
 
>> "Please stand by for realtime captions."  
>> Please stand by, the webinar will begin shortly.  
>> Welcome to today's webinar, CMS reporting and Value Based Purchasing , 
2018, 2019 update. All phones will be on mute throughout the webinar. 
Please submit your questions throughout the event via the chat box and 
send to all participants. When possible, questions will be answered 
throughout as well is at the end of the presentation. At the conclusion 
of the event you will be mailed in the link to take an evaluation and 
where you can obtain your attendance credit. Rebecca go ahead .  
>> Good afternoon everyone, welcome to our session on CMS reporting and 
Value Based Purchasing . Our guest speaker today is, Christina Bailey at 
HSAG, and our director on the HIIN project . She has 20 years experience 
and is the resident expert on CMS and today, Value Based Purchasing . So 
Christine I would like to turn it over to you thank you.  
>> Thank you Rebecca and welcome everybody. Rebecca, next slide.  
>> So we are going to talk a little bit about who HFH is and also, HHS is 
and value-based purchasing, along with our HIIN project . HSAG is not 
just a HIIN  but we are also the QA in QIO for multiple states . both the 
HIIN and the QI in fall under  services for Medicare and Medicaid. We are 
at no cost, whether HIIN or the QIn side . What you share with us is 
confidential, it is strictly for quality improvement purposes. We are 
always here to help you, whether it is the QIn QIO side or the HIIN side 
.  
>> So on the QIN  side we handle multiple contracts with Medicaid, 
Medicare, end-stage renal disease, multiple federal contracts for quality 
improvement. From the QIO we represent residence in Arizona, California, 
Florida, Ohio and the US Virgin Islands. Next slide.  
>> Another arm of HSAG , is what is called the value incentive reporting, 
out of the Tampa office. To support you on in the patient and outpatient 
quality reporting, the EC QM, value-based purchasing, the gastric 
facilities, cancer exempt hospitals. We are the ones calling you if your 
data is missing and answering your questions.  
>> Next slide.  
>> And this is another emphysema facet of HSAG . It used to be, several 
years ago that your QIN QIO was a one-stop  shop. That has been broken up 
so you do have the improvement initiative as well as for HIIN . And we 
have the VIQR which is also HSAG . And then you have your BFCC-QIO . 
Office in California. If you're on the line from California, as you know 
those are your folks that filled the quality of care complaints in the 
field.  
>> Next slide. And then your HSAG  HIIN . Truly with HSAG you have 
multiple entities covered  between your VIQR  and your QIO  and your HIIN 
work .  
>> I want to start by building a business case for quality. Linking what 
we do to save Harmon reduce harm to improve care for our patients. But 
also, it plays a very big role in the pay for performance and value-based 
purchasing, having all the different incentive programs from CMS. Next 
slide.  
>> We will start with the inpatient quality reporting. AP you annual 
percentage update. As you know it's worth one fourth. I like to call APU 
pay to play .  



>> Next slide. So your annual percentage update is the update to payments 
based on inflation. It falls under that inpatient perspective payment 
system, that is your ECQM  measures claim and your [indiscernible]  
>> Next slide. So if you're APU is your pay to play  . meaning if you 
submit all of the data and meet all of those requirements under the 
inpatient payment system you will receive that mark your hospital 
acquired conditions.  
>> HACs .  
>> This is a closer look. The PSI 90 composite is the first piece. I have 
listed there all of the PSI 90, indicators and the next several 
components on the HAC as you know, they come in  from HSN. And all of the 
bread boxes,  red boxes show overlap between HIIN measures , that they 
tie back into your HAC scores . There is overlap with all of the 
different measures and of course your NHSN measures .  
>> I will say, I had the privilege to hear Stephen firma, over the 
Medicare CMS and the Medicare administrator and she is really dynamic. 
One of her number one goals as part of this administration directive from 
the administration, is to reproduce, reduce the amount of paperwork and 
reporting, truly looking at meaningful measures. While there were a lot 
of changes that came through with the final rule. Some of them are again 
going to take your HAI in half .  You continue to report your HAI 
measures in  NHSN as always . to reduce the redundancy, a lot of you have 
been doing this for a while . You will remember where the inspection, it 
could hit you in 4 to 5 different incentive programs. If you had a bad 
central line inspection rate that wasn't meeting thresholds, you truly 
could be penalized in multiple areas. So time to really align this, so 
that doesn't happen, they are looking to take those HAI measures  from 
under the IPPS , and the inpatient quality reporting feedback, and move 
them up under HAC . So you will not see them as part of the IQR, 
inpatient quality reporting,  they will show up in HAC . They will still 
be part of value-based purchasing but under the HAC program .  You 
continue to report them through NHSN  and there will be a rollout for new 
validation process. That will fall under the HAC program . In this is 
scheduled to begin in fiscal year 2020, the third quarter 2020 reporting. 
There will be much more information on this, but just some clarity for 
the changes that will occur. Next slide.  
>> So what are some opportunities. Again I like to tie this back to real 
ways we can make an impact on the outcome for the patients. So focus on 
infection prevention and HAI . We have made great strides in California, 
they have done an awesome job in these last couple of years, of really 
reducing, especially CLABSI, CAUTI , having the greatest reduction in 
clostridium deficit. All of you that are working very hard to make these 
improvements. Just a note we do have two amazing infection preventionist 
on our team. Alisa and Sarah. They will come on site. It's confidential 
and there is no charge. The focus right now is surgical site infections. 
They come on site and work with your hospital and work with your IP, and 
identify some opportunities for improvement. In your quality improvement 
advisors are always there to help you implement the changes. So the big 
thing with HAC,  is documentation, documentation. The PSI measures are 
all coded measures. So that documentation needs to be really clear so 
that you are not coding something that truly isn't a harm. And also 
making sure it's present on admission. That documentation needs to be 
there. We really find this in the area of pressure ulcers. A good 
assessment from your nursing staff doing the admission, and a thorough 



documentation from the HNP the provider. Documenting if there are any 
pressure ulcers, even early-stage ones so they are coded as present on 
admission. The same thing with infections, if patients are being 
transferred and they are coming in with a good example is the harrowing 
crisis. We see an uptick in bloodstream infections. Having that 
documentation, upon admission, is very important. In the other strategy 
is always using your bundles, protocols and order sets. Preoperative 
bundles, social, so there is consistency. Don't forget about the VA E 
measures. Nurses driven protocols. One of the biggest things we see with 
CBI, CDI, is that timely testing and early identification. Those are kind 
of the. List, what you can do with nursing staff and your frontline staff 
to reduce your HAC .  
>> Next slide. So the next part is your readmissions. This is such a hard 
one. It is so multifaceted, to address. But the readmission piece is up 
to 3% reduction depending on your readmission rate. Next slide.  
>> So the hospital readmission reduction program is 30 day all cause with 
standardized readmission rate so these are the chronic conditions as I'm 
sure you are all familiar, and if the patient has that diagnosis when 
they are discharged, looking at 30 day after discharge, those patients 
that are readmitted. If you see the report the readmission report, they 
are so useful to pinpoint, fee-for-service. It's a really great snapshot 
of your population so you can see where these patients are coming from 
and when they are coming back. We try to look at the 0 to 7 days if they 
are readmitted in that timeframe, it's really about a failure of hands-
off and discharge planning. That's where we try to focus. On the QIO 
side,  pulling together your postacute care provider, pharmacy, everybody 
that really has a role to play in the care of the patient after they are 
discharged. Our reports are really great for being able to say who is it, 
coming back from nursing homes, from lung care. A lot of great resources 
to help you with that. Especially the patients that are being readmitted, 
that are discharged from home. We hear a lot that patients are refusing 
homecare. We have a great video that you can use and if you have the 
closed-circuit TV you can play it therefore education. It really starts 
prepping the patient and getting them to understand the need for 
homecare. Next slide.  
>> So, I know this slide is over little hard to read. I have a link on 
the bottom if you want to go to the CMS VIQR website . It does show there 
is methodology being used now, to stratify hospitals into peer groups. 
They calculate peer group medians. And use different modifiers, so it is 
more of a risk adjustment, so you are not comparing small community 
hospitals with large inner-city hospitals, or safety net hospitals. It is 
really important that they look at this and the methodology is explained 
in good detail, and again I put the link below.  
>> Next slide. So again the peer group identification. There are five 
different quintiles or peer groups. They're also looking at your dual 
eligible population. Not just Medicare but the Medicare/Medicaid . and 
then breaking down into, that include fee for service and Medicare 
advantage. Our reports for quality improvement purposes, are Medicare 
fee-for-service. But it extends far beyond just readmissions . there is a 
link again if you want more details about the HRRP program .  
>> Next slide . this is a little more information, talking about your 
readmissions ratio, over actionable, how they are looking at the number 
of discharges, your peer group and the penalty indicators. Next slide.  



>> So what are your readmission opportunities? So much is and discharge 
planning, discharge planning, discharge planning. I cannot stress enough 
the importance of patient and family engagement. That is so important, as 
we are identifying barriers to patients being discharged. And again, Dr. 
Eric Coleman said this many times, for those of you not familiar, he 
really is a leader in readmission work. Not just in the United States but 
across the world. He really talks about don't just ask what is the 
matter, ask what matters to you. Really finding what matters to that 
patient, what will motivate, especially with chronic conditions. Motivate 
that compliance. That is really important to find out with your patient. 
And the families. Medication reconciliation, that is one of the number 
one areas where we have issues. I know California has implemented new law 
to mandate some components of medication reconciliation. You know, it 
really is worth that second look. I myself have been doing this for a 
long time and very clinical . if I have a family member that was just 
discharged home, my mom showed me what the medication reconciliation look 
like. It was really rough to make heads or tails. All the different 
prescriptions that were sent home. It was very confusing. So I actually 
had to call the provider to get clarification. We have been working on 
this for so long, it is so complex.  
>> And the clear discharge instructions, as well as follow-up 
appointments, we do have a component on your readmission report that will 
show you what your follow-up rate is. For patients being discharged. More 
and more, that initiatives that are showing those patients get in within 
those first two weeks. It really has an impact on their readmission. And 
again, I cannot stress, if the patient is probably going to be going home 
with home care, there is a big difference between the doctor coming in 
saying hey, we are letting you go home, we will see you in a few weeks, 
and then your case manager or service or services going in and saying the 
doctor wants you to have homecare. Many people are very uncomfortable 
having people in their home. Prepping them and getting them ready, 
talking to submissions about having this conversation before discharge. 
You know you have this hop is metallization I'm really concerned, this 
hospitalization, I'm really concerned and I want someone to check on you 
for a couple of weeks to make sure you get over the tough spot. Our video 
goes over that. Reach out to your quality improvement advisor if they 
give you access to that.  
>> Next slide. And if you haven't accessed, we have a lot of seven-day 
readmissions tools. The readmission huddle, I encourage all the hospitals 
if you are not doing your readmission huddle every day to see who has 
been readmitted, and looking at where the breakdown was, I encourage you 
to do so. Just a quick morning huddle with key players from ED, social 
services, pharmacy, CMO, CN oh. Really taking a quick look at how many 
patients are coming back, and where maybe the ball is dropped. So many 
times again, a patient not knowing who to call when. In our tools are 
great for that, because it really will go over the symptoms they have to 
watch for, and as they start to progress did sometimes you can catch them 
in the yellow zone and they don't progressed to the red zone. I encourage 
you, these are all out on the website. For those of you who may not have 
seen it, CMS is actually holding this meet, a national care transition 
week. We have a webinar which should be of really big interest to all of 
those, California especially, because of the new law on discharging 
homeless patients. We are going to be sharing best practice stories about 
a hospital that has really been able to do some great work coordinating 



care for the homeless population. That is out on the event calendar. Or 
you can reach out to your quality improvement advisor if you want to get 
more information about that. Next slide.  
>> In the last part is value-based purchasing. Again, we call this budget 
neutral, because when value burst,-based purchasing began to everybody 
received a 2% reduction in their Medicare reimbursement that funded this. 
I don't know how budget neutral it really was, but, that started the 
program and that was many years ago. And then based on where you fall in 
your performance and improvement threshold, you can get a reduction of 
2%, or you can earn up to 2%. I have actually seen a hospital earned a 
little over the 2%. There is an incentive there, a ^ if you will.  
>> So we like to talk about CMS lives in a three-year timeframe. Think 
about your financial folks coming to quality and saying I thought we were 
doing better and whatever measure. We just got this reduction. It 
actually occurred three years ago. So this is an example, say for HAI 
measures,  your performance timeframe for calendar year 2018, the 
determination on value-based purchasing is made in 2019. But the 
penalties are not assessed until fiscal year 2020. So again, to give you 
an example, what we are doing now in 2019, will get us hit financially 
and 2021. Just to put that in perspective . next slide.  
>> A good example why we always need to look ahead. So, they are going to 
be removing measures from value-based purchasing. This was part of the 
proposed rule. I have some slides to break things down from year to year 
on what is going to be added and what will be removed in subsequent 
years.  
>> So next slide.  
>> For fiscal year 2019, which again, this is the 2017 data. You have all 
probably received this by now. But the four domains, with your safety 
domain, mostly the HAI measures and the  PCO one right now. Your clinical 
care measures which are mortality, and complications. Medicare spending 
per beneficiary, and your community engagement which is the 
[indiscernible]  
>> Next slide. We went to for. There we go. Things will say the same for 
the fiscal year 2020. Now you can advance.  
>> So now fiscal year 2021. Again 2019 data, 2021. You will see under the 
safety domain PCO one will be removed. If you look on the right side in 
the red box, there will be an addition of the 30 day mortality for COPD. 
That will be added.  
>> Next slide. The next addition for fiscal year 2022 is going to be your 
30 day mortality for your coronary artery bypass classification.  
>> Next slide. In 2023, if you look under patient safety, the safety 
domain, now you will see psi 90 indicator. Again it's a little in the 
future but you need to start working on them now. So next year with that 
data, you will be prepared.  
>> Next slide. Again this is just a reminder, if you're working with HSAG 
, HAC , many of the psi indicators tieback to what we are doing to 
improve outcomes in the HIIN . So if pressure ulcers are still making 
improvement like we should, substances a key area for our love us, and 
again with the [indiscernible] respiratory failure, we all have reasons 
to look for all of these.  
>> Next slide. I get a lot of questions on how the value-based purchasing 
is calculated. There is benchmark and achievement thresholds. Under the 
benchmark, it is actually the mean of the top 10% of hospitals. You can 
see in the first graph, where the benchmark is, the achievement 



threshold, the 90% mark is there. This is really looking at the best of 
the best. The mean of the upper 10%. And the next is the achievement 
threshold. If you don't achieve the benchmark and the threshold, you can 
create change. We will talk more about performance points. But for the 
achievement threshold, now you are looking at the 50th percentile. 
Median. So the threshold we all tried to hit is only the median. But I 
understand, it is not easy even to hit this threshold.  
>> Next slide. So we provide for you,  this is out of the HSAG  VIQR . We 
love to be able to share these even in our HIIN . It breaks down the 
different domains, what the baseline times are the performance times, and 
what the thresholds are. You can use these on your scorecard, to target 
what's to come. This is for fiscal year 2020.  
>> Next slide. We change the look a little bit but the same information 
is there. You can see this, for fiscal year 2021. You can use the 
thresholds and benchmarks against your 2019 data.  
>> Next slide. And I just like to call this out, the HAI measures are 
such a big factor . Seeing a regression over calendar year 2017, 2018, 
2019. I want you to look at these thresholds. Hello they are starting to 
go. For CLABSI , the threshold is .687. If you have an SIR over that 
0.687, remember that is critical care. And medical ward, surgical ward. 
Adult in pediatrics. You need to look at that. A great way to see where 
your opportunities are are your task reports, PAP resorts. It really the 
tap reports show for you where you have the highest excess infections you 
can reach out to your quality advisor or to your infection prevention 
folks, they are happy to help you with the tap report did I swear by 
them, they are probably the best resource out of the CDC, because they 
really help you know where to focus your quality improvement initiative. 
I strongly encourage you to do that. Again, you can see how low the 
thresholds truly are going.  
>> Next slide. I mentioned about achievement points. If my hospital 
hasn't quite hit those benchmarks, but I have made great strides towards 
them, they will look at those and you will be assigned points based on 
where you fall between your threshold and your benchmark. So the 
improvement you have made. You can earn up to 10 points, depending on 
your achievement points.  
>> Next slide. And then you can earn up to nine points, for your 
improvement points. So again with hospital rates at or better than the 
benchmark, that do not improve over that time, don't get improvement 
points because you get the whole, if you stayed the same or if you hit 
the benchmarks, again you won't get assigned improvement points. We do 
want to recognize hospitals that maybe hit the benchmark or not but are 
making progress towards it.  
>> So what are value-based purchasing opportunities for the frontline 
staff? I think it's really important that you share this. I have given 
this presentation for frontline staff, for nursing council meetings, also 
even for coding. I think it is important that they know what they are 
doing really does have an impact, and we all need to work together. And 
they know the coding impacts something, not that that changes how they 
code, but I just think it is good to educate them about what falls into 
value-based purchasing and some of these other HAC's and readmissions . I 
encourage you to share this information throughout your hospital. For 
value-based purchasing opportunities, again we strongly recommend patient 
and family engagement. There are studies out there that are beginning to 
show more and more that outcomes can improve if you have patient and 



family advisory councils and really embrace and include patients and 
families, in your day-to-day work. And also it improves your scores in 
infection prevention. It touches so many aspects. So many patients end up 
with longer length of stay and harm, even death, due to the infections 
that we give them. So your infection prevention is of vital resource, and 
you really need to collaborate closely with them, because they usually 
have all the answers. It's how do we implement these things, and working 
closely between quality and infection prevention is so important. Getting 
the lines out, whether it's urinary catheters or central lines, you want 
to get them out. With the prevention and the timely testing, don't forget 
about antibiotic stewardship, discharge planning, chronic condition 
education, med rec and clear and concise documentation.  
>> Next slide. And then ECQM . I did put the link at the bottom. We are 
trying more and more to move away from hands-on extracted measures and go 
to electronic reporting. The interoperability part, really trying to look 
to make it easier for the hospitals, for the reporting quality 
improvement measures.  
>> Next slide. Again, this is more about patient and family engagement. 
We have two people Lori Hensley and Andrea Silvey. They were very closely 
with the HIIN hospitals on  meeting these five different metrics for 
patient and family engagement. Again there was a statement from AHRQ that 
came out , many of the CAHPS  measures reflect key elements of patient 
and family engagement. One definite strategy that has been successful, 
getting these metrics and meeting these metrics, it will improve your 
scores.  
>> Next slide. So what is the impact? Next slide.  
>> Hospital compare and star ratings. What we are doing on all of these 
measures is out there. Out there for consumers to make an informed 
decision about their healthcare. Our beneficiaries for our patients, they 
have choices now. Next slide  
>> So the star rating. This was an attempt by CMS to make it easier for 
consumers to select hospitals, without looking at each measure. To give 
them a star rating. This summarizes the information based on the existing 
measures. Your mortality measures, safety measures, readmission, patient 
experience. Your process effectiveness, timeliness, and imaging, is all 
rolled up into these star ratings.  
>> Next slide. So here is an example. This is definitely, can be 
misleading did I understand there is a lot of concern over some of the 
star ratings. These are three very different hospitals. The first one is 
a very large intercity trauma center that serves a very disparate 
population. The next one is a 300 bed hospital. And the last one is a 
very small, community Hospital, that is in a pretty good socioeconomic 
area. So again, I understand there is some variability based on the 
patient population that we serve. But if I was a consumer, and I look at 
this, it is out there for to drive business to the higher performing 
hospitals. So again, there is an impact by the data you report, that 
rolls into hospital compare and into your star ratings.  
>> Next slide. And how it all adds up. There is a link on the bottom to 
advisory.com. It brings up a map and it's very interactive. Retrospective 
if you look, from fiscal year 2018. It is a map and you can hover over 
any dot and it will pull up that hospital, it will give you the base 
operating, Medicare revenue . then it breaks down what is the total of 
the impact, of the quality incentive program. This hospital lost 1.3 
percent which ended up being $1 million. We are not in a position in most 



hospitals that they can take a hit like that. It is harder and harder 
with the operating budget, and the narrow margins that hospitals are 
working in. So again here is your hospital readmission program. This 
hospital ended up using 118,000. Value-based purchasing, the green box, 
that is what they lost their. And they also on their example, they did 
receive a HAC penalty . this is out there and anybody can look at it . 
Publicly reported data . it is a good indication, a good source to see 
how everything rolls up into those incentive programs, and how much of an 
impact it can make to our hospitals.  
>> Next slide. So what is the key to success? I have been doing this a 
lot of years cup for quality. It doesn't matter which best practice, 
which best in class presentation I have ever listened to did literally at 
one conference, I walked in three different rooms. To see what the key 
was, a consistent key to success, as three people were presenting . these 
were the three things. Engage frontline staff. I learned when I got many, 
my certification, by into your frontline staff. This is one of the things 
we do frequently with tracers with infection prevention staff. We look at 
what is the policy and procedures, state of the union kind it is. Then we 
talk to staff to see what is really happening. If you don't have their 
buying income nothing will move forward. And they really have the 
answers. One thing I always do, if I have a naysayer, on the unit, I 
always engage them in the quality improvement initiative. And say okay, I 
hear you, we have done this. I understand you're saying it is not going 
to work, but what do you think will make it work? And you start sharing 
ideas and you can gain a lot of insight. See suite, if you don't have the 
blessing for C suite, it will not go anywhere. And physician buy-in is so 
key.  
>> So it's really hard to move any metrics without these three keys to 
success.  
>> Next slide. Transparency. This is so important, to share our hospital 
goals. Outcomes data at the unit level, not just the hospital level. Not 
just hanging something on a bulletin board. Really engaging, having a 
champion from your unit, when you have staff meetings to talk about, here 
is what's going on with the fall rate. Team huddles. We have a hospital 
we work with that the CMO has this awesome whiteboard, he has a huddle 
with six different key things and his executive team, gets together a 
half hour every morning and they look at the board and what the 
performance is. That way you have key people right there, is something 
rears its head you have the authority right there to make real-time 
changes. That is so important. Quick change that allows you to nimbly 
change. And eliminate silos, we are moving so fast . pharmacies pushing 
one way, quality in another direction, frontline staff did it so 
important we all come together. Sharing the good, the bad and the ugly.  
>> Next slide. I always like to as I close, bring it back that it is not 
about the money. It is about patient care. That has to be the ultimate 
goal. As we improve patient care, and we have better outcomes, the impact 
to the CMS measures are not as great. Next slide.  
>> So I always, always talk about using your patient story. This is 
another way patients and family say engagement is so important. Find your 
patient story. Your nurses, doctors, are all motivated by our compassion 
for the patient. I use this patient story, this gentleman was a father, 
grandfather, great-grandfather, the social event planner for the family. 
And ended up missing so much in life. Fighting colon cancer . he ended up 
dying of a MRSA  bloodstream infection . introduced through his central 



line with the chemo. That gentleman is my father. So while we may look at 
our outcomes and say we only had one central line infection reported, 
that central line infection in this case meant the world to me. We always 
have to remember those numbers, behind our outcomes, our patients and 
their families. None of us go to work thinking we will do harm, but 
unfortunately we do. It's a very high risk business that we are in. So 
again pulling it back, reminding everyone why we are here is always a 
good thing.  
>> Next slide. I can take questions now, if you want to type a question 
in the chat box. Christina, are there any questions?  
>> At this time I do not have any questions.  
>> Okay. I just encourage everybody, share the slides, talk to your 
frontline staff, talk to your coders, housekeeping, this is definitely 
key. We are always here for you. You can contact me directly. My contact 
information is on this slide did you can contact me directly, or if you 
know your quality improvement advisor is with HIIN  or the QIN-QIO , we 
are here to help you. We know how hard our hospitals are working and we 
want to partner with you, to help you in any way we can. Again I really 
encourage you to look at the website for the national care transition 
day. Sign up for the webinar. On transition to care. Take a look at the 
resources. We have a great toolkit out there for readmissions. I know 
everybody feels like we have done so much. It is such a hard metric to 
move. If there is no questions Christina, we can give everybody back 10 
minutes of their time.  
>> I would like to remind everybody the link for signing up for the 
webinar for the national transition of care day, is in the chat box and 
also on the portal. I also like to mention if you could please fill out 
your survey at the end of the webinar, that would be very helpful for us. 
Christina if you have anything else?  
>> I do have one comment in the chat box. Such a comprehensive overview I 
am so glad I had time on my calendar to listen in.  
>> Thank you so much. We are always here fro you. This is what we do . we 
are here for you and here for our patients. I do want to add one quick 
thing. HIIN , a few months back we hit number one performance in the 
country. Kudos to all of you that are part of our HSAG , that is your 
hard work and your dedication. Hooray for all of you. We are always here 
to help you so thank you.  
>> I also want to mention the slide deck will be available. That question 
came up a couple of times . Christine posted the link but you can always 
find them on the events calendar, within a week of the webinar.  
>> Do we have any other questions?  
>> I think we are all set.  
>> Thank you everybody.  
>> Every second counts right.  
>> Have a great day.  
>> Goodbye everyone.  
>> This concludes today's webinar, slides will be posted in the next few 
days. Thank you.  
>> [Event concluded] 
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