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THE AUSTRALIAN AND NEW ZEALAND RENAL DIETITIANS
WORKFORCE PLANNING GROUP (2010-2012) – a sub-group of the DAA
Renal IG and includes members of the Dietitians Association of Australia and
Renal Dietitians from New Zealand
Members: Carmel Crosby (NSW - convenor Workforce Group), Katrina Campbell
(Queensland), Lauren Caruana (Northern Territory), Maria Chan (NSW), Ruth Dumont
(Western Australia), Kristi Germaine (Victoria), Sarah Gordon (Australian Capital Territory),
Phil Juffs (Queensland), Lyn Lloyd (NZ), Anthony Meade (South Australia), Robyn
Montgomery (Tasmania), Aditi Patwardhan (NSW), Karen Salamon (Victoria)
Members for 2016 review: Carmel Crosby (NSW - convenor Workforce Group), Maria Chan
(NSW), Ruth Dumont (Western Australia), Lyn Lloyd (NZ), Anthony Meade (South
Australia), Robyn Montgomery (Tasmania), Aditi Patwardhan (NSW), Karen Salamon
(Victoria), Katrina Campbell (Queensland), Joanna Martin (Queensland), Simone McCoy
(Queensland), Kate Killen (Northern Territory), Claire Speer (Australian Capital Territory),
Members for 2018 review: Carmel Crosby (NSW – convenor Workforce Group), Maria
Chan (NSW), Ruth Dumont (Western Australia), Lyn Lloyd (NZ), Anthony Meade (South
Australia), Robyn Montgomery (Tasmania), Karen Salamon (Victoria), Joanna Martin
(Queensland), Stephanie Notaras (NSW)
It would be appreciated if any users of this resource, contact the Renal Interest Group convenor,
via the Dietitians Association of Australia (info@daa.asn.au), with comments/suggestions as
part of ongoing evaluation.
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1. EXECUTIVE SUMMARY
In 2010 the Dietitians Association of Australia (DAA) Renal Interest Group (IG) set improving
staffing levels as its top priority. A DAA Renal Dietitians Workforce Planning Group was
formed and included experienced renal dietitians from Australia and New Zealand. This
document has been produced by this group to provide recommendations on minimum dietetic
staffing levels required for the various renal modalities.

2. INTRODUCTION
Survey data 1, 2 has shown repeatedly that staffing allocation of dietitians in many renal medicine
services is inadequate and distributed on a relatively ad-hoc basis resulting in serious
inequalities in service provision across sites. Many renal dietitians operate as sole practitioners,
with little support staff, without consideration of the patient complexity, growth in numbers of
renal patients and services or variety in treatment modalities.
The incidence rate of treated End Stage Kidney Disease is projected to increase by nearly 80%,
from 11 per 100,000 population in 2009 to 19 per 100,000 population in 2020. 3 Growth in the
dialysis population has been 3% per annum over the 4 years to 2013 4 and for every new case
of end stage kidney disease treated with dialysis or transplantation, there is one that is not. 5 It
is therefore imperative that renal dietitian staffing levels are enhanced, so as to improve the
nutritional status of people with Chronic Kidney Disease (CKD) and those on Renal
Replacement Therapy (RRT).

3. BACKGROUND
Nutrition Care of the person with renal disease
Kidney disease is a complex progressive disease resulting in multiple, undesirable consequences
that effect the individuals’ nutrition status (uraemia, metabolic acidosis, hyperkalaemia,
hyperphosphataemia). Nutrition care is vital at all stages of CKD.
Nutrition care practiced by a dietitian involves a comprehensive assessment of multiple factors,
determination of nutrition related problems and potential aetiologies prior to developing an
appropriate nutrition prescription. Nutrition interventions are designed for individual patients and
need to prioritize factors with the largest impact on health outcomes and mortality risk.
Monitoring and evaluation assesses the effectiveness of the nutrition interventions.
Renal dietitians are trained experts in renal nutrition and should provide nutrition care to patients
on dialysis and those with Stage 3 – 5 CKD. 6-9 Generalist dietitians or diabetes dietitians can
provide nutrition care for patients in the earlier stage of CKD Stages 1 – 2 and stable renal
transplant recipients.
A challenge for patients is the ability to access a specialised renal dietitian despite evidence
showing the benefit of reduced mortality rate, improved serum albumin and reduced cachexia.
Slinin et al 10 reported that adult renal patients seen by a dietitian prior to initiating dialysis had
19% lower mortality rate than those who had not. Secondary analysis of data from the Dialysis
Outcome and Practice Patterns Study (DOPPS) reported that haemodialysis patients cared for by
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a dietitian were 15% less likely to have low serum albumin and were 13% less likely to be
cachexic. 11 Low albumin has long been associated with increased mortality in renal patients.
An Australian study 12 showed less malnutrition, increased protein and energy intake and a
decrease in serum phosphate over a 3 year period, where renal dietitians implemented a
systematic approach to patients’ nutritional care, based on the Australia and New Zealand
Evidence Based Practice Guidelines for the Nutritional Management of CKD. 6. Some hospital
admissions for hyperkalaemia (4000 in NSW in 2007) 13 could possibly be prevented with more
regular review by a renal dietitian.
Renal dietitians deliver services to both inpatients and outpatients for people with all types and
stages of kidney disease including Acute Kidney Injury, kidney stones, CKD, RRT
(haemodialysis and peritoneal dialysis), Renal Supportive Care and transplantation.
Traditionally, dietetic services have only been allocated for renal in-patient care but increasing
numbers of patients on dialysis and in outpatient services means that staffing across most
services is currently inadequate and needs to be addressed.
Current renal nutrition guidelines 6, 9, 14-17 recommend the following minimum nutrition
assessment and intervention:
 CKD Stage 3 (GFR is <60ml/min/1.73m2 ) – every 6-12 months
 CKD Stages 4 and 5 (GFR < 30ml/min/1.73m2) - every 1 to 3 months
 Established dialysis patients - every 3-6 months 6, 9
 Established transplant recipients – yearly 16

4. USING THIS DOCUMENT
This document is intended to be used by renal dietitians, renal unit and dietetic managers and
other administrators to assist in the planning and recruitment of appropriate dietetic staff for
renal services. This includes, but is not limited to, business planning to actively advocate for the
consideration of nutrition and dietetic services when models of care are being developed or new
services planned. 18
With variability between sites, services and populations, it is recommended that these guidelines
be used as part of a business case, using information relevant to individual workplaces. Several
factors may impact on staffing requirements such as client complexity, case mix, models of care,
skills and expertise of staff, local level infrastructure and processes, local demographics
impacting on the health needs of a community and financial resource. 18
The Resource Allocation Manual, 18 produced by DAA, is a useful tool for compiling a business
case for dietetic resources and staffing. The GMCT/NSW Health Metropolitan Hospital Allied
Health Project - Clinical Interventions and Staffing Guidelines21 also has valuable information
to assist a business case.
These renal dietitian workforce recommendations are the minimum requirements for assessment
and intervention in patients with CKD or RRT. If an enhanced service is to be provided,
additional time would be required and this can be provided for at individual workplaces.
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5. RECOMMENDED HOURS FOR RENAL DIETITIAN CONSULTATIONS

Outpatients
The Australia and New Zealand Evidence Based Practice Guidelines for the Nutritional
Management of CKD 6 and other guidelines 9, 14-17, 19, 20 have been used as a basis to estimate
the required consultation hours per annum (PA) per type of renal patient. In addition, expert
opinion was sought from experienced renal dietitians in Australia and New Zealand and the
DAA Renal Dietitians IG Workforce Planning Group, to calculate time required per patient.
The minimum recommended renal dietitian consultation hours for each renal modality are
detailed in Table 1.
 New patient consultation hours should be added to the overall ongoing established
patient population, as new patients take additional clinical care time.
 If CKD patient numbers are unknown, criteria for referral of CKD patients to the renal
dietitian should be developed and used to estimate the CKD patient population.
Alternatively, count the numbers of new and established CKD patients seen yearly. This can,
however, underestimate the true numbers of CKD patients and consequently the actual hours
required to service this population adequately.
 All the different types of patients seen in the area covered by the renal dietitian position need
to be included, and calculations made to provide for adequate hours PA to service all
patients.
Hospital Inpatients
In 2015, experienced renal dietitians from New Zealand and the DAA Renal IG have calculated
the average actual time spent per acute hospital inpatient admission as 2.05 hours (range 1.2-3.5
hours) per patient. Many dietitians felt more time would be spent with patients and more patients
would be seen if there was sufficient staffing. In addition, many hospital dietitians spend time,
which is not recorded in patient statistics, screening new inpatients using the electronic medical
record to view admission data, blood test results etc, and thus decide if a patient needs to be
formally assessed. For these reasons it is recommended a minimum of 2.25 hours per inpatient
per admission be used for calculations.
Renal inpatient loads vary in each workplace. In some cases, the renal dietitian workload may
be limited to patients admitted to a dedicated ward, whereas in other cases it may include all
renal patients admitted within the hospital. The total number of inpatients with renal disease
seen by the renal dietitian PA, needs to be calculated, depending on the practice in each
workplace. This can then be used to determine the number of renal dietitian FTE required for
inpatients at that site.

HOSPITAL INPATIENTS – Total hours per patient admission

2.25 hours
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Table 1: Minimum Time Recommendations for Renal Dietetic Consultations
Columns 1
Modality

Outpatient CKD
Stages 1-3

Outpatient CKD
Stages 4 – 5,
Supportive Care
and Pre-dialysis
Outpatient Haemodialysis service*
Outpatient
Peritoneal Dialysis
service*
Transplant
(provided as
Inpatients and
Outpatient service)
HOSPITAL
INPATIENTS

2
New Patient
consultation
hours (hours in
first 1-2 months)

3
Established **
patient
consultation hours
Per Annum (PA)

4
Hospital
Inpatient
consultation
hours per
admission

2

4

----

2

6***

----

2

8#

----

2

8#

----

5 hours in
first 3
months

2

----

----

----

2.25

NB. As described in following sections, an additional 50% time is required for culturally diverse
groups, so all hours in this table should be increased by 50% for such clients.
* Includes all consultations to home, in-centre, satellite and training patients except when they are
hospital inpatients
**Established patient hours are in addition to “New patient consultation hours” i.e. new patients would
require 10 hours PA in total and established patients 8 hours PA. If patients change modalities,
additional 2 hours consultation is required
*** 6 hours PA are required for Stage 4-5 (verses 4 hours PA for Stage 1-3) for established patients
preparing for dialysis or on the Supportive Care Pathway (Conservative Management). 1 hour
every second month is allowed for dietitian review. Adjust hours locally according to determined
need.
#

Established dialysis patient hours based on:
- 6 monthly nutritional assessment (2hrs each)
- review with minimal intervention post monthly blood tests (2 hours PA)
- additional nutrition intervention for emergency consults, malnourished patients, pretransplant weight control, new co-morbidities etc (2hr PA)

Page | 7

6. CALCULATING RENAL DIETITIAN WORKFORCE
REQUIREMENTS (see Appendix 3 for the calculation worksheet and accompanying
excel spreadsheet to assist in the calculation process)

FTE required per modality = (a x b) ÷ c
Where, for either new or established patients or inpatients:
a = hours required PA per modality per patient (see Table 1)
b = numbers of each type of patient PA at this workplace
c = total hours available for the renal dietitian PA (see Appendix 1)

7. CONCLUSION
The DAA Renal Dietitians IG Workforce Planning Group has responded to the need for renal
dietitian workforce recommendations to guide those planning renal services. This document can
be used along with other tools to upgrade existing services, in business planning, when models
of care are being developed or new services planned.
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APPENDIX 1: HOURS AVAILABLE FOR CLINICAL CARE PER FTE
STAFF MEMBER
A. Proportion of time spent on clinical care
1. The amount of time in a dietitian’s work day apportioned to clinical care needs to be
determined. Clinical care time includes anything that can be assigned to an individual
patient e.g. consulting the patient or other staff about the patient, checking blood results,
reading and writing medical record entries or letters, organising the hospital diet and also
activities such as ward rounds or discussions on a number of patients, planning and
delivery of group education sessions and travel time.
2. This clinical care time has been estimated at 65% of a senior renal dietitian’s work
hours 18, 19, 21 and this figure will be used in this document to determine hours available
each year by the consulting renal dietitian. An alternative % time spent on clinical care
can be calculated for individual workplaces if information is available
3. The remaining 35% of time is for (a) clinical service management (administration, data
collection, service development, special projects); (b) teaching and training; (c) research
and quality improvement; (d) mandatory training; (e) patient education resource
development.
B. Hours available need to be adjusted for:1. Increased management duties which results in a reduced percentage of time (<65%)
available for clinical care.
2. Junior renal dietitians, who might spend more time on clinical work (estimated 80%).
3. Culturally diverse patient caseload, such as those with a non-English speaking
background or indigenous clients. The expert group estimated that these patient groups
require 50% extra time.
4. Travel time to outlying centres or home patients
5. Time spent covering for non-renal clinical workloads
6. Leave cover: As workplace arrangements for leave coverage vary, it should first be
determined how many hours the renal dietitian will be in attendance per annum. This can
be calculated for each workplace, depending on how many hours are worked per week
(e.g. 38 or 40 hour week) and whether there is cover for the various types of leave or days
off, including public holidays. The following scenarios consider different levels of leave
cover and use either (a) a 38 hour week with no ADOs or (b) a 40 hour week. A 40 hour
week is either the usual hours of work (e.g.NZ) or if a 38 hour week is worked as a 40
hour week with 12 ADOs taken PA. There are then 2080 hours PA (40hrsx52weeks)
a) 38 hour week: if 10 public holidays, 4 weeks annual leave, 1 week sick, conference etc
leave are not covered, maximum hours available per FTE are 1712 hours (45 weeks).
65% of 1712 hours =1113 hours. This scenario would also apply to someone working a
38hour week as 40 hours per week with no ADO cover on the 12 ADOs PA
b) 40 hour week: if 10 public holidays are not covered and all other leave and ADOs are
covered, then the maximum hours available per 1 FTE are 2000hours (2080hrs minus
80hrs for 10 public holidays) (=50 weeks). 65% of 2000 hrs = 1300 hrs
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Table 2: Calculation of Total Hours Available per Dietitian PA for Patient Care
Dietitian hours available PA adjusting for hours worked
per week and leave coverage, as per Appendix 1, B.6
Adjust for % time available for clinical care (Appendix 1, A.2)
e.g. senior dietitian 65%, junior dietitian 80%
Adjust for increased management time
Adjust for travel time
Adjust for time spent covering non-renal clinical workload
Other adjustments for local issues
Total hours available per year for patient care [(c) in FTE
equation, page 8]

Notes
1. To adjust for requiring 50% additional time for culturally diverse patients, it is easier to do
separate calculations in Tables 5 and 6 than to adjust hours available for the dietitian PA in
this section e.g. if there are 100 established haemodialysis patients, with 20 being indigenous,
calculate Table 6 for 80 patients and re-calculate using 50% more hours in column 2 (i.e. 12
hours PA for established haemodialysis patients) for the 20 indigenous patients. This can be
done for each modality where there is a percentage of culturally diverse patients

2. Expected part-time positions can also be calculated as above as FTE required is the end
resulting figure. All leave covered or not and extra time required for other duties is in the
calculation
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APPENDIX 2: SAMPLE CALCULATION OF RENAL DIETITIAN FTE
REQUIREMENTS
Based on 1113* working hours available PA (c) and sample numbers of patients (b).
(*see Appendix 1:B,b)
FTE required per modality (column 4) = (a x b) ÷ c
Where, for either new or established patients or inpatients:
a = hours required PA per modality per patient. Column 2 (as per Table 1)
b = numbers of each type of patient PA at this workplace. Column 3
c = total hours available for the renal dietitian PA (see Appendix 1)
Table 3 New Patients (Outpatients): Sample calculation
Columns 1
2
3
Modality
New Patient
Number of New
assessment
patients in this
hours (a)
modality PA at this
(hours in first 1workplace (b)
2 months)
CKD Stages 1-5,
2
50
Supportive Care
and Pre-dialysis
2
50
Haemodialysis
2
50
Peritoneal Dialysis
5 (hours in first
Transplant
50
3 months)
--TOTAL

4
FTE required
per modality

0.09
0.09
0.09
0.23
0.5

Table 4 Established patients and Hospital Inpatients: Sample calculation
Columns 1
2
3
4
Modality
Established
Number of
FTE required
Patient
Established patients
per modality
Consultation
in this modality PA
Hours PA(a)
at this workplace (b)
CKD Stage 1-3
CKD Stage 4-5,
Supportive Care
and Pre-dialysis
Haemodialysis
Peritoneal Dialysis
Transplant
Any Hospital
Inpatients
TOTAL

4

100

0.36

6

100

0.54

8
8
2

100
100
100

0.72
0.72
0.18

2.25

500

1.01

--

--

3.53

Total Renal Dietitian FTE required this workplace is (0.5 + 3.53) 4.03 FTE
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APPENDIX 3: WORKSHEET TO CALCULATE RENAL DIETITIAN FTE
REQUIREMENTS
FTE required per modality (column 4) = (a x b) ÷ c
Where, for either new or established patients or inpatients:
a = hours required PA per modality per patient. Column 2 (as per Table 1)
b = numbers of each type of patient PA at this workplace. Column 3
c = total hours available for the renal dietitian PA (see Appendix 1)

Table 5: New Patients - FTE calculation
Columns 1
2
Modality
New Patient
assessment
hours (a)
(hours in first 1-2
months)
CKD Stages 1-5,
Supportive Care and
Pre-dialysis,
Haemodialysis
Peritoneal Dialysis
Transplant
TOTAL

3
Number of New
patients in this
modality PA
at this workplace
(b)

4
FTE required
per modality

2
2
2
5 hours in
first 3 months
--

--

Table 6: Established patients and Hospital Inpatients - FTE calculation
Columns 1
2
3
4
Modality
Established
Number of
FTE required
Patient
Established
per modality
Consultation
patients in this
Hours PA (a)
modality PA at
this workplace(b)
CKD Stages 1-3
4
CKD Stage 4-5,
6
Supportive Care
and Pre-dialysis
Haemodialysis
8
8
Peritoneal Dialysis
Transplant
2
HOSPITAL
2.25
INPATIENTS*
TOTAL
--*Inpatients calculated per admission, whether new or established
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