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2. INTRODUCTION 

This paper has been developed to support decision-making around the best course of action 
for the provision of renal dialysis services to ensure the continued delivery of a high quality 
and equitable service for local residents of Inner West Sydney and those patients from 
beyond the borders.  Due to the impending growth in demand for renal dialysis services, the 
Planning Unit has been requested to present the range of options available to the District for 
the distribution of expanded services for the next 10 to 15 years. 
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3. BACKGROUND 

 

CHRONIC KIDNEY DISEASE 

Chronic Kidney Disease (CKD) is a common and serious problem, marked by long term and 
usually irreversible loss of kidney function.  The impacts of this malfunction include changes 
to the body’s chemical balance, the disruption of body processes, and a build-up of toxic 
waste products in the bloodstream usually processed by the kidneys that may result in organ 
damage. 

There are five clinical stages of CKD, with the final stage (known as end stage kidney 
disease, or ESKD) cumulating in deterioration of kidney function to a point where the patient 
will not survive without renal replacement therapy (RRT).  The forms of RRT available are 
kidney transplantation or dialysis. 

In Australia, the number of people receiving RRT tripled between 1991 and 2011.  This 
increase is attributed to better survival rates for patients on RRT, increases in diabetes 
prevalence, improved cardiovascular disease survival rates, and increases in the prevalence 
of high blood pressure. 
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DIALYSIS MODALITIES (OR METHODS) 

Renal dialysis is the process of cleansing blood across a semi-permeable membrane to 
remove substances that a normal functioning kidney would usually eliminate, and to assist in 
the maintenance of the body’s chemical and fluid balance. 

Dialysis requires a machine to cleanse the patient’s blood, either through the use of an 
artificial kidney or by filling the patient’s peritoneal cavity with dialysate through a catheter.  
Generally dialysis in an in-centre or satellite setting is performed three times per week for 
four to five hours.  Depending on the health of the patient and available supports, home 
modalities can be performed daily for reduced hours, or overnight for extended hours to suit 
the patient’s lifestyle. 

The choice of dialysis modality for optimal patient outcomes is made in consultation with the 
patient and their family; and factors in a number of considerations including current kidney 
function, patient age, fragility, available family or caregiver support, home facilities, overall 
health and lifestyle. 

The four treatment modalities available to patients of Sydney Local Health District (SLHD) 
are: 

a. In-Centre (hospital) Haemodialysis (HD) 
b. Satellite Haemodialysis (SHD) 
c. Home Haemodialysis (HHD) 
d. Home Peritoneal Dialysis (PD), either Continuous Ambulatory Peritoneal Dialysis 

(CAPD) or Automated Peritoneal Dialysis (APD) 

A. IN-CENTRE (HOSPITAL) HAEMODIALYSIS 

In-centre or hospital haemodialysis refers to dialysis delivered in a tertiary hospital setting.  
Currently RPA and Concord hospitals are the only facilities in SLHD servicing inpatients.  In-
centre haemodialysis is provided to patients that are acutely ill and require high-level 
specialised care, or for those haemodialysis patients with temporary increased levels of 
dependence due to illness. 

B. SATELLITE HAEMODIALYSIS 

Satellite dialysis can be provided in lower level settings, including community settings, and is 
supported by the tertiary hospital to ensure appropriate and continuous management of 
patients.  This treatment is used for medically stable, self-care or relatively independent 
patients on haemodialysis for treatment of End Stage Kidney Disease. Recent work in the 
Concord Hospital Satellite Unit has been directed at increasing patients’ contribution to their 
dialysis to create a cohort of ‘self-care’ patients and reducing some barriers to their transition 
to home haemodialysis. 

Typically, satellite dialysis units do not require consultant nephrologists or renal registrars in 
close proximity, as skilled dialysis nurses deliver the day-to-day treatment. That said, the 
experience within SLHD has been that Satellite Units function best with regular and effective 
senior medical support. 

Delivering dialysis to patient numbers in multiples of 10 is considered most efficient for 
staffing arrangements. 
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C. HOME HAEMODIALYSIS 

Home haemodialysis is available to independent, medically-stable and motivated patients 
with adequate caregiver support and suitable accommodation. Intermittent support is 
required from trained nurses and technicians.  Home haemodialysis relies on power and 
water for its operation, and requires some special plumbing and electricity set up 
arrangements. 

Training for Home Haemodialysis takes on average six to eight weeks of three to four 
sessions per week. 

D. HOME PERITONEAL DIALYSIS 

Home Peritoneal Dialysis involves filling the peritoneal abdominal cavity with dialysis solution 
through a catheter.  Waste is exchanged across the body’s own natural membrane, and 
waste and extra fluid is transferred to the dialysis solution and drained. 

Forms of peritoneal dialysis include CAPD and APD.  CAPD is usually performed four times 
a day taking about 30 minutes.  The electricity, water and sewer demands of other 
modalities are much less an issue for patients on CAPD.  APD uses an automated cycler, 
allowing the patient to be attached to the machine during sleep for six to eight repetitions 
over eight hours.  Training for Peritoneal Dialysis is much faster than for HD, taking about 
one week for three to four hours each day. 

Home dialysis, using either of peritoneal dialysis and haemodialysis, has various advantages 
associated with it from both the patient and administrative perspective.  Perceived benefits 
include: 

 Encourages patient autonomy 
 Ability to dialyse for longer periods resulting in improved patient outcomes 
 Flexibility to work around the patient’s lifestyle in their own setting 
 Time and costs of travel savings for the patient 
 Requires minimal infrastructure development and maintenance  
 Less expensive treatment modality 

If a patient is not suitable for pre-emptive transplantation, the goal in dialysis is for home 
dialysis wherever possible. If a patient is deemed suitable and has been prepared for home 
dialysis, then it is commenced directly in the home therapies unit. This supports the home 
first policy of Kidney Health Australia. 

Currently, patients approaching ESKD and expected to require renal replacement therapy 
undergo education regarding the available treatment options. As part of this process, the 
planned first technique is explored and appropriate planning put in place including creation 
of dialysis access and ensuring appropriate home and social supports.  Both Renal Units 
within SLHD have an emphasis on home-based dialysis due to the aforementioned benefits 
to patients and the health system, but this is not always clinically appropriate or possible due 
to the patient’s circumstances. 

In 2006, NSW Ministry of Health set a benchmark of 50:50 for the distribution of home-based 
and facility-based modalities.  SLHD’s current ratio of home to satellite dialysis is 10:11, 
which is considered appropriate given the complexity of the service and its state-wide 
responsibilities. 
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4. CURRENT CONTEXT 

CURRENT SERVICE PROVISION IN INNER WEST SYDNEY 

Renal services for SLHD are currently delivered by the state-wide Renal Services as a 
coordinated service across the District.  All SLHD renal services are concentrated in RPA 
and Concord Hospitals.  RPA offers the full complement of renal services, including inpatient 
and outpatient renal medicine, acute and maintenance dialysis services, access to the 
transplantation program, and training and support of all home dialysis therapies for the 
District.  Concord Hospital currently operates an expanding outpatient nephrology service, 
inpatient renal service along with in-centre and satellite dialysis.  

With inter-LHD accountabilities, RPA provides services to patients residing in the western 
reaches of the state, including Dubbo, Griffith and Wagga Wagga. Concord Hospital also 
provides renal services to patients immediately north and north-west of the SLHD. 

State-wide Renal Services are structured as a ‘hub and spoke’ model, with specialist renal 
services based at RPA and Concord Hospitals, and VMO services in proximal suburbs.  The 
service includes: 

 Nephrologists (both Staff Specialist and VMO) 
 CKD education, management and referral 
 Multidisciplinary team consisting of Specialist Nursing Support, Social Worker, 

Dietitian and Pharmacist 
 Transplantation education and post-operative management 
 Acute dialysis service 
 Maintenance haemodialysis and home therapies training and support  

According to FlowInfo V11.2, SLHD delivered the fourth largest number of inpatient renal 
dialysis separations of all local health districts and networks in NSW.  SLHD provides 9.6 per 
cent of the state’s inpatient renal dialysis separations. 

No private renal dialysis facilities are currently operating in Inner West Sydney.  Five private 
renal dialysis facilities in the wider Sydney Metropolitan area are at Crows Nest, Lindfield, 
Wahroonga and Bella Vista.  It is not known what proportion of renal dialysis patients in 
NSW are privately insured.  
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Table 1: Current distribution of SLHD Renal Services 

  RPA 
Hospital 

Concord 
Hospital 

Canterbury 
Hospital 

Balmain 
Hospital 

Renal Medicine Inpatient     
Inpatient consultation     
Outpatient clinic     

Renal Dialysis In-centre     
Satellite     
Home training     

Renal 
Transplantation 

Early Inpatient     
Late Inpatient     
Pre-transplant/clinics     
Post-transplant clinics     

 

Map 1 / Table 2: Current distribution of renal dialysis facilities in SLHD and surrounds 

 

Modality Service 2014 Built 2014 Funded 2014 Open 
Facility-based Concord In-

Centre 
12 chairs 11 chairs 12 chairs 

Concord Satellite 14 chairs 14 chairs 14 (am); 10* (pm) 

RPA In-Centre 10 chairs 8 chairs 10 chairs 

RPA Satellite 33 chairs 30 chairs 33 chairs 

Sub-Total  69 chairs 61 chairs 67 chairs

Home-based Concord 90 patients  
*Note: A request to open the 4 additional PM 
chairs at Concord Satellite has been recently 
issued to the General Manager, Concord Hospital 
due to satellite services reaching capacity at both 
campuses. 

 

RPA 130 patients 

Sub-Total Home 220 patients

Home training RPA 3 CAPD 
10 HD 
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CURRENT ACTIVITY 

The following tables provides a snapshot of dialysis capacity and patients over the past two 
calendar years, and growth in formally recorded inpatient activity from 2007/08 to 2011/12. 

Table 3: Current dialysis service provision in SLHD 

Modality Service 2012 2013 
Patients Chairs Treatment

s 
Patients Chairs Treatment

s 
Facility-
based 

Concord In-
Centre 

38 12 5,938 41 12 6,363

Concord Satellite 36 (75%) 14 5,604 46 (75%) 14 6,055
RPA In-Centre 25 10 3,934 28 10 4,154
RPA Satellite 122 33 17,892 128 33 18,886
Sub-Total  214 69 33,368 243 69 35,458

Home-
based 

Concord 90 - Var 95 - Var
RPA 130 - Var 103 - Var
Sub-Total Home 220 - Var 198 - Var

Total SLHD Renal Dialysis 441 69 -- 441 69 --
Source: Advice from K Grimley July 2014 

 

Table 4: SRG 23 Renal dialysis separations by hospital, 2006/07 to 2012/13 

 

2006/07 2012/13 
Numeric 
Growth 

Per cent 
Growth 

Average 
Annual 
Growth 

Per cent 
Annual 
Growth 

SLHD Hospitals 23,852 33,046 9,194 38.5% 1,532 6.4% 
(5.8% 

CAGR)
Source: FlowInfo v11.3 

 

The discrepancy in the treatment totals in the above tables can be accounted for by in-centre 
patients.  As Service Related Group (SRG) classifications categorise admitted patient 
separations into groups representing clinical divisions of hospital activity, some surgical and 
ICU patients’ coding does not change in spite of receiving dialysis treatment, and hence 
there is an undercount in the Health Information Exchange database for dialysis treatments 
provided. 
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RENAL DIALYSIS PATIENT FLOWS 

PLACE OF RESIDENCE OF SLHD DIALYSIS PATIENTS 

According to FlowInfo v11.2, there were a total of 29,617 separations recorded under SRG 
23 Renal Dialysis in RPA and Concord hospitals in 2011/12.  54.7 per cent of these were in 
RPA and 45.3 per cent in Concord Hospital.  Over three quarters of separations in RPA 
Hospital were SLHD local residents, whereas for Concord Hospital less than two thirds of 
patient separations were local.  The greatest inflows for both hospitals were from proximal 
local health districts; the greatest inflows for RPA were from South Eastern Sydney and 
South Western Sydney, and from Northern Sydney and Western Sydney for Concord 
Hospital.  Table 5 below details the SRG 23 Renal Dialysis inpatient separations recorded in 
RPA and Concord Hospitals in 2011/12 by place of residence. 

Table 5: SRG 23 Renal dialysis separations by patient’s place of residence, 2011/12 

2011/12 
Separation

s 

% 
Separations 
(parent row)

Concord 13,420 45.3% 

Sydney 8,455 63.0% 

Northern Sydney 2,400 17.9% 

Western Sydney 1,538 11.5% 

South Western Sydney 805 6.0% 

South Eastern Sydney 161 1.2% 

Interstate and other 38 0.3% 

Central Coast 20 0.1% 

Murrumbidgee 3 0.0% 

   

Royal Prince Alfred 16,197 54.7% 

Sydney 12,207 75.4% 

South Eastern Sydney 2,034 12.6% 

South Western Sydney 842 5.2% 

Western Sydney 357 2.2% 

Northern Sydney 280 1.7% 

Hunter New England 154 1.0% 

Interstate and other 126 0.8% 
Nepean Blue 

Mountains 41 0.3% 

Western 39 0.2% 

Illawarra Shoalhaven 33 0.2% 

Central Coast 31 0.2% 

Murrumbidgee 22 0.1% 

Northern 14 0.1% 

Southern 13 0.1% 

Mid North Coast 4 0.0% 
  

SLHD Total 29,617 100.0% 

  

Sydney
63.0%

Northern 
Sydney
17.9%

Western 
Sydney
11.5%

Other
7.7%

Chart 1: SRG 23 Renal Dialysis 
separations by patient's place of 

residence, 
Concord Hospital, 2011/12

Sydney
75.4%

South 
Eastern 
Sydney
12.6%

South 
Western 
Sydney
5.2%

Other
6.9%

Chart 2: SRG 23 Renal Dialysis 
separations by patient's place of 

residence,  
RPA Hospital, 2011/12
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PLACE OF TREATMENT FOR SLHD RESIDENTS 

More than 27,540 inpatient renal dialysis separations were recorded for people living in 
SLHD in 2011/12, with more than 77 per cent of these conducted in SLHD facilities.  The net 
outflow of inpatient renal dialysis was 6,039 separations.  Outside of our hospitals, the 
greatest number of separations was provided by South Eastern Sydney Local Health District, 
with 2,909 or 10.9 per cent of all SLHD resident separations.  About two-thirds of SLHD 
resident separations in SESLHD were from Canterbury LGA.  A further 1,417 separations for 
Canterbury LGA residents were provided by South Western Sydney Local Health District, 
predominantly at Bankstown Hospital (86 per cent). 

Table 6: Top three places of treatment for SLHD residents, by LGA, 2011/12 

Place of 
residence Rank 1 Separations % Rank 2 Separations % Rank 3 Separations % 
Ashfield SLHD 2,132  93.1% SESLHD 157 6.9% SVHN 2 0.1%
Burwood SLHD 1,358  90.0% SESLHD 151 10% N/A 
Canada 
Bay 

SLHD 3,323  97.4% NSLHD 70 2.1% SESLHD 15 0.4%

Canterbury SLHD 6,526  66.0% SESLHD 1,935 19.6% SWSLHD 1,417 14.3%
Leichhardt SLHD 790  81.0% SESLHD 145 14.9% SVHN 27 2.8%
Marrickville SLHD 2,901  95.8% SVHN 105 3.5% WSLHD 11 0.8%
Strathfield SLHD 1,298  99.1% WSLHD 11 0.8% NSLHD 1 0.1%
Sydney SLHD 2,334  54.5% SVHN 1,449 33.8% SESLHD 498 11.6%
 

 

 

  

0%

20%

40%

60%

80%

100%

Ashfield Burwood Canada Bay Canterbury Leichhardt Marrickville Strathfield Sydney
(SLHD)

Chart 3: Proportion SLHD resident separations undertaken
at SLHD hospitals (self-sufficiency), by LGA, 2011/12



 

SLHD Renal Dialysis Plan  Page 12 of 20 

5. ANTICIPATED FUTURE DEMAND LEVELS 

INCREASED DEMAND DRIVERS 

The local demand for renal dialysis is expected to continue growing into the future.  
Contributing to this expectation is the projected numeric growth of residents in Inner West 
Sydney.  By 2031, an additional 190,500 people are projected to be added to the local 
population.  As demonstrated in Table 7 below, all LGAs are projected to grow over the next 
20 years, with the most rapid growth projected to occur in City of Sydney LGA, followed by 
Canada Bay and Burwood LGAs. 

Table 7: SLHD projected population growth over time by LGA, 2011-2031 

LGA 2011 2021 2031 

Numeric  
growth 
2011-
2021 

% 
growth 
2011-
2021 

Numeric 
growth 
2011-
2031 

% 
growth 
2011-
2031 

Ashfield (A) 43,550 48,700 53,500 5,150 11.8% 9,950 22.8%

Burwood (A) 34,100 41,100 47,350 7,000 20.5% 13,250 38.9%

Canada Bay 
(A) 

80,100 98,150 111,350 18,050 22.5% 31,250 39.0%

Canterbury (C) 145,200 162,000 181,900 16,800 11.6% 36,700 25.3%

Leichhardt (A) 55,700 61,300 67,650 5,600 10.1% 11,950 21.5%

Marrickville (A) 81,150 90,900 102,350 9,750 12.0% 21,200 26.1%

Strathfield (A) 37,100 45,650 50,850 8,550 23.0% 13,750 37.1%

Sydney (C) 
SLHD* 

105,066 133,537 157,498 28,471 27.1% 52,432 49.9%

SLHD Total 581,966 681,337 772,448 99,371 17.1% 190,482 32.7%

Source: NSW Planning & Environment Population and Household Projections, 2014 Final 
Note: Population projections are developed at LGA level only.  SLHD’s portion of the City of Sydney 
LGA assumes the current SLA ratio of population remains the same. 

 

The number of older people in the population is also projected to continue increasing.  Age-
associated deterioration of kidney function, combined with increased likelihood of comorbid 
chronic diseases, predispose older people to Chronic Kidney Disease.  By 2021, an 
additional 51,810 people aged over 65 are projected to live in the District.  The highest 
proportionate growth is expected to occur in City of Sydney LGA, followed by Leichhardt 
LGA and Strathfield LGA.  The LGA with the highest projected numeric growth in people 
aged over 65 is Canterbury, with an additional 11,350 residents 65+, followed by City of 
Sydney LGA with 10,500. 
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Table 8: SLHD projected population growth 65+ by LGA, 2011-2031 

LGA 2011 2021 2031 

Numeric  
growth 
2011-
2021 

% 
growth 
2011-
2021 

Numeric 
growth 
2011-
2031 

% 
growth 
2011-
2031 

Ashfield (A) 6,250 7,850 10,050 1,600 25.6% 3,800 60.8%

Burwood (A) 4,900 6,350 8,300 1,450 29.6% 3,400 69.4%

Canada Bay 
(A) 

11,150 14,900 19,700 3,750 33.6% 8,550 76.7%

Canterbury (C) 19,400 24,150 30,750 4,750 24.5% 11,350 58.5%

Leichhardt (A) 5,600 8,050 10,250 2,450 43.8% 4,650 83.0%

Marrickville (A) 8,300 11,050 14,350 2,750 33.1% 6,050 72.9%

Strathfield (A) 4,350 5,950 7,850 1,600 36.8% 3,500 80.5%

Sydney (C) 
SLHD* 

7,941 12,830 18,454 4,889 61.6% 10,513 132.4%

SLHD Total 67,891 91,130 119,704 +23,239 34.2% +51,813 76.3%

Source: NSW Planning & Environment Population and Household Projections, 2014 Final 
 

The demand for renal dialysis is expected to be further consolidated by a continued growth 
in chronic diseases, particularly Type 2 Diabetes.  Diabetes is of particular interest as it is 
estimated that approximately one third of people with diabetes develop kidney disease.  
Over the last decade, the prevalence of self-reported diabetes in Australia has more than 
doubled, increasing from 1.5 per cent to 4.2 per cent between 1989-90 and 2011-12 (AIHW 
2013).  This increasing prevalence of diabetes is a major contributor to the increase in CKD 
and treated ESKD in Australia, with diabetes now the leading primary cause of new cases of 
treated ESKD (ANZDATA 2013).  

Also expected to add to an increased demand in renal dialysis services in the future is the 
evidence that a considerable proportion of the population has undiagnosed and untreated 
early to mid-stage renal disease , continued changes in survival from competing mortality 
risks, and improved early kidney disease detection. 

  



 

SLHD Renal Dialysis Plan  Page 14 of 20 

PROJECTED DIALYSIS DEMAND 

There are a number of components driving the need for new renal dialysis capacity in SLHD: 

 Current units have reached capacity 
 The need to build capacity to accommodate predicted growth in demand 
 Evidence of patients with excessive commutes (>30 minutes) 

The table below (Table 9) outlines the District’s projected chair and service requirements to 
2026.  This table is a base case projection assuming current distribution of services and 
chairs continues, and is not intended to be a recommendation. Options for the appropriate 
distribution of chairs and services are provided in Section 6 below. 

A summary of calculation assumptions is provided in the following section. 

Table 9: Base case projections - SLHD current and projected Renal Dialysis need 
2012, 2017, 2022 and 2027 based on medium growth rate of 5.8% and sessions 
available across sites remaining the same 

 Actual Projected 

Modality Facility 
2014 2017 2022 2027

Patients Chairs Treatments Patients Chairs Patients Chairs Patients Chairs
Facility-
based 

Concord 
in-centre 

38 12 5,938 44 12 52 14 61 17 

Concord 
satellite 

36 14 
(75%

) 

5,604 54 14 78 19 111 28 

RPAH in-
centre 

25 10 3,934 28 8 34 10 40 11 

RPAH 
satellite 

115 33 17,892 156 39 212 53 286 72 

Sub-total 
Facility  

214 69 33,368 284 73 376 96 499 128

Home-
based 

Concord  90 - - 119 - 158 - 210 - 
RPAH 130 - - 172 - 228 - 303 - 
Sub-total 
Home 

220 - - 292 - 387 - 513 -

Total SLHD Renal 
Dialysis 

436 69 576 73 763 96 1,012 128

Note: Assumptions underlying calculations are provided below. 

 

Table 10: Projected demand for renal dialysis by modality with current sessions 
maintained 

Modality 

2017 2022 2027 

Chairs 
Additional to 

current Chairs 
Additional to 

current Chairs 
Additional to 

current 
In-Centre 20 - 24 +2 28 +6 
Satellite 52 +5 72 +25 99 +52 
Total SLHD Renal Dialysis 72 +5 96 +27 127 +58
Home-based 292 pts +72 387 pts +167 513 pts +293 
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PROJECTION ASSUMPTIONS 

The projections are based on the assumption that the District will experience an heightened 
average smoothed sustained 5.8 per cent compound annual growth to 2027, with the ratio of 
facility-based to home dialysis remaining at 10:11 with appropriate assisted home dialysis 
staffing for intensive follow up and support.  Staff will continue to work with patients to 
ensure home therapies are encouraged where appropriate, and the state-wide role and other 
inter-District flows will remain. 

In 2010, the NSW Ministry of Health released revised projections for the prevalence of 
dialysis to 2021 by Area Health Service.  Sydney South West Area Health Service, to which 
SLHD belonged, was nominated an annual compound growth rate of 4.5 per cent, below the 
state-wide average estimated to be 4.7 per cent p.a.  However, over the six years since 
2006/07, SLHD hospitals have experienced 5.8 per cent compound annual growth rate in 
SRG 23 Renal Dialysis separations.  With a plateau in the national incidence of ESKD 
witnessed over recent years and intensive preventative and early intervention efforts 
underway, it was felt a 5.8 per cent smoothed sustained annual growth rate to 2027 was 
reasonable to be employed in dialysis planning. 

On advice of the Head of Department State-wide Renal Services, the majority of anticipated 
growth will be most suitably accommodated in satellite facilities in the future.  However 
growth in in-centre patients unsuitable for treatment in satellite facilities will still increase in 
line with the overall growing and ageing patient population of the hospitals. 

Whilst the number of required treatments varies from patient to patient, on average one 
patient requires 156 treatments per year.  At 100 per cent occupancy, one satellite chair 
operating two sessions/day over six days per week can conduct 624 treatments per year.  
Should nocturnal sessions be introduced on weekdays, capacity is bolstered to 884 
treatments annually. 

At 90 per cent occupancy, one in-centre chair can conduct 562 treatments. 

DATA LIMITATIONS 

Projections are, by nature, estimates of what might reasonably occur in the future.  Although 
the approach presented is based on historical trends combined with expectations as to what 
might reasonably occur as informed by available evidence, there is no guarantee of exact 
realisation in the future.  Future dialysis numbers may be subject to a number of potential 
changes that would heavily impact on numbers of patients requiring treatment.  
Unforeseeable modifying factors may include changes to underlying disease incidence, and 
changes in rates of chronic disease progression due to treatment changes. 
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6. PRINCIPLES AND OBJECTIVES FOR THE FUTURE 
PROVISION OF RENAL DIALYSIS 

A successful arrangement of renal dialysis services should adhere to the following principles: 

 Services should be patient and family-centred, including choice of modality where 
appropriate. 

 Services should be delivered as close as possible to where people live, if safe, 
effective and at a sustainable cost to do so. 

 Care needs to be holistic – provided by multidisciplinary collaborative teams – and 
integrated with other hospital and primary health services through effective 
partnerships. 

 Each location for in-centre or satellite dialysis should have sufficient patient volume 
to maintain skill and competence of health care professionals.  The centres should be 
staffed in structures able to withstand temporary vacancies and leave cover without 
excessive cost or burden.  The minimum efficient size for metropolitan satellite 
centres is considered to be 10-12 chairs, or structured in multiples of five 
thereafter for larger centres. 

 The appropriate nursing ratios to facilitate the current agreed model of care is 1:3 for 
in-centre chairs, and 1:5 for satellite centres. 

In assessing service options, the following should be considered: 

 The extent to which the option can be implemented within existing or planned capital 
infrastructure. 

 Resource implications for each option, including provision of chairs, equipment, 
parking, storage, staffing, support services. 

 The need for approval by the Ministry of Health, for example, of private-public 
arrangements. 

 Ease of transportation, both for cars, ambulance patient transport and public 
transport. 

 Stakeholder acceptability. 
 Feasibility of the option. 
 Ability to provide a solution to the health service need. 
 Options should align with projected growth timelines. 

Public private partnership 

Another model option is the establishment and delivery of satellite dialysis by a third party 
contracted by the public sector.  Invoicing may be based on a set price per dialysis treatment 
and reimbursed according to the number of treatments completed in a month or other 
defined period of time. 

This option has the following perceived benefits: 

 Access to technology, often latest machinery and consumables if leased by the third 
party, without capital funding 

 Maintenance and tender management  
 May not include construction or refurbishment costs 
 Contracts may be expanded to include  the management of public patients under the 

direction of SLHD nephrologists  
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The service would need to meet standard facility requirements for the delivery of renal 
dialysis.  It would ideally have adequate parking available, be near public transport and 
located in an area of high growth in 65+ years, and of socioeconomic disadvantage. 

Purchasing public dialysis sessions delivered by private providers 

A further option to consider in times of limited capacity in renal dialysis services is the 
purchasing of public dialysis sessions from private providers on a price per treatment basis.  
This option would assist in delaying capital builds until demand amenable to effective staffing 
ratios are forecast. Dialysis purchasing would involve contained and agreed numbers and 
the service can operate in a relatively discrete service context without other public health 
service involvement on-site. Having private provider choice available may convert more 
patients with private health insurance as they may perceive improved amenities not currently 
available to patients treated in public units.  

As demonstrated on Map 1 above, there are currently no private providers of renal dialysis 
within the SLHD boundary.  It may be plausible to enter discussions with major providers to 
assess the opportunities in SLHD.  
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7. OPTIONS FOR THE FUTURE DELIVERY OF RENAL 
DIALYSIS IN SLHD 

 

ASSUMPTIONS UNDERLYING PROPOSED OPTIONS 

 In-centre growth to be accommodated at both Concord and RPA hospitals as per 
current distribution. 

 Concord Hospital dialysis chairs will be fully utilised within available funding in 2014. 
 North West precinct will be developed.  Original planning provides for three to five 

additional satellite chairs.  
 Equity considerations provided for added services at Canterbury as a priority. 
 Additional satellite dialysis chair distribution between Concord and RPA hospitals 

accounts for projected growth of hospitals, as well as aiming for efficient unit size. 
 All home dialysis training is currently undertaken at RPA. It is believed any additional 

growth in training could be accommodated on site within existing resources.  Home 
visit attendance at the site is only for a defined period at the commencement of home 
therapies, after which time staff travel to patients for routine maintenance or as 
required.  Training is currently centralised at one location as is felt to be beneficial to 
concentrate staffing expertise, enables staff coverage when required, and provides a 
more efficient model of service delivery.  The Home Therapies Clinical Nurse 
Consultant frequently visits Concord Hospital to provide localised follow-up support to 
patients, and this could be extended to other service sites that may be established.  
The arrangement of home dialysis services could possibly be assessed in view of the 
need to achieve optimal patient access across the District. 
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OPTION 1: RPA NW ONLINE 2014/15; 20-BED CANTERBURY DIALYSIS 
CENTRE ONLINE FROM 2017/18; CONCORD EXPANSION 2022/23 

Build = black, commission = (red) 

  2014 2016 2018 2020 2022 2024 2026 Total 
RPA 
Hospital 

In-
centre 

  3 (3) 

Satellite 5 (5)   38 (+5)
Concord 
Hospital 

In-
centre 

 3 (1) (1) (1)  

Satellite  20 (6)  (11) 6 (9) 40 
(+26)

Canterbury Satellite  20 (10) (6) (4)   20 
(+20)

Total 
SLHD 

In-centre 22 (22) 22 (22) 22 (22) 25 (23) 25 (24) 25 (25) 28 (28) 28 (+6) 
Satellite 52 (52) 52 (52) 72 (62) 72 (68) 92 (78) 92 (89) 98 (98) 98 

(+51) 

 Concord Hospital dialysis chairs will be fully utilised within available funding in 2014. 
 Five additional plumbed satellite chairs in new RPA NW Precinct to be commissioned 

by 2014/15. 
 20-chair satellite unit to be built at Canterbury Hospital, initially with ten chairs 

commissioned in 2018/19, and fully commissioned by 2022/23. 
 Additional 26 satellite chairs to be accommodated at or near Concord Hospital by 

2026. 

OPTION 2: RPA NW ONLINE 2014/15; CANTERBURY DIALYSIS 
CENTRE 2017/18 PLUS ALTERNATE COMMUNITY OR PRIVATE 
SECTOR LOCATION 2022/23; PRIVATE PURCHASING COMMENCING 
2024/25 

Build = black, commission = (red) 

  2014 2016 2018 2020 2022 2024 2026 Total 
RPA 
Hospital 

In-
centre 

  3 (3) 13 (+3)

Satellite 5 (5)   38 (+5)
Concord 
Hospital 

In-
centre 

 3 (1) (1) (1) 15 (+3)

Satellite    14 (--)
Canterbury Satellite  20 (10) (6) (4)  20 

(+20)
Other 
Community 
Location 

Satellite  15 (10)  (5)  20 
(+20)

Private 
purchasing 

  (2) (9) (11)

Total 
SLHD 

In-centre 22 (22) 22 (22) 22 (22) 25 (23) 25 (23) 25 (24) 28 (28) 28 (+6)
Satellite 52 (52) 52 (52) 72 (62) 72 (68) 87 (78) 92 (89) 95 (98) 95 

(+48) 

 Concord Hospital dialysis chairs will be fully utilised within available funding in 2014. 
 Five additional plumbed satellite chairs in new RPA North West Precinct to be 

commissioned by 2014/15. 
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 20-chair satellite unit to be built at Canterbury Hospital, initially with 10 chairs 
commissioned in 2018/19, and fully commissioned by 2022/23. 

 A fourth community location to be considered to host a satellite unit beginning 2023.  
A public-private arrangement may be developed for the delivery of services.  The 
location should be in an area of growth and ageing, and accessible by public 
transport.  Options could include private hospitals or integrated primary care centres 
subject to appropriate facilities. 

 Private service purchasing to meet unmet demand to commence in 2025, with 
sessions for up to eight chairs purchased by 2027. 

 

INTER-DISTRICT FLOW RETRIEVAL ON OPENING CANTERBURY DIALYSIS 

As outlined in Section 3 above, approximately 1/3 of Canterbury residents are receiving their 
renal dialysis treatments in hospitals outside of SLHD.  Should a satellite dialysis centre be 
opened at Canterbury Hospital, it can be expected that a proportion of these residents will 
choose to receive their treatment closer to home at Canterbury Hospital. 

It cannot be expected that 100 per cent of Canterbury residents will flow back to Canterbury 
Hospital due to natural flows at the boundary’s proximity to St George, St Vincent’s and 
Bankstown Hospitals, patient preference and other specialist referring relationships.   

When taking the average number of separations for Canterbury resident outflows between 
2009/10 and 2011/12: 

 Should 30 per cent of Canterbury LGA residents flow back to Canterbury Hospital, 
the District will require an additional two chairs on top of current supply. 

 Should 50 per cent return, the District will require an additional three chairs on top of 
current supply. 

 

SUMMARY OF KEY ISSUES 

 Dialysis service provision has reached maximum capacity.  Should the additional four 
afternoon sessions at Concord Satellite Unit be opened, it is expected this will reach 
capacity within the next six to 12 months. 

 All options require significant capital expansion to accommodate projected growth to 
2027, and new builds would need to be accompanied by adequate additional Allied 
Health support, treatment and procedures spaces, and clinic rooms. 

 From an equity perspective, it would be desirable to immediately develop satellite 
dialysis on the Canterbury Hospital site. However, is acknowledged the hospital is 
landlocked and any major capital developments should give consideration to the 
wider campus master planning. 

 An option may be to redevelop the Canterbury Community Health Centre as an 
ambulatory care facility, should appropriate alternate accommodation for Community 
Health in the vicinity be secured. 

 Consideration should be given to whether home-based dialysis training should 
continue to be centralised at RPA Hospital into the future.   




