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Nephrology:
We Define Our Future
By Amy Williams, MD

O

ver the past 10 years,
much has changed in the
specialty of nephrology
and for nephrologists in all career
tracks and professional settings.
We have a deeper understanding of
underlying mechanisms of disease
and how to target therapy. Kidney
Week 2017 was full of excitement
and examples of discovery and
translation to improve clinical care.
New care models have grown
and matured, and there has been
continued exploration of how to
manage those with chronic kidney
disease (CKD) and to identify those
at risk for kidney disease earlier in
their disease trajectory. Plus, there
certainly is a market for our skills
and knowledge with no shortage of
individuals who need our expertise
and care. To those thrilled with and
fascinated by the complexity and
power of the kidney, passionate
about improving the outcomes of
patients at risk for or with kidney
disease—or dedicated to tapping
into every resource to improve
outcomes and decrease the burden
of kidney disease through innovation—it is hard to understand why
individuals don’t choose nephrology as a career.
How then do we define our
specialty’s future? It can get a bit
unnerving following the health
care delivery and research funding conversations in Washington
and watching the movement in the
advanced CKD/dialysis industry.
Yet we must participate and be active in the conversations, particularly around policy, for example,
keeping an eye on any legislative
proposals that could limit patient
choice, make it more diﬃcult for
patients to access care, create silos
of care, inﬂuence physicians’ decision-making, and decrease patientcentered approaches to care, or
overburden providers and patients
with administrative tasks. Participating in the ASN Public Policy
and Advocacy Community site is
an easy way to gain understanding of new threats or of bills worth
supporting, with a next step to raise
the support of local legislators.
We must also find opportunities
to elevate the importance of our
contributions as nephrologists. As
physicians, we have been trained
to manage patients with complex
chronic disease and have the most
experience working in teams and in
bundled and value-based payment
models. As CMS and other insur-

ers/payers build care bundles, and
as alternative payment models become better defined, we can prove
our value as partners by being involved early on in managing and
educating about the risks of CKD
and acute kidney injury (AKI) and
subsequent disease progression,
thereby improving outcomes—
both medical and financial. Working across specialties and care sites
to share knowledge and smooth
transitions of care is a step we must
take.
Through new collaborative
partnerships, we can reach more
patients and positively impact outcomes for the populations at risk
for or with kidney disease. As always, self-reﬂection and occasional
realignment are key to success. Our
patients often have a disease trajectory that is not linear, but with
many transitions (CKD–AKI–dialysis–transplant–dialysis, etc.). As
we become more and more subspecialized, we must avoid creating
silos within our specialty that decrease the overall advancement of
care for patients throughout their
lifetime.
Last, nephrology workforce
concerns continue to loom, but
most recent data point to possible
stabilization or, thinking positively, maybe a sign that the worst
is over. Reasons suggested for the
decline in interest for nephrology
are many: financial, how renal
physiology is taught, lack of exposure to a breadth of renal diseases
and patients, lack of enthusiastic
mentors, and nephrologists’ satisfaction in their careers. For each
resident or learner the inﬂuencers may be different, but much
of this we can change. We have
an opportunity to take advantage
of the uncertainty and chaos in
health care delivery and funding
for research and education by going to our strengths—the ability
to manage the riskiest, most complex patients, lead effective teams,
innovate and advance the science. Our specialty is essential in
the new paradigms in medicine,
population health, and health
care delivery. It is our responsibility to make our contributions to
medicine and the most vulnerable
populations more visible.
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Ure-Na is lemon-lime
flavored urea used to
manage hyponatremia.

YES

ure-Na is now getting covered by some
health insurers after a PA is initiated.
If the patient’s drug benefit is Medicare Part D,
coverage may be granted under the administrative
costs structure of the plan not the pharmacy benefit.
For more information on insurance reimbursement for
ure-Na, please see the insurance section of ure-na.com,
or call 1-844-980-9933 and ask to be contacted by a
reimbursement specialist.

ure-Na is also now on the
VA National Formulary (VANF)
It is listed as: UREA 15GM/PKT/PWDR,ORAL.
• Guideline supported.*
• Typical dosing of ure-Na is 1-3 packets per day 15-45g/day) .
• For those paying out of pocket for ure-Na, best price is
usually found by buying direct at www.ure-na.com or by
calling 1-844-980-9933. Ure-Na may be a tax deduction
qualified medical expense.
• Hospital pharmacies can order ure-Na from McKesson,
Cardinal, AmerisourceBergen, and Morris & Dickson.

Oral Urea Made Palatable
Learn more at: www.ure-na.com

* The European clinical practice guideline recommended the use of oral urea as a
treatment option in SIADH for moderate to profound hyponatremla.

If you would like samples of ure-Na, please email us at:

sales@nephcentric.com

