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high-value healthcare



Housekeeping

• Please ask any questions through the Zoom Q&A function
 In doing so, please provide your name and hospital/PO affiliation
 We will do our best to answer some of these questions in the Q&A 

function, and at the end of each section

• MVC Component of the BCBSM P4P Program PY21 Bonus Point
 If you are dialing in from a cell or didn’t enter your details on admission 

to the meeting, please add your name and institution in the chat

• Please also complete the MVC/BCBSM post-meeting survey
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Agenda
Welcome and MVC Updates 10:00am – 10:10am

MVC Medicaid Data 10:10am – 10:15am

Setting the Scene: Social Risk and Health Equity 10:15am – 10:25am 

MSHIELD: Aligning Partnerships to Achieve Health Equity 10:25am – 10:35am

Question and Answer 10:35am – 10:40am

The Health Gap: An Exploration of How McLaren Flint is Working to Bridge the 
Gaps Between Health Care and Social Care

10:40am – 10:50am

Question and Answer 10:50am – 10:55am

IHA Efforts to Screen and Address Patient Social Influencers of Health 10:55am – 11:05am

Question and Answer 11:05am – 11:10am

Great Lakes Physician Organization: Redesigning Our Care and Investing in 
Patients

11:10am – 11:20am

Question and Answer 11:20am – 11:25am

MVC Next Steps 11:25am – 11:30am



MVC Updates
▫ Welcome new MVC members

 Munson Healthcare Manistee
 Paul Oliver Memorial Hospital

▫ New MVC Team Members:

Jana Stewart
COMMUNICATIONS 

SPECIALIST

Kristen Palframan
ANALYST

Carla Novak
ADMINISTRATIVE

ASSISTANT



MVC Updates
Medicaid data added to the 
MVC registry

New Health Equity report 
launched

Increased custom analytic 
reporting

P4P selections for PY23/24

Virtual site visits 



MVC Component 
of the BCBSM 
P4P Program
PY21 COVID-19 Exclusion and 
Selections for PY 23 & 24



P4P PY21 
COVID 
Update

ICD Dx Code U07.1

Facility claims

First three 
diagnosis codes

Episodes with  
COVID-19 will be 
excluded from P4P 
for PY21 ONLY.

Inpatient setting

Exclusion Criteria:



COVID-19 in P4P Conditions: 2020 Q1-Q2
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Risk Adjusted Episode Payments By 
COVID-19 Status: 2020 Q1-Q2
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MVC Michigan 
Medicaid Data
John Syrjamaki
MVC Manager of Analytics



DATA SOURCES

MVC 
administrative 

claims data 
comprises 

> 80% of 
Michigan’s 

insured 
population

8.4M
Covered

lives

3.5M
BCBSM

PPO

800K
BCN

1.9M
Medicare FFS

100K
BCN MA

HMO

1.8M
Michigan
Medicaid

300K
BCBSM MA

PPO



319,140 episodes

19.4% of all episodes

256,889 beneficiaries

Index events from 1/1/2015 – 6/30/2020
Fee-for-Service and Managed Care



Demographic 
Comparison Medicaid BCBSM/BCN 

Commercial

Mean Age 42.4 50.0

% Female 67.0% 64.4%

Mean # of 
comorbidities 2.1 2.0

Medicaid vs. BCBSM/BCN 
Commercial
Medicaid episodes 
represent a younger 
population with a higher 
proportion of females, but 
similar number of 
Hierarchical Condition 
Categories (HCCs).
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Medicaid
1. C-Section
2. Sepsis
3. Vaginal Delivery
4. Cholecystectomy
5. COPD

Top 5 High Volume 
Conditions

BCBSM/BCN Commercial
1. Vaginal Delivery
2. C-Section
3. Joint Replacement
4. Sepsis
5. Cholecystectomy



90-Day Episode Payments by Payer
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Payment Components by Payer
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Sepsis Payments by Payer
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Takeaways
Registry Reports
Medicaid data is now available 
on the MVC registry, with 
multiple enhancements 
planned. 

Push Reports
The Health Equity report is 
now available, with other 
Medicaid-specific reports 
planned for next year. 

Unique population
Social determinants of health, 
healthcare inequities, and 
other challenges will be 
important to address. 

Feedback
What information would be 
helpful to you in improving 
the care of Medicaid patients? 



Setting the 
Scene: Social Risk 
& Health Equity
Bonnie Cheng
MVC Analyst



Let’s review some 
definitions

Data Sources
• Medicare FFS 30-day 

episodes (Index Admissions 
1/1/15 – 6/30/20)

• Master Beneficiary 
Summary Files

Dual Eligibility
• Medicare and Medicaid 

coverage

Race/Ethnicity
• White
• Black
• Hispanic
• Other

Comorbidities
• Groupings of 

Hierarchical Condition 
Categories (HCCs)

• Assessed from claims 
data



Health 
Equity 
Report

Objective
Assess variation and 
within-hospital 
differences between 
dual-eligible and non-
dual-eligible patient 
outcomes.



Racial/Ethnic 
Variation 
Across MI

Key Point
Michigan’s population 
is predominantly 
White, though there is 
some variation 
between regions. At 
the hospital level, low 
variability and low 
case counts can make 
race-stratified analyses 
difficult to interpret.

White: 97.2%
Black: 0.1%
Hispanic: 0.4%
Other: 2.3%

White: 92.5%
Black: 5.3%
Hispanic: 1.4%
Other: 0.8%

White: 82.2%
Black: 13.4%
Hispanic: 1.3%
Other: 2.5%

White: 93.2%
Black: 4.0%

Hispanic: 1.6%
Other: 1.2%



Dual Eligiblity 
Variation 
Across MI

Key Point
The proportion of dual-
eligible patients is similar 
across regions. Medicaid 
eligibility is a good 
indicator of SES when 
using claims data since it is 
income-based, and studies 
have shown that there is 
a strong association 
between low-income 
status and adverse health 
outcomes.

Dual Eligible: 13%
Not Dual Eligible: 87%

Dual Eligible: 14%
Not Dual Eligible: 86%

Dual Eligible: 15%
Not Dual Eligible: 85%

Dual Eligible: 12%
Not Dual Eligible: 88%



Comorbidity 
Prevalence

Key Point
Among all MVC 
episodes, there is 
generally a higher 
prevalence of 
comorbidities among 
dual-eligible patients 
compared to those 
that are not dual-
eligible.
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Inter-Hospital 
Variation Among 
Pneumonia 
Episodes
Hospitals with at least 20
dual-eligible pneumonia episodes
2015 – Q2 2020



30-day Readmission Rate
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30-day ED Utilization Rate
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7-day Follow-up Rate

20%

30%

40%

50%

60%

70%

80%

90%

0 5 10 15 20 25 30 35 40 45 50

Fo
llo

w
-u

p 
Ra

te

Hospital Rank

Dual Eligible Not Dual Eligible

Average Difference: 6.5%



Takeaways

• There is a lot of variation between dual-
eligible and non-dual-eligible patients 
when it comes to comorbidity prevalence

• Disparities vary by outcome and likely 
vary by condition, but disparity is 
exacerbated by overall poor quality

• There is wide outcome variation between 
hospitals

• There is wide variation in the magnitude 
of disparities within hospitals

• While the disparities may be due to 
patient risk factors such as comorbidities, 
risk adjustment does not erase disparities



Aligning 
Partnerships 
to Achieve 
Health Equity
Carol Gray, MPH
Program Manager | MSHIELD
University of Michigan



Under-investment in social 
health needs results in 
low-value care and health 
disparities.



Social health needs have a 
significant impact on who needs 
care and how they recover 
afterwards.

• 62-year-old woman, lives alone
• Poor nutrition
• Poor access to care
• Many comorbidities
• Untreated stomach ulcer

• Septic shock from 
perforated ulcer

• Emergency surgery
• Intensive Care Unit

Discharged to same 
environment

• No assistance at home
• Poor diet
• Misses follow-up care
• Exacerbation of underlying medical 

condition

• Readmitted for: Dehydration, 
Heart failure, COPD, Asthma, 
Diabetic complications, etc.



There is a growing evidence base that social health 
interventions can improve value and health equity.

FOOD INSECURITY

HOUSING INSTABILITY

COMPLEX CARE NAVIGATION



Ask, Assist, Align: Identifying high-risk, high-need patients 
and then connecting them with local community partners.

ASK
Screen all patients in 
participating CQIs for unmet 
social health needs to 
identify the specific areas of 
intervention for each 
individual patient.

ASSIST ALIGN
Work with both patients and 
community partners to ensure 
availability and follow-through 
after referral so that these 
efforts are truly aligned with 
patients’ needs.

Refer patients who screen 
positive for social health 
needs to the specific 
community partners that 
provide the specific 
services that they need.



MSHIELD serves to interface with both the health 
system and our patients’ local communities.

HEALTH SYSTEM COMMUNITIES

DATA

SERVICES



MSHIELD will rely on existing relationships 
and structures to link patients to the 
services they need.

• Community Health Innovation 
Regions (CHIRs) across Michigan 
already have developed close 
community partnerships to address 
social health needs in their own 
communities

• MSHIELD will identify patients from 
the BCBS CQIs that screen positive for 
social health needs and work with 
CHIRs to link patients to partners and 
services in their own communities





Our Team

John W. Scott, MD, MPH
MSHIELD Co-Director

Trauma and Acute Care Surgery

Renu Tipirneni, MD, MSc
MSHIELD Co-Director

Primary Care and Internal Medicine

Carol Gray, MPH
MSHIELD Program Manager

Dilhara Muthukuda, MPH
MSHIELD Health Equity Specialist

michiganshield.org



Questions?



The Health Gap: An 
Exploration of How One 

Hospital is Working to 
Bridge Gaps Between 

Health Care & Social Care

Dr. Nicole Franklin

Assistant Medical Director – McLaren 
Bariatric & Metabolic Institute



Agenda
Welcome and Wellness

McLaren Health Care 
Corporation’s Diversity 
and Inclusion Mission

Remembering a Resident 
& Friend

Actions Taken

Next Steps



Welcome and Wellness
◦ Everything is not cancelled.

◦ Love is not cancelled
◦ Kindness is not cancelled
◦ Conversations are not cancelled
◦ Devotion is not cancelled
◦ Music is not cancelled

◦ Think of 1 thing that you are thankful 
for.



Diversity & Inclusion Vision

Unified in our Purpose

Strengthened by our Differences

We commit to creating an inclusive and 
equitable environment where everyone is 
valued and empowered for success. Our 
environment reflects the communities we 
serve, learns from all perspectives, delivers 
culturally appropriate care, and provides the 
best value in health care as defined by quality 
outcomes and cost.



Kimberly Keaton Williams, 
VP Talent Acquisition and 

Development & Chief  
Diversity Officer for 
McLaren Health Care



Subcommittees

ONE: 
Employee Resource 

Groups
TWO: 

Patient Outcomes

THREE: 
Community 
Outreach

FOUR: 
Employee 
Education 

FIVE: 
Talent Acquisition

SIX: 
Cultural Calendar





Unconscious 
Bias & You 

Training 





SOCIAL MEDIA GRAPHICS







TAKE THE 
FIGHT TO 

COVID – PART 2 



PATIENT OUTCOMES 
SUBCOMMITTEE

• Virtual Community   
Resource Day

• Dept. of Health & Human 
Services

• Ennis Center

• Housing Assessment 
Resources Agency

• MTA Rides to Wellness

• Patient to PCP pipeline



Community 
Outreach 

Subcommittee
Partnered with Karmanos 
Cancer Institute and other local 
agencies to sponsor a golf 
classic.

• Colorectal test kits 
distributed



Past community 
organizations that 
McLaren Flint  has 

supported

*City of Flint (Turkey 
Giveaway)
*Boys & Girls Club of Greater 
Flint
*International Center of 
Greater Flint
*Greater Flint African 
American Sports Hall of Fame 
Induction (GFAASHOF)
*Valley Area Agency on Aging



Prevention and cure are 
only part of the story

◦ Humility
◦ requires you to step outside of yourself and be open to other 

people’s identities, in a way that acknowledges their authority 
over their own experiences

◦ Advocacy
◦ Helping patients access health care

◦ Educating patients so they can make well-informed healthcare 
decisions



Diversity is having 
a seat at the table. 

Inclusion is having 
a voice & 

Belonging is 
having that voice 

heard.

- Liz Fosslien



Next steps….

Develop

Develop information 
exchange capabilities 
to support the 
timely use of 
actionable data.

Expand

Expand working 
relationship with 
community partners.

Assist

Assist new and 
existing stakeholders 
with initiatives to 
reduce health 
disparities.



Thank You
Dr. Nicole Franklin

Nicole.Franklin@mclaren.org



Questions?



IHA Efforts to Screen and 
Address Patient Social 
Influencers of Health
MVC Semi-Annual Meeting
October 22, 2021



Agenda

Brief history of screening for SIOH

Transition to Epic and roll out of new workflow

SIOH data

Improving SIOH screening rates and follow up

Questions



Brief history of screening for SIOH

 In 2015, CMS awarded Michigan $70 million over four years to 
test and implement an innovative model for delivering and 
paying for healthcare in the state, called the State Innovation 
Model (SIM)

 SIM PCMH provided PMPM dollars to POs to support primary 
care infrastructure development if PO met care delivery 
requirements, including screening for SIOH with a standard set 
of domains

 In Southeast Michigan, IHA, Michigan Medicine, and HVPA 
partnered to create standard SIOH screening and began 
screening for SIOH in 2017

 In early 2020, IHA transitioned to Epic and leverages Epic social 
needs module to screen for and display patients’ social needs



SIOH Screening Questionnaire



New Workflow to Screen for SIOH

 New workflow piloted at 4 practices in fall 2020, rolled out to all adult and pediatric primary care and Ob/Gyn practices 
by January 2021

 Screening completed in advance via MyChart or at visit on paper (primary care) or verbally via telephone (Ob/Gyn)

 New in Epic: MA (primary care) or OB Nurse (Ob/Gyn) review any positive screenings and provide resources at point of 
care via Aunt Bertha

 Follow up:
• Call center attempts to contact patients who screened positive and desired assistance within 2 weeks
• Up to two attempts to contact patient are made
• Inquire if needs were met and if the patient needs additional assistance, call center trained to provide additional 

resources if needed
• All communications are documented in a telephone encounter 



SIOH Data on Population Health Dashboard



SIOH Data on Population Health Dashboard



SIOH Screening Rate is IHA FY22 Priority

Overall goal: All IHA patients offered SIOH screening once per 
year

FY22 Metric: % of patients who haven’t been screened in 365 
days offered SIOH screening at eligible appointment 

Denominator: Any patient with an eligible visit in time frame

Numerator: Any patient who completed or declined a 
screening at* eligible visit OR had been screened in 365 days 
prior to eligible visit

*In order to capture MyChart screenings done prior to the visit, we include any 
screenings done within a specified time frame before and after the eligible visit



First Step – Root Cause Analysis Action Plan

SIOH Data 
Validation

Final validation of BI 
report in process

Interviews with PMs 
of low-performing 

practices
For additional insight into 
best workflow practices

Shadowing Reception 
Staff & MAs

Illuminate workflow 
challenges and differences 

between practices



Time Limitations
Common for patients 
to not have enough 
time to fill out the 

SIOH screen

Patients Are Not 
Receiving Resources
MAs are not using Aunt 
Bertha to recommend 

resources

Lack of Awareness
Providers tend to have 
little to no awareness 
of the SIOH screening 

process

Key Takeaways – Workflow Issues

MAs Enter Data 
Post-Appt. 

MAs don’t discuss 
positive screen with 

patient or notify 
physician of positive 

screen



Next Steps
 Education and re-training organization wide

• Mandatory HealthStream training for all staff and providers
• Annual provider training
• Hands-on workflow training for clinical and office staff

 Expansion to Specialty and Surgery Divisions
• Recovery Medicine
• Breast Surgery
• Colorectal Surgery
• General Surgery

 Pilot CHW referral process
• Partnership with Washtenaw Health Plan 
• IHA Social Workers at 4 highest need practices will refer most complex patients to Community Health Workers

 Participate in Trinity Health System Office workgroups to roll out SIOH screening in ED and Inpatient settings
• All of Trinity on one instance of Epic, so patients’ SIOH should be visible to any Trinity provider once screened
• Coordination needed for patients who screen positive to ensure appropriate follow up



Questions?



Great Lakes Physicians 
Organization 

Redesigning Our Care & Investing 
in Patients 

MELISSA GARY, CNMT

COMMUNITY LIAISON 



Independent Practitioners
72 PCP’s  190 Specialist
Not connected to a health system
25 different EMR’s
Not a nonprofit 

12 Counties (Rural)
Not Part of CHIR

Barriers 12 



12 Questions 

Pediatric Version 

Yes or No 





Social 
Determinants of 

Health 2020

 Through consistent 
screening and racking 
practices helped 2181 
patients in 2020. 

 This is double the amount 
from 2019

 Highest needs: 

 TRANSPORTATION 

 CLOTHING/HOUSEHOLD 

 EMPLOYMENT/INCOME 



Future 

RN Care Manager 

 Hired to work within a local hospital 

 Bridge the gap between Independent & hospital

 Working on 

 Readmissions 

 Enhancing discharge handoff from inpatient to 
outpatient 

SDOH

 Streamline 

 Electronic Referral 

 Human Hubs in every county (Nonprofits) 



Questions?



Upcoming Events
Virtual Workgroups
• CHF: 11/3, 2-3 pm
• Joint: 11/11, 1-2 pm

 MARCQI speaking
• CDM: 11/16, 11-12 pm
• COPD: 12/1, 1-2 pm
• Sepsis: 12/7, 2-3pm

 HMS speaking
• Diabetes: 12/16, 11-12 pm

 MCTD2 speaking

2022 Semi-Annual Mtgs: 
May 13, 2022
October 28, 2022
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