
Expert Teams – Hospitalization
Case-Based Learning & Mentorship

Tuesday, December 19, 2023

Moderator: Julie A. Moss, MS



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 

Kidney Care 
Trade Association 

Members 

Centers for 
Medicare & 

Medicaid Services 
(CMS) Leadership



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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Guest Expert Presentation

Daniel Landry, DO, FASN
Chair, Medical Advisory Council for the National Forum of ESRD Networks

Chief, Division of Nephrology
Medical Director, Inpatient Dialysis and Critical Care Nephrology
Baystate Medical Center
Associate Professor of Medicine, University of Massachusetts Chan Medical 
School-Baystate
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ToC Case Study: Transitions for the 
Hospitalized Patient on Dialysis

Chief Complaint: It’s Monday morning and a Mrs. Singh was admitted 2 
weeks ago for worsening kidney transplant function and pneumonia.

History: She has advanced CKD at baseline (transplanted 12 years ago) and 
has had failing appetite for several months. By the time she went to the ER 
with a fever, her creatinine was up to 6.4 mg/dL and she wasn’t reponding 
well to diuretics. Her fistula had been evaluated as an outpatient earlier and 
was felt ok to use. She was preparing to start HHD training in another 1-2 
months. 
Now on dialysis for a week and feeling better, anxious to go to rehab. IV 
vancomycin for another week due to MRSA bacteremia. 
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ToC Case Study: Transitions for the 
Hospitalized Patient on Dialysis

Monday’s hospital course: Mrs. Singh is felt to be “stable” from hospitalist 
perspective and patient is discharged to rehab late in the afternoon. 
• Case manager (CM) works with rehab CM to transfer over
• Nephrologist contacted while in clinic
• In-center unit scrambles to get patient admitted and accommodated 
• No conversation from provider to provider regarding discharge plan, 

meds, dialysis goals, etc…

Subsequent events (in specific order): 
 Different EMRs and dialysis clinic never gets discharge paperwork
 Patient misses several vancomycin doses
 No conversation regarding HHD goals, management of immunosuppression plans…
 Patient is readmitted 2 weeks later with fever and septic arthritis 8



• Poor weekend to weekday handoff from providers
• Failure to keep nephrologist in the loop for disposition planning
• Failed kidney transplant: immunosuppression planning?
• Did anyone listen to the patient? Goals of care for eventual home hemodialysis
• Patient has suffered a major “loss” – allograft function, independence, many

emotions…
• The “other things” that people fail to address: social workers, dieticians,

transportation, medication changes, dry weight/new dialysis prescription
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Missed Opportunities
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• Poor weekend to weekday handoff from providers
• Failure to keep nephrologist in the loop for disposition planning
• Failed kidney transplant: immunosuppression planning?
• Did anyone listen to the patient? Goals of care for eventual home hemodialysis
• Patient has suffered a major “loss” – allograft function, independence, many

emotions…
• The “other things” that people fail to address: social workers, dieticians,

transportation, medication changes, dry weight/new dialysis prescription

• We failed on multiple levels: modality transition, hospital to rehab transition,
patient-centeredness…
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Missed Opportunities
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• Nephrologists communicate! Speak with outpatient transplant clinic and 
patient to understand “big picture” of patient goals and planning

• Inpatient MDT willing to keep nephrologist in the mix for d/c planning
• Nephrologist ability to give clear recommendations for 

immunosuppression planning, contact dialysis unit to orders, HHD goals 
(eventually), medication reconciliation and discharge summary

• Contact between hospital CM and dialysis SW and rehab team
• Patient education about this new transition…
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Groundhog Day, anyone?
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https://esrdnetworks.org/toolkits/profes
sional-toolkits/transitions-of-care-toolkit/
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There are not many publications about care transitions of patients with CKD or kidney 
failure. 

We know that these patients are hospitalized more often and are more likely to be re-
hospitalized, in that hospitalized dialysis patients upon discharge exhibit a 30-day 
readmission rate of up to 35% - almost double the readmission rate of the general 
Medicare population. 

We know that they tend to have multiple health problems and are on multiple 
medications. 

We also know that they see many providers who may not know about the unique 
needs of kidney patients. 
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ESRD Patient ER Utilization
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sional-toolkits/transitions-of-care-toolkit/
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ESRD Patient ER Utilization
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ESRD Patient ER Utilization
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ESRD Patient ER Utilization
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https://www.midwestkidneynetwork.or
g/sites/default/files/transitions_of_care
_checklist.pdf
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PDSA Cycles for Problem Solving/Process Improvement



PDSA Cycles for Problem Solving/Process Improvement
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Summary



Questions and Answer Discussion 
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Case Presentations 
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Barbara Dommert Breckler
Comagine Health ESRD Network 16
and
Travis Wood
Facility Administrator 
DaVita

Katy Robertson
Facility Administrator 
FMC Eucalyptus Clinic 



Reducing Hospitalization-
PCPs and Diet.
Barbara Dommert Breckler
Comagine Health ESRD Network 16
Travis Wood
DaVita



It all started with a live site 
visit.



Site Visit- July 2023

• Facility was on the priority zip list

• At OY2 Baseline
Facility Rates 

• Admissions   Baseline  1.299
• ER Usage  1.732

• Network Rates
• Admissions 1.685
• ER Usage  0.94



Health Care Environment

• PCPs/Extenders left the local area

• 1 Urgent Care
• If patient arrived after 8:30am they were sent to the hospital

• Transportation
• Lacking community transportation
• High gas prices (almost $5 a gallon)



Getting Primary Care Providers- Start the 
Conversation

• Collaboration is key for overcoming barriers.

• Schedule monthly meetings with hospital and nephrology directors.

• What can you do for them?

• What can they do for you?

• Make those calls.

• Look for nurse practitioners and extend your radius for PCPs.



Make a Meaningful Impact on Diet and Nutrition- Go 
Beyond Patient Education

• Focus on dialysis friendly foods and include diabetes.

• Educate food banks and local churches within your county.

• Educate skilled nursing facilities and nursing home communities.

• Patient caregivers can have the greatest impact.

• Don’t do it alone.

• Include your medical director, social worker, dietitian & AA.



Results

• No hospital admission since August

• One ER visit since August



Phosphorus and Fluid
How can you help?



Bone 
Disease

• High phosphorus levels
• Bone strength
• Vascular calcification or calcium put into

the vessels --> heart attack and death.

• Patients have trouble with taking their
medications and managing their diet for
phosphorus because high phosphorus
“doesn’t hurt”.



Phosphorus levels 3.0 - 5.5

Patients considered for transplant need tight control of phosphorus for 
two reasons:

1.  Managing phosphorus and taking their medications as ordered indicates 
the patient would be able to handle a more complex medication schedule 
after transplant.  

2. Lower calcification of the vascular system reduces the risk of attempting 
a transplant and finding the connecting veins/arteries to the new kidney 
can’t be attached.



Controlling phosphorus is necessary but 
challenges patients – WHY?

• 1 - They have to remember to take binders every time they start to put
something in their mouth that isn’t water.

• 2 - It is a social interruption.  Sitting around a table with family, going out to eat—
we are all on the go and the distractions of others and the desire to not be
different will weigh in on their decision.

• 3 - Taking a lot of medication is hard.  Patients have a difficult schedule to keep
track of.  Lots of pills also means more fluid they need.



Helping Patients Make Better Diet 
Choices to Lower Phosphorus intake
• Phosphorus is found in all food but some foods have more absorbable 

phosphorus than others.
• phosphorus from plants are less absorbed than animal phosphorus 

and even less than additives or preservatives in food.

• Helping a patient realize that they may be eating foods from snack 
machines, convenience stores, fast food restaurants and foods that are 
ready to go in the grocery store increases intake of very absorbable 
phosphorus.

• This includes most processed drinks except for Root Beer, 7-
UP/Sprite, and Ginger Ale.



Helping patients realize that staying their entire 
treatment time can lower their phosphorus

• Goal:  to reinforce that time helps the removal of phosphorus.
• Time on dialysis matters to our patients to remove toxins and fluids.
• Phosphorus is a molecule that can be removed during treatment.  Molecules are

removed at different times during the treatment.
• Phosphorus is removed later in the treatment because it is a bigger molecule

than potassium and other toxins thus, there is a benefit for the patient to stay
their entire time.

• There are many reasons that patients need to stay for their ordered treatment
and phosphorus removal is another benefit for the patient to complete their
time.



Missed Treatments
Fluid management



Stay for your full dialysis session—every 
time. Your doctor will prescribe the 
treatment time that’s right for you.

Completing every treatment will help 
maximize the effectiveness of your 
dialysis. 

Reducing your prescribed treatment time 
by even 10–15 minutes will allow toxins 
and fluid to build up in your body—which 
will impact your health and how you feel.



Missing Dialysis Treatment is Dangerous

High potassium

• can lead to heart problems 
including arrhythmia, heart 
attack, and death.

High phosphorus

• can weaken your bones over 
time and increase your risk for 
heart disease.



“Give me a 
reason to stay 
for my full 
treatment”

“I’ll give you two”

• Shortening 3 or more sessions 
per month can result in a 20% 
higher risk of death

• Skipping 30 minutes of dialysis 
per treatment equal 2 months 
worth of dialysis 



Reschedu
le and 

make up

Set Set expectation with patients that missed treatments 
are unacceptable.

When discussing reschedules with the patient, provide 
the information to the secretary or ward clerk.Provide

Follow Follow a script for patient discussion

Always reschedule and make up the treatment ASAP

Celebrate when the patient makes up treatmentCelebrate



Fluid 
Dashboard





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?



Patient and Professional Resources 

Patient Professional 
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Recap & Next Steps
• Additional pathways for learning

o Sharing Best Practices to a greater community through 
coalition meetings

o Using case studies to identify new ways of doing something or 
missed opportunities

• Next meeting – Tuesday, March 19, 2024

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 National Coordinating Center @esrd_ncc

@esrdncc
ESRD NCC | End Stage Renal Disease 
National Coordinating Center (NCC)
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Thank You

Julie Moss
jmoss@hsag.com

813-300-6145 

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-12182023-01

mailto:jmoss@hsag.com
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