
Expert Teams – Hospitalization
Case-Based Learning & Mentorship

Tuesday, September 19, 2023

Facilitator: Julie A. 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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Meeting Guidelines
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INTRODUCE YOURSELF 
BEFORE SPEAKING

KEEP PATIENT-SPECIFIC 
INFORMATION 
CONFIDENTIAL

BE WILLING TO SHARE 
SUCCESSES AND 
DIFFICULTIES

BE OPEN TO FEEDBACK

ASK THE DIFFICULT 
QUESTIONS

RESPECT OTHERS USE “…AND” STATEMENTS KEEP TO TIME LIMITS
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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?
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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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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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ESRD NCC Transitions of Care Meeting
September 14, 2023

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

Baystate Medical Center, Springfield, MA



ToC Case Study: Management of the ESRD 
Patient in the Emergency Room

Chief Complaint: It’s Monday morning and a 55-year-old male presents to 
the emergency department complaining of shortness of breath.

History: Receiving in-center hemodialysis for over 3 months (ESRD due to 
diabetic nephropathy) and has been coming to treatments regularly. Dialysis 
units usually removes a lot of fluid (he doesn’t urinate much anymore), 
however, his last dialysis treatment was Friday and he left about 1 kg above 
target weight due to cramping. He hadn’t had much pre-dialysis nephrology 
care and started treatments with a tunneled dialysis catheter and a maturing 
AV fistula. 
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ToC Case Study: Management of the ESRD 
Patient in the Emergency Room

ER evaluation: Afebrile with no signs of pneumonia. COVID-19 testing 
negative. He has 2+ pitting leg edema and mild vascular congestion on CXR. 
His O2 sats are 99% on room air and he is in no acute distress.

Subsequent events (in specific order):
 ER provider realizes today is patient’s dialysis day and calls medicine for admission
 Nephrology then contacted to be made aware of the admission and to arrange for 

dialysis
 Dialysis unit is full (as is hospital) so patient waits 12 hours for 3h treatment
 He has an overnight stay (“24-hour observation”) but ends up admitted for 2 more 

days due to med error with insulin and subsequent hypoglycemia 
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Missed Opportunities
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Missed Opportunities
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• Lack of pre-dialysis education: diet/fluid intake, access
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Missed Opportunities
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• Lack of pre-dialysis education: diet/fluid intake, access
• Loss of RKF and lack of urine output when going into long 

periods without dialysis
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Missed Opportunities
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• Lack of pre-dialysis education: diet/fluid intake, access
• Loss of RKF and lack of urine output when going into long 

periods without dialysis
• Education on notifying dialysis unit for changes in health
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Missed Opportunities
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• Lack of pre-dialysis education: diet/fluid intake, access
• Loss of RKF and lack of urine output when going into long 

periods without dialysis
• Education on notifying dialysis unit for changes in health
• SDoH and culture of ER being source of medical care
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Missed Opportunities
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• Lack of pre-dialysis education: diet/fluid intake, access
• Loss of RKF and lack of urine output when going into long 

periods without dialysis
• Education on notifying dialysis unit for changes in health
• SDoH and culture of ER being source of medical care
• Better communication between ER and nephrology
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Groundhog Day, anyone?

19

ER evaluation: Afebrile with no signs of pneumonia. COVID-19 testing 
negative. He has 2+ pitting leg edema and mild vascular congestion on CXR. 
His O2 sats are 99% on room air and he is in no acute distress.

Subsequent events (in specific order):
 ER provider realizes today is patient’s dialysis day and calls nephrology
 Nephrology triage comes to assess patient. Determines safety of patient for ER 

discharge
 Nephrology contacts outpatient dialysis unit charge RN: “His chair time is 11 am. 

Get him here as soon as you can!”
 ER case manager arranges Uber for patient to dialysis unit
 ER/hospital wins, inpatient (and outpatient) dialysis units win, PATIENT wins…
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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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ESRD Patient ER Utilization
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ESRD Patient ER Utilization
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• Study based on national Medicare claims data
• The 3 most common admission diagnoses (during the first ESRD year) were: 

1) Hemodialysis access complication (107 609 [12.6%]) 
2) Septicemia (66 554 [7.8%])
3) Congestive heart failure (64 001 [7.5%])

• Patients with ESRD use the ED at 6-fold and 4-fold higher rates than the national 
mean rates for US adults and Medicare beneficiaries, respectively

• Several potentially preventable causes of ED use, including access to care 

• Catheter hemodialysis access was strongest predictor of ED use
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• Analysis of adult (age ≥ 18 years) ED patients with ESRD data from 2014 to 2016 ED visits provided by 

the National Hospital Ambulatory Medical Care Survey. 

• Approximately 722,692 (7.78%) out of 92,899,685 annual ED visits represented ESRD patients. 

• Males were more likely to be ESRD patients than females (aOR: 1.34; 95% CI: 1.09–1.66). 

• Compared to whites, non-Hispanic Blacks were 2.55 times more likely to have ESRD (aOR: 2.55; 95% CI: 

1.97–3.30), and Hispanics were 2.68 times more likely to have ESRD (95% CI: 1.95–3.69). 

• ED patients with ESRD were more likely to be admitted to the hospital (aOR: 2.70; 95% CI: 2.13–3.41) 

and intensive care unit (ICU) (aOR: 2.21; 95% CI: 1.45–3.38) than patients without ESRD. 

• ED patients with ESRD were more likely to receive blood tests and get radiology tests
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Inpatient Medical Director Toolkit (2020)
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Transitions of Care Toolkit (2022)
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Transitions of Care Toolkit (2022)
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Transitions of Care Toolkit (2022)
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Summary

• ER visits by ESRD patients are very common and result in hospital 
admission nearly 50% of the time

• Patient education regarding awareness of dietary/fluid intake, dialysis 
access, efforts to preserve RKF, and communication with dialysis 
team is crucial

• Awareness of the social drivers of health for our patients and 
recognition of how these drivers affect access to care

• Communication between dialysis clinics and hospitals for ToC
• Education of our hospital/ER colleagues for early 

intervention/diversion strategies can yield improved outcomes 



Questions and Answer Discussion 
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Case Presentations 
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Reducing Hospitalization and 
Readmissions for Dialysis Patients

Becky Miller, Manager
Jannelle Stevens, Senior Quality Strategist

Jane Taber, Director
Maria Regnier, Senior Director



The Tool

Hashmi, M., Raza,H.,et all, A Simple and Cheap Hospitalization Risk Assessment Tool for Use 
in Hemodialysis Patients, 2018

0 Points 1 Point 2 Points 3 Points
BMI >20 18-19.99 16-17.99 <16
Functional 
Capacity

Normal Occasional 
Difficulty in 
daily activities

Difficulty in 
independent 
activities

Bed/chair 
ridden

Number of 
Years on 
Dialysis

<1 year 1-3 years 3-4 years >4 years

Serum 
Albumin

>3.5 3.2-3.5 2.8-3.1 <2.8

Serum 
Ferritin

<700 700-800 800-1000 >1000

Comorbidities 1 2 3 4



Identifying High Risk Patients



Setting our Goal and Implementing 
a Plan



Weekly IDT Meetings



Chair Side Rounding

• Care conference meetings are completed 
chair-side with IDT on high risk patients 
and when the comprehensive 
assessments are due

• Discipline specific concerns, assessment 
findings and plan of care is presented to 
MD and patient for feedback



Future Work 

• ER Deflection Tool
– Work with ER physicians on hyperkalemia 

and fluid overload thresholds
– IDT to develop patient education on how to 

avoid ER visits  
– IDT to develop post ER assessment tool to 

determine reasons for ER visit 



Tracking our Rates



esrd.qsource.org

August 25, 2022

Community Coalition 
Increase Vaccination in ESRD 
Patients

August 10th, 2023

Opportunities to Reduce Hospitalizations

September 19, 2023

Audrey Broaddus
Qsource ESRD Network 10



• Dialysis facility located in Urban Area: Central Illinois

• Payor mix includes Medicare and Commercial

• In-center census fluctuates between 80 – 90

• M-W-F = 3 shifts: T-T-S =  2 shifts

Facility Demographics 



Challenge 



Facility Efforts Realized 

April 
2022
17.6%

August 
2023
0%

30-Day Unplanned 
Readmissions



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 Professional 

Patient and Professional Resources 
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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, December 19, 2023

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-09182023-01

Thank You

Julie Moss
jmoss@hsag.com

813-300-6145 

mailto:jmoss@hsag.com
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