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Peer-Led Care Data Affinity Group Kickoff Session 
Listen to the Recording Here 

Isaiah Lopez: Hello Happy Wednesday, everybody. I'm Isaiah Lopez with CMS. Thank you for joining the 
Kickoff Session of the CJR Peer-Led Data Affinity Group. Today's event will include an introduction to the 
Affinity Group charter and goals, a presentation by Hartford HealthCare on using data to develop 
partnerships with post-acute care providers and a group discussion. I'll now turn it over to Laura 
Maynard. 

Laura Maynard: Thank you, Isaiah and welcome everyone. I want to introduce myself. This is Laura and 
I'll be co-facilitating today along with my colleague Lauren from the CJR Learning System Team. I also 
want to introduce to you our peer leaders for the Data Affinity Group. We're happy to be kicking off this 
new group today and we're very pleased to have these three as our peer leaders for the ongoing 
sessions of this group. 

We have Denise Addis who is the Director of Medical Quality at Excela Health System; Mina LeFevre, 
who's the CJR Program Manager at Atlantic Health System; and Lisa Tshonas who is the Manager of 
Government Programs at Hartford HealthCare, Integrated Health Partners. We're very pleased to have 
them with us and have them working with us in this capacity. 

For today's agenda, we're going to continue this welcome and logistics, share a little bit about how to 
make the best use out of the webinar platform. Then we'll share an overview of this new Affinity Group. 
Talk a little bit about the charter. We'll have that presentation. Then we'll have a chance for open 
discussion and we'll close out with announcements and reminders. Right now, all of your telephone lines 
are muted, but after the presentation when we have time for questions and answers and for group 
discussion, we will unmute all of the telephone lines. We’ll remind you when we do that, so that you'll 
be able to mute your own line on your end. We encourage you to really participate today, put things 
into chat, talk back and forth with one another, ask questions, I hope you have called in on a telephone, 
so that you can be unmuted. 

We do want to remind you that the Centers for Medicare & Medicaid Services, its employees, agents 
and staff, assume no responsibility for any errors or omissions in the content of this webinar. CMS 
makes no guarantees of completeness, accuracy or reliability for any data contained or not contained 
herein. CMS shall not be held liable for any use of the information described or contained here and 
assumes no responsibility for anyone's use of the information. CMS does not endorse any strategies, 
tactics or vendors referred to in this webinar, and the views and opinions expressed in the webinar are 
those of the participants and do not represent the official policy or position of CMS. 

Let's talk a little bit about our webinar platform and how to use it. This is Adobe Connect; you're 
probably pretty familiar with it. The main thing to know today is that you can make your slides bigger. If 
you want to see a bigger view of these slides, you just hover over the top of the slides and a gray bar 
shows up, to the far right hand side of that are four little arrows pointing out. If you click that, it makes 
your slides full screen. If you hover up there in the upper section of your slide again and then the four 
little arrows will be pointing inward, click it again to go back to the view that you see right now. If you 
want to ask questions that happens over in the chat pod to call in by telephone and you may want to do 
that, the phone number is up there with the conference room listed. You're going to want to look at that 
pod to see if you want to call in by phone, so that you can join in the conversation. 

https://bpciandcjrls.adobeconnect.com/poi42uv3sea5/
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There are many event resources in that Event Resources pod just under the slides to the right. The 
Affinity Group charter is there the slides for today, a brief biography of our three peer leaders. The CJR 
model toolkit, the new 2.0 and appendixes for that toolkit, the text alternative for today is there as well, 
and some tips and tricks for posting on CJR Connect. We’ll be referencing those resources throughout 
the session, but know that you can download those from that Event Resources pod at any time. Use the 
chat pod to put in any questions you have. If you have a question for one of our presenters or anyone in 
particular, use the @symbol and we’ll direct it to that person. You can type your comment into the 
white section at the bottom of the chat pod and then click the little bubble beside it, it will send, and we 
encourage you to continue, some of you are already introducing yourselves, putting your organization 
and if you don't mind, share your role at your organization and how long you've been in that role. We 
appreciate folks introducing themselves. 

Now, we're going to look to see where are you located? This is our map feature, and we're going to go 
to that, know that you can zoom in by using the little plus to zoom. To zoom in with the plus symbol, 
move the map around so that you can find the area where you are. Use your mouse wheel or track pad 
to move in. Then pick up that little purple pin. It's above the names up there, click on that and place it, 
drag and drop it to your location. You can move the map to get to a view where you can see where 
everybody is and drop your pin, so that we can get a sense of where all of you are located. 

Great. I'm seeing a nice spread of where everybody is. Usually, we pretty much go all over the country 
that we have representation in CJR from all over and that we really can see that visually by putting the 
pins in the map. Give me just another moment or two to finish that. 

All right. Thanks for participating in that. We'll move on back to the slide and we want to share a bit 
about this Affinity Group. We're going to talk about the goals of the group and these are all referenced 
in the charter. The Peer-Led Affinity Group Charter is there in the Event Resources, more details about 
these topics we're going to cover. The goals of the group are to enhance the communication and 
collaboration among your data and quality improvement staff. Now, of course, everybody's welcome. 
You don't have to be data or quality improvement staff to participate; but a part of the goal of having 
this group is so that people who work with your data in your CJR programs, and people who do quality 
improvement with you and really focus on that and are responsible for it can have a chance to talk with 
one another and share ideas, strategies and tools on using data to drive continuous improvement in 
your CJR model efforts. 

Those are our overarching goals and we hope that you'll consider yourself a part of a group, a part of a 
network of people sharing together and as such we have some expectations that you will participate. 
We want you to participate by sharing your tools and resources during the sessions and on CJR Connect. 
When we say tools and resources, we mean things like the template for your dashboards, certain quality 
improvement tools that you might use, different things, items, ways of tracking, things that you use in 
your program that might be of real use to others, so share those. 

We hope that you'll engage in conversation during the group sessions by asking questions and making 
comments through the group chat and out loud over the phone line. We expect that you'll take some 
action following these sessions by sharing your ideas with your hospital and by even trying and 
implementing some new tactics or strategies that you may hear in the course of this Affinity Group. 
We're going to be meeting on a regular schedule. This is our first session and you see our topic right 
there. We're going to be talking about using data to work with your post-acute care providers. 
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Our next session -- we're going to meet every other month, will be in January using data to engage 
physicians. Then in March, we’ll talk about using your CMS claims data, monitoring reports and your 
target price reports to drive improvement strategies. We're going to be meeting every other month on 
Wednesdays from 1:00 p.m. to 2:00 p.m. Eastern Time. This is just a reminder of that charter that you 
can download from the Event Resources pod. It just outlines the overview of the group and the 
expectations of the group and the upcoming dates and topics for the group sessions. 

Now, we're going to launch a poll. That's a little bit of an overview about what we're hoping to gain from 
this group. What we hope you will get from it. We also want to ask, do you share data with your post-
acute care providers, just so that we get a look at where our group is, as we begin talking about that 
topic today? Take a moment and click yes we share data with our PAC providers, no we don't or I don't 
know whether we do or not. All of those options are perfectly valid ones. It's okay. Put a yes, no or I 
don't know. This will just give us a sense of the group. Take a few more seconds and give people a 
moment to respond. All right, a few more clicks. See some responses still coming in. 

All right. Let's go ahead and then close that poll, we’ll close that out and you can see that the vast 
majority 70% of those who responded, say that yes, we do share data with our post-acute care 
providers. Those of you in that category, start thinking about sharing with this group during this session. 
What do you share? How do you share it? What are the benefits of doing that? What do you gain from 
that sharing? Those of you that don't yet share data, be thinking what questions you might have for your 
peers who do share their data with their post-acute care providers. Let's move back to the slides and 
then we're going to talk just a little bit about where you will find references to these topics and this 
content in the new CJR model toolkit 2.0. For that, I'll turn it over to Lauren Nir. 

Lauren Nir: Thanks, Laura. Like Laura said, I'm just going to run through a couple of quick examples 
about where you can find information on this topic and topics related to this Affinity Group in the 
toolkit. Primarily these examples that are related to post-acute care providers as well as just data in 
general about improvement, implementation, and sustainability, all of those can be found in the data-
driven continuous quality improvement, primary driver and the strategies for collaboration with post-
acute care providers spotlight. 

Some quick examples, you'll see on this page. There are some tactics that we've identified on Pages 19 
through 22 of the toolkit as well as some tools and resources that you may want to check out. You'll see 
here we have one from the previous iteration of the Data Affinity Group that we held earlier in the 
model. There was a webinar on that topic and there was also a larger webinar that was for all of the 
model participants that occurred after that Affinity Group ended. You'll find that in the tools and 
resources. Then there's also like I mentioned a segment of the spotlight in that highlights data sharing 
with post-acute care providers, so feel free to check that out. The toolkit is available for download today 
in the Event Resources on this webinar or also on CJR Connect. If you are interested in learning what 
other hospitals are doing, if you want to educate new staff at your hospital, you want to find 
opportunities for change or align your activities and strategies with the CJR model aim in ways that your 
peers have, please take a look at the toolkit today. With that, I'm going to kickoff the presentation 
portion of today's Affinity Group Session, so I will turn it over to Lisa Tshonas, the Manager of 
Government Programs and Siobhan Blancaflor from Hartford HealthCare. Lisa and Siobhan, the floor is 
yours. 

Lisa Tshonas: Hello, thank you for allowing us to present our journey and how we are engaging our post-
acute facilities to become valued partners in patient care. First, I would like to give a quick overview of 
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our hospital system and the value based models we are currently participating in. We're the largest 
hospital system in the State of Connecticut with seven acute care hospitals and Hartford HealthCare 
represents an Integrated Health System with a focus on patient experience, quality performance and 
collaborative sharing of best practices. 

Siobhan and I both work for Integrated Care Partners, which is a part of Hartford HealthCare System 
Support Office. At Integrated Care Partners, we are responsible collectively for administering all value 
based programs and contracting for the system. We're responsible for the Administrative Care 
Management and Population Health Initiatives for our ACO. We manage all our Bundled Payments 
Program Initiatives, both CMS and commercial and we manage the Integrated Community Network, 
which we're also going to refer to as our PPN or post-acute care partners. We're going to use that 
interchangeably, we just basically -- I’ll put a new name to it calling it ICN, Integrated Care Network. 
Hopefully, that won't get too confusing as we use that different language. 

Our value based programs and the move from volume to value has really been the catalyst for our post-
acute engagement. We're currently participating in MSSP track one of our ACO since 2013. We are in a 
non-risk track, the CJR Bundled Payment Program, which you all know on the line was mandated. In 
April 2016, we were mandated to participate at two of our seven hospitals, Backus and MidState 
Medical Center. We joined voluntarily the BPCIA Program bundles starting in October 2018 at two of our 
hospitals The Hartford Hospital for COPD and the Hospital of Central Connecticut for congestive heart 
failure. For model year three in BPCIA, which is starting January 1, 2020, we're expanding our CHF 
bundle into the central region to include MidState Medical Center and we've done that because the 
infrastructure has already been built at the Hospital Central Connecticut and we will immediately 
benefit from our regional SNF that have already been identified as proficient in heart failure. 

Basically, CJR is the system's first bundle and our first experience in a risk based model. It was truly the 
driver in our “move to action” to review more closely the SNFs in our current Preferred Provider 
Network. Although CJR was mandated in only two of our five regions throughout the State of 
Connecticut, we wanted to restructure our post-acute network on a system level to align with both our 
ACO and Bundled Payment Program Initiatives, so we created an SBAR, which is basically your Situation 
Background Assessment and Recommendation, which is a tool we use internally at Hartford HealthCare. 
We created the SBAR to set the stage and framework to present our current state. Basically, there had 
been low bi-directional engagement with our SNFs and our Preferred Provider Network, and notifying 
the Home Care Preferred Network within the system. 

We wanted to highlight opportunities that exist to more effectively engage with our regional post-acute 
facilities in enhanced data sharing and a better understanding of their individual proficiencies, 
particularly around our Bundled Payment Programs, which are CJR and CHF. The key takeaway was in 
late 2018. Our PPN restructured with a stronger focus on our centers of excellence model. We hit the 
road and site visits were made to all 47 skilled nursing facilities throughout the state that were on our 
original preferred provider list and it set the stage for an expectation of continued communication, 
collaboration, and most importantly, accountability. We plan on continuing the site visits annually as we 
move forward into 2020 and more often if it's needed for any particular facility. 

Based on that restructuring and renewed focus on our post-acute engagement, again driven primarily by 
our CJR program, because it was an at-risk program, we wanted to reach out to our CJR facilities first 
with an episode specific report card. We're looking at DRGs 469 and 470 specifically for performance 
years two and three and after we developed this report card we distributed them to our SNF contacts in 
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the spring of 2019. Pretty much simultaneously, we wanted to obviously engage not only via e-mail we 
wanted to engage personally, besides the road show that we did we created our first Integrated 
Community Network SNF Forum and our first meeting was held this past spring in April 2019 to formally 
communicate Hartford HealthCare’s movement towards greater collaboration with our post-acute care 
partners. 

The expectation we set is that the directors will attend quarterly meetings with a 75% attendance or 
we're going to have four meetings a year and three of the four meetings will be required. At this forum, 
we educated the directors on both of our bundles and we set guidelines on length of stay initiative. This 
was important because when we really looked at the data, we had length of stays sometimes for DRG 
470 without fracture of 20 plus days. It was important to kind of guide them on what we're really 
looking for and what's reasonable. 

We reviewed the CJR report cards with them and the report card as you can see measures our SNF 
facilities’ performance against their low and high performing regional peers. We did this on a regional 
basis and it looked at the following metrics- encounters, costs, length of stays and readmissions and we 
plan on distributing these reports semi-annually via e-mail. The threshold that was needed to receive a 
report card was at least five CJR episodes over performance year two and performance year three. 

As you can see the data provides a snapshot of how the facility compares with other SNFs in the region 
looking at specifically transitions of care from Backus and MidState, which again are two hospitals in the 
bundle. We feel that this was important because tracking equates to accountability and again we really 
wanted them to understand there's some skin in the game on this with these risk programs moving 
forward from fee for service to that value with a quality component. The meeting was actually really 
well attended and it was a positive meeting. 

Now looking at the report card, we're always at Hartford HealthCare looking to continue with quality 
improvement and processes. While reviewing the report card again internally, we're looking at 
separating out more specifically the detail for the DRG with or without fracture, so we're going to be 
enhancing that in 2020 and then we're also going to be using this similar formatting to set up a home 
health agency report card in the near future as well. Does anyone have any questions on the report card 
before we move forward with our ACO report card? 

Siobhan Blancaflor: Hi, everyone. This is Siobhan speaking. From the CJR report card, we recognized that 
because our hospitals are doing a really good job of keeping our patients out of skilled nursing facilities, 
our total number of patients transitioning to skilled nursing was relatively low. We wanted to look at 
another way in which we could measure our skilled nursing partners to see how they were managing 
our CJR patients. What we did do is through our partner premier, we also utilized the ACOIS tool, which 
helps us to look at data and we took our ACO cohort of patients and did a deeper dive into five chronic 
conditions that are exceptionally important to Hartford HealthCare. One of them being CJR, the four 
others are heart failure, sepsis, COPD and lower extremity orthopedic surgery. Heart failure, because we 
are in the bundle as well as COPD, sepsis is overall an important condition to continue to monitor as we 
all know it's a very costly condition. We also wanted to take a closer look at lower extremity orthopedic 
surgery, because we really strive to better manage patients with fragility fractures or orthopedic 
fractures, because we know there's less patients with elective surgery going to skilled nursing facilities, 
we need to better partner with our skilled nursing facilities to better manage the high risk population. 
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If you look at this report card, it’s very similar to the CJR report card and we really took the 
infrastructure that we had built for that to create the ACO report card. What we've done is again looked 
at the total SNF discharges for all of our ACO patients, who went to a skilled nursing facility. We further 
broke that down by our region based on our Preferred Provider Networks and then we compared the 
facility against both the whole population average as well as their region average and we wanted to look 
at trends to see the average length of stay, the average paid per day in a skilled nursing facility, average 
paid for the total cost of care and then the 30-day readmission rate. 

This report card that you guys are seeing here is the second iteration of the report cards, this is also 
distributed twice a year and we decided to take another look -- instead of looking at where the patients 
were coming from hospitals, we decided to take a closer look at the penalty DRGs, so looking more 
closely at CHF, MI, COPD, lower extremity joint replacement and pneumonia, because we know that 
hospitals get dinged for those readmissions. We wanted to see how our partners were managing those 
patients. 

Lisa Tshonas: The previous report card that we just reviewed, the CJR and the ACO were basically 
external facing report cards. I’ll now discuss our internal skilled nursing facility report card or what we 
call our scorecard. We created that for each SNF in our Preferred Provider Network, again which was 47 
and then we also looked at some additional SNFs, because we made our hospital acquisition actually -- 
two hospital acquisitions in the past 12 months, so we went to leadership there and discussed what 
skilled nursing facilities they're referring to or they’re interested in. We actually went from 47 to 50 
something SNFs that we're looking at scoring. 

Again, the bulk of our work started in late 2018 through 2019. It's kind of amazing when we look back 
everything that we did in this short timeframe and we're obviously looking in the future to see what the 
results of that are, but right now with claims lag etc. we’re just keeping our heads down and doing the 
good work that we're doing. We did site visits like I mentioned at all the 47-plus skilled nursing facilities 
and these meetings set the table for our expectations moving forward around our ACO and Bundled 
Payment Program Initiatives. It was definitely a more individualized conversational approach than the 
forum that we started in April and again we'll be doing those quarterly. It was more of a one-on-one 
with just a small group of us. Some of our nurse managers on the phone attended with us as well. 
Basically, how can we help you be successful and how can we help each other, so I think some meetings 
were very positive and again it set the stage for building channels of communication. 

We also sent a request for information documents to gain some baseline information on each of our 
facilities. Basically, some of the information was surrounded around payer contracts, for example, do 
you accept all Connecticut commercial and MA payers, UnitedHealthcare is one of our largest payers on 
the MA side. That's important that they want commercial and MA payers that they take in. That was one 
area we looked at. We looked at medical staffing and again it’s just establishing a main contact for any 
patient transition issues and concerns for our care management team, but they would know who to go 
to. In addition, we have a SNF capabilities checklist, which you can see up on the slide. That was 
distributed to our current network and again like I said, our potential additions to gain a better 
understanding of their clinical capabilities and we sent that out before our site visits and then together 
we reviewed it when we were there at our one-on-ones. 

The checklist that you see there along with our secondary data analytics that we did behind the scenes, 
we used data from Nursing Home Compare, which is CMS data, and then we work with our consulting 
partner Premier. We utilize their post-acute compare tool and the data that we received from those 
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sources informed the creation of our internal scorecard. That allows us to compare our facilities in a 
standardized equitable fashion on six key areas. 

The six key areas that we look at and are scorin--again this is an internal scale scoring mechanism--are 
clinical capabilities and we actually had some bonus points for those who had heart failure capabilities. 
Medical coverage, one of the aspects that we looked at was staffing rating, quality and some of the 
components that we looked at were overall in Quality Star Ratings, long-term pressure ulcer rates and 
some other components. 

Network adequacy is the percentage of referrals accepted and our network participation, the 
attendance at forums is going to be important moving forward. They will be scored on that and looking 
at the environment of care, one of the components, the number of deficiencies is below state average. 
Using all this data, these scorecards are going to be pivotal in determining our SNF inclusion across our 
system for the 2020 Network. We're looking to -- again working hard on our SNFs network--and we're 
looking to shore up the home care and our other post-acute partners around a centers of excellence 
referral model. 

Siobhan Blancaflor: In summary, these various report cards that we've developed -- have definitely led 
to enhanced collaboration with our SNF partners with a willingness to make operational changes to suit 
the needs of our patients. With the increased engagement, we will be asking our partners moving 
forward to submit a root cause analysis, which is in practice, so we can better understand and analyze 
the trends that our patient transitions need to reduce risk for future readmissions and finally our 
enhanced collaboration with SNF providers has increased engagement with our CJR navigators, since the 
site visits and data distribution has occurred. 

Lisa Tshonas: Our presentation has formally ended. I do want to let you all know my colleagues, my 
colleague Nadine from Quality at HHC and the nurse care manager at MidState and Backus are on the 
line as well, I'm sure at some point they can join the discussion to see what they've noticed anecdotally 
since we started all this work really through the bulk of 2019. Thank you all for letting us present our 
story to you. 

Laura Maynard: Thank you all so much for sharing your story and I do hope that others from your 
hospitals will speak up during our discussion time. We are going to open discussion now. Rather than 
raise your hand as it says on the slide, we're going to now unmute all the telephone lines. This is your 
heads up as participants. Your line is being unmuted now. You'll need to mute it yourself unless you 
want to speak up and speak. We hope you will speak. We want you to ask questions and we want you to 
share how you are approaching this topic at your hospital. We're going to unmute all the lines and 
encourage people to speak up, if you have a particular question for Lisa or Siobhan. You could either 
type that into chat or you can ask it verbally. We're going to just open things up here to let folks talk. 
That's what an Affinity Group is for, is for that group sharing. I'm going to also mention that Mina 
LeFevre one of our peer leaders is going to help co-facilitate our discussion today. 

Mina LeFevre: Hi, good afternoon. My name is Mina from Atlantic Health System and I'm the Program 
Manager for CJR. I've been with the program since it was implemented in 2016. I just wanted to take it 
back to the team and ask you, what data do you share with your post-acute providers? At Atlantic 
Health, we meet quarterly with our post-acute providers. We review our PAC average length of stay by 
DRG. We also look at our readmissions by PAC providers and look at the most common readmissions by 
DRG. For example, we've had issues with temporary prosthetic fractures and GI bleeds, so we really see 
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what can we do to work towards improving these issues? In addition, on a quarterly basis, we analyze 
our high cost cases. We also look at trends in data and look at this as a lessons learned opportunity and 
share this data with our PAC providers as well as our CJR leadership team. What data do you share with 
your facilities? 

Denise Addis: This is Denise Addis. I’m from Excela Health, so we’re a little bit smaller facility and we too 
have a quarterly PAC meeting or meeting with our skilled care providers. We have not done any risk 
share, so we have left our market open. We’re very much sure of the length of stay and readmission 
rates, these are probably the two targets that we focus on. We've tried to have them prepare a 
dashboard and submit it to us with quality scores, that's been a whole lot more challenging, because 
we're working with an universe of about 25 to 30 skilled care facilities since we have not risk shared and 
narrowed that network down. It has been a little more challenging, but we had as a result with all the 
incentives around seen a reduction in length of stay and actually the number of skilled care admissions is 
less than 4% in our facility. Our numbers are very small. We do about 1,200 total joint without fracture 
that's just elective in a calendar year. 

Laura Maynard: Thanks, Denise. How about others? What data do you share with your post-acute care 
providers? 

Mina LeFevre: Hi, this is Mina. Does your team have post-acute scorecards or post-acute report cards 
that you share with your facility and if you do, would you be able to share that as well on the CJR 
Connect? 

Laura Maynard: Feel free to speak up/share. While you're thinking of responses, while you're thinking 
about what data you share and how have you used your data with your PAC providers, we did have a 
question come in for Lisa and Siobhan. I would give you a moment to answer this one. Did you ask the 
facilities to sign a data share agreement? 

Lisa Tshonas: Specifically, I can't answer that, but I do know that the expectation moving forward when 
we had these SNF forums, while we were going to have a data exchange. Our contracts are actually 
being revamped. They're actually with legal right now. We're putting more teeth in the agreements 
based on what we had in the past. Specifically, I would say, yes, but I can't answer that definitively. We 
are putting a requirement like I had mentioned that they need to come to three out of four SNF forums, 
so they can get that citizenship point. We're also looking to implement that root cause analysis tool for 
readmissions. We did set the expectation verbally whether we have it actually in writing, I am not sure. 

Siobhan Blancaflor: Current state for us right now. We're not sharing other SNFs performance with our 
other SNF, so only the skilled nursing facility they're getting their data, they're not getting anybody else's 
and that's current state, while we work through legal to ensure that in the future we can do a bigger 
data share, because we think it's important to share how partners are doing so we can collaborate 
together to increase patient care. 

Shawn Boice: This is Shawn from Evergreen Health. We also share data quality scores with the PAC 
providers, but we do share other providers’ data, we just supply the names, so we can compare them 
how they're doing to others on CHF and other types of discharge length of stay, quality measures of 
course of Nursing Home Compare. To date, we also request data from the PAC what they're collecting 
for their data scores and then developing stronger relationships with them. We go and we meet with 
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them quarterly. Our nursing care coordinator meets with them -- we’ll actually have discussions with 
them weekly, especially if we have patients in their particular facility. In improving PAC provider 
performance, we asked what we could do to help them and understand how they run and their needs. 
That's been huge having direct points of contact in the hospital and the skilled nursing facility has made 
a big difference. 

Laurie Matney: Hi, this is Laurie Matney from Backus Hospital. I totally agree with that comment, since 
we at Hartford HealthCare went -- visited the rehab, that's exactly what I've found is better 
communication and that communication, we're driving down length of stay and emergency room visits 
and readmissions. I've been -- we have about nine SNFs in the east region through Hartford HealthCare, 
and I don't -- I've used these nine and I'm down to using like three of them now and the length of stay is 
between five and seven days now with better communication. 

Shawn Boice: Right and on our communication, I'd like to say one more thing. We also ask that when a 
patient's admitted they send us their care plan for that patient anticipated length of stay. Then we also 
request a discharge plan of care when the patient's discharge or before they're discharged that we can 
make sure that there's a smooth handoff back into the community. Big thing we work with them is 
anybody who does not have a primary care provider, we found throughout this whole process with the 
bundles to hook people up with primary care providers, so that they're not receiving all their care 
through specialty clinic that in turn eats up specialty clinic appointments, by giving them in with the 
primary care provider and SNFs are really working with us on that and I really recommend it to others, if 
you haven't been doing that already. 

Denise Addis: This is Denise, who is receiving those care plans? 

Shawn Boice: The care plans, the nursing care coordinator, they’re following the patients, on any of our 
BPCI patients, we receives the care plans that the SNF has set up with them, anticipated length of stay, 
for example, on some of the SNFs we are working with their anticipated length of stay were just 
automatically -- it just went to 30, now there's discussions around that. Then also discussions with the 
SNF, what do they need? What do they need to run? What are their concerns about patients coming in 
and whether or not their medications can be covered? Again, it's those points of contact in the hospital 
that they need and vice versa when we need to call and follow up on a patient, a direct contact there 
because as you know, sometimes with other places, their staff turnover, and we're finding it's just so 
much better just having those open communication channels. 

Denise Addis: These are care coordinators, what I would call the case manager in the hospital or a nurse 
navigator that goes across always? 

Shawn Boice: She's a nursing care coordinator, what we call her with our BPCI Program, nursing care 
coordinator. Then yes. 

Denise Addis: She’s in the hospital then. 

Mina LeFevre: Hi, how are you? This is Mina from Atlantic Health, when we started in 2016, we worked 
with our facilities and we signed post-acute provider affiliate agreements with 19 providers across our 
four different hospitals for the different regions. We also utilized Milliman Care Guidelines to help us 
formulate our estimated length of stay for both our elective total joints and our fracture patients. For 
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DRG 469 and 470, we tried to work with our providers to try to promote an anticipated length of stay of 
five to seven days for our elective total joints and anywhere between 14 to 21 for our CJR fracture 
patient, who have had hemiarthroplasties. 

We also continue to work very hard on building relationships with our post-acute providers and reach 
out to them three times a week; we have them send us updates on the patient within 24 hours of the 
patient being discharged from the acute care hospital. We send that notification to the post-acute 
provider, we also copy our home care team on there as well and our liaison at the post-acute facility to 
ensure that we have that transition of care, should they have any issues or barriers to discharge. 

Laura Maynard: That's great. Thank you. Others can jump into the conversation, ask follow up question 
or share how you approach this at your hospital. Great discussions happening, both on phone, but also 
in chat, we've had some good discussion around length of stay at your post-acute care facilities as well. 
Is anyone approaching this differently -- is anybody sharing something different with your post-acute 
care providers or developing your relationships with them in a way other than what's been mentioned 
so far? 

I'm not hearing anybody doing it any differently and I did see a question come through. I'm going to 
pose this one just out to everyone about the SNF average length of stay. I know that this was answered 
in chat that I believe was Denise answered in chat; but I was wondering if others could talk a little bit 
about how has your length of stay for your SNFs partners -- how has that shifted since you started 
developing relationships with them? Anybody else got good results on that? 

Mina LeFevre: Hi, this is Mina, again, from Atlantic. For our 19 post-acute providers, our length of stay 
has decreased dramatically and they've worked very well with us. We face challenges when our patients 
live outside of our catchment area and they live in a different state or in a different territory or if they go 
to facilities who are not as agreeable to work with us, in regard to care coordination. 

Laura Maynard: Thank you. Others have a comment or thought? Noticing in chat, in regard to 
communication and conversation or comment about having read access to electronic medical record. 
That's something that's helpful with communication with your PAC providers. 

Siobhan Blancaflor: At Hartford Healthcare, we have found our post-acute care partners just specifically 
with the skilled nursing -- they all have read access to EPIC for us and they found it extremely helpful. 
We're continuing to make changes to better understand patients and their risk scores associated with 
those. We're excited for that work coming down the pike as well. 

Laura Maynard: Great sounds like several are starting that and that it's beginning to be promising for 
enhancing communication. All right. Other comments about -- we did have a question coming in about 
SNF length of stay and question about how that aligns with the episode. Someone wants to answer that 
one in chat. Really appreciate that. 

Lisa Tshonas: Hi. Yeah. Hi, Galen, unfortunately, that's going to work out to 32 days of SNF days. The 
entire-you're accountable for the entire episode for that 90 days. If you had a SNF stay of 12 days and 
then an additional 20, then you’ll have a total -- the total -- that would be 32 days and not 16. 
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Siobhan Blancaflor: Jessalyn asked about our 90 day readmission rates. Unfortunately, because our data 
is so lagged and we implemented these site visits and these report cards this year, we likely won't see 
the results on our visits until next year's data and again, with a three month lag, it's difficult to see, but 
we are noticing with our huddles and our readmission meetings with all of our bundles that the hospital 
impatient staff is seeing a better relationship with the skilled nursing facilities and a better two way 
communication. We're hoping that the data will confirm what we're seeing. 

Laura Maynard: Right. Thank you. I appreciate all of this great sharing and all of the good Q&A, continue 
chatting with each other in that chat box. I'm going to need to move on along, so that we can share a 
couple of other tidbits of information with you, but continue that conversation in chat. We want to 
launch another poll. We're going to ask you about sharing data with physicians. Do you share your data 
with your physician? Yes, no, or I don't know. 

This is the topic we're going to talk about in January. We're looking to get a feel for the group, in terms 
of, how many of you are currently sharing data with your physicians and we'll be able to have a 
conversation about how you do that and what benefits you get from that? We’ll do that conversation in 
January, but this just gives us a sense of where you are with it. While you're clicking that poll, continue 
to type on into the chat and share. All right. We'll go ahead and close out that poll then and show the 
results. Again, the vast majority are sharing with your physicians, a few are not, but most are. That 
should be a very robust conversation we can have in January on that topic. We’ll shift back to our slides. 
We've got a couple of questions that we want to pose to you and have you answer in chat. 

The first one is, questions you might have for your peers related to using data to engage physicians. If 
you could ask this group of experts here on this call, all the folks that are doing similar work to what 
you're doing, if you're going to ask them something about using data to engage their physicians, what 
would you ask? Go ahead and type that into chat, keep on typing in those questions, also want you to be 
thinking about something you may have identified today that you're going to continue to work on over 
the next couple of months. Before we get to this discussion about using your data to engage your 
physicians, so be thinking about what information you've heard today that you're going to use, be typing 
into chat questions you have for one another related to sharing data with your physicians. 

I want to remind you of the notice that CMS, its employees, agents and staff assume no responsibility 
for errors or omissions and the content of the webinar, and makes no guarantees of completeness, 
accuracy or reliability for the data contained or not contained herein. CMS shall not be held liable for 
any use of the information described or contained here and assumes no responsibility for your use of 
the information. CMS does not endorse any strategies, tactics or vendors referred to in this webinar and 
the views and opinions expressed are those of the participants and don't represent official policy or 
position of CMS. 

We love to have you sharing as participants, your opinions, your views, your resources and your 
approaches to this. We just always need to remind you that these are not official CMS policies or 
positions. This is peer to peer sharing. 

Some announcements and reminders, and this is important, how to operate on CJR Connect. There are 
so many great resources, some of which we've referenced right here in this session. Some of these are 
going to be related to the topic; we're hoping that our folks from Hartford Health will be able to share 
that SNFs checklist, we're hoping that they'll be able to get clearance to share that on Connect, so that 
you can pull that down, multiple resources. 
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To get a Connect account, you go to that link, that’s in the third bullet, you download these slides, and 
you can go to that link and get an account, if you don't have one. Click new user, click here, that'll get 
you an account. In these slides that you can download from the Event Resources pod, and also in the 
Event Resources pod is a document called tips and tricks for posting to Connect. Here's your step by step 
process for how to do that. Once you have your account and you log on to Connect, you can go to the 
groups tab in that top bar, its got a red rectangle around it in this slide, click there, and then search for 
this group, the Data Affinity Group. When that comes up, it'll be just like step three on this slide, you'll 
know you're in the Data Affinity Group, when you see that little graphic of someone running up that 
trend line, you'll see that, you can type into the box beside it, your comment, your question for the 
group, hit share, and it will go out to everybody. We've also got some step by step instructions for you 
on how to post your resources to Connect, so that you'll know how to find them there and that you'll be 
able to share things that others can really learn from. 

Same thing once you're in the group, click on file there at the top, it's up on the chatter tab. Then you 
click over on upload a file from your computer. Click browse to select the file and share to put the file on 
there. You put a little name of what type of file it is. It can be our skilled nursing facility checklist, that’s 
all good; type of description you need. Click share and it goes up there. These steps are outlined on the 
slide. They're also outlined in tips and tricks for posting to connect, which is available for download in 
that Event Resources’ pod. 

We do want to remind you that there will be no webinars in December. We're going to take a break in 
December from our CJR Learning System webinars. That's the next session-- the next session of this 
Affinity Group is going to be on January 29. Also want to remind you that the post-event survey will pop 
up now, if you have your pop up blockers enabled, you may need to disable them to be able to get that 
survey. We’ll also send it out by email. We appreciate you filling that out, so that we can use that 
information to help improve our sessions going forward. 

I really want to take a second to thank our peer leaders. To thank Lisa and Siobhan for also presenting. 
Thanks all of you for participating, typing into chat, coming off mute and speaking up and having some 
dialogues. We will look forward to doing even more of that in future. We thank you for your time and 
attention. We hope that you'll download resources and go to CJR Connect, continue talking with one 
another. We will at this point end our current session. Thank you very much. 
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