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2017: The Practice of Nephrology —
meeting expectations

1. Provide safe, timely, quality care

2. Eliminate unwarranted variation in care

3. Perform only necessary tests, procedures, and
therapies

4. Provide end-of-life-care

5. Address the crushing costs of care

6. Attain patient alignment

/. Deliver patient-focused care




Population Health Resource Relationship
2010 data from Mayo Clinic HSER

COST Chronic Disease Services
% of Medicare Spending # of Chronic Conditions
50% Multi-disciplinary
Care Teams
Home Monitoring
+
“Medical Home”
45% 45% Education
Community Support
-
5% 50% Wellness, Risk Screening

Shared Decision Making
Health Education

Populatlon

% of community
Williams AW, Nesse RE, Wood D. Am J Kidney Dis. 2012 May; 59(5):601-3.
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Essential Elements of a Chronic Care Model

Appropriate, early patient identification
Supportive system of longitudinal care
Smooth transitions along disease trajectory
Interventions to delay progression

Trained team members

Formalized protocols, communication tools and
education

Data management

ONEY b,
e
s /Amaran
$ i 1 V.'N
;{l@ico
o‘i‘l AR
05\“!! (9‘r
ogay o5°




Achieving Population Health at Each Level of the

Pyramid
Nephrology Complex
AKI/CKD/ESRD/Tx Care

(Tertiary — Quaternary)

Intermediate Care
(Secondary)

Community Based Care
(Primary)




The Most Important information:
What Our Patients Tell Us

"Patients don't getivacations.”
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Re-Engineering Dialysis

Practice Delivery Experience
b JpeN




Patients We Serve Represent
Different Personas

JOHN (M) AGE 42
ACUTE ESRD (GRAFT)
HAD TO QUIT WORKING

MARRIED WITH KIDS

| started dialysis in the hospital. | thought | was getting sick a couple months
ago, but | didn’t have a primary care doctor. To be honest, | was afraid of the
cost and never imagined getting so sick so quickly. Now | have a lot of
hospital bills to pay, and I’'m trying to organize my Medicare all at once now.
It's so confusing. | need to find a primary doctor that | like. I've been out for a
couple months but I’'m just now understanding the process. Sometimes | have
to skip dialysis, because of my work schedule. | know that it messes up my
schedule, and that scares me. l-don’t have a choice though. | have to put food
on the table for my young kids. My wife is already doing most of the work. To
pay for all of these pills and diabetes appointments, | have to work extra shifts
when'| can. Then on top of this, the care team wants me to exercise and diet.
| have so much stress on my mind that | can’t imagine where | would find the
time. | want to be a dad too. “I'll CROSS THAT BRIDGE LATER.”

The Center for Innovation developed 8 Personas for
ESRD based on more than

100 observations & interviews.

Ms. Krisa Ryan

©2012 MFMER | 3186021-9




Chronic Kidney Disease Patient Trajectory
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Patient Needs
Seen Through the Eyes of Personas

« Shared Decision Making (Non-paternalistic discussion between
the patient and the care team around goals within the community.)

» Collaboration & Empowerment (Effectively exchanging
information to set up mutual understanding and success.)

* Open & Honest Communication (Transparency of cost, data,
modalities, and delivery of care)

* Improved Education IntervalS and Interpretation (Real-time

information that has a tighter feedback loop translated on the patient
level to gain maximum usability of information.)

« Clarified External Relationships (Mutual understanding of team
member roles and activities that would support their capacity to
maintain workload for the future state. Note patients and their family
units as active members of team.)

©2012 MFMER |
3186021-11
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RESEARCH

ROBERTA (F) [T
AGE 76
ACUTE ESRD (CATHETER) i
RETIRED el RN
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I've been on dialysis for a couple months now. | used to be at Eisenberg, but now they moved me out
here to the NE clinic. It’s farther from my nursing home. Not that it matters, but | don’t know why they
moved me. | take a shuttle and nobody meets me. | have no family, and | don’t know anyone else at
dialysis. | hate it. | don’t have any options. I'm sad most of the time. | can’t even choose the food | eat
at the nursing home. | don't feel like myself anymore. | don’t know if | can stop dialysis or if that’s sa-
creligious. | hope someone talks to me. Maybe I'll tell my nurse. She talks to me the most. If they knew
what | needed though, why wouldn’t they give it to me?

“I DON'T FEEL LIKE MYSELF ANYMORE.”

CONTINUUM
OF CARE

’

INFLUENCERS

Shared Decisions —
Collaboration -
Communication —
Education —

Relationships

©2012 MFMER | 3186021-12
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Patient Trajectory

— Chronic Kidney Disease
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Shared Decision-making:

Patient Education &
Discussion about treatment
options: Decision aids;
Disease Trajectory Visual
Tool; Dialysis Quick Start
Guide & “Who to Call” Guide
Annual medication therapy
management consult with
pharmacist

Nurse Care Coordinator
assigned to highest risk
patients

Palliative Care/Advanced
Care Planning

Best Practice for Chronic

Kidney Disease (CKD)

» Alert for primary care
physicians for Nephrology
referral eGFR <25

+ Patient Education: Revised
hand-outs, class contents

* Multi-author tracking tool

» Standard visit elements/
visit template

* Shared, multi-authored care
plan and check list

* CKD care process pathway/
best practices available to
all

Best Practice for End Stage Renal Disease:

Care Team notified when inpatient care
required or ED visit

Emergent dialysis in the ED

Admission order set/ co-location of patients
when possible

Work unit huddles and structured hand-offs
Palliative Care / Advanced Care Planning
Pharmacist Medication Management
Continued use of multi-author tracking tool
Nurse Care Coordinator assigned to highest
risk patients

Discharge Checklist

“Quick Start” and “Who to Call” guides with
dismissal information/education

Best Practice for Inpatient
care:

Patient Education &
Discussion about treatment
options: Decision aids;
Disease Trajectory Visual
Tool; Dialysis Quick Start
Guide & “Who to Call”
Guide

Dialysis NP & RN part of
the inpatient care team &
part of dismissal rounds
Standard Order Sets
Medication Management/
med reconciliation
Palliative Care part of the
Nephrology team
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Self-Care

My Options

What are my options?

These cards are a conversation guide to help you discover
which renal replacement therapy options may best support
your individual values, goals, and preferences for your
lifestyle and vision of wellness. If none of these options
seem right for you, you may consider discussing supportive
care options with your provider.

How will I know if | made the best
decision for me?

For any of the options avalable, there may be an adjustment
period at the beginning. Many patients need a few months to
begin to feel the full effect of ifestyle changes. At this point,
you can discuss with your care team if the option you chose
continues to support your values, goals, and preferences for
your lifestyle and vision of wellness.

2014 tao ot o Mo Educstion nd e rons s

Location

WHICH END-STAGE RENAL DISEASE TREATMENT OPTION IS RIGHT FOR ME?
Peritoneal Dialysis Peritoneal Dialysis
P Treatments can be done at work,
)* There s approximalely two home or where you travel.
T u . weeks training for patients ¥ :
front.
Patent Care Toam uplront . ‘7‘
oy Frene Patients self-manage and do Home  Work Tavel
[— their treatment each day. —
Home Hemodialysis
Home Hemodialysis
Treatments are done at home.
g 0 There is approximately three
” JFUU:F weeks training for patients and Home Trvel Equipment can be taken with you
helpers upfront. for travel.
Pationt Caro Toam
and Helper by Phone Patients and helpers self-manage
and do their treatment each day. In-Center Hemodia|ysis
. : Tr
In-Center Hemodialysis O;T:,"e"‘s are done at a diaysis
‘]& [ﬁ Patients participate in the Patients are required to contact
l[' 0 treatment with the care team. nGener it their social worker ahead of e
in order to arrange treatments at
Patient Care Team their travel location.
Kidney Transplant Kidney Transplant
8 0 Patients participate in the Patients gain flexibility to travel.
I' S D[[M treatment with the care team.
! i
Patont  Care Toam
Home  Wok  Tavel

Peritoneal Dialysis

Treatment costs usually are covered by insurance or
Medicare. Patients with End-Stage Renal Disease
may be eligible for ESRD Medicare upon nitation of
home peritoneal dialysis. Prescription medications
may be covered under Medicare Part D. Please
contact your social worker for additional questions,

Home Hemodialysis

Treatment costs usually are covered by insurance or
Medicare. Patients with End-Stage Renal Disease
may be eligible for ESRD Medicare upon initation of
h training. P di

may be covered under Medicare Part D. In-home
helpers are not covered under Medicare. Please
contact your social worker for additional questions.

In-Center Hemodialysis

Medicare coverage usually stats the first day of the
fourth month of your dialysis treatments. Prescription
medications may be covered under Medicare Part
D. Please contact your social worker for additional

questions.
Kidney Transplant
Insurance may cover costs of post-transplant
v prescription medications. Most transplant recipients

are eligibe for End-Stage Renal Disease Medicare
for at least three years. Patients are encouraged to
‘contact their pharmacy plan for coverage and
co-payient detais. Please contact your social
workef fof.additonal questions

Peritoneal Dialysis
Receive treatment more often.
T
SIMIT|W FIs Treatments are usually shorter

amounts of time.

Patients have monthly reviews
with the care team.

Home Hemodialysis
Receive treatment more often.

SIMITIW|T[F IS treatments are usually shorter

amounts of time.

Patients have monthly reviews
with the care team.
In-Center Hemodialysis

Receive treatment less often

| Treatments are usually longer
S|M|T|W|T|F|S amountsoftime.

Patients have monthly reviews
with the care team.

Kidney Transplant

If a compatible living donor is not available for a kidney
transplant, your name may be placed on the kidney transplant
waiting st to receive a kidney from a deceased donor. The
wait could be three to five years if you are waiting for a
deceased donor.

Peritoneal Dialysis

Travel

END-STAGE RENAL DISEASE TREATMENT OPTION IS RIGHT FOR

Procedures

WHICH END-STAGE RENAL DISEASE TREATWENT OPTION IS RIGHT FO.

Peritoneal Dialysis

A peritoneal catheter is placed in
the abdomen.

v v Patients have access 10 dialysis
equipment that can be used for
ravel

Home Hemodialysis

L o T Patients have access 10 dialysis
equipment that can be used for
ravel

In-Center Hemodialysis

%3 When planning to travel, patients
are required to contact their
social worker ahead of time in
order to arrange treatments at
their travel location.
Kidney Transplant

? %D # Patients gain flexibility to travel

Home Hemodialysis

Avascular access (fistula or
gratt) s placed n arm.

=F

In-Center Hemodialysis

Avascular access (fistula or
graft) is placed in arm,

=P

Kidney Transplant

Ahealthy kidney is placedin
the lower abdomen. A vascular
access (fistula or graft) may
also be placed as a temporary
treatment method while waiting
for a healthy kidney.

==p

Side Eects

REATMENT OPTION 5 Al

Peritoneal Dialysis

Possiblewiéioht gain

Home Hemodialysis

Possible low biood pressure
Possible muscle cramps
Possibe fatigue

In-Center Hemodialysis

Possible low blood pressure
Possible muscle cramps
Possible fatigue

Because in-center treatment is less frequent than home
treatment, patients may experience more side effects.

Kidney Transplant

Possible high blood pressure

Possible osteoporosis

Possible on-set or worsening of diabetes

‘Some side effects can be temporary, long-lasting or may vary
with medication dosages

WHICH END-STAGE RENAL DISEASE TREATMENT OPTION
Peritoneal Dialysis
™ Peritoneal Dialysis Peritoneal Dialysis
Treatment that is more frequent
3{ % may allow increased flexibily. a Treatment that is more frequent Possible catheter problems
' may require less medications. Possible hemias
Loud
Home t
Home } y Home Hemodialysis
Dt Treatment that is more frequent P | \ Possible access (fstula or grafl) problems
YWY may allow increased flexivily. () m’:;"”:gs}[;":‘; ;‘;;{fg::’“ Possible risk of infection
Ui
In-Center Hemodialysis In-Center Hemodialysis In-Center Hemodialysis
ot Treatment that is less frequent P Possible access (fistula or graft) problems
% may limit flexibiity. )0 Treatment that s less frequent Possible risk of infection
. ' may require more medications.
Lot
Kidney Transplant Kidney Transplant Kidney Transplant
et Patients gain back fiexivility. N Possile risk of the transplanted kidney to have delayed function,
Wy QQaQ Kidney transplant patients o function o rejecton from the body a any time
1] require additional ant-ejection Possile surgical compications
- medications. Possible risk of infection
PP® Possble risk of original kidhey disease fo happen again




Smoothing Transitions

Healthy Transitions

Initial Intervention Control P value
Management Group % group %

Peritoneal 23 3 .05
dialysis

Outpatient HD 58 23 .029
center

Pre-emptive 13 3 NS
Transplant

Mature AVF/ 52 28 NS
AVG

Steven Fishbane, MD, Hofstra Northwell School of Medicine, Great Neck, NY
Kidney Week Abstract TH-OR039. Presented November 17, 2016.




Proposed Models

Models

Description

Location

Access to care
coordinators

Access to allied
health

Access to
specialist MDs

Access to
subspecialist MDs

Access to group
education

Use of evidence-
based protocols

Individual care
plan available

Focus on risk
reduction

1(FP/Specialty + CM) 2 (FP/Specialty + CM + Allied Health Team)

FPs + specialist MD(s) supported by a care  FPs + specialist MD(s) supported by a care
coordinator in managing patients with the  coordinator and allied health team to manage
selected cluster of diseases patients with the selected cluster of diseases

Virtual network FP + specialist MD offices  Virtual network FP + specialist MD offices Off-
On or off-site care coordinator site care coordinator Off-site allied health team

CM has specialty expertise in disease cluster

Usual access through CM as required

May be available in the community or accessible via scheduled visits to the community and/or
telehealth

May be accessible but not available in the community

Refer to relevant existing hospital and/or community-based education sessions; possibility of
web-based or telehealth education sessions

Includes use of standardized tools for data collection

Full or partial electronic care plan and electronic health record

Individual and group level

3 (Specialty Clinic) 4 (Subspecialty Clinic)

Specialist MD(s), care coordinator, and allied health team = Subspecialist MD(s), specialist MD(s), care coordinator, and
provide consultation services and/or share care with FPs  allied health team provide consultation services and/or share
for patients with the selected cluster of diseases care with FPs for patients with the selected cluster of diseases

Common location (clinic) for review of patients Common location (clinic) for review of patients

Partial or full team with spegialty expertise

Availableiin the comfumity

May be available in the community or accessible via Available in the community
scheduled visits to the community and/or telehealth

On-site group education available that is specific to disease cluster, lifestyle, and/or self-management Refer to relevant
existing hospital and/or community-based education sessions

M. Beaulieu M, Levin A, Analysis of Multidisciplinary Care Models and Interface With Primary Care in Management of
Chronic Kidney Disease. Seminars in Neph Vol 29, Issue 5, September 2009, Pages 467-474




Accountable/Valued Care at each level of the
pyramid =

« Define and involve the population —
patients and families
* Redesign care services across sites
 Manage population health
» systems integration- inciuding efficient
referral nhetworks
= equitable and efficient resource
allocation
= knowledge management
 Manage the financial system across sites

AR
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’i‘g_l_@'&o KDIGO Controversies Conference on Advanced CKD | December 2-5, 2016 | Barcelona, Spain
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Improve Outcomes and Add Value

Develop flexible partnerships with PCP,
Specialists and Community Services

« Establish direct connectivity

* Define evidence based guidelines for the care
of people withracute and chronic disease

» Help define efficient and effective processes to

ensure the guidelines are

— easily accessed

— integrated into practice flow

— monitored to assess success (outcomes, compliance)
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Build a network of providers whose roles
transition with the needs of the patient.

CKD 0-2

PCP
Best Practice
Protocols designed
collaboratively

with specialists to
manage risks for
progression of

CKD & monitor

CKD 3

PCP

Coordinated care
with Nephrologist
& Nephrology Team
Protacols and
processes to
manage risks for
CKD progression,
complications of
CKD, renal
replacement
education, access
planning & monitoring

CKD 4

Coordinated care
shifts from the
PCP to the
Nephrologist
& Nephrology
Team taking
the lead

CKD 5

Dialysis
&
Transplant

Coordinated care
Nephrologist
& Nephrology
Team & PCP

©2011
MFMER |
slide-19




Must Connect the System
Create an Extended Multidisciplinary Team

Understand and Utilize/Enhance the
Capacity and Capabilities of Inpatient and
Outpatient Facilities/Practices/Resources

Tertiary < ¢——p Community
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Using technology to stay connected

Connected Care Domains

Service Lines
Live Video Store-and-Forward mote | = Mobile Health
(Synchronous) (Asynchronous) N j (RELY) (mHealth)

 Live, two-way » Transmission of « Personal health and * Health care and

interaction between a recorded health medical data public health practice
person and a history through an collection from an and education
provider using electronic individual in one supported by mobile
audiovisual communications location via electronic communication
telecommunications system to a communication devices such as cell
technology. praciitioner, usually ‘a technologies, which phones, tablet

specialist, who uses is transmitted to a computers, and

the information to provider in a different PDAs.

evaluate the case or location for use in

render a service care and related « (*) Platfoms include

outside of a real-time support. Web, Mobile, Video &

or live interaction. EHR

Transactions Across the Continuum of Care

Prevention Presentation Diagnosis Treatment Recovery Management

@) &)

AONEY O
LN




AskMayoExpert a

Results Experts

Chronic Kidney Disease
& Chronic Kidney Disease (Adult) — Patient Considerations — Complications

Non-ST Elevation Myocardial Infarction (NSTEMI)

& Non-ST Elevation Myocardial Infarction (Adult) — Description — Diagnosis — Treatment
- Patient Considerations

Anemia
& Anemia (Adult) — Diagnosis — Treatment — Clinical Follow-Up

Calciphylaxis
Description — Diagnosis — Treatment

Proteinuria
Dlagn05|s — Treatment — Clinical FOI]OWfUp — Patient Considerations — Compllcatlons

Autosomal Dominant Polyeystic Kidney Disease (ADPKD)
Description/= Diagn@sis — Treatment — Screening — Comgplications

Atheroembolic Renal Disease
Diagnosis —Tréatment —\Prevéntion — Complications

Nephroureterectomy

Indications and contraindications — Side Effects — Patient Considerations — Diagnosis —
Clinical Follow-Up

Primary Hyperparathyroidism

Diagnosis — Treatment — Clinical Follow-Up

Hypocalcemia
Diagnosis — Treatment — Complications
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AskMayoExpert

Chronic Kidney Disease

Clinical Answers Exper

& Care Process Models

Chronic Kidney Disease
(Aduit)

Adaitional Answers
Patient Considerations
Peripherally Inserted
Central Catheters
Complications

Anemia

Prir

Secondary Authors: A
Input and Recommendations:
Fitzpatrick, M.D
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Evaluation and Testing

Suspect chronic
kidney disease
(CKD) or patient at
risk of kidney
aisease

4

Perform nistory and
physical examination

4

Order tests

4

Emergent
evaluation
indicated?

No

4

Obtain or calculate
estimated glomerular
filtration rate (eGFR)

2

Acute kidney
injury?

CKD identified?

YES

4

Classify CKD stage

YES —>

YES =

1 for individua

Refer to Emergency
epartment

Address possible
cause of atute
decline In(GER

Modify risk and
continue surveillance
for CKi

+

stage 1 and Stage 3
stage 2

ary Authors: Robert C. AlL
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W Key Points & Teach Back Questions
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Connected Care

Prevalence of CKD, %

Prevalence of renal damage (Stage of CKD) in 6,142 patients with
type 11 Diabetes enrolled in the Study

100

<+

50

40

30

25

20

10

0 - - ..
No CKD  Stagel  Stagell Stagellla Stagelllb  Stage IV Stage V not
n. 3071 n. 222 n.856 n.1227 n.579 n.147 on dialysis n.40
(50%) (3.6%)  (13.9%) (20%) (9.4%) (2.4% (0.6%)

Stefano Bianchi FR-OR017 ASN Kidney Week, Chicago 2016




Smooth Transitions
Standardization-Collaboration-Communication

« Consistent integrated flow of information

« Standardization of care & care team
members’ roles < including the patient

 Expanded CKD/ESRD team
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Comprehensive CKD Care Model
Nephrologists as the Captain

Concept: Integration across medical
settings and disease phases;.captained
by nephrologists, will improve care quality
and patient eulicomes in-late-stage chronic
kidney disease (CKD) through renal
replacement therapy and/or end-of-life
care.

ASN Public Policy Board 2016
5 Hg*




Comprehensive CKD Care Model
Nephrologists as the Captain

Goal: Develop a CMMI pilot program to test an
integrated kidney care delivery model led and
iImplemented by nephrology practices that
encompasses the spectrum of advanced kidney
disease including/ate-stage . CKD, dialysis,
transplantation and post-transplant care, full access
to palliative care and transition to hospice care
when appropriate.

ASN Public Policy Board 2016




Comprehensive CKD Care Model
Nephrologists as the Captain
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Manage and slow the progression of kidney disease and
other complex chronic conditions common in patients with

advanced kidney disease

Prepare for, and manage care transitions to
* maximize patient satistfaction

e improve outcomes

* optimize shared-decision making

* reduce costs

coordinate care and educate patients and caregivers
about treatment choices (transplant, Dialysis,
Conservative care)

ASN Public Policy Board 2016




Comprehensive CKD Care Model
Nephrologists as the Captain

AONEY 2,
ey,
~ A5 _.;,:.\ o
SARE \
° A
AT 4
N TE B
o - O
“2ea o

What expertise is needed in the CKD care model?

What are the patient population(s) that would benefit from being in the
CKD care delivery model?

What is the relationship and role of the primary care physician and
subspecialists?

What are the patient care needs that the CKD care model should
address? (Services to be included)

What are the goals of the model and how will they be measured?

What model design would best facilitate the goals?

ASN Public Policy Board 2016




Impact for Nephrologists
Based on Model

investment —risk

Contract Comprehensive Care
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Our Responsibility

Enhance the delivery of patient-centered, high
valued care through

Developing new patient centered, collaborative, seamless care
models

Research and discoveries for translation to inform best practices
Knowledge transfer and education

Establishing appropriateness criteria for tests, therapies and
procedures

Defining/influencing metrics for monitoring value of care
Influencing public policies
Teaching multidisciplinary patient-centric team-based care

Quality

(outcomes , safety, service)

Value =




RESEARCH

DIALYSIS

~~ -

BRIDGE

RANSPLAN

HOME
PALLIATIVE
CARE

HOSPITAL

NARRATIVE

| started in the Diabetic Nephropathy Clinic a couple years ago. I'm an ESRD patient now. They
placed a catheter for PD and | was able to start doing home PD. That worked for a couple years, but
now I've had to change to home HD. My boyfriend comes to every appointment with me and helps
me at home. | don’t have any other health problems now, so its much easier to manage. Now | have a
steady routine and my care team is really pleased with me. | have been able to work and nothing can
stop me. | don’t know what | would do in the future if | had to change anything again.
“YOU JUST HAVE TO BE OPTIMISTIC.”

MELISSA(F) e,
p— AGE.31 ’_—"—’—
CKD TO ESRD (FISTULA) ___,::'
BUSINESS WOMAN Lo T
PATING
’ LEARN
II
¢ ———" | mom |

/ HOSPITAL

-~
~—~o

MAYO 19

EIS

ALBERT LEA

OWATONA

ONALASKA
NE CLINIC

DECORAH
ST MARYS ICU

EAU CLAIRE

pemmm——————————

.,

____________________________________

INFLUENCERS

Shared Decisions
Collaboration
Communication
Education

Relationships
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