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Clinically Integrated Network

+ Michigan HealthLink is a clinically integrated network with the purpose of:
o Promoting efficient member organization operations

o Coordinating services across the care continuum with affiliate medical
group practices

o Measuring performance, including setting goals and targets

o Creating clinically meaningful information in an actionable and replicable
format

+ Supported by Administrative Network Technology Solutions, Inc.
o A health information technology firm dedicated to advancing access and

the interoperability of data to promote high-quality, cost-effective health
care
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History of Clinical Collaboration

+ Early years involved governance and committee infrastructure
+ Evolution aligned with Organized System of Care initiatives

o Amplify coordination within our care communities

o Launch total cost of care interventions “Call Me First”

o Evaluate performance to inform population health programs
+ Clinical leadership and data drivers led to Diabetes Prevention

This Photo by Unknown Author is licensed under CC BY-ND 4


https://policyoptions.irpp.org/magazines/may-2020/like-us-our-personal-health-information-is-safest-at-home/
https://creativecommons.org/licenses/by-nd/3.0/
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Diabetes Focus

+ Estimated 38.4 million Americans have diabetes
o 11.6% of the total US population!!

o 29.7 million have already been diagnosed
o About 8.7 million have diabetes but are not yet been diagnosed

+ Another 97.6 million adults are estimated to have PRE-diabetes.

+ Cost of diabetes:
+ $413 billion in 2022
o $307 billion in DIRECT costs ($80 billion increase in 10 years)
o $107 billion in INDIRECT costs
m Lost productivity at work and absenteeism
m  Unemployment from chronic disability
m Premature mortality

https://www.cdc.gov/diabetes/health-equity/diabetes-by-the-numbers.html

Pre-Diabetes Community Innovation

+ Leveraged clinical indicators available through Health Information Exchange
(HIE) to identify pre-diabetes patients for early intervention and prevent
disease progression

+ Expanded awareness of these patients to our member medical primary care
practices with workflow best practices to care for these patients

+ Focused on increasing engagement with the patient’s primary care provider
and/or care managers to curb conversion to diabetes



Core Objectives

Leverage available clinical data to determine a method to identify
our potential pre-diabetes patients

Apply clinical data selected to our BCBSM Patient Population
through data available in our HIE and share patient information|
with member practices

Track relative outcomes per patient, provider, practice and

organization through development of expanded performance
dashboard

Develop a scalable and sustainable project that can be easily
replicated across organizations for all adult patients
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Leverage Clinical Data

+ Clinical leadership developed a pre-diabetes algorithm that can be applied

to all patients

+ Algorithm evolved during the innovation project with input from clinical
leadership, administrative leadership and available Health Information

Exchange (HIE) data sets
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Patient Demographics?
Adults, 18-75 years of age and do not have a prior
diagnosis of diabetes in the last 2- years

|

Patient Demographics?
Adults, 18-75 years of age and do not have a prior
diagnosis of diabetes in the last 2- years

Diagnostic/Clinical

Test Result/Code
HbAlc >5.7-6.4
Fasting Glucose >100-125

Oral Glucose Tolerance Test >140-199

v

v

Body Mass Index: BMI 230

Exclusions
Any patient who had a diagnosis in any setting for:
Pregnancy

Diagnostic/Clinical

Pre-Diabetes Population
Algorithm

Test Result/Code
HbAlc >5.7-6.4
Fasting Glucose >100-125
Oral Glucose Tolerance Test >140-199
Impaired Fasting Glucose R73.01
Elevated Glucose Tolerance R73.02
Pre-diabetes R73.03
Other Abnormal Glucose R73.09
Hyperglycemia R73.9

v

Body Mass Index: BMI =230

Exclusions
Any patient who had a diagnosis in any setting for:
Pregnancy
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Core Objectives

Leverage available clinical data to determine a method to identify
our potential pre-diabetes patients

Track relative outcomes per patient, provider, practice and
organization through development of expanded performance
dashboard

Develop a scalable and sustainable project that can be easily
replicated across organizations for all adult patients
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Patient Identification
+ Total Michigan HealthLink patient population considered:

o 66,432 BCBSM Commercial PPO patients between ages of 18-75 years old

o 106 unique practices in Wayne, Oakland, Macomb and Livingston Counties

o 245 adult medicine Primary Care Providers (PCPs)
12
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Algorithm Application

Applied algorithm, Michigan HealthLink’s technology partner, ANTS, scrubbed the
patient data to identify:

Demographic information of patient population

Admission, Discharge, Transfer (ADT) transactions

Medical claims, billed diagnoses from medical and procedural claims
Pharmacy claims
Laboratory values
Clinical vitals

++++++
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Targeted Population
+ Selected initiative pilot participants
o Analytics
o Clinical leadership
o Administrative leadership
Family Practice and Internal Medicine Practices:
* 4] practices selected; represented 39% of total
eligible practices
» 114 providers selected; representing 47% of the total Approximately
primary care physician network 2 : 00
Pre-diabetes
patients
identified
14
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+ Michigan HealthLink Dashboard
+ Transparency, Organization, Physician Organization, Entity, Practice, Provider
+ Drill down to patient level, at Physician Organization, Practice, Provider
@ wemmenenivemugnes|@ Q | wocour
DASHBOARD ADT REPORTS MESSAGES & DOCUMENTS n RESQURCES ¥ MHL NEWS ¥
MHL |  change Dashboard ¥ 2023w
S
+ OPEN FILTERS
Superorg View
MHL =3 - CLOSE
Measure Name (Latest Availsble Data) Status. Rate Target Numerator Denominatar Awquest [CHECK ALL)
B  ©Ox Diabetes (CIP) T2% 176 2,460
E  Engagement, CIP OV within last 12 months with CM - B3% 40 % 204 2,460
B Engagement, CIP OV within last 12 months with PCP - 736 % 802% 1,810 2,460 16
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Dashboard Development

1m:higan
HealthLink

DASHBOARD ~ ADT  REPORTS

Welcome: Jenifer Hughes.
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+ CIP OV within last 12 months with CM N .
Ee——— within e o . . .
Engagement, CIP OV within last 12 months with PCP wo -~ e e e e . R oo
oM -
=]
osp a -

Patient-centered Data Set

+ Only at Physician Organization Dashboard
+ Standard record layout developed for practice intervention

higan
HealthLink

Welcome: Jenifer Hughes | (J)

Q | woco

DASHBOARD REPORTS ~ MESSAGES & DOCUMENTS [  RESOURCES ¥  MHLNEWS )
OSP | Change Dashboard w 2023 w .
Change Dashboard Report Request Review Requested: 04/12/2026 1111 AM
Please select the file format and report type below that you would like. To complete the
report request click on the Submit Request button.
Roster file format: O PDF ® EXCEL
Engagement With Care Management Roster
oue o]
Maasure Hame (Latest Available Data) Status SUBMIT REQUEST
O Dx Diabetes [CIP) 89% 132 1478
[ Engagement, CIP OV within last 12 months with CM a 76% 40% ns 1478
Engagement, CIP OV within last 12 months with PCP - T29%  802% 1077 1478

purposes

d for performance improvement activities, and are not for third party payer incentive

PRINT RESULTS REQUEST A REPORT

18
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Core Objectives

Leverage available clinical data to determine a method to identify
our potential pre-diabetes patients

Apply clinical data selected to our BCBSM Patient Population
through data available in our HIE and share patient information|
with member practices

Track relative outcomes per patient, provider, practice and
organization through development of expanded performance
dashboard

19
19
Sustainability
+ Core principle to develop a multi-pronged program that is replicable across all
physician organization
o Develop a community-based clinical algorithm
o Scalable and sustainable technology framework
o Replicable analytics and population-health record layout
o Share practice workflows and patient interventions
Pre-Diab i inability (Record Layout)
20
20
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Community Partnerships

e =3

ABOUTUS ~ SERVICES ~OURPROVIDERS  PARTNERS  MHLNEWS

Provider Network

Physician Organizations

+ Strengthen community partnerships was
critical cornerstone of the project.

+ Develop a dedicated webpage for
community access: conenis Community Partnerships

Community Partnerships

Hospital & Health Systems|

o Patients and Care Managers

o Providers and Medical Practices

o MDHHS Pre-diabetes and Diabetes
Prevention Program (DPP)

o Michigan Collaborative for Type 2

Pre-Disbetes Community Innovation Project

Resources by Category:

Patient/Care Manager

Diabetes (MCT2D)
21
https://michiganhealthlink.com/partners/community-innovation-projects-1
21
Interventions - GMP Network
Greater Macomb Physician Network (GMPN) ") ForPhysicians, By Physicians

>

*Pre-diabetes data was incorporated in the internal registry and EMR

*When a pre-diabetes patient is identified, the physicians refer to Health Educator and/or Diabetes
Prevention Program (DPP).

~
«Physician completes pre-diabetes assessment in EMR using a Smartphrase (includes Alc, BP, weight/BMI,

diet/lifestyle questions)
7

~
*Health Educator works with Pharmacist on appropriate pharmacologic interventions, including anti-obesity

medication, for approval by physician
7

~
*Physician educates patient about pre-diabetes and potential risks involved if not watched and treated
(education includes Alc levels, diet/lifestyle changes, and possible pharmacologic intervention)

«If patient is agreeable, physician refers him/her/them to DPP offered through the health system or DPP
website

*Use care management patient list to identify pre-diabetes (MHL & MCT2D) to determine patient-specific
interventions (diet, exercise, pharmacology, other lifestyle interventions)

€€

11


https://michiganhealthlink.com/partners/community-innovation-projects-1
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Interventions -
Livingston Physician Organization (LPO)

Livingston
Physician
Organization

Interventions - Olympia Medical LLC (OM)
Registry / EMR
Integration

Office-based Care
Team Involvement

Patient
Contact

Resources Used

6/7/2024

12



25

26

Interventions - '= \
Oakland Southfield Physicians (OSP) B A

6/7/2024
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https://www.michiganhealthlink.com/resources/uploads/Plan%20Your%20Plate%20-%20General.pdf
https://www.mct2d.org/resource-library?media-type=&tags=Lower-Carb&target-audience=

27
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Results

+ Focused on three measures:

o Engagement with primary care medical practices
o Engagement with care management per Provider Delivered Care

Management (PDCM) structure

o Mitigate pre-diabetes to diabetes conversion rate

+ Data focused on a 12-month rolling year of data

Engagement: Primary Care

+ Set atarget rate of 80.2%

+ Intentionally set a high rate of engagement to pursue a typically unengaged

population with serious risk of disease conversion.

+ Michigan HealthLink Overall Engagement Achieved = 73.6%

Measure Set

Target

GMPN

LPO

oM

OosP

Status

Rate

Status

Rate

Status

Rate

Status

Rate

Engagement, OV with PCP

80.2%

A

71.9%

A

80.8%

A

79.2%

A

73.0%

6/7/2024
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Care Management Engagement

+ Set a target rate of 4.0%

+ Exceeded expectations

o Variability performance linked to intervention
o Resulted range from 4.0% - 40% engagement
o Greatest engagement achieved with pharmacist-led, limited-population

intervention

+ Michigan HealthLink Overall Engagement Achieved = 8.3%

Measure Set

Target

GMPN

LPO

OM

ospP

Status

Rate

Status

Rate

Status

Rate

Status

Rate

Engagement, OV with CM

4.0%

A

4.0%

A

7.3%

A

42.5%

A

81%

Conversion to Diabetes

+

+

No target set for this measure, goal is 0% pre-diabetes to diabetes conversion

Compared pre-diabetes community innovation project pilot group to control

group which was all other Michigan HealthLink adult medicine providers

Pilot group performing better than control group at avoidance of diabetes

conversion

6/7/2024
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Conversion to Diabetes

+ Pre-diabetes pilot group conversion rate at 8.6% (pre-diabetes to diabetes),

entire network control group conversion rate at 10.8%.

6/7/2024

LD D

Measure Name (Latest Available Data) Status

Dx, Diabetes (CIP)

n Dx, Pre-Diabetes (Adult) to Diabetes

Target Numerator Denominator

203 2,357

663 6,159

+ Conclusion: Impact of the innovation program developed by Michigan

HealthLink is having a positive effect in reducing conversion to diabetes 1;

in this rising risk population.

31

Wins, Challenges, and Solutions

+ Develop a new mindset
around prevention of
diabetes

+ Spark awareness of
resource gaps that allow
for prioritization of pre-
diabetes patients

+ Foster conversations
about current clinical
models and
interventions

+ Transparency among
stakeholders to promote
improvement

32

+ Scarce resourcesin
clinical practice hindered
prioritization of pre-
diabetes patients with
increased focused on
diabetes only

+ Difficult to change the
mindset of practice
teams to intervene early

+ Patients may have
changed providers or
insurance limiting our
reach to impact their
health

+ Migrate algorithm to

identify pre-diabetes
patients to entire patient
population

Expand awareness of
disease prevention
through CQls, such as
MCT2D already
underway

32
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Questions
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