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Welcome and Opening
Remarks

Danielle Daley, MBA
Executive Director
ESRD Network 1 (CT, MA, ME, NH, RI, VT)




Meeting Reminders

This WebEXx will be recorded and slides made available on the Network Website
All phone lines have been muted to avoid background noise

Be present and engaged in the presentations

Be prepared for active participation in the WebEx chat board
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Meeting Reminders

®* Be prepared for active participation in polling questions

Q
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Agenda Topics

®* Welcome

® ESRD Program Administration

® National Initiatives (Goals, Education, Interventions)
o Quality Improvement

o Patient Services

Emergency Management

CMS ESRD Data Systems Management
Communication Systems

Closing Remarks/Next Steps




ESRD Program
Administration

Sue Caponi, MBA, RN, BSN, CPHQ
CEO, ESRD Network Program
Executive Director, ESRD Network 2 (NY)
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IPRO Capabilities [PRO

® Foundedin 1984

® Not-for-profit organization

®* Holds contracts with federal, state, and
local government agencies

®* Provides services to enhance healthcare
quality to achieve better patient outcomes

®* Proven track record of excellence, culture

Healthcare Quality
Improvement

Improved Quality of

of innovation, and breath of expertise Care and Patient
* Implementation of innovation programs that >/ Safety
bring policy ideas to life Provider & |
* Creative use of clinical expertise, emerging ~ Patient Health IT

technology and data solutions to make '.-.,:.__I_I_Engagement
healthcare systems work better A
® Headquartered in Lake Success, NY




ESRD Networks

* Puerto Rico and Virgin Islands are part of Network 3
* Hawaii, Guam, American Samoa are part of Network 17




IPRO ESRD Network Program
Network Service Areas

IPRO

\etwor
NY
Patients: 30,080
Facilities: 343
Transplant: 13

CT, MA, ME, NH, RI, VT

Patients: 15,178
Facilities: 202
Transplant: 15

IPRO
(.)H’ KY, IN Network 9
Patients: 34,070

Facilities: 645 IN, KY, OH ESRD Program
Transplant: 14

130,758
Network 6 .
' ESRD Patients
NC, SC, GA GA, NC;.SC
Patients: 51,430
Ia=alcei:1it:es: 804 1'99 4

Transplant: 10 Dialysis Facilities

52

Transplant Centers




Mission Statement

The Mission of the IPRO End Stage Renal Disease (ESRD) Network Program is to

promote health care for all ESRD patients that is safe, effective, efficient, patient-centered,
timely, and equitable.
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CMS Priorities, Goals, and QIlAs

ESRD Statement of Work

¢ Contract Cycle: June 1, 2021 — April 30, 2026

® Supports achieving quality improvement (Ql) goals

® Activities align with NQS and CMS initiatives designed to result in improvements in the
care of individuals with ESRD

®* QIAs incorporate one or more of the CMS 16 Strategic Initiatives
https://www.cms.gov/About-CMS/Story-Page/unleashing-innovation

®* Networks deploy interventions that target patients, dialysis/transplant providers, other
providers, and/or other stakeholders

®* QIAs incorporate a focus on rural health, health equity, and vulnerable populations

® Grounded on the concepts and design of Section 1881 of the SSA, HHS Secretary’s
Priorities, Executive Order to launch Advancing American Kidney Health, ESRD
Treatment Choices (ETC) Payment Model, and the ETC Kidney Transplant Learning
Collaborative
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https://www.cms.gov/About-CMS/Story-Page/unleashing-innovation

CMS Expectations
Role of the Network

®* Improve quality of care for
ESRD patients

®* Provide assistance to ESRD patients
and providers

® Encourage patient engagement

¢ Evaluate and resolve patient
grievances

® Collect data to measure quality
of care

® Support emergency preparedness
and disaster response

12




Quality
Improvement

Victoria Cash, MBA, BSN, RN
Executive Director
ESRD Network 9 (IN, KY, OH)




Advisory Committees

The Network shall meet with empowered patients, nephrologists, primary care
providers, dialysis facility staff from all modalities plus key stakeholders, such as:

Psychologists, Psychiatrists (Depression)

Nursing home professional associations and home therapy managers, interdisciplinary
(ID) professionals (Nursing Homes)

Transplant surgeons, coordinators, OPOs (Transplant)

LDO and SDO leadership and home modality leads (Home Therapies)
QIN/QIO and Hospital Administrators (Hospitalizations)

State Department of Health and ID professionals (Vaccinations)

Engagement specialists and patient advocate organizations
(Patient and Family Engagement)
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Advisory Committees / Community of Practice

i ,:ﬂ::: ..:‘:._ Y i !
O I

._.,r\ Advisory 4
Va2l committee Y

Snowflake Model/ Hub and
Spoke t

CC — Community Coalitions

CP — Community of Practice{%} e
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Advisory Committees / Community of Practice ERY

Improve practices
Achieve quality of care

Community

of Practice

Provides Data o _
(Basecamp private platform) Support vision and recommendations
Provide guidance to low performing facilities

Help providers overcome barriers
v Perform PDSA Cycles

\ 4

Analyze Data

|dentify best practices and low performing
Identify regional/local challenges

Provide recommendations

Support CC’s PDSA Cycles

Recruit CC Members
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Technical Assistance

Assist facilities to perform an RCA to identify barriers to improvement and focus areas
Lead facilities through a Plan-Do-Study-Act process to test plans for improvement
Provide resources, connections, ideas

Benchmark and support facilities to improve over the course of the year

VSO

@)

SUPpORY

Network

ESRD NWs
Improve practices
e RCA _ .
e PDSA Achieve quality of care

e Provide recommendation,
resources, connections
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Program Wide Interventions

® Provide resources and strategies proven to lead to improving patient outcomes
o IPRO Learn- Resource sharing and feedback source
o Develop toolkits - Resources, strategies and education from best practices
® Celebrate Success
o Directed recognition of top performers
o Quarterly best practice sharing
® Use data to benchmark performance and drive outcomes
o Monthly facility progress reports in all QI work
o Tableau dashboard reporting
® Integrate patients into QI processes
o Participate in QAPI
o Build Life Plans
o Encourage Support Groups and Peer Mentoring
® Provide Technical Assistance

18



Improve Care in High
Cost/Complex Chronic
Conditions



National Clinical Objectives and Key Results

Improve Care in High Cost/Complex Chronic Conditions

®* Improve Education and Access to Empower Patient Choice of a Home Modality

®* Improve Education and Access to Empower Patient Choice of Transplant

®* Educate and Manage Incidents of COVID-19 and Decrease Hospitalization of COVID-19
Positive ESRD Patients and Related Vaccinations




Improve Education and Access to Empower Patient
Choice of a Home Modality

Increase Rates of Incident Patients and Prevalent Patients Initiated on a Home
Therapy

Objectives

® Increase the amount of incident patients initiating a home therapy by 10%

® Increase the amount of prevalent patients initiating a home therapy by 2%

® Increase the amount of patients using a telehealth at home by 2%

Project Period

® June 1, 2021 — June 30, 2022

Requirements

®* Use the NCC Change Package as an intervention to improve home initiations

®* Monitor the use of telehealth and support increased use to ease access for patients

* Engage patients in the work, and share b1est practices nationally
2
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Home Modality
Interventions and Education

Support ongoing education on home modality options for facility staff and patients
Provide resources and tools proven to increase home initiations

o NCC Change Package
o Network Resource Packet
o Credible resources for patients

®* Focus on performance

o Release monthly facility performance reports showing progress to goal for incident
and prevalent patient home initiations

o Celebrate Success - Identify and share success stories of top performers
¢ Start a campaign with compelling patient stories

o Produced recorded patient vignettes sharing personal stories of success
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Home Modality
Educational Resources

Patient (preparation
and Provider Telehealth Toolkits

(operations

Resource guide

Checklist
Fact sheet
Recorded
presentation

IPRO

End:Stage Renal Disease
Network Program

5 Things to Know About Telemedicine

Stay Healthy, Stay Home
Telehealth Toolkit
Patient Reference Guide

The Clinician CKD Screening mobile app

offers a simple solution for guiding clinicians in the assessment of

CKD and proper selection of labs for diagnosis
and staging of CKD.

The app also provides a CKD
Conversation Starter, which delivers guidance
on how best to approach the potentially difficult

IPRO

conversation of a new and serious diagnosis.

Screening

Screening and

Management of CKD

195 to Know About
Telemedicina

=g

il The Benefits of Telehealth

A safe and effective way to access
[TYRE] healthcare during the coronavirus pandemic

What s telehealth? P

Telehealh,telemedicine,or other related terms refer »
o how healthcare providers and ciicans can provide |

technology llows doctrs tocarefor patients by using

Getting the Most out of your Telemedici

Better healtheare,
realized.

Meet with Your Dialysis Team

From the Comfort of Your Home

October 2020

g tool

Why is it important to consider telehealth as a way
o help stop the spread of COVID-19?

The rapid spread of coronavirus disease (COVID-19) has
eated an urgency toexpand the use o technology to
help people who have chroniclnesses and need rutine
e get access to their healthcare providers.Telehealth
an keep you connected to your ESRD cae team and
otherimportant healthcare providers, whilelimiting your
physical exposure to other patients and clinical staff.
Ttgives you acces to your healthcareteam from the
safety and comfort of your home, reduces transportation

e for patients remotely when the provider and patient
) &

are notable to meet ith each other in prson. Modern

What are some of thel
Belowis a st of servic

cover. For information af
consutwith your nsurd

In-Center Hemodialys|
You may receive a vi

challenges, and limits your risk of exposure to COVID-19. doctor or other healt}
receiving your dialys}
Who an provid you it heathcaresenvies ey i asm”
through telemedicine? plan-of-care meetig
Atange of providers that indludes doctors, nurse might provide the te
practitioners, registered diettians, licensed dinical social ~ computer or device
workers and mental health providers are able to offer avirtual, live convers
telehealth as long as it's appropriate for you'! provider.
Am | eligible to receive care through telemedicine? ~Home Hemodialysis o
Medicare and Medicaid beneficaries are able toreceive a * f you dialyze at o
number of approved services via teehealth through new @ Virualvist with y
CMS Waivers in place for the duration of the COVID-19 providers.
pandemic. Many other pivate insurance programs also  Kidney Transplant

ave teehealth approved service.To vriy if you health

* Some translantcen
insurance coverssenvices through telehealth,call the

‘transplant evaluatior

;urthE; onthe Connect with your
ack of your options are availablel
insurance card

r kit General Care

healthcare team. * You can request a vi

provideror other sp

V]
]

Kidney Treatment Choices allows patients to explore each
end-stage renal disease treatment option:
hemodialysis, peritoneal dialysis, transplant,
and conservative care. While patients explore
options they can simultaneously create a list of
questions about each option; these questions
can then be transmitted electronically to their
healthcare provider for shared decision making.

IPRO

Kidney
Choices

Mobile Apps

Home Dialysis Patient
Telehealth Visit Checklist

Did you know?

you outof every three
dlinicvisits with your dialyss team.

Choosing to Use Telehealth for Home Dialysis.

ofthe dialyss team induding ye (s
it without leaving if
 ask your facilty manger .

worker and dietitan to

provide y
diaysis team using assistance.

Be Prepare to the

collect this information to share

the home dialysis team

* Take and record current vital signsincluding your weight
Pulse

OIWeight______Blood Pressure Temperature
[ Ave there ch your vita signs from your during your treatment? Highlight any changes
on your flow sheets.

habitsmental health concemsabiltyto cope,orchange inappeteetc B
 Review your flowsheets and make a st of questions about your treatment that you want o discuss. Make sure you have
‘access to_your monthly electronic flow sheet records or paper copies.
* Your doctor may want to review the following items with you:
(I Number o treatments completedieek. o
[ Dialysis prescription
(P only) ill  dain volumes, % dextrose:
used, dweltimes, and number of exchanges
Yourvital signs before and afte treatments
] Symptoms during therapy
 Alarms and your response to them
Dy weight assessment
Lab resul
you need any support handing
Machine problems
Supply issues
Your home set up.
 Dietary concerns
Insurance, transportation inancial,
or sodal suppartissues

¢ DOoOO

oooogs

device, such as a

* Be prepar your dialys
smartphone, tablet, o laptop (th Ip

(al] toke pict

Healthy at Home
Campaign

Mg Let's Start Health)
Resource Pal

Reference

Do you know your

home treatment options?
HOME DIALYSIS...

toolkit of y

What is the “Let’s Start Healthy at Home Re : I Dialysis (PD) | Home Hemodi Do your patients know about

printable res : by
assisting professionals and patients in idenf PD Benefits in Brief HHD Benefits in ] home treatment optlons :
chronic kidney failure as well as considering Needle-free. More Enes

option for renal replacement therapy.

HOME DIALYSIS...

rgy.
Acatheter is used fo treatments. Get more dialysis and feel

What is included in the “Let's

Interactive Mobile Applications:
‘avlsbe I the App Stoe for Phone and Pad nd Google iy |

Provider App

Portable. Take it with you. More Control. Peritoneal Dialysis (PD)
Flexible. times thatfit | E2tdink. PD Benefitsin Brief

‘your needs and lifestyle. Better Access. Needle-free. A catheter is used for treatments.
Freedom. Lasts longest when you puf

Portable.Patints aen't confne 10 one lace
Better Survival. for reatment.

p
deceased donor kidney trar

Eat and drink more of what you lke.
Kidney Function. PD may help you keep
your remaining kidney function longer than
standard hemodialysis.

Fleib
it e needs and eyl
Freedom. Patents an eat and ik more o what

heyerioy.

ddad by sha ol

What type of support wu-ts

« Ahome nurse will provice one-on-
until you are comfortable to dialyze

End-Stage Renal Disease

Network Program

IPRO!

23

ave been a bigfan eversince!

Tips for considering a
Home Modality
e
« Think about your long-term goals.
S N s cary b Available on the App Store
T g

St el
yourlvingspace. Atoolto help you an your eaithcare
e o

i H “ ” H
e Introducing “Healthy at Home” Campaign
Eoi e
please contact us:

Coc:l;;ﬁts from people o soos o
1 gt suined for Home HD, an Fax 2165930101

machine s

1 don't fee ke a sick person”

iebste: netwon9 st 0.0

athomer”

August 25, 2020




Improve Education and Access to Empower Patient
Choice of Transplant

Increase Rates of Patients Waitlisted and Transplanted

Objectives

® Increase the amount of patients waitlisted by 2%

® Increase all transplants in the Network Service Area by 2%

Project Period

® June 1, 2021 — June 30, 2022

Requirements

®* Use the NCC Change Package as an intervention to increase wait listing and transplantation
® Support the work of Technical Assistance Quality Improvement Learning (TAQIL)

®* Engage patients in the work and share best practices nationally

24



Transplant
Interventions and Education

Support ongoing education on transplant for facility staff and patients
Provide resources and tools proven to increase transplant

o Providers: Review and utilize NCC Change Package, Network Resources
o Patients: Recruit patient SMEs to assist with education

®* Focus on performance

o Release monthly facility performance reports showing progress to goal for wait listing
and transplant

o Celebrate Success - Identify and share success stories of top performers
® Engage the transplant community

o Work with transplant programs and TAQIL in the region to ease access, improve
communication and increase patient access

25



Transplant
Educational Resources

ransplant Toolkit

A Change Package
To Increase Kidney
Transplantation

Key Change Ideas for Dialysis
Facilities to Drive Local Action

IS A KIDNEY TRANSPLANT RIGHT FOR ME?

A guide created by patients for patients considering transplant

Should | get a ransplant?

e e
‘wenderng f rasplan 5t o you

How can this guide help?

We,24ESRD Pasess, designed

Our Storie

Thvoughout these pgs.
‘o patent ansplan sones
inchuding th ok s remarcds of
ourexperience. Wo nckce
omation w wsh we had kncam.
1 heip un i ur deciorn

Navigating the process

o1 T Vg btk iy epireredon v ey RS

Kidney Transplant
Toolkit
Developed by the Forum of ESRD

Networks’ Medical Advisory Council
(MAQ)

Staff Educational Videos

Introduction to
Living Kidney Donation

i..:":._‘_:’...._.
e e A

introduction

Introduction to
Living Donation

The Transplant Process

Ascent to Transplant - For Staff

2
6

Patient Education & Activities

Wait Less
SHORTEN YOUR WAIT FOR A KIDNEY TRANSPLANT

WHY LIVING DONATION?

Not only is iving donation the fastest way to get a life-saving transplant, but live

organs that are transplanted last longer and begin to function more quickly than

deceased donations, allowing you to get back to living life to the fullest!
S

\

network2.esrd ipro.org

Kidney Transplant

IT'S A BIG ASK... pecple in your community to your

| T or swange
Many decide against exploring living s £ phuselid e ‘
donation as an option for transplant o Shcome il o e
because it's uncomfortable to ask i e et - A ey Bl plant 3 3 reatment option.
eople to give you one of their organs. ANSER SCyoen ter
B thers ae resoeces evallable e GO g i) S 0 AT 0000 50D
people willing to help that will make WHAT IF MY.LIVING DONCY (7 eI AT s VAT e N VA S M OB OB o Bl
that ask a litle easier. NOT A MATCH? T FRHAXEFLIVINGDORNORDOVVA
No problem! Many transplantcen s ¢ ¢ s 1 N A s S E R P P U S ONUMMI W
NO DIRECT ASK REQUIRED! partiipate ina programcalled " . ¢ v ¢ s 1 % b ow ot w t o P b oA L om RS
Transplant centers can help tell your «donation.” This program matches b st Y e b o w0 ey
kidney story through social media and your donor with another kidr ' |
ioais Tias caivsakars wx peet pair. Both recipients, one fromear 0 A 0 E L | G | B I L I T Y N T L L LAEKSE
to set up and reach a large group of zaw,mewa.mmp:um,'wnsm R LMTNE I P I CERMYENDIKUTN
people: The more people who know onation. The peired donetionis} (s Je & vANE 5810 Mo M s M v E MU < B T I MU
about your need for a transplant, the assures you receive a living donati
better your chances of finding a willing ©even when your willing donorisn G S R E F E R R A L G U I D EMATCHM
donor! Your transplant centers mayalss  Match to you. Make sureyouchet T X D E T S I L I T L U MW A I T LI STX
=rogramisofferedatyt , x p R E T N E C T N AL P S NARTLOQR
REALM.SE Scora Shast G J EROCS I PDKGCS I T I T APEGH
K1 DNEVYALLOCAT I ONSYSTEMW
an take 3-5 y(
Fatent 0 one [—— i ONEY WAILST REIPENT
— ation, includ T MULTHUSTED XOPI SCORE
INMUROSUPPRESSANTS BloonTvPe s SCone
- i DONOR SERVICE AREA REFERRAL GUIDE
— TRANSPLANT CENTER NON-LNING DONOR IDNEY ALLOCATION SYSTEM
UVING DONOR W 03
bercse REFERRAL TSt ree REEDOM
ArroNThENTs HiGBUTY HepaTims ¢
Mencpause ___ Glossary of Definitions:
el KDY
e coch s ol i o i whch g e vyt heecgnt's
Jr— Tt Thyarelcaed o lthr sdeof 5 unclonng Ky i perion e o Bt ces i
e
s
Anemia e Trancplant
Jundice
Transplant Re-evaluation Tool for Patients Previously Denied
TomaLscoRe

Re-evaluation of patients deemed medicall ineligible for transplant.

Administeing the REALI Ineligible mobility/ Ineligible respirator
Suggested ntraducton: amputation condition

b\ Patient has

| B Refertoinfectious | | Refeal to Refer to \l
ot ofmedilworcs. e e disease specialist ulmonologist cardiologist 1)) fluid overload
- diagnosis made s P o og " e

Say ‘pass and move on o the nex word.”

Provide information

‘ Determine Refer for a wound
what type aare consult
el

i

Cancer status now
meets transplant ‘

T —

center criteria?

Infection
resolved?
= o
Respiratory ssues
resolved?

on smokin = \(/

cessation program rto
el home therapies

Exercise to [
promote stamina Stabilized LVH,
ejection fraction

S| nd CHE

Cardiac issues resolved?

Referral made to transplant center / Living donor identif




Manage Incidents of COVID-19 and Decrease
Hospitalization of COVID-19 Positive ESRD Patients

Decrease COVID Related Hospitalizations

Objective

® Decrease COVID Hospitalizations by 25% from 2020

Project Period

® June 1, 2021 — June 30, 2022

Requirements

®* Encourage use of CDC Infection Prevention strategies to reduce spread
® Support obtaining patient and staff recommended vaccination levels

®* Report data from National Health and Safety Network (NHSN) to CMS
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Manage Incidents of COVID-19 and Decrease
Hospitalization of COVID-19 Positive ESRD Patients

Increase Patient & Staff COVID-19 Vaccination Rates

Objective

®* |ncrease Patient COVID Vaccination to 80%

Project Period
® June 1, 2021 - June 30, 2022
Requirements

®* Encourage use of CDC Vaccination
Toolkit

®* Report data from National Health
and Safety Network (NHSN) to CMS

COVID-19 Vaccination Rates (Fully Vaccinated)

28

Network Staff Patients
New England (Network 1) 69.7% 80.0%
New York (Network 2) 60.4% 70.3%
South Atlantic (Network 6) 50.9% 64.8%
Ohio River Valley (Network 9) 50.7% 68.5%
]




Increase Vaccination Rates

CMS Vaccination Goals
(Final re-measure June 30, 2022)

COVID-19 Initial vaccination
Influenza Annual
Influenza Annual
Pneumonia PCV-13
Pneumonia PPSV 23
Pneumonia PPSV 23
Pneumonia PPSV Booster

Monthly Data Source NHSN & EQRS

> 80% patients & staff fully vaccinated

> 85% patients

> 90% dialysis staff

> 10% increase of patients receiving
As age appropriate >87% patients

> 80% patients over 65 receiving

10% increase (from 2020) in patients
receiving booster
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COVID / Vaccination
Interventions and Education

Support Ongoing Education on COVID transmission and vaccination recommendations for
facility staff and patients

Provide resources and tools proven to increase vaccinations:
IPRO Vaccination Planning Module Presentation *** Free CE

o NCC Vaccination Toolkit and CDC Vaccination Toolkit

o 10 Essential Nurse Communication Skills for Success

o IPRO Resources: Get the Vaccines You Need! (English and Spanish), My Vaccination
Record

®* Focus on performance

o Release monthly facility performance reports showing progress to goals for vaccinations
o Celebrate Success - Identify and share success stories of top performers
Provide Directed Technical Assistance to Lower Hospitalizations in regions with increase

o One-on-one interaction with dialysis facilities and hospitals in regions of high

hospitalization rates to review infection prevention practices and areas to improve

30
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Reduce Hospital Admissions,
Readmissions, and Outpatient
Emergency Visits
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National Clinical Objectives and Key Results

Reduce Hospital Admissions, Readmissions, and Outpatient Emergency Visits
®* Improve and Maintain the Health of ESRD Patients




Improve and Maintain the Health of ESRD Patients

Reduce Hospital Admissions, Readmissions, and Outpatient Emergency Visits
Objective

®* Decrease hospitalizations, unplanned 30 day readmissions, & ED visits by 2% from 2020
Project Period

® June 1, 2021 - June 30, 2022

Requirements

® Focus on primary diagnosis codes:

Primary Diagnosis Codes (not all inclusive)

VA infections Sepsis Anemia

BSls Hyperkalemia Hypokalemia
CHF Clotted Access Hyperglycemia
Fluid Overload Chest Pain




Improving Transitions of Care

Transitions of care refers to the movement of patients between health care practitioners,
settings, and home as their condition and care needs change.

In the dialysis setting the most frequent transitions are between long term care facilities/
in-center hemodialysis units or in-center hemodialysis facilities and hospitals.

® Results of Poor Transitions in the ESRD community?

O

O

O

37% of ESRD patients are hospitalized
3 of those admitted will be readmitted in 30 days
Patient Outcomes deteriorate with each hospital and ER visit

Patients greater than 65 years readmitted for same diagnoses have a 10% chance of
dying in the same year

EMERGENCY
ROOM




Transitions Champion Role Description |

® Establish person/ process to communicate with hospital system regarding ESRD patients
® Interview each patient 24 hours post each hospitalization/ ED discharge
o Medication Reconciliation
o Determine patient understanding of follow up visits
o ldentify with patient important signs and symptoms to report
®* Lead Hospitalization Discussion in QAPI
o Make those patients with multiple hospitalization “UNSTABLE” for life/care plan review
* Perform RCA with each “frequent flyer” and educate on proper utilization of emergency room
® Integrate patient voice and participation in project at facility

®* Prepare transitions packets for each patient/ facility
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Hospitalization
Interventions and Education

Support Ongoing Education on Methods to lower use of acute care

o Providers: Transitions in Care Toolkit Review

o Patients: Know Your Dialysis Center Contacts

Provide Resources and Tools Proven to Decrease Acute Care Utilization

o Create a Transition Champion in every facility to communicate and work with hospitals

o Support use of transition checklist to follow all patients post hospital admission

o Educate patients on the effects of Missing Treatment Time

o Initiate use of patient wallet cards to dialysis information transferred

Focus on Performance

o Release monthly hospitalization data with a correlation to QIP metrics by facility.

o Celebrate Success - Identify and share success stories of top performers

Provide Directed Technical Assistance to Lower Hospitalizations

o One-on-one interaction with dialysis facilities and hospitals in regions of high
hospitalization rates to review infection prevention practices and areas to improve
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Hospitalizations Interventions

® Identify regional low performers to work small test of
change/community coalitions (Data not expected until October
2021)

o Elect a Transitions Champion for each facility to promote
smooth transitions

o Record your elected Champion in IPRO LEARN
®* Development of Patient Facing Campaigns

o Wallet cards for patients to carry with Medicare Card to
provide dialysis facility contact information

o “Don’t Cut Yourself Short” Flyer
o Visual Displays to Share Goal Progress with patients

®* Review, Update and Adapt the ESRD Forum Toolkit: Chapter 8,
Pages 48-68

37

Transitions of Care
Toolkit

Developed by the Forum of ESRD
Networks” Medical Advisory Council

THE NATIONAL

FORUM

JF ESRD NETWORKS




Improve Patient Safety and
Reduce Harm

Improve Nursing Home Care Iin
Low-Performing Providers
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National Clinical Objectives and Key Results

Improve Patient Safety and Reduce Harm

®* Improve Health Outcomes and Access to Care in Vulnerable Populations

Improve Nursing Home Care in Low-Performing Providers

®* Decrease the Rate of Blood Transfusions in ESRD Patients Dialyzing in a Nursing Home




Improve Patient Safety and Reduce Harm

Improve Nursing Home Care in Low-Performing Providers
Objective

® Decrease the hemodialysis catheter infection rate in dialysis patients receiving home dialysis
within nursing homes by 4%

®* Decrease incidents of peritonitis in dialysis patients receiving home dialysis within nursing
homes by 2%

®* Decrease the rate of dialysis patients receiving dialysis at nursing homes that receive a
blood transfusion by 2%

Project Period

® June 1, 2021 - June 30, 2022

Requirements

®* Improve Health Outcomes and Access to Care in Vulnerable Populations

40
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Nursing Home
Interventions and Education

Support Ongoing Education on Methods to lower infection and improve care

o ESRD and Nursing Home Provider Focus - Care of the Frail and Elderly Education

Provide Resources and Tools to develop approaches

o Better Together: Collaborative Approaches to Prevent Nursing Home Infections
educational video https://www.youtube.com/watch?v={7CrEkuHqgY

o CDC: Preventing Bloodstream Infections in Outpatient Hemodialysis Patients
https://www.youtube.com/watch?v=_0zhY0JMGCA

Focus on Performance

o Create shared care planning focus Nursing Home and Dialysis Providers.

o Monitor and report on catheter infection rates and blood transfusions in all quality
meetings

Provide Directed Technical Assistance

o Work one on one dialysis providers in nursing homes to support continued education
and communication between both providers
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National Clinical Objectives and Key Results

Improve Behavioral Health Outcomes

® Increase Remission of Diagnosis of Depression




Improve Behavioral Health Outcomes

Increase Remission of Diagnosis of Depression

Objective

® Increase the percentage patients accurately screened as having depression by 15%
® Increase the percentage of patients with depression receiving treatment by 10%
Project Period

® June 1, 2021 - June 30, 2022

Requirements

¢ Data entry in EQRS (CMS data system of record)
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Behavioral Health Interventions

Education and Technical Assistance

®* Review and develop plan to implement use in your facility of resources in the Network’s
compiled toolkit comprised of various national sources

® Incorporate these resources during your monthly depression screenings and assessments
* Depression and Mental Health Screening Tools
* Treatment options for depression
* Addressing barriers to patient referrals for treatment

® Enroll and engage with the Network on IPRO Learn platform (check your email for an invite)
* Sharing of best practices

Patient and Family Engagement

® Recruit Patient Facility Representative (PFR)

® Invite your PFR to QAPI related to project- either on site or a prepared report of their work,
patient interest, etc.

®* Develop Life Plans with patients and care partners during care planning that incorporates
behavioral health screenings and wellness goals
Allow your PFR to help with creation of educational bulletin boards
Collect PFR feedback on Network provided materials and resources
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Behavioral Health Educational Resources

® Dialysis Patient Depression Toolkit
®* Coping, Living, and Thriving with Kidney Disease
® Zone Tool: Self-Management for Depression

Zone Tool
Self-Management for Depression

GREEN ZONE

ZONES: ALL CLEAR GREEN ZONE ACTION STEPS:

als: * Having some fun

« Engage in activities you enjoy

* Your symptoms are under control

v Continue taking your medica
as ordered

v Keep all physician appointme

YELLOW ZONE

YELLOW ZONE: CAUTION means your YELLOW ZONE ACTION STEPS:

symptoms are starting to Change « Call your physician if you are going
The following symptoms maybe early warning into the YELLOW zone.

signs that your depression is worsening Your symptoms may indicate that you need

o most of the tme Do e ianined s eed NN
* Not eating/eating too much eg UED [l Gl -

talking to a trusted friend or family member,
* Trouble concentrating gardening, needlework, watch a funny movie,
* Not sleeping well/sleeping too much etc...

* Not finding pleasure in normal activities

* Increase in feelings of irritability/anger

* Loss of energy to do chores,
* Not taking medications as prescribed
« Missing physician appointments

Phone

RED ZONE

RED ZONE MEANS:
This indicates that you need
S evaluated by a physician rig|
g hopeless and/or helpless
ts or feelings of killing or Get help immediately if you ai
g yourself RED ZONE. Call your physicial
the nearest emergency room g

National Suicide Prevention

= ing medications
g physician appointment

Depression
Toolkit

Tell us what you think! Please take a moment
to complete a short questionnaire about this
Toolkit. We appreciate your insight and
suggestions to make our resources better.
https://www.sur com/r/F

THE NATIONAL

KIDNEY PATIENT FQRU
ADVISORY COUNCIL (KPAC) (F ESRD NETWORKS
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Improve Patient and
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National Initiatives

Improve Patient and Family Engagement at the Facility Level

® Increase in the number of facilities that successfully integrate patients and families
concerns into Quality Assurance and Performance Improvement (QAPI)

® Increase in the number of facilities that successfully assist patients to develop a life plan,
from which the dialysis facility develops the dialysis plan of care

®* Increase in the number of facilities that successfully develop and support a peer-
mentoring program




Improve Patient and Family Engagement

Increase Successful Integration of Patient and Family Concerns into Quality Assurance
and Performance Improvement (QAPI)

Objective

® Increase in the number of facilities including patients and/or families into monthly QAPI
meetings by 10%

Project Period

® June 1, 2021 - June 30, 2022

Requirements

¢ Self-reported data to the Network through IPRO Learn platform

®* Enroll in the Network IPRO Learn platform (check your email for an invite)

® Recruit Patient Facility Representative (PFR)
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Improve Patient and Family Engagement

Increase Patient Assistance with Developing a Life Plan to Implement a Successful
Dialysis Plan of Care

Objective

® Increase in the number of facilities successfully assisting patients with developing a life plan
by 50%

Project Period

® June 1, 2021 - June 30, 2022

Requirements

¢ Self-reported data to the Network through IPRO Learn platform

®* Enroll in the Network IPRO Learn platform (check your email for an invite)

® Recruit Patient Facility Representative (PFR)
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Improve Patient and Family Engagement

Increase the Number of Facilities that Successfully Develop and Support a Peer-
Mentoring Program

Objective

® Increase in the number of facilities successfully developing and supporting a peer mentoring
program by 25%

Project Period

® June 1, 2021 - June 30, 2022

Requirements

¢ Self-reported data to the Network through IPRO Learn platform

®* Enroll in the Network IPRO Learn platform (check your email for an invite)

® Recruit Patient Facility Representative (PFR)
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Patient and Family Engagement Educational Resources

P

Help Patients Understand Their Role in Quality /% 1 5\
Assessment & Performance Improvement (QAPI) \&%

Research shows that when patients are engaged in their healthcare, it can lead to measurable improvements in safety
and quality.* Patient and family engagement includes bringing patient and family perspectives directly into the planning,
delivery, and evaluation of healthcare, thereby improving the quality and safety of the care provided.”

Life Planning Resource QAPI Resources

The Centers for Medicare &Medicaid Services (CMS) encourages dialysis facilities to include patients in QAP! meetings
to ensure the patient vaice is included in how care IS delivered. The meetings give dialysis staff an opportunity to talk to
patients about their concerms and other patient issues.

Use this checklist to help patients understand the purpose of QAPI meetings. It also provides recommendations for
getting patients to participate in CLAPI mestings. Check off each box once you have completed the step.

[ step 1. Patient Selection—Select a person who: v ’
. ESHD NCC. » Can see beyond his/her personal experiences. = Shows respect for others” perspectives.
Because Your Voice Matters! ()  rmemmmimei=T oheemei
* Listens well

Your dialysis facility often invites patients like you to
take part in what is called a Quality Assessment &
Performance Improvement (QAPI) meeting. You can
also ask to take part in a QAPI meeting. This meeting
gives you the chance to talk to the dialysis facility

| U

MY

[[] step 2. Make it Personal—Consider these process tips:

DIALYSIS . = Pull the selected patient aside or sit chairside » Give the patient an invitation to the meeting with the
; leaders about your concerns and other patient ‘when you invite the patient. date, time, and location.
™ issues. Many times, the ideas and decisions that * Use patient-friendly language. * Give the patient the ] k[ M el
i . come out of QAPI meetings affect how the dialysis * Explain the purpose of QAPL handout. {
) = 4 facility is run = Share the reasons why you invited the patient.
T ) DIALYSIS ' L s w
To have a good QAPI meeting experience, use this ideas, get along well with patients and staff.

and have an interest in your care and

document to hel, before, during, and after the meeting. Write down notes on what you
pyou ng, E. yo T foulien®

would like to talk about with the healthcare team. This will help you stay an track during the
meeting. Remember, your ideas can help make patient care better.

é PLAN"

YOUR CARE PLAN MEETING [ step 3. Prepare for the Meeting—It is important to attend to each item:
IS COMING UP! Before the QAPI Meeting
To prepare, think about guestions, concerns, or feedback you and/or other patients may have.
My Dialysis Plan™, also known as person-centered care planning, Ask the manager what topics will be discussed at the meeting. This might include: % Thlk o the eMnle's medienl diverton ahout the » Usevisuals when available.
helps care beams align dialysis care with patient needs and priorities. e importance of including a patient in QAP1 « Provide topic specific information to helg patients
During this meeting, you and your care team will The goal of My Dislysis Plan™ is to improve patient health through m  Facility improvement /.‘ Home dialysis and kidney transplant edueation ‘meetings. prepare for the discussion. For example, standards
i increased communication, shared decision-making, and close follow-up. + Ask staff members to prepare directed questions.  and goals.
work together ko make decisions about your health, ‘ Preventing infections ‘ + Tell all team members a patient wil be in « Encourage the patient to write down his/her ideas,
well-being, and dialysis care. This brochure explains . s e ; xm“mﬂf“ -
: + Reming (0 reveal other rsonal * Remin a meeting a5
what to expect and how to prepare. gﬂ Fistula/Catheter educati &', Reducing patient health information, = et o

+ Review staff roles during the meeting

Your dialysis care plan should be made just For you! During the Meeting

In most cases, you will anly be in the meeting for the first 15 minutes. You will be asked to
offer suggestions for improving patient engagement and care. The dialysis facility leaders may
ask you for your opinion and/or to share your experiences. The guestions are meant to help
the staff make the dialysis experience better for patients. If you do not understand something,
just ask! You may be asked questions like:

‘What do you think we are doing well in the dialysis facility?

‘What areas do you think we could improve in the dialysis facility?

‘What do you think are the most commaon reasons patients miss or shorten treatments?
‘What is the best way for staff to communicate with patients about their treatment?

For more information, visit www.esrdncc.org/patients.




NCC Kidney Learning Hub

Home/Landing Page & Peer Mentor Courses

RO
s
x.ﬁnml HOME PATIENTS SUPPORT Q  LOGINORREGISTER

n
COORDINATING.
CENTER

Welcome to the

Kidney Learning Hub

The Kidney Learning Hub provides educational courses for patients.

To access and take courses, register and create an account. You will also be able to download materials and obtain certificates of
completion.

If you need help, use the support feature on this website. Complete the form and select “Submit.” An agent can assist you Monday
through Friday from 8 a.m. to 5 p.m. ET, except holidays.

')
Click here
Patient Courses for all the
Ve patient
courses

® Courses one through three
Mentoring Basics are required

® Mentors may choose at least one
course under Topic Courses

You must create an
account or just login

Mentoring Basics

1. Welcome to Peer
Mentoring!

Being a peer mentor is an important
role. This course will tell you what
you need to know to be a peer
mentor.

Learn More

Topic Courses

4. Discussing Home
Dialysis as an Option

In this course, you will learn about
home dialysis. The course will
prepare you to talk with your peers
about home dialysis as a treatment
choice.

Learn More

https://www.kidneylearninghub.com/

2. Mentoring to Support
Choices

This course provides practical tips on
how to get started as a peer mentor.
You will also learn how to support
‘your peer as he or she makes
important decisions about treatment
choices.

Learn More

5. Discussing Transplant
as an Option

This course will continue your
training to become a peer mentor.
The course will prepare you to talk
with your peers about kidney
transplant as a treatment choice.

Learn More

3. End Stage Renal
Disease Overview
Understanding kidney disease can
help empower patients to advocate
for themselves. This course will build
your knowledge about kidney
disease.

Learn More

6. New to Dialysis

In this course, you will learn about
what to expect from your dialysis
treatment and how to be an active
member of your care team.

Learn More



https://www.kidneylearninghub.com/

NCC Kidney Learning Hub
Referring Potential Patients

e Complete the referral form once
mentors and mentees are
identified and fax to the Network
at (516)231-9767

e Once the referral is received, both
the mentor and mentee need to
complete the application and fax it
to the Network at (516)231-9767

e Not all patients meet the
requirements to be peer mentors
or mentees. Refer to the handout
Talking Points for Turning Down a
Mentor or Mentee Applicant
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’@ Kidney Connection: PN
A Patient Peer Mentoring Program )( X

"’ ! Referral Form

Form Instructions

‘The dialysis facility must complete this form for each patient who wants to serve asa peer mentor or
mentee. Please fax the completed form to your respective ESRD Netwark o <fax number here> to the

attention of <name of person heres.

Facility Information
€MS Certification
Number (CCN) e
FackityName | Enter texthere
ESRD Network  Selectane
First Name xchore LostNomeentertoxt here
O Faciy Adrministrator Tl SocialWorker 11 Gthr, cher
Title: O Nephrologist O Technician please specify:
O Nurse. O Receptionist.
Phone Number ext here Email Address | xyz@gmail.com

al Date Enter et h Unicae Patient | (e
SR - ‘ Identifier (UP1) e
Patient's First Name te her Patient's Last Name | cricr o here
Phane Number ot Type of Phoneline | CICel O LandLine
Email Address exthere
nee B Osaa Cisses
D234 Das-s4 Dese
O n-center hemotialyss I Peritoneal dalyss (manusl)
Coment et | 1 Home hemodislysis D Peritoneal diaysis (cycler)
O Transplant
Preferred Languzge | (1 Englsh Cispanish 0 Other, please specify: | Enter text here
Cin
. O Telephane between snsoidnd. 05
Commmicton | 1% [Epg—
et O Facetime ] Messenger facebesk o whstsarg)
R Cskype
D2oom
Facity Mentoring | (] Mentor O Mentee
Topics of mterest | (1 New to Dialsis £ Home Diasis i ransptant

under
for Mediare & Meshcaid Senvces (CWE, a1 agency o the LS. Depariment of Health and Human Senvces, The cartents presented da nct

Kidney Connection: A Patient Peer Mentoring Program
Talking Points for Turning Down
a Mentor or Mentee Applicant

Be prepared, honest, kind, and dlear.
« Ensure he tim to tak

* Make eye contact.
« Provide st for the appl

« Help th ighting that he ar she just not
strengths that end themselves ta the program at this time.

Focus on options for the future.

- e dlear mentor ar setat

~lthe ddress the Be speciic i possibl
-1t thank him or v
patient to e involved in patient engagement actviies.

Maintain trust and respect.

« Assure When possible.
. ’ N orather
ppicant)
~ W possble, ther vounteer A
Recognize the cycle of and iately through each stage.

+ Be available for folow-up questions from the appiicant.

orrequestinformation about what he o she needs to do
« React to questians and comments with empathy
- For example
- hear what you ) w©
= understond tht you would e o . anct want @ el you with.
= Youhave much to offer, et try to find o way.
* It can be empowering to give back let’s see how efse

—_— L

for M e sd S C1S), 38 3ty of e 'S DAparmantf HesSna uman S Tha contt 3t ey
VoA O iy mr Iy s drsm By 4 . Covernan,FLEHD REC STOLOSITI02 01

Kidney Connection:
@‘ A Patient Peer Mentoring Program

all i E-"3 Application

‘The Centers for Medicare & Medicaid Services (CMS) collects information fros
i =5 likeC

eapl with Medicars to improve theis
J o collect it being
used to improve the quality of service and satisfaction that they want people with Medicare to experience.

Your respose to this application is veluntary. However, should you choose not 10 respond, it may affect CMS3 eforts 1o
people with kidney dpatein a i peer

i h Th
collection will be used only for the Kidney Connection Patient Peer Mentoring Program to pair peer meniors (patients
b &)

‘Thank you for your interest in the Kidney Connection Patient Peer Mentoring Program. Please answer all the
questions on this form and submit your completed application to the ESRD National Coordinating Center (NCC).

‘The information that you provide on this application will help pair you with your peer and will only be used for
the Kidney Connection Patient Peer Mentoring Program. If you have questions about the application, please call
844.472.4250 and ask to speak with a peer mentor program specialist.

Contact Information

First Name: Last Name:
aity: State: 1P Code:
Email Phone Number:

Is this a smart phone? (Ves/No)

How do you prefer to be contacted about the Kidney Connection Patient Peer Mentoring Program?

(circle oneJ) Email Phone No Preference

What is the best day and time to reach you about the Kidney Connection Patient Peer Mentoring Program?
Time of D Monday Tuesday ‘Wednesday Thursday Friday

Morning:
8a.m.-12 noon ET

Aftemoon:
1p.m-4pm.ET

Tell Us About Yourself
Select the age range that best matches your age. (Circle one age range.)
18-2dyears 2534 years 35-44 years 45-54 years 55-64 years 65+ years

How long have you been an ESRD/dialysis patient? (Circle one answer)
Less than 1 year 1-3years  3-5years 5+ years

Current treatment modality: (Circle one modality.)

In-center hemodialysis Home (hemodialysis or peritoneal dialysis) Transplant

Next page >>



https://esrdncc.org/globalassets/peer-mentoring-operational-toolkit/talkingptsturndownpmapp508.pdf
https://esrdncc.org/globalassets/peer-mentoring-operational-toolkit/talkingptsturndownpmapp508.pdf

Patient Facility
Representative (PFR)
Alllance



PFR Role Description

* The Patient Facility Representative (PFR) Alliance Volunteer Kl
provides an opportunity for patients, transplant to be a Patient BT
recipients, and care partners to support facilities in the Facility e e o
promotion of patient-centered care in quality Representative [

the ESRD Metwerk; and
Are a positive link between
patients and fadlity staff.

iImprovement activities.

® Facilities who are working on a Quality Improvement
Activity will designate a minimum of one PFR to assist
with QI interventions and activities in the facility

®* Levels of Engagement:
o PFR Members

Patient Facility Representative (PFR) Alliance
Be a Part of a Committee that Empowers Patients to Live Their Best Lives

.
o QIA Champions S———
IPRO End-Stage Renal Disease Metwork Program (Metwork 1, 2, 6, & 9)

Conporate Cffice: 1979 Marous Avenue, Lake Success, NY 11042-1072
Patiert Sences (516) 231-6767 - Patient Toll-Free: (300) 238-3773

o Patient Subject Matter Experts (PSME) T m—— —
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Resize font:
: =]
End-Stage Renal Disease

g Network Program
IPRO

esrd.ipro.org

]
P F R Re C ru I tm e n t IPRO ESRD Network 2021 Patient Facility Representative (PFR)

Application/Agreement

Instructions
1. This survey may take approximately 15 minutes to complete
2. You will have the option to Save & Return Later (button on the button) if you cannot complete in one sitting
3. The completion of this survey is dependent on all questions marked with a *must provide value tag

"
. I d e a I P atl e n tS to S e rve a S P F RS 4. The signed participation confidentiality agreement form from the patient/family member nominee can be directly
uploaded to the Network through this collection form.

5. Please input your email address at the end to request a confirmation email indicating completion of the
assessment and a PDF summary for your records.

O D e S i re to h ave a p OS i t i Ve i m p a Ct O n th e Ca re Please find attached the Network's Patient Facility Representative (PFR) Participation and

Confidentiality Agreement Form. This form can be printed and used internally as a worksheet to
collect the information from the patient/family/carepartner and used by facility staff to fill in this

" . g
survey. Please note, this application must be signed by the PFR hominee and uploaded at the end of
p a I e n S re Ce I Ve a e a C I I y this survey for submission to the Network. NOTE: Only electronic submissions will be accepted.
attachment: % NWP PFR Application and Participatic i
- IPR

O D e S i r e t O b e p a rt Of a I a rg e r g ro u p lee:ss[ep rcoll;:s: :l:e Network you belong to ESRD Network F:Haﬂ‘elm_ rsmp]ec; :«;mr Expert (PSME) Facility Representative .

The Centers for Medicare & Medicaid Services (CMS) has contracted with the IPRO ESRD
Network Program to promote education and resources to the ESRD patients and providers. In

" " [ order to support this endeavor, the Network Program maintains a council comprised of patients,
— family members, and care partners for the purposes of lending direct patient/family perspective

O e ava I a e O I S e n y S u p p O r a n g u I e e OW and giving feedback to the Network on quality improvement interventions and educational
resources. This PSME Council will be represented by peritoneal dialysis patients, hemodialysis
patients, transplant recipients, care partners and/or family members that represent the Network

pati e n tS Program area (NY, CT, MA, RI, NH, ME, VT, NC, SC, GA, KT, IN, OH).

While serving as a PSME, | may have access to confidential and proprietary information, as well
as protected health information (PHI). This may include information related to patients and their
treatment. | must safeguard the confidentiality of PHI which is subject to Federal and State laws
as well as certain privacy and security regulations pursuant to the Health Insurance Portability

* Identify a patient to fulfill the PFR role in your facility SERISR I e e

| understand that | must keep this information in strict confidence and can only access this

h tt . // " ? — confidential and proprietary information to the extent required to participate with the Network as a
S re Ca I ro O r S u rve S S — 7 7 7 PSME. | will not retain such information or any copies thereof or disclose it to third parties or use

p u = = = it for any purpose other than the authorized function, service or activity assigned to me. | also
agree that | will not now or at any time in the future, either directly or indirectly divulge, disclose,
or communicate in any manner whatsoever to any person not employed or affiliated with the

Network PSME Council any confidential or proprietary information that | obtain during the course
of my participation without the prior written consent of ESRD Network Program.

I understand that violations of confidentiality requirements may, under Federal law, lead to a fine
from $100 per violation o $1,500,000 and up to ten years imprisonment. In the event | breach this
participation and confidentiality agreement, | understand that IPRO may terminate my participation
as a PSME, which does not limit IPRO'’s right to seek any other remedy under the law.

| also consent to and authorize ESRD Network Program to use my name and image on their
website: esrd.ipro.org, in Network social media, in materials and other forms of communications.
I understand that | will not receive any compensation for this. | give permission for the Network to
utilize my name, address, e-mail address and telephone number(s) in connection to my role as a
PSME facility representative. It is understood that the Network will not share any further
information without my consent. By signing this participation and confidentiality agreement, |
agree to actively participate with the Network as a PSME facility representative, and | agree to all
of its terms and conditions.

PSME Signature PSME Printed Name Date

ESRD Network Patient Subject Matter Expert (PSME) Facilty Representative
Participation and Confidentiality Agreement

Last Revised: 6/30/2021
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https://redcap.ipro.org/surveys/?s=7L7FWPTPE7

PFR Engagement/Activation
®* Ways of engaging your nominated Patient Facility
Representative (PFR)

o Ask your PFR to assist you in distributing patient
education materials

o Have your PFR participate in designing and completing
bulletin boards

o Invite your PFR to QAPI meetings to report on progress
of their work including successes and challenges

o Discuss with the PFR about becoming a peer mentor

® Remind patients to attend monthly PFR meetings with the
Network (first Thursday each month, 5:30-7PM) and
participate in educational activities at the facility-level

®* First PFR Orientation meeting scheduled for 10/7/21
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e

Please join us each
month for an IPRO
ESRD Network

Program-hosted @
webinar for patients!

Patient Facility Representative (PFR)
Conference Call
First Thursday of Each Month « 5:30 PM—7PM EST

Please join us in our informative Topics include

monthly webinars hosted by the # Patient and Family Engagement

Network to help understand * Peer Mentoring

quality-of-care expectations for * Behavioral Health

dialysis facilities. ¢ Transplant Coordination

* Home Therapies

Learn about new goals and * Hospitalization

priorities and how they will affect ® Vaccination

ESRD patient care. ® Emergency Preparedness
Webinar Access: https://ipro.webex.com/meet/IPROESRD
Meeting ID: 178 506 9205
Toll-Free Dial-in number:  1-855-797-9485
Access Code: 178 506 9205

For more information, please contact the Network at (516) 231-9767

To file a grievance, please contact EHO s
PP IPRO End-Stage Renal Disease Netwark Program (Network o TR
IPRO 1, 2, 6, & 9) Corporate Office: 1973 Marcus Avenue, Lake ;
Success, NY 11042-1072 Patient Services: (516) 231-9767
Patient Toll-Free: (800) 238-3773

Email:esrdnetworkprogram@ipro.us
Website:www.esrd.ipro.org




Improve the Patient
Experience of Care



National Initiatives

Improve the Patient Experience of Care by Resolving Grievances/Access to Care
Issues

® Educate patients and dialysis facility staff about the role of the Network in resolving
grievance and access to care issues

®* Provide a focused audit of all grievance and access to care cases

®* The Network’s case review responsibilities include investigating and resolving grievances
filed with the Network and addressing non-grievance access to care cases.




Network Role in Patient Experience of Care

The Network may assume one or more of the following roles in addressing a
grievance filed by an ESRD patient, an individual representing an ESRD patient, or
another party:

Facilitator: Mediate concerns raised by patients and facilities.
Expert Investigator: Investigate concerns raised by patients

Educator: Provide patients and facilities with tools and resources to improve the patient
experience of care.

Advocate for the access to care of all ESRD patients
Referral Source: Provide patients and facilities on all sources to report concerns.

Quality improvement Specialist: Support the improvement of facility processes to
improve the overall quality of care for all patients.
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Grievances and Access to Care

Upon the receipt of a grievance, the Network will classify the case as one of the
following:

®* Immediate Advocacy: Concerns that are non-clinical in nature and do not require a
complex investigation; resolved in 7 days or less

®* General Grievance: Concerns that are non-clinical in nature but require complex
investigation and review of records; resolved in 60 days or less

® Clinical Quality of Care: Concerns that involve clinical or patient safety issues and
requires a clinical review of records by an RN and/or the Medical Review Board (MRB);
resolved in 60 days or less

®* At Risk Involuntary Discharge: Concerns related to possible patient discharge.

® Involuntary Discharge: Immediate or 30 day IVD. volume monitored by the Network
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Patient Education and Support

As required by the conditions for

coverage, all patients must be educated

on the grievance process and the
various options when filing a grievance

Provide ongoing individualized
education as well as displaying the
Network "Speak Up!" posterin a
common area that patients and visitors
have access to (such as the unit lobby)
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The treatment you receive should meet your need for
safety, your rights as a patient, clinical standards

of care, and be provided by staff who treat you
fairly and respectfully.

If you feel your treatment does not meet
these standards...

Speak Up.

Here’s how..:

First... —
Ask a staff member for a copy ofyo =
policy to find out how you can file : | :

However...
If you are still unsatisfied or do not
a grievance with your facility...

—— Contact

[

Filing a Grievance with your
ESRD Network

Your Network can work with you and your
facility to help resolve your concerns. Before
filing a grievance with us we encourage you

to discuss your concern directly with a staff
member at your facility. Ask to speak with
someone with whom you feel comfortable
sharing your concerns. If you do not wish to
identify yourself, ask about how an anonymous
grievance can be filed.

If you do not feel comfortable filing a grievance
with your facility or you feel dissatisfied with
the response of facility staff to your concerns,
you have the right to file a grievance with your
Network and with your state agency. Your state
agency's contact information should be posted
in the lobby of your facility; it is also provided
on the back of this brochure.

How can I file a grievance?

You can file a grievance in one of three

ways. You can

1. Call the Network using
the toll-free line,

2. Mail us a letter, or

3. Fax us the information.

esrd.ipro.org

Kidney Chronicles

IPRO END-STAGE RENAL DISEASE NETWORK PROGRAM

Better healthcare,

What is a Grievance?

A grievance is any concem or issue you may have

realized. about the care you receive from your dialysis facility. How the
Patients, family members, loved ones, dialysis staff Network
members, or anyone else who has concerns about a Serves You
facility may submit a grievance. « Advocates foryu
YOU have Options!  Ansers your
As a dialysis patient, if you are not satisfied with the care you Questions about
receive there are several ways that you can share your concerns: treatment, modality
1. Attend a patient care plan meeting g;‘j‘:: e
2. Speak to members of your care team

y . 1 your fac * Develops and
3. File a complaint with your facilty o ek onsd
4. Contact the State Department of Health materias for you
5. Contact your IFRO ESRD Network (see page 2 for infa) and your family
The Network’s contact We may request to review documentation from

information for all three
options is available on the
cover of this brochure.

To best help you, the .
Network may request J R
information from you, such

as your name, phone number, -
address and your date of birth.

We will also ask for details (name
and address) about the facility you
have concerns about. If you do not feel
comfortable giving us these details or sharing
them with the facility, you have the right to file a
grievance confidentially or anonymously.

If you file a confidential grievance, the Network
will collect these details; however, we will

NOT share them with the facility. If you file an
anenymous grievance, we will not collect these
details at all during your case. If you decideto file
a case anonymously and your concern relates
directly to your personal care, the Network may
be limited in the actions we can take during your
investigation. We will respect your choice and
protect your anonymity to the best of our ability.

What should | expect during
the grievance process?

A member of the Network’s Patient Services
Department will listen to your concerns and help
you to best organize your thoughts; they will also
provide feedback to you and maybe offer another
point of view.

The Network will collaborate with you and the
facility staff to reach a resolution by advocating
on your behalf based on your rights as a patient.

your facility. This documentation may include
treatment logs, social worker notes or policies
and procedures of your facility.

We can provide recommendations to staff

and patients/ family members to build a more
positive patient-provider relationship and
encourage patients and staff to participate in
care conferences to address issues at the facility
level.

We can provide you educational materials on
kidney disease or contact information for other
kidney-related organizations.

When necessary, the Network may work with
your state agency for further investigation or
refer your case to other goveming boards or
government agencies for assistance.

The Network will work to resolve your case

as quickly as possible. While some cases can
be resolved within 7 business days other may
remain open up to 60 days.

The Network will keep in contact with you
throughout the process via phone and in writing.




Grievance and Access to Care

Educational Resources

IPRO

TAG NUMBER
V468

(Patient Rights)

Is treating an (usually in

Tips for a negative manner) as a result of that individual veoicing
a concern about you. Retaliation can be intentional or

unintentional, blatant or sublle. Retaliafion is an act of

Dialysis Staff evenge.
to Identify
s “Retaliation s occuring. I've experienced it. I's

and often subtle, for example, pafients can be

Manage ignored when making a simple reguest.”
Retaliation

O &

What patients have sald about retaliation:

“I have felt isclated after voicing a concern. My
support system (at dialysis) is the staff, so it hurts
‘when they stop talking to me.”

“I have received comments from o manager
and nurse that feel like a threat, such as, ‘if
you're not hoppy here, you con always transfer
to another facility.”

Things said or done in @ moment of frusiration, even a
Joke, can have lasting impact. It is important to stay

and with
patients. These are some fips to consider when
communication becomes difficult:

+ Be objective - don't take things personally

* Acknowledge anger or hurt feelings

End-Stage Renal Disease
Network Program

V-TAGS & INTERPRETIVE GUIDANCE REGARDING PATIENT INVOLUNTARY DISCHARGE
CMS End Stage Renal Disease (ESRD) Program Interim Final Version Interpretive Guidance Version 1.1

REGULATION
(b) Standard: Right to be informed
regarding the facility's discharge and
transfer policies.

The patient has the right to —

mvoluntary discharges.

discharge or transfer r and guid:

INTERPRETIVE GUIDANCE
Patients must be given information about the facility policies for routme and

Refer to the Condition for Governance at V766-V767 for involuntary
le reasons

(1) Be informed of the facility’s policies for
transfer, routine or involuntary
discharge, and discontinuation of
services to patients; and

transfer and discharge policies.

for nvoluntary discharge. Use those tags for failure to follow the involuntary
discharge procedures. Use this tag for failure to inform patients about the

Grievance Process
Questions & Answers

A Guide for Dialysis Facilities

What is a grievance?

According to the Centers for Medicare & Medicaid Services,

a grievance is defined as follows:

“A written or oral communication from an ESRD patient,
anvdior an individual representing an ESRD patient, and/or
anather party, alleging that an ESRD senvice received from
a Medicare-certified provider did not meet the grievant’s
expectations with respect to safety, civility, patient rights,
andior dinical standards of care.”

Who should be responsible for receiving
and documenting a grievance?
Everyone. Any staff person who receives 2 grievance is
responsible for documenting the grievance in the grievance
log and reporting the concen to the Facility Administrator/
Clinic Manager for follow up. Patients, family members and
care partners should be able to report any problems and/or
concerns to anyane at the unit withaut complication. As
care providers it & our obligation to create an environment
thit fosters open communication and patient engagement
" “fingness ta take every opportunity available to
are

onsible for carrying out an

on of a grievance?

sinistrator/Clinic Manager should take the lead
jand resolving all grievances. 1f

Facility Involuntary Discharge Guidelines

Before considering an involuntary discharge (IVD), a fadlity's interdisciplinary team (IDT) should:
1.Conduct a thorough assessment of the situation
2.Develop a plan to address any problems or barriers the patient may be experiending

Note: Discharging a patient for “non-compliance” is not an acceptable reason for discharge per the
Centers for Medicare & Medicaid Services (CMS) Conditions for Coverage (CfC).

IVD Guidelines |

Immediately notifying the Network provides an opportunity for the Network to review the issues and
interventions with fadity staff and see if there are other options that could be explored.

It is the medical director’s responsibility to ensure “that no patient is discharged or transferred from the

fadility unless:

« The patient or payer no longer reimburses the facility for the ordered services

» The fadility ceases to operate

» The transfer is necessary for the patient’s welfare because the facility can no longer meet the
patient’s documented medical needs

« The fadility has d the patient and ined the patient's behavior is di
abusive to the extent in which the delwery of care to the patlem. or the ability of the faclllty to
operate effectively is seriously impaired...

Al staff should receive training in conflict management techniques.

« Training must be documented

‘The Fadility should establish VD and transfer policies and procedures as outlined in 494,190 Condition
Govemance (Page 20484). A link to the full document is located on the ESRD website along with
additional resources to assist you facility:

https:/inetwork1.esrd.j /h and-family-resources/access-to-care/

Itﬂeﬁermdlha(s'aﬁdo(ummkand address awmdal\ pmlmmhlwommmﬂﬁhm

. Notify the
. All patients, Network of any
family members, and care potential IVD
partners have the right to Have a policy
file a grievance, internally or and IJI'tlﬁ'EdllrE
externally, without fear e o
of retaliation.
What if the grievant wants to filea m acity
grievance anonymously?
The Network encourages facilities to develop an internal
process for anonymous grievances to indude the date of the
incident, staff imvoived, description of incident and any
witnesses, ensuring that the grievance can be submitted to
maintain anonymity. Gievances can akio be reported to the DD“'!.'EM
MNetwork anonymously if desired. S
What fosters an environment that
encourames natients familv members

L] EndtStago Renal

network1

Grievance Process Guide

Use this step-by-step guide to help you get your grievance handled in a direct and successful manner. After
taking each suggested step, ask yourself whether or not the step helped. Then follow the arrows. Please note

Administrator/Clinic Manager, the
be investigated by that indvidual's direct
helps to create a process that is easy for the
and eliminates questions about with
follow up if questions anise.

End-Stage Renal Disease
Network Program

k. Y
sk to speak to someone at your facility

‘This might be your social

with whom you feel comfortable sharing
worker, hduydmocmfaulnymnager.ﬂalkmmmﬂahunhma
grievance can be filed ammwusiy at your facility)

| do not feel comfortable talking to
someone at my facility.

or
1 spoke to someone and | don't feel
like my grievance will be handled.

V469
(Patient Rights)

I
il
I
1
1
3l that it is not mandatory to follow the flow chart. Patients may contact any of the three agencies at any time.
t
I
¢
I

SUCCESS

Step 2: Call Your Network

they may seem. |
* Related assessments/plans of care, meetings, and mteruermons
« Behavioral agreements that the staff and patients work on together (alf hehavioral
agreements should be mutual between the patient and facility and should be
-assessed at specified time intervals)
mvoluntary discharge can begin only if:
rts to resolve the problem have failed
ies and interventions to address then

ity
mpting to assist the patient in trar
I information requested by the otl
include additional documentation indicat
sumounding the discharge unles
blacklisting and will be reported 'S

of immediate severe threat to the health ¢
IVD procedure. Per the CIC Interpretiv 8 ) Nie
or physical harm. For exa my
harm, this would be considered an *| -
is not considered to be an immediate

notify the State Survey Agency of all
of immediate, severe threats, the §

(2) Receive written notice 30 days in

advance of an involuntary discharge,
after the facility follows the
involuntary discharge procedures
described in § 494.180(f)(4). In the
case of immediate threats to the
health and safety of others, an
abbreviated discharge procedure may
be allowed.

The involuntary discharge procedures described at V767 identify the steps that
a facility must follow prior to the involuntary discharge of a disruptive and
abusive patient. After following the required procedures, a facility must give at
least 30-days prior notice to any patient whom they opt to discharge
mvoluntarily, except in the case of a patient who makes severe and immediate
threats to the health and safety of others. An "immediate threat to the health
and safety of others" is considered to be a threat of physical harm. For
example, if a patient has a gun or a knife or is making credible threats of
physical harm, this can be considered an “immediate threat.” Verbal abuse is
not idered to be an i d threat. In i ofan i diate threat,
facility staff may utilize "abbreviated" involuntary discharge or transfer
procedures. These abbreviated procedures may include taking immediate
protective actions, such as calling “911” and asking for police assistance. In
this scenario, advance notice is not possible or required and there may not be
time or opportunity for reassessment, intervention, or contact with another
facility for possible transfer, as outlined at V767.

V716

(i) The interdisciplinary team adheres to the

discharge and transfer policies and
procedures specified in § 494.180(f).

The medical director must monitor and review each involuntary patient
discharge to ensure that the facility nterdisciplinary team follows the
discharge and transfer policies and completes the steps required under the

Your Network can work with you and your facility to help resolve your grievance. The Network can be
reached via this toll free number: (866) 286-3773 (If you wish to remain anonymous, ask the Network how
1o file a grievance anonymously.)

I do not feel mmmhlemlkngm
someone at the

After speaking with
the Network | feel my
grievance will be handled.

SUCCESS

or
1'am not sure the Network can
address my grievance

~

m:: Il Your State Agency

agemymnmnnmberﬂmldbepomdmywdﬂys«s'aﬂlnyhbbﬂrm canasklhe
Nemmifwlhennmlmrm Il. (Th ¥ them know
if that is what you prefer)

To file a grievance, please contact us:

IPRO End-Stage Renal Disease Network of New England of New England whie uner
17

1952 Whitney Avenue, 2nd Floor, Hamden, CT 065 contract with Centers for Medicare:

Patient Toll-free: (866) 286-3773 (Patients anly) + Phone: (203) 387-9332 & Medicaid Senvices. Cantract
Fax: (203) 389-9902 # E-mail:info@nw1.esrd.net » Web: network1.esrd.ipro.org HHSM-S00-2016-00019C

Developed by IPRO ESRD Network
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Patient Community Outreach

® Conducting a “Healthy Living Campaign” through
our PFR Alliance Facebook Group S

® The Healthy LlVlng Campalgn haS encompassed PATIENT FACILITY REPRESENTATIVE (PFR) ALLIANCE

a” aspects Of ESRD/CKD treatment including: Interested In Getting Involved? Join Our PFR Alliance!

ized by the IPRO ESRD Network Program, that
care partners to lend their first-hand
perspective, expertise, and assistance in the prol care partner engagement in ESRD

o Medical and treatment adherence A A et e e

patients, provider staff, renal community stakehalders, and the ESRD Network.

The Patient Facility Representative (PFR) Alliance i
provides an opportunity for dialysis patients, tra

To view upcoming events for patients, check out our Events calendar!

o Maintaining the Renal Diet and understanding
fluid restrictions

Get To Know Our PFRs!

o Open Communication with members of your focebook AP -

. Prevention
medical team 'k% ooy

17

World Suicide Prevention Day

o Creation of a self-care plan to promote mental
health and self awareness

It’s time to raise awareness and
recognize our role to help prevent it.

IPRO ESRD Network Patient
Facility Representative (PFR)
Alliance

& Private group - 244 members
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Community Awareness Campaigns

September November

® National Recovery Month ®  American Diabetes Month

® Pain Awareness Month
® National Hospice and Palliative Care Month

® World Diabetes Day (November 14th)

® National Suicide Prevention Day (September 10th)
® World Sepsis Day (September 13th)

® World Heart Day (September 29th) December

October ® National Human Rights Month
® Long-Term Care Planning Month ® Universal Human Rights Month
® Health Literacy Month

Living Healthy with The Network

o EmOtlonaI We”neSS Month Part of being healthy is developing positive L Sher
habits and successfully adopting a new et i}\‘ﬂl K logether to
lifestyle. As individuals with ESRD ﬁ&fﬂe_““l

® Global Diversity Awareness Month 2t abidng by your new madcal estctons

help create a Healthier You.

Utilize these Resources: [f
« Guide to a Healthier You (Eng) &‘ l

« Guia para estar mas saludable

Share your healthy choices with the Network:
1. Post your tips of medication adherence #healthykidneys2021
2. Discuss with us how you have incorporated infection prevention in your
daily life #healthykidneys2021

00000
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Emergency
Management

Shannon Wright, BSW
Executive Director
ESRD Network 6 (GA, NC, SC)




Emergency Preparedness, Mitigation, and Response

® Annual Critical Assets Survey (CAS)
o 98% completion rate (1,942/1,990) for 2021 e

o Represents Preparedness activities and o Ll

resources of Dialysis Facilities T mergency Preparecnes

Critical Assets Survey Summary Report

Emergency Messaging Channel

aintaining high standards of care
fore,

Facility CCN: 112314

. D . Facility Name COLQUITT REGIONAL MEDICAL CENTER DIALYSIS
ata Used By
:
St t O E M S Primary EM POC Name Regional Contact Name Rita Gay
O a e Primary EM POC Email Regional Contact Email rgay@colquittregional.com
Primary EM POC Phone Regional Contact Phone [279-454-1411

o Healthcare Coalitions oot e

. Contact Phone
Back-Up Contact Email |lybel@colquitiregional.com

o Network Emergency Management

Additional Emergency Contact Name Dean Cosmos

Additional Emergency Contact Email deosmos@colquittregional com

Additional Emergency Contact Phone 203-770-3417

® Facility Summary Reports e——
O FaCi I ity S u m mary Re po rtS d iStri buted m id_ What type of fuel does your facility generator use? Diesel

Does your facility have water treatment back-up capabilities? |No
(i.e. DI tanks, water delivery, etc.}

August, add this to your facility’s Emergency

utilize when land line phones are not working?

P I a n Other (please specify) Unchecked

Do you have the capability to change the voicemail Yes
message of your phone system during an emergency to

provide information on your open/closed status and

what number a patient should call for information?
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Emergency Preparedness, Mitigation,

®* REPORT Closed/Altered Status
® Use the Closed/Altered Reporting Link:

https://redcap.ipro.org/surveys/?s=R8K
7/RWETHM

FACILITY OPERATION.
SCHEDULE BY 11Al

L STATUS - A NEW FORM
IMPACT EX’ DS FOR

Please select the date for which you ai
facility's operational status.
* must provide value

Why?
®* Network reports to CMS, State and

local OEMS during events e
® Assists in placing patients as needed e

Please select your facility's operationz
selected above:

' ' ' ' B
®* Provides Situational Awareness.in an Wint e of oy npectng
[ Power Outage B ETir??:
emergency Qe s €0 e =
[ Positive Cultures

[ wind Storm/Damage

[ Flash Flooding

[J Earthquake

[ winter Weather: Snow/ Ice/ Sleet/ Freezing Rain
[J Hurricane/Tropical Storm

[ Structural Damage

[ Fire Alarm System Failure

[0 Hazardous Materials Incident

) Bomb Threat

[ Evacuation/Relocation of Patients
() Gther (Specify Below)

Choose all that apply.

Brief description of event and mitigation plans.
* must provide value

and Response

IPRO ESRD Network Program: Emergency Operational Status Report
Please complete the form below for your facility’s operational status (OpeniClosed/Altered).
« The Emergency Operational Status Report must be received by 11AM Daily until the dialysis facilty's normal operational status is resumed
following an active weather related emergency.

= Forall other reportable events, submit an initial report of the event and submit a follow-up report once the event has concluded
« Survey complation is dependent on all fields as marked by * must provide value.

FACILITY INFORMATION

Select your Network from the dropdown menu below:

If your CCN and Facility Name is NOT listed above, please list CCN, Facility Name and Address below.

PATIENT INFORMATION

Resize font
[=h=]

~

Have you provided any of the following information to patients in preparation for this event?
* must provide value

() 3 Day Emergency Diet

[J Hurricane Preparedness Tip Sheet

() Facility Emergency Contact Information

(J) Organization Specific Emergency Preparedness Resource

[ Other

Choose all that apply

Have all patients been contacted and/or accounted for?
* must provide value

OYes
ONo
reset

(Requests or Needs) - |s there anything that the Network can do to support your facility or patients at this time?

Expand
e.g. Transporiafion, staffing, generator fuel, potable water

Additional Comments:

Expand



https://redcap.ipro.org/surveys/?s=R8K7RWETHM

ESRD
Data Systems

Shannon Wright, BSW
Executive Director
ESRD Network 6 (GA, NC, SC)




ESRD Data Systems Management

® CMS ESRD Primary Data Systems
o ESRD Quality Reporting System (EQRS)
o National Healthcare Safety Network (NHSN)

¢ Data Collected is used to:
o Establish facility performance related to quality improvement goals
o Determine QIP score which impacts your facilities reimbursement rate
o Establishes your facilities Star Rates which provides transparency in quality of care
provided by your facility

®* The Network provides technical assistance to facilities in being compliant with CMS
Data Management guidelines in support of these initiatives.
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Improve the Data Quality of the Patient Registry in the
ESRD Quality Reporting System (EQRS)

* CMS EQRS Data Management Guidelines Require:
o Patients are admitted within 5 business days of starting dialysis at facility
o CMS-2728 forms are submitted within 45 days of the date dialysis began
o CMS-2746 forms submitted within 14 days of the date of death

Goal for Each Measure = 100%
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Supporting Facilities with Admission Timeliness

Possible Duplicate or
Near Match Patients Form
https://redcap.ipro.org/surve

ys/?s=9FN3KF8A/T

IPRO ESRD Program
Transplant Event Form
https://redcap.ipro.org/surve

ys/?s=AR4PATFFMJ

End-Stage Renal Disease
Network Program

esrd.ipro.org

Possible Duplicate Or Near Match Patients Form

Please complete the fields below if you received the Possible Duplicate Patient error message or Near Match
error message in EQRS.

Upon submission the Network will evaluate the data and admits the patient in EQRS within 2 business days of receipt.

End-Stage Renal Disease
Network Program

esrd.ipro.org

IPRO ESRD Program Transplant Event Form

Please complete the below data collection tool to capture Transplant and Death information for patients. The ESRD
Netwaork will enter this information into EQRS daily.

REQUIREMENT CHANGE: Patient Transplant and Death event data must be submitted to the Netwark daily. CMS
requires new patients to be admitted into EQRS within 5 business days of the first treatment. This requirement will
ensure that the patient information is available in EQRS to complete the CMS 2728 and 2746 timely.


https://redcap.ipro.org/surveys/?s=9FN3KF8A7T
https://redcap.ipro.org/surveys/?s=AR4PATFFMJ

Strategies to Improve Data Quality

Network Actions Facility Actions

®* Provide missing data and compliance ® Follow Clinical Submission Schedule in
monitoring reports EQRS and NHSN reporting Requirements

® Provide Training on data ®* Understand routine data management
management best practices in EQRS activities in EQRS
and NHSN ® Verify Patient Roster Monthly in IPRO

® Monitor improvement and provide Learn
technical assistance until goals are ® Resolve missing data and compliance
met issues provided in Network distributed

® Select facilities for interventions reports
starting January 2022 based on ® Establish internal 1QI process to meet the
performance data timelines

® Incorporate the measures in their overall
facility QAPI process
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\PRO

IPRO Learn
Learning Management System (LMS)

LEARY

®* |PRO Learn = Learning Management System (LMS)
https://learn.ipro.org/

At the request of facilities:

® Organized resources & initiatives to meet CMS Goals

® creates a one-stop-shop for collaboration

® reduces number of emails sent

® provides centralized location to submit self-reported data

What facilities are saying:

®* The ability to share the user name and password with across facility staff get more staff
involved to participate in Network initiatives

®* Love going to one place for all Network activities and reduction of emails

® Allows staff to create a personal account in addition to your facility account to obtain
Continuing education hours for Nurses, Dieticians, and Technicians for FREE!

78
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https://learn.ipro.org/

\PRO

IPRO Learn
Welcome Letter

LEARN

Check your email for the
‘Welcome to IPRO Learn’
Letter!

(e https://learn.ipro.org/

Introducing IPRO Learn

The IPRO ESRD Network Program is excited to announce a new and innovative virtual platform to
connect the ESRD provider community to the quality improvement initiatives the Centers for Medicare
& Medicaid Services (CMS) is requiring of all dialysis facilities.

Facility-specific login information is Attached.

This new platform, known as IPRO Learn, will become a one stop shop to:

® Learn about upcoming national and regional educational events
® Manage Quality Improvement Activities and complete interventions the Network is requiring
dialysis facilities to participate in as part of achieving the CMS objectives and key results (OKRs) |

Do n Ot try to c h a n ge t.r‘e Custaom Username & Passwmd - To be given Forgotten your usemame or password?
Password that WaS prOVIded Cookies must be enabled in your browser @

Remember username

Team effort for facility staff:
share the login/password:

divide and conquer!
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https://learn.ipro.org/

IPRO Learn
Dialysis Facility 2021-2022 QI Collaborative

The Network will:

Provide education and training
Gather and disseminate best
practices

Vet (Ql) tools and resources

Link you to events and educational
offerings

Collect self reported data

Facilities will:

Log in using CCN and provided
password weekly

Share Toolkits with teammates
Participate in Discussion Forums
Submit self-reported data
collections

@ Dashboard

= My Courses

= ESRD Facility Q!

Collaborative 2021-2022

Welcome to IPRO Learn!

ESRD Facility Quality Improvement Collaborative 2021-2022

Enter all CMS-Certified Dialysis Facilities to participate in annual Quality Improvement Activities.

Patient Facility Representatives/Subject Matter Experts who submit the PRF Application for Participation &
Confidentiality Form will receive the Enrollment Key for this Course from their facility.

Continuing Education (CE) Courses for Profassionals

Use your individual login (not your Facility lagin) to earn 1 CE (Continuing Education) if you are an RN, LPN,
Dietitian, and Dialysis Technicians.

\PRO

LEARN



IPRO Learn

Navigating the Site

What’'s New/ Recent Announcements

® Upcoming Webinars

® Event Invites
o

To Do/ Required Activities

Intervention Activities to support
achieving facility performance goals
Collection of your feedback through
self reported assessments and

surveys

Achieving CMS Goals Using Quality

Improvement Toolkits

®* QIA-specific resources
®* Network-developed tools
{

practices

General Network Announcements

Nationally-recognized best

*September data is due October 3rd*

T Dialysis Facility
Collaborative 2021-2022

& Dashboard
= My Courses

= PFR Collaborative 2021-

0
7 Dialysis Facility
Collaborative 2021-2022

= Vaccination CEs

\PRO

LEARN

IPRO Learn ESRD 2021-2022

Dashboard / My Courses / Dialysis Faility Collaborative 2021-2022

What's New / Recent Announcements
Welcome to IPRO Learn!

8/4/21: IPRO ESRD Program Metwork Council Meeting Wednesday, September 22, 2021 1:00-2:30 PM ET Click Here to Register

Join us on for an informative webinar to understand CMS' expectations for dialysis facilities in 2021 and 2022, Learn about CMS' n
directors, facility administrators, nurse managers, and socizl workers from each dialysis facility are strongly encouraged to attend.

To Do / Required Activities - Due October 5, 2021

v/ Vaccinations: Required Video: Vaccinations to Improve Patient Outcomes & Knowledge Assessment
¢ Home Medalities: Required Video: How to have a Quality of Life with Kidney Disease Modality Options considering Lifestyle & Kn
v/ Transplant: Required Video: ASCENT to Transplant & Knowledge Assessment

3 eors: Monthly EQRS Patient Roster Verification

Achieving CMS Goals Using Quality Improvement Toolkits

[: Improving Vaccination Rates Toolkit

t Increasing Home Modality Rates Toolkit

[: Increasing Waitlisting and Transplantation Rates Toolkit




New and
Improved...



**NEW**
IPRO ESRD Facility Contacts Management System

Facilities can maintain their own
Key Personnel using our new
IPRO ESRD Facility Contacts

Management System

Facilities can login any time:

Login: IPROESRD
Password: facility CCN

Link is available in:

KnowledgeBase help.esrd.ipro.org

IPRO Learn learn.ipro.orq

83

End-Stage Renal Disease

IPRO ESRD Network Program

The IPRO ESRD Facility Contacts Management System is the Network’s source for facility
personnel contact information. Sign in to the system to review and make changes to staff
associated with your facility.

Login ID: IPROESRD
Password: Facility 6 digit CCN number

Once logged in you will be able to add, edit, and delete facility staff information.

If you need additional assistance, please submit a ticket using
Login ID (%)
| IPROESRD \

Password/CCN No. (2)
|Y-:-u|‘ Facility's 6 Digit CCN Number ‘



https://c1abd801.caspio.com/dp/4ebb7000068d9ae2c0504631875a
http://help.esrd.ipro.org
http://learn.ipro.org

IPRO ESRD Customer Support Portal
Fastest Way to Connect with Staff!

* http://help.esrd.ipro.org/ *

How can we help you today?

I kowl dg that I haw

Email Address # shannon.wright@ipro.us

MNetwork # . w

Mew Support Ticket Check Ticket Status

CCN (CMS
Certification

Mumber) *

Facility Name #

® Submit tickets for any issues such as Data,
Ql initiatives, Emergency, Patient
Experience of Care and Patient Engagement

® Search the knowledge base for frequently
asked questions

€
(System), Who
{UPI] What (to
). When (Date of
t) Do not
brr'llt PHI.I"PII *

+ Attach a file

Remember: Never Submit PHI or PIl, use the

patient UPI to prevent security violation

84
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IPRO ESRD Customer Support Portal
Technical Assistance Calls

Select a Date & Time

End-Stage Renal Disease
) Network Program
[PRO September 2021 < > Tuesday, September 28
SUN MON TUE WED THU FRI SAT
8:00am
1 2 3 4
8:30am

(%3]
5}
~
9]
w0
S

Shannon Wright U

ESRD Network Technical .
. 12 13 14 15 16 17 18 &« Enter Details
Assistance Request .

19 20 21 22 23 24 25
o 30 min

End-5tage Renal Disease
&, Phone call 26 27 29 30 R Network Program
IPRO Ermail -

This technical assistance call is available to

facilities who would like support in © Eastern Time - US & Canada (12:28pm) ~ a

Name *

achieving CMS goal focus areas.

Add Guests

Shannon Wright Phone Number *

ESRD Network Technical
Assistance Request

Please share anything that will help prepare for our meeting.
o 30 min

\ Phone call

5 8:00am - 8:30am, Tuesday,
September 28, 2021

@ Eastern Time - US & Canada

Schedule Event
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Closing
Remarks

Danielle Daley, MBA
Executive Director
ESRD Network 1 (CT, MA, ME, NH, RI, VT)



IPRO

IPRO ESRD Network Program Website

ContactUs  Submit a Help Desk Ticket  Grievances Emergency Updates  Provider Insider - eNews  IPRO
Iy b o

End-Stage Renal Disease Search...
Metwork Program

Home  Abcut~ i amily rovidersv  Emergency v Quality v Evenss  ESRD Help Dask

The mission of the End Stage Renal Disease (ESRD) Network
Program is to promote health care for all ESRD patients that
is safe, effective, efficient, patient-centered, timely, and
equitable.

To learn more about what ESRD Networks can do for you, please choose a Network below.

f A F ¥

Network 1 Network 2 Network 8 Network §
ESRD Network of New England ESRD Metwork of New York ESRD Metwork of the South ESRD Metwork of the Ohio River
CT. MA, ME. NH, RL YT NY Atlantic Valley

https://esrd.ipro.org/
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https://esrd.ipro.org/

Follow Us on Social Media

IPRO ESRD Network Program and PFR Alliance Facebook Pages
* https://www.facebook.com/IPROESRDNetwork
®* https://www.facebook.com/groups/IPROESRDPAC

Twitter
®* https://twitter.com/IPROESRDNetwork

LinkedIn
®* https://www.linkedin.com/in/iproesrdnetwork/

Instagram
®* https://www.instagram.com/ipro esrd network/
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https://www.facebook.com/IPROESRDNetwork
https://www.facebook.com/groups/IPROESRDPAC
https://twitter.com/IPROESRDNetwork
https://www.linkedin.com/in/iproesrdnetwork/
https://www.instagram.com/ipro_esrd_network/

Next Steps

® Recruit PFRs, submit online applications

®* Recruit Peer Mentors, submit referral forms

® Check out IPRO Learn: Log in using facility ID credentials

® Visit Network Program website for additional resources

®* Follow us on Twitter, LinkedIn, Facebook, Instagram

® Ask questions and find answers in the IPRO ESRD Customer Support Portal

® Update Facility personnel in the Contact Management System

Please complete the post event survey!
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Thank You for your TR0

ongoing dedication to R

providing quality care to

individuals with ESRD ——
http/ipro.org
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