
ASN Executive Summary 
End-Stage Renal Disease (ESRD) Treatment Choices (ETC) 

Model 
 
In September 2020, the Centers for Medicare & Medicaid Services (CMS) and its 
Innovation Center (CMMI) finalized the End-Stage Renal Disease (ESRD) Treatment 
Choices (ETC) Model. This mandatory payment model will test changes to care for 
Americans with kidney disease within a 30%, randomized set of Medicare beneficiaries 
with kidney failure. The stated goals are increasing patient choice, increasing utilization 
of home dialysis, and providing greater access to transplantation, options for which the 
American Society of Nephrology (ASN) has long advocated. 
 
Highlights 
 
Definitions: 
 

• End-Stage Renal Disease (ESRD Treatment Choices (ETC) Model = mandatory 
payment model based on selected geographic area from January 1, 2021 
through June 30, 2027. 

• Dialysis unit = Facility  

• Nephrologist = Managing Clinician  

• Patient = Medicare A or B beneficiary over age 18 (exclude patients with 
Medicare Advantage, acute kidney injury, dementia; and living in hospice, 
nursing facility, or skilled nursing facility; [Patients over age 75 years will not be 
included in the transplant metric]) 

• Home dialysis rate = home dialysis patients + ½ in-center self-care patients  

• Transplant rate = transplant waitlist rate + living donor transplant rate 

• Home Dialysis and Transplant Performance Assessment (HDPA) and 
Performance Payment Adjustment (PPA) use a 12-month measurement year 
(MY) with 6 months overlap from the previous year. (See Table 12a for the 10 
periods) 

• Modality Performance Score (MPS) = 2/3 home dialysis rate + 1/3 transplant 
waitlist/living donor rate. 
 

Payment:  
 

• Home Dialysis Payment Adjustment (HDPA) begins January 1, 2021 and ends 
December 31, 2023. Bonus payment to Facilities and Managing Clinicians of 3% 
in 2021, 2% in 2022, and 1% in 2023. 

• Bonuses or Penalties PPA to participating ESRD facilities under the ESRD 
Prospective Payment System (PPS) will begin July 1, 2022 and end June 30, 
2027 (see Table 14a) and based on Facility MPS 

• Bonuses or Penalties to participating Managing Clinicians under the Monthly 
Capitation Payment (MCP) will begin July 1, 2022 and end June 30, 2027 (see 
Table 15a) and based on Clinician MPS. 



 
Others: 
 

• Kidney Disease Education (KDE) Benefits will expand the staff providing 
education, include CKD stage 5, and allow content to be tailored to each patient’s 
need. 

 
Model Overview 
 
CMS describes the program as follows: 
 
The ETC Model will be a mandatory payment model focused on encouraging greater 
use of home dialysis and kidney transplants, in order to preserve or enhance the quality 
of care furnished to Medicare beneficiaries while reducing Medicare expenditures. The 
ETC Model adjusts Medicare payments on certain dialysis and dialysis-related claims 
for participating ESRD facilities and clinicians caring for beneficiaries with ESRD – or 
Managing Clinicians – based on their rates of home dialysis, transplant waitlisting, and 
living donor transplants. 
 
How will this work? 
 
To accomplish this, the government has randomly assigned end-stage renal disease 
(ESRD) “facilities” and nephrologists, referred to “Managing Clinicians”, that care for 
beneficiaries with kidney failure into the model.  The randomized selection of facilities 
and clinicians is based on selected geographic areas. CMS is using 30 percent of 
Hospital Referral Regions (HRRs) as the geographic unit for selecting ETC participants. 
An HRR is a unit of analysis created by the Dartmouth Atlas Project to distinguish the 
referral patterns to tertiary care for Medicare beneficiaries, and is composed of groups 
of ZIP Codes. 
 
Nephrologists will be aligned into the model at the nephrology practice level and 
identified based on their primary practice zip code. Facilities are assigned based on 
location.  The model excludes dialysis patients with Medicare Advantage (MA), patients 
who are not Medicare A or B primary, individuals under 18 years of age, hospice and 
nursing facility and skilled nursing facility residents, those with acute kidney injury-D 
(AKI-D), and those with claims for dementia. Patients over 75 years of age are not 
included in the transplant metric. The model runs from January 1, 2021, through June 
30, 2027. 
 
Benchmarking and Aggregation 
 
The initially proposed rule from 2019 stated a goal of 80 percent combined home 
dialysis and preemptive transplant rate by 2025.  This proposal was not finalized – 
meaning not included – and there is no specific target number provided. CMS does 
reserve the option of making the 80 percent goal as the target for the highest payment 

https://innovation.cms.gov/innovation-models/esrd-treatment-choices-model
https://www.asn-online.org/policy/webdocs/ETC-HRRreport_9_17_20.pdf


adjustments in the final years of the model.  However, the agency noted that policy 
could only be implemented through future rulemaking with an opportunity for comments. 
 
While the program details some benchmarking specifics with comparisons to Managing 
Clinicians and facilities not in the ETC model, ASN is concerned that the model does 
not adequately calculate or risk assess for socioeconomic determinants of health, 
issues of housing insecurity, and other disparities, which can critically influence whether 
or not a patient starts home dialysis or receives a transplant.  ASN is encouraged that in 
the final rule CMS expressed support for examining methodology to address these vital 
issues that impact health equity through future rulemaking. The final rule did indicate 
openness on this issue: “We seek input from the public on how to construct a risk 
adjustment methodology for the home dialysis rate that could account for 
socioeconomic factors, like the one from the Hospital Readmissions Reduction 
Program, to inform any future rulemaking on this topic” (1).The rule also indicated CMMI 
“will assess use of homelessness Z-codes Z59.7–.9” (2). ASN will continue to advocate 
for CMS to adjust the program to address these concerns. 
 
For aggregation, ASN had strongly advocated for ways to aggregate at the HRR level to 
account for home dialysis–only facilities within the region—particularly if an institution 
sends its home dialysis patients to such a provider. In the final rule, CMS allows for 
aggregation of facilities owned by the same company in a selected HRR as well as 
nephrology practices at the Taxpayer Identification Number (TIN) in an HRR. CMMI, 
however, did not create a virtual relationship as ASN advocated to be used where, for 
example, an institution has an arrangement to send all its home patients to a provider 
not owned by the same company that is providing care for in-center hemodialysis 
patients. ASN is advocating for CMMI to address this gap in order to focus performance 
metrics on patients’ actual access to home dialysis rather than the specific set of 
services offered by a given dialysis facility. 
 
Scoring/Payments 
 
Scoring under the model is weighted to two-thirds home dialysis rate blended with a 
one-third transplant waitlist or living donor rate. The proposed rule had tied the 
transplant rate to actual transplantation rates, but the finalized rule uses a blended 
approach of transplant waitlisting for deceased donation with an actual living donor 
transplant rate.  CMS leaves the door open for returning to an actual transplant rate 
should the Agency effectively implement new policies affecting organ procurement 
organizations (OPOs) and transplant centers leading to an increase in the supply of 
kidneys available for transplantation. 
 

(a) Home Dialysis Payment Adjustment (HDPA) 
 
The ETC will make upward adjustments to certain payments made to participating 
ESRD facilities under the ESRD Prospective Payment System (PPS) on home dialysis 
claims, and will make upward adjustments to the MCP paid to participating Managing 
Clinicians on home dialysis-related claims. The HDPA will begin on January 1, 2021, 



and end on December 31, 2023.  It is a series of percentage bonuses on home dialysis 
with a 3 percent bonus in 2021, a 2 percent bonus in 2022, and a 1 percent bonus in 
2023. 
 

(b) Home Dialysis and Transplant Performance Assessment and Performance 
Payment Adjustment (PPA) 

 
The ETC will assess ETC participants’ rates of home dialysis, and transplant waitlisting 
and living donor transplantation, during each measurement year (MY), which will include 
12 months of performance data. Each MY will overlap with the previous MY and the 
subsequent MY, for a period of 6 months – except in year one with no previous year 
and the last year with no subsequent year.  
 
Each MY will have a corresponding PPA Period—a 6-month period, which will begin 6 
months after the conclusion of the MY. During that 6-month period, ETC will adjust 
certain payments for participants during the PPA Period based on the ETC participant’s 
home dialysis rate and transplant rate.  The transplant rate will be the sum of the 
transplant waitlist rate and the living donor transplant rate, during the corresponding 
MY. CMMI will measure rates of home dialysis, and of transplant waitlisting and living 
donor transplantation, for ESRD facilities and Managing Clinicians using Medicare 
claims data, Medicare administrative data including enrollment data, and the Scientific 
Registry of Transplant Recipients (SRTR) data.  
 
CMMI measures home dialysis rates for ESRD facilities and Managing Clinicians in the 
ETC Model by calculating the number of dialysis treatment beneficiary years during the 
MY in which patients received dialysis at home, plus one half the total number of 
dialysis treatment beneficiary years during the MY in which patients received self-
dialysis in center. A beneficiary year is comprised of 12 beneficiary months. 
 
ETC will measure transplant rates by calculating the number of attributed beneficiary 
years for patients during the MY for which patients were on the kidney transplant waitlist 
and by calculating the number of attributed beneficiary years during the MY for which a 
patient received living donor transplants. These upward and downward adjustments will 
be to payments to participating ESRD facilities under the ESRD PPS and to the MCP 
paid to participating Managing Clinicians based upon the ETC Participant’s home 
dialysis rate and transplant rate. PPAs will apply to claims with claim service dates 
beginning July 1, 2022 and ending June 30, 2027. 
  

 
 



 
 
There is a participants’ Modality Performance Score (MPS) – two thirds of the score 
comes from the participant’s home dialysis rate and one third is from the participant’s 
transplant rate – that will guide the adjustments.  The transplant rate will be calculated 
as the sum of the transplant waitlist rate for deceased donation and the rate of living 
donor transplants. 
 
The PPA for facilities detailed below show the range of bonuses and penalties that a 
facility faces in the ETC model.

 
 



The PPA for Managing Clinicians detailed below show the range of bonuses and 
penalties that a Managing Clinician or its practice faces in the ETC model. 
 

 

 
Kidney Transplantation 
 
In the proposed rule released in 2019, ETC’s proposed transplant rate was a measure 
of the exact number of deceased and living donor transplants for patients participating 
in the model.  ASN supported this approach on the understanding that expected, 
subsequent regulatory actions to reform Organ Procurement Organizations (OPOs) 
metrics coupled with reforms to the operation of transplant centers would help to 
increase the supply of organs available for transplant, thereby, making the actual 
transplant rate a more reliable and transparent metric.  However, there have been 
delays in several of these transplant reform efforts that influence these measures for the 
ETC, for which ASN is advocating for these reforms to move forward expeditiously.  
 
As a result of this delayed progress, ETC was finalized with a blended deceased donor 
waitlist rate and a living donor rate.  CMMI wrote in the final rule: 
 
We are modifying the definition of the “transplant rate” as the sum of the transplant 
waitlist rate and the living donor transplant rate. We define the “transplant waitlist rate” 
as the rate of ESRD Beneficiaries attributed to the ETC Participant who were on the 
kidney transplant waitlist during the MY, as described in § 512.365(c)(1)(i) and § 
512.365(c)(2)(i). We acknowledge that there are existing transplant waitlist measures, 
including the PPPW and SWR identified by commenters. However, we believe that 
constructing a transplant waitlist rate specific to the ETC Model is the best approach. 
The transplant waitlist rate for the ETC Model is similar in concept to the PPPW but 
uses the attribution methodology specific to the ETC Model. As noted previously in this 
final rule, we may seek to modify the ETC Model in the future to use a transplant rate 
that includes deceased donor transplants and would do so through subsequent 
rulemaking. In the final rule, we are clarifying that CMS will obtain data about the kidney 
transplant waitlist from SRTR, which maintains all transplant waitlists. 
 



Therefore, the transplant waitlist rate will be unique to the ETC. The transplant waitlist 
and will include both active and inactive patient candidates on the list in the total.  ASN 
will monitor further rulemaking in this area. 
 
Kidney Disease Education (KDE) Benefit 
 
To ensure patients have the information they need to select their preferred kidney 
replacement modality, the ETC will waive certain restrictions to the KDE benefit.  The 
waivers will cover three specific areas: 
 

1) Expanding the types of health care staff who can provide KDE; 
2) Providing KDE patients beyond Stage 4 CKD into later stage kidney disease; and 
3) Waiving restrictions on the KDE curriculum to allow the content to be tailored to 

each patient’s needs.   
 
Quality Measures 
 
As part of the monitoring strategy, CMMI will be using two quality measures for the ETC 
Model: the Standardized Mortality Ratio (SMR) and the Standardized Hospitalization 
Ratio (SHR). These measures are NQF-endorsed and are currently calculated at the 
ESRD facility level for both Dialysis Facility Reports and the ESRD QIP.  CMMI has 
assumed that patients will be covered under the facility-level measures.  Therefore, 
CMMI maintains that there will be no additional reporting of quality measures by ETC 
participants. The agency does indicate that it intends to propose a patient-focused 
experience measure in future rulemaking.  
 
Conclusion 
 
The ETC model is an integral part of the Advancing American Kidney Health initiative 
aimed at reducing kidney disease progression, increasing patient choice and access to 
transplantation, and increasing innovation in the kidney care space. ASN is dedicated to 
advocating for improvements and greater support within the model for improved 
outcomes for patients and nephrologists.  Please check back to this page for additional 
information.    

 
For questions or comments, please contact the ASN Policy Team at policy@asn-
online.org. 
 
Source: [CMS–5527–F] RIN 0938–AT89 Medicare Program; Specialty Care Models To 
Improve Quality of Care and Reduce Expenditures 
 
https://www.govinfo.gov/content/pkg/FR-2020-09-29/pdf/2020-20907.pdf 
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