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l. PREFACE

STATEMENT BY PRESIDENT OF THE BOARD OF DIRECTORS OFHE
INTERMOUNTAIN ESRD NETWORK, INC.
(Also known as ESRD Network #15)

This annual report for the period of January 1, 8@®rough December 31, 2008 is
submitted to the Centers for Medicare & Medicaidvides Office of Clinical Standards
and Quality. This report provides both a narrataeount and substantiating data to
describe the activities and the ESRD patient pdjmiaof Network #15 for that time
period.

During the twelve months covered by this reportRESNetwork #15 performed all
functions and completed all activities required Iy contract (HHSM-500-2006-
NWO015C). The majority of Network #15 resources aevetedicated to Quality
Improvement, Patient Services and Data Collectaiiviies. As in past years, Network
#15 ranks in the top quartile of ESRD Networks instnationally measured ESRD
outcomes.

The Board of Directors extends its appreciatiomltdNetwork #15 providers who have
cooperated in working toward the successful accmplent of Network goals in 2008.
In addition, the time and energy spent by the r@nalessionals and patients serving on
Network boards and committees are gratefully ackedged.

Raymond L. Heilman, MD
President



2008 Annual Report

Intermountain End-Stage Renal Disease Network, Inc.
Contract Number HHSM-500-2006-015C

[I.  INTRODUCTION

The ESRD Amendments to the Social Security Act 8721 contained language for the
establishment of a structure of “End-Stage Renake&se Network Councils” to assist the
entity now known as the Centers for Medicare & Meadi Services (CMS) in the monitoring
of the quality of care given to the ESRD patienysgooviders of dialysis services and
transplantation. The Intermountain End-Stage RBisdase Network, Inc. (ESRD Network
#15) was one of the 32 original ESRD Networks asidce 1988, has been one of 18
consolidated ESRD Network Organizations under emntiwith CMS. The Board of
Directors of ESRD Network #15 has established t¢ilewing goals:

To facilitate optimal care to all ESRD patients,riwing in cooperation with facilities’
internal quality improvement programs and throuigé support of the CMS Health
Care Quality Initiative Program (HCQIP): CMS’ dafion of quality care under the
HCQIP includes access to care, appropriatenessref desired outcomes of care,
and consumer satisfaction;

To sustain the Network #15 administrative framewtrloptimally plan, implement,
and evaluate Network responsibilities and goals andomplete all CMS contract
requirements;

To maintain a patient-specific medical informatiespstem based on the data set
required by CMS and to meet and/or exceed all agitarting requirements of CMS;

To support the CMS goal for the Network programiraproving data reporting,
reliability, and validity between ESRD providersitdies, Networks, and CMS;

To promote access to appropriate modalities, inctudelf-care and transplantation;

To promote patients’ knowledge of and involvemenmttheir ESRD care, and to
promote patients’ rehabilitation;

To serve as a resource and clearinghouse for irfitom to the renal community,
including information on patterns, processes, amganes of care in order to aid in
identifying opportunities for improvement as wefl the results of both successful
and unsuccessful improvement projects;
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To assist facilities in developing, implementingdavaluating intervention strategies
to improve patient care and outcomes;

To facilitate resolution of patient grievances;

To work collaboratively with other organizationsfézilitate the improvement of care
to ESRD patients; and

To promote patient-centered care.

These goals are approached through means thaht@eatpcentered, safe, effective, efficient,
equitable, and timely. It is expected that thecomtes will be measurable, using valid,
evidence-based performance indicators; strategiesdaveloped through broad consensus
and have strong correlation to patient outcomese Network will embrace cultural change
and process redesign. These goals are communiaatedlly to the Network providers via
the “Annual Update” mailing, which is sent to tlaeifities each year (Appendix A).

Network #15 continues to pursue these goals thraighleadership of knowledgeable
individuals serving on the Network #15 Board of dgiiors, Medical Review Board, Patient
Leadership Committee, and other Network committeed with the cooperation of the
personnel in the ESRD programs throughout the nmentain region. This annual report
will describe the activities Network #15 has undkein with these goals as the focus.

A. Network Description

The following description of the Network #15 ared\pdes an overview of the general
pattern of the delivery of ESRD care in Network #1%he description of the states that
comprise this geographically large Network is imgd in this report to assist in
understanding the logistics and complexity of adstéring an ESRD Network Organization
that covers a large geographic area and multipkergonental entities.

Network #15 includes the states of Arizona, Coloradevada, New Mexico, Utah, and
Wyoming. These states encompass 21% of the larddofathe contiguous states. They
include mountains, plains, and desert. Tourism tadel are major industries. (Water
availability limits growth.) Urban population cem$ contain the majority of residents; there
are vast rural and wilderness areas in each state.
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Network #15 Demographics at a Glance

Race and Ethnicity in Thousands (July 1, 2008 Esti mates)
us AZ CcO NV NM uT A%
Total 304,060 | 6,500 4,940 2,600 1,984 2,736 533
White 242,639 | 5,623 4,432 2,103 1,667 2,543 500
(79.8%) | (86.5%) | (89.7%) |(80.9%) |(84.0%) |(92.9%) | (93.9%)
>
jg Not Hispanic/ 82.2%/ 67.5%/ 79.1%/ 70.6%/ 49.7%/ 87.9%/ 92.5%/
E Hispanic 17.8% 32.5% 20.9% 29.4% 50.3% 12.1% 7.5%
Black 39,059 | 270 211 211 59 35 7
(12.8%) | (4.2%) | (4.3%) (8.1%) (3.0%) (1.3%) (1.3%)
2
2 Not Hispanic/ 95.2%/ 84.4%/ 89.0%/ 90.1%/ 72.2%/ 77.8%/ 83.6%/
ﬁ Hispanic 4.8% 15.6% 11.0% 9.9% 27.8% 22.2% 16.4%
. 3,083 316 60 39 192 38 14
Am Indian/AK Nat. | 6oy | (a.9%) | (1.2%) | (1.5%) | (9.7%) | (LA%) | (2.5%)
2
£ Not Hispanic/ 75.5%/ 85.4%/ 61.2%/ 70.1%/ 89.3%/ 83.0%/ 89.5%/
ﬁ Hispanic 24.5% 14.6% 38.8% 29.9% 10.7% 17.0% 10.5%
Asian 13,549 | 162 131 161 28 54 4
(4.5%) | (2.5%) |(2.7%) (6.2%) (1.4%) (2.0%) (0.7%)
2
£ Not Hispanic/ 97.7%/ 93.5% 96.0%/ 96.9%/ 87.8%/ 96.7%/ 94.4%/
ﬁ Hispanic 2.3% 6.5% 4.0% 3.1% 12.2% 3.3% 5.6%
Nat. Hawaiian/ 562 13 8 14 3 21 0.5
Pacific Islander (0.2%) | (0.2%) | (0.2%) (0.5%) (0.1%) (0.8%) (0.1%)
2
£ Not Hispanic/ 77.3%/ 64.7%/ 67.5%/ 84.5%/ 48.2%/ 94.2%/ 88.9%/
ﬁ Hispanic 22.7% 35.3% 32.5% 15.5% 51.8% 5.8% 11.1%
TWO OF More races 5,167 115 97 72 36 46 8
(1.7%) | (1.8%) | (2.0%) (2.8%) (1.8%) (1.7%) (1.5%)
>
:g Not Hispanic/ 86.2%/ 78.5%/ 82.4%/ 84.2%/ 70.4%/ 88.3%/ 89.2%/
ﬁ Hispanic 13.8% 21.5% 17.6% 15.8% 29.6% 11.7% 10.8%
Ethnicity in Thousands (2008 Estimates)
Not Hispanic or 257,116 | 4,545 3,942 1,932 1,093 2,407 492
Latino (84.6%) | (69.9%) | (79.8%) | (74.3%) |(55.1%) | (88.0%) |(92.3%)
Hispanic or Latino 46,944 | 1,956 997 669 891 329 41
P (15.4%) | (30.1%) | (20.2%) | (25.7%) | (44.9%) |(12.0%) | (7.7%)

Source: U.S. Census Bureau, Population Division, Estimates of the Population by Race and Hispanic Origin for the United
States and States: July 1, 2008 (SC-EST2008-03)

Population by Age in Thousands (July 1, 2008 Estim

ates)
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us AZ CO NV NM uT WY
Total 304,060 6,500 4,940 2,600 1,984 2,736 533

Percentages by age group

0 to<5 6.9% 7.9% 7.3% 7.7% 7.5% 9.8% 7.2%
5to <18 17.4% | 18.3% 17.2% 18.0% 17.8% 21.2% 16.9%
18 to <45 37.2% | 37.0% 39.1% 37.8% 36.3% 40.3% 35.9%
45 to <65 25.7% | 23.4% 26.1% 25.1% 25.3% 19.7% 27.6%

65 + 12.8% | 13.3% 10.3% 11.4% 13.1% 9.0% 12.3%

Source: U.S. Census Bureau, Population Division, Annual Estimates of the Population by Sex, Race, and Hispanic Origin
for the United States: April 1, 2000 to July 1, 2008 (NC-EST2008-02)

Physicians per 10,000 Population

us AZ Cco NV NM uTt A%
1995" 24.2 21.4 23.7 16.7 20.2 19.2 15.3
1999° 25.2 21.5 24.8 18.3 211 19.7 17.2
2004° 28.1 22.5 26.8 19.6 23.8 21.5 19.1
2008° 33.0 26.5 31.2 22.9 28.1 24.1 23.2

Sources: " Statistical Abstract of the United States, 2006 Edition, “National Center for Health Statistics FastStats, 2000,
3 The Kaiser Family Foundation, statehealthfacts.org, 2004 and 2008

Population Distribution by Metropolitan Status (200 8)

us AZ Cco NV NM uTt WY
Metropolitan 84% 88% 87% 89% 66% 77% 30%
Non-metropolitan 16% 12% 13% 11% 34% 23% 70%

Sources: Urban Institute and Kaiser Commission on Medicaid and the Uninsured estimates based on the Census Bureau's
March 2007 and 2008 Current Population Survey (CPS: Annual Social and Economic Supplements).

Percent of Adults with Diagnosed Diabetes (Age-Adju  sted) (2008)
us AZ (6{0) NV NM uT WY
5.6% 8.2% 5.1% 7.8% 7.3% 6.7% 6.4%

Note: The age-adjusted percentage is an artificial estimate that minimizes the effects of different age distributions and allows
comparisons between different populations. It represents what the crude percentage would have been in the study population if
that population had the same age distribution as a standard population (that is, a population in which the age composition is
known precisely, for example, as a result of a census).

Sources: Centers for Disease Control and Prevention. Available online at:
http://www.cdc.gov/diabetes/statistics/prev/state/source.htm. Retrieved [05/27/2009].
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Population -- Ranks

Population 1990 2000 2008 % Change % Change

(In 1,000s) Population/ Population/ Population/ 2000 to 2007 to
Rank Rank Rank 2008 2008 Rank

United States 248,700 281,422 304,060 8.0%+

Arizona 3,665/24 5,131/20 6,500/14 26.7%+ 2

Colorado 3,294/26 4,301/24 4,939/22 14.8%+

Nevada 1,202/39 1,998/35 2,600/35 30.1%+

New Mexico 1,515/37 1,819/36 1,984/36 9.1%+ 18

Utah 1,723/35 2,233/34 2,736/34 22.5%+ 1

Wyoming 454/50 494/50 533/51 7.9%+ 7

Source: Population Estimates Program, U.S. Census Bureau Release: December 2008

Five of Network #15’s states are included in the ten fastest growing states in the nation
from 2007 to 2008: Utah (1), Arizona (2), Colorg8p, Wyoming (7) and Nevada (8). New
Mexico is the 13 fastest growing state in the country. An incréase number of dialysis
patients and providers in the region has accomgahis population growth. Additionally,
this region has a high percentage of Native Amesaghose population growth rate is
higher and whose incidence of ESRD is above th#tefAnglo population.

Percent Change in Population for States and Puerto Rico:
April 1, 2000 to July 1, 2008

Percent change
in population

20.0 or more
12.5t0 19.9
o 8.0t0 124
&80 00to79
Population decline

Saurce: U.S. Census Bureau, Popuiaion Division, 2103
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Land Mass
Total Land Pop/Sqg. Mile  Pop/Sqg. Mile Pop/Sq. Mile
(Sg. Miles) * (1990)° (2000)* (2008)°
u.s. 3,537,438 70 80 86
Arizona 113,635 32 45 57
Colorado 103,718 32 41 48
Nevada 109,826 11 18 24
New Mexico 121,356 12 15 16
Utah 82,144 21 27 33
Wyoming 97,100 5 5 5

Sources: ' Source: U.S. Census Bureau, Census 2000 Summary File 1, Matrix P1. “Source: U.S. Census Bureau, 1990
Census of Population and Housing, Summary Tape File 1 (100% Data), Matrix P1., % Source: US Census Bureau, Population
Estimates Program Tables and More Information: Population Estimates Program, 2008.

Nationally, 28.8% of all land is federally owned(@). In Network #15, that percent ranges
from 84.5% in Nevada to 36.6% in Colorado. Therage national population density is 86
persons per square mile of land, including Alaskd Hawaii (2008). In the Network #15

area, the population density ranges from five pessper square mile in Wyoming to 57

persons per square mile in Arizona.
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Network #15 ESRD Demographics at a Glance

As of December 31, 2008, there were 17,276 patiemtshronic dialysis in Network #15’s

273 Medicare-certified dialysis facilities. An ational 123 patients began chronic dialysis
in Network #15 prior to January 1, 2009, but did begin receiving care in a Medicare-
certified chronic dialysis facility until 2009.

During 2008, Network #15's 14 transplant centerfopmed 911 kidney transplants on 910
patients. One Nevada transplant unit closed in 3612008, which may explain the slight
decrease in the number of transplants in 2008 (@dhpared to 2007 (927).

Tables documenting the changes in the number dfsikaand transplant patients and
facilities from 1999 through 2008 are shown below.
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The table on the following page is an overview @lyis and transplant information for
Network #15 and the six states it comprises.
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ESRD Network #15 2008 Demographics

Total Population*

Network
#15

AZ

CO

NV

NM

uT

wy

|19,293,251 6,500,180 | 4,939,456 | 2,600,167 | 1,984,356 | 2,736,424 | 532,668

Prevalent Dialysis Patients**

Number of Patients # 17,276 6,998 3,476 2,511 2,561 1,360 246
% of Total Population % 0.09% 0.11% 0.07% 0.10% 0.13% 0.05%| 0.05%
Male # 9,637 3,850 1,966 1,507 1,325 771 144
% of patients % 55.8% 55.0% 56.6 % 60.0% 51.7% 56.7%| 58.5%
Primary dx Diabetes # 9,070, 3,811 1,658 1,129 1,599 700, 100
% of patients % 52.5% 54.5% 47.7% 45.0% 62.5% 51.5%| 40.7%
Hispanic Patients # 5,070 2,217 986 474 1,139 203 26
% of patients % 29.3% 31.7% 28.4% 18.9% 44.5% 15.0 %| 10.6%
American Indian Pts # 2,281 1211 71 74 783 91 26
% of patients % 13.2% 17.3% 2.0% 2.9% 30.6 % 6.7%| 10.6%
InCenter Hemodialysis Pts # 15,837 6,481 3,146 2,295 2,340 1,235 226
% of patients % 91.7% 92.6% 90.5% 91.6% 91.4% 91.0%| 91.9%
Mean age of Prevalent Pts 61.6 62.2 61.7 60.7 61.8 59.8 60.1
Incident Patients**

Number of Patients # 5,182 2,166 915 892 654 419 71
Male # 3,034 1,255 527 563 359 250 42
% of incident patients % 58.5% 57.9% 57.6% 63.1% 54.9% 59.7%| 59.2%
Primary dx diabetes # 2,567 1,075 416 411 400 209 28
% of incident patients % 49.5% 49.6% 45.5% 46.1% 61.2% 49.9%| 39.4%
Hispanic Patients # 1,309 569 213 151 309 52 9
% of incident patients % 25.3% 26.3% 23.3% 16.9% 47.2% 12.4%| 12.7%
American Indian Pts # 422 231 11 20 128 23 7
% of incident patients % 8.1% 10.7% 1.2% 2.2% 19.6% 5.5% 9.9%
Mean age of Incident Pts 61.8 62.8 61.5 61.8 60.6 58.9) 62.5
Facilities

# of Dialysis Facilities 273 104 58 32 36 34 9
# of Transplant Units 13 4 4 1 2 2 0
# New dx units certified in 2008 35 10 8 5 2 10 0
# Units closed in 2008 4 1 0 1 0 2 0
VVeterans Health Administration Units 5 2 1 0 1 1 0

* Annual Estimates of the Population: April 1, 200® July 1, 2008 (SC-EST2008) Source: Population

Division, U.S. Census Bureau.
** Network #15 SIMS Data

Note: States do not add up to Network Total bee@asne patients reside in states outside of Netwbskbut

dialyze in Network #15.
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Arizona

Arizona is the sixth largest state in the natiothvain area of 113,635 square miles. It is
part of the Sun Belt area, the popularity of whiglpartially attributed to the sunny days
and low humidity. From 2000 to 2008, Arizona’seratf population change was 26.7%,
the second fasted in the nation; this growth isugmeg largely in the over-65 age group.
California, Nevada, Utah, New Mexico, and the Rejoulif Mexico bound Arizona. The
topography can be divided into three areas: nortipdateaus, central mountains, and
southern deserts. The Grand Canyon is one of @eseenic areas that draw tourists.
The mountain region is rich in minerals. The majudustries are: manufacturing,
tourism and travel, agriculture, and mining. Ariadeads the U.S. in copper production.

In 2008, 88% of the population lived in metropalitareas; 13.3% of Arizona’s
population is 65 years of age or greater. Whiteslding Hispanic Whites) comprise
the largest racial group at 86.5%, followed by Aiwean Indians at 4.9% and Blacks
(4.2%). Thirty point one percent of Arizonans afédispanic or Latino heritage.

Dialysis Patients and Facilities in Arizona:

There were 104 Medicare-certified facilities pramgl dialysis services in Arizona at the
end of 2008. Arizona was the second fastest growtate in the nation from 2007 to
2008, which is demonstrated by the fact that tiexee 10 new dialysis units that opened
in Arizona in 2008.

Facilities in Arizona also provided dialysis (uduahome care) for patients living in
California and New Mexico.



ESRD Network #15

11



12
ESRD Network #15

Transplantation in Arizona:

There were four active transplant facilities in Zama —one in Tucson and three in the
Phoenix metropolitan area performing 383 renal dptants in 2008. Of those
transplants, 87 (22.7%) were from living relatedais, 74 (19.3%) from living unrelated
donors, and 222 (58.0 %) from deceased donors. tdlile below illustrates Arizona
renal transplants by donor type for the years 22008.
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Colorado

Colorado is theighth largest state in the country, extending 38&s east to west and
276 miles north to south, with an area of 103, Mu8ase miles. The main feature of the
state's geography is the Continental Divide, extepdortheast to southwest and roughly
bisecting Colorado into the eastern and westeipeslo The state is bounded by
Wyoming, Utah, New Mexico, Oklahoma, Kansas, antridska. In the period of 2007
to 2008, Colorado was the fifth fastest growindesta the nation with a 2.0% population
change. Colorado was ranked'2i2 population by 2008 estimates. Eighty-seven
percent of the population lives in metropolitanaaenearly all in an 11-county urban
corridor along the eastern edge of the Contindditable, which includes the cities of
Boulder, Denver, Colorado Springs, and Pueblo.

The other areas of the state are primarily rurédh agriculture, tourism, and mining
being the major types of economic activities. Asc® water is a factor that limits
growth of eastern-slope communities. Air qualgyan environmental problem in the
urban areas of the eastern slope. The topogragtgsvfrom semi-arid plains to high-
mountain ranges.

Climate and topography combine to make travel arwkessibility difficult in sparsely
populated, rural areas of the western slope. Netitan Denver is a major health-care
referral center for Colorado and its neighborirajest.

Dialysis Patients and Facilities in Colorado:
There were 58 Medicare-certified dialysis faciktia Colorado as of December 31, 2008.
In 2008, eight new dialysis units opened.

The majority of the patients receiving dialysis drahsplant services are state residents.
Additional transplant and peritoneal dialysis patigetravel to Colorado from Wyoming,
Nebraska, Arizona, Missouri, Montana, New Mexicout® Dakota, North Dakota, and
Kansas.
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Transplantation in Colorado:

There are four transplant centers in Coloraddpatted in the Denver metropolitan area.
There were 245 renal transplants performed in @dirduring 2008. Of these, 69
(28.2%) were from living related donors, 47 (19.2%6m living unrelated donors, and

129 (52.7%) from deceased donors. The followialglet illustrates Colorado renal

transplants by donor type for the years 2000 thind2@P8.
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Nevada

Nevada is the seventh largest state, with an drd®$826 square miles. The federal
government owns 84.5% of the land. Eighty-nineceet of the population is urban,

mostly concentrated around two urban areas: CGGolknty SMSA (Las Vegas) and

Washoe SMSA (Reno). From 2000 to 2008, Nevadatheagastest growing state in the
nation (30.1% gain in population, compared to thethargest percent gain of 26.7% in
Arizona). The population density of the state retmdow at 24 persons per square mile.
The growth has come from migration rather thanhbirt Mountains and high desert
characterize the topography. Nevada rankdtiB®opulation as of 2008.

Dialysis Patients and Facilities in Nevada:
There were a total of 32 Medicare-certified diady&cilities in Nevada as of December
31, 2008. Five new dialysis units opened in Nevadz008.

Transplantation in Nevada:

In 2008, one Nevada transplant unit closed, lealegada with two active transplant
programs. Patients in Nevada awaiting transplksat go to California, Arizona, or Utah
for transplant procedures.

There were 44 renal transplants performed in Newhtang 2008. Of these, three
(6.8%) were from living related donors, two (4.5#0m a living unrelated donor, and 39
(88.6%) from deceased donors. The following tablestrates renal transplants
performed in Nevada by donor type for the yeard022008.
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New Mexico

New Mexico is the fifth largest state in the coyntrith an area of 121,356 square miles,
and ranks 36th in population. Forty-two percenttbé land is federally owned.
Ranching, nuclear energy research, and mining asgormcomponents of the
economy; one out of four workers in New Mexico weror the federal government.
Plains in the east and mountains and high desdieinvest characterize the topography.
Elevations range from 2,842 to 13,161 feet aboedeel. The northwest portion of the
state contains vast reservoirs of gas and olil.

From 2007 to 2008, New Mexico saw an increase &#®0in population. Sixty-six
percent of the population is considered urban. nJpartation is mainly by private
automobile or bus. Distances between populatieasavary from 50 to over 300 miles.
Settled in 1601, New Mexico has a long history etflement by diverse cultural groups.
New Mexico has one of the highest rates of povanpng the 50 states.

Dialysis Patients and Facilities in New Mexico:
With the addition of two new facilities in 2008,etle were a total of 36 Medicare-
certified dialysis facilities in New Mexico as oebPember 31, 2008.

Transplantation in New Mexico:

There are two transplant centers in New Mexicoh botated in Albuquerque. Between
them they performed 82 renal transplants during200f those, 17 (20.7%) were from
living related donors, six (7.3%) from living unagtd donors, and 59 (72.0%) from
deceased donors.

The following table illustrates renal transplangsfprmed in New Mexico transplant
facilities by donor type for the years 2000 thro@§i98.
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Utah

Utah, the beehive state, has 82,114 square mikksnwis borders, ranking 13th in total
area and 34th in population. The state is boungeddvada, Idaho, Wyoming, Colorado,
and Arizona. Approximately 60% of state residearts adherents of the Church of Jesus
Christ of Latter-day Saints (LDS Church), which tzaseligious prohibition of tobacco
and alcohol use. Three-quarters of the populatie® &long the western slope of the
Wasatch Mountains, called the Wasatch Front Metitgmoarea. Geographically, Utah
is comprised of mountains and desert.

In Utah, 57.5% of the land is federally owned. @selassified as metropolitan contain
77% of the population. From 2007 to 2008, Utah savincrease of 2.5% in population,
making it the fastest growing state in that perijodt ahead of Arizona. Between 2000
and 2008, Utah was the third fastest growing stateghe nation (22.5% gain in
population). This growth is attributed to the highth rate (90.6 births per 1,000 women
15-44, the highest in the nation), low mortalityer§7.9 deaths per 1,000 in 2004, the
seventh lowest in the nation), and significantingnhigration.

Dialysis Patients and Facilities in Utah:
In 2008, 10 new dialysis units opened in the stétdtah for a total of 34 Medicare-
certified dialysis facilities in Utah as of Deceml3d®.

Transplantation in Utah:

There are two transplant centers in Utah, bothah Sake City. There were 158 renal
transplants performed on 157 recipients in Utahndgu2008. Twenty-eight point six

percent (45) of transplants in Utah were from lkyirelated donors, 23.6% (37) were
from living unrelated donors, and 47.8% (75) ofnsplanted kidneys came from
deceased donors.

The following table illustrates renal transplantdJéah transplant facilities by donor type
2000 through 2008.
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Wyoming

Wyoming is the ninth largest state, with an are@@f.00 square miles. It is, however,
ranked 51 in population. The state is characterized by ssgrpopulated rural or

wilderness areas with a few urbanized populationceatrations. Only 30% of the
population lives in urban areas. The topographyesafrom semi-arid grasslands to
high mountain ranges. Climate and topography comtio make travel times and
accessibility difficult (and sometimes impossiblérinciple economic activity involves

agriculture, mining, and tourism.

Dialysis Patients and Facilities in Wyoming:
There were nine Medicare-certified dialysis fambtin Wyoming as of December 31,
2008.

Transplantation in Wyoming:
There are no transplant centers in the state ofrfiftygp. Transplant patients are
generally referred to transplant programs in Calorand Utah.
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B. Network Structure

The Intermountain End-Stage Renal Disease Netwin&, (also known as ESRD
Network #15) service area covers the states of ofaz Colorado, Nevada, New
Mexico, Utah, and Wyoming. The Network carried @lit administrative activities
required by its CMS contract as well as those diEs/required to operate as a Colorado
non-profit corporation. These activities includbdf were not limited to the following:

Maintained a Board of Directors (BOD) comprisedpodfessionals and at least
one patient as specified in the current Networke®tent of Work (SOW). The
Board of Directors holds ultimate responsibility the effective functioning of
the Network;

Maintained a Network Council comprised of professis representing renal
dialysis and transplant facilities located in thetMork and kept Council
members informed on Network activities;

Maintained a Medical Review Board (MRB) with a meardhip that includes at
least one patient representative in addition tosjaigns, nurses, social workers,
administrators and renal dietitians engaged intrireat relating to end-stage
renal disease. The Network #15 Medical Review Baamdtinued its activities

and programs related to the quality and appropres of care;

Supported a Patient Leadership Committee (PLC) cisimg patients who
represent various regions of the service areadwvige input to the Network and
its Boards on the concerns and needs of patiemds; a

Maintained its corporate status as "qualified tohdsiness in other states" in
Arizona, Nevada, New Mexico, Utah, and Wyoming. eTrequired corporate
reports and forms were submitted to the appropsttie agencies.

C. Network Staff

The Network Executive Director supervises the Nekwastaff members and is
accountable to the Board of Directors for the ograrformance and activities of the
Network staff. Each employee has a primary arearedponsibility. These
responsibilities fall within four major areas: Admstration, Quality Improvement, Data
Management, and Patient Services. In 2008, rtigayees were:

Darlene J. Rodgers, BSN, RN, CNN, CPHQ , Execulivector

Position Summaryunder the general direction of the IntermountairdfStage

Renal Disease Network, Inc. Board of Directors; muilsters, implements and
evaluates the programs and activities of the Inbeimain ESRD Network, Inc.
and the Western Pacific Renal Network in accordamitk the CMS contract
requirements.
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Karen L. Strott, BSN, RN, CPHQ Director, Qualityprovement

Position SummaryJnder the general supervision of the Executive @ae this
individual assumes the responsibilities for theviek Quality Improvement
Program. Responsible for the development, impléatem and evaluation of
Continuous Quality Improvement (CQI) activities falialysis facilities in
Network #15's six state areas per contractual ageeé with CMS.

Matthew Howard, Director, Information Systems

Position Summarynder the general supervision of the Executive @ae this
individual assumes responsibility for all day-torddata collection activities
relating to CMS data deliverables, serves as pginNatwork point of contact
for the CROWN (Consolidated Renal Operations in ebWnabled Network)
program, and serves as the liaison between CM3Jiahgsis facilities for CMS-
required data activities. This individual also yd®s data analytical support to
Quality Improvement, Patient Services, and Admiatgin; acts as the Network
contact for the technical needs of the adminigiratif the servers, software, and
workstations; and serves as primary contact for \ABION/Quality Net
Exchange issues between facilities and the Network.

Barbara K. Campbell, MSW, ACSW, LSW, Director, BatiServices

Position Summary: Under the general supervision of the Executive e
the Director of Patient Services develops, impletsierand evaluates all
programs relating to ESRD patient services in titermountain ESRD Network
#15 six-state area, per contractual agreement @M. This individual is
responsible for the complaint and grievance procgiéiging CMS protocol, as
well as for the development of programs and Qlvacts to impact the quality
of life for ESRD patients.

Robin Bender, RN, BSN, CNN, Quality Improvement @boator

Position Summary:Under general supervision of the Executive Direetiod the
Director of Quality Improvemenassists the Director of Quality Improvement in
the management the Network’s quality improvemenividies and provide
technical support to the Network #15 nephrology camity.

Lynne D. Wright, BSN, RN, CNN, Special Studies Nurs

Position SummaryUnder general supervision of the Executive Direetiod the
Director of Quality Improvement, this individual guis, revises, supports,
monitors, and coordinates Network Quality ImprovemProjects as well as
facilitates completion of special studies and ptgdrom various agencies in the
Network’s six state area.

Deb Borman, MSW, LCSW, Patient Services Coordinator

Position SummaryUnder the general supervision of the Executive @aeand
the Director of Patient Services, this individuakiats the Director of Patient
Services in the development, implementation, araluation of all programs
relating to ESRD patient services Network #15. sThdividual assists the
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Director of Patient Services in the complaint amte\gance process utilizing
CMS protocol, and is active in the development @igpams and QI activities to
impact the quality of life for ESRD patients.

Karolyn Forbes, Office Manager

Position SummaryUnder the general supervision of the Executive &oe
maintains financial records and files. This indival prepares financial
statements and reports and supports staff inah tareas of the Network with a
variety of tasks. This individual maintains officipplies and equipment.
Additionally, this individual provides support tohe IT staff as a
backup/assistant. This individual supervises atddishes work procedures for
part-time temporary clerical staff and assists wilthman Resources components
of the organization.

Betty Wyant, Administrative Assistant

Position Summary: Under the general supervision of the Executive e
assists Executive Director and Director of Qualityprovement as needed and
supports other staff members in a variety of tasktuding clerical support,
maintenance of files, and database support. Tdwidual is responsible for
answering incoming telephone calls and openingdistdbuting mail

Drew Lifset, Data Assistant for Quality Improvement

Position Summary Under the general supervision of the Executiwve®or and
the Director of Quality Improvement, this individwaorks closely with the data
and quality improvement teams to assist with aeparof data needs, including
data input, data integrity analysis and interfacihwhe Network facility
providers.

Cynthia Nelson, Information Savant

Position Summary:Under the general supervision of the Executive @eand
the Director of Information Systemthis individual works with the Information
Systems team to oversee the flow of data, to update maintain the patient
database, to promote facility/Network communicatiand to detail processes
pertaining to the transmission of data.

Virginia Nelson, Information Systems Assistant/Coumications Coordinator
Position Summary:Under the general supervision of the Executive @ieand
the Director of Information Systems, this individlessists ingenerating and
editing the Network publications, maintains and ated the Network website,
works with the Director of Information Systems tpdate and maintain the
patient database, assists in processing all CM@iret) forms, and assists in
general office duties.

Jesse Reeves, Data Specialist
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Position Summary:Under the general supervision of the Executive @ieand
the Director of Information Systemthis individual works with the Information
Systems team to oversee the flow of data, to update maintain the patient
database, to promote facility/Network communicatiand to detail processes
pertaining to the transmission of data.

D. Board of Directors

Network #15 is governed by a Board of Directorsjolvhs comprised of representatives
from the Network #15 and Network #17 area and mhetupatient representation. The
following list shows the Board of Directors membeps by state and professional
category as of December 31, 2008:

Nephrologist Arizona
ESRD Administrator Arizona
Nephrologist Colorado
Nephrologist Colorado
ESRD Nurse Nevada
Nephrologist New Mexico
Transplant Nephrologist New Mexico
ESRD Nurse Utah
Patient Utah
ESRD Dietitian Colorado
Interventional Nephrologist California
Nephrologist Hawaii

E. Committees

Medical Review Board (MRB)

The Medical Review Board is a committee whose mestfiye is qualified by education,
experience, and position to evaluate the quality @ppropriateness of care delivered to
ESRD patients. The MRB serves as an advisory ganile Network Organization on
all matters relating to the evaluation of the diyaldnd appropriateness of care. The
MRB is responsible for the development and/or ieniof all criteria and standards.
The MRB committee membership as of December 318 2@fuded:
Arizona
Interventional Nephrologist
Nephrology Nurse/ Administrator
Nephrology Social Worker
Nephrologist
Nephrologist
Patient
Pediatric Nephrologist
Colorado:
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Nephrologist
Nephrologist
Nephrology Dietitian
Nephrology Nurse/ Nurse Educator
Transplant Surgeon
New Mexico:
Nephrologist
Nephrologist
Nephrology Advanced Practice Nurse
Nevada:
Nephrologist
Utah:
Nephrologist
Nephrologist
Patient
Wyoming:
Nephrologist

Patient Leadership Committee (PLC)

This committee is comprised of patient represeveatirom the Board of Directors and
the Medical Review Board, as well as other patrepresentatives from the Network
area, and works in conjunction with the DirectorRattient Services and other Network
staff members. The purpose of the committee idring patient concerns to the
attention of the Network and to serve in an adyism@apacity to the Board of Directors
and the Medical Review Board on issues where paimgput is appropriate. The
Committee conducts its business by mail, e-maigngh and in person as necessary.
One patient serves on the Board of Directors, amdan the Medical Review Board. In
2008 the members of this committee were from tHeviang states:

Arizona
Nevada
Utah
Colorado
Wyoming
New Mexico

During the course of 2008, policies and proceduwwese developed to guide this
committee.

Grievance Committee
This committee is comprised of members of the MRRI as responsible for, in

conjunction with the Director of Patient Servicéise Network grievance resolution
process. It is appointed and activated as negesgaon submission of a formal
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grievance involving clinical or medical matters weqg education, experience, and/or
expertise beyond that of Network staff. Care ketato appoint Medical Review Board
members with experience relevant to the grievarrel strict conflict of interest
procedures are observed. Any individual who h&sancial, professional or personal
involvement with the beneficiary or provider, or evresides in or practices in the same
state, is excluded from participation on the Grime Committee. The Grievance
Committee consists of, at minimum, a chairpersahtamm other members.

Network Council

The Network Council is composed of members fromakedialysis and transplant

providers that are located in the six-state areleifvork #15. In addition, the patient
members of the Board of Directors and Medical RevBoard are considered Council
members. The Network Council meets the statuteguirements of 1881 (c) of the
Social Security Act. The Network Council servesadmison between the Network and
its provider membership. Every renal facility/piaer is represented on the Council. At
its September, 1997 meeting, the Board of Directedefined Council membership.
Instead of each facility appointing a represengtthie Council consists of the Medical
Director, Administrator, Head Nurse, Social Worleerd Dietitian from each Network

facility. All of these individuals are considerecetMork Council Representatives and
receive general mailings. Additionally, each pssienal category receives mailings
relevant to that area of practice.

F. Emergency Preparedness for the Network Organization

The Network maintains a multi-focal approach tceeinal and external preparedness.
Efficient and effective response to emergency aishster events is optimized by
advanced preparation and a clearly-defined process.

Given the increased concern about potential disgstecluding an outbreak of the

Pandemic Influenza, Network #15 began a disas&pgredness plan for the Network
organization in 2006 and has added to and madsioegi to the plan throughout 2008.
This plan is an extension of the Business Congnaitd Contingency Plan (BCCP)
required by CMS. The plan speaks directly to thegwadrk functions and how work

within the Network office can be completed in trese of a disaster. The plan also
encourages individual employee preparedness forsastér. The plan is reviewed
annually and revised as needed.

The Network #15 website contains a section on Eerarg Preparedness for patients
and professionals that is continuously updated.e Network provided emergency
information to facilities throughout the year.
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CMS END-STAGE RENAL DISEASE NETWORK PROGRAM

STRATEGIC GOALS

A.

Introduction

Beginning on July 1, 2006, the Networks entered atnew three-year SOW
with the Centers for Medicare & Medicaid Servic€dS). The strategic goals
described in this report are the goals as statethen2006-2009 SOW. In
accordance with the legislative mandate for the BES¥etwork program; to
assist CMS in meeting Agency goals and in keepinth wound medical
practice, the strategic goals of the ESRD NetwadgRam (2006-2009) are to:

1. Improve the quality and safety of dialysis relatsdvices provided for
individuals with ESRD;
2. Improve the independence, quality of life and rélitabion (to the extent

possible) of individuals with ESRD through transyédion, use of self-
care modalities (e.g., peritoneal dialysis, homenddialysis), and in-
center self care, as medically appropriate, thrahgrend of life;

3. Improve patient perception of care and expedeoiccare, and resolve
patient’'s complaints and grievances;
4, Improve collaboration with providers to ensuchiavement of the goals

through the most efficient and effective means ipbsswith recognition
of the differences among providers (e.g., indepetdeospital-based,
member of a group, affiliate of an organizatiorg.)eind the associated
possibilities/capabilities; and,

5. Improve the collection, reliability, timelinessid use of data to measure
processes of care and outcomes; maintain a P&eistry; and support
the ESRD Network Program.

The Health Care Quality Improvement Program (HCQdiPthe ESRD Network
Program mission supports achievement of the simatgoals by assuring the
Institute of Medicine aims, as they relate to indipals with ESRD, ensure that
care delivery is patient-centered, safe, effeceficient, equitable, and timely.

Improve the Quality and Safety of Dialysis Relad Services Provided for
Individuals with ESRD

As defined in the SOW, the mission of the CMS HC@Pto promote the
quality, effectiveness, and efficiency of servidtesMedicare beneficiaries by
strengthening the community of those committed tmioring and improving
care. With the start of the 2006-2009 SOW on JuIg2006, the Networks were
required to implement a Quality Improvement WorlarP(QIWP). This plan
details the quality improvement activities througk contract year and is used as
a guide to the current QI activities. The MRB st=i with the QIWP
development and is instrumental in monitoring thegpess through the year.
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During 2008, Network #15 defined Quality Improvern@&mojects (QIPs); and
through the work of the Medical Review Board angbantnership with Network
renal providers has directed or participated inftlewing projects:

1. “Fistula First” Quality Improvement Initiative

In the SOW issued in June 2003 the Networks mdk@u methodologically
prescribed QIPs with significant CMS oversight tdcemomous development of
effective facility-based rapid-cycle improvementtiatives. The Institute for
Healthcare Improvement (IHI) was contracted to weith CMS, Networks and
dialysis facilities/corporations to develop a cbbeative approach to prioritize a
quality improvement topic, identify and “packageffeetive approaches for
improvement, assist in the design of an approaah ritaximizes the “spread”
and “adoption” of effective solutions, and “coaadllaborative teams.

Since the 2003-2006 SOW, all Networks were requiteddevelop and
implement a quality improvement project aimed atréasing fistulas within
their Networks. This work continued into the 200@89 SOW. The original
“Fistula First” project was re-named the “FistulsE Breakthrough Initiative.”
During 2008, the Fistula First Initiative was thenpary focus of many of the
Network’s QI activities.

Data continued to be downloaded from the largeydialorganizations (LDOS)
via SIMS each month throughout 2008. A list of eutrpatients was mailed to
independent facilities monthly and staff memberstlase facilities either
submitted aggregate data to Network #15 using timepciterized tool or a paper
form. Network staff then manually entered the aggte information into the
Fistula First database.

Network #15 continued to produce a quarterly sumnymraport during each
quarter of 2008, as well as a report containinglifgspecific fistula use data
with a calculated facility median. The Network fagispecific report allowed
facilities that have on-going vascular accessatiues to better assess whether
specific interventions have had an effect on thees. That report along with the
quarterly summary and monthly facility-specific ogts generated through
SIMS, were disseminated to each Facility Administrand Medical Director on
a quarterly basis. The quarterly summary reportseevedso mailed to project
partners involved in other aspects of the projed.( surgeons in Network #15’s
six-state region and the appropriate Indian He8khvice participants). The
Network QI staff continued to work with facilitiesnd physicians who are in
need of help with their Fistula First Activities.

Facilities in Network #15 have used multiple stgis to increase their AVF
rates. There is not “one-way” to make improvemdmtsause facilities face



ESRD Network #15

35

many different vascular access challenges. Prev#®ir rate improvements
across the provider types continued to be monittremighout 2008.

Network #15 AVF Use in Prevalent Hemodialysis Patient®iiReporting Facilities

Jan-Dec 2006, 2007 and 2008
Source: CMS Fistula First Dashboard
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The Network continued its educational efforts & thcility level in the form of
cannulation workshops and discussions with dialigigity personnel regarding
QI endeavors. Requests for “On Course with Canilmmaworkshops continued
through the contract year. Network #15 staff afterresources and direct
assistance to facilities to develop individual aectplans to help improve their
AVF rates. Corporations continued to provide emedncannulation training for
dialysis facility staff. Corporations have a remeW/team approach” to vascular
access placement and management that is enhartwendikelihood that a
hemodialysis patient will receive a viable workiAYF as a first access.

A sample of specific activities that have been utadken in 2008 includes:

Each issue of the Network’s professional newsletherintermountain

Messenge(IM) contains articles related to the Fistula Elrstiative;

Quarterly FF feedback reports were produced antechto Medical

Directors, Facility Administrators and FF surgeons;

The Network collected/developed/mailed the follogviiF materials for

facilities:

- FF manual data collection forms were generated samith, sent
to independent facilities for completion, and Netkvstaff
subsequently entered data into the FF database.

- Buttonhole educational materials were mailed taestjng
facilities;

Information regarding the “buttonhole techniquef é@annulation

continues to be sent to staffs at facilities upsguest;

“On Course with Cannulationwvas presented to facility staffs within

Network #15 during the calendar year;

QI department staff completed an FFBI Questionndine questionnaire

focused on change concepts, and identifying bartreat the Network

perceives as affecting AVF and catheter rates. @ents and
suggestions were submitted to the FF Coordinatengt€ regarding how
the FF coordinating center et.al., can assist Nedsvio achieve their
goals;

During 2008, Nephrologist-specific reports weretgera group of 34

physicians in AZ. The reports contained incideatignt vascular

access/CKD information for patients beginning dsadyduring June
2005-October 2007. The comparative report showatithe
nephrologist group saw over half of the patientsrgo initiation of
dialysis, yet only 8% of patients had an AVF re&alyse for their first
treatment;

Network #15 continues to coordinate the Dialysisdss/ Chronic

Kidney Disease (DA/CKD) Coalition to promote eadgntification of

and early access placement for patients diagnogbdOKD;
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During the later part of the 2008, Network #15 amuned its partnership
with HealthInsight as they were awarded two congréio Utah and
Nevada) for the CMS QIO sub-national CKD project;

The Quality Improvement department provided “Fisthirst Starter
Kits” containing post-operative care instructioagpurniquet, a gripper
ball and an exercise booklet developed by Netwdsk #0 requesting
facilities during this calendar year;

The Network website was regularly updated with iéstula First
resources as they became available;

Network #15 continues to partner with numeroustiestio promote the
Fistula First Initiative.

During the second option year of the 2003-2006 S@\ ,Network assisted in
the organization of a coalition whose focus is iB& Access and Chronic
Kidney Disease (DA/CKD). Throughout 2008, the Netkvcontinued to work
with this coalition to focus on early identificaticof CKD patients and early
access placement. Please see section Ill.E.@dditional information on this
collaborative effort, as well as additional infortma regarding the Network’s
work with HealthInsight in the QIO sub-national CKiboject.

The CMS Fistula First Breakthrough Initiative (FFBhs had a positive impact
on the Fistula First project during 2008. Netwollb#has been an active
participant with three staff members participatomgnational task groups.
Through the collaboration of Surgeons, Interverdld®adiologists, LDOs,
independent facilities, Networks, payers, patiegaaizations, RPA, ANNA,
NANT, and USRDS an increase in prevalent AVF ratege been demonstrated
throughout the country. Please see Appendix Bnformation related to the
Fistula First Initiative.

2. National Clinical Performance Measures Project

In 1994, the Centers for Medicare & Medicaid Segsidnitiated the ESRD
Health Care Quality Improvement Program (HCQIP)monitor and evaluate
patterns of care and provide feedback to all ESRDigers. HCQIP is based on
Continuous Quality Improvement (CQI) concepts. hdis been proposed, and
fostered by CMS, that the CQI model, utilizing pidacycle methodology, is the
best approach for ESRD Networks to take in guidexglities toward quality
care for their patients. In addition, CMS is rasfble to the public for
managing the financial resources it administers asgliring that an acceptable
level of care is provided to ESRD beneficiaries.ohder to provide feedback,
CMS selected quantifiable clinical indicators, whiould be measured easily to
determine important aspects of dialysis care. &the inception of HCQIP in
1994, CMS and the ESRD Networks have been committeshproving ESRD
patient care and outcomes by providing data anid tooproviders for assessing
care and identifying opportunities for improvemerni 2008, one of the major
ongoing HCQIP activities, the Clinical Performandeasures (CPM) Project,



38
ESRD Network #15

entered its sixteenth year.

The CPM Project was designed to assist ESRD caeggto measure outcomes,
assess their care processes, and identify opptesifor improvement. Another
purpose of the project is to establish a consisténical database. The CPM
Project measures key components of care assoaiatiedlialysis, whichcan be
considered data points to use to trigger improveraetivities. The clinical data
provide information on dialysis adequacy (urea oddn ratio and dialysis
prescription), anemia (hemoglobin, use of erythretio or darbopoetin and iron
administration), mineral metabolism, vascular ascemnd nutritional status
(serum albumin).

Facility-specific analysis for the national CPM Jead is not possible due to the
patient sampling methodology. However, this wadressed with Network
#15’s participation in the “Lab Data Collection”gpect that was begun in 2005
(summarized later in section B)2

Following the annual ESRD Facility Survey recoratibn for calendar year
2007, the SIMS patient database was utilized t@sbdhe CPM Project random
sample. The hemodialysis sample included adultemter patients and 100% of
the Veterans Affairs’ (VA) hemodialysis patients avivere alive on December
31, 2007; the sample size for Network #15 adult delialysis population was
approximately 700 patients. Additionally, CPM infoation was collected on
100% of pediatric patients who were less than Es/ef age.

During May-August, the 2008 CPM data collectionnfigrand instructions were
distributed to facilities, including LDOs, Indepemds, and VA facilities, for
completion. In Network #15, approximately 210 htieis participated in the
project. One hundred percent of the expected favere received and reviewed
by Network #15 staff members.

The Network requested facility staff to abstract tlequired information and

return the forms to the Network office. Network fstanswered numerous

guestions from facilities regarding the standardiZZPM instructions and the

data collection forms for this project. Completadi/or edited CPM forms were
returned to the Network office and entered. Numeitelephone calls were made
to the facilities for clarifications and correctsn

Data validation of 2008 CPM data was conducted ieectéd by CMS. Data

were re-abstracted by the Network staff on assigaddlt and pediatric

hemodialysis and peritoneal dialysis cases (5% Bawipthe initial 5% random

sample) by requesting copies of the medical recdaisreview and re-

abstraction. The data validation was completeth datered and files delivered
by the due date.
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Annually, the Network #15 Medical Review Board mwvs the National and
Network CPM results and formulates a plan of actmaddress opportunities to
improve care within the Network. The 2008 (2007a)l&€PM Preliminary Data
was reviewed with the MRB and the MRB advised thetwork 15 staff to
follow the approved Quality Improvement Work PI&I\(VP).

3. Network #15 Lab Collection Project

The national CPM Project data provides aggregati® tthat is Network-specific
and national in scope. These data cannot be uselkfine state-specific or
facility-specific results (due to the limited samgl technique). The Network
#15 Medical Review Board (MRB) continued to suppibet collection of this
valuable clinical data by participating in the 20Q@8b Data Collection” project.
This data collection, involving large dialysis onggations (LDOs) and
independent dialysis facilities, was approved by SSMWithin Network #15,
100% of the eligible dialysis facilities operatiimg2007 participated in the data
collection for the fourth quarter of 2007. Dataraveollected for the months of
October, November and December of 2007 in the gfr2008. The collected
data elements included the following laboratoryueslfor hemodialysis patients:
hemoglobin, TSAT (if done), ferritin (if done), pBUN, Post BUN, albumin,
albumin method, calcium, phosphorous, Kt/V for heiatysis patients. Data
elements collected for peritoneal dialysis patientsuded weekly CrCl, weekly
Kt/V urea, anemia and nutrition markers, and calcand phosphorous.

Comparative data reports for this project detafbeddlity-specific, Network and
US outcomes where available. Analyses of thes® iddicate that all states and
the Network as a whole exceed CMS goals in thesaséanemia management,
adequacy of hemodialysis and nutrition. Facilitiesneed of assistance were
identified, as well as those facilities that examb@xpectations. The facilities
that excelled in their clinical outcomes receivée 2008 ACE (Awards for
Clinical Excellence).

Network #15 facilities received a copy of the daili outcomes as reported for
the 2007 Lab Data Collection in the fall of 200&t that time the facility
representatives were encouraged to review thenrgton that was provided and
to develop an improvement plan(s) if appropriakallow-up and QI assistance
was offered to these facilities by the Network @ifisthroughout 2008.

4, Improving Immunization Rates for Hepatitis B, Inflanza and
Pneumococcal Pneumonia- Safe and Timely ImmunizatiGoalition

The 2008 activities for this quality improvementoject are detailed in the
Coalitions and Special Projects section of the Aahmeiport in section Ill. E. 6.

5. Promoting Increased Referrals from Dialysis to Traplant
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The 2008 activities for this quality improvemenbject are detailed under the
“Improving the Independence, Quality of Life andh@&bilitation of Individuals
with ESRD through Transplantation,” and the “UseSelf-Care Modalities and
In-Center Self-Care, as Medically Appropriate,”ts@ts of this report in section
l.C. 1.

6. Encouraging the use of the DPC Tool Kit in regioms facilities
identified as having unacceptable rates of involany discharges

The project design and activity began in the secqndrter of 2007 and
continued through 2008. As stated in the titlajfs to encourage the use of the
DPC Tool Kit in regions or facilities identified d&aving unacceptable numbers
of complaints/grievances or involuntary discharges.

2008 activities for this project included the conottion of the MRB
subcommittee on Complaints/Grievances/Involuntangcbarges to examine
patterns of concern in these reported areas. éartd improvement, based on
review of complaints, include lack of facility stafterpersonal skills; a lack of
and conflict management capabilities may also douie to patient complaints
and involuntary discharges. Network #15 staff oord to encourage the use of
the DPC tool kit when the staff believe this reseuwould be beneficial to the
caller.

7. Fostering Internal Quality Improvement at DialysiBacilities

The QI Department and Network #15 staff coordinatedConditions for
Coverage” WebEx series for facilities interested in the megulations. Three
separate WebEx sessions were presented on Decemb&r and 4, 2008.
Sessions included: transitioning to the new coadgj infection control,
physical environment, patient assessment, plarad, QAPI, water treatment,
reuse, personnel, patients rights, grievances ambluntary discharge,
governance, emergency preparedness, lab servipesjak purpose dialysis
facilities and home care. Facility staffs were @amaged to utilize the concepts
of Internal Quality Improvement as they review thgolicies and procedures to
ensure compliance with the new Conditions. Apprately 170 individuals
called-in for the WebEx over the course of the ¢hdays. WebEx slides and
audio presentations are available for download ftben Network #15 website
(http://www.esrdnet15.org/cfc.html).

8. Other Quality Management Activities (QMA)

Samples of other quality management activitiesrdu008, that have not
previously been highlighted, include:

The Network circulated numerous safety-related stewa blast fax,
email and hard copy as directed by CMS. Thesesitaciuded product
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warnings, recalls and safety updates from numesousces, including
CMS, FDA and product vendors.

The Network continued to provide Albumin Magnet{2 project) to
requesting facilities. This product was designed ab Network #15
patient and board member (dietitian) to promote roapd nutrition
among dialysis patients. A Spanish version ofrtfagnet in poster form
was also made available to requesting facilities.

Immunization resource packets were sent to allifp&linical Managers
in the fall of 2008. Included in the mailing weee CMS brochure
containing information on types of vaccines and MD€bverage, CDC
“Take 3” educational flyer (in English and Spanjshjaccination
Information Sheets (VIS) for all three vaccines Einglish and Spanish),
CDC Adult Vaccination Screening Form, a note regaydhe availability
of Multiple Immunization Monitoring Instrument (MINl a tracking tool
for immunizations on the Network #15 website, 2@0D8 facility-
specific immunization reports, immunization QI tdatps to Medical
Directors and Clinical Managers; a cover letterradsled requirement for
inclusion of immunization projects into facility @As and immunization
website resources. Additional immunization resesrwere added to the
Network website in 2008.

The Network continued to solicit feedback regardimg effectiveness of
the newsletters it has been producing for facditi@enal Roundugor
patients andntermountain Messengeor staff members). The renal
providers in the Network community very positivehgceive both
publications.

Infection control was the focus of the 20Q8arn and Earnpatient
education series. Three modules were complete&2D@8, focusing on
the signs and symptoms of infection and describi@ys to prevent
infection.

During the spring of 2008, the Network-specific Né&atient Packet
materials were reviewed, revised and re-formattethat the end product
sent to new patients is a bound booklet allowingefasy access to all of
the materials in one convenient packet.

The Network provided each facility Social Worketthwa complimentary
copy of “Dialysis Without Fear: A Guide to Living & on Dialysis for
Patients & Their Families” as a lobby copy for theility patients in the
spring of 2008 after review and evaluation by tregvbork #15 PLC.
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Resources for Spanish speaking patients were upda008 and a new
link was provided on the Network website to allaw €asy navigation to
these resources.

The Network developed a PowerPoint presentatiorugar by the PLC
members as they speak to other patients within Nb&vork. This
presentation describes the Network’s mission, foncnd activities.

In 2008, the Patient Services Department devel@p€gh Sheet Series to
address a number of issues for which Network #Ifiwoously receives
requests for resources. These Tip Sheets weretseatt Network #15

facilities and focused on strategies for addresspafient non-

compliance, the importance of a complete patiesessmnent, health
literacy, cultural competency and limited Englisbfiiency.

All Network facilities were provided with informatn from the Kidney

End of Life Coalition regarding patient rights amdivance care planning,
as well as internet resources to help facilitiedhvpolicy and procedure
development.

Each facility in Network #15 was provided with & sé three laminated
color posters to post on patient bulletin boartledi “Why do people
with kidney disease develop heart disease?”, “idhaeart disease?” and
“Wellness goals.” The Network received permissimom the National
Kidney Foundation to reproduce these resources trenNKFs “Living
Longer, Living Better: A Heart Healthy Wellness gram for Patients on
Dialysis.” Each facility received information eguhing the patient
education program, why the program is importanggestions on how to
implement the program and how this program fitsoinhe new
Conditions for Coverage.

Facility Administrators and Medical Directors reesil a copy of the
Dialysis Facility Report (DFR) in July 2008. The iMersity of Michigan
Kidney Epidemiology and Cost Center (UMKECC) conedc the
statistical analysis for the DFR information withinfling from the
Centers for Medicare & Medicaid Services (CMS).

An educational brochure, “Do You Feel as Good as $bould?” was

developed by the Network #15 PLC in cooperationhviie Network

Patient Services staff and the Network’'s MRB. Thi®chure was
written from the patient perspective and was itlatgtd by an artist who
volunteered his work for this production. The fiedits were in process
at the end of 2008; the brochure will be distriloute early 2009.

The Network grievance posters were updated withutirippm the PLC
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for distribution to all Network #15 facilities iragy 2009.

In order to continuously improve the Network’s mmal processes and to
promote good QI practices within the Network orgation, Network #15 has in
place a dynamic Internal Quality Improvement (IQipgram. The Network #15
Project Officer has recognized Network’s IQI pragras a model program and
the content of this program has been shared wihbradtletwork organizations.
Examples of current I-QI focus areas as of the @n2008 include, but are not
limited to:

Improving the % of facilities reporting Fistula §irmonthly data;
Improving the timeliness and accuracy of manualiprsitted Fistula
First data;

Reducing the number of phone calls necessary toplaten data
collection projects;

Improving Community Education and Resource Acteatiby integrating
patient feedback into the Network plan for provgicommunity
education and resource materials to patients;

Evaluating the satisfaction and effectiveness oPTOcalls;

Improving the effectiveness of facility-profilingnd trend analysis for
complaints and grievances/Improving data collecteamd increasing
oversight to deter involuntary discharges;

Improving communication with the DOH;

Monitoring for timely submission of required adnstrative reports;
Database management;

Timeliness of reporting renal status of Medicar&kRBQeneficiaries;
Refining missing UNOS transplant registration aralofv-up form
tracking procedure.

The Quality Improvement Director (QID) served asa@erson for the Quality
Improvement Director Group beginning in 2008 segwvas the liaison between
the Forum of ESRD Networks and the Network QI Dioes group. Duties
included obtaining input from the QI Directors gsponse to requests from the
Forum and CMS, assisting with the planning andraigithe QI Director’s
annual business meeting held in August of 2008&duthe QualityNet meeting,
and coordinating, chairing and assisting with theralas for periodic QI
Director conference calls.

The Executive Director was appointed the Chairpefsothe 2008
CMS/NCC/ESRD Network Annual meeting and as sucimtspemerous hours
coordinating plans for the 2008 meeting. The Doeof Information Systems
was a member of the planning committee and spenymaurs assisting the
Executive Director with activities required for tB608 meeting.

Please see Appendix C for examples of informatrmaviped to the Network #15
facilities related to Other Quality Activities.
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C. Improve the Independence, Quality of Life and Rleabilitation (to the extent
possible) of Individuals with ESRD through Transplaitation, Use Self-Care
Modalities (e.g., peritoneal dialysis, home hemodigsis), and In-Center Self-
Care, as Medically Appropriate, Through the End ofLife.

1. Promotion of Self-Care Dialysis

Network #15 promoted the use of self-care dialjtsisugh educational activities
such as distribution of the CMS National New Padtidacket and the Network-
specific New Patient Packet, as well as other ddut materials and through
the adoption of criteria and standards that engmutiae use of self-dialysis.

Information on patient self-care, both as a patremtdset as well as a treatment
modality, can be found on the Network #15 websitericourage patient interest
and involvement in self-care. The MRB's goal folf-sare is to ensure that
patients are receiving information about self-adiedysis and that they are aided
in obtaining this modality if it is their choice éis medically appropriate.

The Network’s website provides information regagdimeatment options for
renal replacement therapy. The December 2008 isduBRenal Roundup
included a table comparing all dialysis modalities, well as instructions for
finding facilities that offer specific modalitiesAt the August and September
2008 RSN meetings a DVD on home dialysis modaliwwas distributed. The
Network has posted the bookl€tHoosing a Treatment That’s Right for Yaui
its website.

2. Encourage the Use of Transplant Modality

Network #15 continues to promote the use of traargption as a treatment
modality through distribution of the Network #15 WéPatient Packet and via
clearinghouse mailings regarding pertinent techgiokd innovations and
modality information on the Network website.

The MRB has established the Network goal that atiemts receive information
regarding transplant and be assisted in receivingaasplant if medically

appropriate. The USRDS-computed standardized tlamispatio for Network

#15 was 1.15 for 2004-2007. As in the case witlfrcae dialysis, the MRB

identified important factors affecting patients'oates about transplantation.
Cultural factors, age, financial disincentives, noorbid conditions, and
psychosocial factors play significant roles in tpatients’ decision making
regarding modality. The MRB observed that age alignan insufficient reason
for a patient not to be on self-care dialysis, @t to be a candidate for
transplantation. The MRB noted that age must besidered along with other
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factors, most importantly the presence of co-modoidditions.

Contact information from all fourteen Network #lEarisplant facilities is

available in the patient information section of Network #15 website. There is
also website information regarding transplantrigtissues (“Kidney Transplant:
Am | Ready?”) as well as various links to otheraletransplant websites of
interest.

3. Rehabilitation/Vocational Rehabilitation (VR)

Network #15 encourages patient and facility pgrtition in vocational
rehabilitation in a variety of ways:

Through the mailing a packet of information dirgdth each new patient
in its six state areas. This packet includes thatiadal Kidney
Foundation brochuréWorking with Kidney Disease.”

By encouraging facilities to increase their invohent with vocational
rehabilitation programs through the inclusion ofeammual delineation of
the patient's vocational rehabilitation status aedds on the Vocational
Rehabilitation Referral Status Code sheet, a sugdesljunct form to the
patient Long Term Program (LTP).

Provides an ongoing single-number source of infdionafor VR
counselors to obtain information about dialysis drahsplantation in
general or about specific facility resources.

The annual Vocational Rehabilitation Resource pakes sent to facility social
workers in November 2008. This packet containeduaber of resources
intended for patient use (Appendix D):
- Vocational Rehabilitation contact information;
- List of state-specific WIPA contractors;
- Sample employment facilitation letter for advocgtapatient’s
return to work signed by the patient’s nephrolggist
- Pamphlet entitled “The ADA: Your Employment Riglais an
Individual with a Disability”;
- SSA pamphlet entitled “Working While Disabled-Howe\Wan
Help”;
- Family and Medical Leave Act of 1993—Summary
- Job Applicants and the Americans with Disabilithest
- Kidney School, Module 12Staying Active with Kidney Disease
(Table of contents)

The Network provides links to VR services on itdgiée, including Life
Options Rehabilitation Advisory Council (LORAC) atite 27" Institute on
Rehab Issues “Effective Strategies for Improvingptayment Outcomes for
People with Chronic Kidney Disease.”
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Additionally, the Network conducts the annual vomaal rehabilitation (VR)
surveys of all dialysis facilities per its contragth CMS. The 2008 survey,
compiling data on VR activities, profiled:

Number of patients ages 18 through 54

Number of patients receiving services from VR [devs

Number of patients employed

Number of patients in school

If the dialysis unit offers an after 5pm shift

Please see Annual Report Table 8 for Network #15dgt for 2008.
4. Other Patient Related Activities

Annually, the Network provides a packet to faciéifor dissemination to their
patients, which includes step-by-step instructionge access and for the use of
DFC. The current issue &enal Roundufas an inclusion on using the DFC.
Network staff may also give patients verbal ingirts on the phone to access
the DFC website (Appendix E).

As described earlier, the Network distributed a¢hpart Learn and Earn series
in 2008 focused on infection control (Appendix C).

The December 2008 issue Rénal Roundumcluded information on the role of
the ESRD Network. Information about the role o tdetwork appears on the
Network website, as well as in the Network-specNiew Patient Booklet{ot
Questions™ew Network posters containing information abouwd tble of the
Network were mailed to facilities and are posted tbe Network website
(Appendix F).

TheRenal Roundupontains the “Have a Problem?” column, advisintgpés
where to call (NW15 and State Survey Agencies far 80, NV, NM, UT and
WY) if they have a quality of care problem thatiiwesolved.

The Network #15 website contains information abtreatment options and
describes each of the treatment options. Therdirdege to the following: (1)
“Kidney Transplant, Am | Ready?”; (2) “Are You Gieiy Adequate Dialysis?”;
and (3)Do You Feel as Good as You Shouldre booklet on adequacy written
by the Network Patient Leadership Committee. Thdwdrk website contains
information regarding self-care and self-care amio The Network website
provides a link to Home Dialysis Central which ains a wealth of information
on home therapies.

The Network website contains information about uéataccess, including:
- “Understanding Your Hemodialysis Access Options”

- “Have More Control over Your Dialysis and Health”

- “Conquering Your Fistula Fear”
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- “Frequently Asked Questions about Arterial Venoistiifas”
- A link to the Fistula First website is also prowideThis website contains
a variety of resources aimed to provide vasculaes& information to
both new and existing patients.
The winter 2008 RendRoundupincluded an article on FAQs of AVFs, as well
as a chart that lists advantages and disadvantdgdishemodialysis accesses.

Network #15 actively participated in an effort togrove immunization rates for
both patients and facility staff members in the ikek. The Network has
provided numerous informational items to facilitiededical Directors and
patients regarding the importance of immunizatidime Network website
contains information about the STIC project, links the CDC website for
immunization information and “Guidelines for Vacatmg Kidney Dialysis
Patients.” An article on immunizations was in@ddin the December 2008
issue of Renal Rounduptitled, “Protect Yourself and Others by Getting
Vaccinated!” The article outlined the differencetween the flu and colds and
listed recommendations for patient vaccination mgfanfluenza, hepatitis B and
pneumococcal pneumonia.

Several documents about Medicare Part D are pastetie Network’s website.
The winter 2008 issue dRenal Roundugontained information on accessing
Medicare Part D plans.

D. Improve patient perception of care and experience focare, and resolve
patient’'s complaints and grievances

1. Complaints and Grievances

A copy of Network #15’s “Protocol for the Evaluatiof Patient Complaints and
Grievances” was sent out to all facilities in 2008t is used to guide Network
#15 action taken on patient complaints and griesaiidppendix H).

The document on grievances to be given to patiéiefwork #15 Patient
Grievance Protocol,” is posted on the Network #1&bsite and appears in
Appendix H.

In 2008, Network #15 reminded all facilities thaeir facility-level grievance
procedures must be posted for patients, as welthasNetwork grievance
procedures. Two laminated Network grievance pestasth in EnglishHave a
Problem?)and SpanishTiena algun Problema?)yere sent to new facilities.
The posters detailed the suggested steps to reaobreblem and gave patient
resources specific to each Network #15 state. tdldree telephone number of
Network #15 was on the posters, as well as the @hambers of the State
Health Department and CMS Regional Office.
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Some calls to Network #15 directly seek informatiwnmequire information from
another agency or government entity for problenolig®n, such as a new
patient calling to inquire when his or her Medicéenefits will be approved.
When a call necessitates referral to another spitewvork #15 staff members
make every attempt possible to make accurate apeldent referrals to link the
caller to the proper resource.

When dealing with issues that aneder its quality of care purview, Network #15
encourages patients and facilities to work togetiward reconciling differences
and coming to an acceptable solution about mattaled to the Network’s
attention, if the matters do not involve seriousec@ésues. Network #15
maintains a file of submitted complaints and Netvstaff members are always
alert for signs of trends in concerns or complaedsto issue and/or location.
Network #15 involvement in the grievance processgneat the "informal
grievance" (complaint) level, includes, but is tatited to, discussions of the
care disputes, interfacing with providers, and wlagpropriate, referral to
various agencies or other sources of information.

The Director of Patient Services and the Patienti€es Coordinator, as well as
other Network staff, provided technical assistatoceultiple facilities in 2008, a
number of which had considered the permanent imtaty discharge of a
patient. During these discussions, suggestionse werade to facility
administrators, head nurses, social workers, angighns, concentrating on
options for dealing with the challenging patientorder to prevent/delay patient
discharge. Options included behavior contracting shortened treatment time
immediately following inappropriate behavior, aslwes making referrals to
deal with root causes of some inappropriate behagiach as unaddressed or
under-addressed substance abuse and mental hssitesi Education and
technical assistance were given concerning federallations governing patient
discharge. A WebEx was provided in December 200&ha Conditions for
Coverage provisions including those regarding p#serights and involuntary
discharge. Also, print and video resources fortasupplement staff in-services
were suggested to facilities to aid in their degdirwith challenging patient
situations.

Network #15 acknowledges the CMS-funded Decreadiadient-Provider
Conflict (DPC) Program as an invaluable resource donflict resolution in
dialysis facilities, and actively promotes the wudethe DPC Program. When
facility staff members call the Network to discudifficult situations involving
patients, the DPC is one of the suggestions giv&everal new and replacement
DPC Toolkits were mailed to facilities in 2008.

Since the inception of the monthly Patient ActivRgport (PAR) on April 1,
2004, which mandated facilities to provide data Networks regarding
involuntary patient discharge, the Director of BatiServices has reviewed the
circumstances of all reported patient involuntaigcdarges by calling the
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facility administrator of each facility involved.llIA2008 involuntary discharges,
unless previously discussed with the facility, weredited in this fashion.
Results were trended by facility, state, and patiesmographics, for review by
both the Network Medical Review Board and BoardDofectors. A MRB
subcommittee examined Network statistics regardingiplaints, grievances,
and involuntary discharges using the methodologyatés of occurrence per
thousand patient-years. In this fashion, facilapd state-specific rates could be
calculated and compared to the overall Networksrate

During 2008, the Patient Services Department caetinthe use of a tracking
tool to follow those patients identified as beingt “risk” for involuntary
discharge based upon communication with Networkifiastaff. This tracking
tool serves as a diary to enter information onisk-patients, their facilities,
reasons for potential future discharge (non-adloeremon-payment, abusive
behavior), and to designate a Network Patient Sesvstaff member to follow
up in calling the facility to monitor case prograsenthly, offering technical
assistance to the facility and assuring that thiepés rights are being upheld.

The Network staff continues to provide a patientteeed problem resolution
process at the entry level of a complaint, thusmlly decreasing the number
of concerns that escalate into formal grievances.

As reported using the SIMS Aggregate Contact In&drom for Network #15, in

2008 there were 586 total Contacts (note: a Comtgmiesents a call lasting 5
minutes or longer). An attachment (Appendix 1) toist Annual Report

summarizes the Contacts entered into SIMS in tlae 2808, profiling all data

using the 18 standard SIMS categories of Areas aic€rn (e.g., Treatment
Related/Quality of Care, Staff Related, Patientn$far/Discharge, Abusive,
Disruptive, Non-Compliant).

In 2008, there were 0 formal grievances filed.
To summarize Network #15 grievance activity for 200

Total number of formal grievances received in 2008:

Total number resolved (“resolved” meaning: “the @beimt or grievancse
has been explained, corrected, or settled by thevdik so that thg
complainant is in agreement with the determinatipoutcome”): 0
Total number processed and closed, but unresobved:

Total number referred: 0

Status of grievance(s): no grievances pendingeatlibse of the calendar
year
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E. Improve collaboration with providers to ensure achevement of the goals
through the most efficient and effective means podse, with recognition of
the differences among providers (e.g., independerttpspital-based, member
of a group, affiliate of an organization, etc.) and the associated
possibilities/capabilities

1. ESRD Facilities/Providers

Developing and maintaining cooperative and constreagelationships with the

facilities within the Network is the MRB’s approatb its responsibilities for

continuous quality improvement. The MRB's phildspps to meet CMS

mandates by implementing programs that provide thahiNetwork and facilities

with useful information about the ESRD care beietjwéred, programs that are
least burdensome and most easily carried out withén existing practices of
facilities, and those that maintain and improve emehpossible, the quality of
patient care.

Network #15 provided education for dialysis provegleon the tools and
techniques of CQI, as well as mentoring for indundatQI projects was provided
in various venues within Network #15. Some exas\gikactivities conducted
with Network facilities and providers in 2008 foNo
. Provided educational materials to assist with cantig quality
improvement including the Lab Data Collection Pcbjéhe National
CPM Project, USRDS and KECC-generated, facilityedpereports
such as Standardized Mortality Rates, Standardizadsplantation
Rates, Standardized Hospitalization Rates, immunizaates as well as
additional quality improvement materials as dirddby the MRB or
BOD;
Educated dialysis providers on the tools and tepres of Continuous
Quality Improvement;
Initiated broadcast faxes to all facilities in Netk #15 to alert them of
pressing patient safety issues;
Network #15 staff members have worked collaborétivweth specific
facilities to improve care in those facilities, bd<on patient
complaints/concerns or State Survey Agency repdrtere were efforts
to foster quality improvement efforts in staff coatgncy/conduct and
patient safety issues, providing the facilitieshagpecific suggestions and
provision of material, as needed;
Network goals and objectives are distributed argualthe Network’s
administrative mailing (Appendix A);
Vocational Rehabilitation data are requested frawilities annually. In
2008, Network staff received and processed the skté from facilities
regarding 2007 rehabilitation data. At the clo$e2@08, the Network
staff prepared for the 2009 vocational rehabiliatsurvey, which was
sent in early 2009. Please see Annual Report T&ble
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The Executive Director, Director of Quality Impraowent, and/or the
Director of Patient Services send an administratipelate on current
issues, with help from the Administrative Assista® necessary;

The Network provided facilities with information meerning advances in
ESRD technology and treatment, to encourage thefusedically
appropriate treatment settings most compatible pattent

rehabilitation;

Network #15 staff provided “Network Updates,” iretform of face-to-
face meetings or conference calls to facilitiesrupgguest;

There are periodic regional meetings of nursesitidies, social workers,
physicians and administrators facilitated by Netwt5, as necessary
and appropriate to discuss advances in the fieddssues of mutual
concern;

The Network updated its Dialysis Facility Comparebsite poster and
instructions and distributed them to all Network5#fhcilities letting
patients and unit staffs know how to access the @itd the types of
information available on it. These posters (ancclhland white paper
version for copying) included easy-to-read diretsi@nd screen shots to
assist patients in navigating to and through Dialy=acility Compare
(Appendix E);

Dissemination of clearinghouse information was aggkshed in the
following ways:

- Information that needed immediate disseminatiofatdities was
mailed directly to the appropriate facility persehrthrough
issuance of a Network administrative newsletter

- Small news items that did not demand immediateedigsation
were saved up and sent at one time in order toece@sesources.

- The timing of the newsletter depends upon the seoge of
events. Items that are deemed to be of high pyiamé faxed to
the appropriate people.

2. ESRD Networks

Network #15 is an active member of the Forum of BSRetworks. The
Network Immediate Past President served as Prdasalethe Forum Board of
Directors and the Network MRB Chair serves as \Reesident of the Forum
Board of Directors. The Network Executive Direcfdls an ad-hoc Forum
BOD position as the liaison to the Medical AdvisoBommittee (MAC).
Network #15 participates in Forum activities andtcibutes to Forum projects.
The following list describes Forum activities urtdé&en in 2008:

Forum members serve as representatives to the coitymu

- Kidney Care Quality Alliance (KCQA)

- National Quality Forum (NQF)

- United States Renal Data System (USRDS) Externaisédy

Committee
- NKDEP Coordinating Council
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- United Network for Organ Sharing (UNOS/OPTN)

- American Association of Kidney Patients (AAKP);

The Forum supported a conference call to soligiiirfrom Network
staff regarding the USRDS Annual Data Report, t8&R0DS website, and
contacting the USRDS;

The Forum provided financial support for Alex BrittEsq., to present to
the Executive Directors at their Annual Summit;

The Forum patrticipated in the comment and votingHe National
Voluntary Consensus Standards for End Stage RasahBe Care;

The Forum Coordinator compiled information subnaitiy the Networks
on the annual Network Evaluations. This informatieas shared with
the Networks via the Executive Director Advisoryudail (EDAC)

Chair;

The Forum staffed the CROWNWeb Gap Analysis Workgrmeeting
in July 2008;

The Medical Advisory Council (MAC) piloted a medimm
reconciliation questionnaire to assess need fauress on this topic;
The MAC submitted comments to the CMS ESRD Redefaam
regarding the Network redesign;

The Forum provided support for the workgroup whielveloped the
CPM QI Committee re-development proposal,

Provided assistance to National Institute for Oetigmal Safety and
Health (NIOSH) in review of a flyer on BloodbornatRogen Standards;
Forum leadership communicated with CMS regardirgRhase Il
ESRD CPMs;

Redesigned the Forum website;

The Forum assisted with the development of an erdurvey for EDAC
members and compiled all results;

Developed and distributed the first issud-ofum Matters which is
shared with the Networks and renal community pastfalowing each
Board meeting;

Reviewed attribution methods and drafted an attidouwvhite paper,
which was shared with CMS and other renal commuypatyners;

The Patient Safety website, which was developeth&y-orum in
partnership with RPA, was launched,;

Began development of Forum evaluation metrics (o1mpo

Outreach to QIOs and National CMS Survey and Geatibn;

The MAC initiated development of four toolkits tesist facilities in
meeting requirements of the Conditions for Coverabjlee Network
MRB Chair, ED and QID patrticipated on subcommitteedevelop these
resource materials;

Created a repository on the Forum website for Nekwesources on the
Conditions for Coverage;

Became a member of Kidney Care Quality Alliance (X¥;
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Convened Strategic Partners to identify best gjiaseto meet the Forum
mission and serve the Networks;

Forum President conducted outreach to Networkatigndance at
several Network Board or MRB meetings.

Network #15 staff members value the relationshizg have been forged with
other Networks’ staff members and utilize theseatrehships as valuable
resources in Network activities. Network #15 disites newsletters, project
reports, and Network #15-created resources to dtheworks.

On an ongoing basis, Network #15 staff membersigeogonsultation, technical
assistance, or give actual Network #15 work prosluct members of other
Networks who have contacted Network #15 seeking Wwith an issue.

The Executive Director interacts on a regular basith other Network
Executive Directors. This interaction allows foew ideas and sharing of
successes.

The Quality Improvement staff has made effortsssist new Quality
Improvement Directors from other Networks in thaaily activities. More
specifically Network #15 has shared examples dug-irst resources,
feedback reports, letters, Internal Quality Improeat plan and CPM plans with
other Networks.

The Data staff has fielded questions from many leé bther Networks
concerning CROWNWeb. Network #15 has shared ednadt resources
developed and has worked collaboratively with otNetworks on Technical
Expert Panels and on a variety of proposals seGMS.

The Director of Patient Services has worked collatieely with the Patient
Services staff members of other Networks and hdsnieered to serve on a
subcommittee to deliberate patient depression ss8uecore data set purposes.
Specifically during 2008, the Director of Patienerdces and the Patient
Services Coordinator provided consultation with eottiNetworks about the
following issues: vocational rehabilitation fagilitmailing format, tracking
complaints and grievances, and complaint and imtaly discharge profiling
and gave presentations to the Patient Service @mtols/Community Outreach
Coordinators at their annual meeting in August 2008 Director of Patient
Services and the Patient Services Coordinator fetwhNrk #15 continued to
work collaboratively with the Network #17 Directof Patient Services.

3. State and Regional Office Survey Agencies
The six states in Network #15, Arizona, Coloradeyvada, New Mexico, Utah,

and Wyoming, relate to their six respective statalth departments and to three
Regional Offices (RO VI - Dallas, RO VIII - DenveRO IX - San Francisco).
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In addition, RO X in Seattle provides program oigdrs for the Network #15
program.

Historically, Network #15 has had a cooperativeatiehship with the state
survey agencies in its six-state area. Individualeach of these six state
agencies and three regional offices have frequamiact with the Network staff.
The ESRD technical expertise of the Network is gbvavailable to these
agencies. Network #15 routinely participates ie tjuarterly San Francisco
Regional Office Survey Agency Network and the DaRegional Office Survey
Agency Network (ROSAN) conference calls to discalsas of concern for that
CMS component.

Internal Quality Improvement (IQIl) efforts by Netwo#15 continued to focus
on improving communication between the Network Hrevarious Departments
of Health with which the Network interacts. As fpaf this effort, Network #15
provides each state health department with Ahaual Clinical Performance
Measures Repart Network newsletters, Network-specific data andeot
informational mailings. Fistula First updates wepeovided via quarterly
mailings and/or face-to-face presentations.

Network #15 has developed and maintained a coaperatlationship with the
government agencies that work with renal providefgese include the Survey
and Certification Branch staffs of the three Reglddffices that cover Network
#15 states as well as the individual state heaftadment surveyors in the six
states. Cooperative activities during 2008 inctudeciprocal information
sharing and joint problem solving:

. Network staff referred a number of patient/famitider concerns that
involved survey and certification issues to Statev8y Agencies and
received requests of information from the States&uAgencies;
Quarterly ROSAN conference calls to discuss ardasoncern for the
states covered by the San Francisco Regional OfAZe NV) and the
Dallas Regional Office (NM);

Several Network staff members collaborated withowes State Survey
Agency personnel regarding facility quality impravent issues
following facility surveys;

The Network maintains a current list of contacts éach of the six
Departments of Health within Network #15.

4. Quality Improvement Organizations (QIOs)

Relationships for on-going ESRD-related projectgeheontinued with the five
Quality Improvement Organizations (QIOs), Colordelmundation for Medical
Care (CFMC), the Health Services Advisory Group A& in Arizona, the
New Mexico Medical Review Association, Mountain-RFiacQuality Health
Foundation in Wyoming and Healthinsight, the Ql® N®vada and Utah.
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In December 2005 the Network coordinated and spexdsa coalition meeting
that was held in Denver, Colorado. This coalitimegan examining the issue of
pre-dialysis access placement and early identifinabf CKD patients. The
coalition meeting included QIO representatives fralinsix states in Network
#15, Network #15 staff, a nephrologist, a surgedACP and nurse educators
from two of the corporate dialysis companies tratehfacilities in the Network.
The meeting resulted in the formation of the Diay&ccess-Chronic Kidney
Disease Coalition (DA-CKD). Throughout the majpriof 2008, two sub-
committees, a Provider Advisory Committee (PAC) anBeneficiary Advisory
Committee (BAC) continue work in this area. Ev€IO in the Network area
continued to be active in this coalition throughtht majority of 2008. After
the award of the CKD sub-national project to Hdakght for Utah and
Nevada, the interaction with the remaining QIOshimitNetwork #15 became
less as their attentions were diverted to otheasaod their SOW. At the close of
2008, Network #15 had joined the Healthinsight CKDalition and continued
work begun by the DA/CKD Coalition.

5. The Renal Community

Network #15 continues to recognize the importande developing and

maintaining cooperative relationships with the tec@ammunity in its area.

Network #15 has made a determined and ongoing teféorcoordinate its

activities with other renal-related organizatiomsl dnas participated in a variety
of joint activities. Network #15 has worked witlinet National Kidney

Foundation (NKF), the American Association of Kigneatients (AAKP) and

the Renal Support Network (RSN) to avoid duplicatad service to patients in
the Network area.

Network #15 continued to work with the American Negogy Nurses
Association (ANNA) and the NKF to help provide aahueducational
opportunities for nephrology nurses and technigiegrsal dietitians, renal social
workers and nephrologists. The Network DirectorPattient Services and the
Patient Services Coordinator are members of the MI§Encil of Nephrology
Social Workers. The Executive Director is a memiifethe Board of Directors
for the NKF affiliate in Denver, CO. Many membeisthe Network BOD and
MRB are active in their local NKF affiliates. Dog 2008, Network #15 staff
members attended national meetings of ANNA, NAHQ BliKF.

Network #15 maintains a cooperative relationshighwthe following renal
organizations that are active in its six-state :area

Arizona Chapter of the NKF

NKF Chapter serving Colorado and Wyoming
New Mexico Chapter of the AAKP

Utah Chapter of the NKF

Phoenix Chapter of AAKP
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CNSW Chapters in Arizona and Colorado
ANNA Chapters in Arizona, Colorado, New Mexico, dothh.

Below is a summary of specific Network #15 commypititreach activities:

Information and referral to facility staff (telepm® e-mail or written
inquiries);

Information and referral to patients/families/adates (telephone, e-mail,
or written inquiries);

Information and referral to members of other rarghnizations
(telephone, email, or written inquiries);

Network #15 continues to participate in the ESRD twéeks’
Clearinghouse New Patient Packet project (NEPOPpdating
information as necessary. The clearinghouse offieds this packet to
all new patients for whom a 2728 has been receinethe previous
month. This project began September 2000. DWB@S, nearly 5,560
incident patients in the Network #15 geographicaareceived these
packets;

Network #15 mails a packet of Network-specific mmf@tion directly to
each new patient in its six state area. In 2008vbik #15 revised its
contents and its format. The format is now in Bebkorm and includes:
the Network #15 brochurd)ialysis Keeps People with Kidney Failure
Alive...Are You Getting Adequate Hemodialysishe Network #15
Patient Grievance Protocol; theétwork #15Statement of Patient Rights
and Responsibilities and theRenal Roundupatient newsletteiand the
National Kidney Foundation brochurg/orking with Kidney Disease.
The Network #15Statement of Patient Rights and Responsibilities,
included in all New Patient Packets (referencedvalois available in
both English and Spanish;

The Network #15 newsletter for renal professiondtgermountain
Messengerwas published and distributed once in 2008. ddéwrease in
published issues reflects the Network’s increasdidince on its website
and on the ability to transmit documents electralhycvia blast fax and
email. Examples of article subject matter publishie the 2008
Intermountain Messengesse as follows:

- The New ESRD Conditions for Coverage

- Patient Rights Under the New Conditions

- AAMI Water Standards

- Challenging Patient Situations

- Patient Grievances and Involuntary Discharge

- Increasing Fistulas-What's the Secret?

- Hepatitis B Vaccine information

- DPC Success Story

- Kudos from Network #15 Patients to their facilities



57
ESRD Network #15

- Colorectal Cancer Screening for ESRD Patients
- Serum Aluminum Screening

Network #15 has maintained a toll-free phone nunibeuse by
patients (1-800-783-8818) for many years. A secmmthber (1-
888-777-0105) was added in 2004. These numbeilsdugled in
the letter accompanying National New Patient Packetwell as
on Network materials designed for patients. Thisiber is listed
on the Patient Resources section of the Networklssite.

6. Coalitions/Special Projects
Dialysis Access/Chronic Kidney Disease Coalition

During the second option year of the 2003-2006 S@& ,Network assisted in
the organization of a coalition whose focus waslyBia Access and Chronic
Kidney Disease (DA/CKD). Throughout 2008, the Netkvcontinued to work
with this coalition to focus on early identificaticof CKD patients and early
access placement. The DA/CKD coalition is comdosemembers from the
nephrology community, QIO representatives fromsi of the states within
Network #15, patients, CKD educators and othersirotigh the work of the
coalition, two workgroups, the Provider Advisory l@mittee (PAC) and the
Beneficiary Advisory Committee (BAC) the Networkges to continue to see an
increase in prevalent AVF rates. Work accomplishgdhe coalition in 2008
included:
Beneficiary Action Committee (BAC) Activities:
The BAC Communications Action Plan focused on ating the interest
of a medical writer for a major metropolitan newsg@ao consider
publishing articles on CKD. Consensus was reachearget CKD
patients and their families to receive informatidrhe goal was to follow
the general piece with additional articles thabhght particular aspects
of CKD (i.e. fistulas, prevention of progressior;/g when to seek a
nephrologist, and questions to ask). As the QIK&Db-national
projects were awarded, the interest on the patefQIO community in
Network #15 waned and the article was never pubtishHowever,
since the award of the QIO contracts, a humbertafies related to CKD
have been published in Nevada and Utah.

The BAC members have agreed to participate witkratetworks (3,
9/10, and 11), in working on promoting CKD awarendde plan is to
nationally distribute the patient self-assessmeoit for Kidney disease
(see attachment) through pharmacies at Wal-Mares&archer at
Cornell University originally developed the CKDkiassessment tool.
This tool was previously reviewed, edited and stied by Network
#15 with author’s permission. The patient self-asseent tool was sent
to Utah and Nevada PCPs as part of the Providao®&@ommittee
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(PAC). The Quality Improvement Director for Netwatk5 obtained
permission from the author to share the tool wttteo Networks. This is
a great opportunity for the DA/CKD Coalition-BAC psomote CKD
awareness.

Provider Action Committee (PAC) Activities:

Network staff and the Network biostatistician coleg@iand provided
aggregate, state-specific vascular access datadident patients to each
of the QIO members of the DA/CKD coalition. QIOsed these data to
assist them in developing their sub-national CKbjgxts. The
information was also shared with the Network MRBiklg the semi-
annual meeting in March and is posted on the Nétw@bsite.
The ED and QID wrote a letter of endorsement foalthénsight’s sub-
national CKD project.

A reminder was sent to PCPs and endocrinologistéTimnd NV to
complete the evaluation of the CKD resources treevgent to them in
December 2007. Results of the evaluations wereedhaith the UT/NV
QIO group and with the developer of the CKD phyasiciool.

Network staff attended multiple conference callthatrequest of their
QIO groups to discuss the sub-national CKD project a part of this
coalition).

Barriers to Outpatient Admission Dialysis Placemedntoject

In 2006, CMS funded the Barriers to Outpatient y3ie Placement Project. One
outcome of that project was to conduct a pilot prog using the standardized
forms developed as part of the project. Eight ESRIBworks, including Networks

1,9,10,11,14,15,16, and 18, participated in theetmonth pilot project. From

January 2007 until December 2008, the Networks ¢etegh an Admission Form

for all calls related to barriers to placement an®ischarge Form for all calls
related to involuntary discharges.

The combined network demographics for the partiziganetworks were used to
identify any demographics that were outside whaild/be expected. According to
the contact calls regarding involuntarily dischargatients, a higher percentage of
patients were in the 18-44 year old category, weedes, and were African
American.

Most of the patients who came to the attentiorhefrtetworks were unable to find
dialysis placement due to being discharged bydh#ity. In addition, the patient’s
behavior was identified as the primary barrier.
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Safe and Timely Immunization Coalition-STIC

During 2005 Network #15 was invited to join Netws#6, and #11 as a partner
in the Safe and Timely Immunization Coalition (STI@roject, aimed at
improving immunization rates for patients at diady$acilities. This project
continued through 2008. The goal of the project teaimprove patient and staff
vaccination rates for Hepatitis B, influenza an@éymococcal pneumonia to the
Healthy People 2010 goal of 90% by the year 20m0addition to the goals of
the immunization coalition, Network #15’s MRB sugtgl that facilities work
to achieve the following vaccination goals:

To administer the pneumococcal vaccine within 2ine of the start of

dialysis;

To administer the influenza vaccine to patientsuatiy;

To administer the Hepatitis B series to patientthiwithe first year of

dialysis.

The final results of this collaborative effort weto develop guidelines for
immunization that are specific to patients with ERorovide a toolkit of

educational materials for facilities to use to ioy® their immunization rates,
produce an immunization practice patterns surveyd dormulate an

immunization data collection tool and feedback repéor facilities. Activities

conducted in 2008 included:

Network QI staff members worked with 14 facilitiegkat had low

baseline influenza vaccination rates. These fasliimplemented action

plans and sent flu vaccination data to the Netvea&h month. Medical
professional staff members of the Network followgd-with facilities
each month to assess their progress toward meesiogination goals.

An additional 7 facilities were provided a vaccinattracking system to

assist them in monitoring their vaccination rates;

August wasNational Immunization Awareness Mon#.broadcast fax

was sent to all Network #15 facilities that inclddeformation on the

initiative and additional resources to improve sate

Immunization resource packets were sent to ClirMahagers in the fall

of 2008, the mailing included:

- CDC “Take 3” educational flyer (in English and Sizd);

- Vaccination Information Sheets (VIS) for all thnegccines (in
English and Spanish);

- A sample CDC Adult Vaccination Screening Form;

- A note regarding the availability of Multiple Immization
Monitoring Instrument (MIMI) a tracking tool for imunizations
on the Network #15 website;

- A CMS brochure containing information on types ateines and
MDCR coverage;

Additional immunization resources were added toNkeavork web site;

A tracking tool for immunizations developed by Netw#15 was posted

on the Network #15 website;

A second mailing in December included:
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- 2007-2008 facility-specific immunization reports

- Immunization QI templates to Medical Directors aithical,
cover letter addressed requirement for inclusiomohunization
projects into facility QAPIs

- Immunization web-site resources.

Summary of influenza vaccination rate comparisar2fad6 vs. 2008:

1. In 2006, the aggregate influenza vaccination rateHel14 intervention
facilities was statistically significantly lowéian the aggregate
vaccination rate for the 167 no intervention/ raxking tool facilities

2. In 2006, the aggregate influenza vaccination rateéHe 7 facilities that
received tracking tools was statistically no diéierfrom the aggregate
rate for the 167 no intervention/ no tracking ttadilities

3. In 2008, following intervention, the aggregate ugfhza vaccination rate
for the 14 intervention facilities was statistigagignificantly higheithan
the aggregate vaccination rate for the 167 normietgion, non-tracking
tool facilities

4, Also, in 2006, the aggregate influenza vaccinatair for the 7 facilities
that received tracking tools was statistically gigantly higherthan the
aggregate rate for the 167 non-intervention, nanking tool facilities

5. From 2006 baseline to 2008 follow-up, each of tfeugs, Intervention,
Tracking Tool, and No Intervention/ No Tracking T,oexperienced a
statistically significant improvement in vaccinaticates

As noted in numbers 3 and 4, above, the aggreg#itenza vaccination rates

for both the intervention facilities and trackirapt facilities surpassed the

aggregate rate for the facilities that receivedmervention and no tracking tool

from Network #15.

Kidney Community Emergency Response Coalition (KQER

Network #15 continues to be an active participarthe National Kidney
Community Emergency Response Coalition. Throughatark with this
coalition, the Network has added a number of resesufor both facilities and
patients to the Disaster Preparedness section wofebsite. As directed by CMS,
the Network staff has collected two emergency adatand two ways to reach
those contacts for each facility within the Networkhis information is
contained within the Network’s Emergency Preparedriédan.

Two Network staff members are involved in workgrsugithin this coalition.
Activities have included national meetings, routimerkgroup conference calls
and in turn the sharing of KCER information withethNetwork #15
communities.

Other outreach activities:

Responding to requests for data from entities datdietwork #15: All
Network staff, but usually the Director of Inforn@at Systems,
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Executive Director, Director of Patient Servicesirector of Quality
Improvement respond to a wide variety of agenciedividuals, and
groups. Network #15 may collaborate with othegragjes to furnish the
requested information;

Network #15 works with directors of the state Di@seControl Programs
for five of the six states in the Network, sharinformation regarding
diabetes-related ESRD in the Network. A specipbrewas designed to
identify age-stratified incidence and prevalenceliabetes-related ESRD
in Network #15 states;

Network #15 staff participate on various list sexvand respond, as
appropriate, with information other participants aequesting.

7. Professional Education Program Attendance/Netwarngji

Ongoing education and networking is a vital elenteriietwork #15 staff.
Through the course of the Network staff's work, Metwork staff has been
asked to present or host a number of educatioeakptations throughout 2008.
In addition, Network staff has attended all of tequisite CMS meetings and
conference calls. Network staff has also partieigan discipline-specific
meetings and conference calls.

8. Newsletters

Written media continues to be an effective methbdisseminating information
to both the professional and patient members ofvhidt #15. Network #15
published three newsletters to keep the membeteeoNetwork up-to-date on
important issues. Please see Appendix F for copfeshe Network #15
newsletters published in 2008.

Intermountain Messengethe Network #15 professional/ administrative
newsletter, was distributed to all Network #15 liies, Network Council
members, Network Committees, state health depatspsKF chapters, and
other interested parties during 2008.

Renal Rounduphe patient newsletter, is published periodicallyan
information-sharing resource for the patients itvidek #15. To assure
delivery, theRenal Roundups sent in bulk to facility Social Workers for
distribution to their patient population.

9. Website

The Network #15 website, www.esrdnet15.org, wasatgatiregularly in 2008 to
keep information current and to increase the amadinnhaterial available for
both Network #15 patients and Network #15 profess® Updated resources
addressing emergency preparedness, Fistula FistatMnal Rehabilitation,
educational resources for patients and professpnabfection control,
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immunization, as well as a host of other resourgese added in 2008. The
Network website is checked for compliance with CMé&gulations semi-
annually. In 2008, a quick link was added to akyaccess to Spanish language
documents and resources. Please see Appendisdrémnshots of the Network
#15 website.

10.  Facility Directory

Network #15 maintains a current Facility Directognd roster of renal
professionals by category (physicians, administsataurses, dietitians, social
workers) for use within the office. Traveling patts, renal vendors, and other
interested individuals requesting information arevgled with a directory of
facilities by city and state as requested. Dimgetoare created as needed to
include the name, address, telephone number, typfadity and services
provided for any facility in the area about whidie tindividual is inquiring.
These reports/directories can be e-mailed or madeddividuals as requested.
The Network no longer publishes an annual Faciigectory. Individuals are
also referred to Dialysis Facility Compare.

F. Improve the Collection, Reliability, Timelinessand Use of Data to Measure
Processes of Care and Outcomes; Maintain Patient Bistry; and to Support
the ESRD Network Program.

1. Description of Network Data System

In 2008, the Network #15 data system was comprgedCMS-leased server, a
Network #15-owned LAN server, and desktop worketeti The CMS-leased
server was connected to the SIMS Central Reposandyto the Internet through
the GSS firewall. All  Network #15 communication/c@attivity,
software/hardware, and protocols met CMS/ QualityNegulations and
requirements for ERB approval.

All patient tracking, facility information, and Mexhre-required forms were
entered into and saved in the Standard Informddanagement System (SIMS)
database. Network staff continued to work withilitkes in the use of the Vital
Information System to Improve Outcomes in NephrgldgISION) software.
VISION facilities entered forms and events and graitted that information
through the facility-based software program and |@uNet Exchange, the
secure Web-based file transfer program maintainethé lowa Foundation for
Medical Care (IFMC). Information was then downleddrom QualityNet and
imported into SIMS. The number of facilities usi¢SION has decreased in
recent years as CMS no longer supports the softardeas preparing to release
CROWNWEeb in February 2009.

All SIMS files and tables were backed up on a Highasis. Replication of all
SIMS information to/from the Central Repository atodfrom other Networks
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took place nightly through the SIMS replication gges. A daily log was kept of
all back ups and replications as well as a logegfuired maintenance on the
server. All other programs and files were backedhigtly on the Network #15
server. All accounting information was backed uptape drive on the second
network.

The following forms were received, validated, loggend entered into the
Network #15 SIMS database: CMS-2728, CMS-2746, higrRatient Activity
Reports (PARs), Network #15 patient event notifawad, quarterly roster
corrections, and the CMS-2744. Incomplete formseweturned to facilities for
correction and completion.

In 2008, 5,533 CMS-2728s and 3,365 CMS-2746s wetered into the SIMS
data system and replicated to the Central Repgsitor

The following table illustrates the increase in thenber of new-patient 2728
forms by year in Network #15. In addition to forragbmitted for “initial”
patients, 2728s are submitted for:
- patients who have been off dialysis for over a yaad then return to
dialysis (recovered function/restarted);
for patients who start on in-center dialysis andntrswitch to a PD
modality in the first three months of treatmentpfslemental training
form);
and for patients who must go back to dialysis nthea three years post
transplant.
These additional forms are not reflected in théofwing table.
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Facility-specific information was updated on an ang basis to facilitate
monthly transmission of information for Dialysisdddy Compare.

Notifications are processed weekly using the SIM8fications utility. Twice a
month, any notifications that need verification the patient’s facility are
included in a report that is sent to any facilitythwoutstanding notification
issues.

The 2007 Facility Survey (HCFA-2744) was completedrequired in April of

2008. As part of the Network #15 Internal Qualityprovement Initiative, the

strategy continues to be “tweaked” as necessaffadititate smooth, accurate
collection of all necessary information. All AnnlReport tables for 2007 were
generated through the SIMS system in April and &gB%008.

In 2008, the number of Medicare Advantage verif@matequests was 402, down
from the 1,034 verifications in 2007 and 590 in @00
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2. Report Capability

The SIMS system now produces most of the reportsledt by CMS and the
Network. The programs most commonly used to géaexdditional reports for

use by Network staff were ISQLW, Microsoft Accessid Crystal Reports.

Complicated reports for specific cleanup activitieQI activities are created by
a consulting programmer who utilizes SAS. Stafimbers continued to create
additional queries on a daily basis, assisting dag-to-day work of other

Network staff.

Semi-annual forms compliance reports for 2008 vgeneerated using the SIMS
utility. Facility aggregated reports were subndtt® the Project Officer in
October of 2008 (for forms submitted in the firglfhof 2008), and then in
March of 2009 (for all forms submitted in 2008)acHity reports with patient-
specific information were mailed to facility admnsivators with appropriate
cover letters based on compliance levels reached.

3. Special Data Requests

Most special data requests are for patient countapcodes. These reports are
generated based upon SIMS data and are posted tdetfivork website. Other
requests come from state Health Department Dialiatesol Programs, looking
for cumulative demographic information on the Digserelated ESRD cases in
each state.

Facility information (location, hours, and services provided on the Dialysis
Facility Compare (DFC) website which is updated rtpréy from the
information in SIMS.

Much of Network #15 demographic information resides the Network #15
website. This may explain the slight decrease & riimber of data requests
received at the Network office over the years.

4. Data Validation and Improvement Efforts
VISION Validation

Pursuant to CMS requirements, Network #15 conduatedlidation of patient
and physician signatures on the CMS-2728 formsvedeslectronically through
VISION. Three percent of 2728 forms per VISION fagi(with a minimum of
one form per facility) were randomly selected fraatl forms submitted
electronically in 2008. These forms were then gerthe Network office. All
facilities were found to be in compliance with tlsegnature requirements
outlined in the Network Scope of Work (SOW).

Forms Compliance
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Forms compliance rates continue to rebound afterditop in the last half of
2005 due to the release of the new CMS-2728 fonmorder to help facilities
with compliance issues, the Network continued catidg the TOPIC
(Telephonic Open Participation and Information Tatitiative, a series of
monthly conference calls designed to improve thalitw) accuracy, and
timeliness of the data that the Network receiv8©PIC is an opportunity for
facilities to gain valuable knowledge about CMSnisrand requirements and to
learn about the most common mistakes that the N&ta@es on these forms; it
also gives facilities an opportunity to ask quesiiof the Network. During April
and August of 2008, the Network #15 Data Departrhefd four TOPICs on the
subject of compliance. All facilities were invited attend the presentations, but
new facilities and new personnel were especialboaraged to participate. Also,
facilities that were identified as failing to maam an 80% compliance rate were
required to attend. For the January 1, 2008 to Déee 31, 2008 period,
Network #15 facilities achieved a combined 91.6%rage compliance rate.

Alpha Testing

Network #15 and three of the Network’s dialysis ilifaes tested the
CROWNWEeb system throughout 2008. CROWNWeb is thd generation of
data collection software for the ESRD program, amwdll transform the current
CROWN Application Suite(VISION, SIMS, and REMIS) into a single Web-
basedApplication With CROWNWeb, facilities will “own” the data dnbe
responsible for data entry.
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IV. SANCTION RECOMMENDATIONS

During 2008, Network #15 did not identify any prders as consistently failing to
cooperate with Network goals and objectives. Aycopthe Network’s current Sanction
and Alternative Sanctions Policy appears in Appei@li This protocol provides several
levels of warning and repeated offers of Networkhtecal assistance for solving
problems and improving care.

No sanctions against facilities or providers wexeommended. The Network continued
to monitor forms submission, QA/QI participatiomdaother outcomes as described in
Sections IlIA and IlIB.
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V. RECOMMENDATIONS FOR ADDITIONAL FACILITIES

Network #15 shared aggregate data (planning dath)al six state governments and
three regional offices encompassed by its territory

Region IX Arizona
(San Francisco) Nevada
Region VIII Colorado
(Denver) Utah

Wyoming
Region VI New Mexico
(Dallas)

Network #15 made no specific recommendations fditewhal or alternative services.
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VI. DATA TABLES

The data tables included in the following sectiomthose specified in Attachment J-10
of the CMS/ESRD Network Organization Scope of Worke data utilized in these
tables come from Network #15’'s SIMS database.

All Tables and Charts refer to Network #15 spedaifata as of December 31, 2008.



