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2022 Proposed Payment Rules 
Deliver Mixed News  
for Nephrology

Three weeks in July saw the release of the three annual payment rules of great 
significance to nephrology. On July 1, the 2022 ESRD Prospective Payment System 
(PPS) proposed rule was released, and it was especially noteworthy this year because 

CMS folded in policy revisions to the ESRD Treatment Choices (ETC) mandatory payment 
model. This was followed by the publication of the proposed rule for the 2022 Medicare Fee 
Schedule (MFS) on July 13. Concluding the triumvirate of Notices of Proposed Rulemaking 
(NPRMs) was the release of the 2022 Hospital Outpatient Prospective Payment System/
Ambulatory Surgical Center (HOPPS/ASC) proposed rule on July 19.

As is often the case, the cumulative effect of the three rules for nephrology is a mixed bag. 
The ESRD PPS rule with the ETC provisions is mostly good news for nephrology, while 
the MFS rule has provisions that would be harmful to the specialty and kidney care if 
implemented. Positively, the HOPPS/ASC rule did not implement an expected provision that 
could have been an existential threat to vascular access services provided in an ASC. This 
article reviews the highlights of all three payment rules.

Continued on page 4

Hades, Meet 
Handbasket
By Robert Blaser, RPA Director 
of Public Policy

In my youth, my Irish Catholic mother 
(named Veronica, after the woman who 
comforted Jesus as he carried the cross; 

appropriate for mom) was so committed to 
her faith that she went to church every day, 
not just Sundays, as a daily communicant 
(i.e., she took communion every day). Much 
like Cal Ripken (he of baseball’s consecutive 
games streak), you must respect someone 
who shows up every day, as those qualities of 
dependability and perseverance are ones that 
all of us would like to possess. 

My mom also had the discipline to avoid 
cursing (not passed on to me) but rather 
would use euphemisms instead of the words 
themselves. By way of example, as an 
alternative to using the h-word that rhymes 
with spell, she would refer to Hades, which 
according to a quick Wikipedia search is a 
reference to the Greek god of the underworld 
and not the place beneath, but the allusion 
is clear.

Of course, the set-your-watch-by-it segue is 
that Washington and Congress are going to 
Hades in a handbasket. In the May column of 
From Capitol Hill, the Democrats were riding 
high from the enactment of the American 
Rescue Plan, but the pace of Cabinet and 
sub-Cabinet nominations was the slowest 
in history, and this was likely a harbinger of 
the summer to come. At press time, there is 
good news in that the Senate negotiators for 
the bipartisan infrastructure bill appear to 
be approaching a bill that will be supported 
by 11 Republicans and thus presumably 
filibuster-proof, although there still are miles 
to go before we sleep on that. After that brief 
good news summary, we can move on to 
everything else. 

To begin, the federal debt ceiling (the ability 
for the U.S. government to pay its bills, “the
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Meet RPA’s First Class of Public Policy Fellows

On July 1, RPA awarded 4 public policy fellowships to renal fellows who submitted 
applications stating their interest in learning more about advocacy and public 
policy. These fellows will have the opportunity to participate on RPA committees, 

collaborate on writing projects and attend RPA’s annual meeting, coding seminar, Hill Day 
and PAL program.

Jesse Diaz (Baylor College of Medicine, Dallas) is interested in 
participating in the development of public policies that allow 
access to life- changing but expensive diagnostic tests and 
treatments to all Americans. It is so important that innovations 
in technology and medical advances are available to patients 
who may not have the means to afford them. Dr. Diaz has 
a special interest in learning more about how public policy 
influences the ESRD care in Puerto Rico, which is where he 
is from.

Heedeok Han (Columbia University, New York) is interested 
in kidney health policy because he wants to ensure there are 
regulations and legislation in place to enable him to deliver 
better care to his patients, especially the patients who are 
dialysis dependent. He is working on a project to improve 
health communications between providers and incident dialysis 
patients about dialysis modality. The goal of the project is to 
educate and empower patients with knowledge so that they 
can choose the renal replacement therapy that best suits them. 
Ultimately, the nephrology team aims to increase the numbers 

Continued on page 3



I am writing this morning at my desk before heading to work 
on a muggy summer day. My wife and I have really enjoyed 
the opportunity to travel this summer to visit our children as 

the Covid-19 pandemic subsided. That said, it is easy to worry 
about what lies ahead as the Delta variant spreads, one- third of 
our country is still not vaccinated and serious Covid infections 
are rising once again. It makes me feel a bit powerless. However, 
physicians have great influence. We make a very real difference as 
we winsomely advocate for vaccination with our patients, office 
staff, family and friends. 

Speaking of travel, the RPA board met in Washington, D.C. on 
June 19. This was the first time we had been in person together 
in over a year. It was good to see RPA friends and it was a very 
productive time. In addition to doing the work of RPA, we joined 
the virtual Policy Advocacy and Leadership (PAL) Forum from our 
board room. It was an excellent meeting spearheaded by Drs. Harry 
Giles and Nishant Jalandhara as well as the entire PAL committee. 
We also participated in a PAC luncheon with Indiana 8th District 
US Representative Dr. Larry Bucshon, a republican member of the 
House Energy and Commerce Committee and supporter of issues 
important to kidney disease patients.

It is exactly these opportunities and relationships that drew me to 
RPA when I finished the fellowship in 1993. In the first few years, 
I learned a great deal from reading RPA resources but was not 
very involved. RPA was uniquely focused on the local, practicing 
nephrologist and their patients. I learned much about quality, safety 
and business practices. As an early interventional nephrologist, I 
learned that RPA was open to new ideas and innovative changes to 
our field that would benefit both practices and patients. I gleaned 
but did not feel there was much I could contribute. My first RPA 
annual meeting changed that for good. I met nephrology colleagues 
from around the country who openly shared their practice and 
business experiences. I couldn’t believe how accessible RPA leaders 
were to me. Someone invited me to attend an open committee 

meeting and I was hooked. When I 
returned home, I volunteered to join 
the clinical practice committee. 

Every year thereafter I looked 
forward to the annual meeting 
and time with a growing number of 
nephrologist friends, sharing ideas 
over dinner or drinks. I learned to use 
the RPA as an expert resource to grow personally and benefit my 
practice. The not so well-kept secret is that RPA is truly unique in 
its ability to connect nephrologists, resource practices and facilitate 
innovation in the provision of kidney patients. RPA is a place where 
anyone can contribute, grow and lead. Twenty-eight years later, I 
still marvel at the opportunities I have because of my involvement in 
RPA. If you read this thinking it sounds too good to be true – take 
one step forward and see for yourself. Join a committee. Come to 
the annual meeting. You’ll be hooked too – and your practice will be 
all the better for it!

That brings me to another great way to get involved if you are 
early in your nephrology journey. RPA now offers Public Policy 
Fellowships for those in nephrology fellowship and for early career 
nephrologists (in practice five years or less). Fellows have expenses 
paid to participate in the annual meeting and PAL forum. They 
are also given exposure to RPA committees with opportunities to 
contribute to the projects or advocacy efforts that are underway. 
Fellows truly see the inner workings of RPA and rub shoulders 
regularly with RPA leaders. Early career Public Policy Fellows 
participate as non-voting members at quarterly RPA board meetings 
– an invaluable leadership experience. Both fellowships are one-year 
commitments well worth every minute spent.

Want to make a difference for the practice of nephrology? No matter 
your stage in your career, getting involved in RPA is a great place  
to start. m
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Time is precious. So, live life to the fullest and make the 
most of every day. These are expressions we have all heard 
throughout our lives, so we don’t take anything for granted. 

But how often do we think about maximizing daily experiences 
and stopping to smell the roses? Forgive the colloquialisms but over 
the last year and a half the pandemic has forced us to relook at our 
priorities. With businesses shut down and travel on hold, we had 
the opportunity to spend more time with loved ones, enjoy the great 
outdoors and take up new hobbies like bread baking. Telework 
provided staff with more time in their days when they weren’t stuck 
in traffic commuting to or from the office. We pressed the reset 
button and took another look at how we are spending our time.

Conversely, nephrologists and other members of the kidney care 
team were required to step up to handle the increased number of 
COVID cases needing their attention. The scales were tipped in one 
direction when considering the work/life balance. While physician 
burnout affected all specialties, nephrologists were pulled into the 
hospital with more frequency in addition to making rounds in the 
dialysis unit and fulfilling the ongoing demands for care of their 
kidney patients. 

As your professional society, it is RPA’s job to make your 
professional lives easier—to help tip the scales back to an 
equilibrium for your work/life balance. Over the past year, we 
significantly expanded our elearning offerings on topics to assist you 
in practice operations and clinical care. These webinars are available 
24/7 for you to download and listen to at your convenience. We also 
updated the Renal Physicians Guide to Nephrology Practice which 
has the latest information about running an independent nephrology 

office. We provided the annual meeting 
content, annual Capitol Hill Day and 
PAL program virtually so that you could 
participate from the comfort of your 
home or office and access the sessions 
at any time. Town hall sessions were 
presented by RPA leaders on relevant 
topics specifically geared to early career 
nephrologists. One of the greatest benefits to town hall participants 
was the opportunity to engage in a dialogue with seasoned 
nephrologists. Our APP which is downloadable for free from the 
Apple or Google Play store allows you to access RPA content on 
your phone anywhere anytime.

As we move into production on this newsletter, the Delta Variant is 
spreading like wildfire and hospital beds are once again filling up 
with COVID patients especially in certain regions of the country. It 
is unclear how this will affect programs and activities this fall but 
RPA will continue to look for innovative ways to engage with our 
members and stay connected to you.

RPA staff understands that your time is precious and it’s difficult 
to sometimes step back from the daily hustle and bustle to enjoy 
your family or engage with your professional society. But as we have 
learned from the pandemic, sometimes we need to hit the pause 
button and rethink how we spend our time. RPA’s support and 
resources are available to assist you whenever you need them and if 
there is something you think RPA should be providing to increase 
our value to you and your practice, let us know. We want you to 
succeed and appreciate each day! m

Dale Singer, MHA 
RPA Executive Director

Editor’s Expressions

ACCEPTED FOR MOC CREDIT

Participate 
in RPA QAPI 
MOC Program 
to Earn ABIM 
MOC Credits

Medical Directors and Attending Nephrologists 
at participating dialysis organizations can 
earn 20 Practice Assessment Maintenance of 

Certification (MOC) credits 
through ABIM for attending 
Quality Assessment and 
Performance Improvement 
(QAPI) Meetings.

Register at www.renalmd.org/RPAQAPIMOCProgram
 Questions should be directed to rpa@renalmd.org.

of inpatient vascular accesses created, home dialysis patients and 
referral to transplant clinics.

Nandakishor (Kishor) Kapa (UC Davis 
Medical Center, California) has been 
interested in health policy throughout 
his training, starting first in medical 
school when he also obtained a MPH in 
Health Management and Policy. Dr. Kapa 
discovered a particular passion for health 
policy advocacy and pursued that initially 
through the lens of tobacco control policy 
before finding his love for nephrology 
and becoming a Nephrology Fellow. 
He can now apply his policy advocacy 

tools and further develop them in order to advocate for patients with 
kidney disease.

Vishnu Reddy (Baylor College of 
Medicine, Houston) wants to make a 
difference by effecting change on a large 
scale and sees the RPA fellowship as an 
opportunity to learn about and participate 
in national public policy and legislative 
activities. She hopes to increase her 
knowledge of public policies that relate 
to chronic kidney disease and potentially 
engage with legislators regarding the 
need to support education, research and 
assistance programs through federal 
policies. Dr. Reddy is dedicated to exploring policies that provide 
equitable access to care and looks forward to building a career that 
has a meaningful impact on the health and wellbeing of individuals 
throughout diverse communities. m

Public Policy Fellows
from page 1
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2022 ESRD Prospective Payment System Rule

Payment and Quality Provisions

Of course, one of the first things analysts look for when the ESRD 
PPS rule is released is the payment level. The PPS rate for 2022 is 
proposed to be set at $255.55, a $2.42 increase over the 2021 rate 
of $253.13. This is a 1.2% overall increase in payments for 2022. 
For hospital- based ESRD facilities, CMS projects a decrease in total 
payments of 1.3% and a projected increase in total payments of 1.2% 
for freestanding facilities. As mandated by statute, the $255.55 rate will 
also apply to acute kidney injury (AKI) dialysis services.

Regarding quality measurement, CMS is “suppressing” use of certain 
QIP measures due to the impact of COVID as well as extending 
reporting deadlines under the Extraordinary Circumstances Exception. 
The language from the proposed rule press release on these two 
provisions indicates that CMS is:

Proposing to suppress the use of certain ESRD QIP measures (for 
example, the Standardized Hospitalization Ratio (SHR) clinical 
measure and the Standardized Readmission Ratio (SRR) clinical 
measure) for scoring and payment adjustment purposes in the PY 2022 
ESRD QIP because CMS has determined that circumstances caused 
by the COVID-19 Public Health Emergency (PHE) have significantly 
affected the validity and reliability of the measure and resulting 
performance scores; and

Announcing an extension of time for facilities to report data from 
September 2020 to December 2020 under our Extraordinary 
Circumstances Exception (ECE) policy due to CMS operational issues. 
Facilities will have until September 1, 2021, to report 2020 data.

CMS also proposes to adopt unique scoring and payment policies for 
payment year (PY) 2022 to address technical issues with the ESRD 
Quality Reporting System (EQRS) and the impact of the COVID-19 
PHE on some of the PY 2022 ESRD QIP measures. Under these 
proposals, CMS would modify the scoring and payment methodologies 
so that no facility would receive a payment reduction for PY 2022. 
Further, the 2019 calendar year data will be used to calculate the 
performance standards for PY 2024, as it is the most recent year of 
complete data available that is unaffected by the impact of COVID 19.

ETC Provisions

Most importantly for nephrology are the provisions in the rule 
announcing changes to the ETC mandatory kidney payment program. 
Staff from the Center for Medicare and Medicaid Innovation (CMMI) 
advised RPA that the ETC changes were included in the PPS rule for the 
sake of administrative simplification. These ETC changes include:

	0 Attributing living donor beneficiaries to the nephrologist (managing 
clinician) with the most claims in the previous 365 days;

	0 Adding nocturnal in-center dialysis to the calculation of the home 
dialysis rate for ESRD facilities not owned in whole or in part by an 
LDO or Managing Clinicians;

	0 Excluding beneficiaries with a diagnosis of and who are receiving 
treatment with chemotherapy or radiation for vital solid organ 
cancers from the calculation of the transplant rate;

	0 Increasing achievement benchmarks by 10% over rates observed in 
Comparison Geographic Areas every two measurement years (MYs), 
beginning in MY3 (2022);

	0 Stratifying achievement benchmarks based on the proportion of 
attributed beneficiaries who are dually eligible for Medicare and 
Medicaid or receive the Low-Income Subsidy (LIS) during the MY, in 
recognition that beneficiaries with lower socioeconomic status have 
lower rates of home dialysis and transplant than those with higher 
socioeconomic status;

	0 Introducing the Health Equity Incentive to the improvement scoring 
methodology used in calculating the PPA. CMS expects that the 
Health Equity Incentive would encourage ETC Participants to 
decrease disparities in renal replacement modality choice among 
beneficiaries with lower socioeconomic status by rewarding ETC 
Participants that demonstrate significant improvement in the home 
dialysis rate or transplant rate among their attributed beneficiaries 
who are dual-eligible or LIS recipients. CMS also proposes to adjust 
the improvement scoring calculation to avoid the scenario where an 
ETC Participant cannot receive an improvement score because its 
home dialysis rate or transplant rate was zero during the  
Benchmark Year;

	0 Proposing a process by which CMS would share certain model data 
with ETC Participants (this is likely the transplant data that RPA 
and other groups have been meeting with the Health Services and 
Resources Administration (HRSA) about);

	0 Providing a waiver through which managing clinicians could provide 
kidney disease education (KDE) via telehealth;

	0 Providing a waiver allowing managing clinicians to waive the 
beneficiary coinsurance for KDE.

Additionally, the ETC section of the rule states that “CMS has heard 
concerns from numerous stakeholders about their ability to effectively 
get PD catheters placed in beneficiaries who may be otherwise 
interested in home dialysis. These stakeholders reported a variety 
of issues related to PD catheter placement, including the lack of 
availability of vascular surgeons to perform PD catheter placements, 
lack of appropriate operating room time and a lack of training on PD 
catheter placement for vascular surgeons. As many stakeholders have 
pointed out, the lack of timely PD catheter placement is a key barrier 
preventing many beneficiaries from being able to use PD as a dialysis 
modality.” Given these circumstances, CMS has issued a request for 
information (RFI) asking the following questions about how CMS 
can test and use Medicare payment policy, under the ETC model to 
promote placement of PD catheters:

	0 What are the key barriers to increased placement of PD catheters?
	0 How can CMS promote placement of PD catheters in a more timely 
manner?

	0 Should the Innovation Center use its authority to test alternative 
payment structures to address the barriers to PD catheter placement 
as a part of the ETC Model? If so, why and how?

Comments on the ESRD PPS NPRM were due on August 31; RPA’s 
comments are posted at renalmd.org.

2022 Medicare Fee Schedule Proposed Rule

Payment Provisions

The next shoe to drop in the payment picture for 2022 was the release 
of the Medicare physician fee schedule rule on July 13. As usual the big 
news and the tide that rises and drops all boats is the conversion factor 
(CF) which for 2022 is proposed to be $33.58, a $1.31 reduction from 
the 2021 CF of $34.89 (this is about a 3.75% reduction). This reduction 
was expected based on all of the developments surrounding last year’s 
CF and the increases in evaluation and management (E&M) and 
dialysis code values. Advocacy efforts are underway on Capitol Hill to 
convince Congress to intervene and eliminate the reduction.

Regarding the specialty-specific impacts for nephrology, all of the 
impact charts provided in the rule indicate a 0% effect. However, these 
charts evidently did not account for conversion factor reduction, and 
the AMA has since developed an impact chart accounting for the CF 
hit that indicates a 3.7% reduction for nephrology. See the AMA chart 
on page 5 for a complete listing of the specialty impacts. The one item 
of code- level nephrology news is that CMS acted on recommendations 
by the American Society of Pediatric Nephrology (ASPN) supported 
by RPA in our comments on the rule last year to make the relative 
value units (RVUs) for CPT code 90954 proportionate to those for the 
rest of the code family subsequent to 2021’s major increases, so the 
work RVUs for that code (the four-visit code for patients 2-11 years 
old) were increased from 15.98 to 20.86. Otherwise, there are no 
significant changes affecting the values of the dialysis code family or 
E&M services.

However, there is another substantial proposal that would substantially 
harm the dialysis circuit codes if finalized. CMS is considering updating 
the inputs for clinical labor pricing, which would predominantly benefit 
services with high clinical labor costs (such as E&M services) and 
disadvantage services with lower clinical labor costs like procedures. 
Combined with the proposed conversion factor reduction, this could 
reduce reimbursement for vascular access services provided in office-
based labs by 15-20%. RPA is working with the Dialysis Vascular 
Access Coalition to advocate against the proposal, along with others in 
organized medicine.

Additionally, CMS is making changes to the medical nutrition therapy 
benefit, proposing to remove the requirement that the medical nutrition 
therapy referral be made by the “treating physician” and update the 
glomerular filtration rate (GFR) to reflect current medical practice. The 
specific language on the GFR part states “Therefore, we are proposing 

Continued on page 6
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Continued on page 6

Combined Impact of Proposed Rule and Conversion Factor Reduction for 2022

Medicare Specialty Description

CY2021 Estimated 
Allowed Charges 

(using $34.8931 CF and 
2021 RVUs)

CY2022 NPRM Estimated 
Allowed Charges 

(using $33.5848 CF and 
2022 Proposed RVUs)

Estimated Impact with 
EXPIRATION of 

3.75% CF Increase

Estimated Impact with 
EXTENTION of 

3.75% CF Increase

Addiction medicine $8,659,364 $8,440,346 -2.5% 1.1%

Advanced heart failure and transplant cardiology $71,184,703 $68,684,381 -3.5% 0.1%

Allergy/immunology $219,269,658 $207,732,081 -5.3% -1.7%

Anesthesiology $2,754,809,240 $2,682,638,803 -2.6% 1.0%

Audiologist $57,952,140 $55,198,506 -4.8% -1.2%

Cardiac electrophysiology $613,879,650 $583,251,251 -5.0% -1.4%

Cardiac surgery $223,627,175 $213,973,730 -4.3% -0.7%

Cardiology $4,430,853,562 $4,221,059,514 -4.7% -1.2%

Certified Clinical Nurse Specialist $73,259,109 $71,057,462 -3.0% 0.6%

Certified nurse midwife $5,099,563 $4,986,256 -2.2% 1.4%

Chiropractic $625,711,846 $602,251,512 -3.7% -0.1%

Clinical laboratory $529,130,049 $497,661,612 -5.9% -2.4%

Clinical psychologist $782,626,877 $751,533,854 -4.0% -0.4%

Colorectal surgery $149,220,530 $143,812,170 -3.6% 0.0%

Critical care (intensivists) $358,055,469 $343,528,324 -4.1% -0.5%

CRNA $2,072,139,260 $2,022,454,759 -2.4% 1.3%

Dermatology $3,745,707,561 $3,589,533,400 -4.2% -0.6%

Diagnostic radiology $4,410,886,765 $4,161,232,605 -5.7% -2.1%

Emergency medicine $2,542,924,680 $2,445,132,584 -3.8% -0.2%

Endocrinology $497,709,888 $486,981,504 -2.2% 1.5%

Family Medicine $5,675,806,087 $5,583,121,305 -1.6% 2.1%

Gastroenterology $1,570,086,488 $1,517,817,278 -3.3% 0.3%

General practice $311,732,282 $304,915,595 -2.2% 1.5%

General surgery $1,753,159,814 $1,685,921,992 -3.8% -0.2%

Geriatric medicine $169,997,712 $166,141,903 -2.3% 1.4%

Geriatric psychiatry $16,182,506 $15,690,805 -3.0% 0.6%

Gynecologist/oncologist $84,270,716 $81,205,341 -3.6% 0.0%

Hand surgery $241,745,007 $236,716,008 -2.1% 1.6%

Hematology $62,065,399 $58,922,531 -5.1% -1.5%

Hematology/oncology $1,263,400,878 $1,190,568,821 -5.8% -2.2%

Hospice & palliative care $60,401,542 $58,098,687 -3.8% -0.2%

Hospitalist $1,122,309,145 $1,073,686,512 -4.3% -0.7%

Independent diagnostic testing facility $594,101,398 $565,560,017 -4.8% -1.2%

Infectious disease $631,695,223 $603,139,712 -4.5% -0.9%

Internal medicine $8,674,787,715 $8,464,623,229 -2.4% 1.2%

Interventional cardiology $1,062,376,010 $1,002,535,118 -5.6% -2.1%

Interventional pain management $414,954,894 $400,894,842 -3.4% 0.2%

Interventional radiology $505,989,346 $440,722,416 -12.9% -9.6%

Licensed clinical social worker $865,975,790 $832,645,545 -3.8% -0.2%

Maxillofacial surgery $16,631,831 $15,952,245 -4.1% -0.5%

Medical oncology $399,240,017 $375,436,296 -6.0% -2.4%

Medical Toxicology $989,100 $949,649 -4.0% -0.4%

Multispecialty clinic or group practice $2 ,338,752 $2,260,414 -3.3% 0.3%

Nephrology $2,314,281,584 $2,228,795,922 -3.7% -0.1%

Neurology $1,347,510,187 $1,303,322,116 -3.3% 0.3%

Neuropsychiatry $8 ,258,570 $7,999,087 -3.1% 0.5%

Neurosurgery $763,067,695 $738,986,861 -3.2% 0.5%

Nuclear medicine $48,075,184 $45,531,473 -5.3% -1.7%

Nurse Practitioner $4,649,890,054 $4,526,061,280 -2.7% 1.0%

Obstetrics/gynecology $488,612,295 $474,014,299 -3.0% 0.7%

Occupational therapist $341,555,151 $328,141,611 -3.9% -0.3%

Ophthalmology $4,402,662,498 $4,258,607,168 -3.3% 0.4%

Optometry $1,108,184,042 $1,072,394,259 -3.2% 0.4%

Oral surgery (dentists only) $58,128,274 $53,244,134 -8.4% -5.0%

Orthopedic surgery $3,449,412,624 $3,357,188,065 -2.7% 1.0%

Osteopathic manipulative therapy $46,726,738 $45,350,062 -2.9% 0.7%

Otolaryngology $1,112,932,362 $1,058,724,383 -4.9% -1.3%

Pain management $491,521,740 $475,015,553 -3.4% 0.3%

Pathology $1,048,746,858 $999,463,594 -4.7% -1.1%

Pediatric medicine $55,255,490 $53,657,823 -2.9% 0.8%

Peripheral vascular disease $22,096,397 $19,077,259 -13.7% -10.4%

Physical medicine and rehabilitation $1,025,325,443 $988,495,720 -3.6% 0.0%

Physical therapist $3,532,743,987 $3,410,193,781 -3.5% 0.2%

Physician Assistant $3,210,435,644 $3,117,331,483 -2.9% 0.7%

Plastic and reconstructive surgery $351,177,790 $340,250,162 -3.1% 0.5%

Podiatry $1,873,747,882 $1,816,542,463 -3.1% 0.6%

Portable x-ray supplier $82,632,298 $87,211,960 5.5% 9.5%

Preventive medicine $13,891,803 $13,509,407 -2.8% 0.9%

Psychiatry $994,745,216 $963,867,766 -3.1% 0.5%
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to update the GFR eligibility criteria so that it aligns with up to date 
accepted standards for CKD stage 3 through stage 5, specifically GFR 
15 – 59 mL/min/1.73m2.”

Quality Provisions

On quality measures, the highlights of CMS’ proposals are to adjust the 
Merit-Based Incentive Payment System (MIPS) performance category 
weights, the addition and the removal of nephrology measures and a 
delay in the implementation of the MIPS Value Pathways (MVPs) until 
2023, as recommended by RPA in our comments on last year’s rule.

For the 2022 performance year/2024 payment year, the MIPS 
performance category weights are:

	0 30% for the quality performance category (down from 40%  
in 2021).

	0 30% for the cost performance category (up from 20% in 2021).
	0 15% for the improvement activities performance category  
(no change).

	0 25% for the Promoting Interoperability performance category  
(no change). 

Within the quality performance category, CMS proposes to do 
the following:

	0 Update quality measure scoring to remove end-to-end electronic 
reporting and high priority measure bonus points as well as the 
3-point floor for scoring measures (with some exceptions for small 
practices). This may have an adverse effect on nephrology.

	0 Use performance period benchmarks from calendar year 2019, for 
scoring quality measures in the 2022 performance period, rather 
than 2020 benchmarks due to the PHE.

	0 Extend the CMS Web Interface as a quality reporting option for 
registered groups, virtual groups, or other APM Entities for the 2022 
performance period.

	0 Update the quality measure inventory (a total of 195 proposed 
for the 2022 performance period). Increase the data completeness 
requirement to 80% beginning with the 2023 performance period.

As for the measures added and deleted from the nephrology 
measure set, the new measure added to the nephrology measure 
set is Hemodialysis Vascular Access: Practitioner Level Long-term 
Catheter Rate.

RPA has previously provided comments on this measure, stating: RPA 
believes that the measure exclusions should be expanded to include 
patients for whom dialysis is part of palliative care, not only those 
who are receiving hospice care. The exclusions should also include 
patients who have had multiple previous unsuccessful attempts to 
establish permanent vascular access (either through the placement 
of an arteriovenous fistula or arteriovenous graft), among other 
concerns. These changes were not made to the measure, therefore 
RPA’s concerns remain.

The deleted measure was Preventive Care and Screening: Screening for 
High Blood Pressure and Follow-Up Documented. CMS’ rationale for 
the removal is as follows:

We propose the removal of this measure as a quality measure from 
the MIPS program because this measure does not align with the 
Meaningful Measures Initiative as it is low-bar and a frequently 
performed assessment. This is a process measure that only requires 
a blood pressure to be taken and if abnormal a follow-up plan of 
care be documented; however, the documented follow-up includes 
referring the patient to a primary care physician and does require 
confirmation of follow-up. Additionally, the measure does not strive 
to ensure adequate control of blood pressure as patients with an active 
diagnosis of hypertension are excluded from the denominator eligible 
patient population. While screening patients for high blood pressure is 
an important piece of quality care, it is the controlling of high blood 
pressure which reduces patient clinical risks and truly drives positive 
patient outcomes. This quality action is already available in measure 
Q236: Controlling High Blood Pressure.

Comments on the fee schedule proposed rule are due on September 13; 
RPA comments will be posted at renalmd.org after that date.

2022 Hospital OPPS/ASC Rule
Like the other rules, the item typically of most interest is the adjustment 
to the payment rate. CMS is updating the ASC rates for CY 2022 by 
2.3% pursuant to a policy finalized in 2019 to tie the ASC rate to that of 
the HOPPS. This change is based on the projected hospital market basket 
increase of 2.5% with a 0.2 percentage point productivity (downward) 
adjustment. As a result, all six of the primary dialysis circuit payment 
codes (excluding the add-on codes) are scheduled for approximate 3% 
increases for 2022 when performed in the ASC setting.

More importantly and positively, CMS has discontinued an effort 
to eliminate the Inpatient Only (IPO) list, which would have had an 
extremely damaging impact on dialysis access services provided in 
ASCs. CMS’ rationale for the change was a concern for patient safety. 
The exact language from the preamble in the rule is below.

Changes to the Inpatient Only (IPO) List: For 2022, we propose 
to halt the elimination of the IPO list and, after clinical review 
of the services removed from the IPO list in CY 2021 against our 
longstanding criteria for removal, we propose to add the 298 services 
removed from the IPO list in CY 2021 back to the IPO list beginning 
in CY 2022. CMS is also proposing to codify in regulation the five 
longstanding criteria used to determine whether a procedure or 
service should be removed from the IPO list. In addition, we solicit 
comment on several policy modifications including whether CMS 
should maintain the longer-term objective of eliminating the IPO list 
or maintain the IPO list but continue to systematically scale the list 
back so that inpatient only designations are consistent with current 
standards of practice.

Comments on the HOPPS/ASC rule are due on September 17 and RPA’s 
comments on the rule will be posted at renalmd.org by that date. m

Note: The source of the Medicare Utilization used is CMS NPRM addenda file “CMS-1751-P_2020_Utilization_Data_Crosswalked_to_2022.xlsx.”  
Analysis estimates do not include the impact of GPCIs, carrier priced services, MPPR and Modifier-25 Payment Reductions or the advanced imaging DRA cap.

Medicare Specialty Description

CY2021 Estimated 
Allowed Charges 

(using $34.8931 CF and 
2021 RVUs)

CY2022 NPRM Estimated 
Allowed Charges 

(using $33.5848 CF and 
2022 Proposed RVUs)

Estimated Impact with 
EXPIRATION of 

3.75% CF Increase

Estimated Impact with 
EXTENTION of 

3.75% CF Increase

Psychologist $14,825,052 $14,218,343 -4.1% -0.5%

Pulmonary disease $1,474,712,058 $1,424,708,965 -3.4% 0.2%

Radiation oncology $1,635,758,381 $1,500,157,908 -8.3% -4.9%

Radiation Therapy Centers $37,646,552 $32,484,968 -13.7% -10.5%

Registered dietician/nutrition professional $18,174,341 $17,551,795 -3.4% 0.2%

Rheumatology $541,655,763 $517,669,357 -4.4% -0.8%

Sleep medicine $51,303,936 $50,271,769 -2.0% 1.7%

Speech language pathology $53,554,919 $51,537,872 -3.8% -0.2%

Sports medicine $117,947,272 $114,961,030 -2.5% 1.1%

Surgical oncology $89,374,638 $86,876,268 -2.8% 0.8%

Thoracic surgery $328,465,471 $313,914,569 -4.4% -0.8%

Unknown (Supplier/Provider) $250,571 $241,843 -3.5% 0.1%

Unknown physician specialty $27,893,177 $26,560,580 -4.8% -1.2%

Urology $1,708,393,253 $1,644,380,809 -3.7% -0.1%

Vascular surgery $1,188,636,595 $1,053,072,690 -11.4% -8.1%

              Grand Total $89,803,154,526 $86,470,257,373 -3.7% -0.1%

Combined Impact of Proposed Rule and Conversion Factor Reduction for 2022 (continued)

2022 Proposed Payment Rules
from page 5

http://renalmd.org
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From Capitol Hill
from page 1

faith and credit of the United States”) was set to expire on July 31, 
although there is some maneuverability for this to be delayed for some 
time, perhaps as long as into October or November. Non-resolution of 
the debt limit is a big deal in that the ability of the federal government 
to pay its bills would be compromised, the government may have to 
shut down, Wall Street might tank and federal expenditures such 
as military salaries and Social Security would be threatened. For 
his part Senate Majority Leader Mitch McConnell (R-KY) is saying 
that no GOP Senator will vote for an extension if Democrats are 
pursuing a multi-trillion-dollar budget reconciliation package, but 
there is apparently some division in McConnell’s ranks on that front. 
Either way, it is extremely likely that the debt ceiling (and FY 2022 
appropriations as well) will get done before calamity strikes, there will 
just be some drama occurring before it does. 

The other mega-issues taking up oxygen on Capitol Hill are the two 
infrastructure-ish bills being developed and debated, policing reform 
and the January 6 select committee being pursued by House Speaker 
Nancy Pelosi (D-CA). As noted, Senate negotiators seemed to be 
closing in on a bipartisan infrastructure package in late July but that 
depended on which day it was, as one day the deal would almost be 
done and the next it would be off; as this is written, no deal has been 
made. The other infrastructure deal would be part of the budget 
reconciliation/government funding package, which Democrats plan to 
be used to enact a wealth of their priorities that would be anathema 
to Republicans, and thus will have to pass both the House and Senate 
with most likely zero GOP support. Accomplishing this would be the 
successful high-wire act of all time given that the Senate is evenly split 
at 50-50, requiring Vice-President Harris to break ties, and the House 
margin is currently nine seats (220-211, with four vacancies). However, 
if Democrats were to be able to come up with a package that checks 
many of the boxes near and dear to their hearts (a HUGE if) and if 
that deal has the blessing of the White House, it’s hard to see too many 
D’s not voting ‘yes’ (though it obviously won’t take many). On policing 
reform, lead Senate negotiators Senators Cory Booker (D-NJ) and Tim 
Scott (R-SC) continue to indicate that they are making progress, but 
the deadline dates for a deal have been passed and extended numerous 
times and there still seems to be no advancement on the make-or-break 
issue of qualified immunity. About the January 6th select committee, 
while its deliberations promise to be of high significance and lead the 
news every night, the guess here is that it will have little impact on the 
day-to-day work of the Congress (but boy will the posturing on that 
from both sides be intense).

In an example of business proceeding as usual in the health care 
delivery space, late July saw the House Energy and Commerce 
approve by bipartisan voice vote a diverse package of small bills on 
issues such as opioid awareness, analysis on social determinants of 
health, immunization infrastructure modernization and vaccination 
and quality improvement in the area of maternal health. All of the 
proposals by themselves are relatively modest (unless you’re in the 
engaged communities, I guess), but progress on initiatives such as these 
is meaningful in that it’s indicative of the process working as it should 
and may bode well for priorities related to kidney care. 

Speaking of issues related to kidney disease, mid-July saw key members 
of the of the Senate Finance Committee and the House Oversight and 
Reform Committee (namely, Chairs Ron Wyden (D-OR) of Senate 
Finance and Carolyn Maloney (D-NY) of House Oversight), send a 
letter to Health and Human Services (HHS) Secretary Xavier Becerra 
and CMS Administrator Chiquita Brooks-LaSure supporting the final 
rule to reform the U.S. organ procurement system. In fact, the letter 
urged CMS to move more swiftly to ensure the accountability of organ 
procurement organizations (OPOs) than the timeline outlined in the 
rule. As finalized, decertification of poorly performing OPOs would 
not occur until 2026, despite relevant data being available since 2019. 
This is the subject of considerable debate in the transplant community. 
While no one argues against the need for greater accountability, some 
stakeholders believe moving the deadline up will not necessarily serve 
the greater good of improving organ availability. Since the 2026 date 
has been finalized, additional regulation would likely be necessary to 
change the interval. 

On RPA’s legislative priorities, the Living Donor Protection Act (S. 
377/H.R. 1255) is up to 30 co-sponsors in the Senate and 44 in the 
House (and these figures likely reflect the advocacy from RPA’s Hill 
Day as several offices cosponsored these bills shortly after our Hill 
Day). There has been some discussion regarding language changes 

made in the living organ donation bills for this session of Congress; 
this part of the intramural sausage making process will probably be 
ongoing through the fall. Regarding telehealth, the COVID-specific 
telehealth bill, H.R. 366, has 49 cosponsors, while the two versions 
of the CONNECT Act, S. 1512 and H.R. 2903, have 59 and 72 
cosponsors, respectively. Recall that the lead sponsor for both bills in 
the House, Rep. Mike Thompson (D-CA), is placing greater emphasis 
on the COVID bill because of greater urgency, perceived or not, of the 
COVID bill, which does not have a companion bill in the Senate. As 
in the previous 116th Congress, RPA endorsed the CONNECT Act 
and is listed among the endorsing organizations in the announcement 
developed by original cosponsor Senator Brian Schatz’s (D-HI) office. 
All these bills would permanently remove the originating site and 
geographic restrictions on the use of telehealth in Medicare. 

As for RPA’s other 2021 legislative priority, the Chronic Kidney Disease 
Improvement in Research and Treatment Act of 2021 (S. 1971, H.R. 
4065, the community CKD bills) were introduced in early summer by 
Senators Ben Cardin (D-MD) and Roy Blunt (R-MO) and Reps. Terri 
Sewell (D-AL) and Vern Buchanan (R-FL). Among the highlights of 
this bill are provisions to promote use of the Medicare kidney disease 
education (KDE) benefit, to ensure access to Medigap plans for all 
ESRD beneficiaries regardless of age and to promote innovation in the 
ESRD Prospective Payment System (PPS). Additionally, during its May 
5 call, the RPA Government Affairs Committee (GAC) discussed and 
ultimately decided to support the Healthcare Workforce Resilience Act 
(S.1024/H.R.6788). RPA supported the previous iterations of these bills 
in 2020, citing workforce shortages during the COVID-19 pandemic. 
The legislation would provide a pathway for immigrant healthcare 
workers to get permanent residency in the US via the use of time-
limited, unused visas. 

On other kidney-related legislation, on June 17, the Coordination, 
Accountability, Research (CARE) for All Kidneys Act of 2021 (H.R. 
3893) was introduced by Reps. Lisa Blunt Rochester (D-DE) and Brad 
Wenstrup (R-OH). The bill mandates the completion of research on 
kidney disease and its complications in minority, underserved and rural 
communities. Additionally, the bill would require HHS to provide an 
annual report on the impact of the ESRD Treatment Choices (ETC) 
mandatory payment model on minority, underserved and rural patient 
groups, and specifies the inclusion of nephrology health professionals 
in the National Health Service Corps. It is worth noting that while the 
CKD community bill and the CARES Act have very few cosponsors 
apart from the original legislators, introduction of these bills is 
meaningful in that the individual provisions are now on the table in 
fleshed-out legislative language and thus may be ripe for inclusion for in 
broader health care packages likely to be assembled later in the year. 

Finally, on an issue that currently isn’t yet in legislative format but 
which all of medicine is hoping gets there, an effort is underway to 
get Congress to address the proposed 3.75% reduction in the 2022 
Medicare Physician Fee Schedule conversion factor (CF). Late July saw 
RPA and 108 other medical societies send a letter to leaders from both 
parties and in both chambers calling for Congress to eliminate the cut 
for both 2022 and 2023 and take that time to work collaboratively to 
address the underlying problem causing the cuts, the requirement for 
budget neutrality in the Medicare program. This is a tall order. Not 
only is seeking a two-year fix ambitious, but it also must be viewed 
in the context of Congress stepping in to address what was a 10-11% 
proposed cut last year; they simply may not view a 3.75% hit with 
the same urgency. Further, eliminating budget neutrality in Medicare 
along with figuring how to maintain fiscal constraint subsequently will 
approach deciphering the Dead Sea Scrolls in terms of complexity. That 
said, this effort must start somewhere, and the fact that this is being 
pursued in a cycle where multi-trillion spending packages are being 
debated is not a bad place to begin.

So, the partisanship on Capitol Hill is as bitter as ever, agreement 
cannot be reached on whether our Capitol was attacked in January, 
funding of the federal government for now is definitely uncertain 
(definitely uncertain? Oxymoron alert!), and efforts to ensure stable 
and predictable Medicare reimbursement in the coming years will be 
as challenging as ever. Hades in a handbasket indeed. One other thing 
about my mom: she was relentlessly optimistic, always looking for the 
best in people and in situations. This is another quality to be admired 
and emulated. Here’s to seeking positive resolutions to the issues 
at hand. m
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RPA PAC Hosts Reception for Congressional Kidney Caucus Co-Chair 

RPA PAC continues to be the voice of nephrology on Capitol 
Hill by participating in events for key legislators in Congress. 
In addition, in mid-June, RPA hosted an in-person reception 

(socially distanced, with safety protocols observed) with Rep. Larry 
Bucshon, M.D. (R-IN). Dr. Bucshon, a cardio-thoracic surgeon, is a 
member of the House Energy and Commerce Health Subcommittee, 
and more importantly to the kidney community, has been the 
Republican Co-Chair of the Congressional Kidney Caucus (CKC) since 
March of 2019. 

During his remarks and a lively question and answer session, Dr. 
Bucshon addressed a broad range of issues at play in Congress. These 
included efforts to ensure that international medical graduates (IMGs) 
can remain in the U.S. serving the communities in which they live, 
medical school debt, the looming 3.75% Medicare payment shortfall 
for 2022, and RPA’s high priority legislative issues, specifically, living 
organ donation and extension of telehealth waivers. Additionally, 
he advised attendees that he and CKC Democratic Co-Chair Rep. 
Suzan DelBene (D-WA) would be sending a letter to the U.S. 
Preventive Services Task Force (USPSTF) urging them to add chronic 
kidney disease (CKD) to the list of conditions for which routine 
screening occurs.

Other legislators supported by RPA PAC in recent months include: 
Terri Sewell (D-AL, member of the House Ways and Means Health 
Subcommittee, and original cosponsor of H.R. 4065, the Chronic 
Kidney Disease Improvement in Research and Treatment Act of 2021); 
Vern Buchanan (R-FL, member of the W&M Health Subcommittee 
and lead Republican cosponsor of H.R. 4065); Nydia Velázquez 
(D-NY, Chair of the House Committee on Small Business and 
champion of the Paycheck Protection Program); Robin Kelly (D-IL, 
member of the House Energy and Commerce Health Subcommittee 
and longtime friend of the kidney community); and Lisa Blunt 
Rochester (D-DE, also a member of the E&C Health Subcommittee). 
Among the highlights of these events were Mr. Buchanan expressing 
strong support for not only the telehealth bills (among the likeliest 
health policy initiatives to be acted on in this session of Congress) but 
also the living organ donor bill, and Ms. Velázquez noting that the PPP 
benefitted not only physician practices but also 501c6 organizations 
such as RPA. She is looking for insights from recipients of the PPP 
regarding how to simplify the loan forgiveness process/requirements. 
Fall events are in the planning stages for Senators Todd Young (R-IN), 
Ron Wyden (D-OR), Catherine Cortez Masto (D-NV), Tim Scott 
(R-SC) and Mike Crapo (R-ID) and Reps. Cathy McMorris Rodgers 
(R-WA) and Raul Ruiz (D-CA). 

Of course, the ability to have these types of interactions are why RPA 
formed a political action committee in 2005. Real time, face-to-face 
exchanges between legislators and RPA representatives, especially when 
physicians in Congress and nephrologists are involved, are irreplaceable 
in presenting nephrology’s perspective to Capitol Hill policymakers. 
Since the reception for Dr. Bucshon occurred on a summer Friday, he 
was available to stay for lunch and break bread with RPA leaders for 
over 40 minutes after his remarks (again safely distanced), discussing 
issues related to legislation affecting nephrology policy and also 
completely unrelated topics like their kids, DC traffic and the U.S. 
Open golf tournament. The opportunity to foster relationships to this 
degree simply wouldn’t happen in the absence of a robust RPA PAC. 
With the inability for RPA to convene a face-to-face Annual Meeting 
in 2020 and 2021, the level of PAC contributions since the start of 
the pandemic has been greatly reduced. Help RPA PAC maintain its 
relationship with key Congressional leaders by donating to the RPA 
PAC today at https://www.renalmd.org/donations/fund.asp?id=15453 
or by sending a personal check to 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 or the RPA PAC Treasurer 
Mary Orgler at 301-468-3515, or at rblaser@renalmd.org or 
morgler@renalmd.org. 

Please take the time now to support the PAC and preserve nephrology’s 
place at the policy lunch table.	 m

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. 

RPA President Dr. Tim Pflederer discusses RPA’s legislative priorities with Rep. Bucshon.

https://www.renalmd.org/donations/fund.asp?id=15453
mailto:rblaser%40renalmd.org?subject=
mailto:?subject=
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W ith a respectful nod to Willie 
Nelson, a fellow Texan such 
as myself, the next two years 

in nephrology have been on my mind. 
Recently, I participated in an agenda 
planning call for the next RPA Annual 
Conference in which I proposed that 
one of the topics to be covered should be 
the changing landscape of the business 
of nephrology. I posited to the group 
that there is a tidal wave of new players 
and new initiatives into the nephrology 
space that we as a specialty need to 
pay attention to as they will lead to a 

change in how we deliver kidney care within our local markets. One 
person on the call mentioned that as part of this topic we also needed 
to have a contrarian view to “lots of change is coming” as we had 
seen the promise of significant changes to our specialty before that did 
not come to fruition. I agreed with him that we have been promised 
change before, but I also think that this time it will be different due to 
the inundation of our specialty in new payment models, organizations 
and investments.

The developments in our specialty that should peak all our interests are 
the following:

	7 Although delayed until January 2022, new payment models through 
the Centers for Medicare and Medicaid Services (CMS), via their 
Center for Medicare and Medicaid Innovation (CMMI), significantly 
changing reimbursement patterns for Medicare patients.

	7 Although we have lately seen fee-for-service reimbursement 
increases from Medicare, downward pressure on reimbursements 
with large upward pressure on practice expenses.

	7 New organizational entrants into our specialty, such as Cricket 
Health/Monogram Health/Somatus/Strive Health, that were 
specifically created to address a deficit in care coordination within 
our specialty and that also need to deliver positive financial results 
to their shareholders.

	7 Alignment between large dialysis organizations and nephrology 
practices to further explore risk-bearing arrangements with health 
insurance organizations.

	7 The use of artificial intelligence to sweep through our electronic 
medical records to help identify our patients who are most prone to 
advance to end-stage renal disease.

As practice administrators helping to lead small and large nephrology 
practices, we must consider each of the new changes listed above 
while at the same time helping to develop the infrastructure to achieve 
quality outcomes for our patients, create a positive environment for 
our employees and deliver positive financial results to our physician 
employers. Each of us has different local market challenges to overcome, 
including the size and scope of our practice, but let’s explore the 
questions that we are trying to answer in overcoming the above noted 
changes to our specialty.

New Payment Models
	7 If you are joining one of the at-risk CMMI payment models, who is 
going to perform the work necessary to help you reach the goals of 
the program?

	7 Is your practice financially ready for quarterly chronic kidney 
disease patient reimbursement?

	7 Do your physicians know enough about the new payment models so 
as not to be surprised when they feel the effects?

Reimbursement and Practice Expenses
	7 Although we do not have control over the level of reimbursement 
we will receive, have you optimized practice operations based on 
the payment model you will participate in through CMMI?

	7 Have you looked at the big-ticket items on your profit and loss 
statement to lower expenses as much as possible?

	7 Through the newly found affinity for many employees to work from 
home, have you explored sharing overhead expenses with other 
nephrology practices?

New Organizational Entrants
	7 We know, through press releases, that the new organizational 
entrants have private and public equity investments in them of 
over $1B. Everyone who has invested expects a return on their 
investment.

	7 When they ask you to support their work in your local market 
with your practice’s patients, what will your practice philosophy be 
regarding engaging with them?

	7 Oftentimes, the new organizational entrants already have an at-risk 
contract with the insurance company covering your patients when 
they come to speak with you. Who will take the lead in interfacing 
with them?

	7 How will you cover the infrastructure costs associated with 
supporting the flow of work into your practice created by these  
new companies?

LDO Alignment in New Payment Models
	7 Both Fresenius Medical Care and Davita have a risk-bearing 
organization that will allow these companies to participate in both 
the chronic kidney disease and end-stage renal disease value-based 
agreement space.

	7 If you are associated with either of them, what is your practice’s 
ability and philosophy to participate in value-based arrangements?

	7 How much financial risk are the physicians in your practice willing 
to take in a value-based agreement?

Data and Artificial Intelligence
	7 The new organizational entrants all can electronically analyze 
your patient data and derive those patients that their algorithm 
determines will be the most likely to advance in their chronic  
kidney disease.

	7 What is your practice’s philosophy towards receiving this type  
of data?

	7 If you receive the data on who your most vulnerable patients are, does 
this change how you care for those patients who are not on the list?

As you can see, the nephrology specialty is at an intersection involving 
change in our reimbursements; change in the players involved; change in 
the amount of dollars invested; and change to how data can be used to 
care for our patients. These changes cause variability to the stability and 
cash flow of our practices, of which we are used to having predictable 
outcomes, while increasing our expenses to create the necessary practice 
infrastructure. Ultimately, very few of us can ask the physicians we 
work with to see more patients as they already have a full workload, so 
we have to engage them in conversations about risk tolerance; alternate 
revenue streams; investing in the practice/infrastructure today to 
hopefully be made financially whole at some point in the indeterminate 
future; and preparing them for the fuzzy math that is involved in 
engaging in new payment models, value-based agreements and working 
with the new entrants into the market. Like most owners of a business, 
and when bolstered by their mathematical mindsets, nephrologists tend 
to be risk averse and protective of their expected incomes within the local 
market. We must place a premium on preparing for the next 18 to 24 
months that will provide clarity on new payment models, which of the 
new entrants will be successful and the changes that will be necessary 
at the practice level to support continued patient quality outcomes and 
financial success.

We, as a specialty, as well as CMMI, learned a lot during the ESCO 
demonstration project and much of that new knowledge was applied to 
the ETC/KCF/CKCC payment models. The new organizational entrants 
and the large dialysis organizations that are shifting into the CKD 
space are responding to a need to more effectively manage our patients 
through the care continuum. There is so much attention on the cost 
to the healthcare system for our patients, and the investment made by 
private capital into this space in the last four years is staggering. So while 
the next two years should be on your mind, the runway is short for all of 
us to adjust, influence and succeed through the changes that surely will 
come to bear in each of our practices. m

Mr. Arrieta is the Chief Financial and Operating Officer at Nephrology 
Associates Nashville. He can be reached at darrieta@tnkidney.com.

PRACTICE
MANAGEMENT

Preparing for the Changing Business  
of Nephrology
By David Arrieta

http://darrieta@tnkidney.com
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Legal Issues: Ransomware Attacks and Cyber Insurance Considerations 
for Nephrology Practices
By Kimberly J. Kannensohn and Nesko Radovic

Over the past few years, ransomware attacks have emerged as 
a major concern for businesses in the United States, including 
hospitals and other healthcare providers. In May 2021, the 

operator of a major pipeline system that transports fuel across the East 
Coast fell victim to a ransomware attack that resulted in a six-day 
shutdown. As a result, stockpiles of gasoline on the East Coast dropped 
by about 4.6 million barrels and gas prices surged to their highest levels 
in six and a half years. Confronted by mounting public pressure to 
respond, the pipeline operator authorized a ransom payment of $4.4 
million to hackers. One week later, one of the world’s largest meat 
suppliers disclosed that it was targeted by a ransomware attack that 
forced the company to shut down its meat processing plants in North 
America. These attacks and the media attention they received brought 
ransomware attacks squarely into the public eye for perhaps the first 
time. However, such attacks and the strategy behind them are not new.

In a ransomware attack, criminal actors take advantage of unique 
network and connectivity vulnerabilities to infiltrate information 
system servers, encrypt data and prevent businesses from accessing 
critical records. A ransomware attack operates on the premise that if 
the victim of the attack pays the amount demanded, the criminals will 
provide the software keys needed to decode the data and enable the 
victim to continue its operations. Victims are then left with the difficult 
decision of whether to pay a ransom to decrypt their records. This 
article addresses the specific vulnerabilities of health care providers, 
including nephrology practices, to ransomware attacks and other 
data breaches and examines the role of cyber insurance in mitigating 
that risk.

Impact of Ransomware on U.S. Healthcare Industry
Health systems and healthcare providers have been a frequent target 
of ransomware attacks. In 2020 alone, at least 91 U.S. healthcare 
providers suffered attacks, up from 50 in 2019, and that number 
is expected to increase in 2021. In recent months, separate attacks 
disrupted the IT networks of public healthcare systems in Ireland and 
New Zealand and resulted in a call for governments and industry to do 
more to hold cybercriminals accountable.

In a joint cybersecurity advisory from October 2020, the Cybersecurity 
and Infrastructure Security Agency, the Federal Bureau of Investigation 
and the Department of Health and Human Services1 recommended 
not paying ransoms, as there are no guarantees that files can and will 
be recovered. However, ransomware attacks are typically costly and 
highly disruptive for healthcare providers. In 2020, the U.S. healthcare 
industry lost $20.8 billion due to downtime caused by ransomware 
attacks. The University of Vermont Medical Center furloughed 
300 staff members and is estimated to have lost approximately $64 
million due to a recent attack. Nevertheless, ransom payments are 
controversial because they fund and embolden criminal enterprises, 
leading to increasing ransom demands. Last year, hackers demanded 
approximately $15.6 million from more than 600 U.S. healthcare 
facilities, with at least $2.1 million of that amount paid.

Healthcare Providers are Uniquely Vulnerable
Healthcare data breaches across the United States are increasing. As the 
U.S. Department of Health and Human Services’ online breach portal2 
indicates, the size of the practice or the healthcare organization is not 
correlated to the risk and, like health insurers, government agencies and 
large hospital systems, small physician practices are also experiencing 

an increasing number of attacks. Healthcare providers, including 
nephrology practices and dialysis providers, are uniquely vulnerable to 
ransomware attacks for several reasons:

	0 Valuable and accessible data. Cybercriminals target healthcare 
providers because their data contains valuable information including 
patient names, birthdates, addresses, social security numbers, 
credit card numbers and health insurance information. In addition, 
patient records may be compromised in cases of improper disposal 
of patient information or the use of record storage systems with 
deficient cyberattack protections. Security risks have also increased 
as providers work remotely from home and at COVID-19 testing and 
vaccination sites.

	0 Telehealth. As nephrology practices and dialysis providers adopt 
telehealth platforms to deliver care to patients receiving hemodialysis 
and peritoneal dialysis at home, the amount of electronic data 
generated and the risk to that data increases. Digital technology 
enhances the ability of nephrologists and dialysis providers to 
acquire and transmit information about a patient and to monitor 
patients remotely where warranted. Clinical information and 
dialysis treatment data, such as treatment duration, ultrafiltration 
rates, interruptions and alarms can easily be gathered and used to 
respond to emergencies and to make more efficient care decisions. 
However, the electronic storage and transmission of this data and 
its use in remote monitoring exposes nephrologists and patients 
to cyberattacks that may disrupt the delivery of treatments and 
other care.

	0 Electronic health records need to be open and shareable. Provider 
networks without tight access controls are highly susceptible 
to breaches. Confidential patient data needs to be accessible to 
nephrologists and staff, both on-site and remote, and across multiple 
platforms and devices. This necessary interconnectivity further 
exposes the data to cyberattacks.

	0 Outdated technology. As medical technology advances, the 
associated IT equipment and software eventually reaches its end-of-
life and vendors generally stop providing updates. Nephrology 
practices that do not update their IT systems and software, due 
to either limited budgets or a reluctance to learn new systems, are 
potentially exposing their networks to significant risk.

	0 Most likely to pay. Finally, healthcare organizations are among the 
most likely to pay a ransom to recover their data, particularly where 
back-ups have not been created and the data is needed to ensure 
continuity of care for patients.

Importance of Cyber Insurance Coverage for  
Nephrology Practices
The increased frequency of ransomware attacks and the risks of a data 
breach more generally have important implications for nephrology 
practices who are considering the purchase of new cyber insurance 
coverage or evaluating existing coverage. Cyber insurance covers losses 
and damages resulting from patient data being stolen, exposed, held 
for ransom, or improperly shared. It generally covers deliberate actions, 
such as hacking or ransomware, as well as accidental disclosures, such 
as when a laptop containing unencrypted patient information is lost 
or a coding error accidentally exposes patient data. Cyber insurance 
may also help practices respond to a data breach, which can be time-
consuming and expensive, particularly if more than a few patients are 
impacted. Coverage that may be provided in case of a breach includes:

	0 Payment of regulatory fines and penalties;
	0 Compensation for loss of income from downtime or lost patients, 
including compensation for any uncollected billing the provider was 
forced to write off due to unrecovered patient records;

	0 Assistance with hiring of IT experts to find and fix the breach;
	0 Assistance with establishing a call center to provide information to 
individuals affected by the breach; and

	0 Assistance with hiring of attorneys to represent the practice 
in any lawsuits filed by patients (as well as payment of any 
damages awarded).

1 The Cybersecurity and Infrastructure Security Agency, the Federal Bureau of Investigation, the Department of Health and Human Services, Joint Cybersecurity Advisory: Ransomware Activity 
Targeting the Healthcare and Public Health Sector (October 28, 2020), available at https://us-cert.cisa.gov/sites/default/files/publications/AA20-302A_Ransomware%20_Activity_
Targeting_the_Healthcare_and_Public_Health_Sector.pdf

2 The U.S. Department of Health and Human Services’ online breach portal is available at https://ocrportal.hhs.gov/ocr/breach/breach_report.jsf

https://ocrportal.hhs.gov/ocr/breach/breach_report.jsf


To obtain cyber insurance, a nephrology practice may contact a general 
commercial liability insurance broker or a broker that specializes in 
the procurement of cyber insurance. The broker should be able to 
provide recommendations regarding coverage scope and limits, which 
may vary depending upon the size of a practice and the amount of 
electronic data the practice is processing. If a nephrology practice has 
assumed contractual obligations to procure cyber insurance coverage 
with minimum limits, the amount of coverage purchased should satisfy 
those limits. In addition, the practice should carefully review policy 
exclusions and caps on coverage with its broker or with legal counsel. 
Policies that do not cover the costs of investigating and responding to 
a ransomware attack or exclude coverage for the loss of operational 
income due to a data breach may not be worth the cost.

Ransomware Endorsements and Security Controls
Cyber insurance that covers the risk of a ransomware attack has 
become more widely available in recent years. These types of policies 
or endorsements typically cover all or some of the money spent to 
pay the ransom demand, allowing the policyholder to unlock its files 
and systems upon payment and resume operations. This approach 
is predicated on the assumption that, as a general rule, the ransom 
amount will be less than the cost of replacing or restoring files and 
equipment damaged or permanently locked as a result of the attack, 
along with the associated downtime. However, if this ceases to be 
true, cyber insurance carriers may eventually require insureds to 
mitigate the damage rather than pay the ransom. As one example, 
AXA, one of Europe’s top five insurers, issued a statement on May 
6, 2020, indicating that it will no longer underwrite policies in 
France that reimburse customers for extortion payments made to 
ransomware criminals.

In addition, certain insurers have been tightening their underwriting 
guidelines and scrutinizing cybersecurity controls in greater detail. 
With the significant increase in security risks resulting from the 
COVID-19 pandemic, these trends will continue. Accordingly, it is 
critical for nephrology practices to implement physical, technical and 
administrative safeguards (as required by HIPAA) to protect their 
information systems. Not only will this enhance the quality and 
amount of coverage available to a practice, but it will also reduce the 
security risks to a practice’s information systems.

Preserving the Right to Coverage
Nephrology practices should closely review and attain familiarity 
with the key terms and limitations of their cyber insurance policies or 
endorsements. Most policies provide coverage only for costs incurred 
after the insured notifies the insurance carrier that a ransomware 
attack or other breach has occurred. Some policies also require the 
policyholder to inform applicable law enforcement agencies prior to 
providing coverage for any costs incurred. Further, insurers require 
prior approval of the payment of any ransom. Accordingly, to preserve 

their right to coverage, nephrology practices should have a basic 
understanding of the coverage provisions of their cyber insurance 
policies and, in the event of a security incident, work with their 
insurance agents or counsel to confirm they have satisfied all of the 
insurer’s notice-of-loss requirements.

Additional Coverage Specific to Cyberattacks
Practices should also consider obtaining coverage for the following 
types of expenses, which are usually associated with services related to 
a breach of protected personal information (PPI):

1.  Crisis assistance services. These types of services generally include 
(i) providing notices of the attack to individuals whose PPI may 
have been improperly accessed, lost or stolen by the hackers; 
(ii) establishing a call center for impacted individuals to receive 
information; and (iii) designing and hosting a website to notify 
impacted individuals of any access, loss or theft of PPI as a result of 
the attack.

2. Credit monitoring services.

3. Identity theft services.

4. Fraud resolution services.

Additional Steps to Minimize the Risk and Impact of a 
Ransomware Attack
To minimize the impact of a ransomware attack and ensure that data 
remains accessible, a nephrology practice should continuously back up 
its data to an offline site. Having local copies of backups is preferable, 
since downloading data from clouds is typically time-consuming and 
costly. Experts also recommend that providers install monitoring tools 
that can quickly notify administrators of any server outages. This 
limits the number of machines hackers can encrypt and hold hostage, 
which can greatly reduce recovery time. Nephrology practices should 
procure medical devices with appropriate security features and update 
the cybersecurity capabilities of their existing IT infrastructure. Finally, 
insurance contacts, policy numbers and vendor and support contract 
information should be saved in hard copy and kept readily available 
to enable a nephrology practice to respond rapidly in the event of a 
security incident. m

Ms. Kannensohn is a partner in the McGuireWoods Healthcare 
Practice and counsel to the Renal Physicians Association. Mr. Radovic 
is an associate in the McGuireWoods Healthcare Practice.

Author’s Note: This article is for information purposes only and not 
for providing legal advice. You should contact your attorney and/ 
or tax advisor to obtain advice with respect to any particular issue 
or problem. The opinions expressed at or through this article are the 
opinions of the individual authors and may not reflect the opinions of 
the firm or any individual attorney.
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Public Policy 
  News Briefs

	0 On July 29, RPA joined 101 national and state medical societies to 
express serious concerns about efforts by the Veteran’s Administration 
(VA) to develop National Standards of Practice for physicians and 
other health professionals that supersede state scope of practice and 
licensure laws. The letter called for the VA to pause its effort and 
initiate a meaningful process for the collection, dissemination and 
inclusion of stakeholder input as early into the process as possible.

	0 On July 23, RPA joined over 100 other medical societies in calling on 
Congress to provide stability in Medicare physician reimbursement by 
mitigating a proposed 3.75% reduction in the Medicare physician fee 
schedule conversion factor for calendar years 2022-2023. Details on 
this issue are provided in the From Capitol Hill column. 

	0 On July 11, the House Appropriations Committee released the draft 
fiscal year 2022 Labor, Health and Human Services, Education and 
Related Agencies funding bill. For 2022, the bill provides $253.8 
billion, an increase of $55.2 billion – 28 % – above 2021. Specific 
to health policy, the bill provides a total of $49 billion for NIH, an 
increase of $6.5 billion above the FY 2021 enacted level and provided 
the National Institute of Diabetes and Digestive and Kidney Diseases 
(NIDDK) with an increase of $106 million, about a 5% increase 
similar to other Institutes and Centers.

	0 On May 24, RPA joined the AMA and dozens of other specialty 
societies in calling on the CMS Center for Medicare and Medicaid 
Innovation (CMMI) to make numerous improvements in the 
implementation of alternative payment models (APMs) in the Medicare 
program. These include but are not limited to: (1) increasing the 

transparency and stability of CMMI APMs; (2) enabling the APMs to 
address health inequities; (3) extending the duration of the five percent 
MACRA incentive payment six years, to 2030; and (4) investing in 
care transformation by medical practices. The letter also proposes to 
increase physician engagement in the APM development process.

	0 RPA convened its annual Capitol Hill Day congressional visits 
program virtually on May 21 in collaboration with the American 
Association of Kidney Patients (AAKP). Advocates visited 108 
Congressional offices, and RPA leadership met with policy staff from 
the committees of jurisdiction (Senate Finance, House Energy and 
Commerce and House Ways and Means). This event was the catalyst 
for the addition of more than two dozen cosponsors across RPA’s 
legislative priorities.

	0 In early May, RPA joined the AMA Telehealth Immersion Program 
as a collaborative partner. The program is intended to provide 
foundational information surrounding the telehealth landscape and 
offer deep dives into aspects of telehealth including, but not limited 
to, clinical use cases, integration with other healthcare technologies, 
the impact of telehealth related to elements of the quadruple aim, 
how to successfully scale and sustain telehealth in practice and virtual 
care expansion opportunities. This will occur through a series of 
curated webinars, interactive peer-to-peer learning sessions, virtual 
discussions, bootcamps and on-demand resources. This program 
is mission driven and available to physicians, practices and health 
systems at no-cost.	 m
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RPA PAL Virtual Forum Brings Insights Home

On June 19-20, RPA Policy Advocacy Leadership (PAL) held its 
second Virtual Forum. Featuring both formal presentations 
and interactive panel discussions, the two-day event showcased 

a range of topics and provided a wealth of insights related to policy, 
advocacy and leadership to participants. The RPA PAL Forum attracted 
both adult and pediatric nephrologists, practice administrators, coders 
and more. RPA PAL participants play a key role in shaping coverage 
and payment policies within the context of the changing healthcare 
landscape at federal and local levels.

The Forum kicked off with Conversation with CMMI: Kidney 
Payment Models, featuring Kathleen Blackwell, MPH, Model Lead for 
the Kidney Care Choices (KCC) and End Stage Renal Disease (ESRD) 
Treatment Choices (ETC) Models operated by the Center for Medicare 
and Medicaid Innovation (CMMI). Ms. Blackwell discussed the kidney 
payment models and new leadership at both CMS and CMMI. She 
noted that the Biden Administration has made health equity a priority 
and that the healthcare community needs to come to a common 
understanding about what that means. Additionally, she emphasized 
that qualitative and quantitative data are needed on health equity and 
that there is a need to understand the role payment design plays in 
exasperating or ameliorating disparities in care, access and outcomes. 
She noted CMMI has been gathering feedback from the community 
about the patient populations that are being treated under the voluntary 
models and the services that are covered and paid for and any patterns 
of care they incentivize. Ms. Blackwell answered questions about 
quality metrics, enrollment in the voluntary models and the Medicare 
Administrative Contractors’ role in the ETC bonus payments. She also 
encouraged the audience to contact CMMI with their thoughts on how 
the kidney payment models could better test innovations that address 
health equity.

Next on the agenda was Care Disparities in the CKD/ESRD 
Population, featuring Deidre Crews, MD Associate Director for 
Research Development, Johns Hopkins Center for Health Equity and 
Professor of Medicine, Johns Hopkins University; Tessa Novick, MD, 
MSW, Assistant Professor, Department of Internal Medicine; and 
Neil Powe, MD, MBA, Chief of Medicine, Zuckerberg San Francisco 
General Hospital, Constance B. Wofsy Distinguished Professor and 
Vice-Chair of Medicine, University of California San Francisco. Dr. 
Powe opened the session with the latest research on CKD and ESRD 
disparities and the entanglement of health and healthcare, noting 
that social determinants of health interact powerfully with healthcare 
delivery, and we need to address both. He stated that addressing racism 
will require not only action in the health care sector but other sectors 
that influence health directly or indirectly. Dr. Crews focused her talk 
on accessibility of healthy foods and its impact on specific communities. 
She highlighted how food insecurity increased during the COVID-19 
pandemic and the impact of food insecurity on the progression of 
CKD. She noted that clinicians can play a role in addressing this 
challenge by asking patients about their ability to access food, assisting 
them in connecting them to food resources and advocating for related 
policy changes. Dr. Novick focused on the role unstable housing plays 
in driving CKD and ESRD disparities. She noted unstable housing 
includes both homelessness and housing insecurity. In addition, 
people experiencing housing insecurity were more likely to progress to 
kidney failure or die and are far less likely to see a nephrologist before 
kidney failure. As with food insecurity, the COVID-19 pandemic 
worsened housing insecurity. Dr. Novick recommended screening 
patients for unstable housing, using tools such as the Accountable 
Health Communities Health-Related Social Needs Screening Tool 
or by simply asking, “tell me about your living situation; how is 
everything at home?” She emphasized that understanding a patient’s 
housing situation may impact treatment decisions and risk factors 
may be able to be addressed through referrals to social workers and 
case management.

During Challenges in Translating Nephrologists’ Input into 
Policy Decisions, Joseph Flynn, MD, MS, Chief of the Division of 

Nephrology, Seattle Children’s Hospital; Rajiv Poduval, MD FASN, 
CEO, US Nephrology; and Lawrence Weisberg, MD, Head of the 
Division of Nephrology, Cooper University Health Care, engaged in 
a panel discussion moderated by Nishant Jalandhara, MD, Founder 
of DFW Kidney Care Clinic. Dr. Flynn spoke about the role of 
nephrologists in advocacy, the value of establishing relationships 
with CMS staff and members of Congress and their staff and the 
importance of providing data to support advocacy tasks. He also 
highlighted the role of technical expert panels in determining cost and 
quality measures. Dr. Weisberg discussed leadership at the local level, 
highlighting his experience with being approached about joining an 
ESCO, which after researching he recommended joining to his health 
system. He was appointed to the ESCO governing board to make 
sure as a practicing nephrologist he had a voice in the ESCO model 
and its financial decisions. He contrasted the ESCO experience with 
one where his hospital administration was approached directly by a 
device manufacturer, bypassing the nephrology department. However, 
because he had a good relationship with the administration, they 
asked his opinion of the product. Dr. Poduval shared his experiences 
with transitions to value-based care and the impact on nephrology. 
He urged nephrologists to understand their place in the healthcare 
ecosystem and to be more active in policy and advocacy, despite limited 
bandwidth. He noted that health systems don’t know how to prioritize 
nephrology, so nephrologists need to come together as a community. 
Dr. Jalandhara encouraged early career nephrologists to join hospital 
and local medical society committees to get involved locally, in addition 
to participating in RPA on the national stage. The panelists addressed 
questions from the audience on topics such as practice support for 
advocacy activities, leading by example and mentoring and involvement 
in state-level advocacy.

RPA PAL Chair Harry Giles, MD, shared RPA’s proposed approach 
to Medicaid advocacy in the session, Setting a Medicaid Advocacy 
Agenda. This spring, RPA undertook a Medicaid landscape analysis 
and surveyed members about their experiences with Medicaid. As 
a result, RPA identified four potential areas for advocacy: Educate 
Policymakers; Improve Provider Reimbursement; Advance Prescription 
Drug Coverage; and Ensure Comprehensive Benefits/Coverage. Dr. 
Giles invited attendees to share their thoughts on the proposed priority 
areas and noted that a workgroup is being formed to further explore 
priorities and implementation.

In order to allow for open discussion amongst attendees, the Forum 
also included time for small group discussions. These workshops were 
held via “zoom rooms” and allowed participants to see and speak with 
one another. Discussion topics included Medicaid Experiences and 
Advocacy, Impact of Medicare Advantage Expansion to ESRD, Lessons 
Learned from Telehealth, Private Payer Issues and Hot Topics.

Day two began with RPA Director of Public Policy, Robert Blaser, 
providing the Washington Update. Mr. Blaser highlighted 2020 
advocacy victories, including the Immunosuppressive Drug Coverage 
Extension, RPA obtaining new ICD-10 (diagnosis) codes for CKD 
3A-3B and C3GN and CMS adopting RPA recommendations for 
the ETC Rule on Scope, Bonus-Penalty Span, Aggregation and other 
issues. He highlighted RPA’s 2021 legislative priorities: 1) Codification 
of Improvements in and Further Enhancement of Living Organ 
Donation; 2) Enactment of Legislation that Permanently Eliminates the 
Originating Site and Geographic Restrictions on the Use of Telehealth 
in the U.S.; and 3) Omnibus Kidney Disease Legislation. Mr. Blaser 
also provided regulatory updates for 2021, including the kidney 
payment models, OPO Rulemaking and Telehealth in Medicare.

In the session, What Does Nephrologist Engagement Really Mean? 
Sherryl D. Mitchell, MD, Kidney and Hypertension and Transplant 
Specialists of San Antonio explored navigating the complex tradeoffs 
between patient satisfaction and treatment, as well as other barriers 
including regulatory, organizational and resource constraints. Dr. 
Mitchell provided ten tips for engaging others, including segmenting 
the engagement plan by identifying champions, engaging the patient, 
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families and staff, and understanding and mitigating real and perceived 
loss. She also addressed how to measure engagement.

The panel on Understanding the Business of Nephrology: Exploring 
Executive MBAs featuring Robert Fuld, MD, MBA, Mid Atlantic 
Nephrology Associates; Virginia Irwin-Scott, DO, CPE, FASN, 
FACOI, Virtua Nephrology; and Nishant Jalandhara, MD and 
moderated by Arvind Garg, MD, Mayo Clinic Health System, explored 
the pros and cons of MBA programs and other leadership programs. 
Dr. Fuld presented the perspective of someone who completed his 
MBA. Dr. Irwin-Scott has almost completed her MBA and Dr. 
Jalandhara does not plan to pursue an MBA. They discussed what 
led to their respective decisions including involvement in the business 
side of their nephrology practice and its intersection with patient care, 
family responsibilities, Medical Director responsibilities, on the job 
learning and being involved in local medical societies. The panelists 
noted the need to be clear about personal and professional priorities 
when making a choice of whether to pursue a degree.

RPA Secretary-Treasurer Gary Singer, MD, Midwest Nephrology, 
moderated the panel discussion, Paths to Leadership in RPA. Featuring 
Samaya Anumudu, MD, Assistant Professor of Medicine at Baylor 
College of Medicine: Brendan Bowman, MD, Associate Professor 
at University of Virginia; Nishant Jalandhara, MD; and Carol Ann 
Norman, practice manager at Columbia Nephrology Associates, 
P.A., the panelists discussed how they became involved in RPA. Their 
experiences ranged from attending a leadership workshop while a 
fellow, to participating in a PAL meeting, to being encouraged to get 
involved by colleagues or mentors. They noted that RPA is not on the 
radar for many fellows, so it is important for members to reach out 
to their colleagues, training program directors and fellows about the 
unique value of RPA. Multiple panelists noted that involvement in RPA 
led to mentoring relationships. Dr. Singer asked the panelists to answer 
the question, “Why RPA as opposed to other kidney organizations?” 
The panelists highlighted that RPA provided the practical aspects 
of kidney care, not just the academic or clinical. They noted they 
appreciated the policy focus and RPA working for and getting change. 
Panelists also noted that RPA expands your network and skills to 

improve your practice or division and that RPA showed how to 
implement clinical knowledge and get paid for it. They noted that RPA 
is accessible – the meetings are not an overwhelming size and people 
are generous with their time. Panelists noted that showing interest and 
asking questions is a great way to get involved in RPA, and that talking 
to others about their career is also a great way to learn.

The closing session, the Role of Nephrology Providers & 
Administrators in Policy Making, featured RPA Past President Rebecca 
Schmidt, DO, Professor and Assistant Dean at West Virginia University 
and Todd Hoopingarner, MHA, President and CEO of Solutions 
Healthcare Management discussing opportunities for leadership at 
the local, regional and national level. Dr. Schmidt emphasized the role 
nephrologists play in impacting kidney policy and how advocating 
for nephrology as a professional is directly linked to advocating for 
patients. She noted that there is a long history of nephrologists being 
engaged in advocacy, which has resulted in changes such as acute 
kidney injury (AKI) patients being allowed to dialyze in outpatient 
units, coverage for more frequent dialysis and the use of telehealth with 
kidney patients. Dr. Schmidt noted that given nephrologists’ central role 
in the care of their patients, they are uniquely positioned to advocate 
for protecting the patient-physician relationship and that there are 
multiple avenues for advocacy. Mr. Hoopingarner explained how to get 
involved, such as knowing your legislators and their healthcare staff 
and establishing a relationship with them and offering solutions, not 
just complaints, on issues. He also recommended inviting legislators to 
visit your office or dialysis facility to provide a personal view of kidney 
care. Mr. Hoopingarner closed by offering tips on how to get results, 
including sending emails and letters and having patients share how 
proposed changes will impact their care. Finally, he reminded attendees 
to contact the RPA for guidance and to thank legislators for their time, 
even when they don’t get the desired result.

The 2021 PAL Virtual Forum was supported by a grant from Amgen. 
Please check renalmd.org for recordings of these sessions and for 
information about the 2021 RPA PAL webinar series.

Save the date: The 2022 RPA PAL Forum is planned as an in-person 
event for June 24-26 in Washington, DC. m

NEW FOR 2021

Visit www.renalmd.org or simply scan the QR code. 

Whether you’re a Fellow, Early Career Physician or 
Practice Administrator, or perhaps you’re thinking 
about changing jobs or opening your own practice…
the Renal Physicians Guide to Nephrology Practice 
is your go-to resource. Now in its 10th Edition, the 
Guide has been updated to include—

• Practice Fundamentals

• Practice Operations

• Practice Finances

• Building and Expanding your Practice 

• External Factors Affecting Nephrology 
Practice and more
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Back to Basics: Health Insurance
By Shaun Conlon, MD

I ’ve pointed out in prior columns 
that my medical training – medical 
school, residency and fellowship – 

did a great job preparing me to take 
care of patients but not such a great 
job preparing me for the business of 
medicine. Being a member of the RPA 
has helped to fill this gap in knowledge. 
In order for fellows and early career 
nephrologists to get the most out of 
their RPA membership, it helps to have 
some foundational knowledge that 
more seasoned RPA members take for 
granted. I’m going to try to cover some 
of this foundational knowledge in my 

next several columns – first up, let’s talk about health insurance.

For starters, some basic terms:

Premium – the amount you pay for health insurance

Deductible – the amount you pay each year before the insurance will 
pay anything

Coinsurance – the percentage of your bill that you pay after you’ve met 
your deductible

Copayment (or Copay) – a flat fee you pay when you see a doctor or fill 
a prescription

There are several major types of health insurance – Medicare, 
Medicaid and Commercial. Medicare Advantage is offered to the same 
population that can get traditional Medicare but has features that are 
similar to commercial insurance.

Medicare and Medicaid were both created in 1965. Initially, coverage 
was for people ages 65 and older (Medicare) and those with low 
income (Medicaid). Medicare is run by the federal government and 
Medicaid is run by the states (with different rules for each state-specific 
program). Both programs have expanded over time. In 1972, coverage 
for ESRD was notably added to the Medicare program. Patients with 
ESRD become eligible for Medicare either in the month they start home 
dialysis or in the fourth month after they start in center hemodialysis. 
Medicare Advantage was created in 1997. Then, in 2003, Medicare 
part D was created, adding drug coverage for Medicare recipients. 
Medicaid has expanded over time to cover children, pregnant women 
and long-term nursing home care.

Traditional Medicare is broken up into Part A and Part B. Part A 
covers hospitalizations, skilled nursing facility care and hospice. Part 
B covers doctor visits, dialysis, laboratory testing and durable medical 
equipment. Most people pay for Part A throughout their working years 
through payroll taxes. There is a monthly premium for Part B that 
increases based on income. Part A has a deductible – once met, most 
hospital costs are covered (unless the hospitalization is prolonged). Part 
B also has a deductible. After the Part B deductible is met, there is a 

20% coinsurance. Unlike Medicare Advantage and commercial health 
plans, there is no out-of-pocket maximum for these Part B coinsurance 
payments. Many Medicare Part B beneficiaries will get a supplemental 
plan that helps to cover the Part B coinsurance.

Medicare Advantage plans must cover the same services as traditional 
Part A and Part B but often add other services (e.g., vision and 
dental care) and share many features of commercial health insurance 
(copayments, out-of-pocket maximums). Medicare Advantage plans 
are run by private companies (many of the same ones that run other 
commercial health plans). They often have more narrow networks of 
providers compared with traditional Medicare. Patients with ESRD 
are allowed to enroll in Medicare Advantage plans as of this year 
(previously they were not able to do so).

Commercial insurance generally refers to any insurance not run by 
the government. Traditionally, this type of health insurance has been 
tied to employment (i.e., you only get access to the insurance when 
working). The reason for this link dates to World War II. During 
the war, employers were not allowed to compete for workers based 
on wages (there were a limited number of workers available) but the 
employers were allowed to offer benefits such as health insurance to 
entice employees. Additionally, employers were allowed to deduct the 
cost of health insurance premiums from their taxes.

Several important changes over time have made commercial insurance 
less tied to employment. Passed in 1985, the Consolidated Omnibus 
Budget Reconciliation Act (COBRA) allowed employees to continue 
health insurance for a period of time after leaving a job (they must pay 
the premium for the insurance). Passed in 2010, the Affordable Care 
Act (ACA) greatly expanded access to commercial health insurance 
(mandatory for large employers to provide health insurance, prohibition 
on exclusion from insurance for preexisting conditions, creation of a 
marketplace to purchase health insurance, financial assistance to many 
people for the cost of health insurance).

ESRD patients with commercial insurance are still entitled to Medicare. 
If they enroll in Medicare, it is the secondary insurance for the first 
30 months when they are on dialysis, after which it becomes their 
primary insurance.

Hopefully, this review of some health insurance basics will better 
prepare you to understand changes on this subject, to communicate 
with your billing staff and to understand patient issues regarding 
insurance coverage. m

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.

This is part of a series of articles aimed at “young nephrologists” 
from Dr. Conlon’s perspective. This column does not represent the 
views of the RPA.
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Baxter Healthcare
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Pharmaceuticals, Inc.
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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.
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QTelemedicine was extended until July 20, but what happens 
after that date? 

AOn July 19, HHS Secretary Xavier Becerra extended 
the public health emergency another 90 days, until 
approximately October 20. As a result, all the waivers and 

provisions that allow the flexibilities to provide care to kidney 
patients regardless of originating site or geography that were put 
in place as part of the COVID-19 public health emergency (PHE) 
declared in March 2020 are still in place as well. In the early days 
of the Biden Administration, Acting Health and Human Services 
Secretary Norris Cochran advised the nation’s governors that “we 
have determined that the PHE will likely remain in place for the 
entirety of 2021, and when a decision is made to terminate the 
declaration or let it expire, HHS will provide states with 60 days’ 
notice prior to termination.” This letter is in the public domain and 
although it is not a signed order per se, it appears to set forth the 
ongoing policy and will keep in place waivers previously established 
facilitating the use of telehealth and in other areas for the 
foreseeable future. By logical progression, the extension until on or 
around October 20, coupled with the 60-day notice period, would 
have the PHE in place until close to the end of 2021, at least. 

Accordingly, the current policy governing use of telehealth in 
Medicare, including: (1) elimination of originating site and 
geographic site restrictions; (2) covered use of all of the services on 
the allowed telehealth list; (3) allowed use of real-time video-audio 
technologies; and (4), ability to use telehealth for new patients, is 
still in place. Another PHE waiver allowed the use and increased 
the value of telephone services (CPT codes 99441-99443), with 
values equal to those for CPT codes 99212-99214. It is important to 
recall that telehealth and telephone services are not the same thing, 
and this distinction is important for nephrology. While the MCP 
services can be provided via telehealth, this requires the real-time 
audio-video connection and cannot be provided with an audio-only 
telephone call.

Finally, to review codes relevant to nephrology care, all of the 
outpatient dialysis codes (90951-90970), the kidney disease 
education codes (G-0420-G0421) and virtually all inpatient and 
outpatient evaluation and management (E&M) services are included 
on the approved Medicare telehealth list. CPT code 90935 (for 
inpatient dialysis and outpatient AKI dialysis) is not on the approved 
telehealth list (despite advocacy efforts by the kidney community 
including RPA). The complete list is available at https://www.
cms.gov/Medicare/Medicare-General-Information/Telehealth/
Telehealth-Codes. 

QWe are receiving several denials from Medicare Advantage 
plans when billing 99223, initial consult, with 90935 on 
the same date of service. Has something changed with 

these billing guidelines? We are using modifier 25 on the 99223. 
The denial codes we are given are “NCCI DENIAL-COLUMNS 
I/II PROCEDURES WITH CODING VIOLATION” AND 
“INCLUDED IN GLOBAL FEE WITH CODING VALIDATION.”

AYes, these claims are for covered services and should be 
processed and paid accordingly. RPA recommends appealing 
with the CCI edit and CMS Chapter 8 outpatient ESRD 

claims processing manual Section 170. B https://www.cms.
gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/
clm104c08.pdf. 

The key passage of the Medicare Claims Manual is provided below: 

CPT codes 90935 and 90937 are used to report inpatient ESRD 
hemodialysis and outpatient hemodialysis performed on non-ESRD 

patients (e.g., patients in acute renal failure requiring a brief period 
of dialysis prior to recovery). CPT codes 90945 and 90947 are 
used to report all non-hemodialysis procedures. All four of these 
codes include payment for any evaluation and management services 
related to the patients’ renal disease that are provided on the same 
date as the dialysis service. Therefore, payment for all evaluation 
and management services is bundled into the payment for 90935, 
90937, 90945 and 90947, except for the following evaluation and 
management services which may be reported on the same date 
as a dialysis service with the use of the –25 modifier and they are 
significant and separately identifiable and met any medical necessity 
requirements: 

	7 99201-99205 Office or Other Outpatient Visit for a  
New Patient 

	7 99211-99215 Office or Other Outpatient Visit for an  
Established Patient 

	7 99221-99223 Initial Hospital Care for a New or  
Established Patient 

	7 99238-99239 Hospital Discharge Day Management Services 

	7 99241-99245 Office or Other Outpatient Consultations, New 
or Established Patient 

	7 99251-99255 Initial Inpatient Consultations, New or  
Established Patient 

	7 99291-99292 Critical Care Services 

In the absence of one of these codes being reported with the –25 
modifier and meeting the other requirements listed above, pay 
only the dialysis service and deny the evaluation and management 
service. Furthermore, payment is not allowed for more than one 
dialysis service per day.

QWith all of the E&M coding changes for 2021, should 
service code G2212 be used for prolonged care for Medicare 
patients, or should we use 99439?

AMedicare wants service code G2212 to be used for prolonged 
services for each 15 minutes of total time beyond the 
threshold time for CPT codes 99205 and 99215. The code 

descriptor for G2212 is as follows: 

Prolonged office or other outpatient evaluation and management 
service(s) beyond the minimum required time of the primary 
procedure which has been selected using total time, requiring 
total time with or without direct patient contact beyond the usual 
service, on the date of the primary service, each 15 minutes of total 
time (List separately in addition to codes 99205, 99215 for office or 
other outpatient Evaluation and Management services). 

CPT code 99439 is the prolonged care code for chronic care 
management (CCM) services, for each additional 20 minutes 
of clinical staff time directed by a physician or other qualified 
healthcare professional, per calendar month. m

Editor’s 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 Updates; E&M Services and  
Kidney Care
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Stacey L. Loomis, CMPE 

When Stacey started in 
the nephrology field, a 
great opportunity fell 
into her lap when she 
met Dr. Gary Singer 
and started her career 
at Midwest Nephrology. 
Stacey recalls on her 
very first day back 
in August of 2006, 
Dr. Singer handed her 
the check book and the Renal Physicians Guide to 
Nephrology Practice to help her get to up speed.  
The Guide was only available in hard copy…fast 
forward, NOW it is available as an electronic version 
in the RPA Online store. 

WHEN OPPORTUNITY KNOCKS 
AND YOU OPEN THE DOOR…

In our RPA Member Spotlight, 
we are featuring Stacey L. Loomis! 

Stacey is the Practice Administrator for Midwest 
Nephrology Associates, Inc in Saint Peters, MO. 

She has been with the practice for almost 15 years!

Stacey began attending our 
annual meetings and found 
them invaluable and has not 
stopped coming. Stacey is a 
committed advocate of RPA.

To learn more about Stacey 
and how RPA has helped her 
as a Practice Administrator, 
scan this QR Code and listen 
to her story. 

Are you a member of RPA, but your colleagues are not?  
We are more successful together.  Invite a colleague 

to join today at www.renalmd.org and SAVE 55%.  
Apply promo code SLASH55 during check out! 


