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Meeting Purpose

partners across the network to help achieve the
National Quality Strategy and its goals of better
care, smarter spending, and healthier people. To
learn more, visit www.hsag.com.

Person and Family Engagement Initiatives was
the topic of a symposium sponsored by Health
Services Advisory Group (HSAG) and Livanta, the
two Quality Improvement Organizations (QIOs)
for California. The symposium was held the
morning of March 28 at the Centers for Medicare
& Medicaid Services (CMS) Regional Office San
Francisco, California.

Livanta LLC is the CMS’s designated BFCC-QIO
for the Northeastern U.S. and Caribbean region,
known as CMS Area 1: Connecticut, Maine,
Massachusetts, New Hampshire, New Jersey,
New York, Pennsylvania, Puerto Rico, Rhode
Island, Vermont, and the U.S. Virgin Islands and
the Western U.S. and Pacific Territories region,
known as Area 5: Alaska, Arizona, California,
Hawaii, Idaho, Nevada, Oregon, Washington,
American Samoa, Guam, and Northern Mariana
Islands.

The event highlighted the Medicare funded
projects that the two organizations are currently
undertaking in California, including efforts to
provide extra support services to seniors recently
discharged from acute care hospitals and to
improve patient management communications
and outcomes among health care providers
across the care continuum.

Medicare beneficiaries (or their family members/
care givers) who receive health care services
in CMS Area 1 and Area 5 can contact their
BFCC-QIO, Livanta, and ask them to:

Livanta’s Beneficiary and Family Centered Care
(BFCC) Quality Improvement Organization (QIO)
contracts, Centers for Medicare & Medicaid
Services (CMS) Area 1 and Area 5, focus on
reviewing discharge appeals and quality of care
complaints lodged by Medicare beneficiaries and
their families.
HSAG’s Quality Innovation Network (QIN)-QIO,
contract centers primarily on working with
providers to improve clinical care processes and
outcomes.
The keynote speaker for the Symposium was Ms.
Shane Illies, associate regional administrator,
CMS Seattle Regional Office.

•

Appeal a decision to discharge a
beneficiary from the hospital when there is
a concern that the discharge is happening
too soon;

•

Appeal a decision to end a course
of treatment, such as rehabilitation,
nursing home, home health, or hospice
care, when there is a concern that the
beneficiary still needs skilled care; and

•

File a complaint or concern about the
quality of health care a beneficiary
received in the past, or is undergoing now.

In addition to the efforts described above, Livanta
reviews Medicare beneficiary medical records to
verify that the coding is accurate, that the care
provided was medically necessary, and that
the care was delivered in the most appropriate
setting.

Symposium proceedings follow.

About HSAG and Livanta
The Quality Improvement Organization (QIO)
Program serves as the largest federal program
dedicated to improving health care quality at
the community level. The program focuses on
work with Medicare beneficiaries, caregivers,
health care providers, and stakeholder to support
the development of healthy people in healthy
communities, resulting in better care and lower
costs.

More detail about Livanta’s coding validation,
utilization review, and Emergency Medical
Treatment & Labor Act (EMTALA) review work
can be found in this report.
Livanta understands and respects Medicare
beneficiaries’ rights and concerns. Livanta is
dedicated to protecting Medicare beneficiaries by
reviewing appeals and quality of care complaints
in an effective and efficient patient-centered
manner. To learn more, visit www.livanta.com.

HSAG is the QIN-QIO for California, Arizona,
Florida, Ohio, and the U.S. Virgin Islands. HSAG
collaborates with health care providers, Medicare
beneficiaries and their families, and community
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AGENDA
AGENDA
8:30 a.m.

Registration Opens

9:00 a.m.

Introductions/Greetings
Anthony C. Wisniewski, Chairman, Livanta
Ashby Wolfe, MD, MPP, MPH, Chief Medical Officer, Region IX, CMS
Howard Pitluk, MD, MPH, FACS, Vice President Medical Affairs,
Chief Medical Officer, HSAG

Bay Area Quality
Improvement Symposium

9:10 a.m.

Overview of QIO Program
Lance Coss, Program Director, Livanta
Howard Pitluk, MD, MPH, FACS, Vice President Medical Affairs, Chief
Medical Officer, HSAG

Hosted by
Centers for Medicare & Medicaid
Services (CMS), Livanta, and Health
Services Advisory Group (HSAG)

9:20 a.m.

Livanta Initiatives
Lance Coss, Program Director, Livanta

9:35 a.m.

HSAG Initiatives
Jennifer Wieckowski, MSG, State Program Director, HSAG

March 28, 2018
9:00 AM – 12:00 PM
PDT

9:50 a.m.

Q&A for the QIOs

CMS Regional Office
San Francisco Federal
Building, 5th Floor
90 7th Street
San Francisco, CA 94103

10:00 a.m. Quality Improvement Panel: Discussion of Patient Navigation and Care
Transitions. What is working and what are the opportunities?
Anthony C. Wisniewski, Moderator
Panelists:
Steve Stein, MD, Medical Director, Livanta
Christina Dimas-Kahn, Program Manager, Health Insurance
Counseling and Advocacy Program (HICAP), San Mateo County
Richard Hackenberg, Board Member, Huntington's Disease Society of
America, Northern California Chapter
Libby Hoy, Founder/CEO, Patient & Family Centered Care Partners
Howard Pitluk, MD, MPH, FACS, Vice President Medical Affairs, Chief
Medical Officer, HSAG
Ashby Wolfe, MD, MPP, MPH, Chief Medical Officer, Region IX, CMS
11:00 a.m. Panel Summation
Anthony C. Wisniewski, Livanta
11:10 a.m. Break
11:20 a.m. CMS Presentation and Q&A
Shane Illies, Associate Regional Administrator, CMS Seattle
Regional Office, DQI
11:55 a.m. Final Remarks/Adjournment
Anthony C. Wisniewski, Livanta
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Proceedings

He thanked Dr. Pitluk and CMS staff for
participating in the program. He acknowledged
the support of California’s Congressional
delegations by introducing the following
attendees:

Introductions/Greetings
Anthony Wisniewski, Esq., Chairman of the
Board, Chief of Government and External Affairs,
Livanta LLC
Ashby Wolfe, MD, MPP, MPH, Chief Medical
Officer, Region IX, CMS
Howard Pitluk, MD, MPH, FACS, Vice President
Medical Affairs, Chief Medical Officer, HSAG
Mr. Wisniewski welcomed the attendees to the
QIO Symposium and he expressed appreciation
that Livanta and Quality Insights could discuss
their innovative programs with CMS and the
two organizations’ local Medicare stakeholders.
He was happy that Livanta and HSAG, the two
Medicare Quality Improvement Organizations
(QIOs) for California, could jointly host the
meeting. Mr. Wisniewski shared that Mr. Lance
Coss, program director, Livanta would discuss
its programs to reduce hospital readmissions,
as well as an innovative program known as the
Care Management Improvement Initiative (CMII).
Mr. Wisniewski indicated that he would discuss
some new initiatives and hoped to get input on
the needs of the participating stakeholder groups
as to how Livanta could increase its emphasis on
Beneficiary and Family Centered Care.

•

Mr. Miguel Guerrero, field representative,
from House Minority Leader Nancy
Pelosi’s office.

•

Ms. Angelica Alatore, constituent services
representative, Senator Kamala Harris’
office.

•

Mr. Tom Pyke, director of constituent
services, for Congresswoman Ro
Khanna’s office.

•

Mr. Jain Thapa, congressional aide, from
Congresswoman Barbara Lee’s office

Welcome!
He also noted that Senator Dianne Feinstein and
Senator Harris sent a warm letter applauding
CMS, HSAG, and Livanta for their efforts. Thank
you!
Dr. Wolfe spoke about leveraging expertise at
every level to transform the health care delivery
system into one that can deliver better health
outcomes while spending dollars more wisely.
CMS’s 2015 Quality Strategy includes a goal
to strengthen Person and Family Engagement.
Therefore, this meeting is of great interest to
CMS.

He also discussed the balance of the symposium,
which would include a presentation by Ms. Jennifer
Wieckowski from HSAG, a panel discussion
on quality improvement within the context of
Beneficiary and Family Centered Care, and a
keynote address by Ms. Shane Illies from CMS.

Dr. Pitluk offered a brief history of how the QIO
program came about. Medicare started with
President Lyndon Johnson in 1965. Professional
Standards Review Organizations (PSROs) were
created in 1972 to help if there was a concern
about the care being offered. The acronyms have
changed over the years: PSRO to Peer Review
Organization (PRO) to Quality Improvement
Organization (QIO) to coincide with the evolution
of the program. The QIO reflects more of what we
are doing now, that is, working with patients and
providers to improve the quality of care.

Mr. Wisniewski briefly introduced Livanta’s role
as the BFCC-QIO for CMS Area 1 (Northeastern
U.S. and the Caribbean) and Area 5 (Western
U.S., including California, and the Pacific
Territories). BFCC-QIOs review the concerns
of Medicare beneficiaries and their families and
handle discharge appeals and quality of care
complaints.

The latest evolution is the splitting of the QIO
program into the QIN-QIOs and BFCC-QIOs.
The QIN-QIOs are the champions of local level
result that effect significant change. Change
is affected as knowledge is passed between
providers, patients, and plans. The triple aim of
achieving better care for individuals, lower costs,
and improved health of communities is the goal

Mr. Wisniewski communicated that Livanta has
been proud to support the QIO Program for nearly
four years, during which time Livanta’s staff has
managed 267,097 quality of care complaints and
appeals for Medicare beneficiaries. Of these,
71,461 have been in California.
5

of the change toward which we are working.
Getting paid for doing the right things and not just
doing things. Put another way, quality payment
emphasizes value over volume where value
is defined as outcomes divided by cost. The
QIN-QIOs are working across the continuum of
care to ensure that communities of providers are
working together to provide excellent care.

long-term project – known as the Care
Management Improvement Initiative
(CMII) or Tier II of the Patient Navigation
Program. This program extends Livanta’s
support past the initial 30 days. For
patients who have a higher level of
disease severity, Livanta works with them
past the initial 30-day period – to support
the patients in managing their health
conditions and to ensure they understand
the services available to them..

Livanta Initiatives
Lance Coss, MS, MEd, CGC, BFCC-QIO
Program Director, Livanta
Mr. Coss discussed how Livanta has partnered
with HSAG for years. He stated that most people
see Livanta as providing quality assurance
versus the quality improvement on which
Quality Initiatives and other QIN-QIOs focus. He
discussed two Special Innovation Projects (SIPs)
which encompass Livanta’s Patient Navigation
Program, which focuses on patients with multiple
comorbidities, behavioral health issues, and
cognitive disorders and those patients that are at
risk, such as a risk of a fall:

In CMS Area 1, Livanta has focused
on acute care settings, i.e., hospitals.

•

In Area 5, Livanta has focused on
post-acute care settings.

For Area 1, Tier I efforts led to a drop
in 30-day hospital readmissions. The
rates dropped from 66.2% to 21.8%
for the targeted population.

•

Previously, 75% of Tier I patients
in non-acute care in Area 5 were
readmitted within 30 days. It is now
down to 13.3%.

Lessons Learned
Mr. Coss stated that after a year of these
initiatives, Livanta’s major lessons learned were:

1. Person and Family Engagement (started
Oct. 2016). Medicare beneficiaries who
are discharged before they feel they
are ready are three times as likely to be
readmitted to the same or a similar facility.
Livanta wants to reduce that outcome.
•

•

Patients get support throughout and after
the appeals process. Livanta’s model
uses social workers to engage Medicare
beneficiaries actively. Social workers call
within hours of the appeal filing, as part of
Livanta’s Patient Advocacy Program (Tier
I), and help Medicare beneficiaries and
their caregivers navigate the system, help
advocate for them for 30-40 days, and
help them transition to other care levels as
necessary.
2. A year into this program, CMS
acknowledged how well the program
was going and linked it in with another
6

•

This is the future. Patients love getting
assistance in helping them navigate
the health care system. The system is
complicated for those who know it and
even more complicated for people who do
not and are encountering changing issues
and barriers.

•

Measurements based on claims
data analysis can be challenging, as
data are only available for Medicare
Fee-for-Service beneficiaries, not for
those in Medicare Advantage (HMO)
plans. Livanta is supporting Medicare
Advantage patients, but does not have
a mechanism to measure the impact,
because the organization has no access
to these patients’ claims.

•

Determining the baseline to measure
Emergency Room (ER) readmissions is
difficult. This is not something that CMS
has measured before. Therefore, Livanta
will need to evaluate the data continuously
to ensure that the QIO is measuring the
number of times a patient with whom
Livanta is working goes to the ER during
the reporting period.

•

Livanta needs access to data for durable
medical equipment (DME) and Part B

claims for outpatients. CMS believes
that patients who need DME are at a
higher level of severity (acuity), but
Livanta cannot identify these patients
without access to the claims data.
Additionally, there is much to be learned
from monitoring all claims for a patient,
including Part B claims, but Livanta does
not have access to these claims either.

therefore, she needed to get to a health
care facility. The mother’s house was
flooded, she had no electricity, and she
was on oxygen. The mother was also
unable to walk.
•

The family had to act quickly. They
put their mother in an office chair and
wheeled her to the nearest health care
facility; which was struggling to stay
open, yet admitted her. The daughter
later heard that her mother was going
to be discharged. Power restoration at
home was weeks away and there was
only intermittent access to potable water.
The discharge of her mother was out
of the question, so the daughter called
Livanta and filed an appeal. Her mother
was immediately enrolled in Livanta’s
innovative Patient Advocacy Program.

•

Livanta’s patient advocate learned that
the patient was going to be discharged
to another facility. The patient advocate
also identified significant communication
breakdowns between facilities, as the new
facility lacked equipment necessary for the
woman’s continued care. After extensive
discussions with the patient’s daughter,
the care team and the admissions team
aboard a U.S. Navy hospital ship, USNS
Comfort, approved the transfer of the
patient to the ship to ensure a safe
continued care setting and allow time for a
long-term solution.

•

Livanta had to navigate a sea of red tape
to make this happen, but sadly, the mother
did not make it. The mother passed away
while transport plans were being made.
The daughter thanked Livanta profusely
for going the extra mile to comfort and
advocate for her mother, even though her
mother did not survive.

•

The lesson learned from this story is that
Livanta advocates for the best interest
of the patient. The family could not have
known that U.S. Navy hospital ship,
USNS Comfort, was available, let alone
that it would be an option for their mother.
Livanta provided this information to the
family, received agreement from them to
go with that option, and then began work
with the family to implement the plan.
A second story shows the bond Livanta’s

Moving Forward
•

Livanta staff are teaching Medicare
beneficiaries and their caregivers about
navigating the health care system and
advocating for themselves when it comes
to dealing with providers.

•

Livanta is in the process of hiring teams
of professionals, who specialize in chronic
diseases, such as cardiovascular disease;
diabetes, and chronic kidney disease,
who will be better able to address the
complaints and appeals of these special
populations immediately.

•

Livanta plans to provide Immediate
Advocacy to help patients across areas, to
expand support to Medicare beneficiaries
who are outside of the SIP.

Mr. Coss concluded by sharing two stories that
illustrate the breadth of Livanta’s Person and
Family Engagement.
•

•

The first story is an example that
demonstrates Livanta’s Patient Advocacy.
Puerto Rico is within Livanta’s BFCC-QIO
service area. When it comes to Patient
Advocacy, there may be no better
example of how Livanta went the extra
mile to try to save a life a month after
Hurricane Maria devastated Puerto Rico
and knocked out most of the island’s
power supply.
Livanta’s role in aiding desperate Puerto
Rican seniors began with a frantic phone
call from the daughter of a woman who
urgently needed medical care and Patient
Advocacy. The daughter made a call to
a special Puerto Rico telephone number
Livanta set up to receive Medicare quality
of care complaints. The mother had a
series of health and mobility issues;

•
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advocates have with patients. The
story began with a patient who had
just received a terminal diagnosis. The
patient’s wife was in shock and concerned
about making the right decisions. During
the discharge process, the Livanta patient
advocate worked with the patient’s wife
to understand all the options being
presented to them by the provider.
The wife and patient elected hospice.
Over the course of several weeks, the
patient advocate developed a strong
relationship with the patient through
their conversations about the care plan.
When the patient was dying, the Livanta
advocate received a phone call from
the patient, who asked if the advocate
could figuratively “hold his hand” over
the phone. At the time of the patient’s
death, Livanta’s patient advocate offered
gentle consolation by phone as the patient
passed away. Livanta’s staff understood
the needs of the caregiver and offered
the support that was needed in this case.
Every case with which Livanta deals
is different, but the goal of staff is to
understand what is needed and to provide
the support that is within their power.
Sometimes that extends to the emotional
support that is needed by the patient and
caregiver.

Ms. Wieckowski cited their work with diabetes as
one of their most rewarding tasks. HSAG offers a
6-week training program that teaches Medicare
beneficiaries how to manage their disease
through diet, exercise, and health management.
HSAG successfully trained 1,000+ trainers, who
trained 6,900 pre-diabetics. She said the focus
of this effort needs to increase on rural, minority,
and low economic areas.
Ms. Wieckowski works on reducing avoidable
hospital readmissions. In Los Angeles, the
readmission rate is 21%. HSAG identified that
a primary reason for readmission is patient
non-compliance.
Therefore, HSAG is encouraging providers to
use the “Teach-Back” method to ensure that the
Medicare beneficiary understands the doctor’s
instructions at discharge by repeating them
back in their own words. HSAG also used a
Patient Advisory Committee to interview and ask
Medicare beneficiaries why they are returning to
the hospital. The Medicare beneficiary voice is
critical to understand the problems.
HSAG convenes two Patient and Family Advisory
Councils (PFACs) in its patient centric approach
to quality improvement. In the End Stage Renal
Disease (ESRD) contract, the PFAC has been in
place for several years and has more than 100
patients participating. In the QIN-QIO contract,
the PFAC started with 5 patients.

HSAG Initiatives
Jennifer Wieckowski, MSG, State Program
Director, HSAG

Ms. Wieckowski discussed that virtual meetings
are designed to get the patient’s voice. For
example, HSAG wanted to develop two flyers:
One to encourage physicians to screen patients
for alcohol misuse and depression and the
second to explain to patients the reasons that
physicians were going to ask about their alcohol
use and look for signs of depression. After
discussing the flyers with the PFAC, the PFAC
agreed that using real pictures on the flyer was
off-putting. The feedback was that we do not want
to see ourselves; therefore, use stick figures in
the illustrations. Without this feedback, the flyer
would not have been as successful.

Ms. Wieckowski began her remarks by
discussing how we can improve health care for
Medicare beneficiaries by involving Medicare
beneficiaries in their care. We need their ideas
and perspectives. HSAG is involving Medicare
beneficiaries in:
1) Working to prevent and manage diabetes;
2) Reducing readmissions through care
coordination; and
3) Working with Patient and Family Advisory
Councils (PFACs).
8

Questions & Answers

Ms. Margie Powers, director, Medically Complex
Patients Programs for the California Quality
Collaborative and is a member of Pacific
Business Group on Health: What are you doing
on CMII?

Mr. Wisniewski moderated a question and answer
session.
Mr. Carlito Liamzon, director of nursing, Warm
Springs Home Health: In our daily activities with
patients, these tools are critical. Please send me
a copy.

Mr. Coss: This is the Tier 2 model that Livanta
presented.
Ms. Patty McCormac, RN and director of
programs, National Kidney Foundation: Chronic
kidney disease (CKD) affects millions of people.
Many people don’t know they have kidney
disease and end up “Crashing into dialysis.”
Diabetes is the leading cause of CKD. Is CMS
aware of this connection and are they considering
promoting early diagnosis?

Mr. Boris Kalanj, MSW and director, Cultural Care
and Experience, Hospital Quality Institute: (For
Mr. Coss) What can providers learn from what
you have learned?
Mr. Coss: Communications! The patients with
whom Livanta is working are telling us that they
have no plan for discharge and do not know what
is going on. Many times, Livanta simply needs to
call the facility and explain the patient’s confusion,
and then the provider works with that Medicare
beneficiary to help him or her understand.

Ms. Shane Illies: associate regional administrator,
CMS Seattle Regional Office: CMS has discussed
work on the prevention of CKD. CMS started
with diabetes awareness programs that the QINs
perform. In the next contracts, you will see more
synergy between QIN and ESRD.

Another example that we see involves social
issues of discharge. Livanta received an appeal
where the Medicare beneficiary, provider, and
Livanta agreed that the Medicare beneficiary
was clinically stable for discharge. However, the
Medicare beneficiary lived on the second floor of
a building that had no elevator and she was being
discharged after hip surgery. If they discharged
her home, she would not be able to get to her
second-floor apartment. Livanta made the
provider aware of the issue and a new discharge
plan was developed.

Dr. Vimal Nanavati, interventional cardiology,
San Diego: A lot of my patients are coming back
for the same reason – Heart failure and ESRD.
The patients return because they don’t have a
home or anyone to guide them regarding their
medications. Example – A patient received
angioplasty; however, the patient did not fill
medications that would have prevented a
subsequent heart attack. We need caregivers
to report patients who have a high likelihood of
bouncing back. We need a hotline for them to call
to initiate our intervention.

Ms. Lisa Fowler, director, Ambulatory Clinical
Quality Integration, Adventist Health: You get
involved when the patient asks. What about when
a hospital needs help?

Ms. Wieckowski: I would recommend referring
more patients to Home Health Agencies (HHA)
to help with home management and engage the
case management team at the hospital.

Mr. Coss: This is a pilot project. CMS is
evaluating the results of the project and making
decisions on the next contract as we speak.

Ms. Anita Alaniz, NP specialist and chief
nursing officer, San Carlos Apache Health Care
Corporation (SCAHC): One of the things my
hospital does is have a multidisciplinary team that
includes case manager, nurses, social worker,
and physical therapists who develop a plan for
the patient. It is working great.

Ms. Wieckowski: A few years ago, there was a
demonstration project called Community-based
Care Transitions Program (CCTP). In 12
California counties, community coaches would go
to the beneficiary’s home to help the patient learn
to manage medications and to offer advocacy
support. The project has ended, but there are
non-profit groups that do this work for a fee.

Mr. Wisniewski: Thank you for that comment.
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Quality Improvement Panel

Mr. Hackenberg: There are centers for excellence
that the Huntington’s Disease Society of America
has established. They are able to provide support
to patients.

Anthony Wisniewski, Esq., Moderator

Panelists:

Dr. Stein: Livanta offers a Spanish-speaking
phone line and uses a language interpreter for
other phone calls that require interpretation. The
BFCC can use the interpreter to help callers
initiate Immediate Advocacy. For example: A
Medicare beneficiary switched between Medicare
Advantage plans and the new plan communicated
that the Medicare beneficiary couldn’t be given
prescriptions until he had three doctor visits.
He called Livanta to complain that he couldn’t
get his prescriptions. Rather than going through
chart review, the Livanta nurse called the former
doctor and got the office to agree to provide
prescriptions for three months until the patient
could comply with the new Medicare Advantage
plan’s three-visit rule. The person was very
pleased.

Steve Stein, MD, Medical Director, Livanta LLC
Christina Dimas-Kahn, Program Manager,
Health Insurance Counseling and Advocacy
Program (HICAP), San Mateo County
Richard Hackenberg, Board Member,
Huntington’s Disease Society of America,
Northern California Chapter
Libby Hoy, Founder/CEO, Patient & Family
Centered Care Partners
Howard Pitluk, MD, MPH, FACS, Vice President
Medical Affairs, Chief Medical Officer, HSAG
Ashby Wolfe, MD, MPP, MPH, Chief Medical
Officer, Region IX, CMS

Question and Answer Session for Panel

Dr. Vimal Nanavati: In San Diego they have pilot
program where they auto switch the Medicare
beneficiary to an HMO and now the doctor is out
of network. This is a disservice because there is
a lack of continuity of care. This could be why the
patient cannot get the refill – because the new
doctor has not seen the patient yet.

Mr. Wisniewski: Regarding racial and ethnic
groups. What do you do to keep racial and ethnic
groups engaged in the program?
Dr. Wolfe: CMS’s Office of Minority Health is
working on the CMS Health Equity plan as it
relates to improving health care. CMS is learning,
developing, and implementing the use of tools
to engage these groups of people. Please read
more about this plan at https://www.cms.gov/
About-CMS/Agency-Information/OMH/OMH_
Dwnld-CMS_EquityPlanforMedicare_090615.pdf.
Specifically look at the Community Health Needs
Assessment to learn about the disparities in your
area.

Ms. Dimas-Kahn: We need a Medicare
counseling program to help with this issue. We
need to explain to Medicare beneficiaries which
insurance plans cover their physicians.
Ms. Hoy: This is an example of why we need
our partnership. When physicians, Medicare
beneficiaries, and plans are all represented in the
discussion, then we can work to address issues
such as these.

Ms. Hoy: Providers need to create advisory
councils and ensure that there are
representatives from different racial and ethnic
groups. Assessing community health needs is
a great tool. The need exists. It’s important to
identify these people who provide these services
in your community.

Dr. Wolfe: We need to be aware of the words
we are using when talking with Medicare
beneficiaries because words like ‘compliance’
and ‘adherence’ have negative connotations.
A Medicare beneficiary not taking his/her
medications due to the change of health plans is
not a compliance issue, as the patient is willing to
take the medication. When we are talking about
the relationship between provider and Medicare
beneficiary, we should use the word ‘commitment’
to one another. Additionally, we need to ensure

Ms. Dimas-Kahn: Health Insurance Counseling
and Advocacy Program (HICAP) creates printed
materials for ethnic groups in multiple languages.
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that Medicare beneficiaries understand they
have a choice to change health plans and that
programs such as HICAP are available to help
them understand the implications of their choice.

Mr. Wisniewski: What is the most challenging
issue for seniors who attend your facilities when
engaging with providers?
Dr. Stein: Communication issues. Need to use the
“Teach-Back” method more.

Dr. Pitluk: Providers need to find the best way of
engaging the Medicare beneficiary. We should
not expect that the Medicare beneficiary knows
what is necessary. Additionally, the QIN-QIO will
make it a point to go find Medicare beneficiaries
at racial and ethnic churches and community
groups. It is incumbent on us to reach out to them
in the community.

Dr. Nanavati: We suggest that providers write the
instructions in the language that the Medicare
beneficiary uses with the help of the family to
interpret. Additionally, doctors need to be very
specific in their instructions to ensure that the
patient understands (e.g. what twice p er day
means – close to once every 12 hours or 8am
and 9pm.)

Mr. Liamzon. Regarding the patients who are
switched to a new health plan, this can cause a
delay in treatment. There is a need to stall visits
until approval is received from the new plan.

Mr. Hackenberg: Medicare beneficiaries are
confused by what appointments they should
make and who to see first.

Dr. Wolfe: There may be an issue with person
who is Medicaid/MediCal. Dr. Wolfe will follow-up
with Mr. Liamzon.

Ms. Dimas-Kahn: The most challenging issue that
we see is when the patient hasn’t received prior
approval to see a specialist.

Mr. Wisniewski: How does your organization
integrate Person and Family Engagement into
your initiatives?

Ms. Hoy: We need to shift the expectations
of the public and their role in the health care
relationship. We need to move away from thinking
that providers are always right and that we
shouldn’t ask questions toward the patient taking
ownership to be more engaged.

Mr. Hackenberg: The Huntington chapters reach
patients through support groups. Through the
groups, we work with patients and caregivers.
Ms. Hoy: My organization is encouraging
providers, QINs, and other groups to have
PFACs. We have set up 28 so far. There are 220
Medicare beneficiaries involved in these PFACs.
How do we get Livanta’s team who are listening
and working with the patients connected to
HSAG’s team and PFAC to share the learnings?

Dr. Pitluk: Are we teaching our patients how to
use the electronic portals we have established to
interact with their providers? We have tools that
are available to them, but they don’t know how to
use them.
Dr. Nanavati: I work 8 miles north of Mexico. Most
of those patients don’t have computers.

Dr. Pitluk: PFACs are important, but we also
make sure the Medicare beneficiary is involved in
everything we do.

Dr. Wolfe: CMS’s challenge is that initiatives
they are implementing meet some Medicare
beneficiary’s needs but not all Medicare
beneficiary needs. They are shifting the payment
structure to get providers to work collaboratively,
but what they are seeing is that providers are not
well-trained in cross sectional teams. Therefore,
CMS is looking to increase that training. The
need to be listening and continuing to improve is
critical.

Dr. Wolfe: CMS is a large payor. Historically we
just pay for services rendered. With the “Patients
over Paperwork” initiative that CMS has, we are
looking to see how we can better interact with our
end users – patients and providers. The goal is to
empower patients to engage with providers, while
maintaining patient safety and high quality of
care standards. There is a Medicare beneficiary
workgroup to see how CMS is interacting with
patients.

Mr. Wisniewski thanked the panel for their
participation.
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2018 is looking to reduce those burdens. CMS
is working to build a health care delivery system
that is smarter, delivers improved health care,
spends health care dollars more wisely, and
makes the community healthier. CMS is focusing
to reduce racial and ethnic disparities, strengthen
infrastructure in data, enable local interventions,
and foster learning organizations.

Ms. Shane Illies, Associate Regional
Administrator, CMS Seattle Regional Office
Ms. Illies spoke about her responsibility to work
with her colleagues in the central and regional
offices, to provide oversight of CMS quality
improvement topics including the QIN contracts.
She thanked Livanta as the visionary to pull
together this group so that we can engage, learn
from, and act together.

There are new areas that CMS is investigating
for future focus. These areas include: decrease
opioid abuse, improve behavioral health
outcomes, reduce obesity, reduce workforce
burden (reduce nonvalue added administrative
tasks), increase patient safety, and increase
quality of care transitions.

CMS’s top priority is to put Medicare beneficiaries
first. CMS has initiated Patients Over Paperwork
to reduce burdensome regulations, increase
effectiveness, and improve the Medicare
beneficiary and provider experience. CMS is
implementing 4 strategic goals:

Suggestions & Questions

1) Empowering Medicare beneficiaries and
providers to make decisions about health care.
CMS is focusing on the outcome that they
expect achieved and not on the process of how
the goal is achieved;

Question: Have you thought through how the
delivery system will focus on your priorities?
For example, we have a practice transformation
network at our hospital. Is there a thought to
broaden that to opioid abuse and behavioral
health interventions?

2) Support innovative approaches to improve
quality, accessibility and affordability;

Ms. Illies: Yes. As we look at the priorities, we
look at our partners to determine who is best to
implement that at the local level.

3) Support state flexibility and local leadership;
and

Mr. Kalanj: Promote the current CMS-endorsed
Person and Family Engagement metrics. CMS
should continue to refine them and evolve to
focus on the impact of engagement on quality
and patient safety. Additionally, CMS should look
to refine measures of disparities.

4) Improve the CMS customer experience.
CMS’s action plan is to use a steering committee
to reduce the burden and drive change across the
organization. CMS is hosting customer centered
workshops and listening sessions to learn from
Medicare beneficiaries about the burdens and
the experience that they and providers currently
encounter. Journey mapping is a method of
capturing the experience to understand better
all the interactions and handoffs that occur in
the health care encounter. The plan is to ensure
that in all decisions that are made at CMS, it is
with the intent to keep the Medicare beneficiary
first. “We want the patient at the table, not on the
table.”

Ms. Mary Schramke: Thank you for having a
nursing home all-causes-of-harm project. A lot of
measures are institutionally based (e.g., does X
happen in the hospital), but we need to measure
from the patient’s perspective. For example,
what medications are they taking; do they have
multiple prescriptions; and do they have multiple
doctors?
Dr. Wolfe: CMS is thinking about how to integrate
the person’s perspective into quality of care.
This ties into the discussion of refining or adding

CMS is listening to the community regarding
regulatory and non-regulatory burdens and in
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measures that are more meaningful. There are
several workgroups working on this topic.

Mr. Wisniewski acknowledged and thanked CMS,
without whom this symposium would not be
possible. He thanked HSAG for partnering and
collaborating on the program.

Ms. Fowler: CMS should think about how can
we use social media to address some of the
communication barriers that exist around some
of the topics discussed today – changing health
plans. For example, if a patient is searching on
Google for Medicare questions, have a pop up
appear to chat with a Medicare agent or have
more information appear to the user after he or
she performed a search on a related topic.

He closed by discussing Livanta’s entrepreneurial
approach, which was underscored by Mr. Coss
and Dr. Stein, making sure the organization
is doing its best to listen and in some cases,
anticipate what Medicare beneficiaries and their
families want in order to maximize Person and
Family Engagement.

Ms. Alaniz: There is a problem with teen suicide.
Maybe we need to focus on schools to have them
better recognize the concern. Should we do a
pilot like Everyone with Diabetes Counts (EDC),
where we train the trainer to spread information
about suicide prevention?

He noted that Livanta helps with advocacy
during the appeals process, and separately as
Immediate Advocacy. Any Medicare beneficiary
can call with concerns and discuss what can be
done.

Ms. Illies: Everyone with Diabetes Counts is
the first time that we had direct education to
beneficiaries. The QINs were very creative in
finding the Medicare beneficiaries with needs.
The idea of going to the schools to find Medicare
beneficiaries struggling with opioids is a very
good idea. Thank you for sharing that.

Livanta has some additional newer programs.
One is called “Arrow.” If you have a family
member in the hospital or long-term care, it can
be anxiety producing. Livanta created a tool
where you can track a case hour by hour, just like
you would with a FedEx or UPS package. Log
onto a URL and track the care without violating
HIPAA.

Dr. Nanavati: Decreasing opioid abuse needs
to be priority #1. We need to have physicians
follow-up with patients to discontinue opioid use
after the initial pain period. Also, can you give
specific examples of the paperwork reduction
initiative?

Another tool Livanta created is a language
services program in which any language you
speak can be translated in the written or spoken
word. Why does Livanta do that? Because every
American is entitled to equal rights and due
process. In addition, Livanta has several written
materials, in seven or eight languages.

Dr. Wolfe: “Patients over Paperwork” is assessing
where the pain points are and how to prioritize
them. Quality reporting, Electronic Health Record
(EHR), and frustration with billing are pain points
that CMS already knows exist.

In closing, here’s Livanta’s latest tool: a new
version of the app called “LivantaCares.” It’s
available for free in iTunes and Google app
stores. It provides real time engagement with
patients in the hospital. There’s also a GPS
function for real time notifications.

Dr. Nanavati: EHR is the major issue that leads
to reducing interactions between the Medicare
beneficiary and provider, and is a major reason
for physician burnout. Medication changes and
laboratories are key benefits of EHR.

We are always looking for ways to innovate. The
way we innovate is by listening – to learn how
we can better help people access their federally
granted rights to an appeal or complaint.

Dr. Wolfe: Thank you for these comments.
Documentation requirements can be evaluated.
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to joining AGS full time, Mr. Wisniewski served
as the president and chief executive officer of
CAHME, the accreditor of graduate-level health
care management education. While at CAHME,
he led the rollout of competency-based criteria for
accreditation that factored in health care quality
improvement measures for the next generation
of hospital administrators and supply chain and
other health care executives.

Speaker Biographies
Anthony C. Wisniewski,
Esq., Chairman of
the Board, Chief of
Government & External
Affairs, Livanta LLC

Mr. Wisniewski was appointed by the President
of the United States to the Christopher Columbus
Fellowship Foundation Board of Trustees. He was
also appointed by U.S. Secretary of Health and
Human Services to the Agency for Healthcare
Research and Quality (AHRQ) National
Advisory Council, serving as a key employer
voice on national quality measures reporting
in areas such as disparities of care for minority
populations, hospital associated infections, and
overall patient safety. Further, Mr. Wisniewski
was also appointed by the director of AHRQ to
serve on its Effective Health Care Stakeholder
Group, focusing primarily upon development and
reporting of quality measures associated with
comparative effectiveness research of designated
chronic diseases.

Mr. Wisniewski, Esq. is the
chief of external
and government affairs
for Livanta LLC. Mr.
Wisniewski’s responsibilities at Livanta, as well
as his responsibilities as previous executive
director and counsel of sister company, Advanta
Government Solutions (AGS), have included
oversight for operations and strategic initiatives.
This includes legal and government affairs,
compliance, new business development, and
project management on federal and state
government contracts within specific areas of
expertise such as quality reporting.
Previously, Mr. Wisniewski served as a senior
vice president at the health care accreditor, URAC
where he was involved in leading operations,
legal affairs, and strategic development. He led
the drafting and successfully lobbied into law,
landmark health reform legislation: Section 1311
of PPACA on accreditation of health insurance
exchanges. He likewise spearheaded the
development and ongoing execution of federal
and state advocacy plans to incorporate URAC
accreditation into mandated health insurance
exchanges. Prior to URAC, Mr. Wisniewski
served as executive director for health policy
at the U.S. Chamber of Commerce, developing
Chamber policy on hospital and physician
quality improvement measures, comparative
effectiveness, and life sciences and advocating
those policies before Congress and the federal
agencies. In this role, Mr. Wisniewski served
as principal to the Hospital Quality Alliance and
Quality Alliance Steering Committee, functioning
as a nationally recognized employer stakeholder
on the development and reporting of hospital and
physician quality reporting measures, as well as
health care reform payment incentives. Just prior

Within the State of Maryland, Mr. Wisniewski
has served on the University of Maryland
Biotechnology Institute Board of Visitors and is
a former gubernatorial appointee to the board
of the venture capital Maryland Technology
Development Corporation. Mr. Wisniewski
is admitted to the bars of both Maryland and
Washington, D.C. He received his Juris Doctorate
from the University of Notre Dame and a Bachelor
of Arts from the Catholic University of America,
majoring in politics, with minors in philosophy and
history.
Ashby Wolfe, MD, MPP,
MPH, Chief Medical Officer,
Region 9, San Francisco
Regional Office, Centers
for Medicare & Medicaid
Services
Dr. Ashby Wolfe is a
board-certified family
physician and currently serves as chief medical
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officer for Region 9 of the Centers for Medicare
& Medicaid Services (CMS) which includes
California, Arizona, Nevada, Hawaii, and the
Pacific Territories. In her current position, Dr.
Wolfe focuses on implementation of Medicare
and Medicaid policy and the programs’ roles
in providing access to high quality care and
improved health at a lower cost. In addition,
Dr. Wolfe provides clinical expertise to many
regional CMS programs and divisions, and serves
as the medical and scientific lead for quality
improvement and outreach/education efforts in
the region. She also continues to see patients
regularly as a family physician, at Clinica Alta
Vista in Oakland, California.

health records (EHRs) to advance patient care,
enhance quality measurement and outcomes,
and facilitate transitions of care between clinical
settings. Dr. Pitluk has more than 40 years of
experience in healthcare. Upon completion of
his surgical residency at Northwestern University
in Chicago, Illinois, he practiced general and
vascular surgery in Cleveland, Ohio and Tucson,
Arizona from 1979 through 1998, and was
an Associate Clinical Professor of Surgery at
Case-Western Reserve University College of
Medicine. He has held Board Certification from
the American Board of Surgery and remains a
Fellow of the American College of Surgeons. Dr.
Pitluk joined Health Services Advisory Group
in 2001 as a Physician Advisor and has been
continuously engaged in the promotion of a
multidisciplinary approach to patient focused
care.

Dr. Wolfe completed her medical degree at Stony
Brook School of Medicine in New York, and her
residency training at the UC Davis Medical Center
in Sacramento, California. She also holds a
Masters of Public Policy and a Masters of Public
Health from the University of California, Berkeley.
She practiced broad-scope family medicine at
Kaiser Permanente in Oakland, California before
joining CMS in 2015. Dr. Wolfe has experience
in the development and implementation of health
policy at the local, state, and federal levels
and has a particular interest in improving the
quality and equity of care for underserved and
low-income populations. She has published
articles on Medicare and Medicaid policy, and
is a contributing author of the public health text,
Prevention is Primary (Jossey-Bass).

Lance N. Coss, MS, MEd,
CGC, BFCC-QIO Program
Director, Livanta LLC
Mr. Coss brings 22 years of
QIO experience with CMS to
his leadership role at Livanta.
Mr. Coss, as program director
for Livanta, maintains direct
responsibility for all aspects
of the BFCC-QIO Program for CMS Area 1 and
Area 5. He earned a Master of Science degree
in Human Genetics and a Masters of Educations
degree in Educational Psychology from the
University of Pittsburgh. He is certified by the
American Board of Genetic Counseling and is
an active member of the American College of
Healthcare Executives.

Howard Pitluk, MD, MPH,
FACS
As HSAG’s Vice President
for Medical Affairs and
Chief Medical Officer, Dr.
Pitluk works closely with
healthcare providers and
stakeholders to furnish
information and guidance
on the public reporting of
clinical data, development of quality improvement
plans, and incorporation of evidenced-based
clinical measures into all aspects of patient
care. His special interest in health information
technology is focused on the use of electronic

Previously, Mr. Coss was vice president of the
Quality Assurance Division at HealthInsight,
where he oversaw all Medicare assurance
related activities for Nevada, New Mexico, and
Utah. Mr. Coss previously served as the chair of
the CMS Case Review Workgroup (2002-2003)
and the chair of the American Health Quality
Association (AHQA) Beneficiary Protection
Network (2000-2002; 2008). Mr. Coss actively
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represented the QIO community by serving as
an invited subject matter expert on multiple CMS
task forces, generally focused on designing
and implementing new information technologies
and process improvements throughout the
Medicare program. In 2010 and 2018, CMS
formally recognized Mr. Coss for his continuing
contributions to improving the Medicare program
with Special Service Awards.

Science in gerontology from the University of
Southern California, Los Angeles. She earned a
Bachelor of Science in human development and
family studies from Cornell University, located in
Ithaca, New York.
Steve Stein, MD, Medical
Director, Livanta LLC
Dr. Stein is the chief medical
director of Livanta’s BFCC-QIO
program. He provides clinical
oversight and leadership,
manages the consultant
physician panel, and monitors the quality of
reviews for Appeals, Quality of Care Complaints,
Sanctions, EMTALA, and Utilization Review
activities.

Jennifer Wieckowski, MSG,
State Program Director,
HSAG
Ms. Wieckowski serves as
the California State program
director of Health Services
Advisory Group (HSAG),
Centers for Medicare and Medicaid Services
(CMS) Quality Innovation Network-Quality
Improvement Organization (QIN-QIO) for
California, Arizona, Ohio, Florida, and the
U.S. Virgin Islands. With more than 15 years
of experience working in healthcare quality
improvement with community providers including
hospitals, nursing homes, home health agencies,
and community-based organizations, Ms.
Wieckowski is responsible for providing oversight
and direction to the tasks associated with the
QIN-QIO 11th Statement of Work contract with
CMS to improve the effectiveness, efficiency,
economy, and quality of services delivered to
Medicare beneficiaries. Quality areas of focus
include working with community coalitions to
coordinate care across healthcare settings,
reducing avoidable hospital readmissions,
improving nursing home quality, reducing hospital
infections, and improving health equity through
the provision of diabetes self-management
education programs throughout the state. Prior
to joining HSAG in 2008, Ms. Wieckowski
was project administrator at the California
Health Innovation Center for Partners in Care
Foundation. Ms. Wieckowski earned a Masterof

He is a Fellow of the American College of
Emergency Physicians and has served many
roles in local and national medical organizations
(prior positions include ACEP Council member,
president Vermont ACEP, county and state
medical society positions, section chief of
Emergency Medicine Rutland Regional
Medical Center, etc.). He is a graduate of the
Massachusetts Institute of Technology and
University of Connecticut School of Medicine. He
has over 20 years’ experience as a reviewer in
the QIO program, and has practiced Emergency
Medicine for over 35 years in university,
community, and trauma center settings. He
continues to practice Emergency Medicine in a
busy regional emergency department.
Christine Dimas-Kahn,
Program Manager, Health
Insurance Counseling and
Advocacy Program (HICAP) of
San Mateo County
Ms. Dimas-Kahn is a program
manager with HICAP of San
Mateo County. She has devoted her professional
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Richard Hackenberg, Board
Member, Huntington’s
Disease Society of America,
Northern California Chapter

life to service. Prior to joining HICAP in 2008,
she worked in the healthcare industry for 15
years. She was a pharmacy technician for retail
pharmacies and oversaw the Enteral, Urological,
and Ostomy Department for a pharmaceutical
distributor (CPS/AIS) in Mountain View. She
was Ancillary Service Representative (Medicare
billing) for Kindred Care nursing homes in
Northern California before working for Pathways
Continuous Care Private Duty in Sunnyvale
as a Client Care Coordinator. This year marks
her second term as the Chairwomen for the
Commission on Aging, which advises the
County Board of Supervisors on issues facing
older adults and promotes independence,
self-sufficiency, and social and community
involvement.

Mr. Hackenberg is the former
president and current board
member of the Huntington’s
Disease Society of America, Northern California
Chapter. Huntington’s Disease (HD) is a fatal
neurological condition best described as having
Alzheimer’s, ALS, and Parkinson’s as the
same time with physical, mental, and emotional
degeneration. HDSA provides help for today
and hope for tomorrow for more than 30,000 HD
positive people and 200,000 others including
at risk family members, friends, and healthcare
professionals. His wife Mary died from HD
complications in 2015. He is a retired marketing
and advertising executive.

Libby Hoy, Founder/
CEO, Patient & Family
Centered Care Partners
(PFCCpartners)

Shane Illies, Associate
Regional Administrator,
CMS Seattle Regional
Office

As the mother of three sons
living with mitochondrial
disease, Ms. Hoy has 20 years
of experience navigating the healthcare system.
Ms. Hoy began volunteering as a Parent Mentor
in 1995 and has been working to improve health
systems and empower patients and families to
be active partners in care ever since. Ms. Hoy
strives to build the infrastructure and capacity for
healthcare organizations to engage all patients
and families, from the bedside to the boardroom.
In 2010, Libby founded PFCC Partners to create
a community of patients, families, providers,
and health care organizations committed to the
shared learning of Patient & Family Centered
Care practice. PFCC Partners also supports the
PFA Network, inclusive of more than 450 patient
family advisors working in healthcare settings
across the country to partner for improvement
in the quality, safety, experience, and design of
healthcare.

Ms. Illies serves as
the associate regional
administrator for the Division
of Quality Improvement,
Seattle, providing management oversight of
staff as well as leadership and vision for the
QIO and ESRD Network programs. Previously,
she was the technical advisor for the Division,
participating in programmatic discussions,
providing analysis of program policies, and
serving as lead for a variety of projects that
impacted program operations. She began work
with CMS as a project officer for the four ESRD
Network organizations located in the western
consortium. Ms. Illies started her federal career
in 1989 as a public health advisor with CDC.
She held assignments in Chicago, Philadelphia,
Kansas City, and Olympia, Washington. Ms. Illies
graduated from Gustavus Adolphus College in St.
Peter, Minnesota.
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