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Specialised Renal Services (adult) - Definition No. 11 – Kidney Alliance Briefing

Services for kidney disease have been classified as a specialist service and this remains the case at present.  However, there are proposals to reconsider this.  The proposals have gone out to consultation and there is a risk that this classification might change. The growth in the population and in the recognition of chronic kidney disease is beginning to put pressure on the specialist status of renal services, the loss of which would result in a significant loss in quality. 

One of the factors that determines whether or not a service is defined as specialist is the size of population in the area from which commissioning takes place.  The figure used as a guide is a population of 1 million, and services are considered specialised if the figure exceeds 1 million.  This is often treated as a rigid threshold below which services should lose their specialist status.  However, the figure is intended as a guide and interpreting it so rigidly can lead to erroneous decisions. For example many central tertiary units currently manage more than one dialysis unit and many of them manage up to 5 satellite units often based in local DGHs. They operate as hub and spoke services with specialist services provided at the tertiary centre and nephrology and dialysis operated as an outreach service in the DGHs. They commission as a single provider and may cover a population, which can often be as high as2-3 million.  

In addition, the number of units at national level providing services influences its specialist status.  Notionally the crucial cut-off seems to be 50 units above which a service is no longer classed as specialist.  The number of specialist renal units appears to stand close to this figure.  However, since many commission as clusters, the actual denominator i.e. the number of units which are directly commissioned as providers of renal services to the PCTs is much lower than 50.

Not all renal medicine falls under the category of specialist services:  it is important to remember that chronic kidney disease (CKD) is dealt with in primary care.  However, renal replacement treatment (the care of patients who are progressing towards or have actually reached total kidney failure) is a specialist service and has been so for many years and which should remain so.

Renal replacement treatment includes dialysis and transplantation.  There are 19 transplant centres in England and they are geographically co-located with dialysis and other specialist renal services and they are provided by the same specialist staff and provided from the same pool of hospital beds. They normally cover populations of approx 3 million. Care is multi-disciplinary and requires a number of highly specialised skills that are not found in most PCTs.  For example kidney transplantation involves a high proportion of live donors who are prepared to give one of their kidneys to a patient.  This requires huge sensitivity and a lot of counselling support and specialist investigation of potential donors.  Providing these specialised services via individual PCTs would not be cost-effective.  For example some types of dialysis programmes such as peritoneal dialysis and home haemodialysis require specialist training programmes and specialist nursing care.

The needs of a patient with progressive renal failure will vary throughout their lives and they may progress through several treatment modalities until they die. Thus they may start in a specialist pre dialysis clinic, progress to peritoneal dialysis, have a transplant after 2 years, have that transplant fail after 10 years, return to haemodialysis for 4 years, have a second transplant and die of a heart attack 8 years later having spent a total of 22 years on renal replacement treatment.  Therefore an adequate service for renal replacement treatment must be capable of providing all modalities: PCTs are not capable of doing so because the numbers of patients would be too small, they lack critical mass and thus units costs would be prohibitively high.

Haemodialysis requires careful long term strategic planning, significant capital investment and careful geographical placement to provide treatment, which is reasonably accessible to the patient but remains cost effective.  This could not be achieved at individual PCT level.  It requires a long term perspective and significant capital investment that is not feasible at PCT level.  It is therefore important that the Government recognises the benefits of pooling financial risk across a number of PCTs in order to be able to make long-term investment in a comprehensive set of services for kidney patients.  

These benefits are important not only for specialist commissioning to facilitate access to treatments and services for rare conditions, but are also vital in ensuring that strategic design and planning can continue to be applied to optimise the quality and cost effectiveness of services for other conditions where for good reason, the numbers of patients have grown.   Renal replacement treatment is a good example of this where the breadth of specialist multidisciplinary services could be threatened. 

The Government must not allow the rigid adherence to mathematical definitions such as population size and number of treatment centres to exclude services from specialist commissioning, whose past and continuing success is founded on the way specialist commissioning has provided a stable environment in which they have been able to develop.  The needs of such services do not necessarily alter as a result of higher patient numbers and would not be met by PCT commissioning.  

When defining specialist services, the Department of Health should place greater emphasis on the particular requirements of patients who have entered the pathway of renal replacement, a pathway that will continue until they die and which may last for decades and the characteristics of the service, Any decision should be based on whether PCT commissioning or specialist commissioning would best meet those needs.

The Kidney Alliance is an umbrella body representing the interests of patients, charities, industry and professional groups.   The aim of the Kidney Alliance is to bring together the patients' voice and professionals committed to renal medicine.

The founder member organisations contributing to this Kidney Alliance initiative include:


British Renal Society (BRS)


British Transplantation Society (BTS)


Kidney Research UK


National Kidney Federation (NKF)


Renal Association


Joint Royal College of Physicians (London)/Renal Association Committee


Society of DGH Nephrologists


Royal College of Nursing
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