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FISTULAFIRST

AVF — The first choice for hemodialysis

WHO WE ARE

AV Fistula First Breakthrough Initiative is a CMS supported coalition of renal
community stakeholders working together to increase the use of AV fistulas by
individuals who need hemodialysis. Through promoting the guidelines of the
National Kidney Foundation/Kidney Disease Outcomes Quality Initiative, our
mission is to meet the CMS goal of increasing the percentage of hemodialysis
patients using AV fistulas to 66% by 2009 nationwide. The AV Fistula First national
coalition has already accomplished considerable improvement in the use of AV
fistulas among appropriate patients with end-stage renal disease. Many of your
colleagues participate in the various task forces and provide much needed
guidance, direction, and assistance in achieving and sustaining this progress.

WHY THIS MATTERS

Medical care, particularly of ESRD patients, is expensive! For example, it has been
estimated that the vascular access cost/patient/year with a catheter is $10,000
while with an AV fistula it is $4,000. Yet there is little correlation between high
costs and high quality. There are a number of catheters in use for dialysis vascular
access, many for longer than ninety days. Both clinicians and payers must address
catheters, because they result in increased hospitalizations, longer lengths of stay,
higher rates of infection, and increased mortality. Payers occupy a singular and
primary position in the spectrum of participants who can significantly reduce
spending in this area with negligible additional cost.

WHAT YOUR ORGANIZATION CAN DO

Payers have a unique opportunity to develop internal incentives for practitioners to
place the most effective and inexpensive vascular access for the benefit of all.
Payment systems, benefit design, and internal oversight of medical practitioners
can foster practice improvement, if well designed and carefully implemented (see
suggestions in the Priority Recommendations document). The insights and
experience of key payers across the country can impact the cost of early ESRD care
while improving the quality of care.

We have an unparalleled opportunity to work together to design a system that
works for patients, providers and payers. Enclosed are some documents developed
by the AV Fistula First Breakthrough Coalition for reference.

We ask you to join with us as partners to design and develop strategies to both
improve patient care and reduce the cost of care. The challenge is before us and
together we can achieve remarkable progress.

This educational item was produced through the AV Fistula First Breakthrough Initiative Coalition, sponsored by the Centers for Medicare and
Medicaid Services (CMS), Department of Health and Human Services (DHHS). The content of this publication does not necessarily reflect the
views or policies of the DHHS, nor does mention of trade names, commercial products, or organizations imply endorsement by the U.S.
Government. The author(s) assume full responsibility for the accuracy and completeness of the ideas presented, and welcome any comments and
experiences with this product.




ESRD VASCULAR ACCESS PERFORMANCE INCENTIVE PAYMENT POSITION PARPER SUBMITTED BY THE FISTULA
FIRST BREAKTHROUGH INITIATIVE

for Consideration by the Centers for Medicare and Medicaid Services and Other Payers

Z% Summary Recommendations

To improve the quality of care, promote safe, effective, patient-centered, timely, efficient, and equitable care provided
to individuals with end-stage renal disease, it is recommended that financial performance incentives be utilized to
align efforts among patients, surgeons, nephrology practitioners, dialysis facilities, and other institutional providers to
assure that native arteriovenous fistulas (AVFs) are the first choice for every medically-suitable patient.

In designing, implementing, and operating the performance incentive program, it is recommended that this incentive
program be designed in a manner whereby:

Determining Financial Incentive

Projected program savings rather than redistribution of withheld payments be utilized to fund performance
improvement;

K Baseline costs and savings are calculated on a per patient basis for only vascular access related procedures (e.g.,
evaluation, placement, maintenance, revisions, treatment of complications, and costs for subsequent procedures);

W Financial incentives reward prevalent and incident patient outcomes for both current high performers as well as
significant improvers and are sufficient to drive change; and

CMS maintain an open, inclusive process for determining savings with allocation of a significant portion to those
who deliver care and generate the savings with a reasonable portion allocated for effective program administration.

Performance Measures

Performance measures are directly attributable to the desired change in provider processes of care or patient
behavior, which are associated with improvements in patient outcomes;

B Thresholds of performance and improvement are determined by a consensus of stakeholders based on current,
best evidence;

¥ Payment incentives encourage patient-centered, timely, equitable care by avoiding those that encourage adverse
risk selection (e.g., include case-mix adjustment and performance measure denominator exclusions for patients
where a fistula may be contraindicated); and

M Patient outcome measures assess the success and consequences of these changes, allowing for continuous
improvement in the incentive program.

Program Operation/Administration

Participation is voluntary, with no recourse for non-participation; and

Electronic data collection systems and data sharing policies (crucial to the success of the program) are developed
and implemented in a manner that ensures timely and efficient operation of the program, while minimizing the
burden to the providers of care.

Applicability to Other Payers

All payers (e.g., commercial, Medicaid, etc.) implement similar vascular access incentive programs and CMS share
data and knowledge with other interested payers to help them develop and administer their programs.

“This educational item was produced through the AV Fistula First Breakthrough Initiative Coalition, sponsored by the Centers for Medicare and Medicaid
Services (CMS), Department of Health and Human Services (DHHS). The content of this publication does not necessarily reflect the views or policies of
the DHHS, nor does mention of trade names, commercial products, or organizations imply endorsement by the U.S. Government. The author(s)
assume full responsibility for the accuracy and completeness of the ideas presented, and welcome any comments and experiences with this product.”



Fistula First Breakthrough Initiative National Coalition 0
arteriovenous

Priority Recommendations FISTULAFIRST

AVF — The first choice for hemodialysis

The AV Fistula First Breakthrough Initiative National Coalition recommends that all payers
implement concrete measures to actively promote:

Use of early testing to detect kidney disease and CKD stage;

Placement of fistulas, where and when medically feasible and in best interest of the patient;
and

Proper staff training in the care and maintenance of all vascular accesses.

1. Early Detection of Chronic Kidney Disease (KDOQI Stages 1-3) [change concept 2]
Early testing efforts for chronic kidney disease (CKD) should be supported by all payers.
Coverage and benefit design should incorporate these profiling opportunities and
include laboratory services.

Testing can be incorporated into wellness examinations, diabetic testing events and other such
programs for high-risk individuals. Two major components of the testing are urine
albumin/creatinine ratio and eGFR, based on the MDRD formula (age, race, gender, Cr), which
should be used in these ambulatory evaluation/testing programs.

When testing efforts identify individuals with kidney damage (GFR < 60 ml/min), referral to a
nephrologist should be made and the person deemed eligible for any vascular access-related
management programs and associated drug therapy. For individuals with significant kidney
damage (GFR < 30 ml.), teaming with a nephrologist should be practiced. Coverage for vascular
access evaluation, placement, revisions and complications should be included in benefit design.

2. Timely Referral of CKD Patients to Nephrology Provider and Access Practitioner for Autogenous
AV Fistula Assessment (KDOQI Stage 4) [change concepts 2-7]
Eligibility and payment for services should include appropriate vascular access
evaluation (placement preceded by vessel mapping before dialysis is imminent - fistulas
require 4-6 weeks to mature).

Although fistula use is preferred, catheter placement is suitable as a bridge to fistula creation
and/or in situations where the patient has no reasonable alternative. Strong encouragement for
fistula use can be conveyed by specifying the medical necessity criteria to be met when a
catheter or graft is to be inserted without evidence of fistula placement evaluation or vessel
mapping. Catheters have the highest infection rate of any access procedure and grafts have the
second highest while fistulas have the lowest infection rate and last longer.

Barriers to coverage for services directly related to fistula placement (surgical
consultation, vessel mapping [both limbs], oversight and revision procedures) should be
revised to allow these in stage 4 and stage 5 renal failure.

3. Referral to Access Surgeon for Autogenous AV Fistula Placement, where feasible (Stage
4) [change concepts 4,5,7]
Vascular access creation should be preceded by vessel mapping documenting venous
and arterial anatomy.
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Careful consideration of access types should be done in order of preference: fistula, graft, and
then catheter. Dual placement of catheter and fistula is reasonable to provide an access for
dialysis if needed imminently but the long-term use of a fistula is planned.

Placement of an access other than a fistula in the presence of studies that support fistula
placement should have other access procedure payment reduced if medical necessity criteria
have not been met.

4. Proper Cannulation, Maintenance, Monitoring and Early Identification and Referral of
Problems by Professional Staff (Stage 5) [change concepts 1, 8-10]
Case management plans should require cannulation training for all direct patient care
personnel with at least annual review of technique or more frequently if skill level
requires.

Proper use and care of fistulas must be a standard in all facilities. Facility staff must identify the
need for intervention so that the access can be maintained efficiently and with the best
outcomes for the patient.

Implementation Suggestions

The Coalition recognizes that all parties involved in the care and reimbursement for
services in CKD share the responsibility to support the delivery of quality care,
particularly during the early CKD stages and access placement. The examples given
below are not all-inclusive but are designed to illustrate different approaches that can
result in goal attainment.

Payers

In benefit design, include payment for early CKD testing, pre-ESRD vascular mapping and
early access creation.

Consider implementing an incentive payment at 6-month intervals (rolling 6-month average)
for maintaining a fistula rate consistent with patient-centered care and K/DOQI guidelines.
A second surgical opinion could be required when the reason for graft or catheter use is not
supported by medical evidence.

A bonus payment could be made when a fistula is placed early enough to allow maturation
and eliminate the need for catheter placement.

A higher reimbursement could be designed for care of CKD patients with diabetic and/or
cardiovascular complications.

Primary care practitioners could receive a bonus for nephrology referral if followed by early
fistula placement.

Procedures related to early fistula placement could have co-pays reduced or eliminated.
The co-pay for a nephrology consult could be eliminated.

Travel expenses incurred to have a fistula placed could be reimbursed.

The referral required for specialty care could be eliminated and unlimited visits allowed for
CKD diabetic patients in stage 3 and non-diabetics in stage 4.

Surgeons could be reimbursed for dialysis facility care plan visits.

Information about a provider’s vascular access rates could be published (by surgeon and
facility).
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Kidney function could be tested at least annually (eGFRY) especially in high-risk individuals
(diabetes, hypertension, familial indicators).

Practitioners could refer for nephrology consultation those individuals with eGFR <60
ml/min/1.73m?,

Practitioners could team with the nephrologist for the care of individuals with eGFR <30
ml/min/1.73m?.

Surgeons could be invited to become active participants in patient care planning.

Staff could benefit from periodic review of cannulation technique to assure greater
proficiency and better patient outcomes.

Each facility could assure that the vascular access coordinator function is assigned.
Practitioners could foster use of the health care team with defined roles and responsibilities.
Excellence in care delivery could be recognized within each facility.

¥ eGFR is estimated Glomerular Filtration Rate, usually based on serum creatinine level, age, sex,
and race. The most widely used method for this is the abbreviated MDRD equation.

This educational item was produced through the AV Fistula First Breakthrough Initiative Coalition, sponsored by the Centers for Medicare and
Medicaid Services (CMS), Department of Health and Human Services (DHHS). The content of this publication does not necessarily reflect the views
or policies of the DHHS, nor does mention of trade names, commercial products, or organizations imply endorsement by the U.S. Government. The
author(s) assume full responsibility for the accuracy and completeness of the ideas presented, and welcome any comments and experiences with
this product.
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Per Person Per Year Medicare Costs Per person per year access costs,
by type of access
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