
 

CJR Data Affinity Group: Interpreting and Communicating High Cost/Low Quality 
Drivers: Deep Dive on Physician Data (Group B) Transcript 

Laura M: Greetings everyone and welcome. We will begin in just a couple of minutes. Thank 
you. 

Welcome everyone and thank you for joining the CJR Data Affinity Group Breakout session 
for January, Interpreting and Communicating High Cost and Low Quality Drivers: A Deep 
Dive on Physician Data. We are really glad that you are with us and hope that you will 
participate fully in today's session. I want to introduce you to our facilitators. This is Laura 
Maynard from the CJR learning system team at the Lewin Group and Isaac Burrows with the 
learning and diffusion group at the Center for Medicare and Medicaid Innovation.  He will also 
be helping us facilitate today. Our agenda for today is going to involve a welcome and some 
logistics, a little bit of an orientation to our webinar platform, then we are going to have a 
presentation from Seton Health followed by group discussion, then announcements, reminders, 
and next steps. Although it says all telephone lines are open, currently your telephone lines are 
muted. Following the presentation, we will unmute all telephone line so at that time if you have 
background noise, please mute your own line. Do not put us on hold so that we won't have to 
listen to your hold music and do participate. Feel free following the presentation to speak up 
using your telephone line. We want comments and reactions both through the telephone and 
through the chat function.  

We will have some polls and a post-event survey and we really want this to be interactive and 
an opportunity for all of you to share with one another. The chat panel is the way we can 
communicate with each other throughout the webinar and if you find that chat panel it is over 
on the right-hand side. If you click beside the word chat it will open up the box. At the bottom 
of the box it says send to and if you click the little arrow so it says ‘All Participants’, then you 
can chat to everyone. If you are experiencing technical problems please chat to ‘All Panelists’ 
and someone will assist you. Closed captioning is available using the media viewer which is at 
the bottom of the right hand of your platform console you can see it says media viewer and if 
you click there you can access the closed captioning. We want to do  some introductions and 
practice using group chat so I want you to find the chat box now and click on that arrow and 
find all participants, click on all participants and type in your name, organization, and 
something  you hope to learn about using data to engage physicians. I want you to continue 
chatting moving along through it as the presentation begins, continue to chat. If during the 
presentation, you have a question or comment for a particular person, use the @symbol in front 
of their name in order to keep the conversations clear. If you want to chat with one another use 
the @symbol because you will be introducing yourselves in chat so as you do that, you can talk 
to one another and you can continue to talk to one another throughout the presentation and 
throughout the entire webinar. So to start that practice, type on chat and put in who you are, 
which organization you are with, and something you are hoping to learn about engaging 
physicians through the use of data. Just a few quick goals as you are continuing to do that. A 
reminder of what our Data Affinity Group has been all about since we began in October. We 
are hoping to increase CJR hospital participant interaction and mutual support. A large piece of 
the goal of this is for you to interact with one another. We hope that you will identify and 
discuss the common drivers of both low quality and high cost and to increase the use of 

 



 

dashboards to encourage and monitor improvement. At this time I will turn it over to Isaac and 
introduce our speakers. Isaac, are you on mute?    

Isaac B: Welcome everyone, thanks for joining. I'm excited that you're here to participate in the 
physician data deep dive so please continue to chat. I see Ed Lee is chatting thank you for 
chatting sir. There are a lot of folks in this session so please introduce yourselves. The point of 
this breakout group is to take a deeper dive into the data but also for you to have the 
opportunity to have some additional interactions with each other as CJR model participants. We 
are really looking for you do that and help you through the process. Without further ado, I will 
introduce the folks from at Seton Health. We have Angela Winegar, Director of Clinical 
Effectiveness at Seton Health and Dr. Paul Koenig, who is an orthopedic surgeon and medical 
director of the integrated practice units for musculoskeletal care and who is a professor at the 
Dell Medical School at the University of Texas. We will turn it over to the Seton folks.    

Angela W: Good afternoon. Thank you for giving me the opportunity to share our experiences 
using data to drive improved outcomes for the internal joint replacement procedures. My name 
is Angela Winegar and I am the director of clinical effectiveness here at Seton Health Care here 
in Austin, Texas, which is part of Ascension’s Texas ministry. My own background is in health 
economics and reimbursement policy and I lead the clinical effectiveness and outcomes team 
which is part of the analytics department. Our objective is to drive improved value for all of our 
patients through data and we share our results with both clinicians and administrators. Doctor 
Carl Koenig is joining me as a presenter on today’s call as the surgeon champion for the total 
joint replacement program at Brackenridge Hospital which is one of Seton’s urban hospitals 
which is the teaching hospital for the Dell Medical School at the University of Texas. Dr. 
Koenig is an orthopedic surgeon and also serves as the medical director for the orthopedic 
integrated practice unit.  I also want to acknowledge Lauren Waters who is the clinical 
outcomes consultant responsible for the musculoskeletal service line. Her efforts have been 
extremely instrumental in compiling the data and producing the dashboard and processes that 
we will be presenting today. I expect to talk for 15 to 20 minutes in which time we will focus 
on our physician specific data that we are reporting and the tool and forums that we use to share 
those data with our surgeons and other clinicians.  

Before I dive into the meat of the conversation let me take a moment to tell you a little bit about 
who we are and our hospital system here in central Texas. As Ascension Texas, we serve about 
21 counties and it consists of 12 inpatient facilities one of which being Providence Hospital in 
Waco, which is not a CJR participant area.  The Seton system is located in the Metro Austin 
area and has seven facilities where joint replacements are performed including one academic 
medical center which is a teaching hospital for Dell medical school, and one critical access 
hospital, which is excluded from CJR. We have six facilities in bundled payment programs, five 
in CJR and then our next location opted into a BPCI program in 2015.  During the course of a 
year throughout our facilities we see about 1500 different total joint replacement patients.  
About 55% of those are Medicare, about 90% of those are elective and 10%, come as trauma 
cases. All of the procedures are about 95% of them are performed by non-employed surgeons. 
Dr. Koenig, Would you like to join me in providing some background as to where we stood 
going into this program? Are you muted?  

 

     



 

Dr. Koenig: Can you hear me?    

Angela W: There you are. 

Dr. Koenig: As Angela said, I am Karl Koenig, I am an orthopedic surgeon who works at the 
Dell Medical School but also practices in the Seton system. So when we really started working 
on this, just speaking as a surgeon we really don’t have a lot of data to work with and for folks 
who work in data every day you have probably seen some of that transition but at the time we 
started we could really only judge patient outcomes by what we  saw come into our clinic and 
many surgeons assumed everything was going well because of if they do have a complication 
or problem patients tend to go somewhere else so you get a skewed view of what is going on 
with your practice. That was a dissatisfier for us. When we do get any information on the 
patient experience, it is generally something complaining about the parking or the cafeteria food 
or something we don't have much control over, and so we found that the information was not 
very specific. We did get some specific financial performance in terms of operational 
performance but we were  not able to compare to  one another so it would often be anecdotal 
with Doctor X does this  better and no real information to  learn from so it  was not a system  
very conducive to improving what  you are doing. I found that has changed the course of the 
work that Angela will be telling you about.    

Angela W: Additionally from the analytics perspective, we were struggling with the fact that 
our data existed in multiple, non-interoperable systems and sources.  Lastly, our mission is 
founded on the principle that we deliver the best care to all of our patients regardless of their 
socioeconomic or insurance status and in keeping with that mission as we were learning how to 
develop our dashboard wanted to keep in mind that we wanted our total joint replacement 
measures to reflect the entire population of patients not just those that are included in a bundle.    

Dr. Koenig: Definitely, and that is right in line with the way the surgeons and physicians 
wanted it as well. Initially, when CJR comes up and people start to wonder well how am I 
going to know which patients are in the bundle, and I think as a surgeon the most common 
thing you want to say is we try to provide the same care for everyone so we are going to make 
standardization and improvement and we just want to do the same thing for all of our patients.  
So I think our approach has been to try to improve the care for everyone and bundled patients 
get lumped right in with that. 

 

     

Angela W: Great, so just to facilitate this conversation I did want to break our discussion into 
three sections starting with which metrics are reported, then covering how the data are 
displayed and concluding with the processes and structures that we have in place to share the 
results. As had been mentioned in previous Data Affinity Group discussions, our first task was 
really to define the desired measures for our dashboard, first identifying the core objectives that 
define success in this population, and so with that, we have prioritized the focus areas needing 
process improvement work and laid the groundwork for identifying the essential metrics. If you 
think about the objective of improving outcomes, we sought to look at functional status, 
decrease complications and mortality, and decrease readmissions as well and similarly 
readmissions will also affect our ability to provide an efficient payer spend and so we looked at 



 

readmissions in that category as well as focusing on our discharge disposition rate and the 
quality and length of stay in a post-acute facility. Ultimately, we tried to tie that to a decreased 
episode cost altogether. Our third objective was around decreasing internal variation and 
optimizing internal costs. To do that, we have been focused on the implementation of a peri-
operative surgical  home, which includes surgical optimization clinics and encouraging the use 
of cost-effective implants and standardizing clinical pathways both in the preoperative as well 
as postoperative space and decreasing time in the  OR and the hospital overall.  

With these desired metrics in mind we created a homegrown mini data warehouse specific to 
the total joint population and through that leveraged people, process, and tools to develop that. 
So we also pulled departments and stakeholders who were involved including our clinical 
subject matter experts of all categories. We also wanted to tie into the needs and the desires of 
the administrative leadership. We tapped into the expertise coming from our supply chain 
department as well as the finance representative who had the knowledge around their cost 
accounting. We use the tools from the medical literature which gave us access to proven 
methodology and external benchmarks. As depicted by the yellow boxes in the middle of the 
diagram we used a structured requirements gathering process that involved proposing metrics 
and finalizing those metrics in the population through a formal approval process. The result 
being a comprehensive data repository of encounter level attributes and enabled the creation of 
two very different visualizations targeted for different audiences. The first being our surgeon 
value scorecard, which has over 50 measures and is tabulated by surgeons and then our 
executive dashboard is visualized in Tableau and shows a longitudinal view of six key 
performance indicators.  Both reports allow visibility at the facility and the surgeon level.  

In addition to thinking through the metrics from the standpoint of the objectives we are trying 
to achieve we also defined our metrics to evaluate the success of the program through the 
duration of the patient’s episode and the continuum of care starting in the pre-surgery period all 
the way through the 270 days after discharge. This  diagram here gave us the mechanism to 
communicate a snapshot of the development status of each measure depicted by the red yellow 
and green fonts as well as the stakeholders would be most vested and the result able  to be 
captured. So our goal was to deliver report that were able to identify whether we were 
achieving the desired result but also have the data available to really dig in and identify and 
address the opportunity if we were not achieving the desired results.  

So the next session of our discussion will be focused on the two main reports that we produced 
and display within the total joint replacement program. Our first report is what we call the 
surgeon valued scorecard. We have one scorecard for each site which includes all of the DRG 
470 joint replacements performed during the most recent six-month period. This decreases the 
impacted of outliers on individual surgeon results and as you can see the left column shows the 
metric name we’ve got a source that is listed for internal reference and then we have a column 
that aggregates all the surgeons together for a site benchmark and then individual surgeons are 
listed in columns to the right of that. Overall, there are six different categories of measures, the 
first being the overview metrics when we capture volume and demographic information about 
the population. The second one is the clinical quality area and we capture things like mortality 
and readmission rates, the rates of discharge disposition, our length of stay, and then also this 
includes pre-op process measures and postoperative process measures and we have a small 

 



 

section with patient experience where we look at patient experience questions that are more 
relevant to the surgeon and then the second page of the report is the all-around data. We have 
broken up the data into the total cost, the cost specific to implant, and the cost specific to all the 
other non-implant charges. For that section we have broken those data down into buckets 
similar to those produced on the Medicare cost report. The last two sections are smaller and 
operational measures around case length and surgery time as well as time in the PACU and then 
we do have a small section that is specific to the bundled payment population where we use the 
CMS claims information that we are gathering and tracking 90 day episode cost and 90 day 
readmission rate by surgeon. Dr. Koenig, did you want to chime in with any specific anecdotes 
you have around receiving these type of data? 

Dr. Koenig: Sure, can you hear me?    

Angela W: Yes.  

Dr. Koenig: Ok, I just want to make sure. As a surgeon, I was very excited to get this data and 
to start being able to look at it. Of course, we are all  competitive in nature so the first thing I do 
is look and see where I fall in relation to my peers, but it also gives me some context as to who 
is doing well and what the delta is and how far off I might be but I remember looking at the 
medical supply cost amount because that really contains a lot of the  surgeon preference 
sensitive items that we use in the operating  room so I remember one surgeon saw his medical  
supply costs are way higher than he expected and I don’t know if lay people think that we 
actually know how much each thing we use in the operating room costs but big ticket items we 
do, but small-ticket items we  don't and they really add up and so that was one where I 
remember a colleague immediately trying to figure out what he was doing differently than 
everyone else so I think it can have an impact right away.    

Angela W: Great, thanks. The second report is a Tableau representation of the same data for six 
of our key performance indicators for the program. We can PDF this report for email 
distribution but we prefer that our audience goes to our Internet site where they are able to filter 
the data by DRG, site, surgeon, payer, trauma status, or bundle status, and the visualization 
allows a longitudinal view of the performance throughout the network or for different sub-
populations. For example, in the upper right corner you can see the average length of stay for 
the last 12 months for hip and knee separately.  

Of course, the best dashboards in the world are used in fact when we do not have the right 
forms in place to communicate the results and generate action.  So, in the next few slides we are 
going to focus on how we share this physician data. At our BPCI site, we've been distributing 
the surgeon valued scorecard to orthopedic surgeons on a monthly basis. We discussed the 
results at a high level at our monthly, what we call the continuing of care meeting which is a 
multidisciplinary roundtable discussion to review the results of our total joint replacement 
program. We then also have biweekly ortho workgroup that is consisted of many of the same 
folks at the monthly meeting but they take a deep dive into the data to tackle specific 
opportunities and this concept is only in play at our BPCI site right now but the plan is with the 
help of surgeon champions to roll the same model out to the CJR site. Additionally, we present 
the dashboard on a periodic basis to governance counsel such as our network surgery council 

 



 

and our musculoskeletal steering committee, and we do encourage one on one physician 
education sessions so we make ourselves available to do that as well.    

That is very helpful as well. When I look at my own data and I see anything that I want to try to 
improve, I really need to work with the data team to see what goes into those categories and 
sometimes we can help to improve the data collection system by when we see a discrepancy 
that does not make sense of course as a surgeon  when something doesn't look as good as you 
want you immediately start to find problems with the data I am sure you have all experienced 
that but actually sitting down with our team and using an  opportunity has been very helpful  for 
me to  better understand and then be a better champion so that when I  talked to my colleagues I  
can explain what falls into these categories and why they are seeing what they are seeing which 
eventually can lead to behavior change. 

We presented this data in an unblinded way to all of the surgeons in our system, which is 
crucially important and  is a major step forward for us to actually  make improvements. My 
boss is Kevin Bozic and he is a nationally known orthopedic surgeon who has championed this 
kind of work for many years. And what we decided was that the best way to approach it is to be 
as transparent as possible and to have people knowing the process and sharing the data with 
each other. When we are doing internal meetings among the surgeons we share that data in an 
unblinded way and when we are sharing it with people for whom the specific surgeon name is 
not as important then we do try to be blinded in that regard to protect people from voyeurism 
and that sort of thing so we want to have that relationship where the surgeons have the 
opportunity to improve and compare themselves in real-time but at the same time not think that 
if you have something to improve upon that it's not going to be spread  all over the hospital 
before we are ready to make a change. We want to get to that culture where we are sharing 
scores so that we have the opportunity to improve. In terms of the value scorecard we certainly 
had some reactions from our surgeons that I wanted to share. Can we advance the slide Angela, 
I can’t see it. 

Angela W: No worries. This is the results slide. 

Dr. Koenig: Ok great. So some of the comments that went back to Angela that I would like to 
share with you is that as I mentioned before the was someone immediately who looked at the 
medical supply cost and they wanted to know what goes into that category and why my cost are 
being driven high and usually it is something that is on your physician preference card from 
three or four years ago and you might even have stopped using it but it's still getting open in the 
operating room and those kinds of things. Another surgeon immediately wanted to talk about 
the risk adjustments that we were doing because he felt the complexity of his patients was not 
been accounted for and I think that is certainly important so people can understand how we are 
trying to account for that Another colleague indicated this is exactly the kind of data he needed 
in order to learn to control the costs and it is a similar reaction to what I had. I have been 
waiting my whole career to get this kind of data and so that we can actually take some action 
and then another noticed that his present discharge to skilled nursing facility was much higher 
than he really thought and sometimes those things happen at the level of nursing on the floor 
and care managers and things and so you may not be aware of how often your patients are 

 



 

going home versus skilled nursing and so it can be eye opening and allow you to work on that 
process. So those are some of the initial reactions that we had to the data.    

Angela W: So just to wrap up our conversation. I do want to highlight what I consider to be our 
critical success  factors and that being first we have created a homegrown data warehouse using 
sequel and SQL Server to allow us to merge disparate non-interoperable systems and to address 
the needs of multiple audiences. And second our success has really been dependent on surgeon 
to surgeon communication and for the surgeon to be the champion of the data and I can speak 
with some sort of sad authority that it just doesn’t work to have an administrator or a data 
analyst sharing their results pressing for change; it is so much more meaningful to come from a 
peer. Finally, we had to ensure that we created a culture where dashboards are perceived to 
address why doctors go into the profession, not to be perceived as punitive, but to capitalize on 
their desire to provide the best care possible.  

Dr. Koenig: I agree with that and find it crucially important that we work together as a team and 
It also sets the stage to start getting our data sets the way that we need them to be actionable so 
we can start exploring further options down the road such as internal cost improvement and 
even gainsharing and other things where we can start to see the major changes that we are 
looking for. 

Angela W: Thanks so much I think we have a little bit of time for questions. I will pass the ball 
back to Laura.    

Dr. Koenig: Actually we have gotten the hospital so efficient now that they are waiting  for me 
so I'm going to need to step off, but if there are any questions that are specific to the surgeon, I 
would love it if you would send  them to me electronically and I will try to get back to you.    

Laura M: Thank you Dr. Koenig we appreciate your participation.  Thanks. 

Isaac B: Great, thank you all. Thanks Angela and Dr. Koenig for that presentation. I think it 
was super useful to see how you have built that homegrown data workhouse. That is something 
that folks would love to build themselves that might feel like a far-off process. Can you talk a 
little bit about the development, I know you talked about the development metrics etc. that went 
into the dashboard, but can you talk about the development of that data warehouse and how that 
operationally works and where it fits within your organization? 

 

     
Angela W: We were in the process of building an enterprise data warehouse system and I guess 
I am just too impatient. I did not want to wait for that solution. It will probably be rolled out in 
the next few months but I just wanted to get that data in front of the surgeon community sooner 
rather than later so I am really honored to work with we have not really honored to work with a 
team of fantastic programmers that are used to pulling together data from multiple sources so I 
leveraged their skill set with SQL Server and they were able to create that data repository. I 
apologize I'm the least technical person in the analytics department so I can't speak to too many 
of the technical descriptive that you might use to help share that expertise but if anybody wants 
to reach out to me through CJR Connect I am happy to put them in touch with our team to 
answer more detailed, technical questions.   



 

 

     
Isaac B: Sure, that is great, thanks Angela. I imagine the data delivery depends somewhat on 
how often you get the data. At what frequency are you giving the physicians the data and your 
scorecard versus what you are sending to the leadership of the health system and their own data 
format?    

Angela W: That is an excellent question. What we have done as I mentioned, we are working 
with several different data sources and we have worked individually with the finance 
department and supply chain department and our patient experience data source to be sure that 
we have access to the most recent months data between the 15th and the 20th of the following 
month. So we have set up a process where we can tap into their sources and they feel good that 
the data are accurate with a two-week lag. Then we take the next two weeks of the month to 
refine the dashboard and make sure that all the data is clean and normalized as best as possible. 
Then we start presenting that to the surgeons pretty much the first week of the following month. 
We are getting ready to present another dashboard, the surgeon value scorecard in February. 
That will have data from the six months between July and December. It is about one month 
removed, but that is a pretty good turnaround. It is much better than what we have unable to 
access in the past.  
     
Isaac B: Just so everybody knows we have unmuted the phone lines so if you have a question 
that you would like to pose to Angela right now we will pause here and you can feel free to let 
folks chime in.  
     
Laura M: Do not be shy if you have a question feel free to speak up we have unmuted the lines. 
If you have background noise you need to mute your phone, we have now unmuted your phone 
lines. 
     
Isaac B: Let me ask a question to Angela. What are you looking for from the other participants 
here?  Are there useful aspects that you would like to hear from your peers as to what they are 
doing? I am curious if there is anything you would like to get out of this?    

Angela W: I am really curious to know if any other facilities are sharing data in an unblinded 
fashion with the surgeons, not just showing them their data but showing their data relative to 
other named surgeons to create that interplay and competitiveness across the specialty.    

Lori S: Hi this is Lori from IU Health, I am sitting here with Ed Lee, and Alex, and Shelly from 
our team and we actually do share unblinded data with our hip and knee replacement surgeons 
at the council that we have comprised serving the entire state system. We have unblinded 
outcomes along with clinical practices that they have identified and are able to compare.    

 Laura M. and Isaac B: Great, thanks. 

Isaac B: I am curious what went into that decision for you all at IU? If that was driven by the 
administration, if it was driven maybe by the physician champion, like what went into that 
decision for you all?  



 

Ed L: Hey, this is Ed from IU Health.  We gathered surgeons from around the state, we bought 
them a nice dinner, we opened up a few bottles of wine, and then somebody said hey, wouldn’t 
it be cool if we could all share with each other not just our outcomes but also what we do 
clinically and someone else said yes and then someone else said well as long as the lawyers 
can't get a hold of it, yes let's do that. So we went about creating an unblinded grid or matrix of 
their critical processes as well as the outcome measure and what we say is that we will never 
share that with our hospital administration and it belongs to the joint replacement surgeons 
council and its unblinded extremely vulnerable information I guess, but it is a great tool for 
them to look at each other  and say hey I want to mimic the clinical practice of this other 
surgeon because  their practice or their process in this category must be driving their outcome. 
So, it has been a great way to move toward standardization without ever using the word 
standardization or without ever telling the surgeon what to do.    

Lori S: If I can add to that this is Lori again, an extension to the surgeon or their designee – 
their designated program coordinators and their facilities, the surgeons have agreed to allow the 
coordinators to view this information as well. As you can imagine the program coordinators are 
working in tandem with the physicians and they are able to move and align practices a lot more 
efficiently and perhaps effectively we would argue than not sharing at all.  

Ed L: Or depending on the surgeons to just do all the work.     

Isaac B: That is great, thanks. Do others have thoughts on this in terms of blinded and 
unblinded I think CMS is pretty well pro-transparency, so you know our position. 

 

     
Angela W: This is Angela thank you to the IU team for going forward on that path as well. As 
Dr. Koenig mentioned this is the first time here at Seton where physicians have really allowed 
us to share that data in an unblinded fashion and there has been some concern but nobody has 
opposed it outright so we keep moving forward with it and it is silly to you but I use the word 
tickled a lot because I can't get over how bought into they are to the data. I was expecting a lot 
more resistance to the actual results. Once they understood and I think our requirements process 
helped with that a lot, once they understood how the data was being defined and how the
measures were being calculated, they understood just how much it was dependent on their 
documentation. In the clinical record, we are pulling data from our EMR as well as from our 
administrative and billing system, which the codes are dependent on the documentation on the 
clinical record and so is -- there is the immediate effects of being able to influence the outcomes 
and the patient care but then there is the tertiary effect of driving better clinical documentation 
and more awareness about the importance of that documentation. I can’t speak highly enough 
about the process and how making it personal has really made a big difference compared to 
some of the other dashboards we distribute in an unblinded fashion.    

Cherry: Angela, this is Cherry from Covenant Medical Center in Texas. I have a question 
regarding your database Tableau build.  Was that built at your system at Seton or was it built at 
your Providence Hospital? 

Angela W: The tableau that I showed on the screen was built here at Seton. We actually just 
purchased Tableau in September and October timeframe is sent about 15 analysts to training 



 

and went into it with full enthusiasm and really decided to make the most of our investment but 
the adoption rate both from the analytics team as well as the user community has been 
tremendous. It is so easy -- if you have the data set in existence, we built the repository to create 
the surgeon value scorecard, so we already have the data repository in existence but with that 
clean data set layering in tableau visualization on top of it was not a difficult task.  I don't know 
if I want to go as far as to say fun but it was certainly more fun than trying to build something 
in Excel or OBIEE which are some of our more traditional or previously used visualization 
tools. 

 

     

Isaac B: Great. Angela, in terms of volume of knee and hip replacements what are you all 
system-wide and then I know you, have a number of facilities, but typical at one of your 
hospitals? 

Angela W: In the system, we do about 1500 total joint replacements every year. About 900 of 
those are done at our main location in downtown Austin. We have a number one level trauma 
center and then a level two trauma center here within the Seton network. Most of our hip 
fracture cases go into the CJR site and the level I trauma center is the hospital affiliated with the 
Dell Medical School which is where Dr. Koenig practices. And so our trauma volume is not 
equally distributed throughout the network and then most of our elective cases are performed at 
our main location. We do have a little bit more urgency around seeing the improvements and 
outcomes at our main location but we want to ensure that the same quality of care is delivered 
at all of our sites so we produce a dashboard for everybody and then we make sure everybody is 
aware, not only of their sites’ averages but the network averages as a whole.    

Isaac B: I know you have shared some of the results that you have had in terms of some 
feedback that you have gotten from physicians. Have  there been any other result due to the, I 
mean it's tough attribute right, but have you seen early on in the model, the model is not quite a 
year old yet in CJR at least, but have you seen results where decreasing your cost or internal 
cost or increasing costs based on implementing this type of dashboard? 

Angela W: That is a great question. Personally, I think we have too little data to do a full blown 
statistical analysis looking at what is incremental improvement and whether or not they are 
statistically significant. But if we follow the trend lines, we are seeing the improvement in 
length of stay overall, some of which is attributable just to the surgeons, the hospitalists, 
starting  to see this metric on a monthly basis but some of it is attributable to other forces that 
play in our hospital system as well. The discharge disposition has changed dramatically and I 
really do attribute that to the dashboard because I don't know of any other efforts that are being 
made outside of reviewing the data and we are making sure that the patient goes to the most 
appropriate post acute location. Going into CJR, we were benchmarking our own discharge 
disposition rate against those in the published literature and we had almost 20% of our patients 
going into inpatient rehab facilities and just knowing the cost of an inpatient rehab facility and 
the post-discharge timeframe was not going to be sustainable if it wanted to be successful 
within CJR.  That rate has dropped down compared to about eight percent which is still high 
compared to national benchmarks but considering we started at twenty percent, I am pretty 
excited about that. Our SNF rate has gone down a little bit as well not quite as dramatically. We 



 

do still have -- I think it is a paradigm in the community honestly that many patients feel like 
they should be discharged to a SNF or inpatient rehab and they are very uncomfortable going 
home, so I think there is just going to have to be some community paradigm shifts around what 
are the expectations of care after patients are discharged with the total joint replacement.   

 

     
Isaac B: Thank you so much and thank you for answering all the questions.  Let me turn it over 
to Laura to go over some previous poll results.    

Laura M: Thank you. I do want to share from the Data Affinity Group from our last session we 
did some polls and we asked the group do you have physician champions for your CJR model 
and the majority by far do. These are the responses that you gave. Also have you had success 
building engagement among physicians by using the data and yes, most of you have done that. 
Most of the participants in this group have had success and do have some physician champions, 
we wanted to ask you to share with each other a little bit to talk about how you do this. Is your 
sharing of data much different from what you see being done at Seton and what they have 
shared? How you pick what data is shared what is working and what could be going better? Is 
anybody on the phone line willing to tell us about what is similar or different in the way that 
you shared your data with physicians and what works and what is  going better anybody willing 
to  speak up a bit? If you are more comfortable chatting it into the chat box, we can share it that 
way too, but I think you might benefit from conversation with one another if anyone is brave 
enough to say hey this is what’s working and this is something that could go better. That 
enables some of your peers to then say, oh this is how we do that- anybody willing to speak up?  
     

If not, just again feel comfortably chatting that into the chat box and you can continue to talk 
with one another in that way.  We do have for you this time around questions and suggestions 
that you may have for each other. If you have an idea based on something that you have heard 
or a question for anyone in the group feel free to either type that into the chat or to speak up ask 
on the phone.  
     

Isaac B: It is important that we are honing in on this issue because from a CMS perspective and 
I am sure you participants can agree, but the physician engagement level of the model is a key 
driver of what will enable you all to achieve success in the model. We see that as a key 
component and to that end we are focusing this way around data and what data you are 
providing to physicians and how they can drive additional physician engagement. The folks 
from Seton have presented on the way that they are using it to drive that engagement. I am 
curious and it is even broader than just the physician data and talk about provider, physician, 
and surgeon engagement throughout this process, it would be useful for others to hear. 
     
Denise: Hello this is Denise from Sacred. We have had a monthly dashboard and things that we 
are focused on are readmissions and also discharges to SNF, and we are also looking at patients 
who are readmitted and then we are looking as far as a risk stratification on what we can do 
better and better patient selection.    



 

Isaac B: That is great. Thank you. Has what you have been working on and sharing have you 
seen a difference as a result of sharing that information?    

Denise: We are starting to see a difference but there's a lot of conversation when you start 
bringing up things that do not necessarily look good.  As the other callers said, we also have a 
population who for whatever reason enjoy going to the SNF when they are discharged so we 
are having to work a lot of ahead time conversation. We are trying to get the physician buy-in 
so they are discussing it in the office and then it is discussed by the navigator and the pre-op 
class and then it is discussed by the multidisciplinary team as they are rounding, so there is 
having to be a lot of discussion on the same subject but once the person kind of gets to that 
point, then they are very comfortable and they feel like they are doing better and they do not 
need to go to a SNF. 

Isaac B: I agree. I think we have seen  a lot of evidence that  sort of evidence that those 
participating hospitals take the opportunity to engage with physicians and have the physicians -- 
we know that patients  listen to their surgeons, so to the extent that surgeons can really set the 
expectation along with the care navigators you are  mentioning. I think that is an important 
aspect of the model that we see having a lot of promising results when the surgeons are 
engaging preoperatively and level setting about expectations post-surgery. We have a question 
for you Denise. How have you determined how much to measure patient selection?    

Denise: I can honestly say that is a work in progress. The physician basically came up with the 
risk stratification.  I think as time has gone on it was more on paper even though we use a pre-
op clinic. I think we are learning as we  go on and as we look at cases that maybe could have 
been better planned for it is starting  to show the importance of using the risk stratification more 
so again work in progress. Everything has to be tied to an example of why you need to do it. 
Again it is a work in progress. We started someplace and we are moving and giving examples 
of why this did not work or what we need to add to it so it is kind of growing and developing as 
our cases go on.  

Angela W: This is Angela I would like to maybe join this conversation around patient selection.  
I mentioned we are in the process of implementing a perioperative surgical home and have done 
the optimization clinic as part  of that and we have a pretty rigorous screening program that we 
do during the preadmission process and that we do in the preadmission process and testing 
phase going into the surgery and that started back in February and we used the same data that 
we compiled for our surgeon value scorecard to do a before and after assessment of the  
optimization clinic and the results are just extremely compelling on almost  every measure. The 
patients who had been scheduled far enough in advance to go through the optimization and 
actually take the screening test and have  the time to be optimized even if it is as simple as 
having sleep apnea and just having the right order sets in place and for the postoperative one or 
two night stays, their outcomes were just better from a readmission rate and from a length of 
stay, from a discharge disposition, going from a better facility than once was predicted and their 
HCAP scores were higher as well. They are trying to go through the list of things that we 
measured or looked at retrospectively and Doctor Kevin Bozic is one of the lead authors and 
investigators on that study so we are in the process of submitting that for publication.    

 



 

Isaac B: That is great, that is fascinating.  Hopefully that gets published. I want to turn it back 
over to Laura who will pose a couple of poll questions for our next session on post-acute 
provider data.    

Laura M: Want to launch a poll to help inform us about your data sharing with your post-acute 
providers. Do you share data with post-acute providers?  There is a yes, several no options, and 
I don't know so no, but we are exploring it, no but we are interested in it, no we are not 
planning to, or just I don’t know. Also just click on the response to how often you share data 
with post-acute care providers. You can click on that button and hit submit at the bottom so that 
your responses will be submitted. Do you share daily, weekly, monthly, quarterly, never, 
unsure, as needed, several different options.  We will let the poll run. Click on the one that is 
relevant for your organization and hit submit at the bottom of the right hand side and he will be 
able to respond to the poll. This information is really helpful for us in planning for the next 
event which will happen in February. Our topic for the next event will be sharing data with 
post-acute care providers. It helps to see where you are at that point.  

 

     
Isaac B: Let me just say that if anyone is providing their post-acute care providers data on a 
daily basis, please send me a personal email. 

Laura M: We want to hear a lot about that. We will identify you as a potential speaker. I think 
we can probably go ahead and close out the poll. We will not be pushing the results this time 
we will show you the results to this on our next webinar. Our other question for you is how you 
engage those post-acute care providers? Just type into the chat box and let us know what you do 
to connect with, engage, and develop relationships with your post-acute care providers. 
Continue typing that in as we move on into our closing announcements. Just type right into the 
box. This is a reminder of our next webinar coming up for the Data Affinity Group, February 
15 and February 14 depending on which group you are in. This is Group B, you will be on the 
14th at 1:00pm. We are also planning in March and All-Participant webinar for CJR on sharing 
the things that we learned in this Data Affinity Group. So we will be calling on some of you to 
share what you have learned, what you have experienced, and have some of our speakers 
present in a way that all participants will be able to experience what you’ve learned in this 
group. That will be on March 30 likely. If you have questions about your group or anything else 
really you can send an email for the learning system to LS-CJR@lewin.com for learning system 
questions. We want you to continue the discussion on CJR Connect. We have our private group 
for data affinity group, just click on data affinity group and post your comment, or you can just 
respond  to others were commenting if  you do not have an account here  is how you can  get 
one so we can continue this affinity group conversation there on connect. If you have general 
model questions, please send those to CJRSupport@cms.hhs.gov. And there will be a post-
event survey that pops up at the end of this session. If you will take a few minutes to complete 
that, we will very much appreciate it.  It is very helpful information for us. So thanks everyone 
for your participation, thanks for sharing and engaging with us. And many thanks to Angela 
Winegar and Dr. Karl Koenig from Seton Health, we appreciate their presentation as well.   

At this point we will conclude the webinar.    
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