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Meeting Purpose

Person and Family Engagement Initiatives 
was the topic of a symposium sponsored by 
Quality Insights and Livanta, the two Quality 
Improvement Organizations (QIOs) for 
Pennsylvania and New Jersey. The symposium 
was held the morning of February 28 at the Inn at 
Penn in Philadelphia. 

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

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. 

Quality Insights’ Quality Innovation Network 
(QIN)-QIO contract centers primarily on working 
with 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 Quality Insights and Livanta
 
The Quality Improvement Organization (QIO) 
Program serves as one of the largest federal 
programs dedicated to improving health care 
quality at the community level. The program 
focuses on work with Medicare beneficiaries, 
caregivers, health care providers, and 
constituents to support the development of 
healthy people in healthy communities, resulting 
in better care and lower costs. 

Quality Insights is the QIN-QIO for Delaware, 
Louisiana, New Jersey, Pennsylvania and West 
Virginia. Quality Insights collaborates with health 
care 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. To learn more, 
visit www.qualityinsights-qin.org.

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.

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: 

•	 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.

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 care complaints 
in an effective and efficient patient-centered 
manner. To learn more, visit www.Livanta.com
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Person and
Family
Engagement,
Findings and
Trends
Quality Improvement
Organization 
Symposium

Hosted by
Centers for Medicare & Medicaid
Services, Livanta, and Quality 
Insights

February 28, 2018
8:30 – 11:30 a.m.

The Inn at Penn
3600 Sansom St,
Philadelphia, 
PA 19104

AGENDA
8:00 a.m.   Registration Opens

8:30 a.m.   Introductions/Greetings 
   Anthony Wisniewski, Chairman, Livanta 
   Dr. Sven Berg, Chief Executive Officer, Quality Insights 
   Monique Scott, CMS External Affairs, Region 3,    
                  Centers for Medicare & Medicaid Services (CMS)

8:40 a.m.   Livanta Initiatives 
   Lance Coss, Program Director, Livanta

9:00 a.m.   Quality Insights Initiatives  
   Kimberly Cahill, Project Coordinator, Quality Insights

9:20 a.m.  Q&A for the QIOs

9:30 a.m.  Quality Improvement Panel 
   Anthony Wisniewski, Moderator 
   Panelists: 
   Steve Stein, MD, Medical Director, Livanta 
   Barbara J. Connors, DO, MPH, Chief Medical Officer, CMS  
   Region 3 
   Dr. Sven Berg, CEO, Quality Insights 
   The Hospital Health System Association of Pennsylvania,  
   Hospital Improvement Innovation Network (HIIN), invited 
   Jennifer Sryfi, Director, Community Programs, New Jersey  
   Hospital Assocation (NJHA) 
   Mimi Schaible, RN, MSN, MBA, Director, Care Coordination and 
   Consultation, VITALity Catholic Healthcare Services, Diocese of 
   Camden 
   Kevin J. Kelly, Ed.D., Executive Director, American Diabetes 
   Association

10:30 a.m. Panel Summation / Q&A 
   Dr. Sven Berg, Quality Insights

10:40 a.m. Break

10:50 a.m. CMS Presentation and Q&A 
   Jeneen Iwugo, Deputy Director, Quality Improvement and  
   Innovation Group, Center for Clinical Standards & Quality, CMS

11:25 a.m. Final Remarks/Adjournment 
   Dr. Sven Berg, Quality Insights 
   Anthony Wisniewski, Livanta
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Introductions/Greetings

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

Sven T. Berg, MD, MPH, CPE, Chief Executive 
Officer, Quality Insights

Monique Scott, Health Insurance Specialist, 
Centers for Medicare & Medicaid Services (CMS), 
External Affairs, Region 3 

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 with the 
two organizations’ local Medicare stakeholders. 
He was happy that Livanta and Quality Insights, 
the two Medicare QIOs for Pennsylvania and 
New Jersey, could jointly host the meeting. 
Mr. Wisniewski shared that Mr. Lance Coss, 
BFCC-QIO 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. 

He also discussed the balance of the symposium, 
which would include a presentation by Ms. 
Kimberly Cahill from Quality Insights, a panel 
discussion on quality improvement within the 
context of Beneficiary and Family Centered Care, 
and a keynote address by Ms. Jeneen Iwugo 
from CMS. 

Mr. Wisniewski briefly introduced Livanta’s role 
as the BFCC-QIO for CMS Area 1 (Northeastern 
U.S., including Pennsylvania and New Jersey, 
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 251,072 quality of care complaints and 
appeals for Medicare beneficiaries. Of these, 
52,413 have been in Pennsylvania and 25,430 
have been in New Jersey.

He thanked Dr. Berg as well as CMS staff for 
participating in the program and acknowledged 
the support of Pennsylvania’s and New Jersey’s 
Congressional delegations. U.S. Senator Pat 
Toomey (Pennsylvania) and U.S. Senator Bob 
Menendez and U.S. Senator Cory Booker (New 
Jersey) sent welcome letters to greet symposium 
attendees. Staff from all four of the Pennsylvania 
and New Jersey U.S. Senators’ offices attended: 
Mr. Geoffrey Mock, regional representative 
for Senator Casey; Ms. Imani Johnson, field 
coordinator for Senator Toomey; Ms. Vanessa 
Lawson, special assistant for constituent services 
for Senator Menendez; and Mr. Alfred Mason, 
special assistant and constituent advocate for 
Senator Booker.

Dr. Berg expressed his excitement about his 
alliance with Livanta and his participation in the 
symposium. He explained that a few years ago, 
CMS split the QIO program, so that there are 
two types of QIOs: BFCC-QIOs, like Livanta, 
and QIN-QIOs, which includes Quality Insights 
and 13 other QIN-QIOs. These QIN-QIOs work 
with providers, Medicare beneficiaries and their 
families and advocate to improve the quality of 
care. 

Dr. Berg emphasized that Quality Insights has 
the opportunity in five states to address Medicare 
Beneficiary and Family Centered Care and to 
work with providers. He believes it is important 
to hear the voice of patients in all program 
development and execution. It’s critical to 
understand patient needs. He also wants to hear 
from those present at the symposium about what 
their needs are. 

Dr. Berg concluded by stating, that it is a 
necessity for Quality Insights and Livanta to 
work in partnership to assist patients and their 
caregivers and improve the quality of care.

Ms. Scott discussed how CMS’s Region 3 looked 
forward to engaging with the QIOs and the many 

Proceedings
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stakeholder groups represented by those in 
attendance. She appreciates all their efforts to 
help Medicare beneficiaries.

She concluded by letting those in attendance 
know that CMS would be issuing new Medicare 
cards that do not contain Social Security 
Numbers and she appreciated everyone getting 
the word out. The new Medicare cards will be 
distributed starting in April 2018 and continuing 
for about a year.

Livanta Initiatives

Lance Coss, MS, MEd, CGC, BFCC-QIO 
Program Director, Livanta LLC

Mr. Coss discussed how Livanta has partnered 
with Quality Insights for years. He stated that 
most people see Livanta as providing quality 
assurance versus the quality improvement on 
which Quality Insights 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:

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.  

•	 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.

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 
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.

•	 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:

•	 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 we are 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 
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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.  

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; 
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 
advocates have with patients. The 
story began with a patient who had 
just received a terminal diagnosis. The 
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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.

Quality Insights Initiatives

Kimberly Cahill, MBA, BSN, RN, Project 
Coordinator, Care Coordination/Medication 
Safety, Quality Insights

Ms. Cahill began her remarks by discussing the 
QIO program and how it is an integral part of the 
U.S. Department of Health & Human Services’ 
National Quality Strategy. The strategy focuses 
on better health care, improved health, and lower 
cost health care. Quality Insights is particularly 
focused on patient-centered care.

Quality Insights, which covers Pennsylvania, New 
Jersey, Delaware, West Virginia, and Louisiana, 
is one of 14 QIN-QIOs across the U.S. Quality 
Insights collaborates with people and their 
families’ providers and stakeholders on multiple, 
data-driven quality initiatives to:

•	 Improve cardiac care and diabetes care;
•	 Increase adult vaccination rates;
•	 Lower the incidence of health care 

acquired conditions, such as pressure 
ulcers and infections;

•	 Drive reductions in avoidable 

hospitalizations and readmissions;
•	 Prevent adverse drug events; and
•	 Improve appropriate prescribing and 

usage of opioids. 

Quality Insights determines where they can have 
the most impact.

Ms. Cahill works on reducing avoidable 
readmissions and decreasing adverse drug 
events. The adverse drug events program looks 
at anticoagulants, diabetes medications, and 
opioids. She also works on a SIP dealing with 
opioid prescribing safety. 

Multiple teams across Quality Insights collaborate 
on all projects and share lessons learned to foster 
the use of best practices. 

Engagement and activation: There is a lot of 
evidence that if you listen to patients’ voices and 
link them to their care then better outcomes and 
decreased costs will result. This evidence informs 
multidimensional tactics that Quality Insights 
employs. 

Quality Insights engages and activates patients 
and their families in self-care; coalitions and other 
community and provider-based organizations 
in community care; and community partners, 
board members, advisory councils, and others in 
organizational care.

Quality Insights performs patient activation, 
provides disease self-management education 
(DSME) and care coordination programs, and 
measures effectiveness of the effort using the 
Patient Activation Measure (PAM-10®) tool. This 
evidence-based tool measures a patient’s level 
of activation and engagement in self-care. The 
tool is a 10-item questionnaire that assesses 
how involved a patient is and how comfortable 
he or she is with the care and with taking care 
of himself or herself. There are four levels of 
activation. 

Staff working with the program are finding that 
many people in the community are managing 
diseases like heart disease and diabetes and are 
functioning at Level 1: they don’t feel they have 
the knowledge, skills, or confidence to manage 
their disease and instead depend entirely on their 
physician. 

Quality Insights provides free DSME programs 
across Pennsylvania, and did pre- and 
post-program PAM-10 surveys for these 
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programs. They found that people entering the 
program were at very low levels on this scale. 
This knowledge helped determine how to manage 
these classes. 

This effort has been deemed a success. If the 
patient indicated he or she was dependent on 
the doctor for managing his or her disease, they 
also connected these persons with their primary 
care physicians to let them know the individuals 
needed support. 

If someone is still a Level 1 or 2, Quality Insights 
provides this information to the primary care 
physicians. The QIN-QIO then monitors whether 
the physician is following up. 

Quality Insights also educates patients and 
families on the new CARE Act, which requires 
patient and caregiver involvement in the hospital 
discharge process. 

Family caregivers are being expected to do 
more medically related things after patients are 
discharged, such as administering intravenous 
medications. Patients are being discharged 
earlier, and caregivers become part of their circle 
of support and care. Under the CARE Act, the 
patient identifies who will be his or her caregiver. 
That person becomes part of the discharge 
process and is taught how to provide the at-home 
care the loved one will need.

Quality Insights also collaborates with the 
American Association of Retired Persons (AARP) 
to help disseminate information on the CARE Act. 

Engaging in community care: Quality Insights 
has coalitions which Medicare beneficiaries are 
invited to join. Subject Matter Experts (SMEs) are 
also part of these coalitions. The SMEs provide 
expert advice and review all materials that are 
distributed.

Medicare beneficiaries have also become 
involved in national CMS efforts and participate 
with and educate Quality Insights staff on their 
ongoing project calls.  

Questions & Answers

Mr. Wisniewski moderated a question and answer 
session.

Question: Do I have to go through an 
unbelievable bureaucracy when I don’t speak 
English?

Mr. Coss: We have dedicated Spanish-speaking 
lines, and we use translation services for many 
other languages; they are available 24/7, 365 
days a year. We also have an app that people 
can use to contact us. All the information is 
available on our website, www.LivantaQIO.com. 

Ms. Karen Chenoweth, advocate, The Center 
for Advocacy for the Rights of the Elderly: How 
can Livanta help with advocacy on durable 
medical equipment (DME) problems without the 
cumbersome appeal process?

Mr. Coss: I would encourage your clients to call 
us and we will see if it’s something we can help 
with. We can also sometimes refer patients to 
other resources for help.

Ms. Cinthia Neumany, network director of care 
coordination, Hackensack Meridian Health: How 
is information communicated back to the hospital 
when a patient has an appeal?

Mr. Coss: We actively engage providers with 
patients, so they should know what’s going 
on and be able to track the process. We get 
everyone on the phone t o resolve issues.

Ms. Neumany: Is this also true after the 30 days?

Mr. Coss: Part of it depends on their story, where 
they transition to, and which staff we are speaking 
with. The intent is to encourage the patient to 
advocate for themselves. If the patient is willing 
and able, we encourage them to do so.

Ms. Gail Patry, RN and chief program officer, 
Healthcentric Advisors (New England QIN-QIO): 
Would CMS give consideration to create 
opportunities for combining initiatives? Some 
have said that they have data access issues. We 
have been data analysis savvy when it comes 
to care transitions issues for almost eight years. 
We also have Part B data. We have expertise 
with diabetes patients and DSME programs and 
handoffs, as well as community coalitions. Also, 
some of the needs of the patient go beyond the 
30-day intervention. We see opportunities to 
collaborate. 
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Ms. Melissa Miranda, MBA and sr. program 
administrator, Healthcentric Advisors: Is there an 
opportunity for CMS to identify some high utilizers 
who may not be coming through an appeal, but 
might benefit from that same type of service? 

Ms. Iwugo: With data access at the national 
level we are not always aware of data gaps 
that QIOs have. I wasn’t aware of this, so I’ll go 
back and make sure BFCC-QIOs have access 
to the same level of claims data. On the DSME 
handoff issue, we are now at a place where 
we can look at opportunities to reconnect and 
synergize in appropriate ways that don’t make 
people nervous about conflicts of interest. CMII 
is a great use of BFCC-QIOs to do Person and 
Family Engagement. Diabetes self-management 
education is a logical next step for making a 
transition from the advocacy work BFCC-QIOs 
are doing and the need that has presented itself 
with DSME patients.

Ms. Terry Levine, Delaware County Office of 
Services for the Aging: Do you see opportunities 
for the care transitions program of 2012-2013 
being reinstituted?

Ms. Iwugo: We have many things we do at 
CMS, but need to prioritize. The list of things 
we’d like to do is far longer than what we have 
funding for. We’ve worked beyond readmissions 
to programs like CMII that look at patients who 
are at high risk for readmitting and we’ve worked 
readmissions into other aspects of our work. 
We have incorporated lessons learned from the 
readmissions work into other tasks. I think that’s 
how you’ll see it going forward.

Quality Improvement Panel

Anthony Wisniewski, Esq., Moderator

Panelists:

Steve Stein, MD, Medical Director, Livanta LLC

Barbara J. Connors, DO, MPH, Chief Medical 
Officer, CMS Region 3

Sven Berg, MD, Chief Executive Officer, Quality 
Insights 

Jennifer Sryfi, Director, Community Programs, 
New Jersey Hospital Association (NJHA)

Mimi Schaible, RN, MSN, MBA, Director, Care 
Coordination and Consultation, VITALity Catholic 
Healthcare Services, Diocese of Camden

Kevin J. Kelly, EdD, Executive Director, 
American Diabetes Association

Ms. Sryfi: She also serves as data manager & 
special projects coordinator for the New Jersey 
Hospital Improvement Innovation Network 
(HIIN) – a CMS funded initiative to reduce 
avoidable harm and readmissions throughout 
New Jersey. The New Jersey HIIN includes 66 
New Jersey hospitals. The HIIN has many goals 
that are like those of the QIOs, such as reducing 
adverse drug events, health care acquired 
infections, and return ER visits. She says that 
the voice of the patient is always included in all 
their learning and engagement conferences. For 
every interaction we have with the hospitals on 
quality improvement, we survey them on five 
metrics they track as part of their Person and 
Family Engagement work. For example, they look 
at pre-admission checklists, bedside reporting, 
as well as, how patients and their families are 
incorporated. They look for hospitals to have 
patient-family advisory councils and a patient on 
their governance board. 

The HIIN has additional Person and Family 
Engagement projects that support this work. 
One is working with a CMS-designated national 
advisor to bring webinars and other educational 
programs to the hospitals. The HIIN has started 
a Person and Family Engagement collaborative 
with an executive champion who has done a lot 
with Children’s Specialized Hospital. Parents are 
ready to engage.

The HIIN is also doing a national pilot funded by 
the Robert Wood Johnson Foundation. Four New 
Jersey hospitals will be testing a new readmission 
checklist. Also, all clinical work ties in with 
Person and Family engagement. For example, 
with catheter-associated urinary tract infections 
(CAUTI), they get patients involved in deciding 
how long catheters are needed. With mobility, 
they work with patients to reduce fall risk. 
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The New Jersey Hospital Association (NJHA) 
also focuses on special populations in some 
of its Person and Family Engagement work. A 
navigator working with the project helps make 
sure people are getting the care they need in the 
community and addresses some of the social 
determinants of health. Special populations 
include veterans, non-English speakers, and 
Lesbian, Gay, Bisexual, and Transgender (LGBT) 
individuals. They have programs geared toward 
each group. 

Ms. Schaible: The Diocese of Camden’s focus is 
more on the grassroots. The Diocese covers 64 
parishes in six counties – a large geographic area 
in South Jersey. Ms. Schaible was hired to start a 
care coordination project two years ago. In their 
care coordination, they serve anyone regardless 
of denomination if the person is a senior or has a 
disability. In the project’s first year, clients came 
to them through health care providers. Clients are 
now coming not just from providers, but through 
the Diocese of Camden’s parishes. 

People often come to the Diocese of Camden’s 
parishes when they are desperate. Ms. Schaible’s 
group doesn’t provide direct services, but has a 
team of nurses and social workers who connect 
patients with services in the community. Clients 
might need a physician or home care services or 
might have a range of other health care needs. 

The Diocese engages the needy as individuals. 
Many of them have barriers. One thing that often 
comes across is undertreated mental illness. 
The Diocese works with home health agencies, 
community agencies, and hospitals. It connects 
patrons with services such as Meals on Wheels 
and home care agencies that help people with 
daily living activities which are not necessarily 
health related. They have worked a lot with 
Livanta to help some of their clients. In terms of 
engagement, clients call their help center and 

tell them what they need help with. They do 
needs assessments to ensure they are focused 
on clients’ needs. They also help with spiritual 
needs. They engage all clients to help them with 
multiple needs.

Dr. Kelly: The American Diabetes Association 
(ADA) is a national organization with “local feet.” 
The ADA has 29 field offices around the country, 
two of which are in Pennsylvania, including one 
in Philadelphia. The field office does awareness 
raising, education, advocacy and fundraising. 
They funnel as much as they can into research 
and push out the latest research to physicians. 
They have funded $770 million in research since 
the ADA was founded. 

They also support programs such as diabetes 
self-management education and diabetes 
prevention. The ADA reaches out to patients and 
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those at high-risk of developing diabetes, which 
includes one in four seniors. They also send the 
latest practice guidelines to physicians.

Dr. Berg: Many Quality Insights’ programs are 
patient-directed. One of the first programs to 
focus on Person and Family Engagement was 
the End-Stage Renal Disease (ESRD) Network 
Program. They have patient advisory groups 
within their ESRD networks, but they have gone 
beyond that. Quality Insights has a pathway 
program that helps educate people to the 
choices they have in end-of-life care. They also 
have a peer program that pairs up end-stage 
renal disease patients with those who are newly 
diagnosed with ESRD. 

Quality Insights also has programs that help 
patients when disaster strikes. It’s not just 
directing them to dialysis centers that are open, 
but also ensuring those facilities have the 
supplies they need and coordinating movement 
of patients. When hurricanes hit the U.S. Virgin 
Islands, they made sure dialysis patients were 
transported to Puerto Rico and then to the 
mainland. Quality Insights had two individuals 
from its organization on the ground there as the 
hurricane was coming through. 

Quality Insights partners extensively with the New 
Jersey QIN-QIO (HQSI) and has a partnership 
with the New Jersey Hospital Association (NJHA).

Quality Insights has many community coalitions. 
They have also engaged the services of 
consultants to help them understand the voice 
of the patient, and help them understand the 
role of disparities. This helps in the design of all 
programs, keeping these themes in mind.

Quality Insights engages patients through 
diabetes self-management education programs 
across the QIN-QIO region. They understand 
that CMS will be expanding self-management 
to the chronically ill, and Dr. Berg and his 
team look forward to learning about this going 
forward. Quality Insights also develops measures 
for CMS by drawing on input from patients 
who are on their advisory panels. In addition, 

they are developing relationships with patient 
organizations to help understand better what 
is important to patients, as this is not always 
reflected in current measures.

They are also involved in work with community 
coalitions on the opioid crisis and have made 
a $1 million investment in a coalition in West 
Virginia that helps opioid-addicted pregnant and 
women who have recently delivered get treatment 
and make positive life changes. 

Dr. Stein: Livanta has a program that expedites 
quality complaint resolution – the Immediate 
Advocacy Program. This program increases 
Medicare beneficiary and provider satisfaction. 
If someone calls Livanta’s hotline with a quality 
of care complaint, a nurse will get on the phone 
right away and call someone at the institution. 
This often resolves the problem within a day or 
two. Of the 1,000 recent complaints received in 
Pennsylvania, 371 have gone through Immediate 
Advocacy. 

Some Pennsylvania 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 person was very 
pleased. Other examples include a patient who 
couldn’t get an appointment for a colonoscopy 
and couldn’t get his primary care physician’s 
office to call him back. Livanta called up the 
gastroenterologist and got the appointment right 
away, and this ended the problem. 

A lot of the problems are every day issues with 
the health care system that patients have trouble 
navigating. Livanta’s Immediate Advocacy can 
help them navigate the system. This saves the 
time required to go through peer review and 
engages the Medicare beneficiary, caregiver, and 



13

provider right away. Livanta’s calls to physician 
offices can help prevent unnecessary ER visits. 

Dr. Connors: The Person and Family 
Engagement work exists because of CMS. 
CMS could not do this work without its partners, 
particularly QIOs, associations, and other leaders 
in the health care industry. In 2015, when CMS 
looked at its quality strategy, they looked at 
Person and Family Engagement as a prime goal. 
From that, they developed a Person and Family 
Engagement strategy separated out from the 
quality strategy. 

Dr. Connors emphasized that the goal for CMS is 
to create a caring environment. She emphasized 
that they are not there yet, but she has seen a 
huge shift in that direction. In order to move the 
health care system to a place where doctors 
and patients can determine the best course 
of treatment and their plan of care, along with 
engaging patients’ families and friends, we have 
to free up clinicians. 

CMS has a Patients Over Paperwork Initiative. 
The needle can’t be moved any further until we 
deal with the burden that clinicians are carrying. 
CMS is doing this by making it easier for patients 
to get the care they need and reducing the cost 
of drugs. On the clinician side, CMS is reducing 
some documentation requirements, coalescing 
some of the reporting programs, and talking 
about doing that for the acute side as well. CMS 
has made the review process clearer. Programs 
under the Medicare Access and Children’s Health 
Insurance Program (CHIP) Reauthorization Act of 
2015 (MACRA)-Quality Payment Program (QPP) 
support beneficiary engagement and improved 
Health Information Technology (HIT) capabilities 
for better communication with Medicare 
beneficiaries and providers involved in their care, 
in addition to promoting data sharing. Clinicians 
are incentivized and rewarded for those activities. 

The program supports the engagement of 
patients, families, and caregivers developing a 
plan of care – something that physicians are not 
trained to do in medical school and residencies. 
Physicians mentally develop care plans. Nurses 
eat, sleep and drink care plans, but it has now 

been incorporated into all care settings. The 
Transforming Clinical Practice initiative supports 
clinicians in learning how to manage care 
coordination between clinicians and providers of 
services. The QIOs have been instrumental in 
working with practices in doing that work as well. 

CMS is transforming access to telehealth 
services, making it easier to see clinicians 
and have access to specialists – especially for 
beneficiaries in rural areas to receive care and 
remain in their communities while receiving care. 
Improving payments for and improving access 
to telehealth services reflects CMS’s work to 
modernize not only care delivery but also how the 
agency pays for care. 

In addition to improving care on the individual 
level, CMS is looking at new population-based 
models to include the perspectives of persons 
and families in program design and development. 
This is important for developing new models of 
care, such as the Oncology Care Model, which 
is really CMS’s first Medical Home model. It 
improves quality of care and health outcomes. 
Accountable Care Organizations (ACOs) and 
single bundled payment make providers jointly 
responsible for patient outcomes and aligns 
hospitals, physicians, and post-acute care 
providers in the redesign of care. This improves 
outcomes and achieves savings across the 
continuum of care.

Seventy-four percent of Medicare’s 30-day 
readmissions occur in the population of Medicare 
beneficiaries with six or more chronic conditions. 
Through the Person and Family Engagement 
funding, CMS pays clinicians for transitional 
care management. The transitions care program 
discussed by the QIOs was instructional, but 
we still have a lot of work to do. CMS is still 
working on lowering readmissions, and hospital 
readmission rates now are compared with 
national peers based on diagnoses and paired 
patient panels.

Chronic diseases pose a significant problem 
in the U.S., resulting in substantial morbidity, 
mortality, disability and cost. About 14% of 
beneficiaries have six or more chronic conditions, 
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yet we spend 50% of Medicare dollars on that 
patient population. CMS incentivizes clinicians 
under certain payment codes in the chronic care 
management (CCM) group of codes to care for 
those patients. The Medicare beneficiaries are 
actively engaged in this month-to-month process. 
They develop the plan of care with their clinicians 
and many times family members are also 
involved.

Partnership for Person and Family Engagement 
Roadmap recognizes that partnering with families 
and Medicare beneficiaries is a critical factor in 
achieving improvements. The Partnership for 
Patients initiative works towards care transitions. 
Although we don’t have that first program in 
place as we did when we first started tackling 
readmissions, the Partnership for Patients is still 
advancing the care transitions program. 

One of the most important areas of work 
that everyone will be involved in is disparity 
work, as well as work related to the social 
determinants of health. The disparities tool 
that the Office of Minority Health has put on its 
website is an excellent way to understand the 
geographic, ethnic, and racial differences in 
health outcomes. This information can inform 
policy. The Accountable Health Community 
Model, which has been advanced by the Center 
for Medicare & Medicaid Innovation (CMMI), is 
based on emerging evidence that there is a gap 
in addressing health-related social needs through 
enhanced clinical community linkages. 

If we link those two, we improve health outcomes 
and reduce costs. Unmet health-related social 
needs such as food insecurity or unstable or 
inadequate housing may increase the risk of 
developing chronic conditions, reduce the ability 
of those individuals to manage these conditions, 
increase costs, and increase avoidable health 
conditions. 

Dr. Connors closed by giving an anecdote about 
how people in Camden with diabetes are not 
thinking about managing their diabetes because 
they cannot find good food in Camden.  

Question and Answer Session for Panel

Mr. Wisniewski: How do you keep racial and 
ethnic groups involved in your programs?

Dr. Kelly: Involving anyone in our programs is 
always the first challenge because it’s difficult to 
get people engaged, informed, and motivated. 
With minority groups that are more affected by 
diabetes, we are dealing with food insecurities 
and access to care that is more challenging.

Ms. Sryfi: Twenty percent of New Jerseyans 
are foreign born, so trying to engage someone 
when there’s a language barrier is a significant 
challenge because so much hinges on 
communication between the patient and provider. 
NJHA tries to bridge that gap by using employees 
and community members who speak the same 
language.

Ms. Schaible: We rely on Catholic Charities and 
other programs that are out there, working with 
them, as well as hiring people who speak different 
languages and can address the issues.

Mr. Charles Clarkson, project director, Senior 
Medicare Patrol: The chronic care management 
program you mentioned has great intent, but do 
you suspect that doctors may take advantage 
of it? We’ve been getting calls from Medicare 
beneficiaries saying they haven’t consented to 
this program; they haven’t gotten plans from their 
doctors; and they’re seeing bills on their Medicare 
beneficiary summary notices.

Dr. Connors: We appreciate the checks and 
balances. There are good players and bad 
players. The problem with the chronic care 
management code is that it is not considered a 
preventive service, so patients are required to 
pay a co-pay. So, there must be an ongoing and 
robust dialogue between the patient and clinician 
around what the goal is. This is month-to-month. 
Families need to be engaged, go in with their 
elderly parents, and help with the plan of care 
development, so that when the clinician’s 
statement comes there will be knowledge of 
whether it is accurate. The culture at large needs 
to be moved in this direction.
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Summation of Panel Discussion

Sven T. Berg, MD, MPH, CPE, Chief Executive 
Officer, Quality Insights

Dr. Berg summarized key points made during the 
panel discussion. 

Ms. Sryfi discussed that there are multiple 
CMS programs and other quality improvement 
programs, in which the HIIN is an important 
component. At every conference the voice of 
patients is loud and clear. Their voice is also 
important in the five metrics CMS developed 
for hospitals around Person and Family 
Engagement. Those five are a heavy lift 
sometimes. Probably the heaviest is not the 
Medicare beneficiary who wants to be involved in 
his or her care, but getting involvement from the 
executive level as well.

Ms. Schaible focused on the importance of 
grassroots. The group heard about this from 
many of the speakers. She spoke about the 
importance of community organizations and 
services and the ability to bring them all together. 
Her organization is one of them, but is also 
working with other community organizations in 
helping to build coalitions. We know that this 
is a new emphasis that CMS will be including 
in QIN-QIO work going forward, and even the 
Accountable Care Organization model that 
Dr. Connors discussed is another example 
of bringing coalitions together to take care of 
patients.

The group heard from Ms. Schaible about the 
impact that mental health is going to have on the 
program. What we discussed just scratched the 
surface, but it’s a huge issue and a major area 
when we are trying to engage with Medicare 
beneficiaries. 

Dr. Kelly mentioned to the group about running 
bike tours to cure diabetes. One thing heard long 
ago is that a person with diabetes might interact 
with the health care system for eight hours 
during the year but live 24 hours a day with the 
disease and manage the disease. That’s another 
example of addressing something that’s so large. 
He also liked the reliance on grassroots. As Dr. 
Kelly related his story about being told he had 

pre-diabetes and then lost significant weight, it 
brought home that it’s important to understand 
individual needs and motivations.

Dr. Stein discussed the Immediate Advocacy 
Program. The thing on which he focused was the 
time sensitivity of engagements – not waiting for 
the whole complaint process to run through and 
for there to be an investigation, but addressing 
the needs as they arise. That’s where we’ll find 
improvement in the system overall, and great 
efficiencies. If we’re not trying to address demand 
failure – demands on the system because there 
have been failures – if we can eliminate the 
failures, then there will be less stress on the 
system and we will save money. That’s a great 
program developed by Livanta. 

Complaints that occur from patients are due to 
barriers to the flow in their care. We are really 
trying to remove those barriers. 

Dr. Connors gave us a plethora of information 
that makes us grateful to be part of the program. 
The goal for Person and Family Engagement, 
the part being done at CMS to implement the 
National Quality Strategy, is very important. The 
new emphasis on Patients Over Paperwork 
and reducing the burden is a very important 
thing we’re trying to accomplish as a nation. He 
also called out other important programs not 
represented here: QPP and the Transforming 
Clinical Practice Imitative (TCPI). There’s 
incentivization in both programs for patient 
engagement.

The models for payment themselves are being 
guided by the voice of the patient. Recognizing 
the importance of social determinants on health 
care is very important. The delivery of health care 
only addresses 10-20% of the overall health of 
patients. Focusing on these issues as we build 
coalitions is necessary.

Questions and Answers

Ms. Brenda Shelton, executive director, Black 
Women’s Health Alliance: In the discussion of 
advocacy, has there been a process established 
to capture and address these issues, and 
a strategy and procedures to correct them 
administratively and systematically? 
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Dr. Stein: The purpose of the Immediate 
Advocacy Program is to take care of an 
individual’s need immediately. We think of this 
as a treatment issue. The Person and Family 
Engagement and CMII programs are more 
preventive. We do have an alternative program 
where people can be moved into a sanctions 
process if we see flagrant violations. If someone 
calls with a gross and flagrant problem or we 
see a provider with four or more lesser concerns 
then we’ll put them through the sanction process. 
Next, through Livanta’s regular quality complaint 
process we’ll refer any identified major quality 
concerns after a record review to our partners 
at Quality Insights, which would put into place 
a system’s change plan. I can refer over to Dr. 
Berg. We work closely together, so if you call 
with a complaint and say that this hospital, 
nursing home, home health agency, or someone 
else provided care that you didn’t think was of 
appropriate quality, we then send that out to be 
reviewed. If you just call us with a complaint then 
the nurse you speak with will decide whether it’s 
something we can deal with immediately. We do 
that about 30% of the time in Pennsylvania.

Ms. Shelton: It’s important that problems that are 
identified are transferred to coalitions or other 
structures that can address them as overall 
needs. And thank you for raising the issue of 
disparities and social determinants. We’ll see how 
we can be involved in that process.

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

Ms. Iwugo spoke about her multiple roles at 
CMS. One role included pairing needs with 
resources. Her 75-person group runs five quality 
improvement networks, as well as a range of 
other programs such as the End-Stage Renal 
Disease (ESRD) Network Program. Ms. Iwugo 
leads the CMS Person and Family Engagement 
strategy effort and her group leads the Person 
and Family Engagement affinity groups. They 
also work with 200,000 clinicians on the Quality 
Payment Program.

Ms. Iwugo thanked Quality Insights for helping 
Medicare beneficiaries navigate the health 
care system and for working with providers 
to make sure they understand their patients’ 
wishes. She explained the QIO program, which 
was split in 2014 to avoid perceived conflicts of 
interest between QIO quality improvement work 
with providers and their work with Medicare 
beneficiary appeals and complaints.

Now, QIN-QIOs like Quality Insights leverage 
the strength of the community and work with 
providers, advocacy organizations, Medicare 
beneficiaries, and family caregivers to implement 
data-driven quality improvement initiatives (as 
was discussed), and help patients manage their 
own diseases. BFCC-QIOs, such as Livanta, 
work with Medicare beneficiaries, caregivers, 
and their families to improve health care services 
through case review, Immediate Advocacy, and 
the new CMII initiative which also helps Medicare 
beneficiaries and families navigate the health 
care system. 

Now that the two types of organizations are 
separated, CMS sees that there are many 
opportunities for BFCC-QIOs and QIN-QIOs to 
develop synergies to help Medicare beneficiaries 
and their families and improve the health care 
system. There are many places where there is a 
need for greater alignment between the two types 
of QIOs.

Part of the role of BFCC-QIOs is to go through 
the often-lengthy process of case review where 
independent medical experts review medical 
records and make recommendations when 
a Medicare beneficiary files a quality of care 
complaint or discharge appeal. BFCC-QIOs 
also do reviews of possible EMTALA violations, 
and do sanction reviews to refer providers to the 
Office of the Inspector General (OIG) when they 
find that gross and flagrant care was provided. 
BFCC-QIOs also do reviews to determine if 
providers are billing properly.

The main reason for this symposium is to discuss 
CMS’s Person and Family Engagement strategy. 
This is a major focus of the QIOs. CMS wants 
to support innovative approaches that meet the 
actual needs of Medicare beneficiaries. Now is 
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the time to look at what is popular with patients 
and see if it can be broadened. 

Livanta’s Immediate Advocacy and CMII 
programs started as SIPs and are now national 
programs. Small ideas are tested and the 
successful ones may become national programs, 
like these projects. 

In terms of Person and Family Engagement, 
the QIN-QIOs have helped establish nursing 
home resident councils and involve patients and 
families in every program in which it is feasible 
to include them. The QIOs have helped CMS 
understand patient needs and then matched the 
patients with specific programs and venues such 
as boards, executive meetings, and National 
Quality Conferences. QIN-QIOs have also 
helped establish Patient and Family Advisory 
Councils (PFACs). QIN-QIOs have also pioneered 
disease self-management programs within CMS. 
One example is diabetes self-management, 
which started as a SIP and is now national. 
These programs don’t just help the Medicare 
beneficiaries manage their own diabetes, but 
empower them to go out into the community and 
educate others who have diabetes or are at risk 
for it.

Measuring patient activation is another way to see 
if our work has impact – measuring before and 
after they engage in an intervention. This helps 
show whether you have moved the needle. The 
QIN-QIOs have helped set the stage for Person 
and Family Engagement across CMS. 

Putting patients first is a big initiative for CMS 
and the Administration. The BFCC-QIOs have 
a major role in this initiative. Some of this work 
involves improving the customer experience. 
The customer is now considered the provider, 
patient, family member, caregiver, and advocacy 
organization. CMS is trying to align its work to 
ensure that it is meeting the needs of its many 
customers. Part of this is done through effective 
teaming, which is a major objective of this 
symposium.

The opioid crisis is a major priority for CMS, and 
there are a number of ways it is being addressed. 
Another priority is helping both Medicare 

beneficiaries and providers better navigate the 
CMS payment system.

Immediate Advocacy is now included in Medicare 
beneficiary satisfaction surveys. The Beneficiary 
and Family Advisory Council is an established 
group that helps CMS monitor whether needs 
are being met and where adjustments need to be 
made.

Beneficiary Healthcare Navigation is new. This is 
geared toward Medicare beneficiaries who have 
complex conditions and are most vulnerable. We 
want to make sure they get the most help. Now, 
we need to find ways to expand the program.

The next QIO Scope of Work starts in 2019. 
CMS has been holding listening sessions and 
is interested in hearing ideas for new programs. 
CMS is interested in learning what those in 
this symposium think needs to be done next to 
address putting patients and caregivers first.

Ms. Iwugo asked: What is the greatest opportunity 
for engaging patients in the future? CMS really 
wants to hear what Medicare beneficiaries need 
from local advocacy organizations.

Suggestions and Questions

Ms. Mary McGeary, NJ Division of Aging Services 
State Health Insurance Assistance (SHIP) 
Program: How does a patient become involved in 
Livanta’s Patient Navigation program?

Mr. Coss: Right now, we are self-selecting, 
because those we help are filing an appeal. 
Currently, we need to limit the number of 
participants because it’s a pilot project, but we 
also have Immediate Advocacy, which can help 
any Medicare beneficiary.

Ms. Mariel Lorenz, supervisor, Center for 
Advocacy for the Rights & Interests of the Elderly 
(CARIE): Medicare beneficiaries are having 
trouble understanding their bills. In Pennsylvania, 
30% of beneficiaries are in Medicare Advantage 
plans and they are not all standardized. Can they 
be standardized? Also, can they be educated 
about the statement that comes from Medicare 
explaining their services?
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Ms.Karen Chenoweth, advocate, CARIE: How 
can people find Livanta more easily? Would 
hospitals put posters up about Livanta?

Ms. Iwugo: It is a requirement that this information 
be posted on a form when they are admitted 
to the hospital, and on a form in all discharge 
packets patients receive.

Ms. Chenoweth: Is that information being 
highlighted? A lot of my consumers have limited 
reading ability.

Mr. Coss: The easiest way is on the notice they 
are given on admission and on the discharge 
forms. We also now have an app they can 
download on their phones. The app has location 
services which will give them this information if it 
identifies that they are in the hospital.

Ms. Donna Balsley, RN, MBA, FACHE and 
Pennsylvania program director, Quality Insights: 
We still get calls on this, because we used to 
handle complaints and appeals. Many providers 
still haven’t updated their forms.

Mr. Coss: We’ve looked at which hospitals that 
we weren’t receiving appeals from. On average 
appeals come from only one in 100 hospitals. 
We pulled medical records from these hospitals 
and identified 500 hospitals in Area 1 that weren’t 
providing the proper notice. We’re in the process 
of fixing all of that.

Ms. Balsley: I wanted to emphasize that when we 
get these calls we listen to their complaints and 
then give them Livanta’s number.

Ms. Sue Wiesenberg, director, Bayada Home 
Health Care Delaware: I wanted to see how we 
get information on prevention out there. State 
Offices of Aging used to list all organizations 
that provide services in a catalog. The app is a 
great idea, but some of our home care patients 
don’t understand or have access to technology. 
Perhaps when someone becomes a Medicare 
beneficiary they can identify their caregiver. 

Maybe with the Medicare card there could be a 
chart they receive with these organizations and 
descriptions listed.

Ms. Iwugo: That’s a great idea. Not all 
beneficiaries can read through all the materials 
they are given or have a smartphone. We’re 
open to simple suggestions like that which meet 
Medicare beneficiaries where they are.

Ms. Wiesenberg: Also, maybe a laminated 
card that they can put on their refrigerator. For 
those who use technology, maybe there’s a way 
they can be told about CMS and QIOs through 
telehealth.

Ms. Melissa Smith, human resources benefit 
specialist, University of Pennsylvania: When a 
person comes home from the hospital, custodial 
care is not covered and they look for resources. 
It provides dignity. Can that get brought to 
the table for the future? Also, with Medicare 
Advantage, we had a person who was admitted 
for a serious condition and they were asked 
if they had Medicare Part D. Because of the 
patient’s cognitive issues, the patient didn’t know, 
and that inadvertently removed their Part D from 
their records and removed them from Part D 
retroactively to 2013. Can Medicare change to 
separate Part D from the Medicare Advantage 
listing?

Ms. Iwugo: Please give me your information and I 
will see what we can do to resolve this.

Ms. Schaible: We do care coordination and we 
do a lot of advocacy. We have done a lot with 
Livanta primarily on complaints about discharges 
from rehab or related to home health. I see 
a big gap from when the home care agency 
discharges, and that’s when we try to pick up, 
or from when they leave the hospital or rehab 
and there’s no provision for any long-term care 
agencies. My question is: are there any initiatives 
to bridge the acute care with community based 
long-term care and get more services? The 
second question is how can we as a community 
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and a faith-based organization become more 
involved to try to rectify some of the disparities 
and issues we’re seeing in regard to clients not 
getting the follow-up care around discharge 
planning and the services they’re entitled to?  

Ms. Iwugo: I suggest you send a letter from 
your organization to CMS leadership to get 
our attention about what you see as gaps or 
loopholes. It shows that you are very concerned. 
You can copy me; Livanta can provide with you 
the contact information. In terms of transitions 
of care, we do a pretty good job of mining 
the data around complaints, so we know that 
discharge planning is our number one reason 
for complaints. It’s far ahead of other types of 
complaints and it holds true for all care settings. 
We are very aware and are trying to find ways to 
bridge the gap. We’re into innovation and small 
tests that can be spread nationally, so we would 
welcome suggestions about things you would find 
helpful.

Closing Remarks – Dr. Berg

Dr. Berg thanked Ms. Iwugo. He discussed how 
he changed his opinion on patient-centered care 
over the years. As a military pediatrician, his first 
stage was thinking how he could get the patient 
to do what he wanted them to do. He knew what 
they needed and he was going to tell them what 
to do. Even now, physicians don’t follow some of 
the value-based patient models because there’s 
an attribution thing. The physician says if the 
outcomes are going to be attributed to me, how 
do I get the patient to do what I want them to do. 

As I evolved, I got a limited understanding 
of what I needed to do to involve patients. I 
understood that I needed to engage them in 
care. Now, we’ve seen some examples of what 
seem like engagement in care. But it’s more than 
engagement in care, it’s engagement in much 
more – a broad range of activities that patients 
need to undergo and interact with the health care 
system. There have been lists developed – one 

may have more than 50 items – that explain what 
patients need to understand to get out of the 
system what they need. My evolution went from 
how they can get engaged in their care, to getting 
them to engage in these different activities. That 
moves into the area of patient activation as well. 
So, the third stage for me would be understanding 
Person and Family Engagement. That interaction 
with the system was important.

I stayed at that level for a long time. Fairly 
recently I saw a slide in a presentation by Dr. 
Connors, a roadmap of person and family 
engagement. This looks at how we design 
systems for patients to flow through them. And if 
you’re thinking about this you must think about 
what the patient needs and what the patient 
wants. So, the last part of my evolution has gone 
beyond activation and engagement to trying 
to understand what the patients want. A good 
example was at the first annual Patient-Centered 
Outcomes Research Institute (PCORI) 
conference. What struck me at that conference 
was that every presentation had the Principal 
Investigator and a patient representative. If we 
were at a conference like that today, it wouldn’t 
be just me talking, but I would have a patient 
standing beside me as well. 

The story that impressed me the most from the 
conference was from a group from University of 
California, Los Angeles (UCLA) who wanted to 
work in a community that had disparities. After the 
researchers presented their proposal to people 
from the community, the community members 
said that it was not what was going to be helpful 
to them. To their credit, the UCLA people listened 
to the needs of the community and changed their 
project. That partnership has continued for 20 
years.

We as a health care community have a real 
need to listen to the people we’re trying to help. 
Every time we help people move through the 
system we are really eliminating waste. Our goal 
as an organization is to understand even more 
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deeply the job that needs to be done; to better 
understand and assist the patients and families 
we help and to assist the organizations we 
work with in understanding what patients really 
need. That’s my challenge and the challenge for 
everyone in this room. And as we think about the 
future, an important thing will be to understand 
the Medicare beneficiary of the future.

Closing Remarks – Mr. Wisniewski

Mr. Wisniewski acknowledged and thanked 
CMS without whom this symposium would not 
be possible. He thanked Quality Insights for 
partnering and collaborating on the program. He 
also thanked Livanta’s Chief Executive Officer, 
Kirk Grothe, and the Livanta operations team for 
their help in putting this together. 

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 are looking for to maximize Person and 
Family Engagement. 

Mr. Wisniewski noted that we have talked about 
advocacy, which Livanta helps with during the 
appeals process, and Immediate Advocacy. Any 
Medicare beneficiary can call with their concerns 
and discuss what can be done.

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 case without violating 
HIPAA. 

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. 
We are particularly proud of one that we created 
by listening to people in Puerto Rico before and 
after the hurricane. We learned we needed to 
write materials in the Puerto Rican dialect, not 
in Castilian Spanish. This led to an uptick in 
complaints. 

Also, in the U.S. Virgin Islands people thought 
they would have to pay a service charge after 
using “800” numbers. Livanta worked with the 
local Congressional representative and created 
what appeared to be a local Virgin Islands phone 
number, but was being answered at our offices 
in Maryland. In addition, we are always visiting 
the many QIO offices, to let them know what 
the latest CMS Person and Family Engagement 
initiative is and to show we care.

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. 

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.
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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 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 
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.

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
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Sven T. Berg, MD, MPH, CPE, Chief Executive 
Officer, Quality Insights

Dr. Berg is responsible for 
Quality Insights’ strategic 
direction and oversight of a 
diverse range of projects 
focused on achieving the 
National Quality Strategy. 
These include a five state 
(PA, NJ, DE, WV, LA) Quality 
Innovation Network-Quality 

Improvement Organization(QIN-QIO), a Quality 
Payment Program Small Underserved and Rural 
Support contract, three End-Stage Renal Disease 
Networks, and large abstraction and analysis 
projects for the Veterans Health Administration 
and the American College of Cardiology. 

Prior to his appointment as CEO, Dr. Berg was 
the organization’s chief medical officer, providing 
clinical oversight and guidance to all initiatives. 
Before joining Quality Insights, Dr. Berg spent 
most of his career with the United States Air 
Force, first in clinical practice, then in medical 
administration where he was chief medical officer 
for the Air Force’s largest and most complex 
hospital, Wilford Hall Medical Center at Lackland 
Air Force Base in Texas. He earned an MD from 
Cornell University Medical College, completed 
a residency program at Wilford Hall USAF 
Medical Center, and held a fellowship in Pediatric 
Hematology/Oncology from St. Jude Children’s 
Research Hospital in Memphis.

Monique Scott, Health 
Insurance Specialist, 
Centers for Medicare and 
Medicaid Services (CMS), 
External Affairs, Region 3 

Ms. Scott is a health 
insurance specialist in CMS 
Region 3, as well as the state 

lead for external affairs. She is an alumnus of 
Yale University.

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.

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 
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.

Kimberly Cahill, MBA, 
BSN, RN, Project 
Coordinator, Quality 
Insights

Ms. Cahill collaborates 
with health care providers, 
allied stakeholders, and 
patients and families to 
improve care coordination 
and improve medication 

safety in Pennsylvania as part of Quality Insights’ 
five state (PA, NJ, DE, WV, LA) Quality Innovation 
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Network-Quality Improvement Organization 
(QIN-QIO) project, funded by CMS. 

Previously, Ms. Cahill supported an integrated 
care for populations and communities’ initiative 
and served as project lead for development of 
health care associated infections best practice 
intervention packages. Ms. Cahill’s 31-year 
nursing career includes experience in acute 
and long-term care health care administration, 
medical–surgical, hospice, mental health, and 
intellectual and developmental disabilities 
nursing, as well as health care quality and 
education. Ms. Cahill earned a Bachelor 
of Science degree in Nursing from East 
Stroudsburg University and a Master of Business 
Administration in Healthcare Management, from 
Western Governors University. She is a former 
president and second vice president of the 
Pennsylvania Developmental Disabilities Nurses 
Network (PADDNN).  

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 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.

Barbara J. Connors, DO, MPH, Chief Medical 
Officer, Centers for Medicare and Medicaid 
Services, Region 3 

Dr. Connors is chief medical officer of CMS 
Region 3. She previously served as acting 

associate regional administrator for the Division 
of Survey and Certification in CMS’s Northeast 
Consortium, Regions 1, 2, and 3. 

Dr. Connors, as chief medical officer, is 
responsible for ensuring that the medical 
community is cognizant of CMS quality 
improvement initiatives including current 
legislative issues that impact the provider 
community. 

Dr. Connors graduated from the New York 
College of Osteopathic Medicine. She received 
her Masters of Public Health from the Medical 
College of Wisconsin. She is board certified by 
the American Board of Internal Medicine and 
American Board of Preventive Medicine. 

Jennifer Sryfi, Director Community Programs, 
New Jersey Hospital Association (NJHA)

Among other roles at NJHA, Ms. Sryfi serves 
as data manager & special projects coordinator 
for the New Jersey Hospital Improvement 
Innovation Network – a CMS funded initiative 
to reduce avoidable harm and readmissions 
throughout New Jersey. In this role, she 
monitors participating hospitals’ progress in 
meeting national Partnership for Patients quality 
improvement goals; leads a community pilot 
project to reduce preventable readmissions 
through health coaching and connections to 
services that address the social determinants 
of health; and serves as co-trainer for a 
health care interpreter training program to 
improve engagement and outcomes for limited 
English-speaking populations. 

Ms. Sryfi also works with other NJHA programs, 
including the Veteran Mental Health Care 
Navigator program, which she coordinates. Her 
overall roles at NJHA include obtaining project 
funding through grants and contracts; building 
community partnerships; developing instructional 
workshops and linguistically/culturally appropriate 
educational materials for providers and patients/
consumers; and reporting data on population 
health and health services.
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Ms. Sryfi previously served as senior project 
manager for the Health Research and 
Educational Trust of New Jersey, which is 
administered by the NJHA, and as maternal 
and child health educator for the Peace Corps 
(Morocco). She received an MHA in Health 
Systems Management from Tulane University 
and an AB in Biology and History from Brown 
University.

Mimi Schaible, RN, MSN, MBA, Director, Care 
Coordination and Consultation, VITALity 
Catholic Services, Diocese of Camden

A registered nurse by training, Ms. Schaible 
brings more than 30 years of experience in 
home and community health services including 
executive leadership, program development 
and management, managed care contracting, 
regulatory compliance, and direct patient care.

She earned a Master’s degree in nursing (with a 
geriatric focus) from Gwynedd Mercy University 
and received her MBA from St. Joseph’s 
University. 

Ms. Schaible left a traditional fee-for-service 
health care setting in recent years to develop 
and lead a program of care coordination for the 
Diocese of Camden.

Kevin J. Kelly, EdD, Executive Director, 
American Diabetes Association for Eastern 
Pennsylvania and Delaware

Dr. Kelly is responsible for strategic, fundraising, 
and program initiatives, along with development 
of staff, volunteers, and the Community 
Leadership Board. He joined the American 
Diabetes Association in November 2014 working 
in development with a focus on signature events 
in the market. 

After a successful career in education, Dr. Kelly 
ran a small family business and simultaneously 
created and maintained the Philadelphia Affiliate 
of the Pancreatic Cancer Action Network – a 
grassroots movement that raised nearly $3 million 
in five years supported only by volunteers. He 

continued his work in non-profit management 
and fundraising as the director of operations 
for the Catholic Medical Association, increasing 
membership by 30 percent and doubling its 
annual fundraising efforts.

As Dr. Kelly eloquently, states: “The ADA’s 
mission to prevent and cure diabetes and to 
improve the lives of those affected by diabetes, 
is noble, powerful, and touches the lives of most 
Americans. While we are all at risk, we can and 
must collaborate to put an end to this epidemic 
and provide help to those who live with the effects 
of this disease every day. As responsible citizens, 
we have an obligation to do so.”

Jeneen Iwugo, MPA, Deputy Director, Quality 
Improvement and Innovation Group (QIIG), 
Center for Clinical Standards & Quality 
(CCSQ), 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, GTL, 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.
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