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Meeting Logistics
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Call is being recorded. 

All participants are muted upon 
joining the call.

We want to hear from you.

Type questions and comments in the “Chat” 
section, located in the bottom-right hand 
corner of your screen.

Meeting materials will be posted to the ESRD NCC website. 



Who Is On The Call? 
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Dialysis Facility 
and Transplant  
Professionals 

ESRD Network 
Staff 

Centers for 
Medicare & 

Medicaid Services 
(CMS) Leadership

Patients and 
Families



Key Objectives for Today 
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Provide an overview of QI strategies to help reduce hospitalizations.

Identify primary and secondary drivers from the hospitalization 
change package to reduce admissions and emergency room visits.

Identify strategies to empower patients to collaborate with their 
healthcare team in reducing avoidable hospital admissions and 
emergency room visits.



Ways to spread best practice from today’s LAN

• Listen and share your approaches/experiences via Chat

• Identify how shared information could be used at your facility

• Apply at least one idea from today’s LAN at your facility

• Commit to sharing your learnings with other colleagues
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Learning and Action Networks (LANs) bring people together around a shared idea, 
opportunity, or challenge to offer and request information and experiences to 

improve the identified topic of discussion.



Questions To Run On

• What “ah ha” concepts will I hear today that I can introduce to my 
organizations’ leadership team?

• How might my organization incorporate ideas from the hospitalization 
change package to reduce our admission rate?

• How might my organization adapt new approaches in empowering our 
patients to reduce avoidable ER visits and hospital admissions?
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Polling Question #1

Are you familiar with the ESRD NCC hospitalization change 
package?

7



ESRD NCC  Change Packages
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Hospitalization Change Package



Network 3 Slide

• Intro- Annabelle Perez
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ESRD Network 3
Annabelle Perez, BSN, RN

Quality Improvement Director



Reducing Hospitalizations
Fresenius Medical Care / Liberty Dialysis 
Hammonton Clinic 7355

Tracey Santora RN BSN



PDSA Cycle

Plan

● Reduce hospitalizations by 4%.

● Improve team communication and involvement. Create a 
culture that contributes to low hospitalization rates.

● Track/trend/analyze data. Track hospitalizations and 
related measures.



Do

●Educate staff on action plan in place and goal for the clinic.

●Identify RN’s responsible to complete post hospitalization 
checklist.

●Complete daily huddles with staff to inform them of any 
patient admissions or discharges. Identify any patient 
issues/concerns that could lead to a hospitalization. 

●Obtain discharge summaries within 24 hours. 

●Implemented action steps and monitor which included 
weekly rounding with MD while visualizing fluid 
management dashboard. Monthly MD rounds with the 
entire IDT to discuss patient centered care and address all 
patients concerns issues identified. 



Change Package Elements

● Create a culture that contributes to low hospitalization 
rates.

● Establish channels of communication to facilitate 
information.

● Track hospitalizations and related measures. 

● Provide patients with knowledge, so they can play an 
active role in staying out of the hospital. 



Create a post hospitalization culture

● Keep the focus on patient centeredness.

● Provide a culture that contributes to 

low hospitalization rates.

● Keep communication that facilitates 

information sharing. 



Implement Continuous Quality Improvement

● Track/trend/analyze hospitalizations. Reviewed hospitalization 
trending workbook and hospitalization discharge analysis. 
Over the past 12 months we reviewed to identify the root 
cause of admissions. Focused on top 3 diagnosis. 

● Engage MD, CM, CRN, RN, PCT, SW, RD and AA in review of the 
data and development of interventions . Complete post 
hospitalization checklist. Continue weekly rounding with focus 
on EDW, BP, any labs drawn and follow up appointments. 

● Review admission and discharge with patients. Give out Red 
Flag education.



Continually Follow up on Hospitalization

● Document track/trend hospitalization, ER visit, and missed treatments. 
Put into a root cause analysis tool to identify driving admission diagnosis. 

● At each treatment ask patients “Have you been in the hospital since last 
your treatment?”

● Perform daily monitoring of absences / hospitalizations. 

● Complete post hospitalizations checklist and scan into doc manager.

● Incorporate the Social Worker to monitor missed treatments with 
reason- address psychosocial and transportation issues. Create a culture 
of zero missed treatment.



Educate patients and staff

● Ask key questions, “Do you know why you were in the 
hospital?”

● Provide education post hospitalization for causes of the 
hospitalization to take an active role in staying healthy and 
how to stay out of the hospital. Follow up with 
appointments.

● Complete medication reconciliation with patient within next 
two treatments. 

● Use printed materials that are easy to read and in the 
patients primary language. Utilize language line. 

● Weekly rounds discuss labs, BP and EDW.



Study

● Data results hospitalization decreased 

● Continue to implement process put in place



PDSA Cycle Cont’d

Act

● CM, CRN to continue to educate any new staff 

on clinic process

● Decrease # of hospitalizations.

● If initial PDSA cycle not successful reevaluate and 

repeat PDSA cycle for another 90 days. 



Steps to sustain improvement

● Continue daily huddle, weekly rounds.

● Continue to complete post hospitalization checklist.

● Continue to provide educate to patients post 
hospitalization.

● Continue to foster open communication for staff and 
patients.

● Continue to track/ trend and analyze hospitalizations.



Post Hospitalization Checklist:
First treatment post- hospitalization 
● Obtain hospital name and reason for admission

● Notify nephrologist of patient return and discuss plan for post hospitalization 

evaluation

● Draw HGB or any missed labs since last treatment.

● Confirm with MD if IV antibiotics are needed.

● Evaluate access and document in the patient’s medical chart any infection, 

complication or procedures performed. 

● Evaluate Fluid Management- complete fluid assessment, review EDW and consult 

nephrologist for new order if applicable

● Review with patient reason for hospitalization 

● Verify Follow up appointments 

● Document clinical note. 



Post- Hospitalization Checklist: 
Second treatment post-hospitalization 

● Evaluate albumin/ nutritional status

● Evaluate HGB resume ESA per MD order update ESA order as necessary.

● Obtain discharge summary

● Confirm if patient was transfused. 

● Obtain any cultures drawn within 24 hours of hospital admission. 

● Complete a medication reconciliation and update medication list.

● Update the medical record with all diagnosis codes chronic and acute. 

● Close absence and hospitalization record. 



Questions?
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ESRD Network 15 

Amy Carper, LCSW, CCM, NSW-C

Quality Improvement Director

Mor Kam, MSW, LCSW

DaVita Dialysis
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Where we started

• Began working with the Network to examine our In-patient hospital use.

• 24 patients in the denominator

• One patient used was admitted to the hospital twice during the timeline

• Once in October 2022

• Once in January-February 2023
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Patient Review

• Male

• 56 years old

• Began dialysis in August 2018

• Went to the same hospital both times

• One time for Sepsis (eight days in the hospital)

• One time for Anemia (one day in the hospital)

27



What did we ask ourselves?

• Began by reviewing the Hospitalization Change Package

• Identified Primary Driver 4: Educate Patients and Staff

• Identified Secondary Driver 4a: Provide patients with knowledge, so that they can 
play an active role in staying out of the hospital.
• Educate patients on key issues and related consequences that can result in hospitalization, e.g., 

missed treatment, fluid overload, pneumonia, infection related to vascular access. 

• Educate as opportunities arise, e.g., after an infection or a hospitalization. 

• Include the family in the education. 

• Following the patient’s hospitalization, ask key questions, such as, “Do you know why you were in 
the hospital?” Address specific reasons for the hospitalization with the IDT, e.g., dietitian to follow 
up with patients for fluid overload
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What did we use?
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What did we use?
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What did we use?
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What did we learn?
• We met in TQM to review patient and other patients to discuss.
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What are we doing differently?

• Began:

• Asking patients about cough

• Reviewing fluid status with patients
• Education from the ESRD Network 

• Education from DaVita

• All team approach

• Motivational discussions about reducing fluid intake

• Offer additional treatments now that staffing is stable

• Continue ongoing communication with family

• Follow recommended restrictions

• Report symptoms early
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Questions, Answers, and Discussion
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Polling Question #2

Now that you have heard this presentation, what is the 
likelihood that you will use ideas from the hospitalization 
change package?
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Moving from Learning to Action…

• Share best practices from this presentation with your colleagues.

• Consider using the hospitalization changes package as a supplementary 
resource to improve your patient outcomes and overall patient experience 
of care.

• Empower your patients to be active participants in helping your facility 
reduce avoidable hospital admissions and emergency room visits.
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Reminder: May 25th Home Dialysis LAN Call
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Social Media and Website
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ESRD National Coordinating Center 

@esrdncc

@esrd_ncc

ESRD NCC | End Stage Renal Disease 

National Coordinating Center (NCC)

ESRD National Coordinating Center

ESRDNCC.org



Thank you!

Please take a few minutes to respond to the post-call survey.

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-NC2PAW-05162023-01


