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The Journal of Nephrology Social Work (JNSW) is the 
official publication of the Council of Nephrology Social 
Workers of the National Kidney Foundation, Inc. Its 
purpose is to stimulate interest and research in psycho-
social issues pertaining to kidney and urologic diseases, 
hypertension, and transplantation, as well as to publish 
information concerning renal social work practices and 
policies. The goal of JNSW is to publish original com-
munications and research that maintain high standards 
for the profession and that contribute significantly to the 
overall advancement of the field.

The JNSW is a peer-reviewed publication. Manuscripts 
are accepted for review with the understanding that 
the material has not been previously published, except 
in abstract form, and is not concurrently under review 
for publication elsewhere. Authors submitting a manu-
script do so with the understanding that, if it is accepted  
for publication, the copyright for the article, includ-
ing the right to reproduce the article in all forms and 
media, shall be assigned exclusively to the National  
Kidney Foundation. The publisher will not refuse  
any reasonable request by the author for permis-
sion to reproduce any of his or her contributions to  
the Journal.

Exclusive Publication: Articles are accepted for publi-
cation on the condition that they are contributed solely 
to The Journal of Nephrology Social Work. Authors 
should secure all necessary clearances and approvals 
prior to submission. All manuscripts are peer-reviewed 
by two reviewers. Receipt of manuscripts will be 
acknowledged within two weeks, and every effort will 
be made to advise contributors of the status of their 
submissions within six to eight weeks.

A submitted manuscript should be accompanied 
by a letter that contains the following language 
and is signed by each author: “In compliance with 
Copyright Revision Act of 1976, effective January 1, 
1978, the undersigned author(s) transfers all copy-
right ownership of the manuscript entitled ______ 
to The Journal of Nephrology Social Work in the event 
this material is published.”

To qualify as an original manuscript, the article or a 
version of the article must not have been published 
elsewhere. Author(s) must inform the editor if the man-
uscript is being reviewed for publication by any other 
journals. Once accepted for publication by the editor, 
the author(s) cannot make revisions on the manuscript. 
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Join the JNSW Editorial Board
The Journal of Nephrology Social Work is always interested in attracting CNSW members who will serve as  
Editorial Board members to help with the planning, solicitation, and review of articles for publication. 

If you are interested in becoming a member of the Editorial Board, please contact Norma Knowles, MSW, LCSW, 
Dialysis Clinic Inc., 3300 Lamone Industrial Boulevard, Columbia, MO 65201-8246. E-mail: Norma.Knowles@
dciinc.org OR Joseph Merighi, Boston University School of Social Work, 264 Bay State Road, Boston, MA 
02215. E-mail: merighi@bu.edu         
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CALL FOR MANUSCRIPTS
The Editorial Board of The Journal of Nephrology Social Work encourages the submission of original manuscripts. The 
journal contains articles addressing contemporary issues/topics relevant to nephrology social work. Authors may wish to 
address any of the following topics, which are listed as guidelines:

Please e-mail manuscript to: merighi@bu.edu  Alternatively, you may mail a hard copy to: 
Joseph Merighi, Boston University School of Social Work, 264 Bay State Road, Boston, MA 02215.
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Types of articles being sought

Research and Review.  The JNSW welcomes reports 
of original research on any topic related to renal social 
work. The editors will also consider articles that docu-
ment the development of new concepts or that review 
and update topics in the social sciences that are rel-
evant to professionals working in the field of renal 
social work.

Reports and Commentary. The JNSW welcomes 
articles that describe innovative and evaluated renal 
social work education programs, that report on view-
points pertaining to current issues and controversies 
in the field, or that provide historical perspectives on 
renal social work.

Reviews. Review articles—in traditional or meta-
analysis style—are usually invited contributions, 
however, letters of interest are welcome.

Original Research. Full manuscript format should 
include: introduction, methods, results, and discussion 
of original research. Length usually should not exceed 
15 double-spaced pages, including references. 

Clinical/Research Briefs. Abbreviated manuscript 
format presents clinical practice experience, prelimi-
nary research findings (basic or clinical), or profes-
sional observations in a shortened report form. Length 
usually should not exceed six double-spaced pages.

Practical Aspects Section. Contributions to this sec-
tion are detailed protocols, forms, or other such 
materials that are successfully utilized for delivery of 
outcomes-based clinical social work services.  

Case Studies. These detailed scenarios should illus-
trate a patient care situation that benefited from clini-
cal social work intervention. Typically, they should 
consist of a brief clinical and psychosocial history, and 
a detailed intervention plan with discussion of recom-
mendations focused toward practical application.

Letters to the Editor. Letters should be restricted to 
scientific commentary about materials published in the 
JNSW or to topics of general interest to professionals 
working in the field of renal social work. 

Manuscript Submission

Manuscript Format

Manuscripts should be formatted according to the rules 
laid out by the Publication Manual of the American 
Psychological Association, Fifth Edition. What follows  
is a brief synopsis of the broader style points used by 
the APA.

Paper and Type. Hard copy manuscripts should be 
submitted on standard-sized (8 1/2” x 11”), white 
paper. Both hard copy and electronic versions should 
conform to the following guidelines: Text should be 
double-spaced, set in 12-point type (preferably Times 
New Roman) and have 1-inch margins along all sides 
of every page. Starting with the title page, pages should 
be numbered in the upper, right-hand corner and should 
have a running head in the upper left-hand corner. The 
running head should be a shortened version of the 
manuscript's title and should be set in all uppercase let-
ters. The first line of every paragraph in the manuscript 
should be indented, as should the first line of every 
footnote.

Order of the Manuscript Sections

Title Page.  The manuscript's title page should contain 
the title of the manuscript and the name, degree, and 
current affiliation of each author. Authors are gener-
ally listed in order of their contribution to the manu-
script (consult the Publication Manual of the American 
Psychological association, Fifth Edition, the APA style 
guide, for exceptions). The title page should also contain 
the complete address of the institution at which the work 
was conducted and the contact information for the pri-
mary author. A running head (a shortened version of the 
manuscript's title) should be set in the upper left-hand 
corner of the page, in all uppercase letters. Page number-
ing should begin in the upper right-hand corner of this 
page. With the exception of the page numbers and run-
ning heads, all text on the title page should be centered.

Abstract. The manuscript's abstract should be set on 
its own page, with the word “Abstract” centered at the 
top of the page. The abstract itself should be a single 
paragraph with no indentation and should not exceed  
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•	 Text

•	 References
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•	 Footnotes

•	 Tables

•	 Figure captions

•	 Figures
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120 words. All numbers—except for those that begin a 
sentence—should be typed as numerals. Running heads 
and page numbers should continue from the title page.

Text. The text (or body) of the manuscript should begin 
on a new page, after the abstract. The title of the manu-
script should be set at the top of the first page, centered 
and double-spaced. Running heads and page numbers 
should continue from the abstract.

References. The reference list should begin on a new 
page, with the word “References” centered at the top of 
the page. Entries should be listed alphabetically, accord-
ing to the primary author's last name, and should conform 
to APA style (see sample references provided). Running 
heads and page numbers should continue from the text. 
Do not use software functions that automatically format 
your references. This can cause the references to be lost 
when the manuscript is formatted for typesetting.

Appendixes. Each appendix should begin on a new 
page and should be double-spaced. Running heads and 
page numbers should be continued from the text of the 
manuscript. The word “Appendix” and the identifying 
letter (A, B, C, etc.) should be centered at the top of the 
first page of each new appendix. Running heads and 
page numbers should continue from the references.

Author Note.  If there is an author note, it should begin 
on a new page with the words “Author Note” centered 
at the top of the page. Each paragraph should be indent-
ed. Running heads and page numbers should continue 
from the last appendix. Consult the APA style guide for 
further details on the structure of an author note.

Footnotes. A footnote should be indicated in the text 
of the manuscript with a superscript Arabic numeral to 
the right of the pertinent material. The footnotes should 
be listed on a separate page with the word “Footnotes” 
centered at the top of the page. They should be listed 
sequentially, with the first line of each note indented. 
Running heads and page numbers should continue from 
the author note. Do not use software functions that 
automatically format your footnotes. This can cause the 
footnotes to be lost when the manuscript is formatted 
for typesetting.

Tables. All tables should be double-spaced and each 
should begin on a separate page. Tables are numbered 
sequentially according to the order in which they are

first mentioned in the manuscript (Table 1, Table 2, etc.) 
and are given an appropriate title that is centered at the 
top of the page. Table Notes should be a single, double-
spaced paragraph, set after the last line of data. The first 
line should be flush and begin with the word Note. 

Table footnotes should be set in lowercase, superscript 
letters, immediately to the right of the pertinent data. 
The footnotes themselves should appear below the 
table, after the Table Notes (if any). Table footnotes 
should begin anew with each new table. If a table has 
been previously published, the author is required to sub-
mit a copy of a letter of permission from the copyright 
holder, and must acknowledge the source of the table in 
the manuscript's reference section. Running heads and 
page numbers should continue from the footnotes.

Figures. Figures are also numbered consecutively, 
according to the order in which they appear in the 
manuscript. The convention Figure 1, Figure 2, Figure 
3, etc. should be followed. In cases where the orienta-
tion of the figure is not obvious, the word TOP should 
be placed on the page, well outside the image area, to 
indicate how the figure should be set. If any figure has 
been previously published, the author is required to sub-
mit a copy of a letter of permission from the copyright 
holder, and must acknowledge the source of the figure 
in the manuscript's reference section. Running heads 
and page numbers should continue from the tables.

Figure Captions. Each figure in the manuscript must 
have a caption, formatted as follows:

Figure 1.  Exemplary formatting for all figure captions.

All figure captions should be listed on a separate page, 
according to the order in which they appear in the man-
uscript. Multi-line captions should be double-spaced.

Reference Examples 

Journal Article, two authors
Wassner, S. J., & Holliday, M. A. (1989). Protein 

metabolism in chronic renal failure. Seminar in  
Nephrology, 9, 19–23.

Journal Article, Three to Six Authors
Gartner, J., Larson, D. B., & Allen, G. D. (1991). 

Religious commitment and mental health: A review 
of the empirical literature. Journal of Psychology 
and Theology, 19, 6–25.

Journal of Nephrology Social Work, Volume 29, Fall 2008
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Journal Article, More Than Six Authors
Larson, D. B., Sherrill, K. A., Lyons, J. S., Craigie, 

F. C., Thielman, S. B., Greenwold, M. A., et al. 
(1992). Associations between dimensions of reli-
gious commitment and mental health reported in 
the American Journal of Psychiatry and Archives 
of General Psychiatry: 1978–1989. American 
Journal of Psychiatry, 149, 557–559.

Journal Article in Press
Odaka, M. (in press). Mortality in chronic dialysis 

patients in Japan. American Journal of Kidney 
Diseases.

Complete Book, Edited
Levine, D. Z. (Ed.). (1983). Care of the renal patient. 

Philadelphia: Saunders.

Chapter of an Edited Book
Nixon, H. H. (1966). Intestinal obstruction in the 

newborn. In C. Rob & R. Smith (Eds.), Clinical 
surgery (pp. 168–172). London: Butterworth.

Article from a Journal Supplement
Paganini, E. P., Latham, D., & Abdulhadi, M. (1989). 

Practical considerations of recombinant human 
erythropoietin therapy. American Journal of 
Kidney Diseases, 14(Suppl. 1), 19–25.

Abstract
Bello, V. A. O., & Gitelman, H. J. (1990). High fluo-

ride exposure in hemodialysis patients [Abstract]. 
American Journal of Kidney Diseases, 15, 320.

Editorial
Piantadosi, S. (1990). Hazards of small clinical trials 

[Editorial]. Journal of Clinical Oncology, 8, 1–3.

REVIEW PROCESS

Manuscripts submitted to The Journal of Nephrology 
Social Work are peer-reviewed, with the byline removed, 
by at least two professionals in the field of renal social 
work. The length of the review process will vary 
somewhat depending on the length of the manuscript, 
but generally takes two to three months. The Journal 
of Nephrology Social Work reserves the right to edit 
all manuscripts for clarity or length. Minor changes 
in style and clarity are made at the discretion of the 
reviewers and editorial staff. Substantial changes will 
only be made with the primary author's approval, prior 
to typesetting.

After Acceptance

If a manuscript is accepted for publication, the author will 
be required to send the following to the editorial office:

•	 An electronic copy of the final version of the 
manuscript. All components of the manuscript 
must appear within a single word processing file, 
in the order listed previously. Any features that 
track or highlight edits should be turned off. Do 
not use automatic numbering functions, as these 
features will be lost during the file conversion 
process. Formatting such as Greek characters, 
italics, bold face, superscript and subscript, may 
be used, however the use of such elements must 
conform to the rules set forth in the APA style 
guide and should be applied consistently through-
out the manuscript.

•	 Most other file formats (Powerpoint, JPG, GIF, 
etc.) are not of sufficient resolution to be used 
in print. The resolution for all art must be at 
least 300 dpi. A hard copy of each figure should 
accompany the files.

•	 In addition to the images that appear in your word 
processing file, it is important to send the images 
as individual files too. These images should be 
grayscale (black and white) only. They should be 
TIF or EPS file formats only.

•	 We would prefer a printed copy of the final ver-
sion of the manuscript to be sent to verify con-
tents.

•	 A copyright form signed by at least one of the 
authors.

Journal of Nephrology Social Work, Volume 29, Fall 2008
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ERRATA

In “End-of-Life Care Discussions: A Survey of Dialysis Patients and Professionals” (Spring 2008, vol. 28,  
p. 52), the following text should replace the last sentence of the introduction: “Twenty and one-half percent of 
people receiving dialysis treatment, or 69,990 dialysis patients, died in 2005, compared to 21% in 2004 (U.S. Renal 
Data System, 2006, 2007).”

In “Rates and Correlates of Therapy Non-Adherence in Adult Hemodialysis Patients” (Spring 2008, vol. 28, 
p. 11), Julie Brown, MSW, LCSW (listed below in bold), was omitted from the list of authors in the original print-
ing of this article. The following is the corrected authorship list.

Cynthia L. Russell, RN, PhD, Associate Professor, Sinclair School of Nursing, University of Missouri, Columbia, 
MO; Robert Whitlock, MSSW, MHA, LCSW, Director, Missouri Kidney Program, University of Missouri School 
of Medicine, Columbia, MO; Norma Knowles, MSW, LCSW, Clinical Nephrology Social Worker, Dialysis Clinics 
Inc., Columbia, MO; Leanne Peace, MSW, LCSW, Dialysis and Transplant Social Worker, University of Missouri 
Health Care, Columbia, MO; Barb Tanner, RN, BSN, Research Nurse, Sinclair School of Nursing, University of 
Missouri, Columbia, MO; Julie Brown, MSW, LCSW, Missouri Kidney Program Center for Renal Education, 
St. Louis, MO; Barry A. Hong, PhD, FAACP, Professor of Psychiatry, Washington University School of 
Medicine, Saint Louis, MO
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A MESSAGE FROM THE GUEST EDITOR FOR THIS ISSUE

As the national chair of the Council of Nephrology Social Workers (CNSW) and guest editor of this 
special issue of The Journal of Nephrology Social Work (JNSW), I am pleased to present “Psychosocial 
Aspects of the 2008 End-Stage Renal Disease Conditions for Coverage.” CNSW is very excited about 
the new Conditions for Coverage (CfC) put into effect in every dialysis unit in the United States and 
its territories on October 14, 2008. We believe that they give social workers tremendous opportuni-
ties for intervention to help facilities meet these mandated conditions. CNSW created many programs 
and resources to help social workers and the kidney community understand and implement these new 
conditions, and we thank our CfCs task force for their hard work under the tireless leadership of Aaron 
Herold. This special JNSW issue was created as a permanent resource for nephrology social workers 
about the regulations put in place in dialysis units for many years to come and is a key component of 
the tools and resources that were created by CNSW and this task force. We look forward to helping 
you in the years to come as we all adapt to these new CfCs and are very excited about all the ways in 
which social workers can help their teams implement them. We hope that you find the material presented 
herein a valuable addition to your knowledge base, and that the information will enhance your practice 
and patient outcomes. 

 

Teri Browne, MSW, LSW  
Assistant Professor, University of South Carolina College of Social Work, Columbia, SC 
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DISCLAIMER 

This journal was put together by the Council of Nephrology Social Workers (CNSW) to help inform and educate 
the kidney community about the psychosocial aspects of the new Conditions for Coverage (CfCs). The implemen-
tation and interpretation of the new CfCs is anticipated to be a dynamic process. This journal reflects the informa-
tion available to the kidney community as of its version date. Information provided by CNSW is not intended to 
establish or replace policies and procedures provided by dialysis providers to their facilities. Please check with 
your facility management before implementing any of the information provided herein.

ACKNOWLEDGEMENTS

CNSW would like to acknowledge the following individuals for their outstanding assistance in educating social work-
ers about the new CfCs and providing them with the tools to address the requirements of the new conditions:

•	 National Kidney Foundation: Gary Green, Maritza Owens

•	 Centers for Medicare and Medicaid Services: Judith Kari, Glenda Payne

•	 CNSW Conditions for Coverage Education Task Force members: Teri Browne, Deborah Collinsworth, 
Sandie Dean, Duane Dunn, Phyllis Ermann, Wendy Funk Schrag, Lisa Hall, Jeff Harder, Tom Lepetich,  
Chris Simon

•	 Special thanks to our Task Force Chair, Aaron Herold 



Psychosocial Aspects of the 2008 End-Stage Renal Disease Conditions for Coverage

Teri Browne, MSW, LSW, University of South Carolina College of Social Work, Columbia, SC;
Chairperson, Council of Nephrology Social Workers

On October 14, 2008, practices and policies in every dialysis unit in the United States and its territories will be 
significantly changed with the implementation of the 2008 Conditions for Coverage (CfCs) for End-Stage Renal 
Disease Facilities (Office of the Federal Register, 2008). These CfCs mark the first wholesale change in the regu-
lations for dialysis units in more than 30 years, and the Council of Nephrology Social Workers (CNSW) is making 
every effort to provide its members with the tools and resources they need to adapt to and adopt these new CfCs. 
This special issue of The Journal of Nephrology Social Work is intended to provide members with an introduction 
to the sections of the CfCs that are relevant to social workers and an overview of the CfCs and relevant resources 
created by the CNSW.

BACKGROUND

The Council of Nephrology Social Workers (CNSW) is 
encouraged that the Centers for Medicare and Medicaid 
Services (CMS) recognized how important psychosocial 
functioning is for patients with end-stage renal disease 
(ESRD) in the 2008 Conditions for Coverage (CfCs) for 
ESRD Facilities (Office of the Federal Register, 2008). 
A large body of literature suggests that there are many 
psychosocial barriers to optimal outcomes in those with 
ESRD, including the following challenges (see Browne, 
2006, for a full literature review):

•	 Adjustment to and coping with the illness and  
treatment regime

• 	 Depression and anxiety

• 	 Medical complications and problems 

• 	 Issues related to pain, palliative care and end-of-
life care

• 	 Familial, social, vocational role adjustment 

• 	 Concrete needs: financial loss, insurance prob-
lems and prescription coverage

• 	 Diminished quality of life

• 	 Body image issues

• 	 Sexual and reproductive functioning

• 	 Sleeping problems

• 	 Comorbid illnesses

• 	 Numerous losses, such as financial security, 
health, libido, strength, independence, mobility, 
schedule flexibility, appetite and freedom with 
diet and fluid.

These psychosocial concerns may decrease quality of 
life, increase malnutrition and significantly negatively 
impact outcomes, such as hospitalizations, mortal-
ity and morbidity (Auslander et al., 2001; Burrows-

Hudson, 1995; Hedayati et al., 2004; Kimmel et al., 
1998, 2000; Koo et al., 2003; Paniagua et al., 2005). 
Families and social support network members of those 
with ESRD also have problems adjusting to the chronic 
disease and its concurrent psychosocial stressors (White 
& Greyner, 1999).

Significant psychosocial problems faced by those with 
ESRD and their loved ones require intervention from 
qualified social workers who have a master’s degree in 
social work (MSW). An MSW has been mandated in 
every dialysis unit in the United States and its territories 
since the first CfCs were published, with limited excep-
tions for those who had been working in renal settings 
as social workers for at least a year prior to publica-
tion date (Office of the Federal Register, 1976). Since 
1976, MSWs have provided interventions to those with 
ESRD and their family members who have decreased 
depression (Beder, 1999; Cabness, 2005) and improved 
attendance at dialysis sessions (Medical Education 
Institute, 2004). MSWs help reduce interdialytic weight 
gains (Auslander & Buchs, 2002; Johnstone & Halshaw, 
2003; Root, 2005) and improve quality of life (Chang et 
al., 2004; Frank et al., 2003; Johnstone, 2003). Social 
workers can also help improve medication management 
and lower blood pressure (Beder et al., 2003). More than 
75% of nephrology social workers mediate conflicts in 
dialysis units (Merighi & Ehlebracht, 2004). MSWs 
can also increase establishment of advance directives 
(Yusack, 1999). The 2008 CfCs provide social work-
ers with a plethora of opportunities to provide clinical 
social work interventions to improve outcomes for 
patients and their families.  

HISTORY

Nephrology social workers were instrumental in lobby-
ing for the inclusion of an MSW in every dialysis and 

13
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transplant facility in the 1976 CfCs. In 2005, when the 
notice of proposed rulemaking (proposed CfCs) was 
published in the Federal Register, the CNSW launched 
a long-planned effort to educate its members about 
the proposed CfCs, provided members with the orga-
nization’s evidence-based response and encouraged 
members to write in support of sections they liked and 
to offer suggestions to modify sections where improve-
ment was needed. Social workers were the profession-
als who responded most frequently to the call for com-
ments about the proposed CfCs. 

In 2007, key social workers attended an invitation-only 
community forum organized by CMS to provide feed-
back to draft interpretive guidelines for the proposed 
CfCs. The interpretive guidelines document explains 
the regulation to surveyors who must monitor facil-
ity policies, procedures and practices to ensure patient 
health and safety.

Throughout 2007 and 2008, a special CNSW task 
force created tools and resources for CNSW members 
that relate to the new CfCs. This included working 
on a multidisciplinary task force with the Council of 
Renal Nutrition, Council of Nephrology Nurses and 
Technicians and the American Nephrology Nurses 
Association to create a sample interdisciplinary com-
prehensive assessment tool for the community review 
to help facility interdisciplinary teams comply with the 
condition of patient assessment. Other CNSW activi-
ties included hosting a webinar viewed by more than 
600 social workers and others about the new CfCs, 
distributing social work educational tools, such as the 
resources in this special issue, and creating a new Web 
page devoted to the new CfCs. Along the way, much 
discussion about the release and implementation of 
the CfCs occurred on the CNSW listserv, which can 
now be reviewed by members at the CNSW listserv 
archive Web page at http://listserv.kidney.org/scripts/
wa.exe?LOGON 

On October 14, 2008, the new CfCs will go into effect 
in every dialysis unit in the United States and its territo-
ries, forming the basis for all subsequent Medicare sur-
veys. You can look forward to the CNSW continuing to 
produce information and resources for members about 
the CfCs and the interpretive guidelines in the future. 

THIS ISSUE

This issue of The Journal of Nephrology Social Work 
includes a fact sheet to help social workers comply with 
the condition of patient plan of care for quality-of-life 
 

(QOL). Included is a sample assessment tool with rec-
ommended psychosocial components for an interdisci-
plinary patient assessment and a summary compilation 
of the psychosocial aspects of the CfCs. This issue con-
cludes with an insightful article by Wendy Funk Schrag 
that explores ethics and the new CfCs. 

The “Quality of Life Assessment Tools” fact sheet 
includes information from the condition of plan of 
care at §494.90(a)(6), which mandates social services 
include assessment of mental and physical functioning 
using a standardized tool. This fact sheet also provides 
information from the preamble, or introductory lan-
guage of the CfCs, in addition to information about 
CMS’ ESRD clinical performance measures (CPMs), 
including the CPM regarding QOL. This new CPM 
requires all dialysis facilities in the United States and 
its territories to report when asked how many eligible 
patients completed the KDQOL-36, a standardized tool 
that measures physical and mental functioning. 

The “Comprehensive Multidisciplinary Patient 
Assessment (CMPA) Example Questions: Social Work-
Focused Criteria” document is intended to be a sample 
for the community that can be used to satisfy the psy-
chosocial components of the condition of patient assess-
ment at §494.80, which mandates an interdisciplinary 
assessment of every dialysis patient. These assessment 
criteria are intended to be used in conjunction with 
nursing and dietary assessment components, and also 
identify potential areas for interdisciplinary care plan-
ning intervention. 

The “Psychosocial Aspects of the 2008 Dialysis 
Conditions for Coverage” is a helpful resource to guide 
social workers, patients and professionals through the 
new CfCs, highlighting all aspects of these CfCs that 
have relevance to social workers. This table includes 
the following:

• 	 Location: where the condition can be found in  
the regulations

• 	 Condition: the number and name of the condition

• 	 Standard: the letter and name of the related standard

• 	 Key points, background and more information 
from the preamble, a lengthy introduction prior 
to the regulation that begins on page 20,475 
of the Federal Register. The preamble contains 
background for the regulations, including public  
comments and CMS responses related to every 
section of the CfCs and, in some cases, implemen-
tation suggestions. The CNSW recommends that 
its members become familiar with the regulation 
as well as the preamble.
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IMPLEMENTATION OF THE NEW CfCs

Social workers need to be educated about the new 
CfCs and how they affect their day-to-day practice. It 
is important to keep in mind that the CfCs clearly state 
that it is the responsibility of the governing body of each 
dialysis facility to ensure there are an adequate number 
of qualified social workers present so the “patient/staff 
ratio is appropriate to the level of dialysis care given 
and meets the needs of patients, and the registered 
nurse, social worker and dietitian members of the inter-
disciplinary team are available to meet patient clinical 
needs.” Dialysis units need to ensure that there is a 
sufficient level of social work staffing to allow social 
workers to help with or take responsibility for the fol-
lowing mandated tasks in every dialysis unit:

• 	 Honoring patients’ rights to respect, dignity, rec-
ognition of individuality and personal needs and 
sensitivity to psychological needs and ability to 
cope with ESRD

• 	 Informing all patients of their right to execute 
advance directives and the facility’s policy regard-
ing advance directives

• 	 Working with the interdisciplinary team to honor 
patients’ rights to receive resource information 
for dialysis modalities not offered by the facility, 
including information about alternative scheduling 
options for working patients

• 	 Assessing patients’ psychosocial needs; family  
and other support systems; patients’ abilities, 
interests, preferences and goals, including the 
desired level of participation in the dialysis care 
process; preferred modality (hemodialysis or  
peritoneal dialysis) and setting (e.g., home dialysis); 
and patients’ expectations for care outcomes.

• 	 Developing plans of care with the interdisciplinary 
team and patient or representative within 30 days 
of admission, at 90 days and annually for stable 
patients or every month for patients who have 
significant changes in psychosocial needs or are 
otherwise unstable

• 	 Providing necessary monitoring and social work 
interventions, including counseling services and 
referrals for other social services, and assisting 
patients in achieving and sustaining appropriate 
psychosocial status as measured by a standardized 
mental and physical assessment tools chosen by 
the social worker, at regular intervals or more fre-
quently on an as-needed basis

• 	 Assisting patients, along with the interdisciplinary 
team, in achieving and sustaining desired, appro-
priate levels of productive activity, including the 
educational needs of patients under age 18, and 

making rehabilitation and vocational rehabilitation 
referrals as appropriate 

• 	 Providing education and training, along with the 
interdisciplinary team, for patients and family 
members or caregivers or both, in aspects of the 
dialysis experience, dialysis management, home 
dialysis and self-care, quality of life, rehabilitation 
and transplantation

• 	 Participating in the training program for patient 
care dialysis technicians on communication and 
interpersonal skills, including patient sensitivity 
training and care of difficult patients

• 	 Helping to resolve conflicts before they escalate 
into grievances 

• 	 Helping to implement the new involuntary dis-
charge and transfer policies and procedures. 

It is clear that with the new CfCs, social workers need 
to maintain ongoing communication with patients, other 
team members and families to ensure that psychosocial 
needs that contribute to patient instability are assessed 
in a timely fashion and continue to work with the rest of 
the interdisciplinary team to improve other outcomes. It 
is also clear that social workers are unable to do these 
mandated responsibilities if they are overwhelmed by 
clerical or other inappropriate tasks or have caseloads 
that are too large for patient acuity. Large nephrology 
social work caseloads have been linked to decreased 
patient satisfaction and poorer rehabilitation outcomes 
(Callahan et al., 1998), and an inability for social work-
ers to provide clinical interventions to patients and their 
families (Bogatz et al., 2005; Merighi & Ehlebracht, 
2002, 2005). The CNSW recommends an acuity-based 
social worker-to-patient ratio that takes into consider-
ation the psychosocial risks of patients and recommends 
a maximum of 75 patients per full-time dialysis social 
worker (CNSW, 2002). 

Social workers may need to self-advocate by remind-
ing their employers about the condition of governance 
at §494.180, which clearly states that every dialysis 
unit’s “governing body or designated person responsible 
must ensure that—(1) An adequate number of qualified 
personnel are present whenever patients are undergo-
ing dialysis so that the patient/staff ratio is appropriate 
to the level of dialysis care given and meets the needs 
of patients; and the registered nurse, social worker and 
dietitian members of the interdisciplinary team are 
available to meet patient clinical needs.” The new CfCs 
are clear that patients’ clinical needs are primary, and the 
preamble states explicitly that facilities may use ancil-
lary staff to help with clerical tasks, such as arranging 
transportation and transient treatments, getting insur-
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ance referrals, applying for financial assistance as well 
as tasks to benefit the facility such as copying insurance 
cards or resolving insurance questions and denials of 
payment. The preamble encourages MSWs to focus on 
clinical interventions. 

With this new paradigm in the dialysis community, 
social workers will likely find themselves needing to 
remind employers that clerical tasks and large case-
loads prevent them from complying with the new CfCs, 
which could lead to a condition or standard level cita-
tion and a requirement from the state survey agency to 
develop a plan of correction and additional monitoring. 
Social workers need to become comfortable telling 
their employer “I am sorry, but that clerical task (or 
this excessive patient caseload) will prevent me from 
fulfilling all of the mandated tasks of a qualified social 
worker in the new CfCs that govern this dialysis unit, 
placing this dialysis unit at risk of being cited by the 
state surveyor, which could bring negative attention to 
our dialysis unit. Let’s talk about exploring ways that 
non-MSWs can help with these clerical tasks (or let’s 
talk about hiring another social worker), so I can be sure 
that all of the psychosocial aspects of the new CfCs are 
met.” The CNSW’s book, Professional Advocacy for the 
Nephrology Social Worker (available from the National 
Kidney Foundation) is an excellent resource to help 
social workers advocate for themselves to ultimately 
improve patient outcomes. 

Social workers may also find themselves overwhelmed 
by the prospect of performing clinical social work inter-
ventions in dialysis units after many years of focusing on 
non-clinical tasks. The CNSW has many tools to assist 
social workers in honing their clinical skills, as well as 
many projects that social workers can do to document 
their value. The CNSW also has tools and information 
about the recently published transplant Conditions of 
Participation. The CNSW was actively involved in com-
menting on the new transplant conditions and provid-
ing information to transplant social workers. The very 
active CNSW e-mail listserv and its archive are terrific 
tools for finding professional support and suggestions to 
help in implementing these new conditions. 

The CNSW looks forward to helping social workers in 
the years to come as we adapt to these new CfCs and is 
excited about all the ways in which social workers can

help their interdisciplinary teams assess, plan and moni-
tor interventions to improve outcomes. Our patients 
deserve all that we have to offer.
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This table was created by the Council of Nephrology Social Workers (CNSW) to help inform and educate the kid-
ney community about the psychosocial aspects of the new Conditions for Coverage (CfCs) for End-Stage Renal 
Disease Facilities. The implementation and interpretation of the new CfCs is anticipated to be a dynamic process. 
This document reflects the information available to the kidney community as of its version date. Please confirm 
with CNSW whether further information, resources or guidance has been provided on this subject. Information 
provided by CNSW is not intended to establish or replace policies and procedures provided by dialysis providers 
to their facilities. Please check with your dialysis facility management before implementing any of the information 
provided herein. The CfCs were published April 15, 2008, by the Department of  Health and Human Services, 
Centers for Medicare and Medicaid Services, to be in effect October 14, 2008, in every U.S. dialysis unit. You can 
find the entire CfCs at http://edocket.access.gpo.gov/2008/pdf/08-1102.pdf
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ro
vid

e p
ati

en
ts’

 rig
hts

 in
for

ma
tio

n w
ith

in 
thr

ee
 

tre
atm

en
ts 

is 
re

as
on

ab
le,

 gi
ve

n t
ha

t d
ial

ys
is 

is 
no

rm
all

y p
er

for
me

d t
hr

ee
 tim

es
 

pe
r w

ee
k f

or
 ap

pr
ox

im
ate

ly 
3 t

o 4
 ho

ur
s p

er
 se

ss
ion

. 
 

Co
m

m
en

t:  
W

e r
ec

eiv
ed

 se
ve

ra
l c

om
me

nts
 re

ga
rd

ing
 po

ss
ibl

e 
mi

sin
ter

pr
eta

tio
ns

 by
 st

ate
 su

rve
yo

rs 
as

 to
 w

ha
t is

 m
ea

nt 
by

 pa
tie

nts
 be

ing
 

“in
for

me
d”

 of
 fa

cil
ity

 po
lic

ies
. R

es
po

ns
e: 

Th
e w

or
d “

inf
or

m”
 si

mp
ly 

me
an

s t
o 

co
mm

un
ica

te 
kn

ow
led

ge
. W

e h
av

e n
ot 

dic
tat

ed
 th

e m
od

e o
f c

om
mu

nic
ati

on
. 

Pa
tie

nts
’ ri

gh
ts 

inf
or

ma
tio

n m
ay

 be
 pr

es
en

ted
 to

 pa
tie

nts
 in

 w
riti

ng
, o

ra
lly

, 
au

dio
vis

ua
lly

, e
tc.

 B
ec

au
se

 th
e m

ea
ns

 by
 w

hic
h i

nfo
rm

ati
on

 is
 co

mm
un

ica
ted
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gr
ou
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fo
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at
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Fr

om
 P

re
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bl
e 

Su
bp

ar
t C

 
Pa

tie
nt 

ca
re

 
(co

n’t
) 

                                        

49
4.7

0 
Pa

tie
nts

’ ri
gh

ts 
(co

n’t
) 

                                        

(a
) P

ati
en

ts’
 

rig
hts

 (c
on

’t) 
                                         

his
 or

 he
r c

ar
e, 

an
d b

e i
nfo

rm
ed

 of
 

the
 rig

ht 
to 

re
fus

e t
re

atm
en

t, t
o 

dis
co

nti
nu

e t
re

atm
en

t, a
nd

 to
 re

fus
e 

to 
pa

rtic
ipa

te 
in 

ex
pe

rim
en

tal
 

re
se

ar
ch

; 
(6

) B
e i

nfo
rm

ed
 ab

ou
t h

is 
or

 he
r r

igh
t 

to 
ex

ec
ute

 ad
va

nc
e d

ire
cti

ve
s, 

an
d 

the
 fa

cil
ity

’s 
po

lic
y r

eg
ar

din
g a

dv
an

ce
 

dir
ec

tiv
es

; 
(7

) B
e i

nfo
rm

ed
 ab

ou
t a

ll t
re

atm
en

t 
mo

da
liti

es
 an

d s
ett

ing
s, 

inc
lud

ing
 bu

t 
no

t li
mi

ted
 to

, tr
an

sp
lan

tat
ion

, h
om

e 
dia

lys
is 

mo
da

liti
es

 (h
om

e 
he

mo
dia

lys
is,

 in
ter

mi
tte

nt 
pe

rito
ne

al 
dia

lys
is,

 co
nti

nu
ou

s a
mb

ula
tor

y 
pe

rito
ne

al 
dia

lys
is,

 co
nti

nu
ou

s c
yc

lin
g 

pe
rito

ne
al 

dia
lys

is)
, a

nd
 in

-fa
cil

ity
 

he
mo

dia
lys

is.
 

Th
e p

ati
en

t h
as

 th
e r

igh
t to

 re
ce

ive
 

re
so

ur
ce

 in
for

ma
tio

n f
or

 di
aly

sis
 

mo
da

liti
es

 no
t o

ffe
re

d b
y t

he
 fa

cil
ity

, 
inc

lud
ing

 in
for

ma
tio

n a
bo

ut 
alt

er
na

tiv
e s

ch
ed

uli
ng

 op
tio

ns
 fo

r 
wo

rki
ng

 pa
tie

nts
; 

(8
) B

e i
nfo

rm
ed

 of
 fa

cil
ity

 po
lic

ies
 

re
ga

rd
ing

 pa
tie

nt 
ca

re
, in

clu
din

g, 
bu

t 
no

t li
mi

ted
 to

, is
ola

tio
n o

f p
ati

en
ts;

 
(9

) B
e i

nfo
rm

ed
 of

 fa
cil

ity
 po

lic
ies

 
re

ga
rd

ing
 th

e r
eu

se
 of

 di
aly

sis
 

su
pp

lie
s, 

inc
lud

ing
 he

mo
dia

lyz
er

s; 
(1

0)
 B

e i
nfo

rm
ed

 by
 th

e p
hy

sic
ian

, 
nu

rse
 pr

ac
titi

on
er

, c
lin

ica
l n

ur
se

 
sp

ec
ial

ist
, o

r p
hy

sic
ian

’s 
as

sis
tan

t 
tre

ati
ng

 th
e p

ati
en

t fo
r E

SR
D 

of 
his

 or
 

he
r o

wn
 m

ed
ica

l s
tat

us
 as

 
do

cu
me

nte
d i

n t
he

 pa
tie

nt’
s m

ed
ica

l 
re

co
rd

, u
nle

ss
 th

e m
ed

ica
l re

co
rd

 
co

nta
ins

 a 
do

cu
me

nte
d 

co
ntr

ain
dic

ati
on

; 
(1

1)
 B

e i
nfo

rm
ed

 of
 se

rvi
ce

s a
va

ila
ble

 
in 

the
 fa

cil
ity

 an
d c

ha
rg

es
 fo

r s
er

vic
es

 
no

t c
ov

er
ed

 un
de

r M
ed

ica
re

; 
(1

2)
 R

ec
eiv

e t
he

 ne
ce

ss
ar

y s
er

vic
es

 

to 
the

 pa
tie

nt 
is 

no
t s

pe
cif

ied
, fa

cil
itie

s a
nd

 th
eir

 st
aff

 ha
ve

 th
e n

ec
es

sa
ry 

fle
xib

ilit
y t

o c
om

ply
 w

ith
in 

the
 in

ten
t o

f th
e c

on
dit

ion
. R

es
po

ns
e:

 A
t   

  
§ 4

94
.70

(a
)(1

), 
pa

tie
nts

 ha
ve

 th
e r

igh
t to

 re
ce

ive
 re

sp
ec

t fo
r t

he
ir p

er
so

na
l 

ne
ed

s. 
Th

e i
nte

nt 
of 

thi
s s

tan
da

rd
 is

 th
at 

all
 fa

cil
itie

s m
us

t r
es

pe
ct 

pa
tie

nts
 an

d 
the

ir i
nd

ivi
du

al 
ch

ar
ac

ter
ist

ics
 or

 un
iqu

e n
ee

ds
. F

or
 in

sta
nc

e, 
fac

ilit
ies

 m
ay

 
wa

nt 
to 

de
ve

lop
 po

lic
ies

 fo
r a

 va
rie

ty 
of 

sit
ua

tio
ns

, s
uc

h a
s p

ati
en

t r
es

tro
om

 
us

e d
ur

ing
 a 

dia
lys

is 
se

ss
ion

, to
 en

su
re

 th
at 

the
ir p

ati
en

ts’
 rig

hts
 ar

e p
ro

tec
ted

. 
W

e d
o n

ot 
ex

pe
ct 

tha
t p

ati
en

t s
ign

atu
re

s o
n l

iab
ilit

y w
aiv

er
s a

re
 ne

ce
ss

ar
y o

r 
ap

pr
op

ria
te 

in 
mo

st 
ca

se
s. 

 
W

he
n a

 pa
tie

nt 
ne

ed
s t

o u
se

 th
e r

es
tro

om
, th

at 
tim

e s
ho

uld
 no

t b
e d

ed
uc

ted
 

fro
m 

the
 di

aly
sis

 tr
ea

tm
en

t s
es

sio
n. 

Fa
cil

itie
s s

ho
uld

 sc
he

du
le 

pa
tie

nts
 in

 su
ch

 
a w

ay
 so

 th
at 

pa
tie

nts
 ar

e n
ot 

for
ce

d t
o g

ive
 up

 pr
es

cri
be

d s
er

vic
es

 fo
r w

hic
h 

Me
dic

ar
e p

ro
vid

es
 pa

ym
en

t. I
n a

dd
itio

n, 
CM

S 
co

ns
ide

rs 
sit

ua
tio

ns
 in

 w
hic

h 
fac

ilit
ies

 fa
il t

o s
ch

ed
ule

 pa
tie

nts
 ap

pr
op

ria
tel

y a
nd

 th
us

 fo
rce

 pa
tie

nts
 to

 gi
ve

 
up

 pr
es

cri
be

d s
er

vic
es

 to
 be

 a 
se

rio
us

 m
att

er
 of

 pr
og

ra
m 

int
eg

rity
. 

 
Th

e i
nte

nt 
of 

the
 pr

op
os

ed
 ru

le 
lan

gu
ag

e i
s t

o p
ro

vid
e t

he
 fa

cil
ity

 w
ith

 fle
xib

ilit
y 

in 
me

eti
ng

 th
e r

eq
uir

em
en

t th
at 

it p
ro

vid
e i

nfo
rm

ati
on

 in
 a 

wa
y t

he
 pa

tie
nt 

un
de

rst
an

ds
. If

 a 
fac

ilit
y n

ee
ds

 to
 ob

tai
n t

he
 us

e o
f a

 tr
an

sla
tor

 se
rvi

ce
 to

 
pr

ov
ide

 in
for

ma
tio

n t
o a

 pa
tie

nt 
an

d r
es

po
nd

 to
 qu

es
tio

ns
, th

en
 w

e e
xp

ec
t th

e 
fac

ilit
y t

o o
bta

in 
tha

t s
er

vic
e …

 T
he

 in
for

ma
tio

n r
eq

uir
ed

 to
 be

 pr
ov

ide
d u

nd
er

  
§ 4

94
.70

 w
ou

ld 
inc

lud
e a

ll t
he

 in
for

ma
tio

n p
ati

en
ts 

ne
ed

 to
 un

de
rst

an
d t

he
ir 

rig
hts

 an
d p

ar
tic

ipa
te 

in 
the

ir c
ar

e i
f th

ey
 ch

oo
se

 (s
ee

 § 
49

4.7
0(

a)
(5

)).
 

 
Co

m
m

en
t:  

On
e c

om
me

nte
r s

ug
ge

ste
d t

ha
t s

pe
cif

ic 
lan

gu
ag

e b
e a

dd
ed

 to
 

sta
te 

tha
t a

 so
cia

l w
or

ke
r s

ho
uld

 ha
ve

 th
e a

bil
ity

 to
 as

se
ss

 a 
pa

tie
nt’

s 
ps

yc
ho

log
ica

l n
ee

ds
 in

 a 
pr

iva
te 

en
vir

on
me

nt.
 R

es
po

ns
e:

 T
he

 in
ten

tio
n o

f  
§ 4

94
.70

(a
)(3

) a
nd

 § 
49

4.7
0(

a)
(4

) is
 th

at 
all

 fa
cil

itie
s m

us
t r

es
pe

ct 
pr

iva
cy

 an
d 

co
nfi

de
nti

ali
ty 

for
 al

l p
ati

en
ts;

 th
er

efo
re

 so
cia

l w
or

ke
r–

pa
tie

nt 
int

er
ac

tio
ns

 th
at 

re
qu

ire
 pr

iva
cy

 sh
ou

ld 
be

 co
nd

uc
ted

 in
 pr

iva
te.

 
 

It m
ay

 be
 de

sir
ab

le 
tha

t p
ati

en
ts 

pa
rtic

ipa
te 

ful
ly 

in 
the

ir c
ar

e; 
ho

we
ve

r, 
ne

ith
er

 
CM

S 
no

r a
 fa

cil
ity

 ca
n d

em
an

d f
ull

 pa
tie

nt 
pa

rtic
ipa

tio
n. 

Ad
dit

ion
all

y, 
we

 ca
nn

ot 
ma

nd
ate

 th
e i

nv
olv

em
en

t o
f p

ati
en

t r
ep

re
se

nta
tiv

es
 in

 th
e c

ar
e o

f p
ati

en
ts.

 W
e 

do
 re

qu
ire

 th
at 

pa
tie

nts
 ha

ve
 th

e o
pp

or
tun

ity
 to

 pa
rtic

ipa
te 

in 
the

ir c
ar

e. 
Pa

tie
nts

 ha
ve

 th
e r

igh
t to

 ac
ce

pt 
or

 de
cli

ne
 to

 pa
rtic

ipa
te.

 P
ati

en
ts 

ha
ve

 th
e 

rig
ht 

to 
be

 in
vo

lve
d i

n t
he

ir c
ar

e p
lan

nin
g a

s p
ar

t o
f th

e i
nte

rd
isc

ipl
ina

ry 
tea

m,
 

wh
ich

 is
 de

fin
ed

 at
 § 

49
4.8

0 a
nd

 § 
49

4.9
0. 

Be
ca

us
e p

ati
en

ts 
ha

ve
 th

e r
igh

t to
 

be
 pa

rt 
of 

the
 in

ter
dis

cip
lin

ar
y t

ea
m,

 th
ey

 ha
ve

 th
e o

pp
or

tun
ity

 to
 pa

rtic
ipa

te 
in 

all
 as

pe
cts

 of
 ca

re
, w

hic
h i

nc
lud

es
, b

ut 
is 

no
t li

mi
ted

 to
, c

ar
e p

lan
nin

g. 
Th

e 
lan

gu
ag

e i
n t

he
 fin

al 
ru

le 
all

ow
s f

or
 fle

xib
ilit

y i
n t

he
 w

ay
 a 

fac
ilit

y d
em

on
str

ate
s 

tha
t a

 pa
tie

nt 
ha

s h
ad

 su
ffic

ien
t o

pp
or

tun
ity

 to
 pa

rtic
ipa

te 
as

 pa
rt 

of 
the

 te
am

. 
Ca

re
 pl

an
 m

ee
tin

gs
 or

 co
nfe

re
nc

e c
all

s t
ha

t a
llo

w 
the

 pa
tie

nt 
to 

ca
ll i

n f
ro

m 
ho

me
 w

ou
ld 

all
ow

 th
e p

ati
en

t to
 pa

rtic
ipa

te.
 T

he
 di

aly
sis

 fa
cil

ity
 m

us
t 

en
co

ur
ag

e p
ati

en
t p

ar
tic

ipa
tio

n i
n c

ar
e p

lan
nin

g. 
 

 
Th

e l
ar

ge
 nu

mb
er

 of
 su

pp
or

tiv
e c

om
me

nts
 re

ga
rd

ing
 ad

va
nc

e d
ire

cti
ve

s i
s 
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Pa

tie
nt 

ca
re

 
(co

n’t
) 

                                        

49
4.7

0 
Pa

tie
nts

’ ri
gh

ts 
(co

n’t
) 

                                        

(a
) P

ati
en

ts’
 

rig
hts

 (c
on

’t) 
                                         

ou
tlin

ed
 in

 th
e p

ati
en

t p
lan

 of
 ca

re
 

de
sc

rib
ed

 in
 § 

49
4.9

0; 
(1

3)
 B

e i
nfo

rm
ed

 of
 th

e r
ule

s a
nd

 
ex

pe
cta

tio
ns

 of
 th

e f
ac

ilit
y r

eg
ar

din
g 

pa
tie

nt 
co

nd
uc

t a
nd

 re
sp

on
sib

ilit
ies

; 
(1

4)
 B

e i
nfo

rm
ed

 of
 th

e f
ac

ilit
y’s

 
int

er
na

l g
rie

va
nc

e p
ro

ce
ss

; 
(1

5)
 B

e i
nfo

rm
ed

 of
 ex

ter
na

l 
gr

iev
an

ce
 m

ec
ha

nis
ms

 an
d 

pr
oc

es
se

s, 
inc

lud
ing

 ho
w 

to 
co

nta
ct 

the
 E

SR
D 

Ne
tw

or
k a

nd
 th

e S
tat

e 
su

rve
y a

ge
nc

y; 
(1

6)
 B

e i
nfo

rm
ed

 of
 hi

s o
r h

er
 rig

ht 
to 

file
 in

ter
na

l o
r e

xte
rn

al 
gr

iev
an

ce
s o

r 
bo

th 
wi

tho
ut 

re
pr

isa
l o

r d
en

ial
 of

 
se

rvi
ce

s; 
an

d 
(1

7)
 B

e i
nfo

rm
ed

 th
at 

he
 or

 sh
e m

ay
 

file
 in

ter
na

l o
r e

xte
rn

al 
gr

iev
an

ce
s, 

pe
rso

na
lly

, a
no

ny
mo

us
ly 

or
 th

ro
ug

h a
 

re
pr

es
en

tat
ive

 of
 th

e p
ati

en
t’s

 
ch

oo
sin

g. 
 

ap
pr

ec
iat

ed
. W

e b
eli

ev
e t

ha
t it

 is
 im

po
rta

nt 
to 

inc
lud

e t
his

 la
ng

ua
ge

 in
 th

e f
ina

l 
re

gu
lat

ion
 fo

r s
ev

er
al 

re
as

on
s, 

no
t th

e l
ea

st 
of 

wh
ich

 is
 th

at 
wh

ile
 E

SR
D 

tre
atm

en
t h

as
 pr

olo
ng

ed
 lif

e, 
the

 ty
pic

al 
pa

tie
nt 

re
ce

ivi
ng

 di
aly

sis
 tr

ea
tm

en
t is

 
oft

en
 af

flic
ted

 w
ith

 m
ult

ipl
e c

om
or

bid
itie

s. 
W

e a
re

 no
t m

an
da

tin
g t

ha
t fa

cil
itie

s 
dis

cu
ss

 “e
nd

-o
f-li

fe”
 op

tio
ns

 or
 pr

ov
ide

 ad
va

nc
e d

ire
cti

ve
s p

lan
nin

g a
ss

ist
an

ce
 

or
 re

qu
irin

g p
ati

en
ts 

to 
co

mp
let

e a
dv

an
ce

 di
re

cti
ve

 do
cu

me
nts

. W
e a

re
 

re
qu

irin
g i

n t
he

 fin
al 

ru
le 

at 
§ 4

94
.70

(a
)(6

) t
ha

t fa
cil

itie
s i

nfo
rm

 pa
tie

nts
 of

 th
eir

 
rig

ht 
to 

ha
ve

 ad
va

nc
e d

ire
cti

ve
s a

nd
 th

e f
ac

ilit
y’s

 po
lic

ies
 re

ga
rd

ing
 ad

va
nc

e 
dir

ec
tiv

es
. P

ati
en

ts 
re

qu
irin

g a
ss

ist
an

ce
 in

 ad
va

nc
e d

ire
cti

ve
 pr

ep
ar

ati
on

 
sh

ou
ld 

loo
k t

o t
he

 fa
cil

ity
’s 

so
cia

l w
or

ke
rs 

for
 gu

ida
nc

e, 
as

 so
cia

l w
or

k 
pr

ofe
ss

ion
als

 ar
e t

ra
ine

d t
o u

se
 th

eir
 cl

ini
ca

l ju
dg

me
nt 

to 
ev

alu
ate

, p
ro

vid
e 

inf
or

ma
tio

n a
nd

 m
ak

e r
efe

rra
ls 

wh
en

 ne
ce

ss
ar

y. 
Th

e f
ac

ilit
y s

ho
uld

 ad
dr

es
s 

ad
va

nc
e d

ire
cti

ve
s i

n t
he

ir p
oli

cie
s a

nd
 pr

oc
ed

ur
es

, w
hic

h m
us

t b
e a

va
ila

ble
 to

 
pa

tie
nts

 as
 re

qu
ire

d i
n t

he
 “P

ati
en

ts’
 rig

hts
” c

on
dit

ion
. W

e e
xp

ec
t fa

cil
itie

s t
o 

ma
ke

 pa
tie

nts
 aw

ar
e o

f th
eir

 po
lic

ies
 ab

ou
t h

on
or

ing
 pr

op
er

ly 
ex

ec
ute

d 
ad

va
nc

e d
ire

cti
ve

s. 
If a

 fa
cil

ity
 do

es
 no

t h
on

or
 ad

va
nc

e d
ire

cti
ve

s, 
we

 ex
pe

ct 
it 

to 
ma

ke
 th

e p
ati

en
t a

wa
re

 of
 th

at 
po

lic
y. 

In 
ad

dit
ion

, w
e b

eli
ev

e t
ha

t th
e f

ac
ilit

y 
sh

ou
ld 

de
ve

lop
 a 

pr
oto

co
l fo

r p
ati

en
t tr

an
sfe

r if
 a 

fac
ilit

y d
oe

s n
ot 

int
en

d t
o 

ho
no

r a
dv

an
ce

 di
re

cti
ve

s. 
 

Ind
ivi

du
al 

pa
tie

nts
 al

wa
ys

 ha
ve

 th
e c

ho
ice

 to
 no

t s
ee

k t
re

atm
en

t. A
s i

nd
ica

ted
 

at 
pr

op
os

ed
 § 

49
4.7

0(
a)

(5
), 

pa
tie

nts
 ha

ve
 th

e r
igh

t to
 re

fus
e t

re
atm

en
t. I

f a
n 

ind
ivi

du
al 

is 
a p

ati
en

t o
f a

n E
SR

D 
fac

ilit
y, 

the
n h

e o
r s

he
 ha

s l
ike

ly 
ma

de
 th

e 
de

cis
ion

 to
 tr

ea
t h

is 
or

 he
r il

lne
ss

. H
ow

ev
er

, th
e p

ati
en

t’s
 m

ed
ica

l c
on

dit
ion

 
ma

y c
ha

ng
e i

n l
ate

r m
on

ths
 or

 ye
ar

s a
nd

 th
er

e c
ou

ld 
be

 a 
tim

e w
he

n t
he

 
pa

tie
nt 

de
cid

es
 th

at 
dia

lys
is 

tre
atm

en
t is

 no
 lo

ng
er

 ap
pr

op
ria

te.
 T

he
re

for
e, 

in 
re

sp
on

se
 to

 th
is 

co
mm

en
t, w

e h
av

e m
od

ifie
d o

ur
 re

qu
ire

me
nt 

so
 th

at 
a p

ati
en

t 
mu

st 
be

 in
for

me
d o

f th
e r

igh
t to

 di
sc

on
tin

ue
 as

 w
ell

 as
 re

fus
e t

re
atm

en
t.  

 
Pa

tie
nts

 ha
ve

 th
e r

igh
t to

 re
ce

ive
 re

so
ur

ce
 in

for
ma

tio
n f

or
 m

od
ali

tie
s n

ot 
off

er
ed

 in
 th

eir
 fa

cil
itie

s. 
Th

e f
ac

ilit
y m

ay
 w

ish
 to

 cr
ea

te 
a r

es
ou

rce
 in

for
ma

tio
n 

pa
ck

et 
or

 pr
ov

ide
 pa

tie
nts

 w
ith

 an
 ex

ist
ing

 lis
t fr

om
 M

ed
ica

re
’s 

Di
aly

sis
 F

ac
ilit

y 
Co

mp
ar

e (
DF

C)
 W

eb
 si

te.
 T

his
 re

so
ur

ce
 in

for
ma

tio
n m

ay
 in

clu
de

 gi
vin

g t
he

 
pa

tie
nt 

a h
an

do
ut 

or
 th

e D
FC

 W
eb

 si
te 

inf
or

ma
tio

n. 
Do

ing
 an

y o
f th

es
e t

hin
gs

 
wo

uld
 m

ee
t th

e r
eq

uir
em

en
t to

 pr
ov

ide
 th

e p
ati

en
t w

ith
 re

so
ur

ce
 in

for
ma

tio
n o

n 
wh

er
e t

he
y m

ay
 ob

tai
n a

lte
rn

ate
 ca

re
 op

tio
ns

.  
 

Pa
tie

nts
 cu

rre
ntl

y a
re

 al
low

ed
 to

 se
lf-c

an
nu

lat
e u

po
n r

ec
eiv

ing
 th

e p
ro

pe
r 

tra
ini

ng
 an

d d
em

on
str

ati
ng

 co
mp

ete
nc

y. 
Th

e p
ati

en
t’s

 rig
ht 

to 
pa

rtic
ipa

te 
in 

as
pe

cts
 of

 hi
s o

r h
er

 ca
re

 is
 ad

dr
es

se
d a

t §
 49

4.7
0(

a)
(5

), 
an

d a
s w

ritt
en

, is
 

fle
xib

le 
en

ou
gh

 to
 in

clu
de

 se
lf-c

an
nu

lat
ion

 as
 w

ell
 as

 ot
he

r f
or

ms
 of

 in
-ce

nte
r 

se
lf-c

ar
e a

nd
 ho

me
 di

aly
sis

. 
 

Di
aly

sis
 pa

tie
nts

 w
ho

 w
or

k o
r a

tte
nd

 sc
ho

ol 
sh

ou
ld 

be
 en

co
ur

ag
ed

 to
 co

nti
nu

e 
do

ing
 so

 an
d d

ial
ys

is 
fac

ilit
ies

 sh
ou

ld 
re

co
mm

en
d t

he
 m

os
t a

pp
ro

pr
iat

e 
mo

da
lity

 an
d s

ett
ing

 fo
r d

ial
ys

is.
 W

hil
e w

e a
re

 no
t r

eq
uir

ing
 a 

fac
ilit

y t
o p

ro
vid

e 
ev

er
y m

od
ali

ty 
or

 sc
he

du
le 

to 
ac

co
mm

od
ate

 pa
tie

nts
’ u

niq
ue

 sc
he

du
les

, w
e 
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 P
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am

bl
e 

Su
bp

ar
t C

 
Pa

tie
nt 

ca
re

 
(co

n’t
) 

                                        

49
4.7

0 
Pa

tie
nts

’ ri
gh

ts 
(co

n’t
) 

                                        

(a
) P

ati
en

ts’
 

rig
hts

 (c
on

’t) 
                                         

ar
e n

ow
 re

qu
irin

g t
ha

t fa
cil

itie
s i

nfo
rm

 pa
tie

nts
 w

he
re

 su
ch

 ac
co

mm
od

ati
on

s 
ma

y b
e o

bta
ine

d. 
W

e h
av

e a
dd

ed
 ne

w 
lan

gu
ag

e a
t §

 49
4.7

0(
a)

(7
) g

ivi
ng

  
pa

tie
nts

 th
e r

igh
t to

 re
ce

ive
 re

so
ur

ce
 in

for
ma

tio
n a

bo
ut 

dia
lys

is 
mo

da
liti

es
 no

t 
off

er
ed

 by
 th

at 
fac

ilit
y, 

inc
lud

ing
 al

ter
na

tiv
e s

ch
ed

uli
ng

 op
tio

ns
 fo

r w
or

kin
g 

pa
tie

nts
. A

cc
om

mo
da

tio
ns

 fo
r w

or
kin

g p
ati

en
ts 

ma
y i

nc
lud

e, 
for

 ex
am

ple
, 

ho
me

 he
mo

dia
lys

is,
 pe

rito
ne

al 
dia

lys
is 

or
 ex

ten
de

d f
ac

ilit
y h

ou
rs.

 
 

Re
us

e i
s a

 ca
re

 de
cis

ion
 th

at 
is 

to 
be

 m
ad

e b
etw

ee
n t

he
 pa

tie
nt 

an
d h

is 
or

 he
r 

ph
ys

ici
an

. P
ati

en
ts 

als
o h

av
e t

he
 op

tio
n t

o s
ee

k t
re

atm
en

t in
 a 

fac
ilit

y t
ha

t 
ex

clu
siv

ely
 us

es
 ne

w 
dia

lyz
er

s. 
 

Co
m

m
en

t:  
A 

few
 co

mm
en

ter
s s

ug
ge

ste
d t

ha
t r

eg
ula

tor
y l

an
gu

ag
e r

eq
uir

e t
ha

t 
pa

tie
nts

 be
 gi

ve
n a

cc
es

s t
o s

oc
ial

 w
or

k a
nd

 ps
yc

ho
log

ica
l s

er
vic

es
, p

sy
ch

o-
 

so
cia

l c
ou

ns
eli

ng
 an

d n
utr

itio
na

l c
ou

ns
eli

ng
. S

om
e c

om
me

nte
rs 

su
gg

es
ted

 th
at 

lan
gu

ag
e b

e a
dd

ed
 to

 th
e “

Pa
tie

nts
’ ri

gh
ts”

 co
nd

itio
n s

pe
cif

yin
g t

ha
t p

ati
en

ts 
wo

uld
 ha

ve
 ac

ce
ss

 to
, a

nd
 re

ce
ive

 co
un

se
lin

g f
ro

m,
 a 

qu
ali

fie
d s

oc
ial

 w
or

ke
r 

an
d a

 di
eti

tia
n. 

So
me

 co
mm

en
ter

s r
ec

om
me

nd
ed

 th
at 

pa
tie

nts
 ha

ve
 th

e r
igh

t to
 

re
ce

ive
 a 

re
fer

ra
l fo

r m
en

tal
 he

alt
h s

er
vic

es
, p

hy
sic

al 
or

 oc
cu

pa
tio

na
l th

er
ap

y 
an

d/o
r v

oc
ati

on
al 

re
ha

bil
ita

tio
n, 

as
 ne

ed
ed

. R
es

po
ns

e:
 T

he
 “P

ati
en

t 
as

se
ss

me
nt”

 an
d t

he
 “P

ati
en

t p
lan

 of
 ca

re
” c

on
dit

ion
s f

or
 co

ve
ra

ge
 (§

 49
4.8

0 
an

d §
 49

4.9
0, 

re
sp

ec
tiv

ely
) r

eq
uir

e i
np

ut 
by

 an
 in

ter
dis

cip
lin

ar
y t

ea
m.

 T
his

 
tea

m 
of 

pr
ofe

ss
ion

als
 in

clu
de

s, 
at 

mi
nim

um
, a

 re
gis

ter
ed

 nu
rse

, p
hy

sic
ian

, 
so

cia
l w

or
ke

r a
nd

 di
eti

tia
n. 

Th
e t

ea
m 

is 
re

sp
on

sib
le 

for
 pr

op
er

ly 
as

se
ss

ing
 an

d 
tre

ati
ng

 th
e p

ati
en

t, w
hic

h w
ou

ld 
inc

lud
e i

de
nti

fyi
ng

 ad
dit

ion
al 

tre
atm

en
t n

ee
ds

, 
su

ch
 as

 ps
yc

ho
so

cia
l c

ou
ns

eli
ng

, e
tc.

 T
he

re
for

e, 
we

 be
lie

ve
 th

at 
ex

pa
nd

ing
 th

e 
lan

gu
ag

e a
t §

 49
4.7

0(
a)

(1
2)

 to
 in

clu
de

 so
cia

l w
or

k a
nd

 ps
yc

ho
log

ica
l s

er
vic

es
, 

ps
yc

ho
so

cia
l c

ou
ns

eli
ng

 an
d n

utr
itio

na
l c

ou
ns

eli
ng

, a
s s

ug
ge

ste
d b

y t
he

se
 

pu
bli

c c
om

me
nts

, w
ou

ld 
be

 re
du

nd
an

t u
nd

er
 th

e f
ina

l ru
le.

 U
nd

er
 th

e f
ina

l ru
le,

 
fol

low
ing

 th
e c

om
pr

eh
en

siv
e a

ss
es

sm
en

t r
eq

uir
ed

 at
 § 

49
4.8

0, 
a p

lan
 of

 ca
re

 
for

 ea
ch

 pa
tie

nt 
mu

st 
be

 im
ple

me
nte

d, 
wh

ich
 m

us
t in

clu
de

 ca
re

 an
d s

er
vic

es
 

de
em

ed
 ne

ce
ss

ar
y b

y t
he

 in
ter

dis
cip

lin
ar

y t
ea

m.
 T

he
 re

qu
ire

me
nts

 fo
r t

he
 

pr
ov

isi
on

 of
 se

rvi
ce

s u
nd

er
 th

e “
Pl

an
 of

 ca
re

” c
on

dit
ion

 at
 § 

49
4.9

0 d
o i

nc
lud

e 
nu

trit
ion

al 
an

d s
oc

ial
 se

rvi
ce

s, 
su

ch
 as

 ps
yc

ho
so

cia
l a

nd
 nu

trit
ion

al 
co

un
se

lin
g. 

Fu
rth

er
mo

re
, th

e “
Pa

tie
nts

’ ri
gh

ts”
 co

nd
itio

n a
t §

 49
4.7

0(
a)

(1
1)

 re
qu

ire
s 

fac
ilit

ies
 to

 in
for

m 
pa

tie
nts

 of
 th

eir
 rig

ht 
to 

be
 in

for
me

d o
f s

er
vic

es
 av

ail
ab

le 
in 

the
 fa

cil
ity

 an
d t

he
 ch

ar
ge

s f
or

 se
rvi

ce
s n

ot 
co

ve
re

d u
nd

er
 M

ed
ica

re
. A

t  
§ 4

94
.70

(a
)(1

2)
, p

ati
en

ts 
ha

ve
 th

e r
igh

t to
 re

ce
ive

 th
e n

ec
es

sa
ry 

se
rvi

ce
s 

ou
tlin

ed
 in

 th
e p

ati
en

t p
lan

 of
 ca

re
.  

 
Co

m
m

en
t:  

So
me

 co
mm

en
ter

s s
ug

ge
ste

d a
dd

ing
 la

ng
ua

ge
 to

 sp
ec

ify
 th

at 
fac

ilit
ies

 m
us

t in
for

m 
pa

tie
nts

 of
 th

eir
 re

sp
on

sib
ilit

ies
, in

clu
din

g b
ein

g p
un

ctu
al 

fol
low

ing
 di

eta
ry/

flu
id 

re
str

ict
ion

s, 
fol

low
ing

 tr
ea

tm
en

t r
eg

im
en

s, 
ex

hib
itin

g 
ap

pr
op

ria
te 

pe
rso

na
l b

eh
av

ior
, a

nd
 in

for
mi

ng
 th

e t
ea

m 
of 

sc
he

du
lin

g p
ro

ble
ms

 
or

 is
su

es
 in

 fil
lin

g p
re

sc
rip

tio
ns

. O
the

r c
om

me
nte

rs 
sta

ted
 th

at 
fac

ilit
ies

 sh
ou

ld 
inf

or
m 

pa
tie

nts
 of

 th
eir

 re
sp

on
sib

ilit
y t

o l
ist

en
 an

d a
sk

 qu
es

tio
ns

 w
he

n t
he

y d
o 

no
t fu

lly
 un

de
rst

an
d t

he
ir r

igh
ts 

or
 re

sp
on

sib
ilit

ies
. A

no
the

r c
om

me
nte

r s
tat

ed
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Pa
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nt 

ca
re

 
(co

n’t
) 

        

49
4.7

0 
Pa

tie
nts

’ ri
gh

ts 
(co

n’t
) 

   

(a
) P

ati
en

ts’
 

rig
hts

 (c
on

’t) 
tha

t C
MS

 sh
ou

ld 
cla

rify
 pa

tie
nt 

re
sp

on
sib

ilit
ies

 in
 th

e s
tan

da
rd

 fo
r p

ati
en

t r
igh

ts.
 

Re
sp

on
se

:  P
ati

en
t r

es
po

ns
ibi

liti
es

 ar
e a

dd
re

ss
ed

 at
 § 

49
4.7

0(
a)

(1
3)

. W
e h

av
e 

re
tai

ne
d t

he
 ex

ist
ing

 re
qu

ire
me

nt 
fou

nd
 at

 § 
40

5.2
13

8(
a)

(1
), 

wh
ich

 st
ate

s t
ha

t 
pa

tie
nts

 m
us

t b
e i

nfo
rm

ed
 of

 th
e r

ule
s a

nd
 ex

pe
cta

tio
ns

 of
 th

e f
ac

ilit
y r

eg
ar

din
g 

pa
tie

nt 
co

nd
uc

t a
nd

 re
sp

on
sib

ilit
ies

. T
he

 pr
op

os
ed

 la
ng

ua
ge

 ha
s b

ee
n r

eta
ine

d 
in 

the
 fin

al 
ru

le.
 It 

is 
es

se
nti

al 
to 

re
co

gn
ize

 th
at 

po
sit

ive
 pa

tie
nt 

be
ha

vio
r m

ay
 

be
 en

co
ur

ag
ed

 bu
t c

an
no

t b
e r

eg
ula

ted
. 

 
Pa

tie
nts

 ar
e t

o b
e r

ea
ss

es
se

d b
y t

he
 in

ter
dis

cip
lin

ar
y t

ea
m,

 in
clu

din
g a

 
ma

ste
r’s

 de
gr

ee
 so

cia
l w

or
ke

r (
MS

W
) a

t le
as

t m
on

thl
y w

he
n a

 pa
tie

nt 
ex

hib
its

 
sig

nif
ica

nt 
ch

an
ge

s i
n p

sy
ch

os
oc

ial
 ne

ed
s (

as
 re

qu
ire

d a
t §

 49
4.8

0(
d)

(2
)(i

ii))
, 

ma
nif

es
ted

 by
, fo

r e
xa

mp
le,

 is
su

es
 su

ch
 as

 di
sru

pti
ve

 be
ha

vio
r t

ha
t c

ou
ld 

re
su

lt i
n d

isc
ha

rg
e …

 A
s s

tat
ed

 in
 th

e p
ro

po
se

d r
ule

 pr
ea

mb
le,

 w
e d

o n
ot 

ex
pe

ct 
tha

t a
 pa

tie
nt 

sh
ou

ld 
be

 in
vo

lun
tar

ily
 di

sc
ha

rg
ed

 fr
om

 a 
dia

lys
is 

fac
ilit

y 
me

re
ly 

for
 fa

ilu
re

 to
 fo

llo
w 

the
 in

str
uc

tio
ns

 of
 a 

fac
ilit

y s
taf

f m
em

be
r. 

Ho
we

ve
r, 

we
 re

co
gn

ize
 it 

ma
y b

e n
ec

es
sa

ry 
to 

dis
ch

ar
ge

 a 
dis

ru
pti

ve
 pa

tie
nt 

in 
or

de
r t

o 
pr

ote
ct 

the
 rig

hts
 an

d s
afe

ty 
of 

oth
er

 pa
tie

nts
 an

d s
taf

f in
 th

e f
ac

ilit
y. 

If, 
for

 
ins

tan
ce

, a
 pa

tie
nt 

ph
ys

ica
lly

 ha
rm

s, 
thr

ea
ten

s o
r v

er
ba

lly
 ab

us
es

 ot
he

r 
pa

tie
nts

 an
d/o

r s
taf

f; b
rin

gs
 w

ea
po

ns
 or

 ill
eg

al 
dr

ug
s i

nto
 a 

fac
ilit

y; 
or

 di
sru

pts
 

the
 fa

cil
ity

 to
 a 

de
gr

ee
 th

at 
it i

s u
na

ble
 to

 op
er

ate
 ef

fec
tiv

ely
, th

en
 th

e 3
0-

da
y 

dis
ch

ar
ge

 no
tic

e p
oli

cy
 co

uld
 be

 ab
br

ev
iat

ed
 pu

rsu
an

t to
 § 

49
4.1

80
(f)

(5
). 

 
Co

m
m

en
t:  

On
e c

om
me

nte
r r

ec
om

me
nd

ed
 th

at 
we

 re
qu

ire
 po

ste
d p

ati
en

t 
rig

hts
 to

 be
 w

ritt
en

 in
 E

ng
lis

h a
t a

 7t
h t

o 9
th 

gr
ad

e l
ev

el 
an

d t
ra

ns
lat

ed
 in

to 
a 

pa
tie

nt’
s n

ati
ve

 la
ng

ua
ge

 if 
po

ss
ibl

e. 
Ma

ny
 ot

he
r c

om
me

nts
 su

gg
es

ted
 th

at 
we

 
re

qu
ire

 fa
cil

itie
s t

o h
av

e a
n “

alt
er

na
te

 m
eth

od
” t

o i
nfo

rm
 pa

tie
nts

 w
ho

 ca
nn

ot 
re

ad
 po

ste
d i

nfo
rm

ati
on

. R
es

po
ns

e:
 T

he
 co

nc
er

ns
 ra

ise
d i

n t
he

se
 co

mm
en

ts 
ha

ve
 al

re
ad

y b
ee

n a
dd

re
ss

ed
 at

 § 
49

4.7
0(

a)
(2

). 
Th

e “
Pa

tie
nts

’ ri
gh

ts”
 co

nd
itio

n 
re

qu
ire

s t
ha

t a
ll p

ati
en

ts 
re

ce
ive

 in
for

ma
tio

n i
n a

 w
ay

 th
ey

 ca
n u

nd
er

sta
nd

. 
Fa

cil
itie

s h
av

e t
he

 fle
xib

ilit
y t

o p
ro

vid
e i

nfo
rm

ati
on

 to
 pa

tie
nts

 in
 th

e m
os

t 
ap

pr
op

ria
te 

ma
nn

er
 ba

se
d o

n p
ati

en
t n

ee
ds

. T
he

 qu
ali

fie
d p

ro
fes

sio
na

ls 
at 

the
 

fac
ilit

y a
re

 ca
pa

ble
 of

 ev
alu

ati
ng

 an
 in

div
idu

al 
pa

tie
nt’

s l
ev

el 
of 

un
de

rst
an

din
g 

an
d m

ak
ing

 a 
de

ter
mi

na
tio

n r
eg

ar
din

g t
he

 ne
ed

s o
f th

at 
pa

tie
nt.

  
Su

bp
ar

t C
 

Pa
tie

nt 
ca

re
 

          

49
4.7

0 
Pa

tie
nts

’ ri
gh

ts 
          

(b
) R

igh
t to

 be
 

inf
or

me
d 

re
ga

rd
ing

 th
e 

fac
ilit

y’s
 

dis
ch

ar
ge

 an
d 

tra
ns

fer
 po

lic
ies

  
      

(b
) T

he
 pa

tie
nt 

ha
s t

he
 rig

ht 
to—

 
(1

) B
e i

nfo
rm

ed
 of

 th
e f

ac
ilit

y’s
 

po
lic

ies
 fo

r t
ra

ns
fer

, r
ou

tin
e o

r 
inv

olu
nta

ry 
dis

ch
ar

ge
, a

nd
 

dis
co

nti
nu

ati
on

 of
 se

rvi
ce

s t
o 

pa
tie

nts
; a

nd
 

(2
) R

ec
eiv

e w
ritt

en
 no

tic
e 3

0 d
ay

s i
n 

ad
va

nc
e o

f a
n i

nv
olu

nta
ry 

dis
ch

ar
ge

, 
aft

er
 th

e f
ac

ilit
y f

oll
ow

s t
he

 
inv

olu
nta

ry 
dis

ch
ar

ge
 pr

oc
ed

ur
es

 
de

sc
rib

ed
 in

 § 
49

4.1
80

(f)
(4

). 
In 

the
 

ca
se

 of
 im

me
dia

te 
thr

ea
ts 

to 
the

 

Co
m

m
en

t:  
On

e c
om

me
nte

r r
eq

ue
ste

d a
dd

itio
na

l c
lar

ific
ati

on
 re

ga
rd

ing
 w

ha
t 

wo
uld

 co
ns

titu
te 

“d
isc

ha
rg

e”
 (f

or
 ex

am
ple

, “
30

 da
ys

 af
ter

 de
pa

rtu
re

 fr
om

 a 
fac

ilit
y 

for
 an

y r
ea

so
n”

). 
Re

sp
on

se
:  O

ur
 in

ten
t w

as
 to

 de
sc

rib
e t

he
 ce

ss
ati

on
 or

 en
d o

f 
pa

tie
nt 

ca
re

 se
rvi

ce
s f

or
 pa

tie
nts

 w
ho

 ei
the

r v
olu

nta
rily

 le
av

e t
he

 fa
cil

ity
 or

 fo
r 

pa
tie

nts
 w

ho
 ar

e d
isc

ha
rg

ed
 fo

r r
ea

so
ns

 lis
ted

 at
 § 

49
4.1

80
(f)

. T
o a

dd
re

ss
 th

e 
co

mm
en

ter
’s 

co
nc

er
n, 

we
 ha

ve
 ad

de
d c

lar
ify

ing
 la

ng
ua

ge
 at

 § 
49

4.1
0 t

o r
ea

d, 
“D

isc
ha

rg
e m

ea
ns

 th
e t

er
mi

na
tio

n o
f p

ati
en

t c
ar

e s
er

vic
es

 by
 a 

dia
lys

is 
fac

ilit
y o

r 
the

 pa
tie

nt 
vo

lun
tar

ily
 te

rm
ina

tin
g d

ial
ys

is 
wh

en
 he

 or
 sh

e n
o l

on
ge

r w
an

ts 
to 

be
 

dia
lyz

ed
 by

 th
at 

fac
ilit

y.”
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ca
re

 
(co

n’t
) 

49
4.7

0 
Pa

tie
nts

’ ri
gh

ts 
(co

n’t
) 

(b
) R

igh
t to

 be
 

inf
or

me
d (

co
n’t

) 
he

alt
h a

nd
 sa

fet
y o

f o
the

rs,
 an

 
ab

br
ev

iat
ed

 di
sc

ha
rg

e p
ro

ce
du

re
 

ma
y b

e a
llo

we
d. 

Su
bp

ar
t C

 
Pa

tie
nt 

ca
re

 
49

4.7
0 

Pa
tie

nts
’ ri

gh
ts 

(c)
 P

os
tin

g o
f 

rig
hts

 
Th

e d
ial

ys
is 

fac
ilit

y m
us

t p
ro

mi
ne

ntl
y 

dis
pla

y a
 co

py
 of

 th
e p

ati
en

t’s
 rig

hts
 

in 
the

 fa
cil

ity
, in

clu
din

g t
he

 cu
rre

nt 
St

ate
 ag

en
cy

 an
d E

SR
D 

ne
tw

or
k 

ma
ilin

g a
dd

re
ss

es
 an

d t
ele

ph
on

e 
co

mp
lai

nt 
nu

mb
er

s, 
wh

er
e i

t c
an

 be
 

ea
sil

y s
ee

n a
nd

 re
ad

 by
 pa

tie
nts

. 

Co
m

m
en

t:  
W

e r
ec

eiv
ed

 m
an

y c
om

me
nts

 in
 su

pp
or

t o
f m

or
e p

ati
en

t p
ro

tec
tio

n 
re

qu
ire

me
nts

 re
ga

rd
ing

 fa
cil

ity
 in

ter
na

l g
rie

va
nc

e p
ro

ce
ss

es
. C

om
me

nte
rs 

su
pp

or
ted

 th
e p

ro
po

se
d r

eq
uir

em
en

t fo
r f

ac
ilit

ies
 to

 po
st 

inf
or

ma
tio

n o
n h

ow
 to

 fil
e 

a g
rie

va
nc

e. 
So

me
 co

mm
en

ter
s s

pe
cif

ica
lly

 su
pp

or
ted

 re
qu

irin
g t

he
 po

sti
ng

 of
 

ne
tw

or
k a

nd
 st

ate
 ag

en
cy

 ph
on

e n
um

be
rs 

an
d/o

r m
ail

ing
 ad

dr
es

se
s. 

Re
sp

on
se

:  
W

e a
gr

ee
 th

at 
it w

ou
ld 

be
 in

 th
e b

es
t in

ter
es

t o
f p

ati
en

ts 
tha

t n
etw

or
k a

nd
 st

ate
 

ag
en

cy
 m

ail
ing

 ad
dr

es
se

s a
nd

 ph
on

e n
um

be
rs 

be
 po

ste
d. 

Po
sti

ng
 th

e a
dd

itio
na

l 
pa

tie
nt 

rig
hts

 in
for

ma
tio

n w
ill 

no
t b

e a
 si

gn
ific

an
t b

ur
de

n u
po

n f
ac

ilit
ies

. W
e h

av
e 

re
vis

ed
 § 

49
4.7

0(
c) 

to 
inc

lud
e m

ail
ing

 ad
dr

es
se

s. 
Su

bp
ar

t C
 

Pa
tie

nt 
ca

re
 

                             

49
4.8

0 
Pa

tie
nt 

as
se

ss
me

nt 
                            

(a
) A

ss
es

sm
en

t 
cri

ter
ia 

                             

Th
e f

ac
ilit

y’s
 in

ter
dis

cip
lin

ar
y t

ea
m 

co
ns

ist
s o

f, a
t a

 m
ini

mu
m,

 th
e p

ati
en

t 
or

 th
e p

ati
en

t’s
 de

sig
ne

e (
if t

he
 

pa
tie

nt 
ch

oo
se

s),
 a 

re
gis

ter
ed

 nu
rse

, 
a p

hy
sic

ian
 tr

ea
tin

g t
he

 pa
tie

nt 
for

 
ES

RD
, a

 so
cia

l w
or

ke
r a

nd
 a 

die
titi

an
. T

he
 in

ter
dis

cip
lin

ar
y t

ea
m 

is 
re

sp
on

sib
le 

for
 pr

ov
idi

ng
 ea

ch
 pa

tie
nt 

wi
th 

an
 in

div
idu

ali
ze

d a
nd

 co
mp

re
-

he
ns

ive
 as

se
ss

me
nt 

of 
his

 or
 he

r 
ne

ed
s. 

Th
e c

om
pr

eh
en

siv
e a

ss
es

s-
me

nt 
mu

st 
be

 us
ed

 to
 de

ve
lop

 th
e 

pa
tie

nt’
s t

re
atm

en
t p

lan
 an

d e
xp

ec
-

tat
ion

s f
or

 ca
re

. 
(a

) A
ss

es
sm

en
t c

rite
ria

. T
he

 pa
tie

nt’
s 

co
mp

re
he

ns
ive

 as
se

ss
me

nt 
mu

st 
inc

lud
e, 

bu
t is

 no
t li

mi
ted

 to
, th

e 
fol

low
ing

: 
(1

) E
va

lua
tio

n o
f c

ur
re

nt 
he

alt
h s

tat
us

 
an

d m
ed

ica
l c

on
dit

ion
, in

clu
din

g 
co

mo
rb

id 
co

nd
itio

ns
. 

(2
) E

va
lua

tio
n o

f th
e a

pp
ro

pr
iat

en
es

s 
of 

the
 di

aly
sis

 pr
es

cri
pti

on
, b

loo
d 

pr
es

su
re

 an
d f

lui
d m

an
ag

em
en

t 
ne

ed
s. 

(3
) L

ab
or

ato
ry 

pr
ofi

le,
 im

mu
niz

ati
on

 
his

tor
y a

nd
 m

ed
ica

tio
n h

ist
or

y. 
(4

) E
va

lua
tio

n o
f fa

cto
rs 

as
so

cia
ted

 
wi

th 
an

em
ia,

 su
ch

 as
 he

ma
toc

rit,
 

he
mo

glo
bin

, ir
on

 st
or

es
 an

d p
ote

nti
al 

tre
atm

en
t p

lan
s f

or
 an

em
ia,

 in
clu

din
g 

Th
e e

nti
re

 in
ter

dis
cip

lin
ar

y t
ea

m 
is 

re
sp

on
sib

le 
for

 en
su

rin
g t

ha
t e

ac
h p

ati
en

t is
 

ind
ivi

du
all

y a
ss

es
se

d a
nd

 hi
s o

r h
er

 ne
ed

s i
de

nti
fie

d, 
as

 re
qu

ire
d a

t §
 49

4.8
0. 

W
e 

ex
pe

ct 
all

 pr
ofe

ss
ion

al 
me

mb
er

s o
f th

e i
nte

rd
isc

ipl
ina

ry 
tea

m
 to

 co
mp

let
e t

he
 

po
rtio

ns
 of

 th
e c

om
pr

eh
en

siv
e p

ati
en

t a
ss

es
sm

en
t th

at 
ar

e w
ith

in 
the

ir r
es

pe
cti

ve
 

sc
op

es
 of

 pr
ac

tic
e. 

It i
s n

ot 
ne

ce
ss

ar
y f

or
 ea

ch
 pr

ofe
ss

ion
al 

tea
m 

me
mb

er
 to

 
ind

ivi
du

all
y c

om
ple

te 
the

 en
tire

 co
mp

re
he

ns
ive

 as
se

ss
me

nt 
an

d t
he

re
by

 du
pli

ca
te 

eff
or

ts.
 P

ro
fes

sio
na

l in
ter

dis
cip

lin
ar

y t
ea

m 
me

mb
er

s m
igh

t c
ho

os
e t

o c
on

du
ct 

on
e-

on
-o

ne
 in

ter
vie

ws
 w

ith
 pa

tie
nts

 to
 co

mp
let

e t
he

 as
se

ss
me

nts
. T

he
 te

am
 m

ay
 al

so
 

op
t to

 se
t u

p t
ea

m 
me

eti
ng

s, 
wh

ich
 w

ou
ld 

inc
lud

e t
he

 pa
tie

nt,
 to

 co
lle

ct 
the

 
ap

pr
op

ria
te 

as
se

ss
me

nt 
inf

or
ma

tio
n. 

W
e e

xp
ec

t fa
cil

itie
s t

o d
ete

rm
ine

 th
e b

es
t 

wa
y t

o m
an

ag
e t

his
 pr

oc
es

s, 
an

d c
re

ate
 po

lic
ies

 an
d p

ro
ce

du
re

s t
o a

cc
ur

ate
ly 

an
d 

eff
ec

tiv
ely

 co
lle

ct 
pa

tie
nt 

as
se

ss
me

nt 
inf

or
ma

tio
n. 

Th
e a

ss
es

sm
en

t in
for

ma
tio

n i
s 

us
ed

 to
 de

ve
lop

 th
e p

ati
en

t’s
 tr

ea
tm

en
t p

lan
 an

d e
xp

ec
tat

ion
s f

or
 ca

re
, a

nd
 th

us
 it 

is 
cri

tic
al 

for
 th

e m
em

be
rs 

of 
the

 in
ter

dis
cip

lin
ar

y t
ea

m 
to 

pa
rtic

ipa
te.
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Fr
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 P
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Su
bp

ar
t C

 
Pa

tie
nt 

ca
re

 
(co

n’t
) 

                                   

49
4.8

0 
Pa

tie
nt 

as
se

ss
me

nt 
(co

n’t
) 

                                       

(a
) A

ss
es

sm
en

t 
cri

ter
ia 

(co
n’t

) 
ad

mi
nis

tra
tio

n o
f e

ryt
hr

op
oie

sis
- 

sti
mu

lat
ing

 ag
en

t(s
). 

(5
) E

va
lua

tio
n o

f fa
cto

rs 
as

so
cia

ted
 

wi
th 

re
na

l b
on

e d
ise

as
e. 

(6
) E

va
lua

tio
n o

f n
utr

itio
na

l s
tat

us
 by

 
a d

iet
itia

n. 
(7

) E
va

lua
tio

n o
f p

sy
ch

os
oc

ial
 ne

ed
s 

by
 a 

so
cia

l w
or

ke
r. 

(8
) E

va
lua

tio
n o

f d
ial

ys
is 

ac
ce

ss
 ty

pe
 

an
d m

ain
ten

an
ce

 (f
or

 ex
am

ple
, 

ar
ter

iov
en

ou
s f

ist
ula

s, 
ar

ter
iov

en
ou

s 
gr

aft
s, 

an
d p

er
ito

ne
al 

ca
the

ter
s).

 
(9

) E
va

lua
tio

n o
f th

e p
ati

en
t’s

 
ab

ilit
ies

, in
ter

es
ts,

 pr
efe

re
nc

es
, a

nd
 

go
als

, in
clu

din
g t

he
 de

sir
ed

 le
ve

l o
f 

pa
rtic

ipa
tio

n i
n t

he
 di

aly
sis

 ca
re

 
pr

oc
es

s; 
the

 pr
efe

rre
d m

od
ali

ty 
(h

em
od

ial
ys

is 
or

 pe
rito

ne
al 

dia
lys

is)
, 

an
d s

ett
ing

 (f
or

 ex
am

ple
, h

om
e 

dia
lys

is)
, a

nd
 th

e p
ati

en
t’s

 
ex

pe
cta

tio
ns

 fo
r c

ar
e o

utc
om

es
. 

(1
0)

 E
va

lua
tio

n o
f s

uit
ab

ilit
y f

or
 a 

tra
ns

pla
nta

tio
n r

efe
rra

l, b
as

ed
 on

 
cri

ter
ia 

de
ve

lop
ed

 by
 th

e p
ro

sp
ec

tiv
e 

tra
ns

pla
nta

tio
n c

en
ter

 an
d i

ts 
su

rg
eo

n(
s).

 If 
the

 pa
tie

nt 
is 

no
t 

su
ita

ble
 fo

r t
ra

ns
pla

nta
tio

n r
efe

rra
l, 

the
 ba

sis
 fo

r n
on

re
fer

ra
l m

us
t b

e 
do

cu
me

nte
d i

n t
he

 pa
tie

nt’
s m

ed
ica

l 
re

co
rd

. 
(1

1)
 E

va
lua

tio
n o

f fa
mi

ly 
an

d o
the

r 
su

pp
or

t s
ys

tem
s. 

(1
2)

 E
va

lua
tio

n o
f c

ur
re

nt 
pa

tie
nt’

s 
ph

ys
ica

l a
cti

vit
y l

ev
el.

 
(1

3)
 E

va
lua

tio
n f

or
 re

fer
ra

l to
 

vo
ca

tio
na

l a
nd

 ph
ys

ica
l re

ha
bil

ita
tio

n 
se

rvi
ce

s. 
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49

4.8
0 

Pa
tie

nt 
as

se
ss

me
nt 

(b
) F

re
qu

en
cy

 of
 

as
se

ss
me

nt 
for

 
pa

tie
nts

 ad
mi

tte
d 

to 
the

 di
aly

sis
 

fac
ilit

y 

 (1
) A

n i
nit

ial
 co

mp
re

he
ns

ive
 

as
se

ss
me

nt 
mu

st 
be

 co
nd

uc
ted

 on
 al

l 
ne

w 
pa

tie
nts

 (t
ha

t is
, a

ll a
dm

iss
ion

s 
to 

a d
ial

ys
is 

fac
ilit

y),
 w

ith
in 

the
 la

tte
r 

of 
30

 ca
len

da
r d

ay
s o

r 1
3 o

utp
ati

en
t 

he
mo

dia
lys

is 
se

ss
ion

s b
eg

inn
ing

 w
ith

 
the

 fir
st 

ou
tpa

tie
nt 

dia
lys

is 
se

ss
ion

. 
(2

) A
 fo

llo
w 

up
 co

mp
re

he
ns

ive
 

re
as

se
ss

me
nt 

mu
st 

oc
cu

r w
ith

in 
3 

mo
nth

s a
fte

r t
he

 co
mp

let
ion

 of
 th

e 
ini

tia
l a

ss
es

sm
en

t to
 pr

ov
ide

 
inf

or
ma

tio
n t

o a
dju

st 
the

 pa
tie

nt’
s 

pla
n o

f c
ar

e s
pe

cif
ied

 in
 § 

49
4.9

0. 

Co
m

m
en

t:  
A 

few
 co

mm
en

ter
s s

ou
gh

t c
lar

ific
ati

on
 on

 th
e m

ea
nin

g o
f th

e p
hr

as
e 

“n
ew

 pa
tie

nt”
 at

 pr
op

os
ed

 § 
49

4.8
0(

b)
, “

Fr
eq

ue
nc

y o
f a

ss
es

sm
en

t fo
r n

ew
 

pa
tie

nts
.” 

Th
e c

om
me

nte
rs 

as
ke

d w
he

the
r “

ne
w 

pa
tie

nt”
 m

ea
nt 

a p
ati

en
t n

ew
 to

 
dia

lys
is 

or
 a 

pa
tie

nt 
ne

w 
to 

a p
ar

tic
ula

r d
ial

ys
is 

un
it. 

An
oth

er
 co

mm
en

ter
 as

ke
d i

f 
“n

ew
 pa

tie
nt”

 re
fer

re
d t

o a
 pa

tie
nt 

re
ce

ivi
ng

 hi
s o

r h
er

 fir
st 

tre
atm

en
t in

 an
 

ou
tpa

tie
nt 

dia
lys

is 
un

it. 
Re

sp
on

se
:  I

n o
rd

er
 to

 cl
ar

ify
 th

e m
ea

nin
g o

f “
ne

w 
pa

tie
nt,

” 
we

 ha
ve

 m
od

ifie
d t

he
 tit

le 
of 

§ 4
94

.80
(b

), 
so

 th
at 

it n
ow

 re
ad

s: 
“F

re
qu

en
cy

 of
 

as
se

ss
me

nt 
for

 pa
tie

nts
 ad

mi
tte

d t
o t

he
 di

aly
sis

 fa
cil

ity
.” 

W
e i

nte
nd

 fo
r a

ll d
ial

ys
is 

pa
tie

nts
 ne

w 
to 

an
y p

ar
tic

ula
r o

utp
ati

en
t d

ial
ys

is 
fac

ilit
y t

o b
e c

ate
go

riz
ed

 as
 “n

ew
 

pa
tie

nts
” a

nd
 ha

ve
 a 

co
mp

re
he

ns
ive

 as
se

ss
me

nt 
wi

thi
n t

he
 sp

ec
ifie

d 3
0-

da
y 

tim
efr

am
e, 

ev
en

 if 
the

y a
re

 tr
an

sfe
rri

ng
 fr

om
 an

oth
er

 di
aly

sis
 fa

cil
ity

. T
his

 st
an

da
rd

 
me

an
s a

 co
mp

re
he

ns
ive

 as
se

ss
me

nt 
mu

st 
be

 do
ne

 on
 al

l tr
an

sfe
r p

ati
en

ts,
 as

 w
ell

 
as

 th
os

e n
ew

 to
 di

aly
sis

, w
ith

in 
the

 fir
st 

30
 da

ys
. 

Su
bp

ar
t C

 
Pa

tie
nt 

ca
re

 
               

49
4.8

0 
Pa

tie
nt 

as
se

ss
me

nt 
               

(d
) P

ati
en

t 
re

as
se

ss
me

nt 
               

In 
ac

co
rd

an
ce

 w
ith

 th
e s

tan
da

rd
s 

sp
ec

ifie
d i

n p
ar

ag
ra

ph
s (

a)
(1

) t
hr

ou
gh

 
(a

)(1
3)

 of
 th

is 
se

cti
on

, a
 

co
mp

re
he

ns
ive

 re
as

se
ss

me
nt 

of 
ea

ch
 pa

tie
nt 

an
d a

 re
vis

ion
 of

 th
e 

pla
n o

f c
ar

e m
us

t b
e c

on
du

cte
d—

 
(1

) A
t le

as
t a

nn
ua

lly
 fo

r s
tab

le 
pa

tie
nts

; a
nd

 
(2

) A
t le

as
t m

on
thl

y f
or

 un
sta

ble
 

pa
tie

nts
 in

clu
din

g, 
bu

t n
ot 

lim
ite

d t
o, 

pa
tie

nts
 w

ith
 th

e f
oll

ow
ing

: 
(i)

 E
xte

nd
ed

 or
 fr

eq
ue

nt 
ho

sp
ita

liz
ati

on
s; 

(ii)
 M

ar
ke

d d
ete

rio
ra

tio
n i

n h
ea

lth
 

sta
tus

; 
(iii

) S
ign

ific
an

t c
ha

ng
e i

n 
ps

yc
ho

so
cia

l n
ee

ds
; o

r 
(iv

) C
on

cu
rre

nt 
po

or
 nu

trit
ion

al 
sta

tus
, 

un
ma

na
ge

d a
ne

mi
a, 

an
d i

na
de

qu
ate

 
dia

lys
is 

Un
sta

ble
 pa

tie
nts

 m
us

t b
e r

ea
ss

es
se

d i
n a

cc
or

da
nc

e w
ith

 § 
49

4.8
0(

d)
, w

hic
h 

sp
ec

ifie
s u

se
 of

 th
e a

ss
es

sm
en

t c
rite

ria
 at

 § 
49

4.8
0(

a)
(1

) t
hr

ou
gh

 § 
49

4.8
0(

a)
(1

3)
. 

Al
tho

ug
h a

 co
mp

re
he

ns
ive

 re
as

se
ss

me
nt 

for
 pa

tie
nts

 cl
as

sif
ied

 as
 un

sta
ble

 is
 

re
qu

ire
d, 

it i
s p

os
sib

le 
tha

t p
ati

en
t s

tat
us

 m
ay

 no
t c

ha
ng

e i
n a

ll p
ar

ts 
of 

the
 

as
se

ss
me

nt.
 P

ati
en

t s
tat

us
, w

he
the

r c
ha

ng
ed

 or
 un

ch
an

ge
d, 

sh
ou

ld 
be

 cl
ea

rly
 

re
fle

cte
d i

n t
he

 ne
w 

as
se

ss
me

nt.
 

  

Su
bp

ar
t C

 
Pa

tie
nt 

ca
re

 
        

49
4.9

0 
Pa

tie
nt 

pla
n o

f 
ca

re
 

       

 
Th

e i
nte

rd
isc

ipl
ina

ry 
tea

m 
as

 de
fin

ed
 

at 
§ 4

94
.80

 m
us

t d
ev

elo
p a

nd
 

im
ple

me
nt 

a w
ritt

en
, in

div
idu

ali
ze

d 
co

mp
re

he
ns

ive
 pl

an
 of

 ca
re

 th
at 

sp
ec

ifie
s t

he
 se

rvi
ce

s n
ec

es
sa

ry 
to 

ad
dr

es
s t

he
 pa

tie
nt’

s n
ee

ds
, a

s 
ide

nti
fie

d b
y t

he
 co

mp
re

he
ns

ive
 

as
se

ss
me

nt 
an

d c
ha

ng
es

 in
 th

e 
pa

tie
nt’

s c
on

dit
ion

, a
nd

 m
us

t in
clu

de
 

me
as

ur
ab

le 
an

d e
xp

ec
ted

 ou
tco

me
s 

 
W

e r
ec

og
niz

e t
ha

t p
ati

en
t o

utc
om

es
 ar

e d
ete

rm
ine

d i
n p

ar
t b

y f
ac

tor
s o

uts
ide

 
of 

the
 di

aly
sis

 fa
cil

ity
’s 

co
ntr

ol,
 su

ch
 as

 de
mo

gr
ap

hic
s, 

the
 sy

ste
mi

c e
ffe

cts
 of

 
the

 un
de

rly
ing

 re
na

l d
ise

as
e a

nd
 pa

tie
nt 

pr
efe

re
nc

es
 an

d a
dh

er
en

ce
. F

ur
the

r, 
we

 re
co

gn
ize

 th
at 

he
alt

h c
ar

e d
eli

ve
ry 

is 
dy

na
mi

c a
nd

 th
at 

no
t a

ll p
ati

en
ts 

ma
y 

be
 ac

hie
vin

g, 
for

 ex
am

ple
, th

e e
xp

ec
ted

 de
liv

er
ed

 do
se

 of
 di

aly
sis

 at
 an

y 
sp

ec
ific

 po
int

 in
 tim

e. 
If t

he
 pa

tie
nt 

is 
un

ab
le 

to 
ac

hie
ve

 th
e d

es
ire

d h
ea

lth
 

ou
tco

me
s, 

the
 pl

an
 of

 ca
re

 sh
ou

ld 
be

 ad
jus

ted
 to

 re
fle

ct 
the

 pa
tie

nt’
s c

on
dit

ion
 

alo
ng

 w
ith

 an
 ex

pla
na

tio
n, 

an
d a

ny
 op

po
rtu

nit
ies

 fo
r im

pr
ov

em
en

t in
 th

e 
pa

tie
nt’

s h
ea

lth
 sh

ou
ld 

be
 id

en
tifi

ed
. T

he
 pa

tie
nt 

is 
pa

rt 
of 

the
 te

am
 an

d s
ho

uld
 

be
 w

or
kin

g t
o m

ee
t th

e p
lan

 of
 ca

re
 go

als
. W

e a
re

 re
qu

irin
g t

he
 in

ter
dis

cip
lin

ar
y 
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y P
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Ba
ck

gr
ou

nd
 an

d 
Mo

re
 In

fo
rm

at
io

n 
Fr

om
 P

re
am

bl
e 

Su
bp

ar
t C

 
Pa

tie
nt 

ca
re

 
(co

n’t
) 

                                     

49
4.9

0 
Pa

tie
nt 

pla
n o

f 
ca

re
 (c

on
’t) 

                                    

an
d e

sti
ma

ted
 tim

eta
ble

s t
o a

ch
iev

e 
the

se
 ou

tco
me

s. 
Th

e o
utc

om
es

 
sp

ec
ifie

d i
n t

he
 pa

tie
nt 

pla
n o

f c
ar

e 
mu

st 
be

 co
ns

ist
en

t w
ith

 cu
rre

nt 
ev

ide
nc

e-
ba

se
d p

ro
fes

sio
na

lly
 

ac
ce

pte
d c

lin
ica

l p
ra

cti
ce

 st
an

da
rd

s. 
 

tea
m 

to 
ad

jus
t th

e p
ati

en
t’s

 pl
an

 of
 ca

re
 to

 ac
hie

ve
 re

vis
ed

 go
als

 if 
ini

tia
l 

ou
tco

me
s a

re
 no

t a
ch

iev
ed

. If
 a 

the
ra

pe
uti

c g
oa

l is
 no

t m
et 

du
e t

o p
ati

en
t n

on
-

co
mp

lia
nc

e, 
the

n i
nte

rve
nti

on
s m

us
t b

e i
mp

lem
en

ted
 to

 ac
hie

ve
 be

tte
r p

ati
en

t 
co

mp
lia

nc
e. 

If r
ea

so
na

ble
 m

ea
su

re
s h

av
e b

ee
n t

ak
en

 an
d l

ac
k o

f p
ati

en
t 

co
mp

lia
nc

e s
till

 pr
ev

en
ts 

the
 go

al 
fro

m 
be

ing
 m

et,
 th

e f
ac

ilit
y m

us
t d

oc
um

en
t 

the
 in

ter
ve

nti
on

s, 
the

 re
su

lts
 of

 th
e i

nte
rve

nti
on

s, 
an

d t
he

 pl
an

 to
 pr

es
er

ve
 

pa
tie

nt 
he

alt
h a

nd
 sa

fet
y w

ith
in 

the
 lim

ita
tio

ns
 of

 po
or

 pa
tie

nt 
co

mp
lia

nc
e. 

Pa
tie

nt 
ch

oic
es

 th
at 

cre
ate

 ba
rri

er
s t

o m
ee

tin
g t

he
 ta

rg
ets

 sh
ou

ld 
be

 
do

cu
me

nte
d a

nd
 ad

dr
es

se
d t

o a
 re

as
on

ab
le 

ex
ten

t b
y t

he
 te

am
. W

e a
re

 no
t 

re
qu

irin
g p

ati
en

ts 
to 

me
et 

pla
n o

f c
ar

e g
oa

ls 
as

 a 
co

nd
itio

n f
or

 co
ve

ra
ge

 of
 

fac
ilit

y s
er

vic
es

. 
 

Th
e i

ntr
od

uc
tor

y l
an

gu
ag

e t
o t

he
 “P

ati
en

t p
lan

 of
 ca

re
” c

on
dit

ion
 ca

lls
 fo

r t
he

 
es

tab
lis

hm
en

t o
f “

me
as

ur
ab

le 
an

d e
xp

ec
ted

 ou
tco

me
s a

nd
 es

tim
ate

d 
tim

eta
ble

s t
o a

ch
iev

e t
he

se
 ou

tco
me

s.”
 T

his
 re

qu
ire

me
nt 

wi
ll a

llo
w 

for
 

ind
ivi

du
ali

ze
d p

lan
s t

ha
t le

ad
 to

 de
sir

ab
le 

ou
tco

me
s f

or
 pa

tie
nts

 in
 al

l c
ar

e 
ar

ea
s l

ist
ed

 in
 th

e p
ati

en
t’s

 pl
an

 of
 ca

re
, in

clu
din

g r
eh

ab
ilit

ati
on

. O
utc

om
es

 
lis

ted
 in

 th
e p

lan
 of

 ca
re

 co
uld

 in
clu

de
 su

ch
 ta

rg
ets

 as
 th

e r
etu

rn
 of

 th
e p

ati
en

t 
to 

a f
or

me
r o

cc
up

ati
on

, a
tta

inm
en

t o
f a

 ce
rtif

ica
tio

n o
f e

du
ca

tio
n, 

re
tur

n t
o 

no
rm

al 
ac

tiv
itie

s w
ith

in 
the

 pa
tie

nt’
s h

ou
se

ho
ld,

 a 
ce

rta
in 

lev
el 

of 
fun

cti
on

ali
ty 

or
 an

y a
no

the
r o

utc
om

e t
ha

t th
e t

ea
m 

ha
s d

ete
rm

ine
d i

s a
pp

ro
pr

iat
e f

or
 th

e 
pa

tie
nt.

 D
ial

ys
is 

fac
ilit

ies
 ha

ve
 th

e f
lex

ibi
lity

 to
 ch

oo
se

 ap
pr

op
ria

te 
re

ha
bil

ita
tio

n 
ou

tco
me

 ta
rg

ets
, a

nd
 w

e w
ill 

no
t n

ar
ro

wl
y d

efi
ne

 th
em

 in
 th

is 
fin

al 
ru

le.
 

 
Ad

va
nc

e d
ire

cti
ve

s w
er

e a
dd

ed
 un

de
r t

he
 “P

ati
en

t’s
 rig

hts
” a

nd
 “M

ed
ica

l 
re

co
rd

s” 
co

nd
itio

ns
 an

d t
he

re
for

e w
e w

ill 
no

t r
eq

uir
e a

dv
an

ce
 di

re
cti

ve
s w

ith
in 

the
 pl

an
 of

 ca
re

. F
ac

ilit
ies

 ha
ve

 th
e f

lex
ibi

lity
 to

 ad
dr

es
s a

dv
an

ce
 di

re
cti

ve
s 

wi
thi

n t
he

 pl
an

 of
 ca

re
 w

he
n t

he
y d

ee
m 

it a
pp

ro
pr

iat
e. 

 
Co

m
m

en
t:  

On
e c

om
me

nte
r b

eli
ev

es
 th

at 
ed

uc
ati

on
 fo

r a
ll l

ife
 ch

an
ge

s 
as

so
cia

ted
 w

ith
 di

aly
sis

 is
 an

 un
fun

de
d m

an
da

te 
tha

t w
ill 

re
qu

ire
 ad

dit
ion

al 
pe

rso
nn

el 
sk

ille
d i

n t
his

 tr
ain

ing
. T

he
 co

mm
en

ter
 al

so
 st

ate
d t

ha
t p

ati
en

t 
ed

uc
ati

on
 re

ga
rd

ing
 em

plo
ym

en
t, r

eh
ab

ilit
ati

on
 an

d t
ra

ns
pla

nta
tio

n i
s b

ey
on

d 
the

 sc
op

e o
f th

e d
ial

ys
is 

ce
nte

r n
ur

se
s a

nd
 te

ch
nic

ian
s. 

Re
sp

on
se

:  P
ati

en
t 

ed
uc

ati
on

 is
 in

clu
de

d i
n t

he
 M

ed
ica

re
 co

mp
os

ite
 ra

te 
pa

id 
for

 di
aly

sis
. W

e 
ex

pe
ct 

tha
t th

e i
nte

rd
isc

ipl
ina

ry 
tea

m 
ha

s t
he

 sk
ills

 an
d e

xp
er

tis
e n

ee
de

d t
o 

ed
uc

ate
 di

aly
sis

 pa
tie

nts
 ab

ou
t a

sp
ec

ts 
of 

the
 di

aly
sis

 ex
pe

rie
nc

e, 
dia

lys
is 

ma
na

ge
me

nt,
 qu

ali
ty 

of 
life

, r
eh

ab
ilit

ati
on

 an
d t

ra
ns

pla
nta

tio
n. 

Su
bp

ar
t C

 
Pa

tie
nt 

ca
re

 
 

49
4.9

0 
Pa

tie
nt 

pla
n o

f 
ca

re
 

(a
) D

ev
elo

pm
en

t 
of 

pa
tie

nt 
pla

n o
f 

ca
re

 

Th
e i

nte
rd

isc
ipl

ina
ry 

tea
m 

mu
st 

de
ve

lop
 a 

pla
n o

f c
ar

e f
or

 ea
ch

 
pa

tie
nt.

 T
he

 pl
an

 of
 ca

re
 m

us
t 

 
Co

m
m

en
t:  

Al
tho

ug
h m

os
t c

om
me

nts
 re

co
mm

en
de

d t
ha

t s
oc

ial
 se

rvi
ce

s b
e 

pa
rt 

of 
the

 pl
an

 of
 ca

re
, tw

o c
om

me
nte

rs 
dis

ag
re

ed
, s

tat
ing

 th
at 

so
cia

l w
or

ke
rs 

ha
ve

 to
o b

ig 
a c

as
elo

ad
 an

d a
re

 no
t c

ap
ab

le 
of 

pr
ov

idi
ng

 pr
ofe

ss
ion

al 
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at
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Su
bp

ar
t C

 
Pa

tie
nt 

ca
re

 
(co

n’t
) 

                                        

49
4.9

0 
Pa

tie
nt 

pla
n o

f 
ca

re
 (c

on
’t) 

                                        

(a
) D

ev
elo

pm
en

t 
of 

pa
tie

nt 
pla

n o
f 

ca
re

 (c
on

’t) 
                                        

ad
dr

es
s, 

bu
t n

ot 
be

 lim
ite

d t
o, 

the
 

fol
low

ing
: 

(6
) P

sy
ch

os
oc

ial
 st

atu
s. 

Th
e 

int
er

dis
cip

lin
ar

y t
ea

m 
mu

st 
pr

ov
ide

 
the

 ne
ce

ss
ar

y m
on

ito
rin

g a
nd

 so
cia

l 
wo

rk 
int

er
ve

nti
on

s. 
Th

es
e i

nc
lud

e 
co

un
se

lin
g s

er
vic

es
 an

d r
efe

rra
ls 

for
 

oth
er

 so
cia

l s
er

vic
es

 to
 as

sis
t th

e 
pa

tie
nt 

in 
ac

hie
vin

g a
nd

 su
sta

ini
ng

 an
 

ap
pr

op
ria

te 
ps

yc
ho

so
cia

l s
tat

us
 as

 
me

as
ur

ed
 by

 a 
sta

nd
ar

diz
ed

 m
en

tal
 

an
d p

hy
sic

al 
as

se
ss

me
nt 

too
l c

ho
se

n 
by

 th
e s

oc
ial

 w
or

ke
r, 

at 
re

gu
lar

 
int

er
va

ls,
 or

 m
or

e f
re

qu
en

tly
 on

 an
 

as
-n

ee
de

d b
as

is.
 

                         

co
un

se
lin

g s
er

vic
es

. O
ne

 co
mm

en
ter

 st
ate

d t
ha

t u
nti

l th
er

e i
s c

on
se

ns
us

 on
 

ou
tco

me
s, 

CM
S 

sh
ou

ld 
no

t in
clu

de
 an

 ou
tco

me
s-b

as
ed

 so
cia

l s
er

vic
e 

re
qu

ire
me

nt 
in 

the
 pl

an
 of

 ca
re

. C
om

me
nte

rs 
su

pp
or

tin
g s

oc
ial

 se
rvi

ce
s i

n t
he

 
pla

n o
f c

ar
e s

ub
mi

tte
d a

 le
ng

thy
 lis

t o
f r

efe
re

nc
es

 th
at 

hig
hli

gh
t th

e i
mp

or
tan

ce
 

of 
so

cia
l s

er
vic

es
 as

 re
lat

ed
 to

 im
pr

ov
ed

 pa
tie

nt 
ou

tco
me

s. 
Re

sp
on

se
:  I

n t
he

 
pr

ev
iou

s c
on

dit
ion

s (
§ 4

05
.21

62
) a

s w
ell

 as
 in

 th
is 

fin
al 

ru
le 

(§
 49

4.1
80

(b
)),

 
dia

lys
is 

fac
ilit

ies
 ar

e r
eq

uir
ed

 to
 ha

ve
 ad

eq
ua

te 
sta

ff a
va

ila
ble

 to
 m

ee
t th

e c
ar

e 
ne

ed
s o

f th
eir

 di
aly

sis
 pa

tie
nts

. T
his

 re
qu

ire
me

nt 
ap

pli
es

 to
 th

e p
ro

vis
ion

 of
 

so
cia

l s
er

vic
es

 as
 w

ell
. F

ac
ilit

ies
 m

ay
 w

an
t to

 as
se

ss
 th

e c
as

elo
ad

s o
f s

oc
ial

 
wo

rke
rs 

to 
en

su
re

 ad
eq

ua
te 

sta
ff m

em
be

rs 
ar

e a
va

ila
ble

 to
 pr

ov
ide

 th
e 

ap
pr

op
ria

te 
lev

el 
of 

so
cia

l s
er

vic
es

, in
clu

din
g c

ou
ns

eli
ng

. S
oc

ial
 w

or
ke

rs 
wh

o 
me

et 
the

 qu
ali

fic
ati

on
s a

t §
 49

4.1
40

(d
) a

re
 ca

pa
ble

 of
 pr

ov
idi

ng
 co

un
se

lin
g 

se
rvi

ce
s t

o d
ial

ys
is 

pa
tie

nts
. F

ur
the

rm
or

e, 
Me

dic
ar

e p
ay

me
nt 

for
 so

cia
l w

or
ke

r 
co

un
se

lin
g s

er
vic

es
 is

 in
clu

de
d i

n t
he

 di
aly

sis
 fa

cil
ity

 co
mp

os
ite

 ra
te.

 
 

Co
m

m
en

t:  
W

e r
ec

eiv
ed

 m
an

y c
om

me
nts

 re
ga

rd
ing

 w
he

the
r a

 so
cia

l s
er

vic
es

 
co

mp
on

en
t s

ho
uld

 be
 re

qu
ire

d i
n t

he
 “P

ati
en

t p
lan

 of
 ca

re
” c

on
dit

ion
. M

os
t o

f 
the

 co
mm

en
ts 

re
co

mm
en

de
d t

ha
t s

oc
ial

 se
rvi

ce
s b

e p
ar

t o
f th

e p
lan

 of
 ca

re
 

an
d r

efe
rre

d t
o c

ur
re

nt 
re

se
ar

ch
 re

ga
rd

ing
 so

cia
l w

or
k s

er
vic

es
. C

om
me

nte
rs 

sta
ted

 th
at 

stu
die

s h
av

e s
ho

wn
 th

at 
so

cia
l w

or
k i

nte
rve

nti
on

 im
pr

ov
es

 pa
tie

nts
’ 

qu
ali

ty 
of 

life
, th

eir
 ad

he
re

nc
e t

o t
he

 E
SR

D 
tre

atm
en

t r
eg

im
es

 an
d f

lui
d 

re
str

ict
ion

s a
nd

 im
pr

ov
es

 m
ed

ica
tio

n c
om

pli
an

ce
. A

no
the

r e
xa

mp
le 

of 
im

pr
ov

ed
 ou

tco
me

s p
ro

vid
ed

 by
 a 

co
mm

en
ter

 is
 th

at 
so

cia
l w

or
k i

nte
rve

nti
on

s 
ca

n r
ed

uc
e p

ati
en

ts’
 bl

oo
d p

re
ss

ur
e a

nd
 an

xie
ty 

lev
els

. C
om

me
nte

rs 
su

gg
es

ted
 in

clu
din

g e
mo

tio
na

l a
nd

 so
cia

l w
ell

-b
ein

g c
rite

ria
 in

 th
e f

ina
l ru

le.
 

So
me

 co
mm

en
ter

s r
ec

om
me

nd
ed

 in
clu

din
g f

un
cti

on
al 

sta
tus

 m
ea

su
re

s t
ha

t 
the

y b
eli

ev
e c

or
re

lat
e w

ith
 be

tte
r s

ur
viv

al 
an

d h
os

pit
ali

za
tio

n r
ate

s. 
Ot

he
r 

co
mm

en
ter

s r
ec

om
me

nd
ed

 re
qu

ire
me

nts
 th

at 
wo

uld
 sp

ec
ify

 ps
yc

ho
so

cia
l 

cri
ter

ia 
alo

ng
 w

ith
 M

SW
 ta

sk
s a

nd
 re

sp
on

sib
ilit

ies
, a

nd
 w

hic
h w

ou
ld 

re
qu

ire
  

MS
W

s t
o p

ro
vid

e i
nfo

rm
ati

on
 an

d t
ra

ini
ng

 to
 pa

tie
nts

. S
om

e c
om

me
nte

rs 
su

gg
es

ted
 ad

din
g s

pe
cif

ic 
lan

gu
ag

e t
ha

t w
ou

ld 
ad

dr
es

s “
me

as
ur

ab
le 

im
pr

ov
em

en
t in

 ph
ys

ica
l, m

en
tal

 an
d c

lin
ica

l h
ea

lth
 ou

tco
me

s,”
 “p

sy
ch

os
oc

ial
 

sta
tus

 an
d a

pp
ro

pr
iat

e r
efe

rra
l fo

r s
er

vic
es

,” 
an

d w
ou

ld 
“p

ro
vid

e t
he

 ne
ce

ss
ar

y 
ca

re
 an

d s
er

vic
es

 to
 ac

hie
ve

 an
d s

us
tai

n e
ffe

cti
ve

 ps
yc

ho
so

cia
l s

tat
us

.” 
Ma

ny
 

co
mm

en
ter

s s
ug

ge
ste

d t
ha

t w
e r

eq
uir

e u
se

 of
 a 

too
l to

 as
sis

t in
 m

ea
su

rin
g 

ps
yc

ho
so

cia
l s

tat
us

. T
oo

ls 
su

gg
es

ted
 in

clu
de

 th
e Z

un
g S

elf
-A

ss
es

sm
en

t 
De

pr
es

sio
n S

ca
le 

or
 H

am
ilto

n A
nx

iet
y S

ca
le 

an
d a

 qu
ali

ty-
of-

life
 to

ol,
 su

ch
 as

 
the

 S
F-

36
 or

 S
F-

12
 (v

er
sio

n 2
.0 

too
l), 

tha
t c

om
me

nte
rs 

sta
te 

ar
e u

se
d t

o 
me

as
ur

e d
ep

re
ss

ion
, fu

nc
tio

na
l s

tat
us

 an
d p

re
dic

t m
or

tal
ity

 an
d m

or
bid

ity
. 

Co
mm

en
ter

s c
ite

d r
es

ea
rch

 su
pp

or
tin

g s
oc

ial
 w

or
k i

nte
rve

nti
on

s t
ha

t th
ey

 
be

lie
ve

 w
ou

ld 
co

ntr
ibu

te 
to 

me
eti

ng
 pa

tie
nt 

ca
re

 te
am

 go
als

. R
es

po
ns

e:
 In

 
re

sp
on

se
 to

 th
e l

ar
ge

 nu
mb

er
 of

 co
mm

en
ts,

 an
d i

n l
igh

t o
f c

ur
re

nt 
ac

ad
em

ic 
re

se
ar

ch
 su

pp
or

tin
g s

oc
ial

 se
rvi

ce
 in

ter
ve

nti
on

s t
o i

mp
ro

ve
 pa

tie
nt 

ca
re

, w
e a

re
 

ad
din

g a
 so

cia
l s

er
vic

es
 co

mp
on

en
t, c

all
ed

 “p
sy

ch
os

oc
ial

 st
atu

s” 
to 

the
 pl

an
 of
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y P
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 In

fo
rm

at
io
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Fr

om
 P

re
am
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e 

Su
bp

ar
t C

 
Pa

tie
nt 

ca
re

 
(co

n’t
) 

49
4.9

0 
Pa

tie
nt 

pla
n o

f 
ca

re
 (c

on
’t) 

(a
) D

ev
elo

pm
en

t 
of 

pa
tie

nt 
pla

n o
f 

ca
re

 (c
on

’t) 

ca
re

 re
qu

ire
me

nts
 at

 § 
49

4.9
0(

a)
(6

). 
W

e a
re

 re
qu

irin
g t

ha
t a

 st
an

da
rd

ize
d t

oo
l, 

ch
os

en
 by

 th
e s

oc
ial

 w
or

ke
r, 

be
 us

ed
 to

 m
on

ito
r p

ati
en

t s
tat

us
, a

nd
 th

at 
co

un
se

lin
g b

e p
ro

vid
ed

 an
d r

efe
rra

ls 
be

 m
ad

e a
s a

pp
ro

pr
iat

e. 
Th

is 
ne

w 
re

qu
ire

me
nt 

re
ad

s, 
“T

he
 in

ter
dis

cip
lin

ar
y t

ea
m 

mu
st 

pr
ov

ide
 th

e n
ec

es
sa

ry 
mo

nit
or

ing
 an

d s
oc

ial
 w

or
k i

nte
rve

nti
on

s, 
inc

lud
ing

 co
un

se
lin

g a
nd

 re
fer

ra
ls 

for
 

so
cia

l s
er

vic
es

, to
 as

sis
t th

e p
ati

en
t in

 ac
hie

vin
g a

nd
 su

sta
ini

ng
 an

 ap
pr

op
ria

te 
ps

yc
ho

so
cia

l s
tat

us
 as

 m
ea

su
re

d b
y a

 st
an

da
rd

ize
d m

en
tal

 an
d p

hy
sic

al 
as

se
ss

me
nt 

too
l c

ho
se

n b
y t

he
 so

cia
l w

or
ke

r, 
at 

re
gu

lar
 in

ter
va

ls,
 or

 m
or

e 
fre

qu
en

tly
 on

 an
 as

-n
ee

de
d b

as
is.

” T
he

 st
an

da
rd

ize
d t

oo
l s

ho
uld

 be
 a 

pr
ofe

ss
ion

all
y a

cc
ep

ted
, v

ali
d, 

re
lia

ble
 to

ol,
 su

ch
 as

 th
e S

F-
36

, a
nd

 sh
ou

ld 
re

lat
e t

o t
he

 pa
tie

nt’
s f

un
cti

on
al 

he
alt

h a
nd

 w
ell

-b
ein

g. 
Th

e t
oo

l m
us

t b
e u

se
d 

as
 a 

mo
nit

or
ing

 ai
d t

ha
t a

ss
ist

s i
n d

ete
rm

ini
ng

 th
e p

ati
en

t’s
 ps

yc
ho

so
cia

l 
sta

tus
. T

he
 S

F-
36

 m
od

el 
us

es
 m

etr
ics

 th
at 

me
as

ur
e p

hy
sic

al 
he

alt
h a

s r
ela

ted
 

to 
fun

cti
on

al 
lev

el 
an

d p
re

se
nc

e o
f p

ain
, a

nd
 m

en
tal

 he
alt

h a
s r

ela
ted

 to
 so

cia
l 

fun
cti

on
ing

, e
mo

tio
na

l a
nd

 m
en

tal
 he

alt
h. 

Re
lia

bil
ity

 an
d v

ali
dit

y s
tud

ies
 ha

ve
 

be
en

 pe
rfo

rm
ed

 fo
r t

his
 in

str
um

en
t. M

or
e i

nfo
rm

ati
on

 ab
ou

t th
e S

F-
36

 m
ay

 be
 

fou
nd

 in
 nu

me
ro

us
 ar

tic
les

 or
 on

 th
e W

eb
 at

 w
ww

.sf
-3

6.o
rg

/to
ol

s/s
f3

6.s
ht

m
l. 

Th
e S

F-
12

 su
rve

y f
or

m 
wa

s d
er

ive
d f

ro
m 

the
 S

F-
36

 fo
rm

 an
d s

ca
les

 th
e  

36
-q

ue
sti

on
 su

rve
y d

ow
n t

o a
 1-

pa
ge

, 2
-m

inu
te 

ve
rsi

on
. H

ow
ev

er
, w

e a
re

 no
t 

sp
ec

ify
ing

 w
hic

h t
oo

l m
us

t b
e u

se
d i

n o
rd

er
 to

 al
low

 fle
xib

ilit
y a

nd
 to

 lim
it t

he
 

am
ou

nt 
of 

bu
rd

en
. T

he
 ch

oic
e o

f w
hic

h s
tan

da
rd

ize
d t

oo
l to

 us
e i

s b
es

t le
ft t

o 
the

 fa
cil

ity
 so

cia
l w

or
ke

r. 
 

At
 § 

49
4.8

0(
a)

(7
), 

a s
oc

ial
 w

or
ke

r is
 re

qu
ire

d t
o a

ss
es

s t
he

 ps
yc

ho
so

cia
l n

ee
ds

 
of 

pa
tie

nts
, a

nd
 § 

49
4.9

0(
a)

(6
) o

f th
e f

ina
l ru

le 
re

qu
ire

s t
he

 pl
an

 of
 ca

re
 to

 
ad

dr
es

s p
sy

ch
os

oc
ial

 st
atu

s u
sin

g a
 st

an
da

rd
ize

d m
en

tal
 an

d p
hy

sic
al 

as
se

ss
me

nt 
too

l, c
ho

se
n b

y t
he

 qu
ali

fie
d s

oc
ial

 w
or

ke
r. 

As
 di

sc
us

se
d 

pr
ev

iou
sly

, w
e a

re
 no

t r
eq

uir
ing

 fa
cil

itie
s t

o u
se

 an
y s

pe
cif

ic 
as

se
ss

me
nt 

too
l.  

Su
bp

ar
t C

 
Pa

tie
nt 

ca
re

 
              

49
4.9

0 
Pa

tie
nt 

pla
n o

f 
ca

re
 

             

(a
) D

ev
elo

pm
en

t 
of 

pa
tie

nt 
pla

n o
f 

ca
re

 
             

Th
e i

nte
rd

isc
ipl

ina
ry 

tea
m 

mu
st 

de
ve

lop
 a 

pla
n o

f c
ar

e f
or

 ea
ch

 
pa

tie
nt.

 T
he

 pl
an

 of
 ca

re
 m

us
t 

ad
dr

es
s, 

bu
t n

ot 
be

 lim
ite

d t
o, 

the
 

fol
low

ing
: 

(7
) M

od
ali

ty.
 (i)

 H
om

e d
ial

ys
is.

 T
he

 
int

er
dis

cip
lin

ar
y t

ea
m 

mu
st 

ide
nti

fy 
a 

pla
n f

or
 th

e p
ati

en
t’s

 ho
me

 di
aly

sis
 or

 
ex

pla
in 

wh
y t

he
 pa

tie
nt 

is 
no

t a
 

ca
nd

ida
te 

for
 ho

me
 di

aly
sis

. 
(ii)

 T
ra

ns
pla

nta
tio

n s
tat

us
. W

he
n t

he
 

pa
tie

nt 
is 

a t
ra

ns
pla

nt 
re

fer
ra

l 
ca

nd
ida

te,
 th

e i
nte

rd
isc

ipl
ina

ry 
tea

m 
mu

st 
de

ve
lop

 pl
an

s f
or

 pu
rsu

ing
 

tra
ns

pla
nta

tio
n. 

Th
e p

ati
en

t’s
 pl

an
 of

 
ca

re
 m

us
t in

clu
de

 do
cu

me
nta

tio
n  

 
“T

he
 pa

tie
nt 

mu
st 

be
 as

se
ss

ed
 at

 le
as

t a
nn

ua
lly

 fo
r m

od
ali

ty 
ch

oic
e a

nd
 le

ve
l 

of 
pa

rtic
ipa

tio
n i

n t
he

 di
aly

sis
 ca

re
 pr

oc
es

s …
 T

he
 in

ter
dis

cip
lin

ar
y t

ea
m 

mu
st 

ide
nti

fy 
a p

lan
 fo

r h
om

e d
ial

ys
is 

or
 ex

pla
in 

wh
y t

he
 pa

tie
nt 

is 
no

t a
 ca

nd
ida

te 
for

 ho
me

 di
aly

sis
.” 

Th
is 

pr
ov

isi
on

 re
qu

ire
s t

ha
t, b

as
ed

 on
 th

e m
os

t r
ec

en
t 

as
se

ss
me

nt,
 th

e p
lan

 of
 ca

re
 m

us
t b

e r
ev

ise
d t

o r
efl

ec
t m

od
ali

tie
s f

or
 w

hic
h t

he
 

pa
tie

nt 
is 

a c
an

did
ate

 an
d t

he
 pa

tie
nt’

s p
re

fer
en

ce
s r

eg
ar

din
g m

od
ali

ty.
 

 
Ou

r in
ten

t is
 to

 en
su

re
 th

at 
the

 in
ter

dis
cip

lin
ar

y t
ea

m 
is 

aw
ar

e o
f w

he
re

 th
e 

pa
tie

nt 
is 

in 
the

 re
fer

ra
l a

nd
 tr

an
sp

lan
t e

va
lua

tio
n p

ro
ce

ss
 so

 th
at 

pa
tie

nts
 do

 
no

t g
et 

“lo
st”

 al
on

g t
he

 w
ay

. W
e d

o n
ot 

ex
pe

ct 
tha

t th
e t

ra
ns

pla
nt 

re
fer

ra
l 

tra
ck

ing
 re

sp
on

sib
ilit

ies
 bo

rn
e b

y t
he

 di
aly

sis
 fa

cil
itie

s w
ou

ld 
be

 re
du

nd
an

t w
ith

 
the

 re
sp

on
sib

ilit
ies

 of
 th

e t
ra

ns
pla

nt 
ce

nte
r. 

W
e w

ou
ld 

ex
pe

ct 
the

 
int

er
dis

cip
lin

ar
y t

ea
m 

to 
be

 aw
ar

e o
f w

he
the

r t
he

 pa
tie

nt 
ha

s c
om

ple
ted

 th
e 

ev
alu

ati
on

 pr
oc

es
s, 

is 
wa

itli
ste

d, 
is 

ine
lig

ibl
e f

or
 w

ait
lis

tin
g o

r is
 aw

ait
ing

 liv
ing

 
do

na
tio

n. 
Mo

re
ov

er
, th

e d
ial

ys
is 

fac
ilit

y i
s e

xp
ec

ted
 to

 al
er

t th
e t

ra
ns

pla
nt 

ce
nte

r a
bo

ut 
ch

an
ge

s i
n t

he
 pa

tie
nt’

s c
on

dit
ion

 th
at 

wo
uld

 af
fec

t w
he

the
r a

 
pa

tie
nt 

wa
s a

ble
 to

 re
ce

ive
 ki

dn
ey

 tr
an

sp
lan

tat
ion

. T
he

 tr
an

sp
lan

tat
ion

 ce
nte

r 
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ca
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(co

n’t
) 

 

49
4.9

0 
Pa

tie
nt 

pla
n o

f 
ca

re
 (c

on
’t) 

(a
) D

ev
elo

pm
en

t 
of 

pa
tie

nt 
pla

n o
f 

ca
re

 (c
on

’t) 

of 
the

—
 

(A
) P

lan
 fo

r t
ra

ns
pla

nta
tio

n, 
if t

he
 

pa
tie

nt 
ac

ce
pts

 th
e t

ra
ns

pla
nta

tio
n 

re
fer

ra
l; 

(B
) P

ati
en

t’s
 de

cis
ion

, if
 th

e p
ati

en
t is

 
a t

ra
ns

pla
nta

tio
n r

efe
rra

l c
an

did
ate

 
bu

t d
ec

lin
es

 th
e t

ra
ns

pla
nta

tio
n 

re
fer

ra
l; o

r 
(C

) R
ea

so
n(

s) 
for

 th
e p

ati
en

t’s
 

no
nr

efe
rra

l a
s a

 tr
an

sp
lan

tat
ion

 
ca

nd
ida

te 
as

 do
cu

me
nte

d i
n 

ac
co

rd
an

ce
 w

ith
 § 

49
4.8

0(
a)

(1
0)

. 

co
nd

itio
ns

 of
 pa

rtic
ipa

tio
n p

ub
lis

he
d o

n M
ar

ch
 30

, 2
00

7 (
72

 F
R 

15
19

8)
, r

eq
uir

e 
kid

ne
y t

ra
ns

pla
nt 

ce
nte

rs 
to 

co
mm

un
ica

te 
tra

ns
pla

nt 
pa

tie
nt 

sta
tus

 to
 th

e 
dia

lys
is 

fac
ilit

y a
t §

 48
2.9

4(
c)(

1)
 an

d §
 48

2.9
4(

c)(
2)

 so
 th

at 
the

re
 is

 tw
o-

wa
y 

co
mm

un
ica

tio
n. 

 

Su
bp

ar
t C

 
Pa

tie
nt 

ca
re

 
         

49
4.9

0 
Pa

tie
nt 

pla
n o

f 
ca

re
 

         

(a
) D

ev
elo

pm
en

t 
of 

pa
tie

nt 
pla

n o
f 

ca
re

 
        

Th
e i

nte
rd

isc
ipl

ina
ry 

tea
m 

mu
st 

de
ve

lop
 a 

pla
n o

f c
ar

e f
or

 ea
ch

 
pa

tie
nt.

 T
he

 pl
an

 of
 ca

re
 m

us
t 

ad
dr

es
s, 

bu
t n

ot 
be

 lim
ite

d t
o, 

the
 

fol
low

ing
:  

(8
) R

eh
ab

ilit
ati

on
 st

atu
s. 

Th
e 

int
er

dis
cip

lin
ar

y t
ea

m 
mu

st 
as

sis
t th

e 
pa

tie
nt 

in 
ac

hie
vin

g a
nd

 su
sta

ini
ng

 an
 

ap
pr

op
ria

te 
lev

el 
of 

pr
od

uc
tiv

e 
ac

tiv
ity

, a
s d

es
ire

d b
y t

he
 pa

tie
nt,

 
inc

lud
ing

 th
e e

du
ca

tio
na

l n
ee

ds
 of

 
pe

dia
tric

 pa
tie

nts
 (p

ati
en

ts 
un

de
r t

he
 

ag
e o

f 1
8 y

ea
rs)

, a
nd

 m
ak

e 
re

ha
bil

ita
tio

n a
nd

 vo
ca

tio
na

l 
re

ha
bil

ita
tio

n r
efe

rra
ls 

as
 ap

pr
op

ria
te.

 

 
Th

is 
fin

al 
ru

le 
ma

ke
s t

he
 in

ter
dis

cip
lin

ar
y t

ea
m 

re
sp

on
sib

le 
for

 th
e p

ati
en

t p
lan

 
of 

ca
re

, in
clu

din
g r

eh
ab

ilit
ati

on
. R

efe
rra

ls 
ma

y b
e m

ad
e b

y t
he

 ap
pr

op
ria

te 
tea

m 
me

mb
er

, w
hic

h m
ay

 be
 th

e p
hy

sic
ian

 an
d/o

r t
he

 nu
rse

 or
 so

cia
l w

or
ke

r. 
Th

e r
ole

 of
 th

e m
ed

ica
l d

ire
cto

r, 
as

 de
sc

rib
ed

 in
 § 

49
4.1

50
, is

 to
 be

 re
sp

on
sib

le 
for

 th
e d

eli
ve

ry 
of 

pa
tie

nt 
ca

re
 an

d o
utc

om
es

 in
 th

e f
ac

ilit
y, 

wh
ich

 w
ou

ld 
inc

lud
e 

re
ha

bil
ita

tio
n o

utc
om

es
.  

 
Th

e p
ati

en
t is

 a 
me

mb
er

 of
 th

e i
nte

rd
isc

ipl
ina

ry 
tea

m 
an

d, 
as

 su
ch

, s
ho

uld
 

pa
rtic

ipa
te 

in 
tea

m 
dis

cu
ss

ion
s r

eg
ar

din
g r

eh
ab

ilit
ati

on
 po

ten
tia

l a
nd

 go
als

. 
 

Su
bp

ar
t C

 
Pa

tie
nt 

ca
re

 
              

49
4.9

0 
Pa

tie
nt 

pla
n o

f 
ca

re
 

             

(b
) 

Im
ple

me
nta

tio
n 

of 
the

 pa
tie

nt 
pla

n o
f c

ar
e 

            

(1
) T

he
 pa

tie
nt’

s p
lan

 of
 ca

re
 m

us
t—

 
(i)

 B
e c

om
ple

ted
 by

 th
e 

int
er

dis
cip

lin
ar

y t
ea

m,
 in

clu
din

g t
he

 
pa

tie
nt 

if t
he

 pa
tie

nt 
de

sir
es

; a
nd

 
(ii)

 B
e s

ign
ed

 by
 te

am
 m

em
be

rs,
 

inc
lud

ing
 th

e p
ati

en
t o

r t
he

 pa
tie

nt’
s 

de
sig

ne
e; 

or
, if

 th
e p

ati
en

t c
ho

os
es

 
no

t to
 si

gn
 th

e p
lan

 of
 ca

re
, th

is 
ch

oic
e m

us
t b

e d
oc

um
en

ted
 on

 th
e 

pla
n o

f c
ar

e, 
alo

ng
 w

ith
 th

e r
ea

so
n 

the
 si

gn
atu

re
 w

as
 no

t p
ro

vid
ed

. 
(2

) I
mp

lem
en

tat
ion

 of
 th

e i
nit

ial
 pl

an
 

of 
ca

re
 m

us
t b

eg
in 

wi
thi

n t
he

 la
tte

r o
f 

30
 ca

len
da

r d
ay

s a
fte

r a
dm

iss
ion

 to
 

the
 di

aly
sis

 fa
cil

ity
 or

 13
 ou

tpa
tie

nt 
he

mo
dia

lys
is 

se
ss

ion
s b

eg
inn

ing
 w

ith
 

 
W

e h
av

e d
es

ign
ate

d t
he

 pa
tie

nt 
as

 a 
me

mb
er

 of
 th

e i
nte

rd
isc

ipl
ina

ry 
tea

m 
(if 

the
 pa

tie
nt 

de
sir

es
) a

nd
 ex

pe
ct 

tha
t th

e p
ati

en
t w

ou
ld 

sh
ar

e i
n t

he
 go

al-
se

ttin
g 

tea
m 

de
cis

ion
s. 

 
 

Th
e i

nte
rd

isc
ipl

ina
ry 

tea
m 

de
fin

itio
n s

pe
cif

ica
lly

 in
clu

de
s t

he
 pa

tie
nt,

 an
d h

as
 

be
en

 ad
de

d t
o t

he
 fir

st 
pa

ra
gr

ap
h o

f th
is 

co
nd

itio
n. 

W
e h

av
e a

dd
ed

 th
e p

hr
as

e 
“in

clu
din

g t
he

 pa
tie

nt 
if t

he
 pa

tie
nt 

de
sir

es
” t

o §
 49

4.9
0(

b)
(1

)(i
) t

o c
lar

ify
 th

at 
we

 
ex

pe
ct 

tha
t th

e p
ati

en
t w

ill 
wa

nt 
to 

pa
rtic

ipa
te 

in 
de

vis
ing

 th
e p

lan
 of

 ca
re

. 
 

Th
e r

ole
 of

 th
e p

ati
en

t is
 ce

ntr
al 

to 
pr

ov
idi

ng
 qu

ali
ty 

dia
lys

is 
ca

re
. P

ap
er

 
co

mp
lia

nc
e w

ith
ou

t s
ub

sta
nti

ve
 co

mp
lia

nc
e i

s u
np

ro
du

cti
ve

. S
pe

cif
ica

lly
, th

e 
pa

tie
nt 

me
mb

er
 of

 th
e i

nte
rd

isc
ipl

ina
ry 

tea
m 

ha
s a

 ro
le 

in 
co

nv
er

tin
g t

he
 

co
mp

re
he

ns
ive

 as
se

ss
me

nt 
int

o a
 m

ea
nin

gfu
l p

lan
 of

 ca
re

. W
he

ne
ve

r 
po

ss
ibl

e, 
the

 pa
tie

nt 
(o

r d
es

ign
ee

) s
ho

uld
 as

sis
t in

 th
e i

de
nti

fic
ati

on
 of

 go
als

 
an

d i
n f

or
mu

lat
ing

 th
e a

cti
on

 pl
an

 to
 ac

hie
ve

 th
es

e g
oa

ls.
 T

he
 pa

tie
nt 

mu
st 

be
 

inv
olv

ed
 in

 ca
re

 pl
an

nin
g a

nd
 ac

tiv
ely

 pa
rtic

ipa
te 

in 
ca

re
 pl

an
 de

ve
lop

me
nt 

an
d 

re
vie

w.
 S

ur
ve

y t
ag

 V
17

4, 
re

fer
re

d t
o b

y t
he

 co
mm

en
ter

, r
eq

uir
ed

 re
gu

lar
ly 

sc
he

du
led

 co
nfe

re
nc

es
, w

ith
 pa

rtic
ipa

tio
n b

y t
he

 st
aff

 in
vo

lve
d i

n t
he

 pa
tie

nt’
s 
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La
ng

ua
ge

 
Ke

y P
oi

nt
s, 

Ba
ck

gr
ou

nd
 an

d 
Mo

re
 In

fo
rm

at
io

n 
Fr

om
 P

re
am

bl
e 

Su
bp

ar
t C

 
Pa

tie
nt 

ca
re

 
(co

n’t
) 

                                        

49
4.9

0 
Pa

tie
nt 

pla
n o

f 
ca

re
 (c

on
’t) 

                                        

(b
) 

Im
ple

me
nta

tio
n 

of 
the

 pa
tie

nt 
pla

n o
f c

ar
e 

(co
n’t

) 
                                      

the
 fir

st 
ou

tpa
tie

nt 
dia

lys
is 

se
ss

ion
. 

Im
ple

me
nta

tio
n o

f m
on

thl
y o

r a
nn

ua
l 

up
da

tes
 of

 th
e p

lan
 of

 ca
re

 m
us

t b
e 

pe
rfo

rm
ed

 w
ith

in 
15

 da
ys

 of
 th

e 
co

mp
let

ion
 of

 th
e a

dd
itio

na
l p

ati
en

t 
as

se
ss

me
nts

 sp
ec

ifie
d i

n §
 

49
4.8

0(
d)

.  
(3

) I
f th

e e
xp

ec
ted

 ou
tco

me
 is

 no
t 

ac
hie

ve
d, 

the
 in

ter
dis

cip
lin

ar
y t

ea
m 

mu
st 

ad
jus

t th
e p

ati
en

t’s
 pl

an
 of

 ca
re

 
to 

ac
hie

ve
 th

e s
pe

cif
ied

 go
als

. W
he

n 
a p

ati
en

t is
 un

ab
le 

to 
ac

hie
ve

 th
e 

de
sir

ed
 ou

tco
me

s, 
the

 te
am

 m
us

t—
 

(i)
 A

dju
st 

the
 pl

an
 of

 ca
re

 to
 re

fle
ct 

the
 pa

tie
nt’

s c
ur

re
nt 

co
nd

itio
n; 

 
(ii)

 D
oc

um
en

t in
 th

e r
ec

or
d t

he
 

re
as

on
s w

hy
 th

e p
ati

en
t w

as
 un

ab
le 

to 
ac

hie
ve

 th
e g

oa
ls;

 an
d 

(iii
) I

mp
lem

en
t p

lan
 of

 ca
re

 ch
an

ge
s 

to 
ad

dr
es

s t
he

 is
su

es
 id

en
tifi

ed
 in

 
pa

ra
gr

ap
h (

b)
(3

)(i
i) o

f th
is 

se
cti

on
.  

(4
) T

he
 di

aly
sis

 fa
cil

ity
 m

us
t e

ns
ur

e 
tha

t a
ll d

ial
ys

is 
pa

tie
nts

 ar
e s

ee
n b

y a
 

ph
ys

ici
an

, n
ur

se
 pr

ac
titi

on
er

, c
lin

ica
l 

nu
rse

 sp
ec

ial
ist

, o
r p

hy
sic

ian
’s 

as
sis

tan
t p

ro
vid

ing
 E

SR
D 

ca
re

 at
 

lea
st 

mo
nth

ly,
 as

 ev
ide

nc
ed

 by
 a 

mo
nth

ly 
pr

og
re

ss
 no

te 
pla

ce
d i

n t
he

 
me

dic
al 

re
co

rd
, a

nd
 pe

rio
dic

all
y w

hil
e 

the
 he

mo
dia

lys
is 

pa
tie

nt 
is 

re
ce

ivi
ng

 
in-

fac
ilit

y d
ial

ys
is.

 

ca
re

, to
 ev

alu
ate

 th
e p

ro
gr

es
s e

ac
h p

ati
en

t w
as

 m
ak

ing
 to

wa
rd

 th
e g

oa
ls 

in 
the

ir l
on

g-
ter

m 
ca

re
 pr

og
ra

m 
an

d p
ati

en
t c

ar
e p

lan
. H

ow
ev

er
, th

is 
fin

al 
ru

le 
als

o 
all

ow
s t

he
 fa

cil
ity

 fle
xib

ilit
y t

o c
ho

os
e t

he
 m

eth
od

s t
o e

ns
ur

e p
ati

en
t p

ar
tic

i-
pa

tio
n. 

On
e m

ea
ns

 of
 pr

ov
idi

ng
 an

 op
po

rtu
nit

y f
or

 pa
rtic

ipa
tio

n i
s t

o h
av

e t
he

 
pa

tie
nt 

att
en

d t
he

 m
ee

tin
g i

n w
hic

h t
he

 pl
an

 of
 ca

re
 is

 de
ve

lop
ed

 an
d u

pd
ate

d. 
Th

is 
fin

al 
ru

le 
ma

ke
s v

er
y c

lea
r t

ha
t th

e 
pa

tie
nt 

is 
pa

rt 
of 

the
 ca

re
 te

am
 an

d c
an

 
pa

rtic
ipa

te 
in 

the
 as

se
ss

me
nt 

an
d t

he
 pl

an
 of

 ca
re

 ac
tiv

itie
s i

f th
e p

ati
en

t 
de

sir
es

 to
 do

 so
. W

hil
e w

e h
av

e n
ot 

re
qu

ire
d m

on
thl

y c
ar

e p
lan

 m
ee

tin
gs

 
sp

ec
ific

all
y, 

the
 fa

cil
ity

 m
us

t d
em

on
str

ate
 th

at 
the

re
 is

 an
 op

po
rtu

nit
y f

or
 pa

tie
nt 

inv
olv

em
en

t a
nd

 pa
rtic

ipa
tio

n. 
Th

e f
ac

ilit
y h

as
 th

e f
lex

ibi
lity

 to
 de

sig
n a

 
pr

oc
es

s. 
Th

e p
ati

en
t s

ign
atu

re
 on

 th
e p

lan
 of

 ca
re

 is
 no

t s
uff

ici
en

t to
 

de
mo

ns
tra

te 
pa

tie
nt 

pa
rtic

ipa
tio

n. 
Th

e n
ew

 in
ter

pr
eti

ve
 gu

ide
lin

es
 fo

r t
his

 
re

gu
lat

ion
 w

ill 
inc

lud
e d

ire
cti

on
 to

 su
rve

yo
rs 

re
ga

rd
ing

 en
for

ce
me

nt 
of 

thi
s 

pr
ov

isi
on

. 
 

W
e a

gr
ee

 th
at 

as
 lo

ng
 as

 th
e p

ati
en

t h
as

 be
en

 pr
ov

ide
d s

uff
ici

en
t o

pp
or

tun
ity

 
to 

pa
rtic

ipa
te 

wi
th 

the
 in

ter
dis

cip
lin

ar
y t

ea
m,

 th
e d

ial
ys

is 
fac

ilit
y s

ho
uld

 no
t 

re
ce

ive
 a 

cit
ati

on
 fo

r n
on

co
mp

lia
nc

e w
ith

 th
es

e c
on

dit
ion

s w
he

n t
he

 pa
tie

nt 
ha

s 
re

fus
ed

 to
 pa

rtic
ipa

te 
or

 si
gn

 th
e p

lan
 of

 ca
re

. W
e h

av
e m

od
ifie

d t
he

 la
ng

ua
ge

 
at 

§ 4
94

.90
(b

)(1
)(i

i) t
o i

nd
ica

te 
tha

t th
e f

ac
ilit

y m
us

t d
oc

um
en

t a
 pa

tie
nt’

s 
re

fus
al 

to 
sig

n t
he

 pl
an

 of
 ca

re
, a

lon
g w

ith
 th

e r
ea

so
n t

he
 si

gn
atu

re
 w

as
 no

t 
pr

ov
ide

d. 
 

Co
m

m
en

t:  
Ma

ny
 co

mm
en

ts 
ad

dr
es

se
d p

ro
po

se
d §

 49
4.9

0(
b)

(4
), 

wh
ich

 w
ou

ld 
re

qu
ire

 th
e d

ial
ys

is 
fac

ilit
y t

o e
ns

ur
e t

ha
t th

e p
ati

en
ts 

ar
e s

ee
n a

t le
as

t m
on

thl
y 

by
 a 

ph
ys

ici
an

 pr
ov

idi
ng

 E
SR

D 
ca

re
. S

om
e c

om
me

nte
rs 

su
pp

or
ted

 th
is 

pr
ov

isi
on

 an
d a

 fe
w 

su
gg

es
ted

 th
at 

the
 vi

sit
 co

uld
 ta

ke
 pl

ac
e i

n t
he

 ph
ys

ici
an

’s 
off

ice
. O

the
r c

om
me

nte
rs 

dis
ag

re
ed

 w
ith

 th
e r

eq
uir

em
en

t b
ut 

ag
re

ed
 w

ith
 th

e 
int

en
t, s

ay
ing

 th
at 

ph
ys

ici
an

s s
ho

uld
 se

e t
he

ir d
ial

ys
is 

pa
tie

nts
 at

 le
as

t m
on

thl
y. 

Ma
ny

 co
mm

en
ter

s s
tro

ng
ly 

dis
ag

re
ed

 w
ith

 th
e p

ro
vis

ion
, s

tat
ing

 th
at 

the
 fa

cil
ity

 
sh

ou
ld 

no
t b

e a
cc

ou
nta

ble
 fo

r p
hy

sic
ian

 vi
sit

s. 
A 

few
 co

mm
en

ter
s s

tat
ed

 th
at 

the
 pa

ym
en

t G
-co

de
s p

ro
vid

ed
 en

ou
gh

 in
ce

nti
ve

 fo
r f

ac
ilit

ies
 an

d t
ha

t th
er

efo
re

 
thi

s p
hy

sic
ian

 vi
sit

 re
qu

ire
me

nt 
wa

s n
ot 

ne
ed

ed
. O

the
r c

om
me

nte
rs 

su
gg

es
ted

 
the

re
 w

as
 no

 ev
ide

nc
e o

f a
ny

 be
ne

fits
 th

at 
co

uld
 be

 lin
ke

d t
o m

on
thl

y v
isi

ts,
 

an
d t

his
 w

ou
ld 

be
 es

pe
cia

lly
 bu

rd
en

so
me

 fo
r r

ur
al 

dia
lys

is 
fac

ilit
ies

. O
ne

 
co

mm
en

ter
 re

co
mm

en
de

d t
ha

t a
n e

xc
ep

tio
n b

e a
va

ila
ble

 fo
r f

ac
ilit

ies
 in

 th
e 

Pa
cif

ic 
Isl

an
ds

. T
wo

 co
mm

en
ter

s s
ug

ge
ste

d t
ha

t C
MS

 ha
d n

o a
uth

or
ity

 to
 

ma
nd

ate
 m

on
thl

y p
hy

sic
ian

 vi
sit

s a
cc

or
din

g t
o s

ec
tio

n 1
80

1 o
f th

e S
oc

ial
 

Se
cu

rity
 A

ct,
 w

hic
h p

ro
hib

its
 th

e f
ed

er
al 

go
ve

rn
me

nt 
fro

m 
ex

er
cis

ing
 an

y 
su

pe
rvi

sio
n o

r c
on

tro
l o

ve
r t

he
 pr

ac
tic

e o
f m

ed
ici

ne
. R

es
po

ns
e:

 W
e b

eli
ev

e 
tha

t it
 is

 in
 th

e b
es

t in
ter

es
t o

f th
e p

ati
en

t fo
r d

ial
ys

is 
fac

ilit
ies

 to
 en

su
re

 th
at 

a 
ph

ys
ici

an
 (o

r o
the

r p
ra

cti
tio

ne
r, 

su
ch

 as
 a 

ph
ys

ici
an

 as
sis

tan
t, n

ur
se

 
pr

ac
titi

on
er

 or
 cl

ini
ca

l n
ur

se
 sp

ec
ial

ist
) v

isi
ts 

ea
ch

 m
on

th.
 T

he
 D

ial
ys

is 
Ou

tco
me

s a
nd

 P
ra

cti
ce

 P
att

er
ns

 S
tud

y (
DO

PP
S)

 da
ta 

de
mo

ns
tra
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o p
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e o
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t p
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e s

oc
ial

 w
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o p
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r d
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e p
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nts

 ar
e u
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t th
e p
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f r
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f d
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e r
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n m
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tiv
itie

s. 
  

 C
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t r
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o d
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d c
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. C
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e c
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 C
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c c
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g p
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y c
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t c
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f s
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f d
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, p

ra
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 m
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f p
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f c
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o p
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a c
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f c
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 m
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s p
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e r
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e r
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I p
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nts
 an

d i
mp

ro
ve

 pa
tie

nt 
ca

re
 on

 an
 on

go
ing

 ba
sis

. T
he

 di
aly

sis
 fa

cil
ity

 m
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o c
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 re
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n b
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t b
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y f
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r d
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d p

ro
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efr
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r r
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iev

an
ce
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) A
 de

sc
rip

tio
n o

f h
ow

 th
e p
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en
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r 
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tie
nt’

s d
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ign
ate
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en
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o r
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e t
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e f
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l o
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) p
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ep
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an
ce
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itte

n g
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va
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es
, a
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er
efo
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e h
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e a
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ra
l o
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tie
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 m
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y c
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e p

ro
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t m
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l o
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t r
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o b
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r c
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n o
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e p
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t m
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s r
eq

uir
ed

 un
de

r t
he

 “P
ati

en
ts’

 rig
hts

” c
on

dit
ion

 at
 § 

49
4.7

0(
a)

(1
4)

, 
us

ing
 th

e m
eth

od
s o

f it
s c

ho
ice

.  
 

Co
m

m
en

t:  
On

e c
om

me
nte

r r
ec

om
me

nd
ed

 th
at 

we
 re

qu
ire

 ro
uti

ne
 re

po
rtin

g t
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e c
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d r
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Introduction to the CMPA

The Department of Health and Human Services, Centers 
for Medicare and Medicaid Services (CMS), published 
the Final Conditions for Coverage (CfCs) for End-Stage 
Renal Disease (ESRD) Facilities on April 15, 2008. 
In anticipation of the final publishing of the CfCs for 
ESRD facilities, CMS encouraged the National Kidney 
Foundation (NKF) and American Nephrology Nurses 
Association (ANNA) to establish a task force to develop 
resources and guidelines to assist facilities in comply-
ing with the requirement for a comprehensive, multi-
disciplinary patient assessment (CMPA). The CMPA 
replaces the requirement for individual assessments by 
each discipline (ref: § 494.80). The CMPA needs to be 
completed on the following schedule: 

•	 The latter of 30 calendar days or 13 outpatient 
hemodialysis sessions, beginning with the first 
outpatient dialysis session for all new patients

•	 Three months after the completion of the initial 
assessment

•	 At least annually for stable patients

•	 At least monthly for unstable patients, including, 
but not limited to, patients with:

o	Extended or frequent hospitalizations

o	Marked deterioration in the health status

o	Significant change in psychosocial needs

o	Concurrent poor nutritional status,  unman- 
  aged anemia and inadequate dialysis

In addition to the CMPA schedule, the adequacy of the 
patient’s dialysis prescription must be assessed as follows:

•	 Hemodialysis patients: at least monthly by calcu-
lating delivered Kt/V or an equivalent measure

•	 Peritoneal dialysis patients: at least every four 
months by calculating delivered weekly Kt/V or 
an equivalent measure

Minimum Criteria of the Assessment

The CMPA must consist of the following minimum 
criteria:

•	 Evaluation of current health status and medical 
condition, including comorbid conditions 

•	 Evaluation of the appropriateness of dialysis  
prescription, blood pressure and fluid manage-
ment needs

•	 Laboratory profile, immunization history and 
medication history

•	 Evaluation of factors associated with anemia, 
such as hematocrit, hemoglobin, iron stores  
and potential treatment plans for anemia,  
including administration of erythropoiesis- 
stimulating agent(s)

•	 Evaluation of factors associated with renal  
bone disease

•	 Evaluation of nutritional status by a dietitian

•	 Evaluation of psychosocial needs by a  
social worker

•	 Evaluation of dialysis access type and mainte-
nance (e.g., arteriovenous fistulas, grafts and  
peritoneal catheters)

•	 Evaluation of the patient’s abilities, interests, 
preferences and goals, including the desired level 
of participation in the dialysis care process; the 
preferred modality (hemodialysis or peritoneal 
dialysis) and setting (e.g., home dialysis); and  
the patient’s expectations for care outcomes

•	 Evaluation of suitability for a transplantation 
referral, based on criteria developed by the pro-
spective transplantation center and its surgeon(s). 
If the patient is not suitable for transplantation 
referral, the basis for nonreferral must be docu-
mented in the patient’s medical record

•	 Evaluation of family and other support systems

•	 Evaluation of current patient physical  
activity level

•	 Evaluation for referral to vocational and physical 
rehabilitation services

Completion of Assessment 

The interdisciplinary team is responsible for the comple-
tion of the assessment. The team, as defined in the CfCs, 
includes the patient or the patient’s designee (if the 
patient chooses), a registered nurse, a physician treating 
the patient for ESRD, a social worker and a dietitian.  
Each member of the team should contribute to the com-
pletion of the assessment. The CfCs designate two areas 
to specific team members: evaluation of nutritional status 
to the dietitian and the evaluation of psychosocial needs  
to the social worker. It is anticipated that each facility 
and treatment team will individually determine who is 
responsible for completing the remaining criteria based 

Comprehensive Multidisciplinary Patient Assessment (CMPA) Example Questions
Social Work-Focused Criteria
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on their clinical judgment, professional expertise and 
organizational structure. Team members should consult 
with each other in the process of completing the assess-
ment in order to reach agreement on assessment points 
and to ensure integration.

Example Assessment Questions

The following set of questions was created to ensure 
compliance with the CfCs and to aide in the develop-
ment of an effective plan of care. For responses noted 
in shaded boxes “  ,” it is anticipated that the item will 
need to be addressed in the plan of care. The master’s 
level social worker will have to utilize additional clini-
cal assessment tools, and modify or omit questions as 
clinically necessary. 

The example questions are intended to address the fol-
lowing minimum criteria of the CMPA:

•	 Demographics (not officially required as a 
minimum criteria, but likely part of any initial 
assessment)

•	 Evaluation of psychosocial needs by a social 
worker

•	 Evaluation of the patient’s abilities, interests, 
preferences and goals, including the desired level 
of participation in the dialysis care process; the 
preferred modality (hemodialysis or peritoneal 
dialysis) and setting (e.g., home dialysis); and the 
patient’s expectations for care outcomes

•	 Evaluation of suitability for a transplantation 
referral, based on criteria developed by the pro-
spective transplantation center and its surgeon(s). 
If the patient is not suitable for transplantation 
referral, the basis for nonreferral must be docu-
mented in the patient’s medical record

•	 Evaluation of family and other support systems

•	 Evaluation for referral to vocational and physical 
rehabilitation services

Patients have the right to refuse to answer questions and 
to participate in nonessential assessments. If a patient 
refuses to provide information for an assessment item, 
the social worker should document the patient’s refusal.      

Assessment to Plan of Care

The CMPA is the first step in the care planning process 
and will generate a list of problems. The care team 
should create or adjust the plan of care to address the 
problems identified by the CMPA. The CfCs (§ 494.90) 
state that the plan of care must:

•	 Be individualized

•	 Specify the services necessary to address the 
patient’s needs identified in the assessment

•	 Include measurable and expected outcomes

•	 Include estimated timetables to achieve outcomes

•	 Contain outcomes consistent with current,  
evidence-based, professionally accepted clinical 
practice standards 

The example assessment questions have been designed 
in such a way to try to allow for the measurement of 
progress, use of evidenced-based assessment tools and 
engagement of the patient in the assessment process.  

Disclaimer

This document was created for educational purposes 
only. The assessment questions are intended to provide 
examples of the types of questions that facilities and 
social workers may want to use to meet the requirements 
for a CMPA. The validity and reliability of the questions 
have not been confirmed. It is the responsibility of the 
user to verify that the use of any of the questions from 
cited sources does not violate any copyright laws.    

The implementation and interpretation of the new CfCs 
is anticipated to be a dynamic process. This document 
reflects the information available to the kidney commu-
nity as of its version date. Please confirm with CNSW 
whether further information, resources or guidance has 
been provided on this subject. Information provided by 
CNSW is not intended to establish or replace policies 
and procedures provided by dialysis providers to their 
facilities. Please check with your dialysis facility man-
agement before implementing any of the information 
provided herein.
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Demographics 

Complete for initial assessment only. 

D1. What is the patient’s name? 
  Last name: __________________________ 

Legal first name: _____________________ 
Preferred first name: __________________ 
Middle initial: _____ 

 
D2. What is the patient’s date of birth? 
 ___ /___ /______ 
 
D3. What is the patient’s sex? 

 Male 
 Female  
 Intersex, transsexual, or other:  
(Please specify) 
________________________________
________________________________ 
________________________________ 

 
D4. What is the patient’s gender identity? 

(Check all that apply.) 
  Woman 
  Transgender 
  Man 
  Other: __________________________ 
 
D5. Is the patient of Hispanic or Latino origin or 

descent? (2728 coding) 
 Yes 

What is his or her country/area of origin or 
ancestry? 
_______________________________ 

 No 
 

D6. What is the patient’s race? (2728 coding) 
 White 
 Black or African American 
 American Indian/Alaska native  

Print name of enrolled/principal tribe: 

_____________________________ 

 Asian 
 Native Hawaiian or other Pacific 
Islander 

What is his or her county/area of origin or 
ancestry? 
_____________________________ 

 
D7. What is the date of the patient’s first 

chronic dialysis treatment? 
___ /___ /_____ 

 
D8. What is the date the patient started 

chronic dialysis treatment at the current 
facility? 
___ /___ /_____ 
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Communication Status 

Complete for initial assessment and at least annually.  

CS1. Are there physical or cognitive barriers that affect the patient’s ability to communicate? 
 Yes 
 No 

CS1a. If yes, describe:   
 

 

 

 
CS2. Are there any barriers to the patient’s ability to communicate verbally in English, exclusive of 

cognitive or physical barriers?   
 

Assessment of Patient’s Ability to Communicate in English 

No 
limitation 

Barriers 
present 

 

 
 

Not able to communicate in English  
Requires interpretation assistance at all times 

 
 

Only able to communicate basic needs to staff 
Uses single words or short phrases; requires interpretation 
assistance for conversations and care planning 

 
 

Able to communicate with staff in most situations  
Able to carry on conversations with staff; requires occasional 
interpretation assistance for more complex conversations  

  Able to communicate in English 

 
If a barrier is present, answer the following questions: 

CS2a. What is the patient’s primary language for communicating with facility staff?    
________________________________________ 

 
CS2b. When interpretation assistance is required, how does the patient communicate with 

the care team? (Check all that apply.) 

 
CS3. Is the patient able to read printed materials?  
 

Language Yes No Limited Details 

     

     

      

 Family  

 Friends and/or other social supports 

 Professional interpreter 

 Community agency 

 Facility staff (able to communicate with the patient in his or her primary language)  

 None of the above (care team unable to effectively communicate with the patient) 
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Advance Care Planning 

Complete for each assessment. 

AP1. Does patient have any of the following? 
 

 
Yes No 

Copy at 
facility 

 

Advance directive (living will, durable 
power of attorney for health care and 
health care proxy) 

   
Appointee:   

Do not resuscitate order at facility     

Do not resuscitate order in community     

Court-appointed guardian    Appointee:  

Durable power of attorney for financial    Appointee:   

 
AP1a. If the patient does not have an advance directive, does the patient or a support person 

want information on advance directives? 
 Yes          
 No, not interested 
 No, already has 
 Unknown 

 
AP2. If the patient has a do not resuscitate order at the facility or in the community, does the patient 

have pre-funeral arrangements made? 
 Yes 
 No 
 Unknown 

AP2a. If yes, list name and phone number of funeral home and other details:   
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Social Barriers 

Complete for each assessment.  

SB1.  Have there been any changes to the patient’s insurance status since the last assessment?   
(If initial assessment, mark “Yes.”)  Yes   No 
 
SB1a. If yes, what is the patient’s current insurance status? 

 

Insurance  Active Pending Primary Secondary Other 

      

      

      

      

 No insurance      

 
 
 
 
 

SB2. Is the patient’s insurance status a barrier to positive treatment outcomes?  Yes   No 

SB2a. If yes, explain (examples: unable to afford co-pays, difficulty paying monthly 
premiums, etc.): 

 
 
 
 

SB3. What is the patient’s mode of transportation to dialysis? (Check all that apply.) 
 
 
 
 
 
 

SB4. Does the patient have reliable transportation to/from dialysis?  Yes   No 

SB4a. If no, explain:  
 

 

 

 
SB5. Is the patient currently a student?  Yes   No 

SB5a. If yes, explain: 
 

 

  

Comments: 

 

 

 

 

 

 Walks  Taxi (self-pay) 
 Drives self  ADA transport 
 Public bus  Insurance-funded transport 
 Family  Other:  
 Friends  Other:   
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Complete for each assessment.  

 
SB6. What is the patient’s employment status? 
 

Prior employment 
If initial assessment, use 6 months prior to starting 

dialysis 
If reassessment, use status at last assessment Current employment 

 Employed full-time   Employed full-time 

 Employed part-time   Employed part-time 

 Retired   Retired 

 Medical leave of absence   Medical leave of absence 

 Unemployed (by choice)   Unemployed (by choice) 

 Unemployed (looking for work)    Unemployed (looking for work) 

 Unemployed (disabled)    Unemployed (disabled) 

 
SB6a. If not working, what is the patient’s vocational rehabilitation (VR) status? 

  Already working with VR agency 
  Patient referred to VR 
  Patient has expressed interest in VR, but has not followed up 
  Patient not interested  
  Patient not eligible  
  Patient looking for employment on own 

 
SB7. Is the patient’s dialysis a barrier to positive vocational outcomes?  Yes  No 

SB7a. If yes, what barriers does the patient report that prevents him or her from working or 
attending school? (Examples: missing workdays, not enough energy to perform job,  
not able to attend school, etc.) 

 

 

 

 
SB8.  What is the patient’s status with regard to the following social needs? 
 

 No 
problems 
reported 

Maximum 
assistance in 

place 

Referral 
needed or 
in process  

Income (wages, Social Security, welfare, etc.)    

Food    

Medication    

Utilities    

Housing/rent    

Legal    

Immigration    

Other:     

Other:      
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Mobility Status, Activities of Daily Living and Physical Rehabilitation 

Complete for each assessment. 

A1. What did the patient use in the past month: (Check all that apply.)   Cane/crutch 

 Walker  Manual wheelchair  Electric wheelchair  Limb prosthesis  None of the above 

A2. Has the patient been referred for physical rehabilitation services?   Yes   No 

A2a. If no, does the patient want to be referred to physical rehabilitation?  Yes   No 

A3. Level of assistance with activities of daily living: 

 Independent  

 Assistance required (indicate activities requiring assistance): 

 Bathing 
 Toileting 
 Dressing 
 Medication management 
 Meal preparation 
 Housekeeping 

 Laundry 
 Transportation 
 Shopping 
 Finances 
 Medical appointments 
 Other:______________________ 

 Requires total care 

If assistance or total care is required, answer the following questions. 

A3a.  Is there adequate 
support or services in 
place to provide 
assistance? 

  Yes 
  No 
 

A3b. Describe support or services in place. (Include persons 
providing assistance, barriers and/or lack of assistance.)  

  

 

 

  

 

Living Situation 

Complete for each assessment.  

L1.  With whom does the patient live? 
 Lives alone 
 Parents 
 Spouse 
 Child/children 
 Significant other/friend/relative 
 Other __________________________ 

L3.  Is the patient’s current living situation a 
barrier to positive treatment outcomes?  

 Yes 
 No  

L3a.  If yes, describe barrier:  
  

 

  

L2.  Where does the patient reside? 
 Owns home/condo/mobile home 
 Rents apartment/house 
 Assisted living 
 Public housing 
 Long-term care facility (nursing home) 

 

 
 Acute rehabilitation center 
 Shelter 
 Correctional facility  
 Homeless 
 Adult family home/group home 
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Support System and Spirituality1 

Complete for initial assessment and at least annually.  

S1.  What is the patient’s relationship status?  
 Single  Domestic partner 
 Married  Widowed         
 Divorced  Separated 

 
S2. Describe family composition (dependent 

children, relatives in the home, etc.): 
 

 

 

 

 

 

 

S3.  What is the level of involvement of family 
and friends on a regular basis with the 
patient (visits, phone calls, emails, etc.)? 

 Daily 
 Weekly 
 Monthly 
 Less frequently than monthly 

 
S4. How does the patient cope with life events 

and daily stress? (Check all that apply.) 
 Keeps it to himself or herself 
 Talks to family 
 Talks to friends 
 Prays 
 Talks with a professional  
 Support group 
 Resources on the Internet 

 

S5.  Is the patient involved in community 
activities, groups, social events or 
volunteering?  

 Yes  
 No 

 
S5a.  If yes, describe:  

 

 

 

 

 
S6. What has the patient previously done for 

enjoyment or recreation?  
  

 

 

 

 
S6a. Is the patient able to engage in these 

activities now? 
 Yes 
 No 

 
S7. Does the patient report having adequate 

support (patient’s perspective)? 
 Yes 
 No 

 
S7a.  If no, what support is desired:  

 

 

  

Complete for initial assessment only.  

S8. Is the patient part of a spiritual or religious community?  Yes  No  
Describe: 

 

S9. Are there any specific cultural or spiritual practices/restrictions the health care team should 
know about in providing the patient’s medical care (e.g., dietary restrictions, use of blood 
products, etc.)? 

  Yes  No 

If yes, describe: 
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Cognitive Patterns and Cognitive Skills for Daily Decision Making2 

Complete for each assessment.  

C1.  Is there evidence of a change in cognitive 
status from the patient’s baseline since the 
last assessment? (If initial assessment, 
compare to reported status 6 months prior 
to starting dialysis treatments.)  

 Yes 
 No  

 
C2. The patient’s ability to make decisions 

regarding daily life:  
 Independent  
 Modified independence (some difficulty 

in new situations) 
 Moderately impaired (requires 

assistance in making decisions)  
 Severely impaired (never/rarely makes 

decisions) 

  

C3. Does the patient appear to have a problem 
with the following? 

 
C3a. If yes, check all that the patient was 

normally able to recall during the 
last 5 days: 

 Current season 
 Day of the week  
 Staff names and faces 
 That (s)he is in a dialysis facility 
 None of the above is recalled 

Short-term memory  Yes  No  
Long-term memory  Yes  No  

C4. During the past 2 weeks, has the patient demonstrated any of the following behaviors?2  

Confusion assessment method 

Behavior 
Behavior 

not 
present 

Behavior 
continuously 
present, does 
not fluctuate 

Behavior present, 
fluctuates (comes 

and goes, changes in 
severity) 

Inattention: Did the patient have difficulty focusing attention 
(easily distracted, out of touch or difficulty keeping track of 
what was said)? 

   

Disorganized thinking: Was the patient’s thinking 
disorganized or incoherent (rambling or irrelevant 
conversation, unclear or illogical flow of ideas or 
unpredictable switching from subject to subject)? 

   

Altered level of consciousness: Did the patient have an 
altered level of consciousness (not related to low blood 
pressure)? 

   

Psychomotor retardation: Did the patient have an unusually 
decreased level of activity (sluggishness, staring into space, 
moving slowly)?  

   

 
C4a. What sources of information were used in answering this section? 

 Patient’s self-report  Observations of dialysis staff     Social supports/family  
 Medical records  Other: ______________________ 

         
C4b. Does the patient’s behavior change during dialysis treatments?  Yes  No 

If yes, describe: 
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Mental Health Status 

Complete for initial assessment only.  

M1. Does the patient report any past or current mental health issues, concerns or mood 
disturbances (feelings of depression or anxiety)?  

  Yes   
 No 

  Unknown, reason: _____________________________________________________ 

M1a. If yes, describe: 
 

 

 

 
M2. Is there any history of mental health diagnosis?   

 Yes   No 

M2a. If yes, answer the following: 
    
 
 
  
 
 
 
M3. Has the patient participated in counseling? 

 Yes, in the past 
 Yes, currently participating   
 No 

M3a. If yes, how does the patient describe his or her counseling experience?  
 

 

 

 
M4. Has the patient ever taken a psychotropic medication? (Possible interview question: “Have you 

ever taken any medication to help you relax, to help you sleep or to help you feel less sad or 
less angry?”) 

 Yes   
 No 
 Unknown  

 
Comments: 

 

 

 

  

Diagnosis Approximate diagnosis date  
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Complete for initial assessment only.  

M5. Does the patient report any history of substance use?  
(Possible interview question: “Have you ever used a substance other than alcohol, such as a 
drug, to help you calm down, feel better, reduce pressure on yourself or just have fun?”) 

 Yes   
 No 

M5a. If yes, complete the following: 

Drug Current use  If currently using, frequency 

  Less 
than 

monthly 
Monthly Weekly 

Daily or 
almost 
daily 

  Yes  No     

  Yes  No     

  Yes  No     

  Yes  No     

  Yes  No     

  Yes  No     

 
M6. Has the patient ever received drug or alcohol treatment? 

 Yes   No 

M6a. If yes, describe: 
 

 

 

M7.  Ask the patient the following questions (AUDIT questions5). 
  If unable to interview patient, specify reason: ____________________________________ 
 ___________________________________________________________________________ 

M7a.  How often do you have a drink containing alcohol? 
 Never  
 Monthly or less  
 Two to four times a month  
 Two to three times a week  
 Four or more times a week 

M7b.  How many drinks containing alcohol do you have on a typical day when you are 
drinking?                                                              

 N/A (never drinks) 
 One or two 
 Three or four 
 Five or six 
 Seven to nine 
 10 or more 

M7c.  Has a relative, friend, doctor or another health worker been concerned about your 
drinking or suggested that you cut down?  

 No/never drinks 
 Yes, but not in the last year 
 Yes, during the last year 
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Complete for each assessment.  

M8.  Are there signs/symptoms present for depression or anxiety problems?   
 Yes   
 No 

M8a. If yes, what are the signs/symptoms and their severity level?  

Signs/symptoms Severity level 

 Not a 
problem 

Mild Moderate Severe 

Depressed mood most of the day     

Decreased interest/pleasure in most activities     

A problem with appetite/weight change     

Significant sleep disturbance     

Psychomotor retardation or agitation     

Fatigue, loss of energy     

Feelings of worthlessness or guilt     

Poor concentration     

Suicidal ideation     

Panic attacks     

Irritable mood     

Early awakening     

 
This signs/symptoms list is derived from the Diagnostic and Statistical Manual of Mental Disorders 
(DSM). The list is not comprehensive and is not intended to diagnosis depression. Further 
assessment should be completed if signs/symptoms are present. Somatic symptoms may be due 
to medical causes.  
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Complete for each assessment (except initial assessment).  

M9. Has the patient started taking a psychotropic medication?  
 Yes  
 No 

M9a. If yes, list medication(s) and effectiveness per patient’s report. 
 

Name of medication 
and dosage 

Date 
started 

Effective 
Not 

effective 

Adverse 
reaction 

Effectiveness 
not yet 

determined 

      

      

      

 
M10. Has the patient started counseling or a support group? 

 Yes  
 No 

M10a. If yes, describe: 
 

 

 

 
Depression screening questions (PHQ-2)6 
M11. Say to the patient: “Over the past 2 weeks, have you often been bothered by …” 

 Yes No 

1. Little interest or pleasure in doing things?    

2. Feeling down, depressed, or hopeless?     

If the patient responds “yes” to either question, follow up with further assessment for 
depression. 

 
  If unable to interview patient, specify reason: ___________________________________ 
    _______________________________________________________________________ 

 

 

Rehabilitation Goals 

Complete for initial assessment and at least annually. 

R1.  What are the patient’s goals (vocational, educational, personal, etc.) for the next year? 
 

 

 

For the next 5 years? 
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Self-Management and Level of Participation in Care 

Complete for initial assessment only. 

SM1. On the following items, indicate the patient’s level of understanding: 
 

 
Not able to 

understand  

Limited 

understanding  

Adequate 

understanding 

Excellent 

understanding 

Chronic kidney disease     

Treatment options     

Dialysis vascular access 
options 

    

 
SM2. Was the patient referred to a pre-dialysis education program or session? 

 Yes   
 No 

SM2a. If yes, did the patient attend the program or session? 

 Yes, location: __________________________________________ 

 No, reason: ___________________________________________ 

  
Complete for each assessment (except for initial assessment). 

SM3. Patient interview  
 

Say to the patient: “Over the past month, how easy or difficult has it been for you to do any 
of the following?” Read the options to the patient.  

 

N
/A
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1. Come to each hemodialysis treatment       

2. Complete the full-prescribed hemodialysis 
treatment time 

      

3. Perform every peritoneal dialysis treatment       

4. Take medications as prescribed       

5. Follow dietary restrictions       

6. Follow fluid restrictions       
 

SM3a. For anything that was somewhat or very difficult, what would be helpful?  
 

 

 

 
SM4. How well-controlled is the patient’s: 
 

 
Not 

controlled 
Somewhat 
controlled 

Controlled 

Phosphorus level     

Fluid gains    

Blood sugar (if diabetic)     

Blood pressure     
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SM5. Does the patient assist with self-care 
(putting in/taking out own needles, setting 
up machine, etc.).  

 Not permitted in facility 
 Yes 
 No 

 
SM6. What is the percentage of treatments 

missed in the last 30 days? (Disregard 
treatments missed due to hospitaliza-
tion/travel or other situation in which 
treatment was received in another 
setting.)  

 
Percentage: ______ 
 

SM7. What is the percentage of shortened 
treatments in the last 30 days?  

 
Percentage: ______ 

SM8. Does the patient take responsibility for 
following his or her medication schedule?  

 Yes 
 No  

SM8a. If no, check one of the following: 
 Relies on caregiver/support partner 
to administer meds 

 Not interested  
 Other: _____________________ 

 

SM9. Does the patient take responsibility for 
following dietary restrictions?  

 Yes 
 No  

SM9a. If no, check one of the following: 
 Relies on caregiver/support partner 

to monitor diet 
 Not interested  
 Other: ____________________ 

SM10.  Does patient appear comfortable asking 
staff/physician questions?  

 Yes 
 No 
 N/A 

SM10a. If no, what factors limit the 
patient’s comfort in asking 
questions? 
 Does not know what questions 
to ask 

 Cannot speak 
 Does not speak English or any 
language staff speak 

 Cognition 
 Thinks asking questions is 
disrespectful 

 Other:  
 

 

 

 
SM11.  How does patient express 

concerns/complaints? 
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Preferences in Home Dialysis3 

Complete for each assessment.  

HD1.  Did the patient initiate dialysis at your facility within the last 12 months? 
 Yes   
 No   
 Unknown 

HD1a. If yes, did the patient’s nephrologist or dialysis team provide information about home 
dialysis (home hemodialysis and peritoneal dialysis) within the first 30 days of 
treatment? 

 Yes   
 No   
 Patient doesn’t recall  

 
HD2. Has the patient been dialyzing at your facility for more than 12 months? 

 Yes   
 No   

HD2a. If yes, did the patient’s nephrologist or dialysis team provide information about home 
dialysis (home hemodialysis and peritoneal dialysis) within the last 12 months? 

 Yes   
 No   
 Patient doesn’t recall 

 
HD3.  Does the patient want to pursue home dialysis? 

 Yes 
 No  

HD3a. If no, specify why: 
 Unsuitable home situation 
 Medical complication 
 Satisfied with in-center hemodialysis 
 Other __________________________________________ 
 Undecided (specify why) ________________________________  

 
HD4. Has the patient expressed interest in learning more about home dialysis options? 

 Yes 
 No  

  
Comments: 
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Interest and Suitability for Transplant4 

Complete for initial assessment and at least annually.  

T1.  Did this patient initiate dialysis at your facility within the last 12 months? 
 Yes   No   

T1a. If yes, did the patient’s nephrologist or dialysis team provide information about how to get 
a transplant within the first 30 days of treatment? 

 Yes   No   Patient doesn’t recall   
 
T2.  Has the patient been dialyzing at your facility for more than 12 months? 

 Yes   No   

T2a. If yes, did the patient’s nephrologist or dialysis team provide information about how to get 
a transplant within the last 12 months? 

 Yes   No   Patient doesn’t recall   
 
T3.  Does the patient want to be evaluated for a kidney transplant? 

 Yes   No   Undecided   

T3a. If no, specify why: 
 Financial barrier  Medical complication 
 Age  Satisfied with dialysis 
 Other ________________________________________________ 

 
T4.  Are there any contraindications to referring patient for transplant evaluation? 

T4a. If yes, contraindication identified by:  
 Transplant center   Dialysis facility  

Specify contraindication(s) (as indicated by the transplant center’s selection criteria): 
 

 

 

 
T5.  Has the patient been referred to a transplant center for an evaluation? 

 Yes   No   Unknown 

T5a. If yes, specify date _____/____/_____  
Specify who referred patient:  

 Nephrologist  Social worker  Nurse 
 Patient self-referral  Secretary  Other________________________ 

Specify how patient was referred: 
 Written communication (letters, standard form, e-mail) 
 Phone call 
 Other_____________________________________ 

 
T5b. If no, specify reasons for not referring: 

 Contraindication(s)  Patient already on the waitlist 
 Physician judgment or refuses to refer  Unknown 
 Patient not interested/undecided  Other _______________________  
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General Narrative Comments: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
 

 

Notes and Citations
1These are additional recommended assessment ques-

tions regarding spirituality: 
•	 Do you consider yourself to be a religious or 

spiritual person?

•	 What things do you believe in that give meaning 
to your life? 

•	 How might your beliefs influence your behavior 
during this illness? 

•	 What role might your beliefs play in helping you 
with your kidney disease? 

•	 What can your dialysis team do to support spiri-
tual issues in your health care?

•	 Is there a person or group of people who can help 
support you in your illness?

2
These questions were modified from questions on 

the CMS Long-Term Care Resident Assessment 
Instrument Version 3.0 of the minimum data set 
(MDS), which can be located at: www.cms.hhs.
gov/NursingHomeQualityInits/25_NHQIMDS30.
asp  The confusion assessment method (CAM) is  
included in the MDS draft and is a standardized 
assessment tool. For additional information regard-
ing the use of a CAM, go to www.hospitalelderlife 
program.org/pdf/The_Confusion_Assessment_
Method.pdf If a facility or social worker chooses 
to use the tool or another version of the CAM, it is 
the responsibility of the user to research and comply 
with any copyright requirements. 

3The questions regarding “Preferences in Home Dialysis” 
should be complimented by the use of the “Method 
to Assess Treatment Choices for Home Dialysis” 
(MATCH-D) tool (available at www.homedialysis.
org/files/pdf/pros/MatchD2007.pdf)

4
Taken with permission from ESRD Special Study: 

Developing Dialysis Facility-Specific Kidney 
Transplant Referral Clinical Performance Measures, 
performed under Contract Number 500-03-NW09, 
entitled “End-Stage Renal Disease Network 
Organization Number 9,” sponsored by the CMS, 
Department of Health and Human Services. 
Available at: www.therenalnetwork.org/images/
TransTEPfinalrpt805.pdf

5
These questions come from the Alcohol Use Disorders 

Identification Test (AUDIT), which is a free assess-
ment tool developed by the United Nations World 
Health Organization. The assessment tool may be 
administered as an interview or as a questionnaire. 
The tool comes in both Spanish and English. A 
PDF version of the tool and manual is available for 
download at http://whqlibdoc.who.int/hq/2001/
WHO_MSD_MSB_01.6a.pdf

6
The Physicians Health Questionnaire (PHQ)-2 is derived 

from the PHQ-9, which is copyrighted and is avail-
able in English and Spanish. To read about the 
PHQ-9, locate scoring instructions and register for 
download, go to www.depression-primarycare.
org/clinicians/toolkits or www.phqscreeners.com
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The Conditions for Coverage for End-stage Renal Disease Facilities were published April 15, 2008, by the 
Department of Health and Human Services, Centers for Medicare and Medicaid Services, to go into effect 

October 14, 2008. 

You can find the entire CfCs at:

http://edocket.access.gpo.gov/2008/pdf/08-1102.pdf

To best stay informed and up-to-date about the new CfCs, we encourage you to be a national member of the 
CNSW. Go to www.kidney.org or call 800.622.9010 to join today!

www.kidney.org/professionals/pdf/cnswform.pdf



65

Quality-of-Life Assessment Tools

Council of Nephrology Social Workers

Conditions for Coverage (CfCs): Subpart C Patient 
Care/Patient Plan of Care 494.90(a)(6)

Psychosocial status. The interdisciplinary team must 
provide the necessary monitoring and social work 
interventions. These include counseling services and 
referrals for other social services, to assist the patient 
in achieving and sustaining an appropriate psychosocial 
status as measured by a standardized mental and physi-
cal assessment tool chosen by the social worker, at regu-
lar intervals, or more frequently on an as-needed basis. 

Supplementary Information: Section II/Summary of 
the Proposed Provisions and Response to Comments 
on the February 4, 2005, Proposed Rule

Response: In response to the large number of com-
ments, and in light of current academic research sup-
porting social service interventions to improve patient 
care, we are adding a social services component, called 
“psychosocial status” to the plan of care requirements at 
494.90(a)(6). We are requiring that a standardized tool, 
chosen by the social worker, be used to monitor patient 
status, and that counseling be provided and referrals 
be made as appropriate. The standardized tool should 
be a professionally accepted, valid, reliable tool, such 
as the SF-36, and should relate to the patient’s func-
tional health and well-being. The tool must be used as a 
monitoring aid that assists in determining the patient’s 
psychosocial status. The SF-36 model uses metrics 
that measure physical health as related to functional 
level and presence of pain, and mental health as related 
to social functioning, emotional and mental health. 
Reliability and validity studies have been performed 
for this instrument. More information about SF-36 may 
be found in numerous articles or on the Web at www.
sf-36.org/tools/sf36.shtml. The SF-12 survey form was 
derived from the SF-36 form and scales the 36-question 
survey down to a 1-page, 2-minute version. However, 
we are not specifying which tool must be used in order 
to allow flexibility and to limit the amount of burden. 
The choice of which standardized tool to use is best left 
to the facility social worker.

Phase III ESRD Clinical Performance Measures 
(CPMs) in Effect April 1, 2008 

Assessment of Health-related Quality of Life (Physical 
& Mental Functioning)—Facility Level: Percentage of 
dialysis patients who receive a quality-of-life assessment 
using the Kidney Disease Quality-of-Life (KDQOL)-36 
(a 36-question survey that assesses patients’ function-
ing and well-being) at least once per year. You can read 
about CPMs and download the latest table of them at 
www.cms.hhs.gov/CPMProject. 

Discussion

Based on the above requirements in the CfCs and 
CPMs, a facility that uses another survey to measure 
physical and mental functioning will still need to 
administer the KDQOL-36 at least once per year. The 
KDQOL-36 includes physical and mental functioning 
and kidney-specific information, which may make it 
more acceptable to your patients than the generic SF-36. 
Don’t panic! The Medical Education Institute, Inc./Life 
Options (www.lifeoptions.org) is designing an online 
version of the KDQOL-36 for social workers to gain 
practice with the tool; see the questions, subscales and 
norms; and get tips for how to improve low scores. A 
subsequent project planned for late winter will let facili-
ties score patient and facility data and track it on your 
center’s computer. Both tools will be offered for free at 
www.lifeoptions.org. 

The CMS clinical performance measures state that the 
KDQOL-36 must be administered annually with some 
limited situations where it is not required, such as for 
those patients at the facility less than 90 days, those 
under 18 years old, those with cognitive impairments, 
those who speak languages for which there is no trans-
lation and those who refuse. See www.qualityforum.
org/projects/ongoing/esrd/index.asp (from the menu 
on the left side of the page, choose “Specifications for 
Endorsed Measures”) to download the document to 
your computer. JNSW
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INTRODUCTION

For as long as there has been an organized profession, 
social workers have been faced with ethical dilemmas. 
However, ethics have evolved over time, and different 
aspects of ethics have been emphasized throughout 
the profession’s history. In the late 19th century, social 
workers focused on ethics related to their clients more 
than the social work profession. When more formal 
training programs were established, debate centered 
on determining the profession’s core values. In the 
1970s, more educational programs added curriculum 
on ethics and, with the advance of technology, profes-
sional conferences began discussing ethics in relation 
to topics such as life support, organ transplantation and 
in vitro fertilization. Most recently, another area of eth-
ics has evolved related to risk management. This area 
of ethics has focused on professional negligence and 
liability in response to client complaints and lawsuits 
(Reamer, 2006a).

Ethical Dilemmas in the Dialysis Setting

Nephrology social workers may find themselves faced 
with a host of ethical dilemmas. Ethics practiced in a 
medical setting takes many forms, including allow-
ing patients to assume personal responsibility for their 
health, practicing the principle of nonmaleficence, 
being truthful to patients, maintaining confidentiality 
and bodily integrity, caring for those who cannot pay 
for services and allowing patients to die if therapy to 
counteract illness or disease imposes a severe burden 
upon patients (or their families) or is ineffective (Bone, 
1996). In practice with dialysis patients, social work-
ers may find themselves faced with ethical dilemmas 
regarding access to care, late referrals to health care 
resources, appropriate patient education and conflict 
and interpersonal relationships between patients, health 
care providers and others. 

When faced with an ethical dilemma, an ethical decision-
making framework is important to guide social workers 
through the process of identifying the ethical issues to 
helping the health care team make the most appropriate 
decisions. The following step-by-step process should be 
used when confronted with an ethical dilemma:

1.	 Identify the ethical issues, including conflicting 
social work values and duties.

2.	 Identify the individuals, groups and organizations 
likely to be affected by the ethical decision.

3.	 Tentatively identify all viable courses of action and 
the participants involved in each, along with the 
potential benefits and risks.

4.	 Thoroughly examine the reasons for and against 
each course of action.

5.	 Consult with colleagues and appropriate experts.

6.	 Make the decision and document the decision-
making process.

7.	 Monitor, evaluate and document the decision 
(Reamer, 2006a).

When one is in the midst of a confusing situation, it 
can often seem overwhelming. However, breaking it 
down using the previous framework can provide direc-
tion to the health care team and create a more concrete 
approach to overwhelming situations.

The Centers for Medicare and Medicaid Services 
(CMS) released revised Conditions for Coverage (CfCs) 
for U.S. dialysis facilities in April, which will go into 
effect October 2008. The following areas identify com-
mon ethical situations in dialysis settings, and the new 
CfCs provide some guidance for the health care team in 
protecting the best interests of both dialysis patients and 
providers. Section 494.60 (Physical Environment) con-
tains a standard to maintain a comfortable temperature 
within the facility and make reasonable accommoda-
tions for the patients who are uncomfortable. Although 

Ethics and the New Conditions for Coverage for End-Stage 

Renal Disease Facilities

Wendy Funk Schrag, LMSW, ACSW, Fresenius Medical Care North America, Newton, KS 

Social workers bring a unique perspective of values and ethical decision-making skills to their work environments. 
Trained in the basic values of service, social justice, dignity and worth of individuals, importance of human rela-
tionships, integrity and competence, social workers are equipped to help the health care team face ethical dilem-
mas and use these values to promote ethical decision making. The new Conditions for Coverage for End-Stage 
Renal Disease Facilities include some new guidance on current ethical dilemmas. These include the patient care 
environment, patient rights, advance care planning and involuntary discharge. At this critical juncture, social 
workers can assist their health care team in creating new processes and policies for ethically-sound practice with 
people on dialysis. 
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this situation may seem at first like a minor ethical 
dilemma, the dialysis facility temperature is often 
an area of low patient satisfaction, which can lead to 
conflicts between patients and dialysis staff. Patients 
are sitting for several hours at a time, whereas staff are 
moving and wearing personal protective equipment. 
Whose comfort is most important? The CfCs’ preamble 
encourages dialysis facilities to “arrive at a middle 
ground so that the room temperature is at least margin-
ally acceptable to both patients and staff. Patients who 
continue to feel cold could use coverings or blankets” 
and “should not be deprived of the ability to use covers 
or blankets” as long as they keep their access and line 
connections uncovered (CMS, 2008). 

Section 494.70 (Patient Rights) includes a new area 
to inform patients about their right to execute advance 
directives and the facility’s policy regarding advance 
directives. A study of 80 dialysis patients found that 
although 69% of patients thought completing an 
advance directive was a good idea, only 35% had fol-
lowed through to complete one (Holley, 1997). While 
many dialysis facilities have implemented policies 
related to discussing advance directives with patients, 
the new CfCs bring this important issue to a standard of 
care. Dialysis health care teams should discuss the roles 
of each team member in advance care planning with 
patients and strive to provide education to both profes-
sionals and patients to increase the level of comfort 
in end-of-life care discussions. The dialysis commu-
nity has recognized this issue as an important one and 
has formed the Kidney End-of-Life Coalition, which 
provides tools and resources on their Web site (www.
kidneyeol.org). 

A higher level of patient participation in care is 
expected in the new CfCs. In Section 494.80 (Patient 
Assessment) and Section 494.90 (Patient Plan of 
Care), a number of new requirements include patients 
in assessing problems, determining interventions, 
evaluating the outcomes of those interventions and 
determining new goals. For example, the comprehen-
sive patient assessment must include an area designated 
to evaluate the desired level of patient participation in 
care and the patient’s expectations for care outcomes. 
This type of patient-centered language has not been 
seen in the past CfCs and reflects the current prac-
tice of increased patient involvement in health care, 
encouraging transparency and including patients as 
vital members of the multidisciplinary health care 
team. The Patient Plan of Care condition requires 
individualized care plans for each patient’s needs and 
patients be given the opportunity to participate in the 

care plan process. Patients cannot participate fully 
without knowledge, and the condition also requires 
documentation showing patients were educated about 
the dialysis experience, dialysis management, infec-
tion prevention, home dialysis and self-care, quality of 
life, rehabilitation, transplantation and the benefits and 
risks of various vascular access types. 

Ethical dilemmas may arise in determining the par-
ticipation level of patients in their care. Patients 
may refuse to participate in care planning or may be 
nonadherent to their treatment plan. Language barriers 
may exist, making a standard of education difficult to 
achieve for each patient. Although the CfCs recognize 
that patients cannot be forced to participate or adhere 
to their treatment plan, a higher expectation will be 
placed on the health care team to include patients in 
decisions about their care and educate them appro-
priately. The new CfCs attempt to move the health 
care team to provide a higher level of individualized, 
comprehensive care. As Lori Hartwell, a person living 
with kidney disease, states, “I’ve heard the phrase ‘the 
patients’ uttered countless times during my 37 years of 
living with renal disease. We tend to be viewed as an 
amorphous group. Nothing could be further from the 
truth. We might have lost our kidney function, but we 
have not lost our identities” (2006). 

Involuntary patient discharge from dialysis facili-
ties is arguably the most difficult ethical dilemma a 
nephrology social worker can face. This issue includes 
the rights of patients and the rights of dialysis provid-
ers and health care staff. Social workers also have a 
professional responsibility not to abandon their clients. 
When a patient is involuntarily discharged, the patient 
leaves the care of the dialysis facility, including the 
professional relationship with the social worker. The 
National Association of Social Workers (NASW) code 
of ethics states, “Social workers should take reasonable 
steps to avoid abandoning clients who are still in need 
of services. Social workers should withdraw services 
precipitously only under unusual circumstances, giving 
careful consideration to all factors in the situation and 
taking care to minimize possible adverse effects. Social 
workers should assist in making appropriate arrange-
ments for continuation of services when necessary” 
(NASW, 1999). Termination of services must always be 
handled carefully to protect patients and minimize risk 
to patients, dialysis providers and professional liability 
and integrity. As Reamer states, “Clients whose services 
are terminated unethically may not receive the services 
they need and, as a result, may pose a threat to them-
selves and others” (2006b). 
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In Section 494.180 (Governance), the CfCs provide 
criteria for circumstances under which patients can be 
involuntarily discharged. These circumstances include 
termination of reimbursement by patient or payer, facil-
ity closing, necessary transfer for the patient’s welfare 
and disruptive and abusive patient behavior to the 
extent that the delivery of care or ability of the facility 
to operate effectively is seriously impaired. 

The process for involuntary discharge must include 
these steps, which must be guided by the medical direc-
tor. The patient’s interdisciplinary team: 

1.	 Documents the reassessments, ongoing problem(s) 
and efforts made to resolve the problem(s)

2.	 Provides the patient and local End-Stage Renal 
Disease (ESRD) Network with a 30-day notice of 
the planned discharge 

3.	 Obtains a written physician’s order signed by both 
the medical director and the patient’s attending 
physician concurring with discharge 

4.	 Contacts and attempts to place the patient in anoth-
er facility and documents that effort 

5.	 Notifies the state survey agency and the ESRD 
Network that services the area of the involuntary 
transfer or discharge.

In the case of immediate severe threats, the facil-
ity may utilize an abbreviated involuntary discharge 
procedure. The CfCs’ preamble includes a suggestion 
from CMS that dialysis facilities use materials devel-
oped by the Decreasing Dialysis Patient–Provider 
Conflict National Task Force to prevent conflicts and 
disruptive situations. These materials are available 
from any ESRD Network. 

Clearly, a number of ethical issues arise in caring 
for people on dialysis because of the nature of life-

sustaining therapy and the ongoing inter-relatedness of 
people on dialysis, the dialysis facility staff and dialysis 
provider companies. Social workers should employ 
their training in basic values of providing services and 
an ethical framework for decision making to help the 
dialysis health care team make the most appropriate 
decisions when confronting ethical dilemmas. The new 
CfCs provide some new guidance to some of these 
situations and encourage the dialysis health care team 
to provide a higher level of care focusing on patient-
centeredness and involvement in decision making. 
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For a copy of the 2008 Dialysis Conditions for Coverage, 
visit http://edocket.access.gpo.gov/2008/pdf/08-1102.
pdf

For the Council of Nephrology Social Workers resourc-
es about the 2008 Conditions for Coverage and to watch 
the related webinar, visit www.kidney.org/professionals/ 
webinar.cfm

For information on the End-Stage Renal Disease 
(ESRD) Clinical Performance Measures (CPMs), visit 
www.cms.hhs.gov/CPMProject

For information on the CPM-required Kidney Disease 
Quality of Life (KDQOL) tool, visit http://gim.med.
ucla.edu/kdqol

For more information about the CPM-required patient 
satisfaction survey CAHPS, visit https://www.cahps.
ahrq.gov/content/cahpskit/files/509_ich_reporting_
measures.htm 

or e-mail charles.darby@ahrq.hhs.gov

For more information about implementing the KDQOL 
and rehabilitation, visit www.lifeoptions.org

For more information about advance directives, visit 
www.kidneyeol.org

For more information on home dialysis options, visit  
www.homedialysis.org

For more information about the National Kidney 
Foundation (NKF) booklet Taking Control: Money 
Matters for People With Chronic Kidney Disease 
(includes information on rehabilitation), visit  
www.kidney.org/patients/pfc/control.cfm

For more information about transplant referrals, visit 
www.therenalnetwork.org/qi/resources/TransTEP 
finalrpt805.pdf

For more information about decreasing involuntary dis-
charges, ask your ESRD Network about their Decreasing 
Dialysis Patient–Provider Conflict (DPC) Program  
or visit www.esrdnetworks.org/special-projects/copy_
of_decreasing-patient-provider-conflict-dpc

For more information about CNSW research 
grants to help show that nephrology social work 
works, e-mail Jeff Harder, Research Chairperson, at  
jharder@u.washington.edu

For more information about joining CNSW—the best 
way to stay informed about the CfCs—go to www.
kidney.org, www.kidney.org/professionals/pdf/cnsw 
form.pdf or call 800.622.9010. 
  

Ask your employer if they will fund part or all of the 
membership fee!

Resources
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PURPOSE

In keeping with the overall goals of the National Kidney 
Foundation (NKF) and its Council of Nephrology Social 
Workers (CNSW), the purpose of the CNSW Research 
Grant Program is to further knowledge of psychosocial 
factors in kidney failure and to enhance clinical social 
work intervention with dialysis and transplant patients/
families.

AREAS OF INTEREST

n	 Research on psychosocial factors in kidney failure

n	 Clinical practice research projects focusing on 
social work assessment and treatment strategies 
with patient/families or staff

n	 Educational programs to enhance patient/family 
understanding of kidney failure treatment and its 
psychosocial implications

n	 Pilot or demonstration projects which have broad 
applicability to nephrology social work services 
and/or nephrology social workers

ELIGIBILITY
Grant applications must meet the following eligibility 
requirements:

n	 Regular membership in CNSW

n	 Minimum of two years nephrology social work 
experience (CMS Guidelines)

n	 Approval of the department head or facility direc-
tor of the organization within which the research is 
to be conducted

n	 Residence in the United States or its territories

n	 Applicant must meet the definition of a “quali-
fied social worker” as stated in ESRD Federal 
Regulations

Preference will be given to applicants who:

n	 Have ACSW accreditation or are licensed by their 
state

Awards will be announced in March. The Review Com-
mittee reserves the right to award grants or to decline 
funding without stating its reasons.

GRANT REQUIREMENTS

Each grant recipient is responsible for:

n	 Conducting the project as set forth in the proposal 
and consistency with accepted, systematic research 
methods

n	 Obtaining appropriate human studies clearance 
within the dialysis/transplant facility and maintain-
ing data in a confidential manner

n	 Completing the project within the specified time 
frame

n	 Providing financial reports as required by the 
National Kidney Foundation

n	 Acknowledging NKF/CNSW grant assistance on 
all publications arising out of the work done dur-
ing the duration of the grant

n	 Submitting three interim progress reports and 
other requested reports, preparing a final report 
of the work accomplished within 60 days of the 
end of the grant year, and presenting a paper at 
the NKF Spring Clinical Meetings describing the 
research, results and implications for practice

n	 Submitting a manuscript based on the results to 
The Journal of Nephrology Social Work (and with 
the committee’s approval, another related journal)

FUNDING

n	 CNSW annually requests grant monies from 
NKF.

n	 One or more grants will be awarded. Applicants 
submitting to more than one granting agency will 
be awarded the difference between the amount 
awarded by the other agency and the amount 
applied for from CNSW.

n	 CNSW grants assist in defraying the cost of 
research and projects. They are not intended to 
cover the entire cost of the research (i.e., office 
space, basic supplies, services, overhead, adminis-
tration fees).

n	 Funds may not be used for the purchase of  
equipment.

n	 Budgets must allocate $750.00 for airfare and 
one night’s accommodation to enable grantees to 
present their research at the NKF Spring Clinical 
Meetings. This amount will be withheld until The 

CNSW Research Grants Program
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CNSW Research Grants Program (cont'd)

Journal of Nephrology Social Work Editor receives 
the first draft for publication three weeks prior to 
the Clinical Meetings.

n	 Funding for CNSW research grants runs from 
July 1 of the year of approval through June 30 of 
the following year.

HOW TO APPLY
If you are interested in preparing a proposal, please 
submit a letter of intent to the CNSW Research Grant 
Program, c/o the National Kidney Foundation by 
October 16. Your letter of intent is not part of your 
actual application, but rather a device to assist you 
and the grants coordinator in identifying your research 
objectives and goal. The letter of intent must include 
the following:

1.	 Name of the person and organization submitting 
the proposal

2.	 Address

3.	 Telephone number

4.	 Name of the principal investigator and his/her 
membership number

5.	 Short title of the project

6.	 Approximate cost

7.	 Brief abstract under 250 words which includes:

	 a.	 A description of the project goal

	 b.	How it relates to the purpose of CNSW research 

Upon receipt and acceptance of your letter of intent, 
NKF/CNSW will send you a grant application packet.

CONSULTATION COMMITTEE

CNSW has volunteer consultants available to provide 
recommendations and prior review of your proposal.

Review Schedule

October 16			   Letter of intent due

December 1			   Grant Proposal due

January – February		  Council Research 	
				    Grants Committee 	
				    Review

March				    Awards Announced

July 2				    Approved projects 
				    begin operation
				    and continue until 	
				    June 30th of the 
				    following year.

The Council of Nephrology Social Workers (CNSW) is 
a professional organization established by nephrology 
social workers in 1973. CNSW is one of three Professional 
Councils of the National Kidney Foundation (NKF). The 
functional structure of CNSW includes an Executive 
Committee with regional representation, standing and  
ad hoc committees, and local chapters.

For more information contact:

Jeff Harder, MSW, LICSW, CNSW Chair-Elect
Phone: 206.598.4676 • Fax: 206.598.6333
E-mail: jharder@u.washington.edu

National Kidney Foundation, Inc.
30 East 33rd Street • New York, NY 10016
Phone: 800.622.9010 • Fax: 212.779.0068
Web site: www.kidney.org
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