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RPA Early Career Public Policy Fellowship 
Offers Unique Opportunities

Now in its third year, the Renal Physicians Association (RPA) Public Policy Fellowship 
for Early Career Nephrologists is a one-year opportunity for up to five nephrologists 
in practice five years or less to learn about federal policymaking and RPA’s 

involvement. Specifically, the program is designed to provide a greater understanding of 
legislative and regulatory policy issues related to kidney care as well as the workings of the 
RPA. This includes the RPA committee process in place to respond to external developments 
shaping the world of kidney policy, such as the annual release of the Medicare Fee Schedule 
that largely defines how nephrologists are reimbursed, implementation of the kidney payment 
models that are redefining how kidney care is delivered, and the journey to the enactment of 
legislation such as the Living Donor Protection Act (LDPA). In general, the fellowship offers 
unique insights into RPA policy development and the workings of kidney policy overall. 

Past fellows have shared that the program allowed them to expand their advocacy knowledge 
and learn about the aspects of nephrology not covered in training, including practice 
management, career development, and reimbursement. They developed relationships with 
their Board mentors and other nephrology thought leaders. Past fellows have presented at 
the RPA Policy Advocacy Leadership (PAL) Annual Forum, have been part of committee 
writing groups to develop position papers and other materials, and are part of the RPA 
Government Affairs Committee process when evaluating legislative proposals affecting 
nephrology practice.

Continued on page 2

Never Say Never Again, 
Capitol Hill Version
By Robert Blaser, RPA Director 
of Public Policy

Unless you’re Nostradamus-like, 
predictions, forecasts, and projections 
are never ironclad, and sometimes 

the 5% possibility comes through. In Super 
Bowl III, the Baltimore Colts were 19.5-point 
favorites, the virtual lock of all time, and 
lost 16-7 to Joe Namath and the New York 
Jets. Despite the polarization of our politics, 
in 2016, Donald Trump seemed to be the 
unlikeliest successful major party Presidential 
candidate. However, he drew an electoral 
inside straight and defeated Hillary Clinton to 
become our 45th Commander-in-Chief. The 
Titanic was unsinkable, but sunk on its maiden 
voyage. Unexpected thunderstorms can ruin 
the barbecue.

All of which prefaces review of the September 
version of this column, written in late July. It 
discussed at some length the dilemma facing 
Senate Majority Leader Chuck Schumer 
(D-NY) and Senate Democrats, where there 
were numerous outstanding legislative priorities 
unresolved, the big tuna of these being a 
massive reconciliation package that would 
ideally include provisions addressing climate 
change, prescription drug prices, an extension 
of the Affordable Care Act, and corporate 
taxes. However, some Democratic resistance 
to the hefty bill, personified by Senator Joe 
Manchin (D-WV), appeared all but certain to 
doom the big version of the legislation to the 
dustbin of history.

Until it didn’t. As the world knows by now, 
Senators Schumer and Manchin never stopped 
talking to each other, encouraged by the White 
House. Eventually, they found a path forward 
to a broader reconciliation bill that both could 
accept, the possibility for which the September 
column did not account. That the deal was 
announced within hours of a successful 
Senate vote on the CHIPS and Science Act, 
which will underwrite the manufacturing 
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Registration is now open for 
RPA 2023 Annual Meeting

March 30-April 2, New Orleans, LA

Learn more at renalmd.org

 President’s Message

Honoring a Legacy … 
Energizing a Vision

One of my responsibilities as RPA President is 
to inform you of important issues and changes 
facing nephrology and our organization. That 

was a sad task over the past year as our beloved Executive 
Director, Dale Singer, was diagnosed with cancer, battled 
bravely, and died on June 28, 2022. She led the RPA for 
27 years with a singular focus on practicing nephrologists 
and patients with kidney disease. She had a particular 
passion for engaging young nephrologists and developing them into leaders in our specialty. 
I was a beneficiary of that focus and passion. I remember being surprised attending my first 
annual meeting in the early 1990s when Dale took the time to talk to a nobody nephrologist 
from Peoria, asked questions, and encouraged me to get involved. That conversation, early 
in my career, set the course for what has become a tremendously satisfying path taking care 
of patients and working nationally with colleagues towards mutual goals. Because of Dale, 
I have many friends in RPA and feel a satisfaction at having made a difference for patients 
beyond just those I have time to see in the office.

Tim Pflederer, MD 
RPA President

http://renalmd.org
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I cried when Dale shared her diagnosis… I cried again when she left 
this world. It was hard to share such devastating news with you all.

But now I get to share something exciting. For many years, RPA has 
had a hidden gem doing good things but without much organizational 
attention. The RPA Research and Education Foundation (RPA/REF) is 
that unpolished gemstone.

Now, I have the great privilege of announcing that the RPA/REF 
is being renamed the Dale Singer Leadership and Education 
Foundation, with a new vision that I believe will profoundly impact 
both nephrology and the RPA in the future. The foundation will carry 
forward Dale’s passion for developing leaders and equipping practicing 
nephrologists – particularly those in the early phases of their career – 
with the tools necessary for success. To help you understand why this 
change is so exciting, let me tell you a bit of history and paint a picture 
of the future as we put Dale’s legacy into action.

The Renal Physicians Association Research and Education Foundation 
(RPA/REF) was established in 1990 as a 501(c)(3) charitable foundation 
to provide research and educational support for renal physicians. 
The RPA/REF’s efforts are directed toward improving the practice of 
nephrology and the quality of care for patients with kidney disease. 
Over the ensuing 32 years, the Foundation provided occasional funding 
as opportunities arose, though there was never an active process 
for seeking donations or finding worthy endeavors to support. In 
1991, the RPA/REF established a post-graduate fellowship in health 
services research, funding three fellows to study the application of 
case-mix measurements to dialysis populations and vascular access-
related morbidity. From there, the RPA/REF funded a variety of 
other endeavors, including cosponsoring an annual meeting with the 
National Institute of Diabetes and Digestive and Kidney Diseases 
(NIDDK), publishing a clinical practice guideline, “Adequacy of 
Hemodialysis,” with consumer guide and clinician quick reference 
guide, sponsored audioconferences focused on the clinical practice 
of nephrology, and jointly funded a health services research grant 
with the American Society of Nephrology. For many years, RPA/
REF scholarships have been awarded to renal fellows and early 
career nephrologists to enable them to participate in RPA educational 
programs, such as the RPA Annual Meeting. Following Dale’s passion 
for engaging and mentoring the next generation, the REF funded new 
opportunities — the RPA Early Career Public Policy Fellowship and the 
RPA First Look Fellowship. The Early Career Public Policy Fellowship 
is a one-year opportunity for earlier career nephrologists to develop a 
greater understanding of policy issues related to kidney care as well as 
the workings of the RPA. The First Look Fellowship is for second- or 
third-year renal fellows. This one-year program is designed to provide 
insights into kidney policy and connect fellows with thought leaders 
in nephrology.

The RPA REF was a good idea and has done good work — but it has 
certainly been a diamond in the rough.

As the Dale Singer Leadership and Education Foundation, the work 
will continue, focusing more on developing young nephrology leaders. 
With an engaged board, the Foundation will actively seek donations 
and regularly fund activities towards accomplishing its objectives. 
It will focus on leadership development and educational support for 
nephrology practitioners, particularly those early in their careers, to 
strengthen the future of the nephrology workforce. The goals of the 
Foundation will be to:

	0 Develop the diverse next generation of nephrology leaders.

	0 Educate nephrologists on policy issues related to kidney care.

	0 Provide mentoring and engagement opportunities.

	0 Provide access to RPA educational offerings.

	0 Equip nephrology practices to positively impact issues of health 
equity affecting kidney patients

It is easy to be pessimistic about the future in a time when kidney 
disease is increasing, those choosing nephrology as a career are 
decreasing, and managing a private practice is becoming more difficult. 
The challenges before us are indeed formidable. But where there are 
challenges, there are also opportunities. Dale was optimistic about our 
future because she believed in nephrologists. She knew from years of 
working alongside RPA doctors that there is no lack of compassion, 
ingenuity, and business savvy amongst us. As we employ new drugs 
and technologies to treat kidney disease, we have worked to ensure 
that patients’ needs are first – and our practice business is also 
successful. We have led innovation in the healthcare system to improve 
quality and reduce costs as we care for highly complex patients with 
devastating chronic disease. Nephrologists are an uncommon breed 
who truly combine clinical skill and compassion with business acumen 
and innovation. Giving visibility to this truly unique opportunity in 
nephrology and providing avenues to grow in those competencies will 
be the focus of Dale’s Foundation.

The Dale Singer Leadership and Education Foundation will ensure 
that nephrology continues to attract the best physicians and other 
professionals who will be equipped to shape care delivery and change 
patients’ lives. The future of nephrology can be bright – we already see 
that in the qualities of those choosing our path. As we engage, mentor, 
and develop young nephrologists who care for patients, others will 
be attracted to the opportunities our specialty provides. Dale’s legacy 
will carry forward in future years, and countless new nephrology 
professionals will benefit just as I did many years ago.

Will you join me in honoring Dale’s memory by making a 
tax-deductible donation to the Dale Singer Leadership and Education 
Foundation today? Let’s energize Dale’s vision together!

You can make donations at www.renalmd.org/SingerFdn.  

Honoring a Legacy … Energizing a Vision 
from page 1

http://www.renalmd.org/SingerFdn
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The Early Career Public Policy Fellow Program began in 2021, and 
participants in the first two years have included: 

2021: Vishy Chaudhary, MD; Sherryl Mitchell Hernandez, MD; Raju 
Patil, MD; Arjun Sekar, MD, and Ankur Shah, MD.

2022: Sheldon Leong, MD

Physicians selected for the Early Career Public Policy Fellows program 
will attend RPA Board of Directors meetings, be assigned a mentor 
from the Board of Directors, and engage with at least one RPA 
committee. They will also have the opportunity to write for the RPA 

News or develop content for other RPA nephrology information 
platforms. Additionally, fellows will attend the RPA Annual Meeting, 
the Coding and Billing Workshop, and RPA Capitol Hill Day and 
Policy Advocacy Leadership (PAL) Forum. 

For early career nephrologists seeking to enter practice and successfully 
forge a career in the service of kidney patient care, there is no greater 
program than the RPA Early Career Public Policy Fellow Program. 
Applications are due December 5. Apply today at www.renalmd.org/
PPFellowship.  

RPA QAPI MOC Credit Earning Opportunity Returns for 2022 

RPA is pleased to once again offer all nephrologists who participate in Quality Assessment and Performance Improvement (QAPI) meetings at 
their dialysis facility the opportunity to claim 20 Maintenance of Certification (MOC) credits for the work they are already doing. 

As in years past, the RPA QAPI MOC Program allows nephrologists to claim MOC credits for the work they are already doing as part of 
the CMS Conditions for Coverage (CfC) for ESRD Facilities. The CfC requires that dialysis facilities hold monthly QAPI meetings where clinical 
quality data is used to evaluate the effects of the interventions. Although Medical Directors are expected to lead the QAPI process, the dialysis 
facility’s credentialed attending physicians may participate in the QAPI process for MOC credit. Nephrologists have until February 3, 2023, to earn 
MOC credits for the QAPI meetings they attended in 2022. 

Upon registration, RPA collects data directly from participating nephrologists, including the facility name, dates of participation, and the 
topic(s) reviewed. No clinical data is shared with RPA. Following verification by the facility, RPA transmits the verified data of the nephrologist’s 
participation to ABIM, and ABIM issues the MOC credit. Nephrologists are notified that their MOC credit has been assigned via an automated 
email from ABIM. They may also access their Self-Evaluation Activity Report on the ABIM website to confirm the MOC credit has been granted. 

Since its launch in 2016, 2,700 nephrologists have earned MOC credits via the RPA QAPI MOC Program. Medical Directors and attending 
nephrologists at participating dialysis organizations who participate in at least 5 QAPI meetings in a 6-month period during 2022 are eligible for 
the program. The following dialysis organizations are participating in the 2022 program: 

	7 American Renal Associates
	7 Atlantic Dialysis Management Services
	7 Berkshire Medical Center
	7 Branson Dialysis/Harrison Dialysis
	7 Centers for Dialysis Care
	7 DaVita, Inc.
	7 DCI
	7 Dialysis Center of Lincoln
	7 Dialyze Direct
	7 Fresenius Kidney Care
	7 Greenfield Health Systems
	7 The Kidney Center

	7 Kidney Center Home Therapies
	7 Laurel Canyon Dialysis/Santa Clarita Dialysis/Northridge  
Kidney Center

	7 Lewisburg Dialysis Clinic
	7 Lock Haven Dialysis Clinic
	7 Loyola Center for Dialysis
	7 Physicians Dialysis
	7 Satellite Healthcare
	7 Sanderling Renal Services-USA
	7 U.S. Renal Care
	7 University of Virginia
	7 Williamsport Dialysis Clinic

Nephrologists affiliated with any of the organizations above may register and view detailed instructions at www.renalmd.org/RPAQAPIMOCProgram. 
The RPA QAPI MOC Program fee is $50 per physician per year, paid by the participating nephrologist. RPA membership is not required to 
participate. 

Should you need to reset your password for the RPA QAPI MOC Program, please contact the help desk at MedconcertSupport@premierinc.com. 
RPA does not have access to this password. 

For more insights on the nephrologist’s role in the CfCs, download the RPA’s 2020 position paper on Dialysis Facility Medical Director 
Responsibilities Under the Revised CMS Conditions for Coverage for End-Stage Renal Disease Facilities from the RPA Store at 
https://rpa.users.membersuite.com/shop/store/browse.  

RPA Early Career Public Policy Fellowship Offers Unique Opportunities
from page 1

http://www.renalmd.org/PPFellowship
http://www.renalmd.org/PPFellowship
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https://rpa.users.membersuite.com/shop/store/browse


4 RPA NEWS/November 2022

Recognize Excellence in Nephrology Practice During the 2023 RPA 
Annual Meeting

For nearly two decades, RPA has recognized and thanked 
nephrologists, administrators, and practices via the RPA 
Recognition Awards Program. This program provides the 

opportunity to recognize your peers for the exceptional work they are 
doing in the practice of nephrology. RPA awards these recognitions 
during the RPA Annual Meeting.

We encourage all members to submit nominations for the following awards: 

	0 Distinguished Nephrology Service Award—recognizes an individual 
RPA member who exemplifies RPA’s mission and goals and has 
demonstrated local or national leadership to that end. Previous years’ 
recipients were Drs. Richard Hamburger (2005); William Haley 
(2006); Emil Paganini (2007); John Sadler (2008); Nathan W. 
Levin (2009); James Edward Hartle (2010); Richard S. Goldman 
(2011); Alvin H. Moss (2011); Keith Johnson (2012); Thomas 
Golper (2013); Kline Bolton (2014); Walter Bender, Jr. (2015); Alan 
Kliger and Derrick Latos (2016); Allen R. Nissenson (2017); Robert 
Provenzano (2018); Louis Diamond (2019); Frank Maddux (2020); 
Chester Amedia (2021) and Rebecca Schmidt (2022). 

	0 Distinguished Practice Manager Award—recognizes an individual 
RPA member who has an active role in managing a nephrology 
practice for three years or more who exemplifies the RPA’s missions, 
goals, and objectives and has demonstrated professionalism and 
competence in nephrology practice management in one or more 
of the following business/financial management, patient relations, 
process improvement, and practice efficiency. Previous years’ 
recipients include Sharon Rynn, Associates in Nephrology, Chicago, 
IL (2012); David Doane, Dallas Nephrology Associates, Dallas, 
TX (2013); Tammy Conger, Knoxville Kidney Center, Knoxville, 

TN (2014); Suzanne Przybyla, Mid-Atlantic Nephrology Associates, 
Baltimore, MD (2015); Beth Shaw, Renal Care Associates, Peoria, 
IL (2016); Beth Irwin, Colorado Kidney Care, Denver, CO (2017); 
Annette Wounded Arrow, Renal Care Associates, Peoria, IL (2018); 
Jennifer Huneycutt, Metrolina Nephrology Associates, Charlotte, 
NC (2021); and Shaun Edelstein, San Diego, CA (2022).

	0 Exemplary Practice Award—recognizes a nephrology practice 
that is uniquely incorporating and supporting suggested practices 
and strategic efforts of the RPA while meeting the needs of its 
community. Previous years’ recipients were Denver Nephrology, 
Denver, CO (2005); Associates in Nephrology, Chicago, IL 
(2006); Scott and White Clinic, Temple, TX (2007) and Arizona 
Kidney Disease and Hypertension Center, Phoenix, AZ (2007); 
Nephrology Associates of Newark, DE (2008); Kidney Associates 
of Kansas City, Kansas City, MO (2009); Boise Kidney and 
Hypertension Institute, Boise, ID (2010); Knoxville Kidney Center, 
Knoxville, TN (2011); Macon Medical Group, Macon, GA (2012); 
Kidney Associates, Houston, TX (2013); Balboa Nephrology 
Medical Group, San Diego, CA (2014); Valley Kidney Specialists, 
Allentown, PA (2015); Nephrology Associates of Northern Illinois/ 
Indiana (NANI), Oak Brook, IL (2016); Renal and Transplant 
Associates of New England, Springfield, MA (2017); Nephrology 
Associates Nashville, Nashville, TN (2019); Mid-Atlantic 
Nephrology Associates, Baltimore, MD (2020); and North Carolina 
Nephrology, P.A. in Raleigh, NC (2022).

A detailed description of each award, criteria, and a nomination form 
are posted at www.renalmd.org/RecAwards. All nominations must be 
received by January 6, 2023.  

RPA joined Panoramic Health for its inaugural Renal Fellows Symposium, August 27-28, 2022, at the Venetian Resort in Las Vegas.  More than 100 Panoramic Health 
leaders, practicing nephrologists and 2nd year renewal fellows came together to learn and engage on topics important to the future of nephrology.  

To kick off this 2-day event, Panoramic Health put on the Ritz with a Welcome Reception and Exhibition and Immersive dinner.  Fellows had several opportunities to 
connect with experts, peers, and hiring practices across the U.S.  

Day 2 was a full day of Nephro-Economics CME Courses.  Panoramic Health hosted a fireside chat on value-base kidney care during the lunch break, 
and RPA’s own Director of Public Policy Robert Blaser discussed nephrology reimbursement issues, including the impact of budget neutrality on the 
Medicare Fee schedule broadly, cuts in vascular access services when provided in the physician office setting, and CMS’ kidney payment models. 

The future of renal care is here!  

ON THE ROAD AGAIN!
While what happens in Vegas usually stays in Vegas, 
some things need to be reported on…

RPA staff  
was incognito…can you guess who they are?  Let us 

know at  
rpa@renalmd.org!

http://www.renalmd.org/RecAwards
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of semiconductor chips in the U.S. in addition to other investment 
in regional innovation and technology hubs across the country, was 
particularly galling to Senate Minority Leader Mitch McConnell (R-KY) 
and other Senate GOP leadership. This type of political legerdemain 
is typically much more characteristic of Republicans than Democrats, 
making this development all the more shocking to the Washington 
chattering class (your faithful columnist included).

Ultimately titled the Inflation Reduction Act (IRA, and um, we’ll see 
about that) the legislation included what some have called the biggest 
investment in climate preservation in human history (a tall statement; 
who knows how much China has spent in this area), prescription drug 
pricing reform to benefit Medicare beneficiaries and the ACA extension. 
The pay-fors include the 15% corporate minimum tax, the prescription 
drug savings, and increased IRS enforcement, which contribute to a 
supposed net of $300 billion in reduced federal expenditures (again, 
whether this actually occurs remains to be seen). Either way, the IRA’s 
enactment was a really big deal, but whether one feels it is a ‘good’ big 
deal or a ‘bad’ big deal depends on where one sits.

Fast forward to late September, the mystery was what kind of continuing 
resolution (CR) necessary to keep the government open past October 
1 would be enacted. The question was is whether it would be a ‘clean’ 
CR (meaning no other provisions attached) or whether other issues get 
addressed, such as additional funding for COVID testing and boosters, 
Ukraine military support, and FDA user fee program revisions. One 
provision under debate that was highly unlikely to be addressed (though 
never say never) was that of permitting reform, which would revise the 
process for federal approvals of major energy projects, championed by, as 
fate would have it, Mr. Manchin. Senate Republicans were still fuming 
over passage of the IRA, and thus, it was quite improbable they would 
do him any favors. The provision was not terribly popular with liberal 
Democrats in both chambers, who perceived it as a handout to the fossil 
fuel industry (although, in fairness, it would also facilitate progress on 
clean energy projects as well). In the end, the CR that passed was not 
perfectly clean as it included funding for Ukraine and the FDA user 
fee extension. Mr. Manchin withdrew his permitting reform proposal, 
additional COVID funding was not included and the CR was passed.

For organized medicine, broadly, there are two big issues: prior 
authorization (PA) legislation and a physician pay fix. There was 
great news on September 14 when the House passed by voice vote 
the Improving Seniors’ Timely Access to Care Act (H.R. 3173). This 
bill would: (1) establish an electronic PA process; (2) require HHS to 
establish a process for “real-time decisions” for items and services 
that are routinely approved; (3) improve transparency by requiring 
Medicare Advantage plans to report to CMS on the extent of their use 
of PA and the rate of approvals or denials; and (4) encourage plans to 
adopt PA programs that adhere to evidence-based medical guidelines 
in consultation with physicians. The Senate now needs to consider the 
measure, where given the high number of cosponsors (43), optimism is 
high for enactment.

On physician payment, there was additional positive news one day earlier 
when Reps. Ami Bera, M.D. (D-CA) and Larry Bucshon, M.D. (R-IN) 
introduced H.R. 8800, the Supporting Medicare Providers Act of 2022, 
on September 13. The bill provides an additional 4.42% to the Medicare 
fee schedule (MFS) conversion factor (CF) for 2023, corresponding to 
the shortfall from July’s rulemaking. Additionally, the bill includes a 
“sense of the Congress’ provision stating that HHS, the House, and the 
Senate “should commit to take administrative and legislative actions to: 
(1) ensure financial stability and predictability in the Medicare physician 
payment system; (2) promote and reward value-based care innovation; 
and (3) safeguard timely access to high-quality care by advancing health 
equity and reducing disparities.” This bill will likely be the template for 
addressing the CF portion of the physician pay cuts during the late fall 
lame duck session of Congress. For the others, the expectation is that any 
pay fix will eliminate the slated PAYGO cuts (about 4%), but fixing the 
existing sequestration cuts (1-2%) will be a more difficult lift.

Moving to the specifics of kidney-related legislation, the most pressing 
issue for the moment is the advancement of corrective legislation after the 
recent Supreme Court decision on the Medicare Secondary Payer (MSP) 
provision affecting insurance coverage for dialysis patients. The Restore 
Protections for Dialysis Act (S. 4750, H.R. 8594) bills were introduced 
in late July/early August. They would find health plans in violation of 
the relevant clause of the Social Security Act if they limit coverage for 

“renal dialysis services as compared to the benefits the plan provides for 
other medical services that are necessary to treat other chronic medical 
conditions and that are covered under the plan.” Currently, the bills have 
modest cosponsor numbers (2 in the Senate, 20 in the House). However, 
the measure is expected to be assigned a score (cost/savings estimate) 
that would save the federal government over $1 billion, which would 
make it an attractive offset to legislators when they are crafting year-end 
legislation on all manner of germane health policy ‘must-dos’, such as 
physician payment relief.

On RPA’s 2022 legislative priorities, the Living Donor Protection Act 
(LDPA) (S.377/H.R. 1255) is up to 42 cosponsors in the Senate and 148 
in the House; these are both strong totals and could bode well for the 
inclusion of the bills in a December lame-duck package. Additionally, the 
LDPA was the focus of a Kidney Community Advocacy Day organized 
by ASN in late September. Similarly, RPA’s preferred telehealth legislation 
(the CONNECT for Health Act of 2021—S.1512/H.R. 2903), is still 
at a respectable 61 Senate cosponsors) but up to 146 House cosponsors. 
While these too are excellent cosponsors numbers, telehealth is a 
much more complicated issue than the LDPA with many cooks in the 
Congressional kitchen. However, the desire to wind down the public 
health emergency (PHE) still in place could motivate lawmakers to get 
off the dime and include this or a similar measure in whatever necessary 
legislation happens before the year’s end.

Regarding the RPA priorities that are more aspirational, the community 
CKD bill (the Chronic Kidney Disease Improvement in Research & 
Treatment Act—S.1971/H.R. 4065), is still at the 2 original sponsors 
in the Senate and 9 in the House. However, it’s important to remember 
that this bill typically serves as a platform from which provisions are 
plucked to be included in bigger bills. If that were to occur, provisions 
that include CKD screening in the Medicare annual wellness benefit and 
increase access to Medicare Kidney Disease Education Benefit would be 
the most likely for selection. The Improving Access to Home Dialysis 
Act (H.R. 5426) has gained 18 House cosponsors and is still without 
a specific Senate companion but is referenced in the Health Equity and 
Accountability Act of 2022, S. 4486, introduced by Senator Cory Booker 
(D-NJ) and which has 10 cosponsors.

Of course, what happens in the November elections will impact how 
things play out post-election. Earlier in the year, Republicans had 
structural and historic cycle-related advantages that pointed to a gain of 
seats in the House of 50 or more (the Senate has been considered a 50-50 
proposition for months). However, summer’s events have turned that 
tide a bit, and the expectations for GOP House gains among numerous 
forecasters are now more in the 10-20 seat range. That said, the generic 
House ballot now narrowly favors Democrats, and indicators such as 
these often lag behind what’s really occurring nationwide. So, nobody 
knows what will happen.

If the GOP does take over the House, Democrats are certain to try and 
get every policy priority enacted before they cede control. Conversely, 
suppose House leadership remains in Democratic hands. In that case, the 
process and prospects will likely resemble the current status quo, with 
an exceptionally close margin which thus far has been pretty adeptly 
managed by House Speaker Nancy Pelosi (D-CA).

Whether Ms. Pelosi’s tenure as House Speaker continues if the Democrats 
win is about as interesting a question as there is on the Hill right now. 
One can make a solid argument that Ms. Pelosi is the most effective 
Speaker in U.S. history, and her legislative acumen has always been on 
display whether her party was in power or not. However, she is 82 years 
old, and there is a movement to identify new party leadership whose age 
is a little closer to the U.S. median age (39 years old in 2021). If this were 
to occur, House Democratic Chair Hakeem Jeffries (D-NY, and who is 
age 52) appears to be an odds-on favorite to ascend to the Speakership. 
There seems to be much less intrigue on the Republican side, as only 
a really unforeseen event would keep House Minority Leader Kevin 
McCarthy (R-CA) from becoming leader. Of course, never say never, and 
the extreme right wing of his party will likely seek to extract concessions 
from Mr. McCarthy for their votes (and the Speaker vote will be tight 
given the narrow Republican-Democratic margin, whoever has control). 
Still, the likelihood that he is the House Speaker in a GOP-controlled 
118th Congress is very, very high.

Whatever your political persuasion is, please be sure to vote in the 
November elections, please honor the results of the vote, and have a 
happy and healthy Thanksgiving. ■
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Help RPA PAC Squirrel Away Some Acorns for the 118th Congress 

By the time you read this, it will be squarely in the midst of 
autumn in the Northern Hemisphere and about one week from 
the 2022 mid-term elections. The autumn half of the sentence 

means that winter is coming, and the squirrels and other wildlife are 
gathering acorns to make it through the winter. Similarly, the electoral 
part of the lead-in means that the 118th Congress will convene in early 
January and the RPA PAC has to begin the process of harvesting 
resources for the coming two-year session.

As noted in the From Capitol Hill column elsewhere in this issue, it is 
quite possible or even likely that control of Congress could shift from 
the Democrats to the Republicans (and to summarize briefly, the GOP 
is slightly but clearly favored to regain control of the House, and has 
50-50 odds of regaining leadership of the Senate). What this means 
functionally for the RPA PAC is that if the chalk wins in the House 
and/or the Senate flips, there will be completely new leadership of 
the committees of jurisdiction for the Medicare program (the Energy 
and Commerce and Ways and Means Committees in the House, and 
Finance in the Senate), and even if the Democrats do hold on, changes 
in committee leadership are expected. As such, RPA PAC will need 
to reinvigorate its efforts to educate and otherwise familiarize new 
committee chairs and other leaders and their staff about the issues of 
critical importance to nephrology practices.

With the 117th Congress coming to a close, the three issues of most 
consequence to kidney care are the looming physician reimbursement 
reductions, the effort to overturn the Supreme Court decision adversely 
affecting dialysis care delivery, and the harmful changes in vascular 
access reimbursement. Toward this end, RPA PAC has recently 
participated in events for Reps. Terri Sewell (D-AL, member of the 
House Ways and Means Health Subcommittee and original sponsor 
of the community CKD bill), Annie Kuster (D-NH, and member of 
the House Energy and Commerce Health Subcommittee), and Brad 
Wenstrup, D.P.M. (R-OH, and also a member of the Ways and Means 
Health Subcommittee). All three events were focused on a combination 
of either a physician pay fix, cuts in vascular access services due to the 
use of revised clinical labor inputs in the fee schedule, or the corrective 

legislation seeking to address the impact of the Supreme Court decision 
on the MSP on dialysis patients. Additionally, events prior to the 
mid-term elections are in the planning stages for Sens. Tom Carper 
(D-DE, Senate Finance Committee Health Subcommittee member) and 
Gus Bilirakis (R-FL, E&C Health Subcommittee member and longtime 
friend of organized medicine). Ms. Sewell and Dr. Wenstrup pledged 
to do all they could to address the cuts to in-office procedure codes 
affecting vascular access care. Interestingly, Dr. Wenstrup was asked 
during the fundraiser for him about working in the House in control of 
the Democrats. While he had little positive to say about Speaker Pelosi, 
he emphasized the constructive across-the-aisle relationships that the 
GOP Doctor’s Caucus has with Dr. Ami Bera, M.D. (D-CA, and an 
internist), Raul Ruiz, M.D. (D-CA, an emergency physician), and Kim 
Schrier, M.D. (D-WA, a pediatrician).

With the upcoming seating of the 118th Congress, nephrology’s voice 
must be heard, and this happens through the gathering of resources 
that facilitate the PAC’s ability to communicate directly with members 
of Congress. Please help enhance RPA’s ability to engage with 
policymakers as described above by donating to the RPA PAC today 
at www.renalmd.org/PAC or send a personal check to the RPA PAC, 
1700 Rockville Pike, Suite 320, Rockville, MD 20852. If you have any 
questions, please contact RPA’s Director of Public Policy Rob Blaser 
at rblaser@renalmd.org or 301-468-3515, ext. 31, or the RPA PAC 
Treasurer Mary Orgler at morgler@renalmd.org or 301-468-3515,  
ext. 13. ■

RPA PAC is a separate, segregated fund established by RPA. 
Voluntary contributions by individuals to RPA PAC will be used to 
support candidates for public office regardless of political affiliation 
who demonstrate their belief in the principles to which the profession 
of nephrology is dedicated. Contributions from corporations and 
associations as well as medical practices are prohibited by federal 
law and cannot be accepted. Contributions to the RPA PAC are 
not deductible as charitable contributions for federal income 
tax purposes.

Akebia
Bayer
BD
Boehringer Ingelheim
DaVita Kidney Care
Fresenius Medical Care
GSK
Horizon Therapeutics
Medtronic
Vertex
Vifor Pharma, Inc.

Ardelyx, Inc.
CorMedix, Inc
CVS Kidney Care
Evergreen Nephrology
InterWell Health
Laminate Medical  

Technologies, Ltd. 
Medibeacon, Inc.
Novartis Pharmaceuticals Corp.
OPKO Pharmaceuticals

Aurinia Pharmaceuticals, Inc.
Baxter Healthcare
Bluegrass Vascular  

Technologies, Inc.
Natera, Inc.
Nuwellis, Inc.
Outset Medical 
Otsuka Pharmaceuticals
Somatus, Inc.

The RPA corporate patrons program is designed to augment the alliance between stakeholder industries and the RPA, since 
corporate members of the nephrology community play an important role in optimizing patient outcomes. Gifts from corporate 
patrons are for scientific or educational purposes. During the year RPA leaders meet with representatives from corporate patrons 

participating companies to discuss areas of mutual concern and interest. This informal dialogue benefits industry and the association. 
Potential donors should contact the RPA office to obtain additional information. Links to all of our corporate patrons’ sites may be 
found at www.renalmd.org.

RPA is pleased to acknowledge the support provided by all of our corporate patrons in this issue of RPA News.

RPA Recognizes Corporate Patrons

Amgen
AstraZeneca Pharmaceuticals
CareDx
Panoramic Health
Travere Therapeutics 

PLATINUM
($100,000)

GOLD
($50,000)

BRONZE
($10,000)

SILVER
($25,000)

http://www.renalmd.org/PAC
mailto:rblaser%40renalmd.org?subject=
mailto:morgler%40renalmd.org?subject=
http://www.renalmd.org
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Managing Limited Healthcare Resources
By Shaun Conlon, MD

The last several years have been 
stressful for many reasons. 
One reason has certainly been 

the COVID-19 pandemic, with its 
numerous effects on our personal and 
professional lives. Another issue I have 
noticed has been the significant strain 
on our healthcare system due to limited 
resources. I have seen multiple shortages 
of drugs as well as other supplies needed 
for patient treatment (e.g., contrast for 
radiologic studies and acid concentrate 
used to make dialysate). We will need 
to continue to operate in a healthcare 

environment with finite resources that will become increasingly 
strained over time with an aging population with an increasing burden 
of chronic diseases. I think it is helpful to think through some of the 
ways that nephrologists can best navigate this environment.

Dialysis Bundled Payment
For over a decade (since 2011), dialysis treatments have been paid under 
the ESRD Prospective Payment System (PPS). The ESRD PPS replaced 
an older system under which separate payments were made for the 
dialysis treatments and drugs administered to treat complications of 
ESRD, such as anemia and hyperparathyroidism. Under the ESRD PPS, 
dialysis facilities are paid a per treatment fee ($257.90 for 2022) which 
covers the provision of the dialysis treatment itself, laboratory testing 
related to ESRD, and drugs used to treat ESRD complications. That 
payment is adjusted based on both patient characteristics (e.g., age, 
body surface area, specific co-morbidities) and facility characteristics 
(e.g., low volume of dialysis treatments, and local differences in wages). 
There is an overlying quality program (the Quality Incentive Program 
or QIP) that reduces payments to dialysis facilities that do not meet 
certain quality requirements (these requirements change each year). 
Nephrologists need to understand this system and be supportive of 
measures put in place to help manage the cost while maintaining 
quality of care for the patients. For example, the algorithms for ESA 
and activated vitamin D use developed by dialysis organizations 
are both designed to manage the cost of drugs and provide optimal 
management of anemia and hyperparathyroidism.

Nephrologists also should be familiar with the mechanisms to add 
new drugs or services to the ESRD PPS payment. These include 
the Transitional Drug Add-On Payment Adjustment (TDAPA) and 
Transitional Add-On Payment for New and Innovative Equipment and 
Supplies (TPNIES). Both of these mechanisms pay an additional fee 
to dialysis units for several years to administer a new drug or service 
to ESRD patients. After several years, the usage of the new drug or 
service is evaluated, and the ESRD PPS rate is adjusted to account for 
the expected use of the drug or service. Nephrologists need to realize 
how this system works so that our patients have access to these new 
therapies. Too little use of new medications or services during the 
TDAPA or TPNIES period will lead to an inadequate adjustment in the 
ESRD PPS rate and will risk access to the therapeutics once they are in 
the bundled rate.

Value-Based Care
Many nephrologists are now participating in value-based care 
programs. Some of these programs give nephrologists responsibility 
for the cost of care for patients with CKD and ESRD. In essence, a 
payor is asking us to manage their financial resources and then pays us 
depending on how well we perform in that management. For example, 

in the Comprehensive Kidney Care Contracting (CKCC) model, a 
Kidney Contracting Entity (KCE) assumes up to 100% of the total 
part A and B Medicare spending for the CKD stage 4 and 5 and ESRD 
beneficiaries that are attributed to the KCE. If that cost of care is less 
than a benchmark and the KCE meets defined quality standards (e.g., 
achievement of optimal ESRD starts), then the KCE will earn money 
for the savings. If the cost of care is greater than the benchmark, then 
the KCE will have to pay Medicare to account for the higher costs.

New Therapeutics
Since I completed training about 10 years ago, several new drugs have 
been approved for various kidney diseases. As expected with new 
medications, they often come with a high price. Many of our patients 
will benefit from these new therapeutics, but we should be careful to 
use them in appropriate settings. Prescribing new drugs without regard 
for appropriate patient selection will expose patients who will not 
meaningfully benefit from them to potentially toxic side effects and 
drive up the overall cost of healthcare. When new drugs are approved, I 
review the studies that led to their approval, looking at patient selection 
and magnitude of benefit. I also find it useful to think about relative 
versus absolute risk reduction — I find the latter considerably more 
important in my selection of appropriate candidates for new drugs (i.e., 
identifying patients with the highest risk reduction), where it’s worth 
the cost of the drug and risk of potential side effects.

Overall Physician Payment
The largest payor for nephrology services is Medicare, and we should 
remember that spending on Medicare beneficiaries is subject to yearly 
Congressional budgeting. The Resource-Based Relative Value Scale 
(RVU) system governs the payment system to physicians. The system is 
a relative one where all professional services are weighed against each 
other to determine which ones have more or less value. RPA represents 
nephrology at the AMA committee that determines the RVU values 
for the services that we provide and thus fights for fair reimbursement 
for nephrologists. CMS and Congress then determine a conversion 
factor every year that determines the actual payment for our services. 
RPA and organized medicine then petition Congress every year to 
try to make that conversion factor as high as possible to preserve the 
payments for the hard work that we do for our patients. The financial 
pressure on Congress will only increase as the population ages, and 
spending on entitlement programs such as Medicare and Social Security 
will necessarily increase. We need RPA to continue to fight for our 
reimbursement as this financial pressure increases.

Summary
We will continue to work in an environment with finite resources, 
and we should be mindful of the different systems in place to 
manage these resources. RPA is well positioned to keep practicing 
nephrologists up-to-date on changes in the ESRD PPS system and 
new developments in Value-Based Care; the RPA also fights for fair 
nephrology reimbursement through its work on the AMA RVU and 
CPT committees and its lobbying activities with members of Congress.

The RPA offers the Public Policy Fellowship for Early Career 
Nephrologists, a one-year opportunity for nephrologists in practice 5 
years or less. Learn more at www.renalmd.org/PPFellowship. ■

Dr. Conlon has lived in Atlanta with his wife and family for over a 
decade. After finishing his residency and fellowship at Emory, he 
joined Atlanta Nephrology Associates where he is now a partner. 
Dr. Conlon serves as a member of the RPA Board of Directors.

http://www.renalmd.org/PPFellowship
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This is how RPA Can

Help You!Help You!Help You!Help You!

CONTINUING  
EDUCATION PROGRAMS

Engaging in collaborative learning 
and information sharing for 

professional development and 
to increase your value to your 

practice.

MEMBERSHIP ONLY 
DISCOUNTS THAT  
SAVE YOU MONEY

RPA WEEKLY ENEWS
Frequent access to unique, timely 
and relevant content that you can 

read on the go.

RPA LIBRARY
Save money and time finding 
relevant resources to increase 
your understanding of critical 

issues, improve practice viability, 
and enhance patient care.

FINANCIAL WELLNESS 
DELIVERED BY REGIONS 

NEXT STEP
Get the most out of every 

opportunity with RPA Financial 
Wellness Bootcamp

ADVOCACY
Influence regulations and 

legislation affecting nephrology 
practice and kidney patients 

through access to legislators and 
regulators.

RPA QAPI MOC 
PROGRAM

Nephrologists may earn MOC 
credits for participating in QAPI 

meetings at their dialysis facility.

CODING AND BILLING 
INFORMATION

Obtain the latest regulations and 
requirements for appropriate 

reimbursement for care provided.

WEBINARS
Convenient learning on relevant 
topics at your finger tips; 24/7 

access.

CHECK OUT THESE 
POWERFUL FEATURES

RPA is an exceptional organization and let me tell you why!

I write my dues check yearly with conviction!

You haven’t renewed yet?  Let me tell you why you should!

I know that the e-learning platform comes with my membership!  I love having that resource available to me.  I 
dedicate Wednesday as a “learning day” and I will play a session or two from the vast library as a refresher. RPA 

provides a real community of people (and experts) who understand what you are doing and what battles you are 
facing. The members are generous with their experience and advice. In my area, I know no other nephrology 
practice managers and the RPA fills that void with peers who “get it”.  My RPA membership allows me to build 
real relationships with fellow members and grow a network of friends and contacts on whom I can rely on for 
answers to questions or to provide a sounding board.  RPA Mobile App provides an instant platform to pose a 

question and get answers and opinions. 

Stacey Loomis, CMPE, Practice Manager, Midwest Nephrology Associates, Inc

I gladly pay my dues to RPA every year because RPA is the best resource for the business of nephrology – they 
are our advocate for payment, policy, billing and coding issues. The RPA looks out for us as nephrologists so that 
we are paid fairly to take care of our complex patient population. Other organizations are better with the science 
of nephrology but RPA is the best with nephrology business and politics.

Shaun Conlon, MD, Early Career Physician, Atlanta Nephrology Associates

If I could tell a non-member 1 exceptional thing about RPA, I would say RPA is about the experience. The RPA is 
not a mere subscription or membership. The RPA is an experience. Where else would you have direct access to 
the leaders of large dialysis organizations, nephrology practice managers, and nephrology physician leaders. 
The RPA is undoubtedly unique.  

Mo Alzubaidi, MD, FASN, FNKF, QIA, Early Career Physician,
Nephrologist, HTN Specialist, Aphaeresis Specialist, Columbia Nephrology Associates

The value of an annual RPA membership easily outweighs the cost!  There are many complexities to the specialty of 
nephrology, from clinical to billing, and everything in-between.  Being a nephrology-specific association, RPA can 
be considered as a “one-stop shopping” resource for physicians, administrators and advanced practitioners.  
Resources relevant to advocacy, billing and coding, practice management, leadership and clinical are available 
in many different formats and tools (webinars, seminars, white papers, meetings, social media, etc.).  One 
of the most valuable resources for me is, and has been, the networking…having your peers available for 
questions, advice, feedback, etc., is priceless!

Toni Ambrosy, Practice Manager, North Houston Nephrology and Diagnostic Associates PA

I find writing my renewal check for $200 worth every penny! Amazing network and supportive members, excellent 
information, and friendships with colleagues from all over the US. I also learn a ton and get to build leadership 
experience. RPA is very friendly and have supportive members that truly want to help each other.  If I could tell 
a new member 1 exceptional thing about RPA, I would tell them to get involved with RPA committees; attend a 
meeting and/or a webinar and it will improve your overall practice. And find time to network and make friends. 

Samaya J. Anumudu MD, Early Career Physician, Baylor College of Medicine

I find it easy to renew my RPA membership of $425 because that $425 a year is equivalent to (~$8 a week) a 
“fancy” coffee drink at Starbucks weekly. The coffee drink gives me caffeine and calories. My RPA membership 
gives me the tools I need to succeed in practice as well as a community with common interests. RPA gives 
you everything you need to succeed in nephrology practice that you didn’t learn during your fellowship.  It 
is easy to get involved - join a committee, sign up for PAL, submit questions via the RPA app, reach out to a 
Board member and find a mentor.

Gary G. Singer MD FACP, Adult Nephrologist, Midwest Nephrology Associates, Inc

Renew at www.renalmd.org.  Thank you for your continuous support.

We hope you’re having a great year!
It’s that time of the year again – time to renew – your membership is expiring soon! 

We hope you’re having a great year!
It’s that time of the year again – time to renew – your membership is expiring soon! 
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Legal Issues: DOJ Joins a Qui Tam False Claims Act Lawsuit Against 
Fresenius and Azura Vascular Care
By Nesko Radovic, Scott Downing, and Jason Greis

On August 12, 2022, the Department of Justice (“DOJ”) filed its 
Amended Intervenor Complaint (the “Intervenor Complaint”), 
intervening in a qui tam action originally filed in 2014 by two 

nephrologists who referred patients to Fresenius Vascular Care d/b/a 
Azura Vascular Care (“Azura”) clinics, Dr. John Pepe and Dr. Richard 
Sherman (“Relators”). The Relators filed their Fourth Amended 
Complaint (“Amended Complaint”)1 against Fresenius Medical Care 
North America (“FMCNA”), Azura, and several other FMCNA-
affiliated entities on August 7, 2020, alleging violations of the Federal 
False Claims Act (“FCA”) and the Federal Anti-Kickback Statute 
(“AKS”).2 The U.S. District Court for the Eastern District of New York 
unsealed the action on May 9, 2022. FMCNA is one of the two largest 
dialysis providers in the United States, operating over 2,500 dialysis 
units nationwide and treating over 200,000 dialysis patients annually. 
Azura operates more than 60 vascular care facilities across the country.

In the Intervenor Complaint, the DOJ alleges that Azura: (i) repeatedly 
performed and billed Medicare, Medicaid, and other government 
health care programs for medically unnecessary vascular access 
procedures, and (ii) falsified referrals to make it appear that patients’ 
nephrologists referred the patients for these unnecessary procedures. 
On April 18, 2022, the Department of Justice (“DOJ”) elected to 
intervene in the FCA claims but declined to intervene in the AKS 
claims. The AKS claims have since been voluntarily dismissed.

Medically Unnecessary Vascular Access Procedures
The DOJ’s principal allegations relate to the performance of medically 
unnecessary dialysis vascular access procedures provided to end-stage 
renal disease (ESRD) patients. In its Intervenor Complaint, DOJ 
alleges that the defendants engaged in a scheme to receive government 
payments for unnecessary surgical procedures and testing. ESRD 
patients generally require a surgically-created access point in a patient’s 
arm or abdomen. The DOJ further asserts that under the Medicare 
Program rules, a patient’s dialysis clinic is charged with monitoring 
the patient’s fistula and overall vascular access, and is responsible for 
making referrals for diagnostic procedures to determine whether a 
fistula is functioning effectively or whether the patient has a condition 
or blockage impairing its functioning.

The DOJ alleges that during the period from 2012 through 2018, after 
a patient’s treating nephrologist would refer the patient to an Azura 
clinics to treat clinically significant stenosis, Azura would routinely 
schedule follow-up appointments or so-called “clinically timed 
evaluations” (“CTEs”) every two to four months without conferring 
with the patient’s dialysis clinic or referring nephrologist.

The DOJ also claims that, at these appointments, Azura’s staff would 
perform a brief visual exam and document a pre-textual indication 
of impaired vascular access, justifying the fistulagram, which was 
then often times followed by an angioplasty, for which Azura staff 
exaggerated the amount of vascular narrowing or stenosis. DOJ 
further alleges that Azura did not request any information concerning 

a patient’s recent dialysis treatment from that patient’s treating 
nephrologist or the dialysis clinic responsible for administering the 
patient’s dialysis. The DOJ asserts that, in many cases, the records 
documenting the administration of dialysis at the patient’s clinic in the 
days before a CTE demonstrated with quantifiable, objective measures 
that the patient was dialyzed without any issues. The DOJ estimates 
that these practices accounted for around seventy percent of all 
fistulagrams performed by Azura clinics.

According to the DOJ, following these medically unnecessary 
procedures, Azura clinics would document observing patients 
presenting with stenosis ranging from sixty to eighty percent blockage, 
and, based on this observation alone and against Kidney Disease 
Outcomes Quality Initiative (KDOQI) professional guidelines.3 
According to the Intervenor Complaint, Azura would recommend 
further follow-up, thereby self-referring each patient indefinitely for 
follow up appointments and additional access center procedures. 
During those follow-up appointments, DOJ alleges that Azura 
providers performed improper angiograms on patients, along with 
invasive surgical procedures called angioplasties, without evidence 
that such procedures were medically necessary and without a referral 
from a nephrologist. Accordingly, the DOJ alleges that the defendants 
had no reasonable basis for performing these procedures, and that the 
defendants submitting, or causing to be submitted, fraudulent claims 
for governmental reimbursement.

In their Amended Complaint, Relators previously contended that Dr. 
William Rodino, an Azura interventionalist, admitted to performing 
“surveillance angiograms,” stating that these procedures would identify 
issues missed by routine monitoring. However, Relators argued that 
under Medicare Program rules, “vascular studies are not covered as a 
separately billable service if used to monitor a patient’s vascular access 
site,” and that access site monitoring is included in ESRD Prospective 
Payment System (PPS) bundled payments.4 Thus, by billing for these 
services separately from the bundled payment, Relators alleged that 
Azura clinics billed Medicare and Medicaid for these medically 
unnecessary procedures in violation of FCA.

Referral Practices
The DOJ further alleges that Azura falsified referrals to conceal the 
unnecessary nature of the follow-up procedures. Specifically, the DOJ 
asserts that Azura staff would document in the patient’s medical record 
that the subsequent procedures were referred by the patient’s treating 
nephrologist when no such referral occurred. The DOJ also alleges that 
Azura’s access centers would call non-physician personnel at patients’ 
dialysis centers requesting last-minute referrals and falsely claiming 
the patients suddenly arrived at the Azura clinic with symptoms of 
fistula impairment.

The DOJ alleges that these referral practices violated the FCA both 
because (i) Azura allegedly falsified referral data material to submitted 
Medicare and Medicaid claims and (ii) Medicare does not permit 

1 United States ex rel. Pepe and Sherman v. Fresenius Medical Holdings, Inc., et al., No. 14-CV-3505 (E.D. New York).
2 The FCA permits private citizens to bring qui tam actions on behalf of the federal government to recover funds it paid through government reimbursement that were based on false claims. See 

31 U.S.C. § 3730. The relator may receive between fifteen and twenty five percent of the recovered amount if the federal government proceeds with the action. Since 1986, relator lawsuits have 
recovered billions of dollars on behalf of the federal government.

3 The complaint cites KDOQI Guidelines, noting that intervention on fistula should only be performed if the stenosis is “hemodynamically significant,” including “both a narrowing greater than 
50% and other supportive clinical symptoms, abnormal physical findings, and flow measurements.”

4 The Relators cite the Medicare Benefit Policy Manual, Ch. 11, § 40.H.
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blanket referrals for non-invasive vascular procedures but requires a 
documented physician order for each study.

As noted above, these allegations have not been proven, and as 
described below, the AKS claims against all defendants have 
been dismissed.

DOJ Intervention and Dismissal of Anti-Kickback Claims
In the Amended Complaint, the Relators alleged AKS violations, 
including that Azura clinics provided patients with limousine 
transportation to follow-up procedures. In a March 2009 Advisory 
Opinion, the Office of the Inspector General of the Department of 
Health and Human Service concluded that free limousine services led 
to “inappropriate steering of patients, overutilization, and the provision 
of medically unnecessary services,”5 and that such services violate the 
AKS. The DOJ, however, declined to intervene in AKS claims.

As of the date of this article, of the 19 states included in the lawsuit, 
4 have joined in the action (New York, New Jersey, Florida, and 
Georgia) and 15 have declined to intervene (California, Colorado, 
Connecticut, Illinois, Indiana, Louisiana, Massachusetts, Maryland, 
Michigan, Nevada, North Carolina, Tennessee, Texas, Virginia, and 
Rhode Island).

On August 9, 2022, all counts against Fresenius SE & CO. KGaA and 
Fresenius Medical Care AG & Co. KGaA were voluntarily dismissed 
without prejudice, and the AKS claims were voluntarily dismissed 
without prejudice against all defendants. The FCA claims remain 
against Fresenius Medical Care Holdings, Inc, Fresenius Vascular Care, 
Inc., and Dr. Gregg Miller. On September 1, 2022, the court granted 

Azura’s motion for an extension of the time to file an answer. The date 
for the defendants to answer the DOJ’s complaint has not been set as of 
the time of this article.

This case is important to the kidney care community at large, 
both because the allegations implicate antifraud laws relevant to 
nephrologists, group practices, freestanding vascular access clinics, and 
ambulatory surgery centers providing dialysis vascular access services, 
and because this case will likely provide important guidance on the 
rules that vascular access centers and surgery centers must follow 
when providing diagnostic and interventional care to ESRD patients 
suffering from an access-related stenosis. Additionally, these providers 
should consider reviewing their policies and procedures to confirm their 
compliance with applicable Medicare, Medicaid and other government 
healthcare program rules and the laws of the states in which they 
operate. As indicated in DOJ’s intervention in this action, we anticipate 
continued governmental scrutiny in this space.

Benesch Healthcare+ team monitors the development of this area of 
the law and may provide additional updates as they become available. 
For additional questions about the importance of this case and similar 
cases, please contact the authors of this article. ■

Scott Downing, Partner at Benesch, Friedlander, Coplan & Aronoff LLP 
 
Jason Greis, Partner at Benesch, Friedlander, Coplan & Aronoff LLP 
 
Nesko Radovic, Associate at Benesch, Friedlander, Coplan &  
Aronoff LLP

5 See OIG Advisory Opinion No. 09-01 (March 6, 2009)
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Making the Transition to Value-Based Care
Knitting Together Fee-for-Service Activities to 
Achieve Success in Value-Based Care
By Jennifer Huneycutt, CPA, CMPE 

I t was September 11, 2015, and I had 
just given a talk at the RPA Practice 
Management Workshop in Kansas 

City, Missouri, on how to operationalize 
a CKD Clinic. I proudly shared our 
clinical outcomes in doing so. It was 
break time and a physician approached 
me asking, “I’m from a small practice 
of three physicians, why would I do 
this?” I don’t believe she was advocating 
for ordinary clinical outcomes for her 
patients. I believe the question was a 
financial one. I wasn’t prepared to make 
the business case for a practice that was 

so different from my own, large, vertically integrated one with ancillary 
services like anemia management, lab and vascular access, and located 
in a metropolitan area with a very efficient geography. I learned an 
important lesson that day. Even though board-certified nephrologists 
are trained to provide optimal clinical outcomes, the fee-for-service 
business model may not support its delivery. Cue value-based care.

With growing numbers of opportunities for nephrology practices 
to participate in value-based care, the time is right to reimagine the 
delivery of nephrology care for all. In this article, we’ll explore how 
the critical elements for success in value-based care support activities 
are reimbursed in the fee-for-service model and vice versa. It’s time to 
expand the care team, create repeatable systems, and deliver the right 
care, at the right time, to the right patient.

Patient Attribution
Patient attribution is at the heart of the value-based care (VBC) 
model. This model isn’t so different from the fee-for-service (FFS) 
model, yet FFS rewards encounters where VBC rewards panel size. To 
identify a practice’s panel of patients, payors generally align patients 
to providers based on encounters identified through claims data. They 
look back over a specific period, often a year, and align the patient to 
the nephrology practice that has provided the most office visits with a 
provider from that practice. The more patients aligned to the practice, 
the greater the opportunity for financial success, and the easier it is to 
systematize clinical interventions and operational workflows.

How is it possible to grow your panel size? As a physician, you are 
already running as fast as you can and doing all you can do. An 
advanced practice provider (APP) can help you expand your practice, 
opening you up to a greater patient panel size while reducing wait times 
for new patients. With a modest ESRD patient load of 90 patients 
seen three times a month, the APP still has 10-12 days of office time 
available. Conservative estimates using less-than-perfect office days 
indicate that using the advanced practice provider well can add at least 
$140,000 to the bottom line, providing additional income to expand 
the care team, keep up with rising costs, or further transitioning the 
practice care delivery model.

Patient Engagement
If we can get the patient to engage with us, in most cases, we can 
improve their outcomes and reduce overall costs. We can provide high-
value care by using FFS elements available to us today while leveraging 
value-based incentives and waivers. Two services that have the potential 
to improve patient engagement are Kidney Disease Education (KDE) 
and Chronic Care Management (CCM).

The Centers for Medicare and Medicaid Services (CMS) reports 
that less than 2% of eligible patients have received Kidney Disease 
Education (KDE) Services (CPT Codes G0420-G0421). These services 
are a game changer when it comes to patient engagement, active 
participation in modality selection, and improved health outcomes. 
They also build the patient-provider relationship. Individual KDE 
sessions reimburse $110 on average and require a minimum of 31 
minutes of face-to-face time for patients diagnosed as CKD Stage 4. 
They can be performed by physicians or advanced practice providers. 
Multiple CMS programs expand these criteria, including the 
mandatory ESRD Treatment Choices (ETC) model and the Kidney 

Care Choices (KCC) models. Each enables practices to bill for KDE 
services to patients with CKD stages 4 or 5 and those within the first 
six months of dialysis treatment. If your practice has been randomized 
to the mandatory ESRD Treatment Choices (ETC) Model, the service 
can be provided by a licensed social worker or registered dietician/
nutrition professional in addition to physicians and APPs. The KCC 
models take it a step further and includes registered nurses as eligible 
clinicians who can deliver the service. Depending on the cost of 
these alternative providers, the break-even point on this resource is 
somewhere between 2 and 3 patients receiving KDE services per day. It 
should be noted that in the KCC models, this service is covered in the 
CKD Quarterly Capitated Payment and not separately reimbursed.

Whether you participate in one of the CKCC models or not, the 
business case for chronic care management (CCM) services is 
exceptionally viable. With reimbursement averaging around $60 per 
Medicare patient per month, a well-trained medical assistant or nurse 
with a patient panel of 75 to 100 patients can add to the practice’s 
bottom line and further progress toward quality goals. Considering 
the time commitment required to meet the billing criteria of these 
codes with a generous allowance for administrative and non-billable 
time, it seems reasonable that a single resource could effectively 
manage a panel size of 160 to 200 CKD patients. Like the KDE 
codes, CCM codes are not separately reimbursed in the KCC models. 
However, they are reimbursed by Medicare Advantage plans and some 
commercial carriers.

Cost-Saving Activities
The success of all value-based care models depend on the system’s 
ability to reduce the cost of care or simply spend less than the expected 
cost of care. Many carriers provide reimbursement for two services that 
improve patient outcomes and experience while simultaneously hedging 
against the cost of rehospitalization and expensive, extraordinary 
end-of-life measures inconsistent with patient wishes.

Transitional Care Management (TCM) services (CPT Codes 
99495/99496) are designed to support the patient as they transition 
from an inpatient setting back to their community setting. In 
nephrology, we often think of this as the time from hospital stay to 
getting back home for our patients. Both ESRD and CKD Patients 
are eligible for this service which requires direct, interactive contact 
with the patient or caregiver within two business days of discharge 
by clinical staff to assess patient status and needs beyond scheduling 
a follow-up visit. These activities can include things like medication 
reconciliation, care coordination with other providers, and ensuring 
compliance with discharge instructions. A face-to-face visit within a 
14-day period by the provider is also required. These services average 
reimbursement between $200-$270 for a Medicare patient. Compare 
this to what is received for a typical hospital follow-up visit around 
$125, and it’s easy to make the financial case for the service. TCM 
done well can enable the provider to conduct a hospital follow-up in 
less time, with more information readily available, and reduce the 
no-show rate of these visit types. At the same time, patient experience 
and outcomes are improved, rehospitalizations are avoided, and the 
overall cost of care is decreased. Everyone wins.

Advance Care Planning (ACP) (CPT Codes 99497/99498) is an 
opportunity to be reimbursed for work you already do. Medicare pays 
for ACP visits when more than 16 minutes is spent face-to-face with a 
patient discussing their health care wishes should they become unable 
to make those decisions themselves. This service may be done in any 
setting and is separately billable even when another service is performed 
and billed that same day. ACP services can be appropriately performed 
in the hospital, office, or dialysis unit. Time used for ACP cannot 
be used towards the billing for other services on the same day. Each 
service must stand alone in regard to time spent and service delivered. 
The Medicare reimbursement for this service ranges, on average, 
between $76 and $155, depending on time spent and site of service. 
This is work you’ve done your entire career. It’s important, challenging, 
benefits patients and family members, and you don’t have to do it 
for free.
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Quality Metrics
You can’t succeed in value-based care without high achievement in 
a variety of quality metrics. Sometimes the metrics make complete 
sense to us, like increasing home therapies penetration and transplant 
rates or achieving optimal starts. Sometimes the goals seem foreign to 
our specialty. Who are we to make a difference in depression scores 
or patient activation measures? This author contends that each of 
the activities listed in this article lend themselves to improvement in 
any quality metric we are held accountable to. A care coordinator 
can shepherd a patient through the vascular access process. They 
can regularly connect with patients, administer assessments, and 
connect them with other resources to address behavioral health 
concerns. An APP or other educator can ensure the patient is aware 
of and understands all their modality options. A provider and 
clinical staff member working together with a patient can prevent 
a rehospitalization. Each of these activities is reimbursed through 
the traditional FFS model or, in the case of CKD patients aligned to 
the KCC models, the CKD quarterly capitated payment. Medicare 
Advantage plans and commercial carriers also pay for some or all of 
these services, increasing the potential to offer these services broadly 
to all patients in your practice. Some payors and agreements offer 
bonus payments on top of FFS reimbursement when the services 
are performed.

Medicare Risk Adjustment
Lastly, success in value-based care is reliant upon payors having an 
actual picture of the health of our patients. Many of our CKD and 
ESRD patients do not follow up regularly with primary care physicians. 

Some may not have a hospitalization throughout the year where a 
carrier can verify the multiple health conditions of a patient through 
claims data. Suppose a payor does not fully appreciate the entire health 
picture of its patients. In that case, estimates on total spending will 
be lower, making it more difficult, if not impossible, for you and your 
interventions to achieve the cost of care goals. Every billable encounter 
with a patient, documented appropriately, can convey to the carrier 
the patient’s health conditions. However, there is one encounter type 
that is specifically designed to do just that —the annual wellness visit 
(AWV—CPT codes G0438/G0439). Medicare Annual Wellness Visits 
can be performed once in a 12-month period and are only billable 
by a single provider during that period. They reimburse, on average, 
$163 for an initial AWV, and $127 for AWVs in subsequent years. 
AWVs performed by APPs in your practice can be an efficient and 
effective way of attaining and reporting the conditions of your patient 
population each year.

“I’m in a small practice of three. Why would I do this?” Well, you 
alone may not be able to. You may not have the time. The ability to hire 
a support team to perform these activities is now financially feasible 
and arguably profitable. The ability to thrive with one foot in fee-for-
service and the other in value-based care exists. The activities that lend 
themselves to success in the fee-for-service model can support progress 
in transitioning to value-based care. ■

Jennifer Huneycutt, CPA, CMPE, is the Executive Director of 
Metrolina Nephrology Associates, PA
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QWith the telehealth changes since the start of COVID, is 
there a difference between home dialysis MCP patient visits 
and those services for in-center patients when provided by 

telehealth? In either setting, is a face-to-face visit required?

A Yes, there are some nuances regarding face-to-face dialysis 
patient visits, and the details of which we will describe 
momentarily. First, it is important to bear in mind that the 

national public health emergency (PHE) is still in effect at a minimum 
until January 2023, and most observers believe it will remain in 
place for some time after that. What this means for dialysis-patient 
interactions is that until the PHE is lifted, all services associated with 
the MCP can be performed via telehealth. To be clear, RPA strongly 
suggests that all outpatient dialysis patients be seen face-to-face at 
least monthly. However, due to the PHE, there currently is no federal 
requirement that these visits occur face-to-face.

Outside of the PHE, federal policy on face-to-face MCP differs between 
in-center and home interactions. As of January 1, 2019 (and thus 
prior to the pandemic), all interactions with home dialysis patients 
do not need to occur face-to-face after the first three months of care. 
The Bipartisan Budget Act of 2018 included a provision that changed 
that requirement from monthly to quarterly, with the remaining two 
visits in a consecutive three-month period allowed to be provided via 
telehealth technology (meaning a real-time audio-visual interaction). 
Congress included the ‘consecutive three-month period’ language rather 
than have a quarterly requirement to ensure that patients would not 
be seen in, for instance, January, and then next in June, technically in 
consecutive quarters but with a up to a five-month gap between face-
to-face encounters.

For in-center patients, all of the MCP codes are on the Medicare-
approved telehealth service code list, which is positive. Still, prior to 
COVID, there were limitations on originating sites (where the patient 
is located) and geographic restrictions that made doing the MCP by 
telehealth very difficult, if not impossible. There is every expectation 
that whenever Congress addresses telehealth services for the long term, 
it will lift the originating site and geographic restrictions, and thus, 
the MCP care will be doable via telehealth permanently. However, 
that’s not a completely done deal yet. When federal telehealth policy 
is changed, RPA will promptly disseminate the changes and what they 
mean for nephrology care.

Q I am the compliance manager for a pediatric nephrology 
group. In our practice, NICU babies are still admitted to the 
hospital and receive dialysis (CPT code 90935/90945). In 

anticipation of release, the parents are being trained for PD dialysis 
while the infant is still admitted to the hospital. Our question is, can 
we bill for the home training of the caregiver (90989) while also billing 
for the inpatient dialysis (90935)?

A The answer to this question is nuanced. The practice can bill 
for training provided to the caregiver (in fact, the long CPT 
descriptor for the code is ‘90989; Dialysis training, patient, 

including helper where applicable, any mode, completed course’). 
However, the code itself is only payable on an outpatient basis, so 
RPA’s pediatric coding experts have advised that the 90989 claims 
would likely be denied if billed with 90935 or 90945.

Q Some patients may have stable CKD stage 3A, but they 
consume so much of your time that they need 30-minute visits. 
Can we bill level 4 for such patients?

A For established patients, if the practitioners spend 30 
minutes or more with the patient, then yes, the practice can 
bill CPT code 99214. The documentation should have a 

clear statement of the total time spent by the provider and should 
indicate the activities they performed. As above, a best practice 
recommendation is to ensure that medical necessity supports total time 
billing since auditors will review time-based note activities to justify 
medical necessity.

QWhen I bill a 99223 in the hospital and the 90935 on the same 
day, what modifier do I use and on which code? 

A You should use modifier -25 (significant, separately identifiable 
(E&M) service by the same physician or other qualified 
health care professional on the same day of the procedure 

or other service.) The modifier will be appended to 99223. Your 
documentation must indicate on the day of a procedure or other 
service that the patient’s condition required a significant, separately 
identifiable E&M service above and beyond the usual service 
provided or beyond the usual care associated with procedure that was 
performed (for example, this would require the practitioner to do more 
than just write a dialysis prescription).

Q Do we need to have a -95 modifier for -only telephone 
encounters? 

A Audio-only phone calls are not telehealth services, as 
telehealth and telephone are defined differently by CMS; 
telehealth requires audio AND video, and telephone 

interactions as billed by CPT codes 99441-99443 don’t require video. 
Thus, audio-only services must be billed with those codes and without 
modifier -95 for Medicare.

Q In case of an audit later, how will we be able to prove that a 
telehealth encounter happened? 

A A best practice recommendation is to document the critical 
elements supporting the telehealth service. An example of this 
documentation could include:

	7 This visit was conducted with the use of interactive audio and video 
telecommunication system (you can use the name of the system) 
that permits real-time communication between the patient and 
provider due to the public health emergency;

	7 The patient consented for a virtual visit, consent obtained on Date 
(MM/DD/YYYY);

	7 Originating site: patient’s home (the originating site is where the 
patient is located at the time the service is provided);

	7 Distant-site: (the site where the practitioner providing the 
professional service is located);

	7 Duration of telehealth service: document the total time of the 
practitioner-patient encounter. ■

Editors Note: RPA consciously takes a conservative position when 
providing coding and billing advice to its members, since the possible 
unintended consequence of taking a less conservative approach could 
be a claims audit with the potential of doing tremendous harm to an 
RPA member’s practice. Similar to the FAQ page on the RPA website, 
this column has been designed as a general information resource. It 
is not intended to replace legal advice. The responses to the questions 
submitted to the Coding Corner column have not been vetted by 
attorneys, and attorneys have not been consulted in the drafting of any 
of the replies.

Telehealth, the MCP, and COVIDCODING 
CORNER
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Recruiting now: a clinical
research study for chronic
kidney disease 
The AMPLITUDE clinical research study is looking for people 
of African ancestry with kidney disease to take part 
Learn more today by typing the following link into your browser  
or scanning the QR code

www.amplitudestudy-hcp.com/rpa

PAID ADVERTISEMENT


