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Abstract
The 18 regional ESRD Networks are established in legislation and contract with the Centers for Medicare and
Medicaid Services to improve the quality and safety of dialysis, maximize patient rehabilitation, encourage
collaboration among and between providers toward commonquality goals, and improve the reliability and the use
of data in pursuit of quality improvement. The Networks are funded by a $0.50 per treatment fee deducted from
the reimbursement to dialysis providers, and their deliverables are determined by a statement of work, which
is updated in a new contract every 3 years. The Conditions for Coverage require dialysis providers to participate in
Network activities, and failure to do so can be the basis for sanctions against the provider. However, the Networks
attempt to foster a collegial relationship with dialysis facilities by offering tools, educational activities, and
other resources to assist the facilities in meeting the evolving requirements by the Centers for Medicare and
Medicaid Services on the basis of national aims and domains for quality improvement in health care that transcend
the ESRD program. Because of his/her responsibility for implementing the quality assessment and performance
improvement activities in the facility, the medical director has much to gain by actively participating in Network
activities, especially those focused on quality, safety, patient grievance, patient engagement, and coordination
of care. Membership on Network committees can also foster the professional growth of the medical director
through participation in quality improvement activity development and implementation, authorship of articles in
peer-reviewed journals, creation of educational tools and presentations, and application of Network-sponsored
materials to improve patient outcomes, engagement, and satisfaction in the medical director’s facility. The im-
provement of care of patients on dialysis will be beneficial to the facility in achieving its goals of quality, safety, and
financial viability.
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Introduction
The ESRD Networks were established in the original
Medicare Conditions for Coverage (CfC) in 1972 (Part
405, subpart U section 405.2110). Although the Cen-
ters for Medicare and Medicaid Services (CMS; then
the Health Care Financing Administration) reduced
the number of Networks from 32 to 18 in 1987, their
essential task has not changed. The Networks are in-
dependent contractors to CMS. Their deliverables are
detailed in their statement of work (SOW); their con-
tracts and SOW are updated every 3 years. The Net-
works are tasked to improve the quality and safety
of dialysis, maximize patient rehabilitation, encourage
collaboration among and between providers toward
common quality goals, and improve the reliability and
the use of data in pursuit of quality improvement (1,2).
The dialysis facility’s responsibilities to the Network
are described in the interpretive guidance of the CfC
(V772) as follows:

Standard: Relationship with the ESRD Network. The
governing body receives and acts upon recommen-
dations from the ESRD Network. The dialysis facility
must cooperate with the ESRD Network designated
for its geographic area in fulfilling the terms of the
Network’s current statement of work. Each facility
must participate in ESRD Network activities and
pursue Network goals (3).

Networks have the same task irrespective of their
organizational structure. Some Network contracts are
held byQuality Improvement Organizations (QIOs), and
some are held by companies that have only ESRD
Network contracts. QIOs and ESRD Networks-only
companies may hold one or more of 18 CMS ESRD
Networks contracts. CMS funds Networks’ activity
from a $0.50 per treatment fee deducted from the
monthly payment to dialysis providers. The current
SOW of the ESRD Networks expects the Networks
to “. . .serve as partners in quality improvement with
beneficiaries, practitioners, health care providers, other
healthcare organizations and other stakeholders” (1).
Networks have three standing committees: patient advi-
sory, medical review board (MRB), and patient griev-
ance. They may have one or more subcommittees to
manage the quality improvement activities (QIAs) of
the MRB.

Networks and Medical Directors as Partners in
Improvement
Quality of care is defined as the “degree to which

health services for individuals and populations increase
the likelihood of desired health outcomes and are con-
sistent with current professional knowledge” (4). Since
the Institute of Medicine formulated that definition in
1990, current professional knowledge now encom-
passes specific aims, strategies, and principles pertinent
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to health care in general and ESRD in particular. The Patient
Protection and Affordable Care Act (PPACA; P.L. 111–148)
(5) directed the Secretary of Health and Human Services to
develop a “national strategy for quality improvement in
healthcare” and establish priorities for accomplishing the tri-
ple aim of better care for patients, better care for populations,
and cost reduction through quality improvement (6).
Table 1 matches the triple aim pertinent to ESRD and

the domains of the quality improvement tasks of the

Networks as defined in the current SOW. Table 2 shows
the priorities from the national quality strategy that sup-
port the Networks’ domains of quality. The national qual-
ity strategy has a set of core principles for actions and
priorities. The fourth principle of the national quality strat-
egy (not shown in Table 2, which lists the priorities) is to
align “the efforts of public and private sectors” (7). The
Networks, as contractors to CMS, are the agent of align-
ment in ESRD. Table 3 outlines the authority granted the

Table 1. Aims and domains of the ESRD Network statement of work

Aims/Domains Subdomains

Aim 1: Better care for the individual through
beneficiary and family-centered care

Patient and family engagement Foster patient and family engagement at the facility
level

Involve patients/families in CMS meetings
Convene patient engagement in LAN

Patient experience of care Evaluate and resolve grievances
Promote use of ICH CAHPS and/or any similar
survey identified by CMS

Address issues identified through data analysis
Patient-appropriate access to in-center
dialysis care

Decrease IVDs and IVTs
Address patients at risk for IVD/IVT and failure to
place

Generate monthly access to dialysis care reports
Vascular access management Improve arteriovenous fistula rates for prevalent

patients
Reduce catheter rates for prevalent patients
Support facility vascular access reporting
Spread best practices
Provide technical support in the area of vascular
access

Recommend sanctions
Patient safety: HAIs Support the NHSN

Establish HAI LAN
Reduce rates of dialysis facility events

Aim 2: Better health for the ESRD population
Population health innovation pilot project Reduce identified disparity through projects

Project A: Increase hepatitis B, influenza, and
pneumococcal vaccination rates

Project B: Improve dialysis care coordination
with a focus on reducing hospital use

Project C: Improve transplant coordination
Project D: Promote appropriate home dialysis in
qualified beneficiaries

Project E: Support improvement in quality of life
Aim 3: Reduce costs of ESRD care by improving care
Support for ESRD QIP and performance improvement
on QIP measures

Assist facilities in understanding and
complying with QIP processes and requirements

Assist facilities in improving their performance on
QIP measures

Assist CMS in monitoring the quality of and
access to dialysis care

Assist beneficiaries and caregivers in
understanding the QIP

Support for facility data submission to CROWNWeb,
NHSN, and/or other CMS-designated data collection
system(s)

HAI, health care–aquired infection; QIP, Quality Incentive Program; CMS, the Centers for Medicare and Medicaid Services; LAN,
Learning and Action Network; ICH CAHPS, in-center hemodialysis consumer assessment of healthcare providers and systems; IVD,
involuntary discharge; IVT, involuntary transfer; NHSN, National Healthcare Safety Network.
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Networks by the federal regulations. The primary focus of
Networks’ activity is to represent, protect, and support the
beneficiary (patient and family). The federal regulations
make it possible for CMS to apply alternative sanctions
(suspension of payment for services) to facilities that fail
to participate in Networks’ activities and cooperate with
Networks’ goals. The challenge for dialysis facilities is to
comply with and participate in the Networks’ quality and
safety initiatives. The opportunity is to leverage the exper-
tise and technical assistance available from the Networks to
advance the facility quality and safety initiatives.
The federal regulations make the medical director the

accountable person for the quality of service, safety, and
care provided by the other members of the interdisciplinary
team (IDT) and the medical staff (§494.150 [8], V710 [3]). In
effect, the medical director has the same responsibilities for
his or her dialysis facility that the Network has for the facil-
ities under its supervision (9). That makes the Network a
natural partner for the medical director. All 18 ESRD Net-
works’websites can be accessed through the National Forum
of ESRD Networks’ website (www.esrdnetworks.org). All
Networks develop tools that can be used by medical direc-
tors to further their facility’s culture of safety and quality. The
medical director can bring the best professional knowledge to
the IDT to inform the discussion and decision making. The
medical director is able to develop medical staff consensus
about care paths, medication choices, and goals for important
clinical outcomes. He or she is able to bring members of the
medical staff into the quality assessment and performance
improvement (QAPI) process (10). The medical director is
usually a member of the medical staffs of one or more of
the hospitals where the facility’s patients receive inpatient
and outpatient services. His or her position on the hospital
staffs allows participation in discussions relating to, for ex-
ample, continuity of care, transfer of information, medication
reconciliation, access placement, vein sparing, and elimina-
tion of peripherally inserted central catheter lines.
The language of the federal regulations focuses on the

obligation of the governing body to the Network. The
relationship of the medical director to the governing body
clearly delegates that obligation to the medical director.
Although the language is prescriptive with the threat of
sanctions, the practical reality is that the relationship between
the Network and the medical director (and IDT) can and
should be collaborative and collegial. The medical director
can and should participate in the activities of his or her
ESRD Network and quality improvement committees of
the MRB. The medical director likely spends much of
his or her time working with and directing the facility
QAPI team. CMS Quality Incentive Program (QIP) for the

performance/payment cycle of 2014/2016 includes mea-
sures of anemia, dialysis adequacy, mineral metabolism,
vascular access, infection (National Health Safety Network
[NHSN] reporting), and patient experience of care (In-Center
Hemodialysis Consumer Assessment of Healthcare Provid-
ers and Systems). Although the industry is moving away from
emphasis on laboratory measures to issues more centered
on patient health-related quality of life, facilities have to be
proficient in controlling these fundamental metrics before
they move up the quality pyramid to more complex issues
driving health-related quality of life (11).
The Networks are contractors for CMS. They are obli-

gated to the aims and timelines in the SOW. The priorities
established by CMS in the SOW and, consequently, levied
on the facilities may not always be congruent with local,
regional, or corporate priorities. Network QIAs may com-
pete for staff time budgeted to other equally worthy projects.
Some of these projects may require burdensome paper-based
data collection, reporting, and other mandated facility actions.
Ultimately, the Networks have little choice but to expect
compliance from facilities, because the Networks’ evalua-
tions and contract renewals are performance based. Ac-
cordingly, each Network’s response to the SOW goes
through multiple revisions in the MRB. There is ample op-
portunity to modify, mitigate, and bring alignment between
Networks’ SOW and facility goals and objectives. The Med-
ical Advisory Committee of the National Forum of ESRD
Networks is comprised of all of the MRB chairpersons
from the 18 Networks. It is another setting where such con-
flicts can be addressed.
It is a goal of value-based purchasing principles that there be

more transparency and reporting of outcomes. The Dialysis
Facility Compare website (http://www.medicare.gov/Dialysis-
FacilityCompare/search.html) will soon include a five-star
rating for dialysis facilities comparable with the one in place
for nursing homes (http://www.cms.gov/site-search/
search-results.html?q=fives%20star). Physicians are listed on
the Physician Compare website (http://www.medicare.gov/
physiciancompare/search.html). Some (but not all) of a facili-
ty’s score by its Network for participation in QIAs is on the
basis of the facility’s performance in relation to a designated
threshold. As such, QIAs can be seen as punitive. The goal of
the QIA is to improve performance. Although this might be
distressing to a facility and its medical director, it does
provide a focused opportunity to improve the outcome
and the report card.
Facilities are expected to bring their processes and out-

comes in line with the triple aim and the national quality
priorities. The Network is an obvious resource for the dialysis
facility and medical director. Consider five categories of

Table 2. National strategy for quality improvement in health care

(1) Making care safer by reducing harm caused in the delivery of care
(2) Ensuring that every person and family are engaged as partners in their care
(3) Promoting effective communication and coordination of care
(4) Promoting the most effective prevention and treatment practices for the leading causes of mortality, starting with
cardiovascular disease

(5) Working with communities to promote wide use of best practices to enable healthy living
(6) Making quality care more affordable for individuals, families, employers, and governments by developing and
spreading new health care delivery models
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activities in the domain of the QAPI team: quality, safety,
patient grievance, patient engagement, and coordination
of care.

Domains for Improvement
Quality
To assist in the fundamental QAPI process, a Network

can provide consultation and assistance in problem solv-
ing in general or for specific problems. It can assist with
formats, best practices, and references and provide onsite
assistance (12). The QAPI program is to be data driven and
use comparative national, Network, and state data to com-
pare outcomes and establish benchmarks (§494.150 [8],
V710 ff [3]). Performance feedback drives improvement
in care (13). The Network is a source for comparative data
through the Network Coordinating Center, its distribution
of CROWNWeb data reports, and the results of Networks’
QIAs.
The role of CROWNWeb is evolving. The Networks are

resources to assist the non-Large Dialysis Organizations
(nonbatch-reporting facilities) in completing their data input.
As the QIP moves from claims-based reporting to CROWN-
Web data, the assistance of the Networks to the facilities will
be increasingly important.
Since the initiation of the Fistula First Breakthrough

Initiative (FFBI), the Networks gathered and disseminated
data and best practices on catheter reduction and increasing
arteriovenous fistula prevalence. The FFBI is an excellent
example of the dramatic improvement in outcomes (increased
arteriovenous fistula and decreased central venous catheter
prevalence rates) that can occur when stakeholders, in-
cluding CMS, the Networks, dialysis providers, professional
organizations, and patients, collaborate to achieve a goal

that, several years ago, was thought to be unattainable (14).
The FFBI website (www.fistulafirst.org) and many individ-
ual Network websites provide tools for implementing the
change concepts, tracking progress, and providing educa-
tion to all stakeholders. Their current SOW gives Networks
the responsibility for helping facilities understand and comply
with the QIP and be successful in CROWNWeb data report-
ing. As the QIP evolves each year to decrease the weighting
of laboratory-based indicators and increase the weighting of
outcome-based indicators, such as infections, satisfaction, and
hospitalization/rehospitalization, the Networks will have an
important role in preparing providers for this transition.
The input of medical directors is critical to the development

of the Networks’ quality agenda. Unlike individual nephrol-
ogists who may view quality on a patient-by-patient basis,
their QAPI experience gives medical directors a population-
based view of barriers and opportunities for improvement
that may be generalizable to the geographic region. Using
FFBI as an example, medical directors may offer the Net-
works insight into issues, such as predialysis care/education,
referral patterns, and reimbursement, that transcend individ-
ual practices and offer high yield for intervention.

Safety
In the current Networks’ SOW, reducing health care-

acquired infections is the safety topic. The QIP requires
monthly reporting to the NHSN. The Networks can assist
facilities in registering, organizing, and reporting events
and using the resources on the NHSN website (15). At a
more basic level of promoting safety and a facility culture
of safety, the Networks developed and promulgated the
5 Diamond Patient Safety Program (5DPSP) (16). The
5DPSP is a modular curriculum that allows a facility to

Table 3. Conditions and VTags (3) concerning Networks and dialysis providers

42 CFR Section/Tag Summary

§488.604(b) Termination of Medicare coverage on the basis of the supplier’s failure to participate
in Networks’ activities and pursue Networks’ goals (cf. §494.180); alternative sanctions

§494.60
V416 Collaboration with ESRD Networks for disaster preparedness

§494.70
V466 Patient informed of option to call ESRD Networks for grievances
V467 Patient free of fear of reprisal if grievance is filed
V470 Duty to post patient rights, including contact information for ESRD Networks

§494.100
V585 Home patients provided with contact information and information about ESRD Networks

§494.110
V628 QAPI team to consider data from external sources, including ESRD Networks

§494.170
V728 Networks have the right to review medical records and take offsite if necessary

§494.180
V750 Requires the governing body to have a signed agreement with and respond to requests

from the ESRD Networks
V755 Summary of Networks’ SOW and the duty of the facility to cooperate and comply with

Network requests within the SOW
V767 Give a 30-d notice to Network for planned involuntary discharge or immediate notice of

abbreviated involuntary discharge procedure
V772 Defines governing body’s obligation to cooperate with Networks’ SOW

CFR, code of federal regulations; QAPI, quality assessment and performance improvement; SOW, statement of work.
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implement an effective program to develop a culture of
safety in small steps. Each of the modules advances an
important concept of safety, such as infection control, im-
munization, hand hygiene, etc. The 5DPSP has been en-
dorsed by the Renal Physicians Association (RPA), the
American Nephrology Nurses Association, and the Amer-
ican Association of Kidney Patients, and the RPA encour-
ages its members who are medical directors to participate.
5DPSP certification assists dialysis facilities in meeting pa-
tient safety requirements of state surveyors.
Every medical director must be the champion for patient

safety at his/her facility and work with the Network to
establish a safety culture. This includes advocating for par-
ticipation in the 5DPSP certification program, putting safety
issues high on the QAPI priority list, and participating in
educational activities (offered by many Networks and pro-
fessional organizations) to become an effective safety officer
for the facility.

Patient Grievances
Assisting patients in understanding their right to file a

grievance, assuring that facilities make the process visible
and credible, and demanding that patients are protected
from reprisal are core functions of the Networks as defined
in both the current SOW and CfC. The Network’s standing
patient grievance committee evaluates and investigates
grievances to substantiate (or not) the patient’s complaint.
In either outcome, the Network will work with the patient
and facility to suggest ways to ameliorate the situation.
From the facility’s perspective, the Network can be a re-
source to reduce patient–provider conflict before a patient
feels inclined to file a grievance (17). The Decreasing Di-
alysis Patient-Provider Conflict (DPC) toolbox contains a
DPC Provider Manual with an orientation and suggestions
for staff training along with several training modules and
quality improvement tools related to tracking and reducing
conflict. Despite best efforts and intentions, conflict may cul-
minate in the decision by a facility to discharge or transfer a
patient from its care. There are only a few justifications (fail-
ure to pay, posing an immediate threat to the safety of staff
or patients, or irremediable behavior that poses a threat to
the health and safety or the orderly conduct of care for pa-
tients and staff) for involuntary discharge (IVD) or involun-
tary transfer (IVT). The facility is obligated to notify the
Network and state health agency of the intention to give a
patient a 30-day notice of discharge or transfer or immediate
discharge or transfer. The discharging facility has the obli-
gation to assist in placing the patient and guaranteeing con-
tinuity of care.
The Network will advocate for the patient in circum-

stances of threatened IVD/IVT. The Network will hold the
facility to a high standard. The Network will look for sincere
efforts to mitigate and resolve the conflict. It will assist in that
mitigation. If the Network supports the facility’s decision, it
will assist in placing the patient in an alternative facility, and
it will assure that both the medical director and the patient’s
nephrologist have signed the discharge order. It is obviously
preferable that facilities avoid the conflict that leads to threat
of IVD/IVT. In individual cases where there may be consid-
eration of IVD/IVT, consulting the Network before the de-
cision is made may lead to mediation or interventions that
obviate the IVD/IVT.

The grievance process is a regulatory and not a judicial
process. It does not have to be adversarial. In the event
that a patient grievance is substantiated, the obligation of
the facility is to create a corrective action plan consistent
with the findings. The Network will assist the facility and
patient in correcting and improving the environment of
care leading to the grievance. A substantiated grievance
does not have the same significance as a survey finding of a
condition out of compliance. In the former case, the Network
is required to seek alternative sanctions on the facility from
CMS. That process would have its own investigation and
finding timeline.
It is a regulatory requirement that the medical director

signs off on every IVD/IVT in the facility. Ideally, these
will be few and far between, because the medical director
will be familiar with conflict resolution tools and advocate
for solutions that best serve the interests of all stakeholders.
Ultimately, the safety of the facility staff and other patients
must be paramount. A proactive approach by the medical
director to address patient dissatisfaction issues may prevent
their evolution into complaints or grievances. Medical direc-
tors can offer objectivity, staying above the fray. Experience in
effective conflict resolution can inform QAPI activities in the
facility and should be shared with Network.

Patient Engagement
The Network can assist the medical director in de-

veloping a culture of professionalism and communica-
tion in the facility that leads to patient comfort in raising
concerns, suggesting changes, and trusting in the internal
grievance practices in the facility. The greater goal is to
increase patient engagement and involvement in their care.
The Networks have expertise in helping facilities move
toward a more professional patient care staff and more
engaged patient group. The Patient Whisperer Program
is a recorded webinar housed on The Renal Network’s
website (18). It provides information about effective com-
munication techniques and professionalism. It is de-
signed to assist staff in developing skills to better
interact and build rapport with patients. Network staff
can also present this program live to facility staff on re-
quest. The medical director has a key role in assuring that
the facility promotes a culture in which a patient can
voice a complaint/grievance internally or externally
without fear of reprisal. There are additional domains
of patient engagement in which Networks and medical
directors can collaborate to ensure that patients are given
the appropriate opportunities to provide feedback re-
garding their care and provide informed input regarding
their plan of care (Table 4).
The medical director can and should be perceived by

staff and patients as the ultimate educational resource in
the facility regarding medical issues. The medical director
is required by regulation to have an active role in the
ongoing education of facility staff. Well educated staff
provide better guidance to patients to inform decision
making and generate trust. The Networks offer regional
educational activities for dialysis staff at annual confer-
ences and focused intervention activities. Faculty for these
activities is always in demand, and medical directors
should strongly consider sharing their educational suc-
cesses in such venues.
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Coordination of Care
The PPACA of 2010, through the Centers for Medicare

and Medicaid Innovation, seeks to foster better care co-
ordination and care integration. The most obvious way to
reduce the cost of care of the patient with ESRD is to reduce
hospitalization and rehospitalization. To that end, CMS is
asking dialysis providers to apply for participation in an
End Stage Renal Disease Continuous Care Organization
(ESCO) (19). The proposed models allow for shared saving
with or without downside risk. To be successful, the ESCO
applicant must be able to manage the transitions of care
between various settings (nursing home, hospital, emer-
gency department, outpatient services, etc.). Success also de-
pends on an engaged medical staff that works to maximize
communication and follow-up from one venue of care to
another. Regardless of whether a dialysis facility is planning
to be part of an ESCO, it is in the best interests of patients
and providers that the facility improves transitions of care.
The medical director and the medical staff need to step up
and invest the time and energy to develop systems and pro-
cedures in the hospital, office, and dialysis unit that enable
smooth transitions. Some Networks have developed Care
Transitions Change Concepts to establish a successful sys-
tem of communication between health care settings. The
Change Concepts provide the most effective and efficient
processes identified as well as resource material. Every facil-
ity has different circumstances, faces different barriers, and
will have different processes. No process is right or wrong,
and processes may change over time. Communication is the
key to care transitions that minimize the risk for hospitali-
zation/rehospitalization (20–22).
The medical director, as the leader of the medical staff, is

the point person for care coordination in the facility. Whether
the facility becomes part of an ESCO or some other globally
capitated payment model, the medical director will be ex-
pected to interface with his/her counterparts at other health
care providers (hospitals, extended care facilities, and out-
patient services) to develop and implement care coordination
models and engage dialysis facility medical staff. Although
much of the strategic planning for care coordination models

will occur at the corporate level in dialysis organizations,
each facility and its medical director will have to address
tactical implementation issues that may require knowl-
edge, experience, and understanding of the unique polit-
ical and/or economic landscape of the geographic area
that the dialysis facility serves. Successes in care coordi-
nation will benefit patients by decreasing morbidity and
costs associated with hospitalization and rehospitaliza-
tion, and the Networks will be eager to disseminate these
best practices to fulfill the aims of CMS.

Professional Growth for the Medical Director
The Networks are peer-review organizations, meaning

that they depend on stakeholders from the ESRD com-
munity to establish the quality agenda, adjudicate patient
complaints/grievances, and provide oversight to the staff
to assure that the SOW deliverables are met. Although the
SOW establishes the strategic domains and subdomains for
the triple aim, it is up to each Network, led by its local
professional and patient committee members, to determine
the most effective tactical approach to achieve the goals for
each of these domains and subdomains, taking into account
the unique challenges and opportunities for that geographic
region. That includes developing the QIA that will have the
highest yield and choosing the sampling methods, numer-
ators, denominators, targets, and tools to achieve the desired
outcomes. It includes developing the improvement tools and
deciding how to disseminate them. It includes analyzing the
data and determining whether the project was successful and
then, changing the intervention as appropriate. These are the
same skills required of a medical director to implement a
QAPI project; however, the unit of interest is facilities rather
than patients. Some of the more successful QIAs will be
publishable in peer-reviewed journals, and the medical di-
rector may have the opportunity to participate as a coauthor.
A medical director who participates on a Network’s commit-
tees will be exposed to seasoned medical directors who can
provide advice and resources that may assist the less experi-
enced medical director in becoming more efficient and

Table 4. Dimensions of patient engagement

Patient feedback regarding experience of care
Use of ICH-CAHPS aggregate data at the facility level to improve processes and patient-reported outcomes
Use of patient advocacy group(s) as advisory bodies at the facility level
Patient representation on the governing body

Patient participation in plan of care
Actively encouraging live participation by each patient in a multidisciplinary plan of care
Recruitment of patient champions formodality education (e.g., peritoneal dialysis, home hemodialysis, or transplant)
Use of plan of care to set goals for the patient and the provider team with timelines and deliverables

Patient empowerment
Development of a website or another medium that patients can securely visit to review
Plan of care with monthly updates to show progress
Recent laboratory data
Medications and enter updates
Transplant evaluation status (if applicable)
Vascular access plan (if applicable)

Encourage patients to provide anonymous or identifiable feedback through a website or other medium

ICH-CAHPS, in-center hemodialysis consumer assessment of healthcare providers and systems.
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improving patient outcomes in his/her own facility. The Na-
tional Forum of ESRD Networks offers a Medical Director
Toolkit free of charge that can be downloaded from their
website (www.esrdnetworks.org) by following the appropri-
ate links. Thus, active participation by the medical director in
a Network’s activities can be expected to improve the
medical director’s skills and professional growth. If part
of the medical director’s compensation is on the basis of
patient metrics, the medical director’s success in directing
QAPI programs at his/her facility may also bring a finan-
cial reward.

Conclusions
The medical director is obligated to cooperate and par-

ticipate in the ESRD Networks’ programs and goals. Al-
though imposed by legislation and regulation, it is not an
onerous burden. The Network is committed to the same
aims, goals, and patient-centeredness that characterize a
high-quality dialysis facility. The synergy available from
collaboration toward the improvement of care of patients
on dialysis will be beneficial to the facility in achieving its
goals of quality, safety, and financial viability; to the med-
ical director in increasing professional knowledge and
skills; and to the patient in improving outcomes, engage-
ment, and satisfaction.

Disclosures
P.B.D. is chiefmedicalofficeratCenters forDialysisCare, Inc.He is

chairman of the medical review board of ESRD Network 9 and a
member of the board of directors which has oversight for ESRD
Networks 9, 10, and 12. J.B.W. is medical director of the outpatient
dialysis facility at Indiana University Hospital and a consultant to
DaVita, Inc. onqualityof care issues.His spouse is executivedirector
of ESRD Networks 9 and 10.

References
1. Centers for Medicare and Medicaid Services: ESRD Network

Organizations. Available at: http://cms.hhs.gov/Medicare/End-
Stage-Renal-Disease/ESRDNetworkOrganizations/index.html.
Accessed May 26, 2014

2. Wish JB, Meyer KB: ESRD Networks: Past, present, and chal-
lenges for the future. Clin J Am Soc Nephrol 7: 1907–1914, 2012

3. Department of Health and Human Services: Centers for Medi-
care & Medicaid Services, Center for Medicaid and State Oper-
ations/Survey and Certification Group, End-Stage Renal Disease
Program Interpretive Guidance, October 3, 2008. Available at:
http://www.cms.gov/Medicare/Provider-Enrollment-and-
Certification/SurveyCertificationGenInfo/downloads/SCletter09-
01.pdf. Accessed May 26, 2014

4. Institute of Medicine; Lohr KN, editor: Medicare: A Strategy for
Quality Assurance, Vols. I and II, Washington, DC, National
Academy Press, 1990

5. US Department of Health and Human Services: The Affordable
Care Act, Section by Section (May 1, 2010). Available at: http://
www.hhs.gov/healthcare/rights/law/. Accessed May 26, 2014

6. US Department of Health and Human Services: 2011 Report
to Congress: National Strategy for Quality Improvement in
Healthcare. Available at: http://www.ahrq.gov/workingforquality/
nqs/nqs2011annlrpt.htm. Accessed May 26, 2014

7. US Department of Health and Human Services: Principles for
theNational Quality Strategy. Available at: http://www.ahrq.gov/
workingforquality/nqs/principles.htm. Accessed May 26, 2014

8. Department of Health and Human Services; Centers for Medi-
care & Medicaid Services: 42 CFR Parts 405, 410, 413 et al.
Medicare and Medicaid Programs; Conditions for Coverage for
End-Stage Renal Disease Facilities; Final Rule, April 15, 2008.
Available at: https://www.cms.gov/Regulations-and-Guidance/
Legislation/CFCsAndCoPs/downloads/esrdfinalrule0415.pdf.
Accessed May 26, 2014

9. Wish JB:What is expected of amedical director in the Centers for
Medicare and Medicaid Services Conditions of Coverage? Blood
Purif 31: 61–65, 2011

10. Gutman RA: Medical direction of dialysis—a critical leadership
role. Semin Dial 20: 257–260, 2007

11. Nissenson AR: Improving outcomes for ESRD patients: Shifting
the quality paradigm. Clin J Am Soc Nephrol 9: 430–434, 2014

12. ESRD Network 9-10: Resources Available to Assist in a Broad
Range of Quality and Safety Projects. Available at: http://www.
therenalnetwork.org. Accessed May 26, 2014

13. DeOreo PB, Wilson R, Wish JB: Can better understanding and use
of treatment center performance feedback improve hemodialysis
care? A role for themedical director. SeminDial25: 290–293, 2012

14. Wish JB: Vascular access for dialysis in the United States: Prog-
ress, hurdles, controversies, and the future. Semin Dial 23: 614–
618, 2010

15. Centers for Disease Control and Prevention: Dialysis Safety.
Available at: http://www.cdc.gov/dialysis/index.html. Accessed
May 26, 2014

16. 5-Diamond Patient Safety: The 5-Diamond Patient Safety Pro-
gram. Available at: http://5diamondpatientsafety.org/Home.
aspx. Accessed May 26, 2014

17. ESRD Networks: Decreasing Dialysis Patient-Provider Conflict
(DPC). Available at: http://www.esrdnetworks.org/special-projects/
copy_of_DPPCProviderManual.pdf. Accessed May 26, 2014

18. The Renal Network, Professionalism and Communication: Pa-
tientWhisperer: Compassionate Care for Challenging Situations.
Available at: http://www.therenalnetwork.org/services/
PSDtraining_PtWhisperer.php. Accessed May 26, 2014

19. Centers for Medicare and Medicaid Services: Comprehensive
ESRD Care Initiative. Available at: http://innovation.cms.gov/
initiatives/comprehensive-esrd-care/. Accessed May 26, 2014

20. The Renal Network: Change Concepts for Improving Care
Transitions. Available at: http://www.therenalnetwork.org/qi/
caretransitions.php. Accessed May 26, 2014

21. Chan KE, Lazarus JM, Wingard RL, Hakim RM: Association be-
tween repeat hospitalization and early intervention in dialysis pa-
tients following hospital discharge. Kidney Int 76: 331–341, 2009

22. Erickson KF, Winkelmayer WC, Chertow GM, Bhattacharya J:
Physician visits and 30-day hospital readmissions in patients re-
ceiving hemodialysis. J Am Soc Nephrol 25: 2079–2087, 2014

Published online ahead of print. Publication date available at www.
cjasn.org.

Clin J Am Soc Nephrol ▪: ccc–ccc, ▪▪▪, 2014 Medical Director and ESRD Network, DeOreo et al. 7

http://www.esrdnetworks.org
http://cms.hhs.gov/Medicare/End-Stage-Renal-Disease/ESRDNetworkOrganizations/index.html
http://cms.hhs.gov/Medicare/End-Stage-Renal-Disease/ESRDNetworkOrganizations/index.html
http://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertificationGenInfo/downloads/SCletter09-01.pdf
http://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertificationGenInfo/downloads/SCletter09-01.pdf
http://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertificationGenInfo/downloads/SCletter09-01.pdf
http://www.hhs.gov/healthcare/rights/law/
http://www.hhs.gov/healthcare/rights/law/
http://www.ahrq.gov/workingforquality/nqs/nqs2011annlrpt.htm
http://www.ahrq.gov/workingforquality/nqs/nqs2011annlrpt.htm
http://www.ahrq.gov/workingforquality/nqs/principles.htm
http://www.ahrq.gov/workingforquality/nqs/principles.htm
https://www.cms.gov/Regulations-and-Guidance/Legislation/CFCsAndCoPs/downloads/esrdfinalrule0415.pdf
https://www.cms.gov/Regulations-and-Guidance/Legislation/CFCsAndCoPs/downloads/esrdfinalrule0415.pdf
http://www.therenalnetwork.org
http://www.therenalnetwork.org
http://www.cdc.gov/dialysis/index.html
http://5diamondpatientsafety.org/Home.aspx
http://5diamondpatientsafety.org/Home.aspx
http://www.esrdnetworks.org/special-projects/copy_of_DPPCProviderManual.pdf
http://www.esrdnetworks.org/special-projects/copy_of_DPPCProviderManual.pdf
http://www.therenalnetwork.org/services/PSDtraining_PtWhisperer.php
http://www.therenalnetwork.org/services/PSDtraining_PtWhisperer.php
http://innovation.cms.gov/initiatives/comprehensive-esrd-care/
http://innovation.cms.gov/initiatives/comprehensive-esrd-care/
http://www.therenalnetwork.org/qi/caretransitions.php
http://www.therenalnetwork.org/qi/caretransitions.php
http://www.cjasn.org
http://www.cjasn.org

