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Legislative Charge:

(1) Reduce the occurrence of chronic kidney diségscontrolling the most common
risk factors, diabetes and hypertension, throughrgmtive efforts at the community
level and disease management efforts in the prirany setting.

(2) Educate the public and health care professsomadbut the advantages and methods of
early screening, diagnosis, and treatment of cbrkidiney disease and its
complications based on Kidney Disease Outcomesit@uuaitiative Clinical
Practice Guidelines for chronic kidney diseasetbelomedically recognized
clinical practice guidelines.

(4) Make recommendations on the implementation aist-effective plan for prevention,
early screening, diagnosis, and treatment of chrkidiney disease and its
complications for the state's population.

(5) Identify current barriers to adoption of besdgiices and potential policy options to
address these barriers.
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Dr. Plescia welcomed the participants and askeu tiheintroduce themselves. Then Dr.
Plescia summarized discussions from previous ngeabout the proposed estimated
Glomerular Filtration Rate (eGFR) legislation. Hen introduced Dr. Szypko, who
would speak on behalf of the pathology society.

NORTH CAROLINA SOCIETY OF PATHOLOGISTS:
RESPONSE TO EGFR LEGISLATION

Paula E. Szypko, MD, FCAP

North State Pathology Associates

Former President, North Carolina Society of Pathisks
Chair, Federal and State Affairs Committee,

College of American Pathologists

Dr. Paula Szypko is a general pathologist in Higm® Her background is in Internal
Medicine, and she specializes in Pathology. Sh&svarainly with live patients and in
the laboratory. She is involved in the College ofiésica Pathologists (CAP). They
provide laboratory support to labs and physicidite$. She has been involved both
statewide and nationally due to her love of pathgpland appreciation of what the field
has done for her. She is currently Chair of the G&Beral and State Affairs Committee
and former president of the North Carolina Socgdti?athologists (NCSP).

She explained that eGFR legislation came into pnemge in 2004-2005. In the state of
New Jersey, a law passed mandating when a labtegl®erum creatinine, eGFR must be
calculated. CAP received feedback from laboratosigis problems. Several small
laboratories needed updated equipment in ordesrtgply with the law. Then bills in
several states began mandating eGFR calculatidnsgium creatinine measurement.
The National Kidney Foundation (NKF) was contadiednderstand their position, but
the group found many pharmaceutical companies behmlegislation. They were still
receiving complaints from people in New Jersey wieoe having computer system
problems with the Modification of Diet in Renal Basse (MDRD) equation and
substituted an easier equation. There were catistabe possibility of liability for
providers because of the eGFR calculation.

Dr. Fleming’s previous presentation to the TaskcE@rovided a good background on
the problems of calculating eGFR. The MDRD equaisovery complicated but has been
found to be the most current, accurate, and avaikdpuation to measure chronic kidney
disease. Research has been conducted with peoplalveady have CKD. It does not



appear to work or has not been validated for tHeviing conditions younger than 18 or
ages 70-75, variations in muscle mass (ie, verycolas malnourished), various diets
(ie, vegetarian, high protein), medication, hodiziéal patients, or normal kidney
function. In the patients with normal kidney furetj the eGFR calculation was off by
30% or more. It is the best current measure, bu? Gélieves it is not something that
should be set into law. From a lab perspectiveetBER calculation is not always easy to
implement into the laboratory system. The hospiaére Dr. Szypko works collaborated
with the laboratory information staff to implemehe procedure. One of the main
limitations is the MDRD equation requirement foe fhatient’s sex, age, race, and other
factors. They are currently calculating two equagicone for African-Americans and one
for all other races.

The standardization of creatinine measurementatghan major problem with using
eGFR. There are several ways that creatinine isoned. Small deviations in the
measurement can drastically change the eGFR vBhgephysician office’s lab also may
be mandated to perform the calculation wheneveséhnem creatinine is ordered. Having
a laboratory technician calculate the eGFR can idiae proficiency of the other lab
tests. There are new tests including cystatin €rgalbuminuria, and others that should
be explored rather than mandating eGFR. The CoftkGault equation is used by
pharmacists to calculate eGFR. There may be canfusetween the professional
communities about which is best and which equatlould be used at what time.

CAP, NKF, and some pharmaceutical companies mgistuss the issue of mandated
eGFR. The NKF explained that mandating the standfpdactice seemed like the best
thing, but in light of further information may nbé the best use of resources. CAP and
the NCSP are in favor of prevention and early trneait of chronic diseases (ie, pap
smears, etc). They are also in favor of the worthefTask Force, just not the mandated
legislation. The NKF and CAP have a joint statenmnéeGFR that is included in the
packet. Last year the American Medical Associatimuse of Delegates passed a
position statement against mandated eGFR calcolddany of the states in which
legislation has been proposed were defeated. Setbe states watered down the
wording of their legislation. Dr. Szypko applautis efforts increasing the awareness of
CKD in the population at large and the medical camity. She requested that section 2
be withdrawn from HB 1878. She explained that méindahe equation legislates the
practice of medicine and puts the pressure oratharatories instead of the provider
giving the required information. She believes thgbasis should be on research rather
than a legislative mandate.

Comments/Questions: The discussion that followed addressed many ssBueSzykpo
discussed. One participant explained that he waeterested in legislating the practice
of medicine either but had concerns about the ealucaf providers by the laboratory.
He gave several examples of descriptions of thstshiave explanations and have
changed the practice of medicine. He discusseg@rtiildems of the serum creatinine test
and suggested an interpretation of the bad tdstr#tan getting rid of the test. He
suggested an automated paragraph that gets pwttethe serum creatinine and eGFR
explaining the limitations of the test. Dr. Szypkxplained that her hospital has that type



of paragraph, but patients have eGFR drawn mucle fnequently than the serological
tests for which the paragraph is currently prinfEte participant then asked for the CAP
suggestion of how to deal with the test. CAP isifaeg on patient and physician
education and has started a website (mybiopsy.tuahexplains the test in lay terms.

Another participant asked about the ability to Fealt the general practitioners in order
to deal with the problem. Physicians should dis¢hedimitations of the eGFR value.
One example is the problem with the value in agutehospital patients. eGFR has
value when viewed in the total clinical contexeliBMI. Both measures depend on
many of the same characteristics. The participgreed that providing advice is the role
of the physician.

The American Society of Nephrologists supports e@htR the practicing of using eGFR
has not been adopted or applied. One participastoeacerned that attacking the
equation removes the focus from the legislationasshich is the problem. The
calculation is easily available and is educatioRal. many patients with serum creatinine
levels that are low, eGFR reporting has allowe@dein of changes in the patient.
Interpreting the data is the role of the cliniceard may provide a great service to those
that might not otherwise have been detected. Tésepter agreed that many radiologists
in her hospital have asked how to handle patieittslaw eGFRs, which has led to many
discussions with nephrologists. CAP and NCSP dmppbse the calculation of eGFR
but rather the law mandating the reporting of eGHiey believe education and research
are the answer rather than legislation.

There is the possibility that not all laboratoneay be able to upgrade their equipment
without legislation. By mandating the calculatidrigvels the playing field of the various
sized laboratories. The presenter explained thgétdaboratories may have the
capability but smaller ones may not.

Another participant explained that he printed b# bills proposed for the legislative
committees on health. The list included more thamifls. He asked about the standard
that should be applied to all of those bills andohtshould be legislated as opposed to
the education and research approach. The CAP bd=tleral and State Affairs
Committee and others to deal with legislation. Awotparticipant suggested that this
Task Force impact the issue for the state. Anatlkplained that NKDEP has already
done that on a national level. NKF, CAP, and ASNenal a part of that group.

REPORT OF PRIMARY CARE WORKGROUP

Marcus Plescia, MD, MPH

Chief, Chronic Disease and Injury Section
NC Division of Public Health

Department of Health and Human Services



Dr. Plescia explained that the last meeting offtagk Force was a small group focused
on primary care. He explained that the areas aidaeere CKD management in
Community Care of North Carolina (CCNC), the Stateployees Health Plan (SHP),
and primary care generally.

He gave a brief overview of CCNC, a statewide nekvad integrated care teams
providing a medical home. CCNC is coordinated adoilne idea of case management, a
collaborative process with little top-down managamé&he program is focused on the
Medicaid population which has two main age group$ athird of the aged, blind, and
disabled population. There is also the potentiakfgpansion of CCNC to Medicare.
Their statewide initiatives are focused on asthaiehetes, decreasing emergency room
use, congestive heart failure, and hypertensioe. JBNC case managers share data
from chart audits, utilization, and claims dataeyhvork directly with patients and
practices. The services they provide are limitedigd risk patients.

CCNC uses national guidelines for their standartie. American Diabetes Association
(ADA) guidelines for diabetes recommend microalbuind creatinine to estimate
eGFR. CCNC does not currently collect and repoid da eGFR. For hypertension, they
use the Seventh Report of the Joint National Coionison Prevention, Detection,
Evaluation, and Treatment of High Blood PressulCRY), but they may soon convert to
the NKF guidelines. Hypertension affects more t&@% of people over 50, more than
50,000 Medicaid patients, and requires a more giverchart review process.

The State Health Plan uses the Health Dialogue SMAR)istry to provide information

to primary care providers on their patients withoeiic diseases. The registry reports
whether microalbumin levels have been checked @@l to identify gaps in service for
providers. Identified patients can be referredealtih coaches for education about kidney
disease. Renaissance is the contractor workinglvaith SHP and UNC to test the most
effective way to review claims data. These datatban be referenced with laboratory
data to obtain eGFR values.

The small group focused on enhancing current désigatsatives or creating new ones,
screening based on CKD risk factors or incorpogg@KD screening in the diabetes and
hypertension management, forming the best treatquedelines, and maximizing
treatment benefits. It was noted that these argboated systems in which to implement
recommendations. The NKF KDOQI guidelines, espbcthkir anemia management
recommendations, are controversial because oficbaflinterest of involved companies.
In terms of screening and treatment, certain apghgnsive medications will manage
CKD better in particular patients.

The group made several preliminary recommendafmmisoth the short and long term.
CCNC should incorporate a CKD management focushotb diabetes and hypertension
chronic disease management programs and develmpagal for its implementation
throughout the networks. Other recommendationsideo-training case managers in
CKD and increasing reporting and use of eGFR anlde&FR to the clinical standards.
CCNC should screen people with hypertension butiradietes for CKD to determine its



prevalence. SHP should use claims data and labigeésudentify people, improve the
Renaissance program, and use SMART registry tofge@back to providers. For the
long term, CCNC should create a CKD focused diseamgagement initiative in
conjunction with the 646 waiver program for dualgible Medicaid and Medicare
recipients. A study of CKD screening in the genp@ulation would provide evidence-
based guidelines for screening.

Long term recommendations also focused on eGFRsemegning. Microalbumin and
eGFR should be obtained from all diabetic and hgpsive patients. The use of
beneficial medications should be increased aloriy patient education opportunities.
Indicators for nephrology referral and effectiveatment should be added to electronic
medical records. Medicaid should require eGFR lidah results, while quality

initiatives, professional societies, SHP, and othsurers should request eGFR
calculation. Screening should focus on patienth diabetes, hypertension, and other
risk factors and should eventually be extendeti¢ogeneral population. Several issues
were left for further discussion including definguidelines, treatment and screening of
patients with pre-diabetes and pre-hypertension sareening for the general population.

Comments/Questions: The discussion that followed focused on the reconttagons

and steps to clarifying them. The CDC has contchatéh RTI and universities to study
some of these issues and should present at th& askt~orce meeting. A SHP
representative explained that Health Dialoguepégifically for those with diabetes.
Their next registry is going out in August and vdiscuss microalbumin and the work of
the Task Force. In February there will be morenmfation for providers. A
representative from CCNC was concerned that ifslietive mandate was not pursued,
Medicaid and other organizations should be condaittelescribe the position of the Task
Force. Another participant volunteered to lead alsgroup meeting on eGFR for
pathologists and the various organizations in thgesvith positions on the issue.
Renewed focus on patients, difficulty with ICD-des, inclusion of cardiovascular
disease, and details of the 646 waiver system alscediscussed.

PRIMARY CARE | SSUESFOR PEDIATRIC PATIENTS

Maria Ferris, MD, MPH, PhD
Associate Professor of Clinical Medicine
University of North Carolina Kidney Center

Dr. Ferris is a pediatric nephrologist at the UNdney Center. She explained that there
are no accurate estimates of pediatric CKD in NQ@dnolina. Great diversity exists
between pediatric onset CKD patients, and end stagd disease/end stage kidney
disease (ERSD/ESKD) account for only a small partbthese patients. There is a need
to track pediatric CKD patients in the state.

For both adults and children, the UNC Kidney Cents KDOQI guidelines for
screening and treatment. Pediatric GFR depend®dy $ize and age and is not



automatically reported on laboratory reports as fibr adult patients at UNC. When
infants reach two years of age, they may reacht &R levels.

In the US, pediatric cases account for only 2%lIdEGKD. Since 1990, the prevalence
of pediatric ESKD has increased 32% as opposed@éoloverall. Internal medicine
nephrologists treat one-third of all pediatric g&s$ patients. This data comes from the
North American Pediatric Renal Cooperative StudgPIRTCS), a volunteer
organization that tracks data until 18, and UnB¢aktes Renal Data System (USRDS).

Renal replacement therapy for pediatric ESKD pa&siemthe US is comprised of
hemodialysis, peritoneal dialysis, and renal tréargp Of those using dialysis treatments
in 2003, almost 60% used hemodialysis while onBp6Aed peritoneal dialysis. There
were more than twelve transplant recipients perroiieon people. New patients were
more likely to choose hemodialysis, but a majooitpediatric patients and the fastest
growing group were transplant recipients. Most agai CKD patients did not receive
recommended preventative health measures. In 20040int prevalence for ESKD in
North Carolina was much greater than the natiomatage for patients ages newborn to
four years and 25 to 74 years. The ten year suriat@ for adolescent onset ESRD
increased from just over 70% in from 1973 throu@f7.to more than 88% if patients
were diagnosed in 1993 or later. There were sospadiies among survival; 83% for
White patients versus 72% for African-American gats and 82% for transplant
recipients versus 79% for dialysis recipients. \&Ipiatients were more likely to receive a
transplant than African American patients.

Adherence, or following the treatment plan, is ganabstacle for pediatric and
adolescent CKD patients. It is the number one catisansplant loss. Transplant is the
preferred and most common treatment modality arldreim get extra points on the
transplant list.

Not all pediatric CKD patients are equal. Some haterited conditions and the family
may be prepared for the complications. Youngerepéti may be diagnosed prenatally.
Patients with kidney and urinary tract anomaliegelanger enuresis (bedwetting) and
less hypertension and growth issues. Teenagerdyniaive acquired diseases and more
hypertension.

Personal and medical issues are substantial for gé&diatric patients. They may include
distorted physical appearance, social considerasiglhperception, cognitive abilities,
healthy siblings, and parents who attend medicaisviAdditional challenges for
pediatric CKD patients include complexity of caleshnology and medication
dependence, distance from treatment site, andansardifficulties with transition to
adult care. The leading cause of death among yaduals with pediatric onset CKD is
cardiovascular disease. The kidney and heart oekttip is complex and depends upon
blood pressure control, bone health or calcificeianemia, inflammation, and nutrition.

Neurocognitive function is significantly lower iregiatric CKD patients than their
counterparts at the same age. Patient 1Qs imprp\é Ipoints after receiving a renal



transplant. The average literacy scores are beldiemal averages for all pediatric CKD
patients, with worse scores for minorities. Chitdrad greater literacy scores than their
parents. Low parental literacy was associated avitigher incidence of perotinitits (even
when patients were treated by the same provides)e emergency room visits, and
lower adherence.

Transition is the term used to describe patieragmassing from pediatric to adult CKD
care. The Pediatric Nephrology survey (PEDNEPHIuished international participants.
Additional data from the Glomerular Disease Collatioe Networks was combined to
draw conclusions about transitioned patients. mega, US patients began transition at a
later age and most patients were not in a tramsgrogram. Only 2% of US patients seen
by adult nephrologists are transition patientsfi@ifties associated with late transition
include parents asking questions for patients assl knowledge of medication and
disease. A study comparing transition patients isddhsin versus North Carolina
showed unfavorable results for North Carolina. Tamg term outcome showed North
Carolina patients were older age at transition,lbasl participation in transition
programs, and less knowledge about diagnosis adicat®ns.

At Victory Junction Gang chronic disease campsysagroups were conducted among
parents. The parents of CKD patients thought etutéitom a health provider was the
most important transition issue while parents oldcan with heart or lung diseases
thought insurance was the most important issueh Baiups of parents chose
prescription adherence as the least important.issue

The UNC Successful Transition to Adulthood with dtraent (STARX) Program
attempts to help overcome the barriers associatibdransition. They developed the
UNC TRANSITION Score, which correlates with ageckaf the ten measures are
given a score from zero to one and the score i§ tsrack patient progress.
Traditionally only 7% of patients have informatiabout insurance after leaving their
pediatric provider and only 2% know their adultyad®r. The program has created the
transition ID card. It lists pertinent medical immation for the patient and provider. It is
another tool to ease the transition from pedidtriadult CKD patient.

Monique Winslow, PhD

Children with Special Health Needs
Women'’s and Children’s Health Section
NC Division of Public Health

Dr. Monique Winslow is the new Specialized ServiCesiter Manager and is also new to
the state. Dr. Gerri Mattson prepared the presentdbut Dr. Winslow made the
presentation in her absence. She explained tlegna approach is used to care for
families including physicians and case managers.définition of Children and Youth
with Special Health Care Needs (CYSHCN) was puitegtther by a task force and
published inPediatricsin 1998. It includes children with and at risk ggecial needs and
considers the complexity of their environment. Tteldren with Special Health Needs



unit is responsible for health promotion, develgpamd planning community based
systems of service for optimal function of childneith special health care needs, and
ensuring and extending other state initiatives.

The unit uses several tools to assess the ne€d¥$SIFHCN. The Child Health
Assessment Monitoring Survey (CHAMP) identifies aadiresses risk factors. The birth
defects monitoring program is a national prograedus track codes and counts of
children with birth defects. In 2002, the prograntiected data showing 506 defects
classified as the four ICD-9 codes related to kyddisease. Data from the Southeastern
Kidney Council reiterated the higher prevalencélarth Carolina than the national
averages of CKD in patients aged newborn to 4 &b P4. In 2005, the dialysis rates
for North Carolinians aged 5 to 24 were 30.9 pdlioni persons for incidence, and the
prevalence was 72.7 per million persons.

Another function of the unit is to assure or prevahre for CYSHCN. About 40 health
departments provide pediatric primary care. He@hleck outreach and Medicaid for
children provide a medical home from birth to 2angeand include the promotion of
Early Periodic Screening, Diagnosis, and Treat(iERSDT). Special funds are
available for children with chronic conditions rageg Medicaid benefits through the
Children’s Special Health Services (CSHS) prograhe State Children’s Health
Insurance Plan (SCHIP) and Commission on Specialthi€are Needs ensure the
maximum benefit possible to CYSHCN. Genetic coungebk available to families and
may provide information about CKD. A telephone higle provides information about
insurance programs and community resources foliesrand providers. The Child
Service Coordination Program is designed for childrom birth to age five. A provider
determines family needs, connects families to nésdevices, and creates a family care
plan. Early Intervention, designed for childrennfrbirth to age three, is a federally
mandated program under the Individuals with Disaéd Education Act (IDEA) that can
serve children with developmental delays or futoiglications. Finally, medical
nutrition therapy is available through MedicaidGirildren’s Development Service
Agencies and provides access to assessment anthgrgoe by a registered dietician.

Transition of youth with special health care nekedm pediatric to adult care is a critical
time in the life of these patients. Carolina Healttd Transition (CHAT) program is
developing a curriculum to facilitate the trangitiperiod for patients, parents, and
providers. Patients are living longer and havingliqy of life issues associated with
adulthood. The program creates collaboration betweeath and family curricula and a
written care plan for transition by the age of Wédical home demonstration projects
provide ongoing assessment and improve the qualitare delivery.

Improving Pediatric Access through CollaborativeeCdMPACC) is a statewide
initiative involving Community Care of North Caroé, the Division of Medical
Assistance, Duke Endowment, and six pediatricagritare centers. The goal of the
program is to improve communication and managermkecare between medical homes
and specialty clinics. Two of the tertiary caretees will have coordinators for the
nephrology clinics.



There were several suggested program needs for CXSH medical home for every
child, more care coordination, more resourcesgbettroliment in available programs,
quality improvement, more education, mentoringntairsement, and funding, common
strategic plans, and use of universal communicatrorciples to address low health
literacy. Strengths of the CYSHCN programs arentin@erous stakeholders, strong
champions, and interest in both quality improvenasmd the transition process.

Comments/Questions: The discussion that followed addressed both pediatr
presentations. Further details were requested abeW@HAT project. In the absence of
CKD prevalence information, other factors includoigesity, metabolic syndrome, and
first degree relative on dialysis should receivegkasis. Barriers to nephrology care of
pediatric patients including the cost, trainingd amsurance needed to provide care were
also discussed.

INVOLVING THE COMMUNITY IN HEALTH EDUCATION AND OUTREACH: CHURCHES,
LAY HEALTH ADVISORS

Barbara Pullen Smith, MPH

Director

Office of Minority Health and Health Disparities

North Carolina Department of Health and Human ®exwi

Ms. Pullen-Smith expressed her enthusiasm for i wf the Task Force. She provided
an overview of the Office of Minority Health and &lth Disparities (OMHHD). The
OMHHD represents racial and ethnic minorities andarserved communities and
advocates for systems change. The OMHHD has meiftqmus areas. Capacity building
at the state and local level is achieved througbarch and data. The health disparities
report card with 37 indicators is created in thiecef Cultural and language focus is met
through training initiatives, reflecting and respeg understanding about different
communities. Policy and legislation occurs throtigi 15 member Minority Health
Advisory Council that advises the governor and mwabsecretary. Other areas of focus
include communications and partnership development.

One fairly new strategy to engage communitiesesGommunity Health Ambassador
Program (CHAP). The goals of the program are t¢didhie capacity of communities to
prevent iliness and complication, recognize eadyning signs, and increase access to
health, human services, and resources. Programiparts are trusted leaders,
volunteers in the community, advocates rather thauerts, bridge builders, and are not
required to have a clinical background. The cutdcufocuses 20 classroom hours and 2
continuing education units (CEU) on diabetes amtea Requirements for completion
include continuing education, resource directoff) &ncounters per year, healthy
lifestyle memorandum of understanding, and examescof 80. Upon completion of the
program, participants receive a small stipend teecexpenses and a vest to wear
identifying them as CHAP members. The program $sadbmprised of three instructors



and a statewide coordinator, who is also a ministetritionist, and doctor of
naturopathic medicine. Active partners include camity and faith based organizations
(CBO & FBO), NC Community College System, NC Depant of Health and Human
Services, and Old North State Medical Society.

The CHAP program was initially piloted in the sgyiaf 2006 with the support of 34
community and faith based organizations. Ten tngisiessions were completed, totaling
more than 300 Community Health Ambassadors. Tlot wihs focused on communities
in Buncombe, Mecklenburg, Guilford, Durham, Wakegel. Cumberland, Pitt, Martin,
Bertie, and Hertford counties, and there are inestto expand statewide. The faith
community has been the primary access point. Cosgsrof the program have been
translated into Spanish and participants represeatiety of ethnic communities.

The OMHHD Call to Action Model is an integrated apgch to eliminating health
disparities. The stages are to develop partnersaqsp staff and volunteers, engage
communities, and influence policy. Solutions targtiating disparities are local. A
mistake many groups make is failing to engage conityjor change steps around.
While the staff of OMHHD is multiethnic and reprasative of communities, they are
still viewed as government workers. Applying thedalbto the CHAP program
demonstrates its success. CHAP developed partngr84vFBO & CBO collaborators.
These partners were involved in recruitment, red@nteadership, and evaluation. The
program continues building on long term relatiopshin a win-win situation for all
partners at the table. CHAP engages communitiésebgming partners with them,
including weekend events and supporting partneviaes. The staff and volunteers were
equipped with training, resources, and support. €H#luenced policy through partner
approval of curriculum, communication with otheskstholders in the communities, and
support of pending legislation that attempts tmalate health disparities.

Ms. Pullen Smith concluded her presentation byiptainterviews with CKD patients
describing some of the challenges they faced. $terthat, “Knowing what to do is not
enough, people need support to be healthy’.

Comments/Questions: The short discussion that followed focused on éhationship
between CKD and the CHAP program including curaoo) funding, and resources for
statewide expansion.

GROUP DIsCUSSION

Dr. Holmes discussed the process of NC IOM Taské®m two phases; 1)
information presentation and 2) discussion andipesseecommendations. He
explained that it would be useful to determineitifermation needed to address the
remaining sections of the Task Force charge. Raatits suggested presentations
from the local chapter of the American Nephrologyr$és Association, Council of
Nephrology Social Workers, dialysis providers, gatients. Other suggested topics
to discuss included the certificate of need (CONppam with an emphasis on



pediatric patients and review for relocation oranxgon, obesity, delays in insurance
coverage for certain CKD procedures and treatnteantsplant organ donation and
reimbursement, primary care implementation of faske recommendations, CKD
programs separate from or included in diabeteshgpdrtension program, and
barriers to optimal health and wellbeing for CKDieats.



