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Mariana Islands.

Medicare beneficiaries (or their family members/
care givers) who receive healthcare services 
in CMS Area 1 and Area 5 can contact their 
BFCC-QIO, Livanta, and ask them to:
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Meeting Purpose
Person and Family Engagement Initiatives 
was the topic of a symposium sponsored by 
Healthcentric Advisors and Livanta LLC, the 
two Quality Improvement Organizations (QIOs) 
for New England. The symposium was held the 
morning of April 18, 2018 at the Crowne Plaza in 
Warwick, Rhode Island. 

The event highlighted Medicare-funded 
projects that the two organizations are currently 
undertaking in New England. These included 
efforts to do the following: 

•	 provide extra support services to seniors 
recently discharged from acute care 
hospitals; 

•	 improve patient management 
communications among healthcare 
providers across the care continuum; 

•	 offer diabetes self-management training; 
and

•	 implement an evidenced based 
intervention for individuals returning home 
after a nursing home stay.

Livanta's Beneficiary and Family Centered Care 
(BFCC) Quality Improvement Organization 
(QIO) contracts with the Centers for Medicare & 
Medicaid Services (CMS) for Area 1 and Area 
5 focus on reviewing discharge appeals and 
quality of care complaints lodged by Medicare 
beneficiaries and their families. 

Healthcentric Advisors’ Quality Innovation 
Network (QIN)-QIO contract with CMS for New 
England centers primarily on delivering education, 
technical assistance, research, analytical, and 
project management services to providers to 
improve clinical care processes.

The keynote speaker for the Symposium was 
Ms. Jeneen Iwugo, MPA, deputy director, Quality 
Improvement and Innovation Group (QIIG) in the 
Center for Clinical Standards & Quality (CCSQ) at 
CMS.  

Symposium proceedings follow.

About Healthcentric  
Advisors and Livanta 

The QIO Program serves as one of the largest 
federal programs dedicated to improving 

healthcare quality at the community level. 
The program focuses on work with Medicare 
beneficiaries, caregivers, healthcare providers, 
and constituents to support the development of 
healthy people in healthy communities, resulting 
in better care and lower costs. 

The program aligns with the six CMS Quality 
Strategy goals:

1. Make care safer by reducing harm caused 
in the delivery of care.

2. Strengthen person and family 
engagement as partners in their care.

3. Promote effective communication and 
coordination of care.

4. Promote effective prevention and 
treatment of chronic disease.

5. Work with communities to promote best 
practices of healthy living.

6. Make care affordable.
 
Healthcentric Advisors is the QIN-QIO for New 
England (Connecticut, Maine, Massachusetts, 
New Hampshire, Rhode Island, and Vermont). 
Healthcentric Advisors collaborates with 
healthcare providers, Medicare beneficiaries and 
their families, and community partners across 
the network to help achieve the National Quality 
Strategy and its goals of better care, smarter 
spending, and healthier people. Healthcentric 
Advisors excels at:

•	 coalition development and facilitation;
•	 education and training;
•	 data analytics, research, and reporting;
•	 technical support; and
•	 project management services.

 To learn more, visit: http://healthcentricadvisors.
org/expertise/#medicare-qinqio. 

Livanta LLC is the CMS 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 the Northern 
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Proceedings
Introductions/Greetings
Anthony C. Wisniewski, Esq., Chairman of the 
Board, Chief of Government and External Affairs, 
Livanta LLC

H. John Keimig, MHA, FACHE, President & 
CEO, Healthcentric Advisors

Annette Kussmaul, MD, MPH, FACPM, 
Associate Regional Administrator, Division of 
Quality Improvement, CMS, Region 1 (Boston)

Mr. Wisniewski welcomed the attendees to the 
QIO Symposium and he expressed appreciation 
that Livanta and Healthcentric Advisors could 
discuss their innovative programs with CMS 
and with the two organizations’ local Medicare 
stakeholders. He was happy that Livanta and 
Healthcentric Advisors, the two Medicare QIOs 
for New England, could jointly host the meeting. 
Mr. Wisniewski shared that Ms. Cathy Jackson, 
director of appeals and intake at 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. 

This symposium allows Livanta, Healthcentric 
Advisors, and CMS to highlight the positive 
impact of the QIO Program. In this symposium, 
the focus will be on the Person and Family 
Engagement activities of Livanta, as the 
BFCC-QIO, and Healthcentric Advisors, as the 
Quality Improvement Network (QIN)-QIO, as well 
as the latest updates from CMS. 

We are grateful for the level of congressional 
support and wish to acknowledge letters of 
welcome and encouragement from the following:

•	 U.S. Senator Jack Reed (Rhode Island);
•	 U.S. Senator Richard Blumenthal 

(Connecticut);
•	 U.S. Senator Christopher S. Murphy 

(Connecticut);
•	 U.S. Senator Margaret Wood Hassan 

(New Hampshire);
•	 U.S. Senator Jeanne Shaheen (New 

Hampshire);
•	 U.S. Senator Edward J. Markey 

(Massachusetts);
•	 U.S. Senator Elizabeth Warren 

(Massachusetts);
•	 U.S. Representative David Cicilline 

(Rhode Island); and
•	 U.S. Representative Jim Langevin (Rhode 

Island).
We also want to recognize and thank constituents 
present today including:

•	 Brenda Pacheco, Senate Aide, Office of 
U.S. Senator Jack Reed; 

•	 Tonia Shaw, Constituent Liaison, Office of 
U.S. Senator Richard Blumenthal;

•	 Caitlin Peruccio, Legislative Assistant, 
Office of U.S. Senator Christopher S. 
Murphy; and

•	 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 healthcare 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. 

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.livantaqio.com.
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•	 Nancy Beattie, Director of Constituent 
Services, Office of U.S. Representative 
Jim Langevin.

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

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, 
28,846 have been in New England.

Mr. Wisniewski introduced the next speaker, Mr. 
H. John Keimig.

Mr. Keimig welcomed the audience to the 
symposium and recognized the representatives 
of state government including Medicaid Director 
Patrick Tigue, from the Executive Office of Health 
and Human Services, State of Rhode Island, 
participating on behalf of Rhode Island Governor 
Gina Raimondo. Mr. Keimig also recognized the 
participating healthcare providers and community 
organizations and thanked Ms. Jeneen Iwugo, 
deputy director of QIIG at CMS.

Healthcentric Advisors has been a QIO since 
1995 and manages the current QIN-QIO work in 
New England in collaboration with their partner 
and subcontractor, Qualidigm. Healthcentric 
Advisors has adopted a culture of person and 
family engagement and believes successful 
system-wide improvement only happens when 
the voices of patients and their families are 
heard. We believe "nothing about them without 
them." We developed a strong Patient and 
Family Advisory Council (PFAC) that works with 
our teams on initiatives focused on improving 
safe care transitions, engaging in physician 
office transformation, fostering clinical quality 
improvement, reducing adverse drug events, and 
promoting nursing home quality, to name a few.

In addition to the Medicare beneficiaries, their 
families, and the healthcare workforce, it is the 
provider and stakeholder community which 
make all our work possible. Two examples 
of this will be highlighted by Dr. Rebekah 
Gardner today when she talks about our 

Diabetes Self-Management Education (DSME) 
classes for Medicare beneficiaries in their 
communities. Working closely with the provider 
and stakeholder community has ensured that 
together, we can provide classes where they 
are most needed and provide the most benefit 
to the people. Dr. Gardner will also talk about 
our work with Massachusetts’ nursing homes 
to improve transitions to home and ensure 
better connections with necessary community 
resources.

Mr. Keimig acknowledged the Healthcentric 
Advisors partnership with Livanta before 
introducing the next speaker, Dr. Annette 
Kussmaul.

Dr. Kussmaul stated she was happy to be here on 
behalf of the Regional Consortium of CMS and 
thanked Livanta and Healthcentric Advisors. She 
stated CMS’ top priority is putting patients first. 
CMS is committed to improving the experience 
of people with Medicare. This opportunity will 
allow us to learn from our quality contractors. She 
thanked Livanta and Healthcentric Advisors for 
arranging this event.

Dr. Kussmaul identified the new Medicare card 
as one of CMS’ biggest initiatives this year. The 
new cards no longer include social security 
numbers to protect our beneficiaries better. These 
cards will be mailed to beneficiaries in New 
England in the summer of 2018. Before closing, 
she encouraged all participating organizations 
to communicate to beneficiaries the importance 
of ensuring Medicare has their current mailing 
address. Next, she thanked everyone for 
attending. 

Dr. Kussmaul introduced the next speaker, Ms. 
Jeneen Iwugo.

Mapping the Route: Enhanced 
Quality and Outcomes through 
Person & Family Engagement 
Jeneen Iwugo, MPA, Deputy Director, QIIG, CMS

Ms. Iwugo welcomed the group and thanked 
everyone for coming. She said would provide 
an overview of the work CMS leads related to 
Person and Family Engagement (PFE). Ms. 
Iwugo oversees five networks and will describe 
later the various person and family engagement 
efforts in each. 



7

She described a continuum of PFE at CMS. A few 
years ago, this topic was something CMS didn’t 
know a lot about. More recently, CMS began 
connecting with beneficiaries and their families in 
a meaningful way. Ms. Iwugo asked participants 
to consider the following questions as they listen 
to the presentations from this symposium: 

•	 What are your best ideas for continuing 
the movement on person-centered care? 

•	 What suggestions or insights do you have 
for CMS on our PFE journey?

CMS has established the following large-scale, 
action-focused networks to support state and 
local quality improvement and to generate results 
for patients: 

•	 Partnership for Patients – hospitals;
•	 Transforming Clinical Practices 

Initiative – clinicians;
•	 End-Stage Renal Disease (ESRD) 

Networks – dialysis facilities;
•	 BFCC-QIO – reviews performed (Livanta 

has performed over 240,000 appeals 
and 18,000 quality of care reviews for 
beneficiaries);

•	 QIN-QIO – communities, nursing homes, 
hospitals, home health agencies (HHAs), 
hospices, pharmacies, and long-term 
services and support (LTSS); and

•	 Medicare Access and CHIP 
Reauthorization Act of 2015 (MACRA) 
and Quality Payment Program – 
Small, Underserved, Rural Support 
(SURS) – clinicians.

The large number of providers and patients CMS 
is actively engaging is evidence of how important 
it is to involve patients and families as partners. 
Person and family values and preferences are 
critical to quality. Sometimes we miss the mark 
and sometimes we don’t. It is a continuous cycle 
of checking in with the patient and family to 
ensure we are getting it right. 

CMS’ vision is for a transformed healthcare 
system that proactively engages persons and 
caregivers in the definition, design, and delivery 
of their care. CMS wants to encourage patients 
and their families to engage with their healthcare 
providers, which sounds easy, but is hard to 
do, especially for Medicare beneficiaries. In 

2016, CMS developed the Person and Family 
Engagement Strategy to communicate the 
practice with patients, families, and providers. 

Ms. Iwugo shared a personal story about her 
mother, who had a transient ischemic attack 
(TIA). When Ms. Iwugo arrived at the hospital to 
check on her mother and find out how the TIA 
happened, her mother indicated that she was 
no longer taking her blood pressure medicine 
because she was instructed to stop doing so, 
by her doctor. Once her mother was released 
from the hospital, Ms. Iwugo accompanied 
her to the next appointment with the doctor. In 
speaking with the doctor about what happened, 
Ms. Iwugo asked about the decision to stop the 
blood pressure medicine. What she learned was 
that doctor was trying different medications with 
her mother to see what worked. Ms. Iwugo’s 
mother was advised to stop taking a medication 
that didn’t work, but not all of her blood pressure 
medication. There was a misunderstanding by 
her mother about the doctor’s intent regarding the 
medication. At this point, Ms. Iwugo was able to 
facilitate a better understanding of the message 
that was conveyed to her mother. Her mother 
listens to the doctor without question. It required 
Ms. Iwugo being there to show her mother how 
to engage actively in the conversation with the 
doctor – how to have a meaningful conversation, 
including questions. 

“Many Medicare beneficiaries aren’t comfortable 
saying they don’t understand. Through the goals 
of the Person and Family Engagement Strategy, 
we are creating an environment where these 
conversations can happen. We are all here to 
help Medicare beneficiaries feel better and that 
means helping them have conversations. Health 
literacy level matters in having an informed 
conversation. We are trying to promote best 
practice and to spread it throughout the country.” 

Next, Ms. Iwugo reviewed the networks she 
oversees with the 75 people on her staff:

BFCC-QIOs serve Medicare beneficiaries through 
numerous statutory review functions including 
case review, beneficiary protection initiatives, and 
navigation of the healthcare system. Some points 
to consider:

•	 The goal for the BFCC-QIO is putting 
patients first. The BFCC-QIO service area 
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map shows Livanta is responsible for Area 
1 (Northeast) and Area 5 (West Coast). 
The breakdown of areas between the 
two BFCC-QIOs is based on beneficiary 
population and the rate of appeals and 
quality of care complaints.

•	 The BFCC-QIO performs case review 
activities and claim validation reviews 
related to provider payments, including the 
two midnight reviews. They are authorized 
to adjust provider claims. 

•	 The PFE work is why we are here. 
Immediate advocacy resolves minor 
issues that can be worked out quickly and 
less expensively.

•	 Patients often call when they need 
help figuring out the next step. Care 
Management Improvement Initiative 
(PFE-CMII) is a Beneficiary Navigation 
Pilot project serving those with complex 
healthcare needs. It is a pilot project to 
help Medicare beneficiaries figure out 
what they can do next. You will hear more 
about this later.

•	 The BFCC-QIOs have beneficiary 
advisory councils to ensure the initiatives 
are working and how they need to be 
adjusted. They also use satisfaction 
surveys to drive improvements in future 
work.

•	 CMS strives to enhance the Beneficiary 
Care Experience through immediate 
advocacy, navigation, and knowledge and 
to improve data and analytics to support 
satisfaction results, case review, and 
claims review (to understand the cost 
savings from the programs in place).

QIN-QIOs conduct quality improvement activities 
with the providers that serve patients in the 
following ways:

•	 The QIN-QIO Person and Family 
Engagement work includes Patient and 
Family Advisory councils to talk about 
what is happening in the local community 
and ensure the quality improvement (QI) 
experts in the areas are connected.

•	 They work with patients and advocate to 
co-design improvement initiatives.

•	 They engage beneficiaries in Learning 

and Action Networks (LANs), which are 
a method of delivering education to the 
healthcare community.

•	 The QIN-QIOs are focused on improving 
medication management. They target 
high-risk Medicare beneficiaries with 
high-risk medications (e.g., opioids) to 
ensure the beneficiaries understand 
their medication and avoid misuse. The 
opioid crisis is a CMS focus and we are 
encouraging the spread of best practices.

Hospital Improvement Innovation Networks 
(HIINs) are:

•	 Authentically engaging patients in their 
care.

•	 Identifying the hospitals reflecting best 
practices and replicating to spread the 
effective practices.

•	 Tracking progress on PFE across 
hospitals and increasing transparency. 

•	 Teaming with providers and quality 
leaders to ensure work in hospitals is 
improving.

•	 Measuring – ensuring the hospitals with 
which we work have a plan/checklist for 
every planned admission. Ensuring when 
nurses are transferring information at shift 
change they are involving the patient/
family. Ms. Iwugo shared the experience 
of having to advocate while her baby 
was hospitalized. She had to ensure they 
talked to her when the moment was right 
(e.g., not when the baby was screaming). 
Information transfer efforts are being 
tracked to find out how often they happen. 

•	 Making sure there are patients on the QI 
team and board. The PFE data available 
in March 2018 involved self-reported 
metrics. CMS recognizes the need to 
balance the adoption of these measures 
and the burden of the providers putting 
them in place. She reviewed a few of 
the measure outcomes involving missed 
opportunities, instances of no information, 
and examples of when work was done 
well. CMS is working towards adoption in 
more situations.

Transforming Clinical Practice Initiative (TCPI) 
partners with over 120,000 clinicians with metrics 
of focus related to PFE:
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•	 Shared-decision making.
•	 Patient activation.
•	 Portal to share test results and medication 

lists.
•	 Patient and Family Advisory Council.
•	 Monitor mediation use.

“As you can see, Patient and Family Advisory 
Councils are a theme across all networks.”

End-Stage Renal Disease (ESRD) Networks 
target dialysis facility care. This network is a 
favorite of Ms. Iwugo.

•	 ESRD Networks are a small community 
with very big hearts; banding together 
around this work. Every time CMS 
meets with them, there is a patient 
present and the patient isn’t too shy to 
speak up. “I know I walk out of there 
knowing what they think and what they 
want…. This is the best model for shared 
decision-making.”

•	 They have four affinity groups and a 
quality conference each year. Ms. Iwugo 
shared a photo from a banquet dinner with 
awards and best-practice sharing.

What’s Next? CMS is busy preparing for the 
next five-year cycle of work, which is starting 
in 2019. CMS is preparing for the functional 
areas of the work. The landscape that has been 
approved so far includes: Opioids and behavioral 
health, burden reduction, patient navigation, 
patient safety, literacy of chronic disease, care 
transitions, and nursing home quality. Partners 
will be recruited in the settings of hospitals, 
nursing homes, and communities. CMS will 
determine who is best to drive improvement in 
each of these areas.

•	 “Patients over Paperwork” focuses on the 
reduction of bureaucracy, including forms. 
This has turned into radical ideas of what 
is needed and what isn’t. There are many 
areas in our system that don’t meet the 
needs of the patient. We want to reduce 
and not replicate. We want to do things in 
an easy, efficient way.

•	 Medicare fee-for-service (FFS) clinical 
journey maps with user-centered design 
invite patients to speak about what it’s 
like going through the process. The goal 

is to map out the process and determine 
which steps are value add and which 
are cumbersome. Ms. Iwugo used an 
example of a cell phone company doing 
a journey map to understand the cell plan 
process, which is an oversimplification of 
what CMS is doing in mapping to reduce 
burden. “We are trying to figure it out from 
beginning to end. We are trying to figure 
out what it looks like in real life right now 
and streamline it.” The quality payment 
program is a good example, where 
providers were given information and 
resources to help them know, figure out, 
and participate to continue to provide care.

In closing, Ms. Iwugo asked, “Now, are you 
thinking about the questions with which we 
started? What are we missing? What are 
your suggestions for the Person and Family 
Engagement journey? Your suggestions can 
make it better.” Ms. Iwugo said she will be back 
later to hear from participants in the audience.

Mr. Wisniewski reminded everyone about the 
“open mic” (i.e., question and answer segment) 
with Ms. Iwugo at 11:10 am and encouraged 
participants to jot down their thoughts. He then 
introduced the next speaker, Ms. Cathy Jackson.

Livanta Initiatives

Navigating the Healthcare System After 
Hospital Discharge 

Cathy Jackson, Director of Appeals and Intake, 
Livanta. 

Ms. Jackson opened by stating how happy she 
is to be here to talk about Person and Family 
Engagement. As Ms. Iwugo already mentioned, 
the Person and Family Engagement work of 
Livanta is in the Northeast and on the West 
Coast. We work to improve healthcare services 
doing statutory reviews (e.g., quality of care 
concerns). With 350 employees, Livanta has 
served Medicare patients involving over 267,000 
Medicare appeals and quality of care complaints.

Our Patient Navigation program includes 
two special projects. The Person and Family 
Engagement work, which started in October 
2016, and the Care Management Improvement 
Initiative, which was added in December 2017. 
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Through our work with appeals patients, Livanta 
identified a need in this population not only to 
determine if they are ready for the next level of 
care, but also to assist them with this transition. 
CMS embraced this topic of advocacy.

The Patient Navigation Tier I program in Area 
1 is about the transition of care on a short-term 
engagement (30 days), helping the patients move 
from an acute-care setting (usually a hospital) to 
the next step (e.g., skilled nursing facility (SNF) 
or home health). In Area 5 (West Coast), we are 
working with Tier I patients leaving skilled nursing 
facilities. In both Areas, the focus is on reducing 
30-day readmissions. We’ve had over 3,700 Tier I 
engagements so far.

The targeted area for Tier II (long-term 
engagement) is focused on special populations. 
CMS wanted us to target specific areas (e.g. 
behavioral health, obesity). We are dealing with a 
large population over 75-years of age and many 
patients with mental health, opioid use, and falls, 
as well as diabetes, obesity, and cardiovascular 
disease. 

Livanta’s progress: We knew patients who appeal 
are at risk to return to the hospital. We set a goal 
to reduce admissions by 25% and are pleased 
with the results so far – a reduction of 53.3% in 
Area 1 and an 80.3% reduction in Area 5.

Lessons learned:

•	 Livanta cannot determine our success 
of working with Managed Care patients, 
as we do not have access to their claims 
data. 

•	 We needed to train our staff to coach the 
beneficiaries and caregivers on how to do 
the steps as opposed to our staff doing 
the actions for the patients.

•	 Just like Sally Field said, “They like me – 
they really like me!” This quote refers to 
the gratitude from the patients. Livanta 
receives 2,000 – 3,000 calls weekly 
and this population of callers is grateful 
that someone is listening, that someone 
actually answers the telephone. We need 
to measure ourselves on more than just 
likability; we need to set goals to make 
change happen.

Moving Forward: 

•	 Mini clinical teams – bringing in specialists 
(e.g., diabetic, mental health specialists) 
to work with the patient navigators. 

•	 We are looking at embedding this 
immediate advocacy model at the front 
of all quality of care complaint cases. We 
will deal with the complaints immediately 
where possible, instead of via medical 
record review. 

•	 Teaching patients to “fish.” Rather than 
call a resource or make a connection or 
setup the appointment for the patient, we 
want to teach them to do it for themselves 
(provide guidance). Checking back is 
important in this process. We encourage 
them to call us back (and we call them 
back when necessary) to verify that 
the problem was solved. If not, we will 
continue to help.

True Stories – Working with transitions of care: 
A patient in Arizona called for an appeal. Like 
many others, the patient was appealing a 
discharge from a SNF. The patient had fallen at 
home and had been in rehabilitation at the SNF 
for a fractured hip. He lived in a rural area and 
ambulated only a little. He didn’t feel it was safe 
to go home. He was asking for a wheel chair. 
Additionally, he was concerned about home 
health services not being available in his (rural) 
area. We needed to explore what access was 
available in his area. We found out there were 
no services in his area. We were able to connect 
with a neighbor of his to help him on a daily basis 
while he transitioned to his home. Additionally, 
we were able to secure a wheel chair for him so 
that he could feel confident moving around in his 
house. 

The patient advocate staff helped during the 
hurricanes in Puerto Rico. Many Medicare 
beneficiaries with medical needs were displaced. 
The advocates helped those patients. For 
example, one particular patient had received care 
in her home prior to the hurricane. More recently, 
at the time of the hurricanes, she was in acute 
care and was being set up with palliative and 
hospice services. The advocate worked tirelessly 
with the Department of Defense, the U.S. Navy, 
and others to get this patient access to the USS 
Comfort, offshore after the hurricane. It took 
numerous calls with many agencies to line up the 
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best care for this patient at the end of her life. It 
is unfortunate that she didn’t live long enough to 
make it to the ship, but Livanta was there to help, 
which was important to her and to us. 

The last patient story I will tell you about is a 
patient in California. A wife was calling to appeal 
her husband’s discharge. She was frustrated 
and angry. She always managed the marriage 
and finances and didn’t want anyone butting 
into her business. Yet, this situation was beyond 
her ability to cope and manage. Her husband 
was 65 and active. His new diagnosis meant 
life expectancy of about four weeks. He wanted 
an earlier assisted suicide, which is legal in 
California. Through numerous calls with the 
advocate, the advocate established a relationship 
with his wife that went beyond the discharge 
appeal. The advocate did some research and 
connected her with people in California who could 
assist with the suicide process that he wanted. 
Unfortunately, however, her husband could not 
avail himself of the assisted death, which required 
paperwork, a waiting period, and strength to 
administer the medication to himself, strength 
which he no longer had. As he eventually took 
his last breath, the advocate was on the phone 
with his wife. His wife relayed the experience, 
saying, “He is no longer grasping my hand.” 
The relationship with the advocate continued for 
some period beyond her husband’s passing. You 
see, many patients in this situation would have 
returned to the hospital. The relationship and 
support helped this wife, which helped meet the 
patient’s goal, too. This is an example of what 
it looks like when the patient’s and caregiver’s 
goals meet. Thank you.

Mr. Wisniewski stated, “We are all here in the 
healing industry showing compassion.” He 
thanked Ms. Jackson for sharing.

Next, Mr. Keimig introduced Dr. Rebekah 
Gardner.

Healthcentric Advisors Initiatives

Engaging Patients and their Caregivers 
with Evidence-Based Interventions 

Rebekah Gardner, MD, Senior Medical Scientist, 
Healthcentric Advisors

Dr. Gardner opened her segment by asking two 
questions: How many folks in this room know 
someone who has been hospitalized in the 

last year? How many have a family member 
with diabetes? Almost everyone answered in 
the affirmative for both questions. Dr. Gardner 
discussed two projects that exemplify how the 
QIN-QIO is engaging patients and their families.

She highlighted the focus areas of the current 
work, which started in 2014 and ends in 2019: 

•	 Working in nursing homes, on all quality 
measures;

•	 Supporting eligible clinicians and 
facilities with quality payment program 
requirements and other quality reporting;

•	 Working with community providers 
implementing CDC core standards 
of antibiotic stewardship, including 
community physician practices, urgent 
care centers, and hospital emergency 
departments;

•	 Enhancing medication safety, especially 
during care transitions, focusing 
on high-risk medications such as 
anticoagulants, diabetic agents, and 
opioids;

•	 Focusing on chronic disease efforts 
related to cardiovascular disease and 
diabetes, working with physician offices 
and home health agencies, as well as 
community sites; and

•	 Working to improve safety of care 
transitions, in all settings.

Patient voice is in all that we do. Our New 
England Patient and Family Advisory Council was 
established in 2016 and meets monthly. They are 
involved in everything including initial strategy 
discussions, tool and resource review, and 
development and initiating projects. One of our 
advisors in Massachusetts, Mary, is passionate 
about medication safety and participates on our 
regional Medication Safety Advisory Group. After 
the initial meeting, she came to a later team 
meeting with a list of things that patients should 
know and do to stay safe with their medications. 
We connected her with some of our internal 
teams and together they worked to craft her idea 
into a patient tool, “Know the ABCDs of your 
medicines.” It is now being distributed across 
New England. 

Dr. Gardner next talked about the two specific 
projects. Although much of Healthcentric’s work 
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involves providing technical support for providers 
to improve quality, these two examples are work 
that is focused on engaging patients as critical 
members of the health team. The first is Project 
RED, for re-engineered discharge, aims to 
prepare patients and their caregivers better for 
discharge. 

In Massachusetts, we are working with SNFs 
on care transitions. In the southeastern region 
the state, we noticed higher than average 
readmission rates, compared to the rest of 
the state, particularly among patients who 
were discharged from a hospital to a SNF and 
subsequently back into the community. There are 
many evidenced-based interventions to improve 
care transitions from the hospital, but not from the 
SNF. We shared with the SNFs results from the 
Project RED study, and they were intrigued. The 
original study showed a 30% lower rate of 30-day 
readmissions, and patients were less likely to visit 
the emergency department. It focused on primary 
care follow-up, patient readiness, and patient 
satisfaction. Importantly, there was a small pilot in 
Massachusetts SNFs using Project RED, which 
showed a reduction in readmissions after patients 
were discharged from a SNF. 

Project RED has a checklist of 11 elements that 
lead to development of an aftercare plan for the 
patient. Adapted for the nursing home setting, 
it starts upon admission, requires work on it 
throughout the stay, and is ready to go when 
the patient is being discharged. The patient 
and the family work on this together with the 
nursing home staff and key stakeholders in the 
community – including the hospitals, home health 
agencies (HHAs), and local Aging Services 
Access Points (ASAPs). 

Since March 2017, of the 2,122 patients that 
were admitted to 13 participating facilities, 
1,271 were discharged home and received the 
intervention (through December 2017). Looking 
at readmissions 30 days after hospital discharge, 
early results show a downward trend. Also, 
looking at 30 days after discharge from a SNF, 
again we see a downward trend in readmissions. 
Early numbers are exciting; but, most important 
is the feedback from our partners (HHAs, ASAPs) 
about the impact on their patients. It is extremely 
positive, and we want to spread that feeling. Our 
intervention engages patients and families in a 
personalized way. It requires their participation 
and input, and checks for their understanding of 
the care plan.

Next, let’s talk about “Everyone with Diabetes 
Counts.” The Everyone with Diabetes Counts 
initiative focuses on self-management education, 
and we’re targeting beneficiaries who may be 
underserved by traditional care models. We use 
the self-management resource center (SMRC) 
model. Evidence-based scripted materials are 
distributed during one class a week for six weeks, 
and each class is two and a half hours long. 
Classes are facilitated by two trained leaders and 
are for anyone with diabetes, prediabetes, and/or 
a family member. Participants are encouraged to 
invite family and friends to join. Classes happen 
anywhere; there is no formal referral required; 
and they are free through the QIN-QIO.

The program covers what diabetes management 
is, what’s the difference between Type 1 and 
Type 2, how and why to check your blood 
sugars, how to manage your medications, and 
even how to plan healthy meals. We focus on 
weekly goal setting or making what is called an 
action plan. Being in a group helps hold folks 
accountable. We also focus on exercise, stress 
management, and coping, as well as working with 
and communicating with the healthcare team. 
Partnerships are key to this as well. The Latino 
Health Insurance Program has helped reach the 
community, working with offices, churches, social 
clubs, and senior housing. 

Based on tests before and after the intervention, 
using test questions provided by CMS, we found 
participants had increased knowledge in every 
domain and learned better coping skills. For 
example, we asked if they knew of healthy ways 
to manage their diabetes-related stress, and that 
number went from 40 to 85. Healthy behaviors 
also increased, which is so important for diabetes 
management. Enrollees increased their fruit 
and vegetable consumption. Those outcomes 
are great, and we’ve also received meaningful 
participant feedback:

•	 “I think stress management was my 
biggest takeaway.”

•	 “We all identified ourselves as people 
living with diabetes which made it easier 
to make changes. The group process was 
very important to me.”

•	 “I was dependent on medication only; now 
I realize there was a lot I could do to help 
manage my diabetes.”

True Success Story: Recently, we had an 
opportunity to provide training in a senior housing 
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complex in Massachusetts where Mr. and Mrs. D 
attended together. Their biggest takeaway was 
healthy eating, including reading labels and trying 
new foods. Mr. D lost five pounds during the 
six-week session. These personal connections 
and successes make this work so incredibly 
rewarding. 

Mr. Wisniewski thanked Dr. Gardner.

Quality Improvement Panel
Anthony C. Wisniewski, Esq., Moderator

Panelists:

Milagros Abreu, MD, MPH, President & CEO, 
Latino Health Insurance Program

Donna Drouin, Patient & Family Advisory Council 
(PFAC) Member, New England QIN-QIO

Stefan Gravenstein, MD, MPH, CMD, Clinical 
Director, Healthcentric Advisors 

Annette Kussmaul, MD, MPH, FACPM, 
Associate Regional Administrator, Division of 
Quality Improvement, CMS, Region 1 (Boston)

Steve Stein, MD, Medical Director, Livanta

Dr. Abreu: How does your organization integrate 
PFE in your initiatives? Our organization strives 
to improve access to healthcare for minorities in 
Massachusetts. We serve 500 individuals each 
year and help them manage chronic conditions. 
Chronic conditions are disproportionately 
affecting individuals in minority communities. 
We bring evidenced-based programs to our 
families (e.g., diabetes self-management 
education) because we know the patient’s family 
is an important part of health improvement. We 
have four locations in Massachusetts. Through 
partnerships with faith-based organizations 
and community organizations, we have used 
community health workers and trained them to 
provide the programs in the communities. In order 
to help patients better manage their conditions, 
we provide support around social determinants 
of health. Patients may have difficulty getting 
food, improving their living conditions, or even 
obtaining transportation. We help them manage 
this and help them apply for programs that can 
benefit them to achieve better health outcomes. 
In addition to providing, supporting, and 

educating, we meet the patient where he or she is 
in the community.

Ms. Drouin: Let me just mention briefly the 
PFAC at Middlesex Hospital in Connecticut. We 
analyze patient satisfaction information, Press 
Ganey results, and Consumer Assessment 
of Healthcare Providers & Systems (CAHPS) 
data. Based on our findings, our Patient and 
Family Advisory Council members brought new 
white boards into patient rooms. We wrote out 
checklists: preparing to come to the hospital, 
while you’re in the hospital, and when you’re 
leaving the hospital. The last two checklists are 
in a patient guide, which was developed by the 
PFAC and is available during the hospital stay. 
We want them to start to prepare to leave when 
they arrive. As a PFAC member, I look for clear 
and simple communication. As a result of patient 
input into material related to clostridium difficile, 
the information was cut in half, simplified, and 
pictures were added since many people don’t 
want to or cannot read. Additionally, patients 
contributed the idea of using colored smocks 
to identify the different roles of healthcare 
professionals. We benefit from the QIO website; 
and as the PFAC lead, I’ve also been involved 
in the Connecticut Hospital Association. The 
information we use can be shared with others 
across New England.

Patients have the “fear factor” when asking 
questions because they don’t want to sound 
stupid. They don’t want to challenge the 
“white-coat” verbiage. For example, palliative 
care directives are words, but out of 30 patients, 
maybe only two understand it. They have a 
fear of hearing that something is wrong them. 
Physicians are dealing with patients who are 
afraid to talk. This increases the importance of 
this work.

Dr. Gravenstein: It is critical that we welcome 
patients and families to participate in their care 
and in quality improvement initiatives. There 
are so many initiatives around this. We have a 
cultural barrier. Think about how someone calls 
for an appointment and a recording picks up; 
the real message the patient hears is “call 911” 
or we’ll see you in a few months. We need to 
recognize our shortcomings and how we engage 
the patients. We need to ask CMS to aim for 
something higher than patient-centered care. 
Instead, raise this to patient-directed care. We 
as providers have to educate our patients well 
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enough so they know what is best for themselves. 
Without engaging them in the right way, we can’t 
expect them to ask for the right things at the right 
time. We need to elevate the patients’ knowledge 
about their rights to care. We have evidence on 
how to do this. We published a series of papers 
on the work about which Dr. Gardner spoke. We 
know that not just “teach-back” but “write-back” – 
the patients writing what their conditions are and 
what to do post-discharge – helps us know, in 
their own words, what they understand.

Dr. Kussmaul: What recommendations do you 
have in overcoming barriers? What is the biggest 
opportunity you see from the CMS experience? 
On a personal note, I’m also a family care giver 
to my father, who is 88, with diabetes and heart 
failure. It is really important for the healthcare 
system to understand the patient’s goals. My 
father’s goals have been staying home, driving 
(until recently), and going on vacations. So far, 
we have achieved all of those things. From a 
CMS perspective, the Patients over Paperwork 
initiative helps doctors and clinicians focus on 
their patients and their patients’ wants.

Dr. Stein: First of all, I’d like to address patients 
being able to talk to the doctor. The provider 
needs to know what the patient knows. At 
Livanta, we are doing appeals and quality 
complaints. The appeals are for people who 
believe they aren’t ready to leave the hospital or 
go home from the nursing home. We start the 
PFE program there and tell the patient to get the 
case manager involved. The CMII project involves 
teaching patients how to fish, teaching them how 
to make appointments as a first step. If you call 
with a quality complaint, an ongoing complaint 
happening now, we do the immediate advocacy 
project. In each of the New England states, when 
a Medicare patient calls with a complaint, the 
nurse answering the phone will intervene to solve 
the issue or we will review the medical record. 
The patient often doesn’t like the formal review; it 
takes too long and much of the information isn’t in 
a medical record.

Examples: 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 
patient was happy.

We’ve had people call because they didn’t get 
their CT scan results. One patient was required to 
make an appointment to get the results but there 
were no available dates. Our nurse was able to 
get the patient in more quickly to discuss the results.

Questions & Answers
Mr. Wisniewski moderated a question and answer 
session.

Q: Asked by Ms. Paula Griswold, Massachusetts 
Coalition for the Prevention of Medical Errors: I’m 
wondering how much is it encouraged to continue 
the Diabetes Self-Management Training groups 
to hold each other accountable? Are there plans 
to encourage these groups to continue to meet to 
build on what they have learned? 

Dr. Abreu: It’s important to activate the patients 
and continue them on that path to stay active in 
the community. Social isolation vs. community 
activation. In the Diabetes Self-Management 
Training program, our coordinator identifies where 
the patient is in the process. After the patients are 
identified with their conditions, we recommend 
that they participate in whichever programs will 
help them continue on their path. We follow-up 
with the patients for the six months after program 
participation. We find that 98% report satisfaction 
in how they view the medical system; 100% are 
more physically engaged, etc. This shows us that 
the participants continue to use what they have 
learned and continue on the path.

Ms. Gail Patry, Healthcentric Advisors: The 
individuals in the classes create linkages 
themselves. In Maine, after a Diabetes 
Self-Management Education class, they created 
a walking group. A few other groups do recipe 
swapping and meet for lunch monthly. The 
intimacy of the classes is creating a bond that we 
didn’t anticipate.

Q: Asked by Ms. Betsy Canino, VP Clinical 
Services at PACE: Many of our clients don’t 
speak English and we try to send them to 
specialists. Many say, “Don’t send me there 
unless you send an interpreter,” but there are 
many different languages. It is hard to meet their 



15

goals. What are your suggestions? Language 
lines are not consistently utilized.

Dr. Stein: The BFCC-QIO has the ability to 
use language lines for all languages related to 
appeals. From my practice, the hospitals also 
have language lines available to them, which is 
required by CMS. Medical language lines are 
available 24 hours per day. Every local hospital 
emergency room can tell you which language line 
it uses.

Dr. Abreu: It’s important to recognize how 
diversity is growing and our towns are changing. 
We need to take into account better the diverse 
populations and available resources. In our 
case, we provide transportation and, through 
the SCORE program, interpretation to ensure 
the patients understand the guidance provided. 
We help them collaborate with the providers. 
I received an email from a hospital executive 
recommending a patient to our program.

Q: Asked by Ms. Michelle Blanchard, 
Advocates, a Behavioral Health Organization in 
Massachusetts: Thank you for recognizing the 
large number of people with behavioral health 
needs. Any suggestions for the families dealing 
with behavioral health challenges?

Dr. Kussmaul: I hear you regarding the 
challenges in supporting families of patients 
with mental health and behavioral health 
needs. We want to support them and know it 
can be challenging. We talk about our interest 
in teaching patients and families to fish, which 
isn’t always possible due to the challenges of 
mental health conditions or dementia that the 
patient has. We recognize that in some cases 
we’d like to help patients and families take on 
activities themselves. Immediate advocacy and 
long-term navigation and support is recognition 
that traditional case review work isn’t providing 
assistance to everyone.

Dr. Gravenstein: An anecdote about opportunities 
to engage involves a pilot program we did with 
super utilizers, including those with behavioral 
health disorders. This 1% of the population uses 
25% of the healthcare dollars. In Cleveland, 
it was about 80 patients. We went after the 
first 10 in that group. We included a clinical 
psychologist, doctors, and nurses. We found the 
medical issues were actually social problems. 
The system is designed to get what it gets. The 
home healthcare worker visiting after discharge 

isn’t seeing the patient because of eviction, etc. 
The family advocates are burned out, etc. Our 
engagement was different, not scalable, the 
doctors did home visits. The doctors met with a 
heart failure patient with a cocaine overdose. No 
one realized the patient was cognitively impaired. 
She couldn’t schedule the visit with the doctors, 
and couldn’t keep track of the cell phone. The 
fix is that we started giving out cell phones 
and chargers and identifying a family contact. 
Almost always, the person the patient told us to 
contact was not the right person. Again, it was 
a social, not a medical problem. The answer is 
that the approach needs to be turned on its ear 
and thought about differently. Is a social worker 
needed? Or a navigator? Could someone without 
healthcare training help? The patients need 
someone to care enough.

Dr. Stein: As an emergency room (ER) doctor, 
let me say that we have these patients in the 
ER all the time. There is work going on in the 
rural areas of Canada using tele-mental health. 
There are reimbursement issues. Different 
states are approaching this in different ways. In 
Massachusetts, after 48 hours, if no placement is 
available, another 48-hour plan is created. This is 
being tested and some of the acute issues might 
involve accessing services.

Dr. Abreu: It’s important to do an assessment 
of the patient and then make a plan to address 
the behavioral health problems or cognitive 
impairment. In these situations, involving the 
family, if possible, and meeting with the patient in 
the community is very important. 

Q: What strategies within your current initiatives 
has had the biggest impact on PFE?

Dr. Kussmaul: I want to give credit to programs 
in the QIO area – immediate advocacy work in 
providing true assistance to the callers that is 
more satisfying than the traditional quality of care 
review, which can take a number of weeks. Much 
of what these patients are calling about isn’t 
documented in the medical record, which is also 
not satisfying for them when a formal care review 
is done. The immediate advocacy addresses 
the true complaint and garners more assistance. 
The involvement includes patients, families, care 
givers, QIN-QIO, ESRD networks, and our quality 
contractors. It is wonderful to have patients 
identifying activities and input on tools and efforts.
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Check in with CMS: Reaction and 
Open Discussion 

Jeneen Iwugo, MPA, Deputy Director, QIIG, CMS

Q: Asked by Ms. Betsy Canino, VP of Clinical 
Services, PACE: I’m a former nurse practitioner 
in primary care. I have had experiences with 
patients in primary care and applaud the effort to 
reduce the paperwork burden. There are many 
regulations and requirements we spend a lot time 
figuring out, rather than spending that time with 
our patients. Where is CMS going with that?

Ms. Iwugo: The new administration is working 
to resolve burden. On one hand there is a drive 
to make things simpler for providers and on the 
other hand there is compliance with checks and 
balances to identify those not doing what they 
are supposed to do. We are trying to develop the 
appropriate balance while removing unnecessary 
parts. I appreciate the reality of dealing with the 
different requirements. Each policy and rule exists 
for a purpose. The journey map will help us figure 
out the value of additional steps and remove 
waste. This will take time before you all feel the 
impact of that. We are working on it.

Q: Asked by Ms. Paula Griswold, Massachusetts 
Coalition for the Prevention of Medical Errors: 
There needs to be more of an opportunity to help 
us work on helping people improve. We want 
to look at best practices and approaches that 
have achieved results. It can be hard to find the 
information to see who is doing it best and how 
they did it (e.g., Hospital Compare). In our state, 

the hospitals are split through three Hospital 
Improvement Innovation Networks (HIINs), so we 
don’t always hear about the highest-achieving 
hospitals. We need to see the best results, and 
those that are most achievable.

Ms. Iwugo: Across our Learning and Action 
Networks (LANs), which convene a range of 
partners, we provide complementary examples 
of best practices at the local level. There are 
National Coordinating Councils (NCCs) in every 
network that have regional and national best 
practice examples. Your QIO can help you 
partner with top performers. The QIOs know 
for each intervention where the best-practice, 
high performer is and can connect you. When 
we go out to speak about the work, we have the 
examples that support the goal of the work.

Q: Asked by Ms. Kathy Heren, Long term Care 
Ombudsmen in Rhode Island: In the quest to help 
people control diabetes, especially over 65 years 
of age, the co-pays for insulin are a barrier. My 
husband has an endocrinologist that helps with 
the medications, but the cost of drugs is a barrier 
for many.

Dr. Gardner: We agree the cost is high for 
insulin and it is a barrier. Working in a clinic for 
the underserved, we encourage patients to get 
their medication at Walmart, which is cheaper. 
Making insulin cheaper can have benefits and 
cost-avoidance in the long-term. It is difficult to 
make a Medicare-wide statement on this because 
there are so many different drug plans through 
Part D and Medicare Advantage, but we agree 
that reducing cost can make a big difference and 
should be a priority.

Q: Asked by Ms. Kathy Calandra, Healthcentric 
Advisors: We bring providers together and we 
have a Behavioral Health coalition in Rhode 
Island. The elephant in the room is Medicare 
coverage. Does this benefit coverage come 
up in CMS conversations? Behavioral health 
coverage? If the Medicare fee for service (FFS) 
patients have Medicaid, they can get services, 
but if they don’t, they don’t get to continue their 
behavioral health services. 

Ms. Iwugo: We will try to make a link, a case, for this.
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Q: Asked by Ms. Jennifer Bitterman, 
Communications Director, Livanta: What is the 
best way to get to CMS with suggestions for 
improvement or for areas that need attention?

Ms. Iwugo: Communication with CMS can come 
in the form of a letter. CMS is required to read 
them and to respond. Keep it simple and address 
it with the copy to influential partners. Offer 
the problem and then recommend a solution. 
Including a possible solution will help reduce the 
time for the problem to be addressed.

Q: Asked by Ms. Drouin: Are you engaging 
providers and health plans, along with patients, to 
come up with solutions?

Ms. Iwugo: The initiative called Meaningful 
Measures systematically reviews each measure 
for meaningfulness. We conduct listening 
sessions, which includes patients, providers, and 
national organizations, about what works and 
what doesn’t work. The administration is doing 
this for Meaningful Measures and other initiatives.

Closing Remarks from Your QIOs 
Mr. Keimig 

Thank you, Jeneen, for your input, thoughts, and 
responses. You provide a valuable perspective 
from CMS that is motivating to us on the front 
lines. It is reassuring that CMS is establishing 
person and family engagement. I also want to 
acknowledge Dr. Stefan Gravenstein’s comment 
on patient directed care.

On behalf of Healthcentric Advisors and 
Qualidigm, I want to thank you for attending this 
symposium and the importance of person and 
family engagement. The patient needs to be 
educated and motivated in order to be activated. 
For those of you already doing this, I hope this 
confirms you’re on the right track. I hope you 
gained insight and ideas on how to engage.

The BFCC is here to assist the beneficiaries. The 
New England QIN-QIO is available to assist the 
providers. We want to hear from you. 

I want to thank Livanta, CMS, and representatives 
of state government. I want to acknowledge and 

thank the staff at both Livanta and Healthcentric 
Advisors for their help in coordinating this event.

Thank you to everyone in the audience and for 
your participation.

Mr. Wisniewski

Thank you, Healthcentric Advisors, for the 
collaboration and for providing insightful 
comments and information about what your 
organization is doing. At Livanta, we maintain 
an entrepreneurial spirit. I want to thank Dr. 
Kussmaul for her comments about immediate 
advocacy. I want to encourage you to call. 
Jeneen Iwugo noted that the continuum of 
quality improvement and patient care is patient 
advocacy – patients have up to 30 days to assist 
in the support of the discharge plans. We, along 
with Healthcentric Advisors and CMS, are here to 
support that.

We have an app that patients and families can 
use to track the status of their cases called Arrow. 
It’s similar to tracking a package delivery. If you 
type in the Medicare patient’s case number, 
you can track the case hour by hour. This is 
to decrease stress of the patient and family 
going through the process by giving them more 
information when they want it. 

We have had close to two million calls and 
solved 267,000 cases in CMS Areas 1 and 5. 
We have touched upon the languages that can 
be supported and spent hours communicating 
patient’s rights. LivantaCares Medicare Helpline 
app is available on iTunes and Android app stores 
where you will receive real time engagement with 
patients in the hospital. Caregivers will use this. 
See the Livanta website for more information.

Thank you for attending. We are here for you. 
Contact us with issues. 

Thank you and safe travels.
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Speaker Biographies

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

Mr. Wisniewski, Esq. is the 
chairman of the board as 
well as chief of external and 
government affairs for Livanta 

LLC. Mr. Wisniewski’s responsibilities at Livanta, 
as well as his responsibilities as the previous 
executive director and counsel of Livanta’s 
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 healthcare 
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 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 healthcare reform payment incentives. 
Just prior to joining AGS full time, Mr. Wisniewski 

served as the president and chief executive 
officer of CAHME, the accreditor of graduate-level 
healthcare management education. While at 
CAHME, he led the rollout of competency-based 
criteria for accreditation that factored in 
healthcare quality improvement measures for the 
next generation of hospital administrators and 
supply chain and other healthcare executives.

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.

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.

H. John Keimig, MHA, 
FACHE, President & Chief 
Executive Officer (CEO), 
Healthcentric Advisors 

Mr. Keimig is the 
chief executive officer 
at Healthcentric 
Advisors, a nationally 
recognized healthcare 

quality improvement advisory firm. He is an 
accomplished healthcare industry executive with 
over 30 years’ experience providing effective 
leadership and strategic direction for both 
institutional and consultancy organizations.
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As president and CEO, Mr. Keimig is responsible 
for leading the organization’s work on a diverse 
range of federal, state and private contracts, 
research awards, and consulting and project 
management engagements focused on 
healthcare quality, patient safety, outcomes 
measurement, health information technology, 
population health management and clinical 
practice transformation. His organization 
serves as the prime contractor to administer 
The Centers for Medicare & Medicaid Services 
Quality Innovation Network-Quality Improvement 
Organization for the 6 New England states.

Previous experience in health delivery leadership 
includes serving as President and CEO of 
St. Joseph Health Services of Rhode Island 
where he led an organizational restructuring 
transforming two hospitals into a respected, 
patient and community-focused healthcare system.

A regular lecturer on healthcare quality 
improvement issues, Mr. Keimig serves on the 
boards of directors of the Rhode Island Quality 
Institute and the American Health Quality 
Association. He is board certified in healthcare 
administration as a fellow of the American 
College of Healthcare Executives. Mr. Keimig 
is a graduate of the University of Scranton and 
Xavier University’s Graduate Program in Health 
Services Administration, which awarded him its 
Distinguished Alumni Service Award.

Annette E. Kussmaul, 
MD, MPH, FACPM, 
Associate Regional 
Administrator - Division 
of Quality Improvement, 
Centers for Medicare 
& Medicaid Services 
(CMS)

Dr. Kussmaul, a 
board-certified preventive 

medicine specialist, is the associate regional 
administrator (ARA) for the Division of Quality 
Improvement, Centers for Medicare & Medicaid 
Services (CMS), Region 1 (Boston).  In this role, 
she provides management oversight of staff, 
as well as leadership and vision for the quality 
improvement organization (QIO) and ESRD 
Network programs in Area 1. 

Dr. Kussmaul transferred to the Boston Regional 
Office in January 2016, after several years as the 
ARA for the Division of Quality Improvement in 
the CMS Kansas City Regional Office. Previously, 
as a Medical Officer for CMS, she led outpatient 
projects for the QIO program, overseeing the 
work of 53 state-based QIOs assisting physician 
offices in using electronic health records and 
tracking and improving preventive services.  

Dr. Kussmaul received the 2010 Brenda Burton 
Award from the CMS Quality Improvement 
Program.  She received her medical degree from 
New York Medical College and her master’s in 
public health from Columbia University Graduate 
School of Public Health.

Jeneen Iwugo, MPA, 
Deputy Director, 
Quality Improvement 
and Innovation Group 
(QIIG), Center for Clinical 
Standards & Quality 
(CCSQ), Centers for 
Medicare & Medicaid 
Services (CMS)

Ms. Iwugo is the deputy 
director of the Quality 

Improvement & Innovation Group in the Center 
for Clinical Standards and Quality at the Centers 
for Medicare & Medicaid Services. With a formal 
education in Speech Communication and Public 
Policy, she has concentrated her QIO work in 
the Beneficiary and Family Centered Care tasks 
of the Quality Improvement Organization (QIO) 
program. Since joining QIIG in 2008, she has 
served as a subject matter expert, government 
task leader, QIO confidentiality regulation lead, 
special assistant, and division director. Ms. Iwugo 
led the revision of the QIO regulations to expand 
eligibility for QIO contracts beyond the previous 
state based structure. She also led the transition 
of the 10th Scope of Work QIO case review task 
into the now separate BFCC task in the QIO 11th 
Scope of Work.

Prior to her various roles within CCSQ, she 
worked in the Center for Medicaid and CHIP 
Services on Medicaid managed care policy, state 
plan amendments, demonstrations, and waivers. 
Ms. Iwugo has also served as adjunct faculty 
for the Community College of Baltimore County, 
teaching Speech Communication.



20

Cathy Jackson, Director  
of Appeals and Intake, 
Livanta LLC

Ms. Jackson, as the director 
of intake and appeals for 
Livanta LLC, is directly 
responsible for all day to 
day operational activities 
of the Medicare Helpline, 
Livanta’s Person and Family 

Engagement activity and the BFCC-QIO Appeals 
review work. 

With more than 22 years of experience in the 
QIO Program, Ms. Jackson has extensive 
background working directly with the Centers 
for Medicare and Medicaid Services (CMS), 
Medicare beneficiaries and their families, 
community leaders, healthcare providers and 
other stakeholders. 

As a strong advocate for improvement, Ms. 
Jackson has been instrumental in integrating 
the use of information technology and system 
design in utilization and quality management 
programs both in private and non-profit sectors 
of healthcare. She has deep roots in quality 
improvement, extensive background in nursing, 
quality management, utilization review, and 
software development. 

Rebekah Gardner, MD, 
Senior Medical Scientist, 
Healthcentric Advisors

Dr. Gardner is senior 
medical scientist at 
Healthcentric Advisors, 
assistant professor 
of medicine at Alpert 
School of Medicine at 

Brown University and a practicing internist at 
Rhode Island Hospital. These roles enable 
her to combine clinical experience with the 
implementation and evaluation of healthcare 
quality improvement. 

At Healthcentric Advisors, the New England 
QIN-QIO, Dr. Gardner provides clinical oversight 
and strategic direction on efforts to improve care 
transitions. She also serves as the clinical lead 
for the New England QIN-QIO Patient and Family 
Advisory Counsel.

Dr. Gardner has integrated these important 
themes in her work with medical students and 
residents at Brown University to ensure that 
physicians-in-training learn the importance of 
engaging patients into their own care, the skills 
needed to improve care transitions, and the tools 
to measure their own quality efforts.

Dr. Gardner received her Bachelor of Arts degree 
in History from the University of Virginia and her 
medical degree from the New York University 
School of Medicine. She completed her residency 
training in internal medicine, as well as a research 
fellowship, at the University of California, San 
Francisco. 

Milagros Abreu, MD, MPH, 
President, Chief Executive 
Officer and Founder, 
Latino Health Insurance 
Program

Dr. Abreu is the president, 
CEO, and founder of the 
Latino Health Insurance 
Program (LHIP). She is the 
chair of the Massachusetts 

Medical Society, Committee on Ethnic Diversity, 
an executive committee member from the Healthy 
Aging Collaborative and steering committee 
member for the Massachusetts Comprehensive 
Cancer Prevention and Control Plan.  

After obtaining her medical degree, Dr. Abreu 
worked for Boston Medical Center and obtained 
her master’s degree in epidemiology from Boston 
University School of Public Health.  

She has dedicated her career to ensuring 
high-quality and accessible primary care for 
minority residents. In 2006, Dr. Abreu founded 
the Latino Health Insurance Program. The 
organization has assisted 40,000 families with 
access to healthcare, chronic disease prevention, 
disease management, and nutritional programs.

Dr. Abreu has been recognized for her 
tremendous efforts to reduce health disparities 
and enhance public health by the Framingham 
Medical Reserve Corps, City of Boston, 
Massachusetts State Senate, Massachusetts 
Medical Society, Massachusetts Immigrant and 
Refugee Advocacy Coalition and others.
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Donna J Drouin, Member, 
Patient and Family 
Advisory Council, New 
England QIN-QIO

Ms. Drouin is an original 
member of the New 
England QIN-QIO Patient 

and Family Advisory Council (PFAC). After a 
reportable incident with her mom, she was invited 
to be a founding member of the Middlesex Patient 
Family Advisory Council. Ms. Drouin has chaired 
and co-chaired that council for 6 years and 
has brought her experience to the Connecticut 
Hospital Association PFAC, Connecticut Partners 
for Health, and the New England QIN-QIO PFAC.

Ms. Drouin worked from an early age carrying 
lunch trays to elderly residents of the six 
family-owned nursing and rest homes where she 
witnessed compassionate care dispensed daily. 
That care transferred to caring for her mom well 
into her 90’s, her elderly aunt, and subsequently 
her elderly uncle who recently passed at 95.

Professionally, Ms. Drouin has over twenty-five 
years of Healthcare Quality experience. She has 
a master’s in communication and information 
management, is a six sigma black belt, trained in 
Lean and PROSCI change management, and has 
working knowledge of NCQA, JCAHO, URAC, 
HCAHPS, and CAHPS, the primary accreditation 
tools/organizations.

Stefan Gravenstein, 
MD, MPH, New England 
QIN-QIN Clinical Director, 
Healthcentric Advisors

Dr. Gravenstein serves 
as the clinical director at 
Healthcentric Advisors, the 
New England QIN-QIO.  
He also is Professor of 

Medicine and Health Services Policy and Practice 
at Brown University and a researcher at the 
Providence Veterans Hospital.  

Dr. Gravenstein completed internal medicine 
residency and geriatrics fellowship at the 
University of Wisconsin-Madison and William 

S. Middleton Veterans Administration Medical 
Center, where he joined the faculty and was 
tenured.   

Throughout his career, Dr. Gravenstein has 
led geriatrics and palliative care programs, 
fellowships and quality improvement work at 
academic centers in Virginia, Ohio, and Rhode 
Island.  His research has focused on nursing 
home quality improvement, aging and immunity, 
infection prevention, and vaccines and safe care 
transitions. 

Dr. Gravenstein brings his own experience as a 
caregiver of aging parents to his research, quality 
improvement, and clinical practice. 

Steve Stein, MD, Chief 
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. 

He is a Fellow of the American College of 
Emergency Physicians (ACEP) 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.

.




