for Health and Care Excellence (NICE) / Acute kidney injury: prevention, detection 
and management  38  

• Lopes, J.A., and Jorge S. The RIFLE and AKIN classifications for acute kidney injury: a critical and 
comprehensive review. Clin Kidney J (2013) 6: 8–14 31  

 

 

 

 

 

 

 

 
 

https://kdigo.org/wp-content/uploads/2016/10/KDIGO-2012-AKI-Guideline-English.pdf
http://www.cari.org.au/CKD/CKD%20aki/CKD_aki.html
http://www.cari.org.au/CKD/CKD%20aki/CKD_aki.html
https://www.nice.org.uk/guidance/cg169
https://www.nice.org.uk/guidance/cg169
https://academic.oup.com/ckj/article/6/1/8/468698
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Quality statements 

Number Quality Statement 

QS1 
Acute kidney injury definition and staging should be standardised by treating units based on 

international guidelines 20   

QS2 
Patients ‘at risk’ of an acute kidney injury should have opportunistic assessment for evidence of 

acute kidney injury based on their susceptibility and exposure  

QS3 

Patients with advanced acute kidney injury (stage two and three) should have access to diagnostic 

tests, renal consultation, kidney replacement therapy if needed, and relevant multi-disciplinary 

care 

QS4 

Patients with a suspected severe kidney injury should be evaluated and managed for any 

reversible factors e.g. dehydration, sepsis, nephrotoxic agents or kidney tract obstruction. If an 

intrinsic renal disease is suspected (such as glomerulonephritis), early referral to a kidney 

specialist is advised 

QS5 

Usage of agents and / or medications that can damage kidneys (nephrotoxic) should be carefully 

reviewed and avoided, unless clinically indicated, in all patients at risk of kidney injury or in those 

who are diagnosed to have an acute kidney injury unless clinically indicated 

QS6 

All patients with advanced stages of acute kidney injury (stage 2 and 3) kidney disease should 

have access to care from practitioners with expertise in the management of complications 

including fluid volume overload, acid-base or electrolyte imbalances, and kidney replacement 

therapy 20 

QS7 

Patients hospitalised with advanced stages of acute kidney injury (stage 2 and 3) ideally should be 

managed under the care of a kidney specialist with access to a multi-disciplinary team, as 

indicated 

QS8 

The diagnosis of an acute kidney injury should be included in hospital discharge summaries. 

Discharge summaries should provide the patient’s general practitioner / primary care provider with 

any recommendations and treatment plans 

QS9 

Development of appropriate pathways / recommendations on prevention, early detection and 

management of acute kidney injury should be facilitated to support primary care physicians and 

health care teams 

QS10 

Development of an acute kidney injury electronic dashboard enabled by the Queensland Health 

integrated electronic medical record (ieMR), with alerts to improve early recognition and prevention 

of kidney injury, should be a priority. An AKI dashboard may be helpful to identify best practice 

management, reduce variability of care and support improved long-term patient outcomes. 

QS11 

Patients identifying as Aboriginal and / or Torres Strait Islander should be provided with culturally 

appropriate care in a culturally safe environment and should be provided with access to an 

Aboriginal and Torres Strait Islander Health Practitioner or Indigenous Liaison Officer throughout 

the care pathway. The Queensland Health Aboriginal and Torres Strait Islander Cultural Capability 

Framework 2010-2033 provides guidelines for the provision of culturally appropriate health 

services to Aboriginal and Torres Strait Islander consumers and communities 3 
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Appendix A: Primary care position statement 
Chronic kidney disease (CKD) and its complications are a growing burden on our healthcare system. 

More than 10% of adult Australians have at least one clinical indicator of CKD (such as reduced kidney 

function, presence of protein in urine or structural changes in the kidney), which increases to 42% in 

people over 75 years. Of concern, less than 10% of people with CKD are aware that they have the 

condition. The incidence of end stage kidney disease (ESKD), and the number of patients on kidney 

replacement therapies (KRT) (dialysis and kidney transplantation) is steadily increasing, contributing to 

increasing kidney health related expenditure. CKD is also a strong risk factor for overall cardiovascular 

disease (stronger than diabetes) and associated with high morbidity and mortality, an aspect that is 

magnified in certain high-risk groups such as Aboriginal and Torres Strait Islander peoples. People with 

CKD are also at a higher risk of dying from cardiovascular events. The spectrum of CKD in the general 

community remains largely underdiagnosed and untreated, due to the heterogeneity of factors involved. 

If CKD is detected early and managed as per recommended guidelines, decline of kidney function may 

be reduced by as much as 50% and may even be reversible 39.  

General practitioners, Aboriginal and Torres Strait Islander medical services and other primary 

care providers are at the forefront of healthcare provision and are best placed to implement 

preventive activities in the general population. Enabling of primary care for health promotion 

including chronic (kidney) disease detection, surveillance and prevention is currently limited secondary 

to a multitude of factors including complex funding models, workforce challenges, and significant 

variation in primary care and accountability. There is no single best approach to address these 

challenges, indicating a multifaceted methodology may be required to make a significant change in CKD 

population health. 

It is important to recognise the role of primary care in ensuring the sustainability of our health 

system, and that strategies like Advancing Kidney Care 2026 (AKC2026) are integrated with the primary 

health care sector to support improvement in health outcomes of people with CKD and in optimising 

healthcare expenditure.  

This strategy should include the joint design and implementing of a structured, comprehensive health 

promotion and disease prevention program which comprises basic principles of communication, 

education, targeted screening, early detection and management of patients at risk and with CKD.  

This program should: 

• Raise awareness of the significance of CKD and related conditions as strong risk factors for 

morbidity and all-cause mortality. It is crucial that consumers are engaged in this endeavour. 

Examples are Kidney Health Australia and BEAT-CKD forums, and apps like CKD-Go, which help in 

shared decision-making through the stages of CKD.   

• Support public health awareness and self-management of risk factors for CKD. 

• Support communication campaigns (e.g., brochures, flyers, social media, radio, street signs, etc.); 

educational activities / materials (e.g. workshops, forums, health pathways, etc.); clinical audits; 

primary care workforce support / retraining (e.g. dedicated allied health professionals, pharmacists, 

practice nurses, nurse practitioners, etc.); strengthening of existing networks with stakeholders (e.g. 

consumer groups, Non-Government Organisations, Kidney Health Australia, Diabetes Australia, 

Public Health unit etc.); all integrated with the work already underway under AKC2026 (the 

optimisation of specialist services with improved access pathways for patients). 

• Facilitate provision to primary care providers of evidence-based information and education on how 

and when to screen for CKD (targeted screening) and how to educate and manage patients at risk 

of CKD as well as patients with CKD (management of modifiable risk factors and secondary 

prevention). Kidney Health Australia provides a “CKD management in General Practice Handbook” 6 

which is updated in alignment with national and international recommendations and is available 
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online. Partnership with Kidney Health Australia, and other consumer support advocacy agencies 

would also be advantageous.  

• Support access to specialist advice and support for general practitioners as well as access to 

specialist assessment for patients with advanced chronic kidney disease or those otherwise 

identified at increased risk of progression (e.g. those with a family history of end stage kidney 

disease, those with a genetic diagnosis for the cause of their kidney disease, etc.). Example: 

“Health Pathways” 40 is a Queensland Health funded, decision support tool for general practice 

around assessment, management and referral options. Health Pathways material is developed by 

subject matter experts (nephrologists) together with general practitioner editors.   

• Advocate for patient-centred chronic disease management, with the intent of supporting a common 

ground for the multiple specialties that are often involved in the care of individual patients, including 

improved communication and goal / resource / strategy sharing.  

• Be designed and implemented in partnership between the Department of Health, state-wide kidney 

services and primary health and Aboriginal and Torres Strait Islander health networks, with 

engagement of other relevant stakeholders (e.g. consumers, Non-Government Organisations, 

Kidney Health Australia, Diabetes Australia, etc.).  
 

Important program aspects:  

• Reflect the role of general practitioners and Aboriginal and Torres Strait Islander medical services in 

the implementation of preventive strategies, e.g. lifestyle and other risk factor modification and 

prevention of AKI. 

• Encourage and support general practitioners and Aboriginal and Torres Strait Islander medical 

services in the early identification, investigation and management of patients with CKD, e.g. the 

eMAP-CKD 41 program in Victoria which enabled improved detection of CKD in primary care.   

• Encourage general practitioners and Aboriginal and Torres Strait Islander medical services to identify 

and address any reversible causes of CKD wherever possible. If the cause of chronic kidney disease 

cannot be established, the general practitioner should seek prompt advice or assessment by a kidney 

specialist as per Queensland Health Clinical Prioritisation Criteria 9 and KHA 7. 

• Support general practitioners and Aboriginal and Torres Strait Islander medical services to manage 

and monitor patients with early stage CKD and provide effective access to specialist support for when 

escalation of kidney disease management is required. Examples: telephone advice, telehealth, rapid 

access clinics. A web-based portal (health-district specific) to streamline the interface between 

Primary care and hospital-based care would be beneficial, including consideration of providing 

support to general practitioners via email. 

• Acknowledge that general practitioners and Aboriginal and Torres Strait Islander medical services 

may implement blood pressure and glycaemic control, manage proteinuria and address 

cardiovascular risk factors (including but not limited to dyslipidaemia, smoking and obesity) wherever 

relevant and as per current guidelines. 

• Reflect that general practitioners and Aboriginal and Torres Strait Islander medical services should 

regularly monitor patients with CKD for disease progression and any complications including but not 

limited to electrolyte disturbances, anaemia and metabolic disturbances, as well as continuing to 

conduct other preventative and health maintenance activities (e.g. cancer screening) as per national 

and international guidelines. 

• Support that patients with advanced CKD be managed by specialist kidney services who maintain 

close communication with their primary care provider and who, whenever possible, will remain at the 

centre of the patients care.Suggest that whenever possible, the general practitioner and Aboriginal 

and Torres Strait Islander medical services will be included in critical or sensitive discussions e.g. 

advance care planning, initiating or discontinuing dialysis, and kidney supportive care.  
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Acronyms 

ACE angiotensin-converting enzyme 

ACP advance care planning 

ACR albumin-creatinine ratio 

AHD advance healthcare directive 

AKC2026 Advancing Kidney Care 2026 

AKI acute kidney injury 

ANZDATA Australian and New Zealand Dialysis and Transplant Registry 

AO administration officer 

APD advanced peritoneal dialysis 

APN advanced practice nurse 

ARB angiotensin-receptor blockers 

AVF arterio-venous fistula 

A&TSI Aboriginal and Torres Strait Islander 

A&TSI HP Aboriginal and Torres Strait Islander health practitioner 

AVG Arterio-venous graft 

BP blood pressure 

BSL blood sugar level 

BTS Biomedical Technical Services 

CALD culturally and linguistically diverse 

CAPD continuous ambulatory peritoneal dialysis 

CARI  Caring for Australians with Renal Impairment  

CDU community dialysis unit 

CKD chronic kidney disease 

CMV cytomegalovirus 

CN clinical nurse 

CNC clinical nurse consultant 

CT computerised tomography 

CXR chest x-ray 

EBV Epstein-Barr virus 

ECG electrocardiogram  

eGFR estimated glomerular filtration rate 

ELFT electrolytes and liver function tests 

EPOA enduring power of attorney 

ESKD end stage kidney disease 

FBC full blood count 

FTE full-time equivalent 

GN glomerulonephritis 

GP general practitioner 

HbA1c glycated haemoglobin 

HBCIS hospital based corporate information system 
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HD haemodialysis 

HIV human immunodeficiency virus 

HRQoL health-related quality of life 

ICU intensive care unit 

ILO Indigenous liaison officer 

KDIGO  Kidney Disease Improving Global Outcomes 

KDQOL Kidney Disease and Quality of Life 

KHA Kidney Health Australia 

KRT kidney replacement therapy 

KSC kidney supportive care 

MDT multi-disciplinary team 

NDIS national disability insurance scheme 

NFR not for resuscitation 

NGO non-government organisation 

NP nurse practitioner 

OPD outpatient department 

OT occupational therapy 

PCP primary care provider 

PCR  protein creatinine ratio 

PD peritoneal dialysis 

PET peritoneal equilibration test 

PEPSI COLA   
Physical; Emotional; Personal; Social support; Information and Communication; Control 

and autonomy; Out of Hours; Living with your illness; Aftercare 

PTSS Patient Travel Subsidy Scheme 

PVAST provincial vascular access services team 

QH Queensland Health 

RACF residential aged care facility 

RBC red blood cells 

RMO resident medical officer 

RN registered nurse 

SCReN State-wide Renal Clinical Network 

SOC statement of choices 

Tx transplant 

USS ultrasound scan 

VA vascular access 

VAC vascular access coordinator 

VRE Vancomycin resistant enterococci 

WBC white blood cells 
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