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Dialysis Payment Changes and Cardiovascular Health: Navigating Risks and 
Supporting Innovation  

8/4/2026 

Briefing Panel 

• Carolyn Koenig, MD (Moderator) — Internal Medicine St Louis & Physician Quality 
Physician Lead, Mercy Primary Care 

• Janice Desir, MD, MPH, CHCQM – Nephrologist, Nephrologists for Equitable Kidney 
Care 

• Paul T. Conway — Chair of Policy & Global Affairs, and Past President, American 
Association of Kidney Patients  

• Carson Smith — Policy Analyst, National Kidney Foundation  

Briefing Overview 

The National Forum for Heart Disease and Stroke Prevention convened a multidisciplinary 
panel to examine recent changes to dialysis payment policy and their implications for 
cardiovascular health, patient access, and innovation in kidney care. 

Moderator Dr. Carolyn Koenig, an internal medicine physician and Physician Quality Lead 
with Mercy Primary Care, provided background on the End-Stage Renal Disease 
Prospective Payment System (ESRD PPS). Since 2011, Medicare has provided dialysis 
facilities with a bundled payment for each dialysis treatment, covering dialysis services, 
supplies, laboratory testing, and certain ESRD-related medications. Dr. Koenig highlighted 
CMS's proposed June 24 update for 2027, including a proposed base payment of 
approximately $299 per treatment and additional funding associated with the incorporation 
of phosphate binders into the payment bundle. 

The discussion focused particularly on whether the bundled payment structure provides 
sufficient flexibility and resources to preserve individualized access to phosphate-lowering 
therapies and other innovations, and how these decisions may ultimately affect 
cardiovascular health and broader patient outcomes. 

  



   

 

   

 

Individual Perspectives 

Dr. Janice Desir – Community Nephrologist 

Dr. Desir emphasized that kidney failure and cardiovascular disease are deeply 
interconnected, noting the high prevalence of cardiovascular risk and disease among 
patients with end-stage renal disease. She explained that phosphorus management is an 
important component of dialysis care because elevated phosphorus can contribute to 
vascular calcification, bone disease, cardiovascular complications, and barriers to 
transplantation. 

From a clinician's perspective, she expressed concern that incorporating phosphate 
binders into a fixed payment bundle could constrain clinicians' ability to select therapies 
based on individual patient needs. Lower-cost, established therapies may fit more readily 
within the bundled payment, while newer therapies can be considerably more expensive. 
At the facility level, she argued, these differences create financial incentives that may favor 
less expensive treatment options even when another therapy may be more appropriate for 
a particular patient. 

Dr. Desir also emphasized the importance of considering social drivers and health-related 
social needs when designing payment policy. Diet, access to food, geography, and other 
circumstances affect patients' ability to manage phosphorus and kidney disease. She 
argued that policymakers should approach kidney care holistically rather than treating 
kidney, cardiovascular, and other health conditions as separate issues. 

Mr. Paul T. Conway – American Association of Kidney Patients 

Mr. Conway provided both a patient and policy advocacy perspective. He characterized the 
ESRD bundle as a cost-containment mechanism developed in a very different era of kidney 
care and questioned whether its structure is sufficiently flexible to accommodate today's 
medical innovations. 

Drawing on his own experience with dialysis and transplantation, he described the 
substantial treatment burden associated with phosphorus management, including the 
number of pills some patients must take each day. He also discussed his own experience 
with vascular calcification and cardiovascular disease and emphasized that phosphorus 
management can have consequences for cardiovascular health and transplant readiness. 

Mr. Conway argued that the cost of treatment should not be considered solely in terms of 
the immediate price of a medication. Policymakers should also consider longer-term costs 
associated with complications, continued dialysis dependence, loss of employment, 
disability, and reduced opportunities for transplantation. He repeatedly emphasized 



   

 

   

 

preserving the physician-patient relationship and allowing clinicians to select the right 
treatment for the right patient. 

He also called for greater and more consistent patient involvement in CMS policymaking, 
stronger coordination between CMS and FDA as new therapies move through the regulatory 
pipeline, and national recommendations for kidney disease screening. He advocated for 
policy that considers patients across the cardiovascular-kidney-metabolic continuum 
rather than through separate disease-specific silos. 

Mr. Carson Smith – National Kidney Foundation 

Mr. Smith acknowledged an important strength of the ESRD bundle: it has accomplished its 
original goal of controlling costs. He framed the policy question as how to preserve that 
benefit while addressing the trade-offs and improving the system for patients. 

He highlighted the National Kidney Foundation's advocacy around phosphorus 
management, including efforts to add phosphorus information to food nutrition labels so 
patients can more effectively manage dietary phosphorus intake. Like the other panelists, 
he emphasized ensuring that clinicians can connect patients with appropriate 
medications. 

Mr. Smith also broadened the conversation beyond medications by discussing the bundle's 
orientation toward conventional in-center hemodialysis. He argued that payment policy 
should do more to facilitate access to home dialysis modalities, including peritoneal 
dialysis and home hemodialysis, which may offer quality-of-life benefits and potentially 
reduce some of the cardiovascular burden associated with conventional dialysis 
schedules. Potential policy supports could include transitional in-home assistance, patient 
training, and home modifications needed to make home dialysis feasible. 

During the discussion of patient education, Mr. Smith also highlighted efforts to expand 
reimbursement for kidney disease education further upstream, including for individuals 
with earlier-stage CKD and conditions such as hypertension and diabetes. 

Dr. Carolyn Koenig – Moderator/Primary Care Perspective 

Throughout the discussion, Dr. Koenig connected the panelists' kidney-specific 
perspectives to primary care and cardiovascular prevention. She highlighted the 
importance of earlier detection of kidney disease, discussing treatment options before 
patients reach kidney failure, and moving conversations about dialysis modalities further 
upstream. 



   

 

   

 

She also emphasized the growing recognition of cardiovascular-kidney-metabolic health, 
reinforcing the panel's broader point that kidney payment policy cannot be evaluated solely 
according to its effects on dialysis services. 

Overall Takeaways 

• The dialysis bundle has succeeded at cost containment, but panelists 
questioned whether its current structure is sufficiently flexible for today's 
kidney care environment. The central policy challenge is balancing fiscal 
stewardship with individualized care, patient access, and continued innovation. 

• Kidney and cardiovascular health are inseparable. Phosphorus management, 
vascular calcification, fluid management, and dialysis modality can all have 
cardiovascular implications, making dialysis payment policy relevant to 
cardiovascular outcomes. 

• The incorporation of phosphate binders into the dialysis bundle raises concerns 
about access to innovative therapies. Panelists expressed concern that a fixed 
payment amount could encourage facilities to favor lower-cost options and reduce 
clinicians' flexibility for patients who may benefit from newer therapies. 

• The full cost of care extends beyond the price of an individual therapy. The 
discussion highlighted potential downstream consequences, including 
cardiovascular complications, hospital utilization, transplant eligibility, disability, 
employment, quality of life, and long-term costs to patients and taxpayers. 

• Payment policy should support individualized, patient-centered care. A 
recurring theme was the importance of protecting clinical decision-making and 
ensuring that financial incentives do not interfere with the physician-patient 
relationship. 

• Patient voice should be incorporated more consistently into policymaking. The 
panel emphasized involving people living with kidney disease when CMS and other 
agencies develop policies that directly affect their treatment options and quality of 
life. 

• Policy reform should look beyond medications. Expanding access to home 
dialysis, improving reimbursement for ongoing patient education, supporting earlier 
CKD detection and education, and addressing barriers created by patients' social 
circumstances were identified as additional opportunities. 



   

 

   

 

• Kidney policy should increasingly reflect a whole-person cardiovascular-
kidney-metabolic framework. Rather than addressing kidney, cardiovascular, and 
metabolic conditions through separate policy silos, panelists advocated for greater 
coordination across agencies and healthcare disciplines. 

Conclusion 

The briefing underscored a central tension in the evolving dialysis payment landscape: 
while the ESRD payment bundle has been effective as a cost-containment mechanism, 
payment policy must also evolve to accommodate advances in treatment and support 
individualized patient care. Panelists emphasized that evaluating the value of kidney 
therapies requires looking beyond their immediate costs to consider their potential effects 
on cardiovascular health, transplantation, quality of life, healthcare utilization, and long-
term outcomes. 

The discussion also highlighted the need for greater patient involvement in policymaking, 
stronger coordination across the cardiovascular-kidney-metabolic continuum, expanded 
opportunities for patient education and home dialysis, and payment policies that preserve 
clinicians' ability to select appropriate treatments for individual patients. 

The briefing concluded with a call for stakeholders to engage in the CMS comment process 
on the proposed ESRD PPS update. The National Forum indicated that it planned to submit 
comments and share them with briefing registrants as a potential resource for others 
preparing submissions. 

 


