
Expert Teams – Hospitalization
Case-Based Learning & Mentorship

Tuesday, May 16, 2023

Facilitator: Julie Moss, ESRD National Coordinating Center 



Meeting Logistics

• Call is being recorded 
• Participants can unmute themselves 
 Please stay on mute unless you are speaking
 Do not place the call on “hold”

• Everyone is encouraged to use the video and chat 
features

• Meeting materials will be posted to the ESRD NCC 
website. 
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Who Is On The Call? 

Clinician and 
Practitioner 

Subject Matter 
Experts 

Dialysis Facility 
and Transplant  
Professionals 

ESRD Network 
Staff 

Centers for 
Medicare & 

Medicaid Services 
(CMS) Leadership

Kidney Care 
Trade Association 

Members 



What are Expert Teams?

Expert Teams – Case-Based Learning & Mentorship 5

Participants from varying levels of organizational 
performance, each with lived experience and knowledge, 
come together to support continual learning and improvement 

Help others learn faster by sharing what worked and what 
didn’t work around a particular case, situation, or 
circumstance 

Bring the best possible solutions to the table



Expert Team Call Objectives 
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Prepare for improvement using shared clinical cases

Test processes through the application of knowledge from the cases

Use inquiry-based learning to problem solve 

Examine clinical reasoning, problem solving, and decision making 
through lived experience 

Act as a consultancy for behavior change and improvement 



Questions to Run On. . . How Might We 

• Provide patients the knowledge and skills to prevent 
unplanned hospitalizations?​

• Improve communication between hospitals and dialysis 
facilities to reduce hospital readmissions? 

• Assist patients with unstable support systems or 
financial issues that may impact hospitalizations and 
Emergency Department visits?​
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A QIO-ESRD Collaboration to 
Improve Transitions Across the 
Care Continuum 

Claire Taylor-Schiller, RN
Quality Improvement Analyst
Midwest Kidney Network
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• Partnership between 
8 member 
organizations

• Midwest Kidney 
Network

• 4 Hospital 
Associations 
(Illinois, Michigan, 
Minnesota, 
Wisconsin)

• 3 QIOs (Stratis, 
iMPROve
Health, MetaStar)

Superior Health Quality Alliance



   



Sprint Webinars

1. Kickoff – Introduction and Assessment
2. Action Plan and Desired Performance
3. Implementation Planning
4. Sustainability and Maintenance
5. Informal – sharing project progress, new barriers, best practices

1:1 coaching calls prn during sprint and scheduled after Webinar 4



Assessment – MHA Roadmap



Assessment – Dialysis Facility Transitions in Care

• Survey Monkey
• Followed similar concepts 

from hospital road map
• Utilized Forum Transitions 

in Care Toolkit, 
Hospitalization Change 
Package, Conditions for 
Coverage to guide concept 
development

• Shared results back with 
individual facility and 
aggregate responses



Areas of Greatest Opportunity – Dialysis Facilities

Staff Education: Expectations and supporting education regarding transitions of care have been incorporated into 
orientation

Team and Culture: The IDT team has defined roles and expectations. Team includes a designated coordinator to 
lead/oversee transitions of care work.

Quality Improvement: Identifies metrics to analyze focused on reducing readmissions including: all-cause readmissions, 
potentially preventable readmissions, stratification by diagnosis, etc. Team reviews metrics as part of QAPI program

Medication Management: Reviews dialysis-related medications given in the hospital and updates nephrologist on changes 
made to dialysis medications during hospitalization

Patient Education: Patient and family are provided with written contact information for dialysis and primary care 
providers



Resource Toolkit



   



Questions?

Claire Taylor-Schiller RN, BAN
Quality Improvement Coordinator
Midwest Kidney Network
claire.taylor-schiller@midwestkidneynetwork.org
651-644-9877 ext. 114 

mailto:claire.taylor-schiller@midwestkidneynetwork.org


Introducing Nephrocardiology

Andrew Bland, MD 
Tri-State Dialysis Medical Director 
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Andrew Bland MD

Or Cardiorenal Readmissions Group



    



  



  



    



 



    



  



  



Outcomes 



Questions and Answer Discussion 
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Top Take-Aways – Putting Knowledge Into 
Action 
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What is one thing you learned today that you 
could start doing immediately?

How will this action improve your current way 
of doing the practice/process?

Who is involved and how can they support the 
action to make it sustainable?



Recap & Next Steps
• Additional pathways for learning

o Sharing Best Practices to a greater community through 
coalition meetings

o Using Case Study examples to identify new ways of doing 
something or missed opportunities

• Next meeting – June 20, 2023 @ 2 pm ET 

Visit the ESRD NCC website to find materials and share
https://esrdncc.org/en/professionals/expert-teams/
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https://esrdncc.org/en/professionals/expert-teams/


Social Media 

@esrd_ncc

@esrdncc

ESRD National Coordinating Center 

ESRD NCC | End Stage Renal Disease 
National Coordinating Center (NCC)
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This material was prepared the End Stage Renal Disease National Coordinating Center (ESRD NCC) contractor, under contract with the Centers 
for Medicare & Medicaid Services (CMS), an agency of the U.S. Department of Health and Human Services. The contents presented do not 
necessarily reflect CMS policy nor imply endorsement by the U.S. Government. FL-ESRD NCC-NC3TDV-05142023-01

Thank You

Julie Moss
jmoss@hsag.com

813-300-6145 

mailto:jmoss@hsag.com
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