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September 2, 2014 

Marilyn Tavenner 

Administrator 

Centers for Medicare and Medicaid Services  

200 Independence Avenue, SW 

Washington, DC  20201 

Re: Medicare Program; End-Stage Renal Disease Prospective Payment System, Quality Incentive 

Program, and Durable Medical Equipment, Prosthetics, Orthotics, and Supplies 

Dear Administrator Tavenner, 

The National Kidney Foundation (NKF) is pleased to provide comments on the most recent proposed 

rule affecting payment and quality for the Medicare End-Stage Renal Disease (ESRD) program.  NKF 

is America’s largest and oldest health organization dedicated to the awareness, prevention and 

treatment of kidney disease for hundreds of thousands of healthcare professionals, millions of 

patients and their families, and tens of millions of people at risk. In addition, NKF is the founding 

sponsor of the Kidney Disease Improving Global Outcomes (KDIGO) initiative and has provided 

evidence-based clinical practice guidelines for all stages of chronic kidney disease (CKD) and related 

complications since 1997 through the NKF Kidney Disease Outcomes Quality Initiative (KDOQI).  

These comments were developed with input from patients and their family members, our 

professional committees, and the leadership of KDOQI.  We commend the agency for its 

commitment to ensuring dialysis patients have access to affordable high quality care.  While we are 

supportive of several items proposed in this rule we encourage the agency to make additional 

modifications in order to realize its vision of improving quality and lowering costs, while protecting 

access to care. NKF’s comments are comprised of the following: 

 Changes to the Prospective Payment System (PPS) 

o The market basket changes may effect patients access to care and suggests dialysis 

facility costs be evaluated to ensure Medicare payments appropriately cover the costs 

of delivering quality care to patients 

o Changes to the low volume payment adjuster are needed to protect access to care in 

rural areas 

o CMS should provide a pathway for paying for new technology in the PPS 
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o NKF supports continuing the current policy of paying for more than three-treatments 

per week when there is medical justification 

o NKF urges CMS to implement an immediate solution to ensure patients do not continue 

to experience delays in receiving essential medications due to CMS guidance, issued 

earlier this year, to Medicare Part D plans that encourage prior authorizations on certain 

medications. 

 Changes to the Quality Incentive Program 

o CMS should clarify the purpose of including the Adjusting Ranking Metric to the National 

Health Safety Network measure or forgo the changes 

o NKF supports changes proposed to the 2017 QIP and the addition of the Standardized 

Readmissions Ratio (SRR) measure, but we offer suggestions for improvement,  

including the need to evaluate the SRR measure for combined effects of socioeconomic 

status and demographics 

o NKF supports CMS efforts to better monitor cases of adverse selection of patients 

(cherry-picking) by dialysis facilities 

o NKF supports changes to the 2018 QIP measures, but offers recommendations for 

improvement 

o NKF believes evaluating stratification of QIP measures by dual eligible status could 

produce interesting data 

Payment 

Access to Care and Market Basket Changes 

NKF is pleased CMS has committed to holding the base rate for 2015 relatively flat as anticipated 

from last year’s final rule and the passage of the Protecting Access to Medicare Act (PAMA) of 2014.  

NKF also agrees with CMS that updates to the market basket should reflect the year for which most 

recent cost data is available, which in this case is 2012 data.  NKF understands that due to decline in 

use of medications since implementation of the bundled payment system the labor share now 

accounts for a higher percentage of facility costs and Medicare payments should reflect that.  

However, we are concerned with the impact this has on rural facilities because of the lower wage 

index.   

The Medicare Payment Advisory Committee’s (MedPAC) March 2014 Report to Congress show that 

on average rural dialysis facilities have negative Medicare margins.  The switch in Core Based 

Statistical Areas (CBSA) designates even more facilities as rural, which further erodes payment for an 

increased number of facilities.  The combination of these affects creates a greater likelihood that as 

dialysis providers look to cut costs and reduce losses, rural facilities that serve predominately 

Medicare and Medicaid patients are at the greatest risk of closure.  In some communities this could 



National Kidney Foundation 

30 E. 33rd Street 

New York, NY 10016  

 

Tel 212.889.2210  

Fax 212.689.9261 

www.kidney.org 

force patients to commute for dialysis several more miles, which imposes a greater burden on 

patients and increases their likelihood of missing treatments.  Shorter travel times and distance to 

dialysis clinics have been associated with improved patient outcomes and a higher health-related 

quality of life.1 If dialysis patients encounter problems keeping appointments because of transit 

demands, missed or shortened treatments may result. Compared with other dialysis patients, those 

who missed one or more dialysis sessions in a month had a 25% higher risk of death.  Hemodialysis 

patients who shortened three or more dialysis treatments in a month had a 20% higher risk of death 

than those who received the prescribed treatment.2   

If changes to the payment system continue to result in negative Medicare margins for an increasing 

number of facilities NKF is concerned patient access to high quality care will suffer. Continued 

declines in Medicare margins further strains facilities that serve communities with greater health 

disparities, giving them fewer resources to do anything more than just deliver the required care to 

their patients.  This creates differentials in care where facilities with greater access to resources are 

able to invest greater resources to do more to improve outcomes for their patients, while facilities 

serving predominantly Medicare and Medicaid beneficiaries in lower wage index areas may struggle 

to recruit and retain staff and invest in innovative strategies to improve patient outcomes.  

Therefore, NKF supports CMS’s proposal to phase in the labor share changes to the market basket 

update over two years.  In addition, while we respect the agency’s stewardship of tax payers’ and 

beneficiaries’ dollars, NKF encourages CMS to ensure the costs of providing dialysis are covered by 

conducting an analysis of dialysis facility costs and making appropriate adjustments to payment that 

ensure patients have access to quality care.  

Low Volume Payment Adjuster 

NKF also recommends that CMS conduct an analysis of rural facilities to identify those that serve a 

critical access need in the community and where closure would result in the majority of those 

patients having to commute significantly further to another facility (of any ownership).  The ESRD 

Networks collect data on patient’s home zip codes.  This provides useful information to CMS that 

can show where patients reside in proximity to the nearest facilities. Once critical access facilities 

are identified CMS should evaluate how changes can be made to the low-volume payment adjuster 

(LVPA) definition to truly protect patients’ access to isolated facilities – a similar approach was 

recommended by MedPAC in the March 2014 report.  Payment policies should not encourage 

facilities to close critical access clinics in favor of choosing locations where they can obtain higher 

                                                 
1
 M. J. Diamant, et al. A Comparison of Quality of Life and Travel-Related Factors between In-center and 

Satellite-Based Hemodialysis Patients Clin J Am Soc Nephrol 5: 268–274, 2010. 
2
 J.E. Leggat, et al, Noncompliance in Hemodialysis: Predictors and Survival Analysis, Am J. Kidney Dis. 1998 

Jul;32(1):139-45. 
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payments by competing with other providers for patients or by restricting access to the facility in 

order to obtain the higher payment associated with the LVPA.  This is unfair to patients who, may 

have to pay a higher coinsurance if they go to a facility that receives higher Medicare payments 

because of the LVPA versus choosing a different, nearby facility that does not qualify for the 

payment.   

Allotment for New Technology 

NKF continues to request that CMS establish a mechanism to pay for the new technology, but it 

should be done without removing money from the base rate and with a plan to reevaluate the base 

rate once the additional payment for the new technology has ended. This would encourage 

investment in innovation. CMS notes in the proposed rule, “Section 1881 (b) (14)(D)(iv)(II) of the Act 

gives us broad discretion to implement payment adjustments to the ESRD PPS…” We encourage 

CMS to develop a policy for paying for new technology. Doing so, in advance of a new therapy 

coming to market, could provide incentives for companies to develop new treatments and 

medications that improve patients’ health and quality of life. 

More than Three Treatments per Week 

NKF appreciates the agency’s continued acknowledgement that payment for dialysis more than 

three times per week is sometimes medically necessary.  While a growing body of research shows 

that more frequent dialysis improves patient outcomes overall, we understand that the payment 

policy for dialysis is limited based on three times per week hemodialysis treatments.  The flexibility 

in permitting extra payments for hemodialysis treatments, when medical justification is provided, is 

a reasonable approach to ensuring those patients who need the extra treatments the most are able 

to get them. 

Prior Authorizations 

NKF continues to be concerned about guidance issued to Part D plans on January 1, 2014, as a result 

of the 2014 Call Letter, encouraging prior authorization on seven classes of drugs that could be 

prescribed for the treatment of ESRD.  While more recent guidance issued on January 31, 2014 and 

then again on February 10, 2014 clarified that drugs prescribed by a dentist; chiropractor; 

gynecologist; ophthalmologist; podiatrist; or hospital emergency room prescriber practitioners 

should be presumed not to be prescribed for the treatment of ESRD, it does not completely solve 

the issue.  NKF has met and discussed this issue with Dr. Jeffrey Kelman, Chief Medical Officer, and 

the Medicare Part D staff to urge an expedited solution. 

As we stated in our comments on the 2015 Part D Advanced Notice, patients continue to be denied 

essential medications at the pharmacy counter that are unrelated to their dialysis care.  In the 

dialysis facility the injectable forms of some of these medications like anti-infectives and antibiotics 
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can be provided and paid for separately under Medicare Part B if the dialysis facility files a claim 

using the AY modifier.  However for the oral versions of these drugs an AY modifier cannot be 

applied.  In addition, when these drugs are prescribed by a non-nephrology practitioner they are still 

being subjected to prior authorization.   

We have received several case studies from our social worker and advanced practitioner members 

that patients have attempted to fill prescriptions, most commonly for antibiotics and pain 

medications, prescribed for reasons other than ESRD and have been denied at the pharmacy 

counter – receiving no clear explanation why Medicare will not cover their medications.  For 

example on Friday, February 7, 2014 a diabetic man on hemodialysis saw his endocrinologist who 

prescribed him oral levofloxacin as part of his treatment for a non-healing wound on his right 

foot.  The patient went to the pharmacy and the pharmacist contacted the prescribing physician 

who then contacted the patient’s nephrology nurse practitioner and left her a message asking her to 

handle the prior authorization because the patient is on dialysis. While the nephrology nurse 

practitioner handled the situation when she received the message on Sunday, the patient went 

three days without his antibiotics. This is one example, but not an isolated incidence.   

Other patients, unaware of what actions to take when they received denials at the pharmacy, 

waited until their next visit to the dialysis facility to alert their social workers that they couldn’t get 

their medications – leaving the social worker to track down the prescribing provider and help 

resolve the issue.  Patients should not be put in the middle of benefit determinations.  They should 

receive their medications when they arrive at the pharmacy and payment disputes settled after the 

fact.  We look for appropriate resolution at CMS to ensure that patients are getting these vital oral 

medications without delays that put them at further risk. 

Quality Incentive Program 

NKF appreciates CMS’s commitment to monitoring and improving the quality of care dialysis 

patients receive.  Overall dialysis facilities appear perform well on the measures within the QIP.  To 

further drive improvement in patient care we encourage the agency to incorporate measures that 

are evidence based and will further reduce mortality and hospitalization.  We also encourage the 

incorporation and development of measures that will protect patients from the risk of under – 

treatment in a bundled payment environment.  To that end we offer the following the comments on 

the proposed changes to the QIP. 

National Health Safety Network Measure  

The intent and impact of the proposed changes to the National Health Safety Network Measure 

(NHSN) measure is not clear. Is it that the Adjusted Ranking Metric (ARM) provides an adjustment to 
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account for larger facilities that have greater exposure, or is it to protect smaller facilities that may 

have only one infection in the clinic, but that one infection causes them to receive a poor score on 

the measure? While NKF is in favor of modifying the measure to ensure that small facilities are not 

improperly penalized for infections that are beyond their control, it is not clear that this ARM will 

serve that purpose.  NKF requests CMS clarify the purpose and methodology for adding the ARM to 

this measure.  In the interim, CMS should continue with the NHSN measure as finalized in last year’s 

QIP until further clarification or adjustment for small facilities can be made. 

Continuing Measures for 2017 

NKF supports the agency’s proposal to continue the following measures in 2017:  All dialysis 

adequacy measures, the catheter vascular access measure, the blood stream infection control 

measure, the NHSN bloodstream infection measure, the ICH CAHPs measures, and all reporting 

measures.  However, we recommend the modifications to these measures in the table below. 

Measure Modifications 

Dialysis Adequacy Measures (Kt/V) Consistent with our comments from 2012 and 

echoed last year we recommend CMS use raw 

data to consistently calculate Kt/V for 

hemodialysis and peritoneal dialysis patients 

rather than having the facility calculate it using 

one of the two preferred methodologies.  We 

believe this will improve the accuracy in 

reporting the measure. 

Vascular Access Type: Catheter >= 90 days Consistent with our comments last year we 

recommend CMS modify the measure to exclude 

patients for whom life expectancy is expected to 

be limited. Hospice patients could be used as 

one criterion to consider that is relatively easy to 

capture. 

ICH CAHPS NKF remains concerned with the length of the 

survey as it does require a considerable amount 

time for patients to complete it and these 

patients already spend a great deal of their time 

focused on dialysis. Shorter surveys should be 

considered.  
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Retiring Measures  

NKF supports CMS retiring measures in the QIP when performance on them is so high that it cannot 

be improved upon.  However, we recommend CMS continue to require reporting on these topped 

out measures so that if performance begins to fall out of line with the previous standard the 

measure can easily be brought back into the QIP.  As a result NKF supports retiring of hemoglobin 

>12 g/dl, but encourage CMS to continue requiring reporting the measure.  

Similarly, while last year NKF supported transforming the hypercalcemia measure into a clinical 

measure, given the delay of including oral only drugs into the PPS until 2024, we recommend this 

measure be removed from the clinical reporting measures and captured within the mineral 

metabolism reporting measure.  Originally, NKF recommendations in support of this measure were 

through the lens of patient safety because of the economic incentive to treat patients with low-cost 

calcium based phosphorus binders once the oral drugs were rolled into the PPS. Since oral drugs will 

not be rolled into the PPS in the near future, we no longer see a need for this measure given the 

high performance on it.   

As stated in our previous years’ comments on the QIP, NKF believe the best measure of mineral and 

bone disorder is a composite measure for phosphorus, calcium and parathyroid hormone (PTH). The 

biochemical regulation of serum levels of phosphorus, calcium, and PTH is highly interdependent, 

and maintaining clinically appropriate levels of all three requires careful balancing of diet and 

medications.  NKF recommends CMS work with experts in the kidney community to develop a 

composite phosphorus/calcium/PTH measure, as it would be much more likely to improve patient 

outcomes than any measure that evaluates just one of these parameters.  NKF looks forward to 

contributing our expertise in this area to facilitate development of such a composite measure. 

Proposed Measures for 2017 

NKF supports including a hospital readmissions measure in the QIP, but we recommend the measure 

be further evaluated and modified to ensure it appropriate reflects the quality of care that dialysis 

facilities can provide to patients.   NKF appreciates the efforts of the agency to improve risk 

adjustment of the SRR outlined in the June 13, 2014 Report for the Standardized Readmissions Ratio 

authored by University of Michigan Kidney Epidemiology and Cost Center (UM-KECC), which 

addresses many comments we made previously to Arbor Research on the results from the Technical 

Experts Panel and to the National Quality Forum.   

NKF is pleased with the incorporation of risk adjustment for hospital effect, which acknowledges 

concerns that hospitals do not have the same incentives to drive care coordination that dialysis 

facilities will.  Specifically, hospitals are not currently penalized for hospital wide readmissions, only 

those related to specific conditions for patients age 65 or over.  While this adjustment is also 
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presumed to account for variation in how well hospitals provide appropriate discharge details to the 

dialysis facility we remain concerned that the measure is not realistically measuring dialysis facilities’ 

performance if there is no grace period given to facilities between the patient’s discharge and first 

visit to the nephrology practitioner or dialysis facility.    

NKF also appreciates CMS undertaking the analysis to determine the effects socioeconomic status 

(SES) and other demographics have on the SRR measure.  However, as the analysis shows, the 

median readmission increased as the percentage of African American patients in the facility 

increased.   While the analysis only focused on the percentage of 30+% there are many facilities 

across the country where African Americans make up 90-100% of the patients in the facility.  In 

addition, the combination effects of poverty, race, and geographic location may also play a role in 

increased readmissions and this should be explored prior to incorporating the measure in the QIP.   

NKF agrees with the methodology in the UM-KECC report that an in-facility comparison of 

readmissions is a sound approach to identifying whether SES and other demographic factors are 

playing a role in patients’ outcomes or if performance is truly a reflection of patient care.  NKF 

believes that all facilities should be encouraged to improve outcomes for their patient population, 

regardless of race, age, sex, and socioeconomic status.  However, NKF is concerned that if these 

factors are not taken into account facilities that serve a more challenging population compared to 

their peers will have more resources taken away, making it difficult for these facilities to target 

strategies to improve outcomes for their patients.  Therefore, NKF recommends that if CMS moves 

forward with the SRR measure the agency to conduct additional analyses to identify if some 

combination of demographics and SES factors are influencing poor performance on the measure.  

This monitoring is necessary to ensure that the most disadvantaged patients continue to have 

access to their facility and are not forced to go elsewhere for care when it is unwarranted and 

unlikely to be of additional benefit. 

In addition, while it may be difficult gain consensus on how to stratify a measure based on 

preventing readmissions that are known to be associated with ESRD, NKF continues to support a 

stratified measure as a more actionable approach to reducing hospital readmissions.  Having a 

readmissions measure stratified by primary diagnosis can highlight the areas that dialysis facilities 

have the ability to target and be successful in reducing readmissions.  Examples include 

readmissions for congestive heart failure, fluid overload, hyperkalemia, and vascular access 

infection. Conversely, readmission because of hospital-acquired infection is probably not actionable 

for most dialysis facilities.  While NKF wants to encourage innovative strategies to reduce as many 

causes of readmission as possible, there are only a limited number of readmissions that dialysis 

facilities can prevent unless they have strong partnerships with other healthcare providers.  An all 

cause readmission measure makes the most sense for measurement in the Comprehensive ESRD 
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Care (CEC) initiative because the ESRD Seamless Care Organizations (ESCO) will receive additional 

payment incentives to address total patient care and will be required to partner with other health 

care providers 

Using Benchmarks to Foster Continued Improvement 

NKF agrees performance improvement standards should not be lowered and supports the agency’s 

proposal to use the previous year’s performance standards, thresholds, and/or benchmarks, if the 

2016 calculations are lower. 

Monitoring Cherry-Picking 

NKF supports the CMS proposal to monitor cherry-picking.  The concern of cherry-picking patients  

(facilities improperly excluding certain patients from receiving treatment at the facility) has been 

raised since the inception of the QIP and poses an even greater risk with the proposed SRR and 

Standardized Transfusion Ratio (StR) measures. However, monitoring cherry-picking should not be a 

replacement for properly risk adjusting these measures; it should be a complementary effort.  NKF is 

also pleased that a separate initiative is being undertaken at CMS to better identify and respond to 

cases where patients have been denied access to a facility or removed improperly from a dialysis 

facility.  Monitoring and addressing cases of patient selection is very important to ensuring patients 

receive the care and attention they deserve even when they have comorbid conditions or 

circumstances that may cause them to be more difficult to treat than the average patient.  

2018 Proposed Measures 

NKF conceptually supports all of the proposed measures for 2018; however we offer specific 

modifications and additional comments below.   

 Kt/V Pediatric Peritoneal Dialysis   

NKF supports including this measure in the QIP.  However, we recommend facilities provide the 

data for the measure and CMS calculate the Kt/V to ensure it is consistently calculated across all 

facilities. This is consistent with our recommendations across all adequacy measures. 

 

 Standardized Transfusion Ratio   

NKF supports a transfusion avoidance measure because we believe it may protect patients from 

unnecessary transfusions. Risks of red blood cell transfusions in dialysis patients include 

hyperkalemia, volume overload and antigen sensitization for a potential future kidney 

transplant.  Similar to our comments on SRR, NKF believes a transfusion avoidance measure 

should be stratified to appropriately capture blood transfusions that could have been prevented 

by the dialysis facility and exclude other reasons for transfusions.  NKF acknowledges that 

tracking blood transfusion data that are critical to understanding patient safety issues will be 
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difficult for facilities since most blood transfusions are not provided in the dialysis setting.  NKF 

continues to remain concerned that a StR alone does not completely counter-act the potential 

to under-treat anemia and permits for patients hemoglobin levels to fall below the minimum 

range recommended in the KDOQI Anemia Management guidelines 9.0 g/dl -10.0 g/dl.  In 

addition, a transfusion avoidance measure does not take into account patient’s quality of life or 

the cardiovascular risks associated with low hemoglobin levels.   

 

 ICH CAHPS Experience of Care Survey   

NKF supports converting this to a clinical measure, which will give patients’ experiences of care 

greater weight in the QIP. NKF believes evaluating all dialysis patients’ satisfaction with their 

care provides results that are actionable by the dialysis facility staff and improves the care and 

quality of life for patients.   

 

While more studies are needed to evaluate whether patient satisfaction is associated with 

clinical outcomes, NKF believes it is important for dialysis patients, who spend a considerable 

amount of their time in the dialysis facility, to be satisfied with the attention and time they 

receive from the facility staff and to feel safe and comfortable in their surroundings.  We do, 

however, point out that the patient’s nephrologist is not always paid staff of the dialysis facility 

and facilities may not always have enough influence to facilitate improvement in patients 

experience with nephrologists.   

 

We also remain concerned with the length of the survey as it does require a considerable 

amount of time to complete and patients already spend a great deal of their time focused on 

dialysis.  If only a few questions from the survey are to be used in the QIP perhaps it would not 

be unreasonable to shorten the survey to focus on those items or to administer the survey in 

two parts.  

 

 Clinical Depression Screening   

Consistent with our comments provided to the Measures Application Partnership (MAP) in 

January 2014 we support this measure.  Rates of depression among dialysis patients are 

significantly higher than that of the general population.3 Depression is associated with higher 

mortality and poor outcomes for dialysis patients.4,5 In conversations, with members of our 

                                                 
3
 Watnick, Suzanne, et al. The prevalence and treatment of depression among patients starting dialysis, Am. J. 

Kidney Dis. 2003 Jan, 41(1): 105-110.  
4
 Kimmel P, Cohen S, Peterson R. Depression in patients with chronic renal disease: Where are we going? J Ren 

Nutr. 2008;18(1):99‐103. 
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Council of Nephrology Social Workers we have found that most are assessing and documenting 

depression; however, the process for which they do so varies. The Kidney Disease Quality of Life 

survey includes two questions related to depression. Many facilities use this tool as an initial 

assessment of depression, which is then followed up by a more thorough evaluation. We agree 

with MAP findings that the Beck Depression Index has been validated to evaluate depression in 

dialysis patients and would serve as a good tool for dialysis facilities to use to assess depression.  

 

NKF encourages CMS to modify the depression screening measure to require that the same 

methodology for detecting depression be used across dialysis facilities, or at a minimum require 

that the methodology for how depression was detected be reported. Dialysis facility social 

workers are equipped and trained to employ strategies to improve symptoms of depression by 

providing education and counseling. However, persistent or severe depression needs to be 

referred to a mental health practitioner for further diagnosis and treatment. It is important that 

this measure does not lead to the dialysis facility or nephrologist being held accountable for 

treating or prescribing medication to patients for depression as that is not an appropriate role 

for these practitioners.  Therefore, NKF encourages CMS to include in the measure 

documentation of appropriate referral to treatment for persistent depression that cannot be 

addressed by social support provided by social workers. Unfortunately, social workers and 

patients report lengthy waiting periods and great difficulty in accessing mental health 

practitioners, which is a tremendous barrier to getting treatment so facilities cannot be held 

accountable for patients actually receiving treatment for depression by a specialist. Regardless 

of this barrier, we believe screening and developing an appropriate care plan, which may include 

referral for mental health services, is an appropriate expectation of the dialysis facility. 

 

 Pain Assessment and Follow up   

Also consistent with our comments provided to the MAP in January 2014 NKF supports pain 

assessment and follow up as a reporting measure.  Pain is highly prevalent in dialysis patients 

and often is underdiagnosed and undertreated. One prospective cohort study found that 50% of 

hemodialysis patients report experiencing pain.6 Effective pain management is paramount to 

patients’ quality of life.  It is important for a properly trained health care worker (we 

recommend a technician, nurse, or physician or advanced practitioner) to ask at every 

treatment whether the patient is experiencing pain, to have the patient rate their pain, and for 

                                                                                                                                                       
5
 Hedayati S, Minhajuddin A, Toto R, et al.  Prevalence of major depressive episode in CKD.  Am J Kidney 

Dis.  2009;54(3):424‐432. 
6
 Davis, Sara MD. Pain in Hemodialysis Patients: Prevalence, Cause, Severity, and Management. Am J Kidney 

Dis. 2003. 42;6: 1239-1247 



National Kidney Foundation 

30 E. 33rd Street 

New York, NY 10016  

 

Tel 212.889.2210  

Fax 212.689.9261 

www.kidney.org 

the nurse, physician, or advanced practitioner to evaluate the cause. We further agree that the 

pain, its source, and recommended treatment be documented in the patient’s care plan and 

that a referral for diagnostic testing or to a specialist be made when appropriate.  Similar to our 

comments on treating depression, when pain is evaluated to be unrelated to dialysis that 

nephrologists and dialysis facilities not be held accountable for treating or prescribing 

medication to patients for the treatment of pain. 

 

 NHSN Healthcare Personnel Influenza Vaccination   

We support this measure as it is important to help protect patients from the spread of influenza 

and its serious side effects. 

 

Stratifying Measures for Dual Eligibles 

NKF is uncertain as to the effects of stratifying measures for dual eligibles.  However, we do 

encourage greater analysis on the role SES factors and demographics such as race, age, sex, and 

geographic location play when combined on performance of measures as we described in our 

comments on the SRR.  NKF hypothesizes for dual eligibles in certain states outcomes may be better 

because some state Medicaid programs cover dialysis transport, dietary supplements, and dental 

care.  Therefore, stratifying measures may provide helpful data to show how outcomes for dual 

eligible vary by state and vary in comparison to non-dual eligibles that may not have access to these 

additional benefits. 

We appreciate the time, attention and focus that CMS staff put in to ensuring that dialysis patients 

receive the best care possible.  NKF shares this commitment and hopes we can strengthen our 

collaboration as future changes to the ESRD program are considered. 

Sincerely,  

Beth Piraino   Joseph Vassalotti 
 
Beth Piraino, MD  Joseph Vassalotti, MD 
President   Chief Medical Officer 

 


