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Introduction to Adobe Connect (Cont.)

Chat (Eweryone)

* Use the Chat pod to submit any
guestions or comments

Please use “@” if your
question/comment is directed
to a specific presenter

Submit your question/comment
by clicking the chat bubble icon
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Poll Question 1

Did you attend Part 2 of the Patient Journey Series, “Strategies for
Engaging CJR Beneficiaries and Their Families Throughout the
Episode”? [select one option]

— Yes

— No, but my colleague(s) did

— No, no one from my organization attended
— |l don’t remember

*Reminders:

To answer the poll, select the answer that best represents your hospital in the
Poll pod.

You do not need to click anything after selecting your answer to record your
response.
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Atlantic Health System

Atlantic Health System, headquartered in Morristown, New Jersey and one of the leading non-
profit health care systems in the state, is creating a Trusted Network of Caring™. Our promise to
our communities is that anyone who enters our system will receive the right care, at the right
guality, at the right time, at the right place and at the right cost.
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Atlantic Health System additionally includes Atlantic Rehabilitation, Atlantic Home Care and
Hospice, more than 600 community-based health care providers who are affiliated with us through
Atlantic Medical Group. We are also part of Atlantic Accountable Care Organization, one of the
largest ACOs in the nation, and are a member of AllSpire Health Partners.

ATLANTIC HEALTH SYSTEM

Only 2 of the 84 CJR surgeons completing less than 3% of
the CJR cases are employed physicians, the remainder “
are independent physicians
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Care Navigation Work Group and
Atlantic Health System CJR Goals

* Follows High Risk Patients across health system

Ce n t ra I » Develops/Maintains relationships with Post Acute
Network especially with LOS

N aVi ga tO r ( 1 ) » Tracks/Evaluates patient trends

S' t * Follow Low Risk Patients at specific site
I e » Support Central Navigator
* Develops and provides educational material to

Navigators (4) [t

Year 1 Goals

Decrease LOS for
Increase discharge patients going to post-
disposition to home acute care facility
(SNF or IRF)

ATLANTIC HEALTH SYSTEM




Risk Assessment and Prediction Tool (RAPT)
| | |

1. What is your age £H65 years | =2
i . group? 76 years | =
Clinical Orthopaedics grp 6676 years | -1

Clin Orthop Relat Res {2015) 473:597-601 and Related Research et el I
DOT 10. 1007/s11999-014-3851-2 "W Prhcaion of The fzzoc Bon o1 3ar 2ed ok lergemar= 2. Gandar? ; h"ﬂjl-: -z
MG | -

SYMPOSIUM: 2014 HIP SOCIETY PROCEEDINGS 3. How far on Tan blocks or mons [+/-mest] | =2
IVERgE CAN Yo 1-2 blocks {+/~mest) | =
walk? Housebound {most of time) | =0
(2 block i 200
Does the Risk Assessment and Prediction Tool Predict Discharge e

: s g p . Which gait aid None | =2
Disposition After Joint Replacement? 3.:,'»;:, usa? (mare Single-point stk | -

citon than nof) Crutchesframe | =0

Viktor J. Hansen MD, Kirill Gromov MD, PhiD, 6. Da you usa Maore or one per sk | -
Lauren M. Lebrun MHA, Harry E. Rubash M, EE“‘":"[‘- Two or miom per wesk | =l
Henrik Malchau MD, PhD, Andrew A. Freiberg MD o hp, maals
on wheals, district
nursing)
l.l..'!:“ youl free "r';
. TN SmEsTine il |
= Developed by Dr. Leonie Oldmeadow at the who can care for

o e your
operation?

Alfred Hospital in Victoria in 2001 to predict | |
the discharge destination of patients o

) . . Koy: Destination at discharge from acute
undergoing elective hip and knee care predicted by score. B
arthroplasty Surgery scores <6 — extendad inpatient rehabiltation

Score 8-9 — additional intervention to
discharge directly home
ie.g. Rehabilitation in the Home)

Score -8 — diractly home.

Predictions based on objective factors
provide confidence in decision making
regarding discharge for patients and staff

ATLANTIC HEALTH SYSTEM
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Risk Assessment and Prediction Tool (RAPT) Continued

.nﬁc L Measures Risk factors that can
RISK ASSESSMENT AND interfere with discharge to home

Health System
PREDICTION TOOL (RAPT)

.
To be completed by the patients undergolng elective Hip or Knee replacement surgery prior to discussion with your / \g e g ro u p
orthopedic surgeon or attending Pre-admission Clinic

Patient Name: DOB:

Surgeon: Gender

Insurance: Date of Surgery:

How far on average can patient

Check only 1 box for
each question

1. What i3 your age group? [ 50-65 years a m b u I ate

[ 66-75 years
O greater than 75 years

2. Gender? O Male
[ Female

3. How far on average can [ Two biocks or more (+/-rest) G a It a I d u S ed

you walk? [ 1-2 blocks (+-rest)
{a block is 200 meters! [ Housebound {most of time)
600 feet)

4. Which gait aid do you use? [ None
{more often than not) [ Single-point cane
O Crutches/walker

Community supports utilization
(i.e. Home Help, Meals on
Wheels)

5. Do you use community supports? [ None or one per week
(home help, meals on wheels, O Two or more per wesek
Visiting nurse)

LLfLLp

6. Wil you live with somecne who can | [ Yes
cara for you after your operation? O No

L&

Caregiver after surgery

Patient Signature:: Date:

ATLANTIC HEALTH SYSTEM

lioh developed fom Ausiralian Hoalth Service Alliance Brachure




ATLANTIC HEALTH SYSTEM

Initial Stratification of CJR Patients with RAPT Tool

e Increased likelihood of * Intervention to
discharge to PAC discharge directly home

e High Risk tracked by e High Risk tracked by
Central Navigator Central Navigator

e Increased likelihood
discharge directly home

* Low Risk tracked by Site
Navigator

Distribution of RAPT scores
Morristown. April - July 2016

w
'l

29

N [
o (]
1 1

Frequency
[y
v

8
RAPT SCORE

Sources: Epic (RAPT) and HPM (DC Disposition), as of 8/22/2016

Mean 7.936
StDev 2.003
N 125

Average RAPT score = 7.9; median = 8.0
Range 2-11
23 (18.4%) with RAPT <6




ATLANTIC HEALTH SYSTEM

Why is Discharge Disposition to Home for Elective
Patients Important?

Increase
Discharge
Disposition of
Home

Decrease Decrease
Improve Quality Likelihood of Readmission
Complications Rate

Decrease
Resource Use

CJR 90-day Readmission Rate for episode dates: 2012, 2013, 2014, 4/1/16-9/30/16

Elective Episodes with 2 or fewer " chronic
All Ellective Episodes (4067 episodes) conditions" (3391 episodes)
Discharge to Discharge to Discharge to Discharge to
Total Home Facility Total Home Facility
Readmission  Readmission  Readmission | Readmission  Readmission  Readmission
Row Labels Rate Rate Rate Rate Rate Rate
DRG 469 w/o fracture 15.7% 0.0% 16.0% 5.3% 0.0% 5.9%
DRG 470 w/o fracture 7.6% 4.2% 9.8% 5.2% 3.6% 6.5%
Grand Total 7.7% 4.2% 12.1% 5.2% 3.6% 6.5%

4




Changes in High vs Low Risk Stratification

Distribution of RAPT Scores of patients discharged directly home
MMC

* Tracked by Central o
Navigator 1004 ' Mean 8494

StDev 1854

* RAPT Score <=6 | N 389

* Patient Discharged to PA(‘Z/

Frequency

~N

* Tracked by Site Navigator |
* RAPT Score 7-9 AU EREIEE

J

Distribution of RAPT Scores of patients transferred to a facility
MMC

6.4
N\ : Mean 6411
StDew 2227

1
i N 107

* Tracked by Site Navigator
* RAPT >9

.

ATLANTIC HEALTH SYSTEM
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RAPT Limitations

Does not account for Risk factors such as*:

- ™~

Diabetes

i

Neurocognitive,
psychological, and Smoking
behavioral issues

Cardiovascular
Disease

2. Currently a manual paper collection process**:

SYSTEM

*Currently evaluating a tool for readmissions that will look at

these risk factors

** In beta development with a software company to streamline u
our Care Navigation Process

ATLANTIC HEALTH




ATLANTIC HEALTH SYSTEM

RAPT- Summary and Conclusion

= Recommended use at MD office
« MD'’s incentivized through gainsharing to use tool to identify
and address discharge issues or concerns with patients
 MD submissions of RAPT increased 87% from April to
December
= |dentifies intermediate-risk patients (RAPT 7-10) and could be
used to implement targeted interventions to facilitate discharge
home in this group of patients

* EX: No caregiver

Year 1 Goals and Successes

Increase discharge Decrease LOS for
disposition to home patients going to post-

117% increase in acute care facility

patients going home 52% decrease in LOS



ATLANTIC HEALTH SYSTEM

Questions?

Thank you for listening!

Steven A. Maser, MD
Jim Smith, MBA
Mina Le Fevre, RN, MS, ONC
Lauren Johnson




Questions

e Use the Chat pod to submit any questions

* Please use “@” if question is directed to a
specific presenter

M Comprehensive Care for
C S Joint Replacement Model

CENTER FOR MEDICARE & MEDICAID INNOVATION



Poll Question 2

What type of risk stratification does your hospital use? [select one
option]

 RAPT

* Homegrown tool

* Proprietary tool purchased from vendor
* | don’t know

*Reminders:

* To answer the poll, select the answer that best represents your hospital in the
Poll pod.

You do not need to click anything after selecting your answer to record your
response.

M Comprehensive Care for
C S Joint Replacement Model

CENTER FOR MEDICARE & MEDICAID INNOVATION
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Duke Health System

Risk Stratification

m DukeHealth




Duke University Hospital

Located in Durham, NC
957 licensed beds

Main campus (3 million square feet):
— Duke North Inpatient Bed Tower
Duke Cancer Center
Duke Medicine Pavilion
Duke Hospital Based Clinics
Eye Center
Children’s Health Center

Off Campus
— Ambulatory Surgery Center
— Adult Bone Marrow Transplant
— 25 primary and specialty care
clinics




Duke Regional Hospital

Located in Durham, NC
369 licensed beds including
— 18-bed level Il Special Care Nursery
— 23-bed Psychiatry Unit
— Duke Rehabilitation Institute
Davis Ambulatory Surgical Center
Health Services Center

Watts School of Nursing




Y2016 Statistics Duke Health System

Keystatistis | _DUH | DRH _

Adult Inpatient Discharges 41,562 15,792
Average Daily Census 809 234
Emergency Department Visits 74,914 63,222

Ambulatory Visits 1,119,151 123,234

OR Cases 39,781 13,799
Staff 7,690 1,696
Credentialed Physicians 1,690 738

GME (Graduate Medical Education) 981 Shared with DUH
Learners

m DukeHealth




David E. Attarian, MD, FACS, FAOA

Chief Medical Officer, Duke Private Diagnostic Clinic
Professor and Executive Vice Chair, Orthopaedic Surgery
Medical Director, Duke University Hospital Based Clinics

Solomon Aronson MD, MBA, FACC, FCCP, FAHA,
FASE

Professor, Duke University School of Medicine

Executive Vice Chair, Dept. of Anesthesiology, Duke University Health System
Vice Chair and Director Business Development, Duke Private Diagnostic Clinic
Board of Managers, Duke Connective Care

m DukeHealth




istory of Risk Assessment Stratification and Optimization at Q]“l
Juke Health System

Blood Conservation Center 2005
Transforming Our Future and Care Redesign started January 2013

In 2014 as part of a 16 week care redesign process,

Orthopaedic physicians, nurses and clinical staff

members evaluated how to improve outcomes and standardize care
for knee and hip replacement patients across Duke University
Health System.

Throughout the design phase, the work team identified best
practices and developed a "playbook” that, once

implemented, positions them to continue providing quality care at a
lower cost. The Transforming Our Future care redesign work also
reduce care variations, simplify order sets, and reduce implant costs
for this patient population.

m DukeHealth




JR - Risk Stratification Guidelines for Elective Primary Total Knee, Ql]]]
: Ankle Replacements

Duke Health System (Exclusion Criteria for elective surgery)

BMI >40,0r<18.5

Smokers not actively engaged with smoking cessation program
HgA1C > 7.5%

Albumin < 3

Anemia - Hgb < 11

Thrombocytopenia- platelets < 50k

ESRD on Hemodialysis

Coronary stenting with or without AMI within the past 9 months
Stroke or TIA within previous 9 months

Any active infections; any open wounds on lower extremity posted for
surgery

Uncontrolled hypo-hyper thyroid/ hyperparathyroidism

COPD on oxygen

Chronic high dose narcotic use (>60 MSO4 equiv/d or addiction)

m DukeHealth



reoperative Risk

Collaborative Collaborative
Decision making — Behavioral change

Preoperative Risk

N

MODIFIABLE

INATE ACQUIRED LIFESTYLE
Age Anemia Alcohol
Gender Diabetes Smoking
Genetics Chronic pain Nutrition
Heart disease Activity

m DukeHealth



POET for Peri-Operative Enhancement Team, is currently targeting patients
with diabetes, anemia, malnourishment, complex pain syndromes and poor
exercise tolerance was launched at Duke in 2012.

POET has grown in scope and scale with support from other institutional
key stakeholders, including general surgery, orthopedic surgery,
gynecologic surgery, CT surgery, neurosurgery, neurology,

hematology, endocrinology, gerontology, hospital medicine,

hospital pharmacy and hospital administration.

The POET philosophy is to transition from teams of well-intended
independent experts to a well coordinated team of experts to meet the
challenges of population health and to contribute to better individual’s
health in the perioperative ecosystem

m DukeHealth




POET FORMULA

Generative discussion
Vision

Content expertise
Project management
Business plan

Business model
Implementation Strategy
Operations / Execution
Maestro / IT integration
Tactical organization
Data mart

Best practice research
Process / Quality education

POET - Perioperative Enhancement Team




Perioperative Risk Evaluation and Optimization (PREOp)
programs at Duke

Anemia - preoperative anemia clinic

Poor glycemic control — preoperative diabetes clinic
Malnourishment — preoperative nutrition optimization clinic.
Complex pain syndromes - periop chronic pain management center
Elderly, frail- periop optimization of senior health clinic
Anticoagulation management clinic

Obesity - weight reduction regimen/counseling

Smoking - cessation regimen/counseling

Fitness— preop functional readiness / prehab clinic — under development

Mental health disorders - Mental health perioperative redesign — under
development

33 m DukeHealth



Anemia is most frequent
predictor of periop transfusion

No HF, No CKD, No Anemia |
N =1.1 millicn
[5% Medicare sample, 1996-1597)

Anemia Only |
CKD Only |

HF Only |

CKD, Anemia |
HF, Anemia |
HF,CKD |

HF, CKD, Anemia

1.9
| 2.05
| 2.86

e

2 3 4 5 &
Relative Risk of 2-Year Mortality

Anemia predicts Transfusion

Anemia a Multiplier of Mortality

m DukeHealth




Preop Anemia Treatment Algorithm

Hb <11 g/dL for primary lones
replacement, Hb < 11.5 for knew
rievisisn or primany hip replacement,
{Hb{ 12 gfdl for hip revision?

T
Wi

Mo treatment nesded |

Evaluathon e

DECESSIry -

Tharough H & P loocking for Evidence of: et

source of anemia. Lab dota: 1) existing oncologic or hematobogic disease, ™ = hw.n;ra. mf,
CBC, iron studics, BLZS 2] sewere wnexplained anemia (hb < B), or R

folate, serum creaitine/ GFR anemida with decrease in multiple o oncology

limas?

MNa

L
Ferritin < 100 pgfL Fermtin > 100 ugfL E
and/or TSAT < 200 andfor TSAT > 20% Serurm creatinine/GFR I

Mo Normal? ——

vy S .

b

oo defickeny. Chiroanic kidmey
Referral to POP or desease
gastroenterologist

Nommer
mabignancy |form o
|

o
IE1teEr ta POP) onsider referrad to

\ e phrolog s k4

-___._u.
{’ Falic acid andfor
mitamin BL2 therapy

B12 andfor folc acid

¥
Ircn therapy:

1) Owral won in divided dosas

(i) N iron if intolerance to oral iron, GI uptake F————No response —————

problems/{hepcidin] or chronic inflammatony disease,

post gastric bypass, or <21 days before surgery ¢

Consider anemida of I.tmuder hermolysis or blooed loss source’
chrsnic disease ' and refer to hematology and/or PCP
-

Erythropodisis-stimulating agent therapy
il non-candiac, non-vascular Surgery.
Concomitant IV iron therapry.

m DukeHealth




Workflow Mapping

Laboratory studies ordered by
suUrgesn or surgeon’s P& using Epic
order set (CBC, ferritin, irom, iron
saturation, TIBC, reticulocyte
count, B12, folate, creatinine].
Crder set includes an "anemia-
NOSY diagnosis code and a text
page to 4422 fime Grimsley [CBC)

Patient offered
eets criteria fo “placeholder” surgical
Hemocuwe test anemia treatrment date no eadier than &
completed by nurse based on hemoglobin, weeks out by surgical
in Orthe clinic gender and type of scheduler; Pre-fAnesthesia
= Testing inic
appointment made

Patient sent for samwe-
day Blaod draw/
laboratory evaluation
for anemia (Page Road
ar DUH PAT dinic)

Decision made by
patient and surgeon
to schedule knes ar

hip arthroplasty

ke Medicine Plazga Page Rd |

fi?l.'ﬂ Creekstone Dr Discussion between patient and surgeon
re= Parking On site L i
E about 1) importance of anemia Sun -
Faaels wree o . geon’s scheduler schedules
f n_Lh -'ed&:r Building e management evern if it may delay surgery date {or uses previoushy
280 rank Ba _s_su'.l Dr at discretion and surgery, referral to PCP and Z) scheduled “placeholder” date}
ree Parking On site convenience of patient introduction of pre-op anemia mgmt and appointmeant in Pre-
and surgean programfwhat to expect 3) distribution Anesthesia Testing Clinic (unless
of educational package to patient using "placeholder” date)

+

I

Finch Yeager)

Orthopedic Clinics (Page Road and

Laboratory studies results 2
back/interpreted, patient 2 suilding L Flaor dawn
contacted via phone call to Free Parking Or site atient undergoes standar
prepare for treatment, Finch ¥ pre-operative assessment in
request for infusion center t Pre-Anesthesia Testing Clinic
appointment by Airme ] ve Parking garags within 30 days of surgery
Grimsley, 35 pe

Pre-Anesthesia

Testing Clinic (Page
Road and DUH)

il

b

Reqguest of patient approval Patient evaluated in Anemia Clinic

and insurance information. (2D0); type of infusion determined, ! _

Patient scheduled for Anemia Infusion Center (2A) templated 4 3 Patient begins First post-infusion Continued Infusion Center

Climic wisit AMD first Infusion therapy plan filled out (with CC te i infusion therapy in assessment by Aime therapy arranged by Aime
Center appointment by staff surgean), and future infusion Infusion Center (24) Grimsley™® Grimsley™®*

aszsistant [bentative arder for appointments made by Aime +

4 weekly epa + iron infusions) Grimsley Juke Clinic 24
30 Duke Medicine Circle Follow-up on patient

referral to PCP for
anemia diagnose

Center

1an

Duke Clindc 20

30 Duke Medicine Circl eferral to Heme O
Duke Medicine Parki rage by Airne Grimshey,
G5 peer wisit Ran Olson +

d Infus

Inic an

Communication 1o
Communication to surgeon’s scheduler
surgean by Aime about any change in
Grimsley,/Ron Olson earliest surgical date
by Aime Grimsley™

Anemia Cl




Anemia Clinic Outcomes

Characteristics Pre-op Anemia Clinic Control
Age 64.5 + 8.9 61+ 11
Sex
Male 7.14% 33.33%
Female 92.86% 66.67%
Preop Hemoglobin® 109 £ 0.87 10.3+1.0
Procedure
Primary Hip 14.29% 33.33%
Primary Knee 57.14% 23.81%
Revision Hip 14.29% 23.81%
Revision Knee 14.29% 19.05%

EBL 283 + 374 364 £ 265 p= 049
Percent Receiving TXA 78.57% 3.33% p= 0.009

Change in Hg with PAC
Percent Transfused 14.29% 66.67%yp = 0.002 treatment I

I

Pre-




Differences in A1c

Clarity needed

Service

B loint
M Spine

W Surgical Onc

m DukeHealth



Poor nutritional status predicts outcome

Length of stay (days)

Preoperative albumin (g L)

J Parenter Enteral Nutr. 2013; 37:99S-105S
J Hum Nutr Diet 2010; 23:393-401

39



Nutrition workflow

« Screen for malnutrition with a Step 1

BMI Score

Step 2

Weight loss score

Step 3

Intake score (Modified)

modified malnutrition universal
screening tool (MUST) BMI <18.5

(<20 if age >65)

 |f score >1 - referred to dietician

Unplanned weight
loss > 10% in past
6 months

Eating < 50% of your
normal diet in
preceding week?

Nutrition history
24 hour recall
Provide/explain food journal

Nutrition-focused physical
assessment

Education as appropriate
Instructions for PO intake at home

Supplement/EN recommendation (if
needed)




Smoking cessation improves surgical outcomes

120 arthroplasty pts
(hip/knee)

Randomized

(6-8 wks before surgery)
w Smoker

Intervention v control
W Non-smoker

Mollor Lancet 2002 1114-7 ,
Any Wound  Cardiac

Complication




Patient #1 Patient #2 Patient #3

. Anemia Anemia Anemia
™y

Diabetes Diabetes : Diabetes

Nutrition Nutrition Nutrition
Pain Pain Pain

Prehab Prehab Prehab
v Anemia

v" Poor Glycemic control
‘/ MalnouriShment Coagulation Coagulation Coagulation
v Complex Pain | osa osA Sk
v Poor exercise tolerance

v' Elderly, complex medical, frail Average increase cost per surgical

High Cost of Complications complication is $11,626
Acute Renal Failure 08 359

' 60
Acute Respiratory Failure % $
Blood Sugar Uncontrolled $11,797 5 $50

Cognition Cognition Cognition

Cardiac Arrest 5,07 g $40

o
=
=

[92] o

2

6,6 = $30
Pneumonia $22,097 $20
Sepsis 38,97¢ $10 -
Unplanned Intubation $U ' I I l
Ventilator > 48 hours 297 6 Infection Cardiovascular Respiratory Thromboembolic

m DukeHealth
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Perioperative Medicine Coordination Team

r_

PREOp Clinic|—> PA

Inpatient Care
Home Health PT Unit

Skilled Nursing Facility

m DukeHealth STEP DO




peakers (Cont.)

Thorsten M. Seyler, M.D. Ph.D.

Assistant Professor, Division of Adult Reconstruction
Department of Orthopaedic Surgery

CJR Program Managers:
Joyce A. Kight, R.N., MSN - Duke University Hospital
Deborah D. VUO|O, BSN, RN - Duke Regional Hospital




RAPT tool — Dr. Seyler

| \Value|Score

What is your age 50-65 years =2
group 75. ears =1
- >75 years =0
Male =2 . .
“ Female =1 Scores < 6 In patient

How far on Two blocks or more =2 rehabilitation at a skilled

average can you 1-2 blocks =1

walk? Household (most of the time) =0 nu I’SI ng faC| I |ty (SN F)

Which gait aid do None =2

you use, more Single-point (cane, walking stick) =1 SCOFES 6'9 Home Health
often than not? Walker =0 phyS|Ca| thera py

Do you use None or one per week =1

community Two or more per week =0 Scores greater than 9

support (home

T discharge directly home with
nealth aides, outpatient PT, if a TKA

meals on wheels)
Will you live with
someone who can
care for you after
your operation?
Score (out of 12)




CJR Case Managers

- using the PROMIS surveys along with review of the
clinical record and patient interview to assist and guide
with discharge planning prior to surgery.




FY2016 Total Joint Statistics

All Total Joint patients 1,020 1,105
CJR volume 574 589
Average LOS 2.72 2.74

Discharges to home 49.86% 7.81%

Discharges to SNF 30.66% 32.56%
Readmission rate 2.91% 4.16%




Discussion

e Use the Chat pod to submit any questions

* Please use “@” if question is directed to a
specific presenter

M Comprehensive Care for
C S Joint Replacement Model

CENTER FOR MEDICARE & MEDICAID INNOVATION
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Updates & Next Steps




Patient Engagement Affinity Group

Would you be interested in participating in an affinity
group to discuss and share more about strategies to
identify CJR patients, engage patients and their families
throughout CJR episodes, and use risk stratification to
achieve better outcomes for patients?

M Comprehensive Care for
C S Joint Replacement Model
CENTER FOR MEGIRARE & MEDICAID INNOVATIGN



Care Coordination and Management Series

Registration Coming Soon for Part One of the Series:
Developing Community Partnerships
Thursday, March 9, 2017, 2:00-3:00 PM EST

Ensuring the most effective and appropriate care for patients throughout the
entire CJR episode of care requires communication and collaboration with
post-acute care providers and community supports and services. In the first
webinar of the Care Coordination and Management Series, we will discuss
strategies for building stronger community partnerships. Future webinars will
focus on discharge planning and the effective use of care navigators and will

occur in April and May 2017, respectively.
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Continue Discussion on CJR Connect

 Join the Discussion!

o Engage with your peers on CJR Connect by liking and commenting
on their posts

If you would like to ask a question of your peers or today’s speakers:
o Go to the Groups tab of CJR Connect
o Click on the group “CIR All”
o Post your question in the group

To request a CJR Connect account, go to:
https://app.innovation.cms.gov/CJRConnect/CommunityLogin and
click “New User? Click Here.”
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New CJR Connect Chatter Group for
Small Hospitals

 The CJR Learning System team has created a new CJR Connect
Chatter group called “Small Hospitals.” This Chatter group is for
individuals who are interested in learning about and/or sharing
CJR implementation strategies and challenges that are unique to
small hospitals. If you are a CJR Connect user associated with a
small hospital, you have already been placed into this group. To
access the group’s Chatter page:

— Log on to CJR Connect

— Go to the Groups tab

— Click “Small Hospitals”

— Post your question or comment in the group
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New CJR Connect Chatter Group for
Small Hospitals (Cont.)

If you are interested in participating in this group, but do not have
access to CJR Connect, please go to CJR Connect and click “New User”
to request access. Then, follow these directions to gain access to the

group:
— Log on to CJR Connect

— Go to the Groups tab

— Click the “Ask to Join” button to the right of the group titled “Small
Hospitals.” Your group status will then change to “Requested”

& Ask to Join Requested

* Once your request has been processed, you will receive an email
notification of your access to the group

M Comprehensive Care for
C S Joint Replacement Model

CENTER FOR MEDICARE & MEDICAID INNOVATION


https://app.innovation.cms.gov/CJRConnect

Next Steps

e Send any questions to CJRSupport@cms.hhs.gov

* Please take a few minutes to respond to the
Post-Event Survey
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