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Chronic Kidney Disease (CKD) progression into End-Stage Renal Disease (ESRD) is 
characterised by a decrease in kidney function resulting in the need for replacement 
renal therapy which is currently haemodialysis, peritoneal dialysis or kidney transplant. 
This loss of kidney function can be accelerated by other non-communicable chronic 
diseases such as hypertension, diabetes and obesity1.  The ideal treatment for kidney 
failure is kidney transplants.  There is an insufficient supply of kidneys available to meet 
the demand for transplants2 and an underutilisation of peritoneal dialysis and home 
haemodialysis, which leaves the majority of patients to receive in-centre haemodialysis.    

CONTEXT HEALTH COVERAGE

COST

In Bermuda, dialysis and kidney transplants are 
covered by the Mutual Re-insurance Fund (MRF) 
which was established by the Health Insurance Act 
1970 (the Act) to cover dialysis, kidney transplants and 
transplant maintenance drugs. The MRF is funded by 
a portion of all health insurance premiums and covers 
costs for insured persons3 only. Government currently 
subsidises the cost of dialysis for the uninsured.

As per the Act, the MRF pays for dialysis when provided 
by the hospital or any other facility that has been 
approved by the Health Council and at a rate that 
has been approved by the Health Council.   In the US, 
dialysis is typically covered by Medicare at regulated 
rates4  and only when provided by Medicare-ceritifed 
hospitals.5  

Effective 1st June 2017, the approved rate for 
peritoneal dialysis in Bermuda is $10,409 per month 
giving an annual cost of $124,908 per patient and the 
approved rate for haemodialysis is $964 per session 
(estimated 3 sessions per week) per patient, giving an 
annual cost of $150,384 per patient.

For comparison, the US which has the highest per 
capita health costs and whose health as a portion of 
GDP is the largest of all OECD countries, the per session 
bundled cost for dialysis is $232.37 per patient.6  This 
cost includes ESRD-related drugs, laboratory services, 
and medical equipment and supplies.7

By pooling funds, there is no direct cost to patients which ensures those who need the care, receive it. However, the population in need of dialysis 
is growing at a rate which, based on the current fees for dialysis,  is unsustainable.  

The portion of insurance premium to be paid into the MRF is based on claims experience and projected changes to claims trends.  The MRF premium 
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Stage 1: 38 patients, Stage 2: 74 patients
Stage 3: 331 patients, Stage 4: 203 patients

Stage 5: 113 patients 
and Unspecified CKD: 778 patients

End-Stage Renal Disease 
can only be treated by life-long 
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More than 800 individuals were treated 
for this condition in FYE17
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for fiscal year ending March 2018 (FYE18) was $91.57.  Of this, $25.41 was set aside specifically to 
cover dialysis claims.  This portion was determined, based on an estimated 175 individuals receiving 
dialysis for a total cost not exceeding $22,840,0008.  

An analysis of expenditure in FYE18 revealed that claims for dialysis have exceeded projections 
due to a greater increase in prevalence of ESRD cases for the year and an increase in the number 
of sessions provided to individuals on haemodialysis.
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The above figures reflect costs for the fiscal year ending March 2017.
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PAYMENT  FOR CARE

PREVENTIVE CARE

PROCUREMENT MANAGEMENT

CLINICAL REGISTRY

While peritoneal dialysis is paid as a monthly rate, limiting the 
possible claims per year to twelve, haemodialysis is paid as a fee 
per session.  The estimated dialysis costs per year are based on an 
individual having 3 sessions per week. However, recent analysis of 
dialysis claims has shown that individuals are being dialysed more 
than 3 times a week which is increasing the cost per patient. 

CASE MANAGEMENT provides patients with regular care and check-ups 
to ensure they are adhering to treatment and care plans as prescribed.  
Patients with CKD and ESRD typically have comorbidities which impact 
the progression of CKD  and ESRD.  Appropriate management of 
patient's conditions enables slower progression of disease and greater 
efficiencies in the use of health system resources.13

The prevalence and incidence of CKD and ESRD are increasing rapidly, making the associated costs unsustainable.  The following 
options are intended to provide a basis for consideration for health system policy changes that encourage more cost efficiency and 
greater accountability among patients and providers.  

Currently, local dialysis providers purchase equipment and supplies 
individually for their specific practice.  The World Health Organization 
outlines a number of procurement options for pharmaceuticals and 
the concept of these methods can be applied to purchase equipment 
and supplies for these individual providers offering the same 
services.  Collective procurement could be achieved via a CENTRAL 
STORES SYSTEM whereby a Government unit manages the process, 
or an AUTONOMOUS  SUPPLY AGENCY where bulk procurement 
and distribution is managed by a private agency. The Government is 
typically represented on the autonomous supply agency's governing 
Board12.

Registries support a number of purposes such as, quality monitoring, 
outcomes measuring and ensuring cost-effectiveness of care.10,11  
Development of a CKD and ESRD registry would enable monitoring 
of disease progression within the population and better inform 
projections of dialysis use and expenditure.  A registry could also 
incorporate risk factors such as diabetes and hypertension to enable 
more effective use of resources and targeted interventions in an 
effort to reduce the development of CKD and reduce the rate of 
progression to ESRD.10,11  

In the US, BUNDLED PAYMENTS are made for dialysis on a per claim 
basis but with caps on the number of claims per patient per week.  
At the moment it is capped at three unless there is documented 
justification for more than three7.   
In the UK, BLOCK PAYMENTS are made to providers that are tasked 

with providing a specific type of care to a set population or geographic 
area9.  This payment mechanism could be considered with local 
providers to care for the population with CKD and ESRD.  The level 
of payment would be pre-determined and made on a regular basis 
(for example, quarterly) depending on the population projected to 
be served for that period.  

NATIONAL PRACTICE GUIDELINES provide standards for diagnosing and 
treating patients.  With multiple providers involved in the management 
of individuals with CKD and ESRD, it is beneficial to the patient and the 
health system to have one set of rules for treating these diseases.14

Use of a PROVIDER CHECKLIST containing a set of agreed-upon steps 
for diagnosis of and interventions for CKD and ESRD would ensure 
appropriate prescription of treatments, improved outcomes and 
more efficient use of resources.  The checklist is not meant to replace 
formal practice guidelines, but rather operate as a simplified version of 
guidelines that providers can easily refer to.15

Haemodialysis
170 patients per month

$27M per year

Kidney Transplant
4 patients this year

$80k - 200k per transplant

Peritoneal Dialysis 
20 patients per month

$2M per year

If the current fee for dialysis remained the same and the population of individuals requiring dialysis increased by 10% 
each year, the total expenditure on dialysis in 15 years would be approximately $101M.
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