
 
 
 
May 24, 2012 
 
The Honorable Dave Camp 
Chair, House Ways and Means Committee 
United States House of Representatives 
Washington, DC 20515 
 
 
Subject: Request for Input on SGR Reform and Methods for Improving Health 

Outcomes and Efficiency in the Medicare Program   
 
 
Dear Mr. Chairman: 
 
The Renal Physicians Association (RPA) is the professional organization of nephrologists 
whose goals are to ensure optimal care under the highest standards of medical practice for 
patients with renal disease and related disorders.  RPA acts as the national representative 
for physicians engaged in the study and management of patients with renal disease. 
 
RPA believes that the kidney care community and nephrology in general, and RPA 
specifically, have a unique perspective to offer the Ways and Means Health 
Subcommittee with regard to improving health outcomes, enhancing efficiency, and use 
of alternative payment models in the Medicare program.  Nephrologists have been 
reimbursed for their services using a capitated payment model for almost 40 years.  
Similarly, dialysis facilities have been reimbursed for the services provided in that setting 
of care using a bundled payment system since 1983.  The United States Renal Data 
System (USRDS) was established in 1988 to perform research and analysis on end-stage 
renal disease (ESRD) care in the U.S.  Accordingly, RPA has informed and thoughtful 
responses regarding many of the issues raised in the Health Subcommittee’s request.  
 
In addition to the thoughts outlined in the document below, RPA would be happy to serve 
as a resource to the Health Subcommittee as it seeks to address care improvement, cost-
efficiency and innovative payment methodologies in the Medicare program.     
 
Rewarding Quality and Efficiency  
 
How does your organization think quality, efficiency, and patient outcomes should 
be incorporated into the Medicare physician payment system? 
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RPA supports the imperative to more fully integrate quality, efficiency, and risk-adjusted 
patient outcomes into the Medicare physician payment system, but we also believe it 
must be pursued as deliberately, systematically, and in as evidence-based a manner as 
possible.  We urge the Health Subcommittee, and Congress, to include the following 
considerations in advancing towards such change: 
 

• Changes of this magnitude must be supported by substantial research in both the 
pertinent basic science and health services arenas, in order to strengthen the 
essential and necessary scientific evidence supporting a transition to a 
performance-based payment; 

 
• A performance-based payment system that considers and separately rewards both 

high performance and measurable improvement should be implemented; 
 
• Fundamental change to the policy structure underlying the Medicare program, 

specifically assessing the desegregation of the Medicare Part A and Part B 
funding pools, must be considered. Physician activities that improve quality and 
produce savings by decreased hospitalizations ought to be accounted for in the 
adjudication of the funds available for physician incentive reimbursement; and  

 
• The characteristics of unique patient populations such as those with chronic 

kidney disease (CKD) or those on dialysis require special consideration. 
 
In general, RPA supports the framework advanced by many organized medicine groups 
in the last year for implementing change in the Medicare Part B reimbursement model 
based on the following steps: (1) repeal of the sustainable growth rate formula; (2) 
establishment of a multi-year period of payment stability for physicians and other Part B 
providers; (3) creation of alternative payment models to be available subsequent to the 
payment stability period; and (4) use of financial incentives to compel physicians and 
other Part B providers to participate in the alternative payment models once available.  
 
RPA is supportive of the development of an ACO-like renal integrated care model.  We 
believe that the unique nature of end-stage renal disease (ESRD), the integrated system of 
providers necessary to appropriately care for ESRD patients, and existing data-gathering 
capabilities provided by the USRDS, among other factors, support the suitability of an 
ACO-like integrated care model for the treatment of ESRD patients. This issue is 
discussed in greater detail below.      
 
To what extent has your organization developed and/or facilitated the use of: 
 
Quality and Outcome Measures—RPA participates in the AMA’s Physician 
Consortium for Performance Improvement (PCPI) as a voting member, and also serves as 
the lead organization of the Kidney Disease Workgroup. The Kidney Disease Workgroup 
developed 6 ESRD (adult) measures, 6 CKD measures, and 2 ESRD (pediatric) 
measures.  Adult ESRD and CKD measures were pilot tested in four nephrology 
practices; testing was completed and the report was generated in February 2009.  The 
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adult ESRD measures received a time-limited endorsement from the National Quality 
forum (NQF). (The CKD measures were not submitted to NQF at that time because there 
had not been a “call for CKD measures”.)  The workgroup was reconvened October 2010 
to review/revise the existing CKD and ESRD measures and consider development of new 
measures based on RPA’s shared decision-making clinical practice guideline that was 
published in October 2010. These measures were submitted to NQF in June 2011 in 
response to a “call for renal measures”. As of April 2012, 12 renal-related measures had 
been endorsed by the NQF.  In addition, RPA submitted these measures to CMS for 
inclusion in the Physician Quality Reporting System for 2013. 
 
Evidence-Based Guidelines—RPA has developed three evidence-based clinical practice 
guidelines: (1) the RPA Clinical Practice Guideline on Adequacy of Hemodialysis 
published in 1993 was the first clinical practice guideline for the nephrology specialty; 
(2) the RPA Clinical Practice Guideline on Appropriate Patient Preparation for Renal 
Replacement Therapy was published in 2002; and (3) the RPA Clinical Practice 
Guideline on Appropriate Initiation of and Withdrawal from Dialysis initially published 
in 2000 was revised and expanded for the second edition published in October 2010. This 
guideline is particularly timely and relevant as it includes 19 new and revised 
recommendations for initiating, withholding and withdrawing dialysis in adult and 
pediatric patients with acute kidney injury (AKI), CKD, or ESRD plus performance 
measures and implementation tools. The revision includes the following new and 
expanded topic areas: establishing a shared decision-making relationship with patients, 
deciding to initiate or discontinue dialysis, resolving conflicts regarding dialysis, and 
estimating patient-specific prognoses. 
 
Patient Registries—While RPA is fully cognizant of the benefits of developing and 
maintaining specialty-specific patient registries, the complexity and expense of doing so 
for smaller patient populations and specialties is considerable if not prohibitive.  
However, it should be noted that in kidney disease the ESRD Network system was 
established in 1978 and each Network has responsibility for implementing and 
maintaining patient-based quality improvement and oversight initiatives in their 
geographic regions.  In many ways the ESRD Networks serve as a patient registry for 
their geographic areas.     
 
Continuous quality improvement programs or strategies—As discussed above, the 
existence of the ESRD Network System since 1978 and the USRDS since 1988 have 
provided the renal community with the structure for a continual quality improvement 
information loop for several decades.  RPA members have served in leadership positions 
with the individual ESRD Networks across the country during that time, as well as in the 
leadership of the convening organization for this group, the Forum of ESRD Networks.    
 
Electronic Health Records—RPA has facilitated the use of not only electronic health 
records but also physician quality reporting (PQR) measures, e-prescribing measures, and 
maintenance of certification (MOC) through the development of an electronic portal on 
the RPA website titled “Nephrologists’ Guide to National Initiatives.”  This portal 
(https://www.renalmd.org/Physician-Performance-Measures/) is intended to assist 
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nephrology practitioners in navigating how multiple performance measurement efforts 
interrelate and how they can comply with the various requirements. It includes 
information for nephrologists on what the measures are, why they are important, where 
they are housed, what the practitioner needs to know, and how to comply with the 
measures.  
 
What clinical improvement activities have been developed and are supported by 
your organization or have otherwise been used effectively by your members? 

RPA Advanced CKD Patient Management Toolkit-- RPA developed and field tested 
the Advanced CKD Patient Management Toolkit through a rigorous scientific process to 
assist practitioners with implementing the recommendations included in RPA’s third 
evidence-based clinical practice guideline, Appropriate Patient Preparation for Renal 
Therapy (RRT). The toolkit is organized in four main areas – assess, tailor, implement 
and evaluate - includes 16 categories and sets of tools for healthcare providers and kidney 
patients.  

RPA CKD Identification and Co-Management Project—To expand the penetration of 
the Advanced CKD Patient Management Toolkit, RPA launched the Improved 
Identification and Co-Management of Advanced CKD Patients project in Fall 2009. The 
pilot project focused on two nephrology practices and their referring primary care 
practices. Specific tools from the Advanced CKD Patient Management Toolkit were 
selected and modified for use by primary care physicians (PCP) in collaboration with 
nephrologists for implementation, with the goal of better patient outcomes through 
improved identification, communication and co-management. 
 
RPA Collaborative Practice Model for Chronic Renal Care—RPA has developed a 
position paper on use of collaborative practice models (that utilize the skills and abilities 
of nurse practitioners, physician assistants, and other members of the renal care team).  
We believe that such care models offer an effective method of providing high quality care 
to a vastly growing patient population in an era of diminishing nephrologist resources, 
and also have the potential to simultaneously improve the quality of patient care 
delivered and provide greater cost-efficiencies in the delivery of that care. 
 
Vascular Access Initiative—RPA and major dialysis organizations nationwide 
collaborated to develop and launch the Vascular Access Initiative (VAI), a project to 
improve the unacceptable rate of central venous catheter (CVC) use in the nation’s 
kidney patients receiving life-saving hemodialysis. The VAI utilizes a series of 
documents and tools to facilitate that effort, including letters to nephrologists and dialysis 
facilities discussing their roles in this effort, a surgical referral letter, a guidance tool for 
surgical management of CKD patients, and separate letters to hospital CEOs, Quality 
Improvement Organizations (QIOs), vascular surgeons seeking their participation in this 
initiative.   
 
Keeping Kidney Patients Safe—RPA has developed the Keeping Kidney Patients Safe 
portal of the RPA website, http://www.kidneypatientsafety.org/,  which provides 
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information and best practices to prevent the occurrence of adverse patient safety events 
and also assists nephrology professionals in meeting the quality assessment and 
performance improvement (QAPI) requirements outlined in the CMS Conditions for 
Coverage (CfC) for ESRD Facilities. 
 
Alternative Payment Models 
 
Are there quality-enhancing alternatives to fee-for-service, such as bundled 
payments and shared savings models that your members have experience with or 
are developing with private payers? 
 
As noted above, RPA has been urging CMS to make available an integrated care delivery 
model specific to the delivery of renal disease care, as there are numerous features of the 
ESRD care delivery structure and characteristics of the kidney patient population that 
make kidney disease care uniquely suited for implementation of a kidney disease 
integrated care model. These distinctive aspects include:  
 

• The well-defined nature of the ESRD patient population    
• The integrated system of providers necessary to appropriately care for ESRD 

patients     
• Familiarity with alternative and innovative payment models  
• Experience with clinical data gathering structures  
• Nephrology experience with development of clinical performance measures  
• Kidney provider experience with performance measurement 

 
Further, the ESRD Disease Management Demonstration Project was conducted from 
2006-2010, and while only the results for the first three years of the project are currently 
available, they are encouraging.  In short, they indicate: (1) improvement in 
hospitalization, mortality, and transplantation related measures; (2) improvement in 
patient outcomes and processes of care; (3) improvement in patient quality of life, 
experience, and satisfaction measures; and (4) a reduction in the overall cost of care when 
compared to traditional fee-for-service (FFS) expenditures.  Numerous RPA leaders were 
integrally involved with the entities participating in the ESRD Demonstration Project, 
and thus developed extensive experience with regard to the benefits and challenges 
inherent in implementation of such systems.   
 
RPA believes that the combination of the unique aspects of ESRD care delivery and the 
experience the kidney care community gained through the demonstration project serve as 
strong arguments for the implementation of a renal integrated care delivery model.  As 
evidence of RPA’s commitment to the concept of renal integrated care, we joined the 
nation’s two largest dialysis providers, DaVita and Fresenius Medical Care, to develop 
and present a proposal for a renal integrated care network model to the Center for 
Medicare and Medicaid Innovation in May 2011.     
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What are the pros and cons of such approaches? 
 
In general, the benefits of using such approaches are numerous.  In an effective system 
the coordination of care the patient receives will be substantially enhanced, with an 
intended goal of the patient receiving exactly the specific, individualized care appropriate 
to treat his/her condition, and presumably reducing the extent to which unnecessary care 
could be provided. The provision of services that currently are not allowed due to Stark 
regulations, such as transportation and nutrition services, would be allowable, increasing 
the likelihood of improved patient outcomes.  Ideally, the cumulative effects of these 
changes will be increased patient satisfaction and a decrease in the rate of 
hospitalizations. The shared savings elements of these proposals will allow the providers 
most responsible for reducing the rate of hospitalizations, physicians and other Part B 
providers, to receive increased reimbursement for their efforts to improve patient care.  
 
Specific to kidney disease care, the benefits would include but not be limited to: 
 

• Improved medication compliance resulting in reduced complications from co-
morbidities 

 
• More focused and better vascular access care: pre-emptive placement/care of 

fistulas and grafts; reduced use of central venous catheters 
 

• More home dialysis modality use 
 

• Fewer infections 
 

• Fewer hospitalizations 
 

• Fewer missed dialysis treatments due to better case management and patient 
oversight as well as provision of transportation 

 
• Increased pre-emptive transplantation 

 
• Improved nutrition in late CKD and ESRD; dietary supplements without limits 

 
• Payment for AV fistulas at Stage IV and V CKD 

 
• Improved primary care services due to better coordination and co-management 

with the primary care provider 
 

• More consistent management of vaccinations 
 

• Improved education of disease state and processes; reasons for medical 
interventions 
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• Provision of other services in the dialysis clinic (e.g., diabetes educators, 
podiatrists, ophthalmologists, gastroenterologists) 

 
With regard to the possible negative consequences of such approaches, if managed 
ineffectively there could be concern that incentives would be reversed, and in contrast to 
the fee-for-service world where there may be incentives to inappropriately increase the 
volume of services, there could be fiscal incentives to inappropriately withhold services.  
Also, if the governance of these models was not suitably structured, the possibility that 
physicians and other care advocates would not have a meaningful leadership role could 
compromise patient care.   
 
Finally, such a system must be effectively risk-adjusted, particularly for vulnerable, 
chronic illness populations such as those with CKD.  The absence of appropriate risk 
adjustment could lead to either avoidance or disenrollment of high-risk patients (“cherry 
picking” or “lemon dropping”).   
 
Patient Involvement and Regulatory Relief 
 
How does your organization think physicians can encourage beneficiaries to seek 
appropriate, high-value health care services? 
 
Patient education and involvement is a key to fostering the ability of patients to be more 
discerning consumers of health care services, and RPA commends Congress for 
establishing the Kidney Disease Education (KDE) benefit as part of the Medicare 
Improvements for Patients and Providers Act (MIPPA).  However, as with many aspects 
of healthcare delivery in the Medicare program, regulatory constraints unrelated to the 
original benefit have limited its effectiveness.   
 
While many RPA members and other nephrologists were anxious to provide the KDE 
services to their Stage 4 CKD patients (those nearing ESRD but still with some residual 
kidney function), Stark regulations require the providers of care to collect a co-payment 
from their Medicare beneficiaries. This has led many patients to resist participating in the 
educational programs since this co-payment adds to their out-of-pocket expenses.  In a 
separate but related issue, the MIPPA legislation limits the KDE benefit to those patients 
with Stage 4 CKD, while a small but significant number of patients who have Stage 5 
CKD (essentially, little to no kidney function), are prevented from accessing the KDE 
benefit because CMS has ruled that MIPPA legislative language is binding and thus only 
available to Stage 4 patients.   
 
In short, RPA believes that patient education is critical to empowering beneficiaries to 
seek appropriate, high value care, and removing barriers to such educational services is 
essential.  
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Are there administrative and regulatory burdens that your organization sees as 
barriers to fundamental delivery system reform? If so, please describe. 
 
Like many other medical organizations and health policy stakeholder groups, RPA 
believes that the segregation of the Medicare Part A and Part B funding pools is a 
primary barrier to fundamental delivery system reform. The separation of these funding 
pools may have been useful in the 20th Century but currently appears to be more of an 
artifact of a previous policy structure that does not promote the more global 
responsibilities of health care providers participating in each pool.  RPA therefore urges 
the Health Subcommittee to explore development of payment models that mitigate the 
impact of the separate Medicare funding pools.   
 
Are there unnecessary administrative and regulatory burdens that your 
organization sees as taking valuable time away from seeing patients and/or 
increasing costs to the Medicare program? 
 
Unfortunately, there are numerous regulatory obstacles to the provision of appropriate 
kidney care to all patients with some degree of kidney disease that either steal time from 
nephrology practitioners or increase costs to the Medicare program. These are listed 
below according to topic heading.  
 
Meaningful Use—There is a significant obstacle uniquely facing nephrologists in their 
efforts to participate in meaningful use.  In short, due to the structure of the end-stage 
renal disease (ESRD) monthly service codes and the meaningful use program’s “50% 
rule”, nephrologists are required to duplicate virtually all of their documentation to 
demonstrate meaningful use. In our comments on the proposed Stage 2 meaningful use 
rule, RPA proposed a solution that would incorporate the unique patient encounter 
concept within the eligibility requirement to address the issue.  The problem is 
substantially mitigated if the participation requirement is interpreted as “at least 50% of 
the eligible professional’s unique patient encounters during the reporting period 
occurring in a location(s) or practice(s) equipped with a certified EHR.”  Such a 
solution would not only benefit nephrologists, but all other providers delivering care to 
patients with chronic disease in venues of care excluded from participating in the CMS 
EHR Incentive Program. This would result in more widespread adoption and utilization 
rates of certified EHRs among nephrologists and other chronic disease providers.  Further 
exacerbating the issue is the fact that dialysis facilities are not certified, eligible providers 
in the meaningful use program.  
 
Acute Kidney Injury Dialysis—There is sub-group of patients who experience a 
temporary loss of function in their kidneys due to injury, trauma or other causes. These 
patients have acute kidney injury (AKI) and are differentiated from those patients with 
CKD, a category which includes those with ESRD. AKI may persist for weeks or 
months, after which time the patient’s kidneys will resume functioning, and dialysis is no 
longer required.  However, there is currently no pathway for dialysis facilities to be 
reimbursed for outpatient dialysis services rendered to AKI, non-ESRD patients, thus 
limiting the ability of dialysis facilities to provide services to these patients.  
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Reimbursement for services rendered in outpatient dialysis facilities is governed by 
Medicare’s ESRD program, and since these patients have not been certified as having the 
end stage of the disease, facilities are prohibited by law from dialyzing these patients.  
One alternative is for the patients to be dialyzed in the outpatient department of a 
hospital, but this method is: (1) more than three times more expensive to the Medicare 
program than dialysis facility reimbursement; (2) reliant upon the outpatient department 
itself being certified for dialysis; and (3) in many cases substantially burdensome to the 
patient.  In some cases these patients are admitted as inpatients for their dialysis, but this 
is often medically unnecessary, is exponentially more costly to the Medicare program, 
and presents burdens to the patient.  Determining a pathway for payment of these services 
in the outpatient setting would improve patient care and save Medicare funds. 
 
ESRD Facility Survey and Certification—Another regulatory  issue obstructing kidney 
patient access to care are wait times in excess of 1-2 years for new dialysis facilities to be 
surveyed and certified.  There are many situations particularly in rural and western states 
where patients must travel many miles out of their way to receive dialysis treatment when 
a facility much closer to their home sits empty while waiting to be surveyed in advance of 
receiving Medicare certification. Expedited ESRD facility survey and certification would 
address these issues.     
 
Impact of Medicare 90-Day Waiting Period on Vascular Access—Timely and appropriate 
vascular access care provided to CKD patients has tremendous potential to both improve 
kidney patient outcomes and save the Medicare program considerable money; however, 
this is another area where regulatory barriers prevent timely provision of these services. 
Under Medicare’s current eligibility rules, patients must wait 90 days after enrollment 
before services will be eligible for coverage.  However, it is precisely in these 90 days 
when the vascular access care provided as part of an effective CKD patient care regimen 
is of the greatest benefit.  When CKD patients must wait three months to receive vascular 
access services, the quality of the care provided is compromised, and the cost-
effectiveness of the service is greatly diminished. Establishing a process for covering 
vascular access services to these patients would enhance both care quality and cost-
effectiveness.  This is similarly true for patients with Stages IV and V (not on dialysis) 
CKD, as placement of fistulas for these patients would substantially facilitate their 
transition into dialysis,  improve their chances for an optimal outcome, and substantially 
decrease their chances of otherwise avoidable infection, complications, or 
hospitalizations.   
 
Immunosuppressive Drug Coverage—If an individual has Medicare coverage only 
because of kidney failure (ESRD), Medicare will pay for immunosuppressive drug 
therapy for only 36 months, leaving the patient to pay for expensive drugs out-of-pocket 
after the 36-month period. If the patient cannot afford the drugs, the transplanted kidney 
will stop working and the patient will either return to more costly dialysis treatment, or 
will die.  RPA supports passage of legislation extending coverage for immunosuppressive 
drug coverage for post kidney transplant patients to address this concern, and to this end 
Rep. Michael Burgess, M.D. (R-TX) has introduced H.R. 2969, the Comprehensive 
Immunosuppressive Drug Coverage for Kidney Transplant Patients Act of 2011.    
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As always, RPA welcomes the opportunity to work collaboratively with the Ways and 
Means Health Subcommittee in its efforts to improve the quality of care provided to the 
nation’s kidney patients, and we stand ready as a resource to the Subcommittee in its 
future endeavors.  Any questions or comments regarding this correspondence should be 
directed to RPA’s Director of Public Policy, Rob Blaser, at 301-468-3515, or by email at 
rblaser@renalmd.org.  
 
 
Thank you, 
 

 
 
Ruben L. Velez, MD 
President 
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