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Background: Home dialysis utilization is lower among veterans
than in the general US population. Several sociodemographic
factors and comorbidities contribute to peritoneal dialysis (PD)
underutilization. In 2019, the Veterans Health Administration
(VHA) Kidney Disease Program Office convened a PD
workgroup to address this concern.

Observations: The PD workgroup was explicitly concerned
by the limited availability of PD within the VHA, which
frequently requires veterans to transition kidney disease care
from US Department of Veterans Affairs medical centers
(VAMCs) to non-VHA facilities when they progress from
chronic kidney disease to end-stage kidney disease, causing
fragmentation of care. Since the administrative requirements
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Veterans comprise nearly 10% of the
population with end-stage kidney disease
(ESKD) burden; > 50,000 US veterans are
currently on dialysis.>® A majority of these
veterans receive their chronic kidney disease
(CKD) care through their affiliated US De-
partment of Veterans Affairs (VA) medical
centers (VAMCs). However, there are only
71 hospital-affiliated or free-standing HD and
28 outpatient PD units within the Veterans
Health Administration (VHA) (Figure 1). To-
gether, these units serve only about 3500 vet-
erans on HD and about 300 veterans with
PD. More than 90% of veterans receive their
dialysis care from non-VA facilities. Thus,
veterans progressing from CKD to ESKD
commonly need to transition their VA-based
nephrology care to non-VA facilities, caus-
ing fragmentation of care during a medically
fragile period. Such transitions adversely im-

ompared with hemodialysis (HD),
peritoneal dialysis (PD) offers com-
parable survival and superior patient-
centered and health services outcomes.'?
This has prompted repeated calls over the
past 2 decades for policies to increase the use
of home dialysis and, more specifically, for

and infrastructure of VAMCs vary, the workgroup focused
its deliberations on synthesizing a standard process for
evaluating the feasibility and establishing a new PD program
within any individual VAMC. A 3-phased approach was
envisioned, beginning with ascertainment of prerequisites,
leading to an examination of the clinical and financial
feasibility through the process of data gathering and
synthesis, culminating in a business plan that translates the
previous 2 steps into an administrative document necessary
for obtaining VHA approvals.

Conclusions: VAMCs can use the guide presented here to
improve therapeutic options for veterans with kidney failure by
establishing a new or restructured PD program.

To address these needs, the VHA National
Kidney Disease Program (NKDP) formed
a 4-member PD workgroup in 2019. Con-
sidering the breadth of challenges involved,
the PD workgroup broadly designed its ap-
proach based on the I CARE (Integrity, Com-
mitment, Advocacy, Respect, and Excellence)
VA Core Values. The workgroup devised a
conceptual model with 3 focus areas, each
comprising a subgroup led by a workgroup
member: respecting the veteran’s choice for
PD, advocating for universal access to PD,
and providing excellence in PD care within
the VHA (Figure 2). While the passage of
the Choice Act (2014) and the Mission Act
(2018) was recognized to have increased ac-
cess to PD for veterans through non-VA pur-
chased care, lack of availability within the VA
infrastructure was considered a significant re-
sidual limitation to greater PD use.®

This review focuses on the initial delib-
erations of the PD access subgroup and pro-
vides a guide to establishing a new local VA
PD program. We describe the process by di-
viding it into 3 operational phases: examin-
ing the prerequisites, analyzing clinical and
financial feasibility, and outlining the process
of administrative approval (Figure 3).

pact the quality of ESKD care and reduce the

probability of PD use. PD use among veter-
ans is lower (~7%) compared with the gen-

eral ESKD population (~12%).”
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STEP 1: PREREQUISITES

A functional nephrology service is a bed-
rock prerequisite for establishing a new PD
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program. A clinician champion capable of
leading the effort is equally necessary. Occa-
sionally, the prevalent ESKD economic and
health care burden prompts local VAMC
leadership to consider a new PD pro-
gram to improve the quality or availability
of services. More commonly, though, the
nephrology section and the clinician cham-
pion are the first to recognize the need. In
either scenario, the champion will require
support and advocacy at multiple levels of
local leadership, ie, the section or depart-
ment chief, facility chief of staff, VAMC di-
rector, and the Veterans Integrated Service
Network (VISN) director. The foremost
task for the champion is to assess local clin-
ical and infrastructure needs.

Goal Alignment

Any new VA nephrology program needs to be
evaluated for its overall congruence with the
local and national VA missions to improve
the accessibility, integration, quality, and in-
novation of care for veterans. The following
considerations are likely to apply to many VA
systems.

Accessibility. A VHA directive recom-
mends that all veterans be provided with the
opportunity to choose and use any form of
dialysis, especially home dialysis.® Transi-
tioning a veteran seamlessly from advanced
CKD to PD requires the execution of multi-
ple sequential processes in the pre-ESKD pe-
riod, beginning with early identification of
advanced CKD, timely referral to nephrol-
ogy, education for shared dialysis decision
making, coordination of care, and PD train-
ing and therapy.'® Splitting this sequence
between VA and community-based care cre-
ates obstacles, including multiple approv-
als through VA Community Care Services
that may substantially increase wait time and
effort. This onerous process may be a sig-
nificant deterrent against pursuing PD and
increases the odds of emergency or inpatient
initiation. Furthermore, the lack of PD avail-
ability limits the knowledge and experience
among staff designated to assist veterans,
which may result in inappropriate advo-
cacy for HD or delay the transition to PD.
Together, these processes can increase mor-
bidity and health care use, and significantly
delay or eliminate PD. Finally, many veter-
ans reside in rural or remote areas where the
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FIGURE 1 VHA Dialysis Unit Locations
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Abbreviations: HD, hemodialysis; PD, peritoneal dialysis; VHA, Veterans Health Administration.

FIGURE 2 VHA Shared Decision Making for Dialysis Use
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Abbreviations: VHA, Veterans Health Administration; PD, peritoneal dialysis.

expertise and the availability of PD may be
unreliable. Establishing PD services within
the local VAMC can improve access to PD,
reduce the lead time needed to coordinate
the transition to ESKD, and assist individ-
ual veterans in making an informed choice
about dialysis. The program champion will
need to identify and highlight all accessibil-
ity barriers within their business plan.

Integration. Many veterans receiving dial-
ysis care at community-based facilities con-
tinue to receive nonnephrology care in the
VA. This creates a parallel health care system
with concerns for duplication of efforts and
processes, suboptimal quality of care, and in-
creased risk of medical errors. Establishing
VA PD services increases access and integra-
tion of nephrology with other VA care.
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FIGURE 3 PD Program Business Plan Approval Process

Multistep
approval
process

Abbreviations: ESKD, end-stage kidney disease; PD, peritoneal dialysis; VA, US
Department of Veterans Affairs.

aSupport team includes interventionists for PD catheter-related procedures, dietician,
social worker, pharmacist, and administrative team at the local VA facilities involved in
the approvals of the equipment and supplies.

Excellence. Studies of many chronic dis-
eases have shown superior patient satisfac-
tion and equal or superior quality of care
delivered by the VA compared with that of
non-VA facilities.!""'* Similarly, mortality
rates for veterans receiving CKD and ESKD
care in VA are lower compared with those
at non-VA facilities.”>!” While these out-
comes have not been examined for PD, in-
tegration of PD with VA care may lead to an
improved overall quality of care and greater
loyalty to the VA.

Innovation. Due to its integrated health
care infrastructure, the VA is uniquely po-
sitioned to implement patient-centered
and evidence-based pre-ESKD interven-
tions that may improve outcomes. Prior
studies have shown that pre-ESKD kidney
disease education (KDE) improves pre-
and post-ESKD outcomes, reduces health
care costs, and leads to higher selection
and use of home dialysis therapies.'®*° The
VA recommends that all veterans with ad-
vanced CKD be provided access to pre-
ESKD care and KDE. Unfortunately, KDE
is uncommon among non-VA clinicians. A
recent USRDS analysis reported that < 1%
of patients with ESKD received pre-ESKD
KDE.*' The ongoing Evaluate and Assess
the effects of Comprehensive Pre-ESKD
kidney disease Education on home dialysis
in Veterans Trial (NCT04064086) should
provide further evidence.
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STEP 2: FEASIBILITY

A business plan requires the realistic pro-
jections of the costs and accounting for
gains of the new clinical program. While
there is limited guidance on personnel re-
quirements when planning a PD program,
we provide estimated resources needed to
successfully establish and run a PD pro-
gram (eAppendix 1, available online at
doi:10.12788/fp.0356).

Clinical Considerations
Secondary or tertiary care VAMCs with mul-
tiple medical and surgical specialties rou-
tinely provide complex inpatient care. For
these facilities, the lack of inpatient PD poses
an obstacle to the provision of specialized
nonnephrology care to veterans with ESKD,
who are frequent users of such complex care.
These considerations argue for the need for
at least inpatient PD services at VAMCs that
provide complex medical care for many vet-
erans receiving PD in the community:.
Deliberations for outpatient PD programs
should be based on the clinical demands of
ESKD care, the number of veterans likely to
use PD, and growth projections. While there
is no established minimum number that
guarantees cost-effectiveness, most existing
VA outpatient PD programs provide services
for about 5 to 25 veterans. A local census
can provide estimations of future PD needs.
Travel considerations (ie, distance, terrain,
traffic) may affect eligibility for purchased
care and the decision where to receive PD.
Many veterans may prefer PD from the local
VAMC if it is convenient and allows them to
maintain centralized VA care. Potential pa-
tients can be surveyed to gauge interest in
receiving VA-based PD. Facilities providing
structured pre-ESKD KDE may hold greater
potential for PD growth, and it is important
to highlight KDE infrastructure in the busi-
ness plan.

Infrastructure

Spatial needs including clinic space and
storage space for consumables, supplies,
and equipment should be part of in-
frastructure requirements. The program
champion may need to examine the avail-
able space for suitability and adequacy of
the PD program early in the process. Venti-
lation renovations in the PD rooms should
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be incorporated into budget calculations.
Water access for handwashing and PD ef-
fluent drainage should be confirmed, and
if the program intends to establish home
HD, additional considerations for the stor-
age and water supply may be required. The
VHA Handbook outlines the infrastructure
requirements for a dialysis program.?? The
VA has established national vendor con-
tracts for dialysis equipment and consum-
ables. However, a new PD program may
need further guidance regarding the local
agencies that provide administrative sup-
port and assist patients.

Telehealth technology has enabled
many VAMCs to overcome geographical
barriers for rural veterans.”? Ongoing ex-
pansion of community-based outpatient
clinics (CBOCs) to include more rural lo-
cations is improving access to specialty
care, while the launch of VA Video Con-
nect (VVC) has further improved out-
reach. Investigators from Minneapolis
have demonstrated the feasibility of mul-
tidisciplinary home-based telehealth
management of veterans with CKD.* Sev-
eral existing nephrology sections across
the VHA use a combination of VVC and
CBOC-facilitated clinic visits to provide
some pre-ESKD and ESKD care, includ-
ing KDE, PD home visits and training,
and comprehensive ESKD care visits. Re-
cent changes in the clinical care pattern
during the COVID-19 pandemic have fur-
ther eased ESKD telehealth protocols. In-
tegrating the projected use of telehealth in
collaboration with existing resources avail-
able through the VHA NKDP can allow the
local champion to improve the financial
feasibility and long-term success of a new
PD program.

Clinicians

Experience and expertise in managing PD
vary among nephrologists. A recent survey
found that only 11% of second-year nephrol-
ogy trainees felt fully prepared to manage PD
patients and 27% felt that they were mini-
mally prepared.”” Thus, it is important to
ensure that adequately trained nephrolo-
gists are available locally before initiating a
new program, and if needed, coverage across
VHS or VISN can be explored. One poten-
tial method to enhance practitioner comfort
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in PD is the use of existing peer-to-peer edu-
cation through the VA Kidney Specialty Care
Access Network-Extension for Community
Health care Outcomes program that links
health care professionals in rural areas with
specialists at a tertiary care center.”> Nurses
are a primary pillar for the success of home
dialysis programs and the lack of a trained
nursing workforce can be a significant lim-
itation. Similarly, while the placement and
management of complications related to PD
catheters are not technically challenging, the
availability of interventionists (either a sur-
geon or trained interventional radiologist)
should be part of the business plan.

Financial Considerations

The financial considerations involving a
new PD program within the VHA are com-
plex (eAppendix 2, available online at
doi:10.12788/fp.0356). ESKD is one of the
most complex and costly comorbidities. It is
a major determinant of the expenditure and
revenue generation for facilities. The Veter-
ans Equitable Resource Allocation system
classifies ESKD on repeated dialysis as price
category 10, indicating high complexity and
cost. The VAMC workload and facility bud-
get allocation is assessed annually and in-
creases as the population of price group 10
veterans increases. VHA also provides addi-
tional Veterans Equitable Resource Alloca-
tion funds to VAMCs, which can improve
the bottom line for VA-based dialysis units.
Providing PD facilitates outpatient and inpa-
tient management of comorbidities, allowing
for substantial cost savings while improving
the quality of nonrenal care. Outsourcing di-
alysis care can reduce the administrative bur-
den, although, it deprives the VAMC of all
dialysis-associated revenues while bearing
the cost of all nonrenal and some renal care.
The net effect is reduced facility productiv-
ity. In aggregate, establishing a local dialysis
program requires greater financial resources
for the capital and personnel costs; however,
if captured appropriately these funds can be
a major source of revenue and savings for the
local VAMC.

Indirect costs are important for financial
projections. Most community dialysis units
operate as outpatient units, whereas all but
a handful of the VA dialysis units operate
within or near a VAMC. As a result, the

Peritoneal Dialysis
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FIGURE 4 Approval Process Overview for a New
Peritoneal Dialysis Program Business Plan
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Abbreviations: CMO, chief medical officer; CoS, chief of staff; VISN, Veterans Integrated

Services Network.

VA units providing maintenance dialysis
are regularly classified as inpatient centers
while providing largely outpatient services,
which negatively impacts overhead cost cal-
culations. The predominant use of in-cen-
ter HD as the default modality further sets
an erroneously high baseline for the indi-
rect cost of the VA-based PD services, espe-
cially considering that the principal savings
of the home dialysis are through the reduc-
tion in the labor and capital costs. A rudi-
mentary make-buy model for the in-center
HD is available through the NKDP, and es-
tablishing a similar model for PD programs
may be useful.

Cost considerations also may vary based
on the model of ESKD care used locally. Of
the 71 hospital-based and free-standing VA
HD facilities, only 33 provide PD services,
with 5 units providing only inpatient PD.
The financial burden of establishing a fully
operational outpatient PD program will
be based on whether it is targeting a new
unit or is expanding. The costs for equip-
ment rental, disposables, and supplies vary
based on the VA contract negotiations but
are standardized across the nation with ap-
proved cost-of-living geographic adjust-
ments. Caution needs to be exercised in
employing a phased-hiring approach, as
newer programs may require proportion-
ally larger nursing resources due to greater
needs for KDE, transitioning services, and
training for PD. A target census-based hir-
ing schedule should be negotiated with
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leadership before launch. If existing labor
mapping does not allow for cross-coverage,
part-time positions for physicians may be
considered. Travel nurses, especially for PD
training, can be considered to meet labor
needs when long-term projections prohibit
permanent full-time hires.

Finally, the balance sheet of a new pro-
gram needs to account for different sce-
narios. In addition to nephrology costs,
outsourcing veterans for PD services in-
curs multiple costs (eg, administrative, so-
cial work). Facilities with inpatient PD
services alone are likely already bearing a
component of the medications (including
antibiotics) and/or surgical costs for their
outsourced patients. These hidden costs
are infrequently counted in projections.
Facilities without inpatient PD cannot pro-
vide complex nonrenal care to ESKD pa-
tients on PD, even when the center is well
equipped to provide it. These facilities also
bear the cost of outsourcing even for com-
plications related to PD. While a full esti-
mation of these services varies, the hidden
cost savings of many procedures or inpa-
tient admissions, such as cardiovascular or
musculoskeletal surgeries, can exceed those
of dialysis in this complex population.

STEP 3: PROPOSAL

There are no standardized formats for pre-
senting a VHA business proposal; however,
this outline provides a template. The busi-
ness proposal should be designed to effec-
tively communicate the collective data that
describe the needs and requirements of a PD
program to the local, regional, and national
leadership. Not every rationale presented
here will apply to an individual proposal
and the local champion will need to tai-
lor their rationale for their locale. A sam-
ple business plan is shown in eAppendix 3
(available online at doi:10.12788/fp.0356).
VHA Handbook of dialysis requires that a
PD nurse has a minimum of 12 months of
nursing experience with at least 3 months
of PD experience.” Nursing training, educa-
tion, and support should be discussed with
nursing leadership and included in the busi-
ness plan. Similarly, arrangements for labora-
tory, pharmacy, and prosthetics services and/
or logistics to facilitate procurement of the
needed devices, disposables, and supplies are
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essential and should be highlighted in the
business plan.

Approval Process

Though the initial explorations are conven-
tionally undertaken with the support of the
local leadership, starting a PD program is
considered an augmentation of clinical ser-
vices and thus requires multistage VHA ap-
provals (Figure 4). The business proposal
progresses through the local medicine ser-
vice leadership and chief of staff to the facil-
ity director. The rationale presented in this
review is general and has been drawn from
the collective experience of authors and
under the guidance of the VHA NKDP. How-
ever, it still requires deliberation by the local
leadership, comprised of nonnephrology cli-
nicians and administrative professionals to
ensure its soundness and sustainability. Once
approved locally, the VISN chief medical of-
ficer aided by the opinions from the NKDP
office conducts a thorough evaluation of in-
frastructure allocations, supplies and sup-
port services, skills, competencies, and the
privileges of all clinical and ancillary staff,
and may conduct a site visit by an expert
panel through the responsible clinical pro-
gram office. The VISN director may also re-
quest changes to match any local mandates
before approvals. Once approved, the VISN
office simultaneously forwards the proposal
to several services, including the Office of
Nursing Services and the Office of Patient
Care Services, which reviews the proposal
for the appropriateness and determines the
need for an on-site review before approval.
These composite reviews and recommenda-
tions guide the highest offices in finalizing
the decision, with the final approvals from
the Under Secretary for Health.

Postapproval Process

Once approved, the champion will need
to work closely with various services and
managers to oversee infrastructural reno-
vations and execute the hiring plans, es-
tablish standard operating procedures
(SOPs), standardize staff proficiencies and
functional statements, and finalize qual-
ity assessment parameters. Home dialysis
standards have been addressed by NKDP
and The Joint Commission. While PD re-
quires home visits to assess the appropriate-
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ness of the environment, the PD program
is accredited under hospital-based therapy.
Standards and performance metrics should
be incorporated into all the VA PD pro-
grams for standardization and assessment.
Based on guidance from the VHA Hand-
book, quality metrics, such as dialysis ad-
equacy, and rates of infection should be
monitored and reviewed. The dialysis di-
rector may need to consider more frequent
program evaluations in the first year to en-
sure appropriate troubleshooting. The VA
infrastructure has developed the resources
for a central repository for the PD SOPs and
quality metrics, which can be obtained and
adapted for the local program. Similarly,
veteran satisfaction can be assessed through
existing resources. Finally, the dialysis di-
rector can join the National VHA Dialysis
Director listserv for regular updates on the
existing and new VHA policies and NKDP
updates.

CONCLUSIONS

Establishing a new PD program within a
local federal infrastructure can appear daunt-
ing, both in terms of planning as well as
approvals. However, the provision of home-
based dialysis therapies may be beneficial to
those in rural settings with limited access
to in-center dialysis modalities as well as to
those who seek autonomy and lifestyle inde-
pendence in their medical care. Collabora-
tions with the VHA NKDP or PD workgroup
can help overcome many of the procedural
hurdles, provide guidance about infrastruc-
ture and resource allocation and utilization,
and provide easy access to established SOPs
and quality parameters.
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eAPPENDIX 1 Resource Estimates for New Outpatient PD Program?

Phase Launch Consolidation Maintenance

Elements PD unit census of 0-10, PD unit census of 10-25, 1200 ft2 PD unit census of 25-40, 1500-2000 ft?
600-800 ft? + 350 ft> PD area + unique PD area unique PD area

Clinical space 2 rooms, about 200 ft? > 3 rooms, about 300 ft?

Storage space

About 150 ft? of unique PD space  About 300 ft? of unique PD space, preferably distinct from HD unit
(location can be shared with HD)

Administrative space

RN program manager: 100 ft? RN program manager: 100 ft?, shared nursing space: 200 ft? (100 ft?/RN)

Waiting and reception areas

About 200 ft?; can be shared with HD, though may need separate space in later phases

Biomedical waste

About 50-100 ft?

Restroom

1-2, can be shared with HD unit

Pharmacy and specimen

About 50-100 ft? can be shared About 100-200 ft? preferably in addition to HD

with HD
Pharmacist Provision of pharmacist support and resource allocation as available
Nurse FTE 10-20 home dialysis patients per FTE, tailor the FTE requirement for program manager needs
Dietician 50-100 home dialysis patients per FTE as per guidelines®

Social worker

50-75 home dialysis patients per FTE as per guidelines®

Medical director, MD

25FTE° Additional .13 FTE

Clinical care, MD

.06 FTE A9 FTE .38 FTE

Infrastructure needs

Central pharmacy, optional (contingent upon institutional regulations)

Surgical services for PD catheter placement (already available, needs training)
Internventional radiology services, optional (minimal requirements, unless clinically desirable)
Laboratory services (already available)

Protocol development and SOPs (medical director and nurse manager)

Annual Competency Maintenance (under nursing or through nurse manager)

Quality assessment matrices (QAPI, CQl, satisfaction, etc)

Institutional supports

Facility leadership support and point of contact

Logistics and prosthetics for disposables and devices

Surgery chief

Non-VA intermediaries (patient support agencies), as applicable

Abbreviations: CQlI, continuous quality improvement; FTE, full-time equivalent; HD, hemodialysis; KDE, kidney disease education PD, peritoneal dialysis; PI,
performance improvement; QA, quality assurance; RN, registered nurse; SOP, standard operating procedures; VA, US Department of Veterans Affairs.

aAlso refer to VHA memo May 2015: Facility Dialysis Program Infrastructure Requirements (US Department of Veterans Affairs, Veterans Health Administration.
Facility Dialysis Program Infrastructure Requirements. VHA Memorandum. May 12, 2015).

®VHA handbook 1042.22

°Medical director FTE allocations can be shared between inpatient and outpatient home dialysis programs.
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Peritoneal Dialysis

eAPPENDIX 2 Revenue Considerations in Establishing a VA-Based Dialysis Program

Type Expenses Revenues
Budgeted Personnel (renal and nonrenal physician, nursing, social E&M for renal and nonrenal services, Veterans Equitable
worker, dietician, scheduling and other clerical efforts), Resource Allocation funds
supplies and equipment (leasing contracts with
manufacturers, maintenance contract with local agencies),
capital (space and modifications), indirect costs
Unbudgeted Inpatient cost for ESKD and nonrenal hospitalizations,

reduced revenue loss from purchased care services, reduced
health care expenditure due to ill-quantified use of VHA for
veterans using purchased care ESKD services

Abbreviations: E&M, evaluation and management; ESKD, end-stage kidney disease; VA, US Department of Veterans Affairs;
VHA, Veterans Health Administration.

eAPPENDIX 3 Business Proposal Outline

Elements

Details

Clinical

Evidence for veteran demand for home dialysis and/or VA care
Evidence for expected increase in demand

Concerns regarding the opportunities for home dialysis services
Expectations of improved outcomes and satisfaction

What unmet needs will be filled by home dialysis program

Leadership

Physician champion
Nursing leader
Governance and reporting structure

Patient engagement

Kidney disease education
Patient identification and referrals
Freely available resources (eg, eKidney Clinic, National Kidney Foundation, National Kidney Disease Education Program)

Growth estimates

Current trends and expected changes
Contingency plans for staff, personnel growth

Infrastructural Clinical, administrative, storage, waiting and reception areas, restroom space
Biomedical waste management
Pharmacy and specimen handling

Personnel Proficient nurses; training and maintenance of competencies

Cross coverage with hemodialysis or other services
Overnight and emergency coverage
Inpatient and pharmacy services; methods to secure or share staff

Support services

Infrastructure, personnel, and contingencies for catheter insertion and PD-related complications (VA or outsourced)
Laboratory services
Respite and palliative care

Facility
considerations

Use of nonnephrology VHA programs (ie, telehealth, home-based care programs)
PD-related SOPs, or plan for acquiring centralized SOPs from the VA Kidney Disease Program
Additional resources available through academic affiliates or local office of research and development

Comparative cost
estimates
(including indirect
costs)

Local VA Management Cost Accounting Office: VHA dialysis treatment cost estimates; patient/year cost estimates;
nonnephrology services cost estimates; outsourced costs for dialysis patients

Comparison cost data from the Community Care office: per treatment dialysis cost estimates for purchased care
patients; per patient per year dialysis cost estimates for purchased care patients; per patient cost estimates for all
nonnephrology services for purchased care patients; per patient cost estimates for all outsourced services for
purchased care patients

Letters of support

Facility director, nursing chief, surgery chief, home-based primary care, if applicable; logistics and prosthetics for
disposables and devices, non-VA intermediaries, as applicable

Quality assessments

and monitoring

Continuous quality improvement metrics; veteran satisfaction

Abbreviations: PD, peritoneal dialysis; SOPs, standard operating procedures; VA, US Department of Veterans Affairs; VHA, Veterans Health Administration.
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