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ESRD Prevalence continues to rise
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Rising cost of the ESRD program to Medicar:
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Transplant is the preferred treatment option

All cause mortality among Medicare beneficiaries
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ESRD Medicare costs by modality

Transplant is by far the cheapest treatment option
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Number of transplants being performed annually in the United States
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The majority of incident ESRD patients are never waitlist

B Waitlist Additions 125
===|ncidence of ESRD /
89
/ patients not waitlisted

- =

N S

o =)
] J

Thousands

100

80

60

40

20

O .
1995 1998 2001 2004 2007 2010 2013 2016

USRDS 2018 ADR

A2 COLUMBIA | fonieibment Ciiven UNOS Data 2017



DEPARTMENT OF HEALTH AND HUMAN SERVICES Form Approved
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB No.0938-0046

END STAGE RENAL DISEASE MEDICAL EVIDENCE REPORT
MEDICARE ENTITLEMENT AND/OR PATIENT REGISTRATION

A. COMPLETE FOR ALL ESRD PATIENTS Check one: [JInitial [J Re-entitlement [Jsupplemental
1. Name (Last, First, Middle Initial)

2. Medicare Claim Number 3. Social Security Number 4. Date of Birth (mm/ddlyyyy)
5. Patient Mailing Address (Include City, State and Zip) 6. Phone Number (inciuding area code)
7. Sex 8. Ethnicity 9. Country/Area of Origin or Ancestry
[Omale Clfemale | Not Hispanic or Latine [ Hispanic or Latino (Complete Item 9)
10. Race (Check all that apply) 11. Is patient applying for
I white [J Asian ESRD Medicare coverage?
[ Black or African American [J Native Hawaiian or Other Pacific Islander* |[Jyes [INo
[ American Indian/Alaska Native *complete Item 9
Print Name of Enrolled/Principal Tribe
12. Current Medical Coverage (Check all that apply) 13. Height 14. Dry Weight 15. Primary Cause of Renal
[JMedicaid  [JMedicare  [] Employer Group Health Insurance |INCHES OR POUNDS or |Failure (use code from back of form)
Opva [J Medicare Advantage  [JOther ~ [INone CENTIMETERS KILOGRAMS
16. Employment Status (6 mos prior and 17. Co-Morbid Conditions (Check all that apply currently andlor during last 10 years) *See instructions
& current status) a. [] Congestive heart failure n O Malignant neoplasm, Cancer

& & b. [J Atherosclerotic heart disease ASHD o. [] Toxic nephropathy
& ¥ c. [[] Other cardiac disease p. [] Alcohol dependence
OO unemployed d. [J] Cerebrovascular disease, CVA, TIA* q. [J Drug dependence*
OO Employed Full Time e. [J Peripheral vascular disease* r. [J Inability to ambulate

ploy : f. [ History of hypertension s. [] Inability to transfer
[0 Employed Part Time g. O Amputation t. [ Needs assistance with daily activities
OO Homemaker h. [J] Diabetes, currently on insulin u. [ Institutionalized
OO Retired due to Age/Preference | O D}abetes, on oral medil(a ns O 1.Assis}ed Living
00 Retired (Disability) j. [ Diabetes, without medications [] 2. Nursing Home
oo ) i k. [J Diabetic retinopathy [ 3. Other Institution
Medical Leave of Absence I. [J Chronic obstructive pulmonary disease v. [] Non-renal congenital abnormality

OO student m.[J Tobacco use (current smoker) w. [] None
18. Prior to ESRD therapy:

a. Did patient receive exogenous er
b. Was patient under care of a nep|
«. Was patient under care of kid|
d. What access was used on firs

W s i on gl [] Medically unfit [] patient declines information [J Unsuitable due to age
smrndotod [ Yes  [INo [] Patient has not been assessed ] Psychologically unfit [] other

19. Laboratory Values Withing45 Days

26. Has patient been informed |27. If patient NOT informed of transplant options, please check all that apply:
of kidney transplant options?

ABORATOR

a.1. Serum Albumin (g/d . d. HbAlc . %

a.2. Serum Albumin Loﬁr Limit e e. Lipid Profile TC I

a.3. Lab Method UseﬁBCG or w) LDL ——

b. Serum (reatinjﬁ (mg{}l — HDL R
— TG e —

SRD PATIENTS IN DIALYSIS TREATMENT
lity 21. Medicare Provider Number (for item 20)

Setting 23. Primary Type of Dialysis
sis Facility/Center ] SNF/Long Term Care Facility O Hemodialysis (Sessions per week. /hours per session )
Ocarp Occep O other
24, tyular Chronic Dialysis Began (mm/ddlyyyy) 25. Date Patient Started Chronic Dialysis at Current Facility (mm/ddiyyyy)

t‘ Haglpatient been informed |27. If patient NOT informed of transplant options, please check all that apply:
of kifiney transplant options?

es [INo

O Medically unfit [l patient dedines information [J unsuitable due to age
[ patient has not been assessed O psychologically unfit Other

FORM CMS-2728-U3 (03/06)



Current focus of quality measures in
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Proportion of ESRD patients waitlisted
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5-year survival rates for ESRD by treatment modality
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Increasing selectivity of patients are being walitlisted for a transplant

Mortality rates dropping on the waitlist Removals from the walitlist are increasing
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Increasing transplantation rates needs more donors

Perhaps a better first step might be
Improving deceased donor organ utilization
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and this continues with the new kidney allocation system -
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Why would we not want to use an available deceased donor kidne

A Significant anatomical abnormality or injury during procurement/ transportation
A Other common reasonsted:

A Poor quality orgam
A Patients with AKI, diabetes or other comorbidities

A Concerning biopsy findings at the time of organ recovery
A Increased risk of Infectious disease transmission risk
A Took too long to find a recipient (prolonged cold time)

A No recipient located

A Are there systemic reasons that impede organ utilization?
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Kidney Donor Profile Index (KDPI)

1. Age
A Cumulative percentage score 2 H eight
A Measure of expected outcome 3 Weight
A Derived from estimates of the relative risk of allograft 4 Ethnicity
failure in an adult recipient(KDRI) ' .
o . . 5. Serum creatinine
A Scaled using kidneys procured in the preceding calendar .
year 6. Hypertension
A Part of the new kidney allocation system /. Diabetes
8. HCV status
9

. Cause of death
10. Donation after circulatory death

The Kidney Donor Risk Index (KDRI) is an estimate of the relative risk of post-transplant kidney graft
failure (in an average, adult recipient) from a particular deceased donor compared to the median (50"
percentile) donor
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Comparing Graft survival rates with dialysis survival rates
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Donor reference population: All deceased kidney donors recovered for transplant in 2016.
Based on OPTN data including primary, adult, deceased donor, kidney alone transplants, as of
April 20, 2018.
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