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Chairman Brady and Ranking Member McDermott, the National Kidney Foundation appreciates the 

opportunity to submit comments  on H.R 4188 the “Establishing Beneficiary Equity in the Hospital 

Readmission Program Act,” introduced by Representative Renacci as mentioned at the 

subcommittee hearing on May 20, 2014.  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 has provided evidence-based clinical practice guidelines for all stages of 

chronic kidney disease (CKD), since 1997 through the NKF Kidney Disease Outcomes Quality 

Initiative (NKF KDOQI).  

This bill would exclude certain complex patients, including dialysis patients, from the Medicare 

hospital readmissions reduction program.  People with end-stage renal disease, specifically those 

needing dialysis, are not an appropriate exclusion for the hospital readmissions reduction program.  

In fact, the hospital readmission reduction program, which currently focuses on readmissions for 

people with Heart Failure (HF), Acute Myocardial Infarction (AMI), pneumonia, congestive 

obstructive pulmonary disease (COPD), elective total hip arthroplasty (THA),and total knee 

arthroplasty (TKA), has spurred greater care coordination between hospitals and dialysis facilities, 

which can lead to improved outcomes for patients.  This is particularly important for cardiovascular 

outcomes and infections, which are the two leading causes of hospitalizations in dialysis patents.1  A 

recent study- showed that the risk of readmissions for hemodialysis patients could be reduced by 

3.5 percent with just one additional, meaningful visit with their nephrology practitioners during the 

                                                 
1
 U.S. Renal Data System, USRDS 2013 Annual Data Report: Atlas of Chronic Kidney Disease and End-Stage 

Renal Disease in the United States, National Institutes of Health, National Institute of Diabetes and Digestive 
and Kidney Diseases, Bethesda, MD, 2013. 
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month of discharge.2  However, in order to act on this the practitioner needs to receive accurate and 

complete discharge information from the hospital in a timely manner.   

The United States Renal Data Systems (USRDS), which is the nation’s leading database of ESRD 

information, shows over 430,000 people with ESRD rely on dialysis to continue living. USRDS reports 

that on average dialysis patients are hospitalized nearly two times per year for a total stay of 11.7 

days.  All cause 30-day hospital readmissions for hemodialysis patients, age over 65, is around 35%, 

which declines after age 75 because of the increase in mortality.   

In hemodialysis patients admitted to the hospital with AMI and HF the 30-day readmissions rate was 

38% in 2011 (this includes patients age 0-75+, and is likely slightly lower for patients 65 and older 

due to the higher mortality rate).  Among those readmitted after an initial cardiovascular related 

admit, 16.4% are readmitted for another cardiovascular issue.   The percentage of hemodialysis 

patients admitted for pneumonia is 22.5%, and has nearly doubled in the past 20 years.  These 

figures take into account both the primary and secondary codes listed at discharge.  

Hospital readmissions are a shared responsibility.  For dialysis patients, this responsibility is shared 

between the nephrology practitioner and the hospital.  At the nephrology practitioner’s disposal are 

also the resources of the dialysis facility.  Both parties need to be accountable for acting to reduce 

readmissions.  The practitioner must receive timely and accurate discharge information so they are 

aware of any medication adjustments or changes in patients’ dialysis prescription that occurred 

while the patient was in the hospital.  Since most readmissions for hemodialysis patients occur 

within the first seven days it is important that the nephrology practitioner receive the relevant 

discharge information and see the patient within the first few days of discharge to reduce the risk of 

readmissions.  The hospital conditions of participation require that hospitals share discharge 

information with the patient’s physician and dialysis facility. However, the required information may 

not encompass everything that a nephrology practitioner needs to know.3  For example, a patient 

admitted for heart failure may be discharged and given a new target dry-weight that affects the 

patient’s dialysis prescription.  The nephrology practitioner and the dialysis facility need this 

information before the patient comes in for their dialysis treatment, otherwise they will rely on the 

most recent prescription they have, which can have dangerous consequences for the patient.  Most 

hemodialysis patients will go in for their dialysis treatment within three days of their hospital 

                                                 
2
 Erickson, Kevin F., et al.  Physician Visits and 30-Day Hospital Readmissions in Patients Receiving 

Hemodialysis, JASN, 25: 2014. 
3
 U.S. Centers for Medicare & Medicaid Services, Conditions of Participation: Interpretive Guidelines for 42 CFR 

482.43.  Discharge Planning, 2013 http://www.cms.gov/medicare/provider-enrollment-and-
certification/surveycertificationgeninfo/downloads/survey-and-cert-letter-13-32.pdf.  

http://www.cms.gov/medicare/provider-enrollment-and-certification/surveycertificationgeninfo/downloads/survey-and-cert-letter-13-32.pdf
http://www.cms.gov/medicare/provider-enrollment-and-certification/surveycertificationgeninfo/downloads/survey-and-cert-letter-13-32.pdf
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discharge. Under the conditions of participation the patient is permitted to take the discharge 

information to the dialysis facility and practitioner if it cannot be received electronically before the 

patient’s first appointment.  Not every patient will remember to give this information to their 

healthcare providers, so it is not as effective as a direct communication between the hospital and 

practitioner or facility.   

The readmissions reduction program takes the requirement under the conditions of participation to 

the next level of care coordination by creating an additional incentive for hospitals to better 

coordinate with other health care providers like nephrology practitioners. As the Medicare Payment 

Advisory Committee stated in its June 2013 Report to Congress “… the readmission policy has 

pushed hospitals to look beyond their walls and improve care coordination across providers to 

reduce readmissions.”  In fact this program has spurred agreements and processes for 

communication between dialysis facilities, nephrology practitioners and hospitals in some areas of 

the country.4  In addition, the Centers for Medicare & Medicaid Services (CMS) are already piloting a 

readmissions measure for dialysis facilities that is likely to be part of the ESRD Quality Incentive 

Program (QIP) in the near future. With both parties accountable for readmissions for dialysis 

patients it is likely more coordination will occur and dialysis patients will benefit dramatically. 

Conversely, by excluding dialysis patients from the program hospitals are likely to divert their focus 

and resources on care coordination from this population to other areas.   

While dialysis patients are a challenging population because of multiple comorbidities, and often 

low socioeconomic status, action can be taken to reduce readmissions and mortality.  Lives can be 

saved as well as dollars.  One additional visit by a nephrology practitioner post hospital discharge 

can save an estimated $240 million per year.5  We should not give up on these patients just because 

they require extra effort.  We recommend rather than excluding dialysis patients from the hospital 

readmissions reduction program that proper risk adjustment be included in the program.   Using 

individual hospital improvement, as is considered in the Hospital Value Based Purchasing program 

and in the ESRD QIP, or comparing hospitals with similar patient populations against one another 

would help ensure that hospitals that take care of more complex patients are not unfairly 

disadvantaged. This recommendation echoes that made by MEDPAC in its June 2013 report.  

Thank you for your consideration of our concerns.  

                                                 
4
 Discussions and presentations from the ESRD Networks Quality Conference, September 2012, presentations 

can be found at http://www.esrdnetworks.org/quality-conference-september-2012. 
5
 Erickson, Kevin F., et al.  Physician Visits and 30-Day Hospital Readmissions in Patients Receiving 

Hemodialysis, JASN, 25: 2014. 


