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Welcome! 
MCT2D 

Collaborative 
Wide Meeting

June 16, 2023



Today’s 
Agenda

Time Presentation Title Speaker

8:00am-8:30am Welcome & Review of Quality Data Lauren Oshman, MD
MCT2D Program Director

8:30am-9:15am Health Equity and Social 
Determinants of Health 

Sheryl Kelly, Ph.D., LP
MSHIELD Equity Advisor

Matthias Kirch, MS
MSHIELD Health Informatics Specialist

Jordan Greene, MPH
MSHIELD Engagement Specialist

9:15am-9:45am Health Equity within MCT2D: Vision 
and Goals

Lauren Oshman, MD, MPH
MCT2D Program Director

Larrea Young, MDes
Multimedia Design Project Manager
MCT2D Health Equity Champion

9:45am-10:00am Break

10:00am-11:00am CGM Panel and Discussion Heidi Diez, PharmD
MCT2D Co-Program Director

Keith McIntyre
MCT2D Patient Advisor

Panelists:
Kelsey Mapes, RN
Alma Family Practice

Saira Sundus, MD
Endocrine Consultants of Mid-Michigan

Bobby Dabici, PharmD
Lakeland

11am-12pm Supporting System Level Change Amir Ghaferi, MD
Froedtert & Medical College of Wisconsin 



MCT2D Year in Review
Accomplishments & 
Data Review



MCT2D: we’re on a mission!

● Mission: To engage and empower clinicians and 
patients across Michigan to accelerate dissemination 
and implementation of evidence-based strategies to 
prevent and reverse progression of Type 2 Diabetes and 
its complications

● Vision: A world where type 2 diabetes is no longer a 
progressive disease.



Who We Are
Physician Organizations

28/40
of all physician 
organizations in Michigan



Who We Are
Practices



Cohort 2

Cohort 1

MCT2D 
Participating 
Practices by 
Cohort



MCT2D Committees

Patient Advisory 
Board

Steering Committee
Met 2x in 2023, next 
meeting Fall 2023

Advocacy 
Committee

Coming Soon!

Pharmacist 
Workgroups

Quarterly



MCT2D Regional Meetings

Fall 2022

Topics: Endocrinologist presentations, 
comprehensive low carbohydrate diet 
educational session

193 total attendees across 7 regions

“Good, in depth, presentations, informative printed 
materials.”

Spring 2023

Topics: Tirzepatide updates, Coverage 
Quest, Insurance Coverage Tips & 
Tricks

251 attendees across 7 regions

“This is my first MCT2D meeting. The information 
provided seems very helpful to our providers. The length 
is appropriate, the agenda/presentations were well 
planned.”



Posters 
designed by 

members



Learning Community Events to Date

Operationalizing 
Low Carbohydrate 

Diets

376
Attendees/Viewers

Cardiology and 
Type 2 Diabetes

280
Attendees/Viewers

Implementing 
MCT2D Initiatives 

67
Attendees/Viewers

Management of 
Chronic Kidney 

Disease

273
Attendees/Viewers

Provider Delivered 
Care Management 

Billing Codes

228
Attendees/Viewers



Upcoming Learning Community Events

Metabolic Surgery for 
Prevention and Treatment 
of Type 2 Diabetes

Monday, July 24
12-1 PM

Multidisciplinary Teams 
and Utilizing Diabetes 
Specialists

Friday, August 18
12-1 PM

Patient Motivation

Monday, Sept 25
12-1PM

Pharmacotherapy 
for Obesity 

Friday, Nov. 17
12-1PM

Navigating CGMs

Monday, Dec 11
12-1PM



Type 2 Diabetes Policy Wins
Since June 2022:

- United Healthcare removed prior authorization for continuous glucose monitors 
for participating MCT2D practices

- Blue Cross Complete aligned their CGM policy with MCT2D recommendations 
- Medicare removed their 3x insulin requirement and changed it to any insulin use
- Michigan Medicaid published clearer guidelines around CGM coverage for 

patients with T2D.
- MCT2D drafted a letter to Michigan Medicaid and engaged practices by inviting them to submit 

letters as well. MCT2D shared our comments with practices who wanted to model their letter off 
ours



33
MCT2D practices recruited 

Oct 2022-May 2023

84
Participants

THANK YOU 
PRACTICES AND POS

In Process
Medical 
Record 

Transfer

In Process
End of 

program 
surveys & 
interviews



“This program gave me a whole new 
way to look at diabetes. For a long 
time I felt sluggish and would rather 
sit on the couch than do laundry and 
now I feel I can do more and feel 
much better off.”

“I went to the hospital in December 
and they didn't even think I had 
diabetes because my sugars were so 
good.”



http://www.youtube.com/watch?v=6UL4Tklrf64


For helping make this 
program a success!

Northern 
Michigan Care 
Partners 



Dietitian and 
Pharmacist 1on1 

Consults 

Best Practices 
Database

Dot Phrase 
Library 

Coming Soon: 
Cooking Demo and 

Breadless 
Collaboration 

Launched since last June 



New tools since last June 

GLP-1 Receptor 
Agonist Shortages

Guide for Starting 
Patients on a Low 

Carb Lifestyle

GLP-1 RA & SGLT2i 
Patient Handout CGM Use Case Guide



New tools since last June 

Top 10 Coverage Tips Jumpstart Low Carb Website 
and Tools

Injectable How-To 
Video Series



Updated tools since last June

Low Carb Cheatsheet 
and tracker

Patient Assistance 
Programs and Copay 

Savings Cards

Affording Your T2D 
Care Toolkit

Coverage Guides



What’s next? 

New and improved 
website

New Admin Portal with 
members dashboard

● Online, interactive coverage guide

● New tools including new low carb 
handouts, parachute health, CGM 
support and more!



MCT2D Dashboards
- In 2022, launched summary statistics in the dashboard

- Have been completing user feedback sessions to enhance the 
look, feel, and operability of the dashboard

- In June 19th refresh and enhancement, Blue Care Network 
patients will be added, resulting in a 28% increase in patients 
represented by the dashboard

- Working on specialist attribution
- Nephrology specialist attribution to be completed by end of September

- Still finalizing endocrinology attribution model

- Working on a data use agreement for Medicaid claims data and 
making progress!



Coming soon!

● PO level reports
● Initial reports coming in 

July, then will follow a 
quarterly cycle

● Updated look and feel 
of the dashboard

● All payor clinical data 
by end of 2023 or early 
2024



Looking Ahead

Upcoming 1on1 
PO/MCT2D calls to learn 
about your progress and 

provide support

Recruiting new POs and 
practices in Q1 2024

Next PCP VBR cycle will 
introduce PO level 
process measures 

around MCT2D initiatives



Thank you!
We appreciate 
you joining us 
today and for 
your work 
improving care 
for patients 
with T2D!



MCT2D Data



Methods
Sample

• Type 2 diabetes patients defined as 
having at least one of the following 
characteristics: 

1) ICD-9/ICD-10 Diagnostic Code 
for T2D

2) A1c of 6.5% or greater

3) Prescribed diabetes medication

Limitations

• Claims data only for patients with 
Blue Cross Blue Shield of 
Michigan Preferred Provider 
Organization (BCBSM PPO) and 
Medicare Advantage coverage

• Units unknown for lab values

• Medication data not available for 
patients with pharmacy carve outs





Methods/Assumptions
● Lab Values

○ HbA1c
■ Deleted values less than 4.0%
■ Deleted values greater than 20.0%

○ Body Mass Index (BMI)
■ Deleted values less than 15.0
■ Deleted values greater than 150

○ Weight
■ Deleted values less than 45.0
■ Values from 45-99.9 converted from kilograms to pounds
■ Values greater than 1,600 converted from ounces to pounds
■ Deleted values still greater than 600.0 after conversions



Demographics
● 70,936 patients

Gender N Percentage (%)

Female 35294 49.75%

Male 35642 50.25%

Age N Percentage (%)

65 and older 35748 50.39%

Younger than 65 35188 49.61%



HbA1c
HbA1c N Mean Median Mode Minimum Maximum

46621 6.75 6.50 6.10 4.0 17.2



BMI
BMI N Mean Median Mode Minimum Maximum

51400 32.96 31.98 31.00 15.00 85.82





Weight
Weight N Mean Median Mode Minimum Maximum

56160 208.15 202.40 200.00 100.00 578.80





From November 2021 - February 2023, GLP-1 RA and 
SGLT2-i prescribing increased from 22.6% to 29.9%. 



22%



12%



From May 2021 - January 2023, CGM claims 
increased from 2.8% to 4.4%. 



Of all patients with active insulin claims, 
30.7% were prescribed a CGM. 



Team slide



Health Equity & Social 
Determinants of Health
MCT2D 2023 Collaborative-Wide Meeting

Jordan Greene, MPH (she/her)
Clinical-Community Partnerships 
Specialist

Sheryl Kelly, Ph.D., LP (she/her)
Equity Advisor

Matthias Kirch, MS (he/him)
Health Informatics Specialist



Agenda

1. What is MSHIELD?
2. Health Equity & Type 2 Diabetes
3. SDOH Data & Measuring Health Equity
4. Addressing Social Needs: Community-Clinical Partnerships
5. Resources & Opportunities to Engage with MSHIELD



MSHIELD is a partnering CQI

MISSION

We empower CQIs and their participating providers to lead the future of 
quality improvement, which achieves whole health for all people by 
integrating social care and clinical care, using data to drive health equity, 
and fostering a culture of anti-racism.

VALUES

Our work is:

EQUITABLE COLLABORATIVE DATA-DRIVEN



MSHIELD promotes whole health for all people through data-driven, 
community-partnered, equity-centered quality improvement:

What we do

Community-Clinical 
Partnerships

Collaborating with 
community and clinical 

partners to close the gap 
between healthcare and 

social service systems across 
the state.

Data Strategy & 
Quality

Supporting CQIs to use 
their data to identify health 

inequities and develop 
equity-focused quality 
improvement goals.

Culture of Equity

Empowering CQIs as they 
root themselves in valuing, 

promoting, and 
demonstrating equity and 

anti-racism in quality 
improvement.



Sheryl Kelly, PhD, LP
Equity Advisor

Samantha Cooley, MSW
Medical Student, Research Fellow

Renu Tipirneni, MD, MSc
Co-Director

Primary Care and Internal Medicine

Lindsey Herrel, MD, MPH
Associate Director

Data Strategy & Quality

Melissa Creary, PhD, MPH
Associate Director 

Anti-Racism & Equity Initiatives

Matthias Kirch, MS
Health Informatics Specialist

John W. Scott, MD, MPH
Co-Director

Trauma and Acute Care Surgery

Dilhara Muthukuda, MPH
Community-Clinical 

Partnerships Manager

Jordan Greene, MPH
Community-Clinical 

Partnerships Specialist

Carol Gray, MPH
Program Manager

Our 
Team



Health Equity & Type 2 
Diabetes



Shared Language
Concepts from AMA’s Advancing Health Equity Guide

https://www.ama-assn.org/about/ama-center-health-equity/advancing-health-equity-guide-language-narrative-and-concepts-0


Equality v. Equity

Equity refers to fairness and justice and is distinguished from 
equality. While equality means providing the same to all, equity 
requires recognizing that we do not all start from the same place 
because power is unevenly distributed. The process is ongoing, 
requiring us to identify and overcome uneven distribution of 
power as well as intentional and unintentional barriers arising 
from bias or structural root causes.



Defining health equity

Health equity is the principle underlying a commitment to 
reduce – and, ultimately, eliminate – disparities in health and in 
its determinants, including social determinants. Pursuing health 
equity means striving for the highest possible standard of health 
for all people and giving special attention to the needs of those 
at greatest risk of poor health, based on social conditions.

- Paula Braveman, MD, MPH



What is the goal?

Health equity, defined as optimal health for all, is a goal the 
AMA and AAMC will work toward by advocating for health care 
access, research and data collection; promoting equity in care; 
increasing health workforce diversity; influencing determinants of 
health; and voicing and modeling a commitment to health 
equity.



Examples of…
Social Equity

• Neighborhood revitalization instead of 
gentrification

• The unhindered ability to engage in 
political processes

• Access to homeownership

• Access to various food options

• Access to educational opportunities that 
allow for advancement

Health Care Equity
• Providing low-cost, basic health care 

services to low-income neighborhoods.
• Mobile health screenings to provide 

treatment to those without transportation.
• Offering free health seminars targeted 

toward the health issues of historically 
marginalized populations.

• Providing health appointments after hours 
so that employees can see a doctor 
without taking time off work.

• Offering better employer-funded health 
care programs



To achieve the best outcomes for all patients, 
we must address the key drivers of health

80% of our health 
is determined by 
non-clinical factors 



SDOH are the conditions in which we 
live, grow, work, and play

Neither present nor absent

Neither positive nor 
negative

Language matters to guide 
interventions

Healthy People 2030, U.S. Department of Health and Human Services, Office of Disease 
Prevention and Health Promotion. Retrieved 6/5/23, from 
https://health.gov/healthypeople/objectives-and-data/social-determinants-health

https://health.gov/healthypeople/objectives-and-data/social-determinants-health


Social determinants of diabetes
Diet and exercise are only part of the issue…

Racism
Black, Indigenous, and People of Color 
(BIPOC) are disproportionately 
burdened by T2D
County Health Rankings Model. Accessed June 8, 2023.

Neighborhood & Built Environment
Where we live determines exposure to 
stress levels, pollution, walkable areas, 
fast food, grocery stores, and more.

Individuals living in “food swamps” 
have 11% higher odds of T2D
County Health Rankings Model. Accessed June 8, 2023.

Income & Education
People who are “near poor” and 
“poor” have rates of T2D 74% and 
100% higher, respectively.

People with less than a high school 
education have a 2x higher mortality 
rate than college-educated adults
County Health Rankings Model. Accessed June 8, 2023.

A recent study from BCBS 
Minnesota found significant 
impacts of SDOH factors on the 
incidence and severity of T2D 
even among their commercial 
population.
Studying the impact of social determinants on Type 2 diabetes. BlueCross 
BlueShield Minnesota. Accessed June 8, 2023.

https://www.countyhealthrankings.org/explore-health-rankings/county-health-rankings-model
https://www.countyhealthrankings.org/explore-health-rankings/county-health-rankings-model
https://www.countyhealthrankings.org/explore-health-rankings/county-health-rankings-model
https://www.bluecrossmn.com/health-care-sustainability/studying-impact-social-determinants-type-2-diabetes


Food
Insecurity

Housing
Instability

Lack of 
Transportation

Access to
food

Living
situation

Access to
transportation

Social determinants of health v. social 
health needs

Social Determinants 
of Health

Social Health Needs



Multiple studies show relationships between 
SDOH, social needs and T2D

https://diabetesjournals.org/care/article/44/1/258/33180/Social-Determinants-of-Health-and-Diabetes-A
https://www.bluecrossmn.com/health-care-sustainability/studying-impact-social-determinants-type-2-diabetes
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC9615992/pdf/bmjdrc-2022-003033.pdf


Measuring Health Equity



Exploring available data

• AHRQ Social Determinants of Health Database
• CDC/ATSDR Social Vulnerability Index
• USDA Food Access Research Atlas
• Bureau of Transportation Statistics Local Area Transportation 
Characteristics for Households (LATCH) data

• United States Census American Community Survey (ACS)
• National Neighborhood Data Archive (NaNDA)
• Wayne State PHOENIX Health Dashboard
• County Health Rankings

https://www.ahrq.gov/sdoh/data-analytics/sdoh-data.html
https://www.atsdr.cdc.gov/placeandhealth/svi/index.html
https://www.ers.usda.gov/data-products/food-access-research-atlas/
https://www.bts.gov/latch
https://www.bts.gov/latch
https://www.census.gov/programs-surveys/acs
https://nanda.isr.umich.edu/
https://phoenix.wayne.edu/
https://www.countyhealthrankings.org/explore-health-rankings/county-health-rankings-model


Screening patients for unmet social health 
needs across these three domains can 
improve value and health equity:

Food InsecurityHousing 
Instability

Transportation 
Needs



Housing screening

In the past 12 months, have you 
struggled to keep a steady place to 
live?

Are you worried that in the next few 
months, you may not have reliable 
housing that you own, rent or share?

Are you worried about losing your 
housing?

Do you need help with housing?

Are you worried that in the next 2 
months, you may not have (stable) 
housing?

Are you worried or concerned that 
in the next two months you may not 
have stable housing that you own, 
rent, or stay in as a part of a 
household?

7 out of 7 screeners asked about 
housing

Past 12 months

Need help

Worry about housing



In the past year, have you or any 
family members you live with been 
unable to get any of the following 
when it was really needed?

❑ Food

Food screening

Do you struggle to get the food you 
need?

In the past 12 months, did you ever 
eat less than you felt you should 
because there was not enough 
money for food? [multiple versions]

Do you ever eat less than you feel 
you should because there is not 
enough food?

In the last 12 months, did you ever 
worry whether your food
would run out before you had 
money to buy more? [multiple 
versions]

7 out of 7 screeners asked about 
food insecurity

Current problem

Past/Ever experienced

Within the past 12 months, the food 
you bought just didn’t last and you 
didn’t have money to get more.



Has lack of transportation kept you 
from medical appointments, meetings, 
work or from getting things needed for 
daily living?

Transportation screening
In the past 12 months, has lack of 
transportation kept you from medical 
appointments, work or getting things 
needed for daily living?

Do you need a dependable way to 
get to work or school and your 
appointments?

In the past 12 months, have you had 
trouble getting to school, work, or the 
store because you do not have a way 
to get there?

7 out of 7 screeners asked about 
transportation

Current need

Past/Ever experienced

In the last 12 months, have you ever 
had to go without health
care because you didn’t have a way to 
get there?

Do you have trouble with 
transportation?

Do you put off or neglect going to 
the doctor because of distance or 
transportation?



Recommendations

Care coordination 
Focus on current needs 

screening
3-6 months max lookback

Ask about outlook (2-4 
months)

Program evaluation
Longer lookback window
Consider asking validated 

questions
Compare to population 

estimates

Examine purpose 
of social needs data 

collection

Pick a level of 
specificity

of social needs 
questions

More specific
Can you match the need to a 

program?
What information is needed to 

provide help today?

Less specific
Does the question encompass 
all possible needs in a certain 

domain?
Will the measure hold up over 

time?



Next steps—measuring health equity

Reference point?

Absolute vs. relative 
comparison?

Favorable vs. adverse 
outcomes?



Addressing Social Needs



Case study

• 62-year-old woman

• Diagnosed with T2D, 
many comorbidities

• Poor access to care

• Untreated stomach 
ulcer

• Presents to ER with 
septic shock from 
perforated ulcer

• Emergency surgery

• Intensive Care Unit

Discharged to same 
environment:

• No assistance at home

• Limited access to 
healthy food

• Lack of transportation, 
misses follow-up care

• Exacerbation of 
underlying medical 
conditions

• Readmitted for DKA, 
dehydration, and a 
wound infection



How can we build on the work that’s 
already happening?



Ask, Assist, Align: Addressing social 
health needs is an iterative process

ASK
Screen all patients 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.



Leveling up SDOH interventions

LEVEL 1

LEVEL 2

Establish goals related to 
health equity, SDOH

Identify SDOH domains to 
screen for based on patient 
population and community 
setting

Create a plan to implement 
social needs screening

Refer patients with 
identified social needs to 
community resources

Train staff on referral 
processes, utilize “warm 
handoff” with patients

Collect screening and 
referral data, ongoing QI

Identify processes for 
closing the feedback loop 
with community resources

Regular communication with 
community partners to 
better assist patients

Documenting needs in 
patient charts (Z codes)

Expand screening efforts to 
additional patients, visit 
types, and/or specialty care

Screen for additional 
domains relevant to your 
patient population

Collect patient feedback, 
improve processes

Strengthen patient 
follow-up after a referral is 
made

Expand partnerships, build 
relationships with a 
community hub

Leverage CHWs, care 
managers 

Adjust clinical care to 
mitigate barriers:
• Access to telehealth to 

reduce transportation
• Adjust insulin dosing for 

fluctuations in food 
insecurity

• Change dietary 
recommendations to 
limit food costs

  ASK ASSIST ALIGN



Community-clinical partnerships

• Community hubs are networks of 
community-based organizations 
that connect patients with local 
resources for social health needs

• Already have existing referral 
processes? Adding community 
hubs to your resource “rolodex” 
creates more opportunities to 
support patients, especially those 
with complex needs needs

We work with transformative community hubs across Michigan:

To learn more about 
our partners, visit:

Kent
Health Net of 
West Michigan

Jackson Area
Jackson Care Hub

Muskegon
Access Health

Mid-Michigan
Mid-Michigan Community 
Health Access Program

Livingston & Washtenaw
MI Community Care

Northern Lower Peninsula
Community Health 
Innovation Regions of 
Northern Michigan

michiganshield.org/partners

https://healthnetwm.org/
https://healthnetwm.org/
https://jacksoncarehub.org/
https://www.accesshealth.org/population-health-management/
https://gfhc.org/mid-michigan-community-health-access-program-chap/
https://gfhc.org/mid-michigan-community-health-access-program-chap/
https://www.mi-communitycare.org/
https://northernmichiganchir.org/
https://northernmichiganchir.org/
https://northernmichiganchir.org/


Referral process map
Case manager 
connects with clinic 
to confirm patient 
contact info; clinic 
staff follow-up with 
patient

Community hub 
receives and 
documents referral; 
case manager/CHW 
assigned

Clinic sends referral 
(via fax, EHR, secure 
email, Findhelp, etc.)

Case manager 
contacts patient 
within 48 hrs:
• Phone calls
• Texts
• Home visits

Is the 
patient 

reached?

No

Yes

1. Share info about 
community hub

2. Discuss referral 
reasons

3. Confirm place of 
residency

Case manager 
conducts in-depth 
social needs 
screening and works 
with patient to 
determine urgency

Use strengths-based 
assessment, and 
motivational 
interviewing to 
identify goals for 
plan of care

Use evidence-based 
models to:

1. Identify resources
2. Connect patients
3. Provide 

navigation

Document services; 
check in with patient 
on a regular basis, 
offer ongoing 
support as needed

Is the 
need(s) 

resolved?

Case closed once 
ALL needs are 
resolved, or after 3 
weeks of no contact

Confidential form 
sent to clinic for all 
referrals once case is 
closed (detailing 
services provided, 
needs met, etc.)

Community hub 
collects patient 
feedback via client 
surveys

Community hub 
shares aggregate 
data w/ CQI, clinic

Continue to follow 
up and assist patient 
(case closed after 3 
weeks of no contact)

Yes

No



Partnering with community hubs

READY
• Determine whether your practice is within a community hub’s service area
• Reach out to MCT2D & MSHIELD to get started
• Establish agreements to share patient info with the community hub (MOU, BAA)

SET
• Identify which patients are eligible for referrals to the community hub
• Clinical and non-clinical staff attend training with the community hub
• Develop a plan for sending referrals to the community hub

GO
• Complete referral form, begin sending referrals to the community hub
• Receive closed-loop communication, outcome information for each patient
• Participate in process evaluation with MSHIELD and community hub



Early success in mid-Michigan

1,000+
patients screened for unmet social health needs

< 2 days
Average time to link patients to community resources

85%
of all referrals resolved

Along with the Michigan Bariatric Surgery Collaborative and Mid-Michigan CHAP, MSHIELD built 
a referral pathway to community resources for bariatric surgery patients throughout 
Mid-Michigan. 



Addressing SDOH, health equity

SOCIAL NEEDS SCREENING
Supporting CQIs and their members to implement or expand social needs 
screening and facilitate closed-loop referrals

HEALTH EQUITY GOALS
Building capacity to center health equity and anti-racism in healthcare delivery 
and quality improvement initiatives

COMMUNITY-CLINICAL PARTNERSHIPS
Connecting providers to vetted community hubs and other resources that link 
patients to the services they need

EVALUATION & QUALITY IMPROVEMENT
Consulting with CQIs and their members to assess current processes, evaluate 
interventions, and identify opportunities for process improvement 

MSHIELD supports CQIs and providers with:



Contact Us:
Jordan Greene (she/her)
Email | joleighp@med.umich.edu 

Sheryl Kelly (she/her)
Email | ksheryl@med.umich.edu

Matthias Kirch (he/him)
Email | kirchm@med.umich.edu 

Website | www.michiganshield.org 
A nonprofit corporation and independent licensee of 
the Blue Cross and Blue Shield Association

Thank you!

mailto:joleighp@med.umich.edu
mailto:ksheryl@med.umich.edu
mailto:kirchm@med.umich.edu
http://www.michiganshield.org/


Health Equity within 
MCT2D: 

Vision and Goals



We want to 
prioritize health 

equity as a 
collaborative

This is where we start: 
beginning with 

discussions like these 



Health Equity Champion (HEC)

Larrea Young, MDes
Design Project Manager

The role of each HEC is to grow their 
collaborative’s knowledge on health 
equity and antiracism and identify 
opportunities to incorporate this  
approach into their work.





Loneliness
Tech equity to access your health care 

27 
total 

responses



27 
total 

responses



When/how often are patients screened for social needs?

● New patients

● Minimum Annually, some items on each visit  

● Two plus no shows

● Following in-patient discharge

● High Emergency Department utilization 

★ Variation between practices





No

Yes



“GLPO intends to directly improve access to medical care 
for all patient populations. By addressing access to care, 

we can further impact inequalities and other identified 
disparities. Success will be demonstrated by all patient 
populations being wholly cared for by encounters at the 

provider office or within their home or community.” 



● Support to expand and enhance the process of screening and referral for social 
determinants of health (SDOH), including increasing the frequency of screening, 
expanding relationships with community partners, and implementing screening in 
specialty clinics.

● The ability to incentivize data collection to increase participation.  

● The need for financial support to sustain and expand SDOH programs, including 
the hiring of community health workers (CHWs) and support staff, as well as IT 
support for electronic implementation and communication.

● Resources, training, and best practices for coding SDOH and connecting patients 
with appropriate community resources.

● Help closing the feedback loop with community resources to ensure follow-up and 
resolution of identified needs.

● Support to standardize processes across multiple practice units and integrate with 
other healthcare organizations.

What support do POs need to expand their health 
equity work?



● Increasing awareness and access to CGM and diabetes education 

● Offering lower cost diabetes medications, monitoring devices, and access to RDs for all 
patients regardless of payer

● Connect with patients with higher diabetic screening scores, to see if there are resources we 
can provide. 

● Continued assistance with med and cgm coverage. 

● Continue to provide the coverage map for DM medications. Continue to advocate for 
Medicaid coverage.

● Resources for medication assistance programs, transportation resources, food insecurity 
resources. 

● Continue with providing resources, evidence-based guidelines, advocating for access to 
medication therapies, offering support through MCT2D to implement and maintain the work.

● Work with payors to improve coverage for members with commercial plans.

How could MCT2D support this health equity work?



High importanceLow importance

High feasibility

Low feasibility
Offering lower cost meds & 

CGMS

Continuing to update our coverage guide

Advocating with insurers for better coverage

Connect practices with community resource hubs

Offer direct patient 
assistance for 

food/transportation  



Discussion
Questions:

1) Consider the matrix in the handout at your table. Plot the items on the screen based on what you 
think is the most important and most feasible. Please feel free to add your own. Then share 
one thing that MCT2D could do as a collaborative to help advance health equity that is both 
highly feasible and highly important (in the blue quadrant).

Text MCT2D945 to 22333 to join the response session and then text in your response to this 
question to that same number.

Optional as time allows

2) Which of the SDOH domains do you think will have the biggest impact on type 2 diabetes? What 
SDOH data would be important to be able to compare and contrast populations on our dashboard? 

3) Take a moment to review the example SDOH forms at your table and discuss what your PO is 
doing well and where there might be gaps or room for improvement.



Please plot the following, as well as any additional ideas 
you have for MCT2D to support your health equity work. 

● Developing an interactive version of our coverage guide instead of a PDF

● Work with MSHIELD to offer consultations and other support to our 
practices

● Offering additional information about contacting community resource hubs 
on our website

● Developing additional resources for patients with SDOH needs

● Continuing to advocate with payors for better coverage

● Increasing access to and awareness of CGMs

● Your own ideas…





SDOH 
Screening 

Consultations 
with MSHIELD

Counts for practice level learning 
community VBR.

https://michmed.org/mQMmA



Findhelp.org
Available though the MCT2D website 

along with other food assistance 
programs

https://michmed.org/47ZGY



CGMs:
What’s new, Inspiration,  

& Panel
Heidi L. Diez, PharmD, BCACP

 
Program Co-Director and Lead Pharmacist, MCT2D



CGM Coverage 

■ Medicare ■ Michigan Medicaid 
o Revised Standards of Coverage

❑ Care for DM provided by: 
Endocrinologist, MD/DO, NP, 
PA, Clinical RN specialist

❑ On insulin

❑ Patient/Caregiver: Educated 
on use of device. 
Willing/able to use CGM

o For patients with T2D: Prior 
authorization still required



Freestyle Libre 3

https://www.freestyle.abbott/us-en/home.html Accessed June 9 2023
https://www.diabeteseducator.org/danatech/glucose-monitoring/continuous-glucose-monitors-(cgm)/cgm-selectio
n-training/dexcom-g7-libre-3-comparison Accessed June 9 2023

■ Real time readings:  1 minute

■ Transmission range: 33 feet 

o No longer need to scan every 8 hours

■ Reader:

o Cell phone

o Reader approved in April 
• Not yet eligible for Medicare

▪ Sensor: Smaller (0.83 in (d) x 0.11 in (h))

▪ COST: ~$140/month

o Commercial patients ONLY: Max of $75/month

o Voucher for free sensor

• Ineligible: Medicaid/Medicare patients

o Coupon: ~ $130 - $148

https://www.freestyle.abbott/us-en/home.html
https://www.diabeteseducator.org/danatech/glucose-monitoring/continuous-glucose-monitors-(cgm)/cgm-selection-training/dexcom-g7-libre-3-comparison
https://www.diabeteseducator.org/danatech/glucose-monitoring/continuous-glucose-monitors-(cgm)/cgm-selection-training/dexcom-g7-libre-3-comparison


Dexcom G7
■ Real time readings:  5 minutes

■ Transmission range: 20 feet

■ Receiver:
o Cell phone
o Reader (optional) 

▪ All-in-one Sensor: 
o Smaller (1.08 in (d) x 0.18 in (h))

▪ Covered by Medicare 

▪ COST: unavailable per Dexcom
o Coupon: ~ $164 - $188

https://www.dexcom.com/en-us/g7-cgm-system Accessed June 9 2023
https://www.diabeteseducator.org/danatech/glucose-monitoring/continuous-glucose-monitors-(cgm)/cgm-selectio
n-training/dexcom-g7-libre-3-comparison Accessed June 9 2023

https://www.dexcom.com/en-us/g7-cgm-system
https://www.diabeteseducator.org/danatech/glucose-monitoring/continuous-glucose-monitors-(cgm)/cgm-selection-training/dexcom-g7-libre-3-comparison
https://www.diabeteseducator.org/danatech/glucose-monitoring/continuous-glucose-monitors-(cgm)/cgm-selection-training/dexcom-g7-libre-3-comparison


Questions



Keith McIntyre
MCT2D Patient Advisory Board Member





Date A1C
10/16/2019 9.1

1/9/2020 10.6
6/15/2020 8.5
9/21/2020 7.8

3/8/2021 8.7
6/11/2021 7.3
9/8/2021 7.1

12/6/2021 8.8
2/28/2022 8.9
5/23/2022 7.8

9/6/2022 7
1/14/2023 7.3



Aug-Sept 
2020

A1c down 
to 7.8% 
compared 
to 9.1% 
about a 
year ago.

How?
 



May 2021

Tries CGM 
(Dexcom), with 
first reading 
interpretation. 
Logging meals 
consistently. 
TIR is 86%. 

“Pt is elated 
about Dexcom 
and Truulicity."
 





March 2022

 A1C 7.1 to 
8.8. 

Considers 
resuming 
CGM in the 
new year.



Date A1C
10/16/2019 9.1

1/9/2020 10.6
6/15/2020 8.5
9/21/2020 7.8

3/8/2021 8.7
6/11/2021 7.3
9/8/2021 7.1

12/6/2021 8.8
2/28/2022 8.9
5/23/2022 7.8

9/6/2022 7
1/14/2023 7.3





Panelists  

Bobby DaBicci, PharmD 
Lakeland

Kelsey Mapes, RN
Alma Family Practice

Saira Sundus, MD
Endocrine Consultants of 

Mid-Michigan



What has your PO done to 
help your practice more 
effectively incorporate 

CGMs into patient care?



What support does your PO offer on 
identifying patients who may qualify for 

a CGM?

If none, would this be helpful for you?



Has your practice worked with any 
outside sources (vendors, device 

companies, DMEs) which have helped 
with CGM implementation?

 What advice do you have on incorporating 
these outside sources that 

is accepted by your institution?



Who in your practice handles:
● Educating patients on CGM
● Submitting prior authorizations 
● Downloading CGM data and ensuring it is ready for review  

Which of these steps does your practice 
handle most efficiently?



What components of 
CGM implementation 

require continued support or 
workflow adjustments to gain 
efficiencies at your practice?



Story Sharing: How a CGM has 
helped a patient outside of glycemic 
improvement. 



PO Discussion

-  How does your PO support the implementation of CGMs 
within your practices?

-  Do you plan to offer additional support in the future? What 
will this look like?

-   What has been helpful for your practices in increasing 
their CGM use?



Amir A. Ghaferi, MD, MSc, MBA
Professor of Surgery
President & CEO, Physician Enterprise
Senior Associate Dean for Clinical Affairs
Froedtert & Medical College of Wisconsin

@AmirGhaferi

Supporting 
System Level Change

MCT2D Collaborative Wide 
Meeting

June 16, 2023



Disclosures

• Received salary support as the Director of the Michigan Bariatric 
Surgery Collaborative; currently as Strategic Advisor

• Received research funding from Patient Centered Outcomes 
Research Institute (PCORI),  Agency for Healthcare Research and 
Quality (AHRQ), and the National Institutes of Health (NIH)



Disclaimers/Experience

• Statewide quality improvement

• Research focus on organizational structure/dynamics

• Departmental clinical program building and operations 

• Health system leadership and change management
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15 YEARS
& counting



Submit Data



Submit Data

Analyze Data



Submit Data

Analyze Data

Design 
Strategy









Leadership and 
Change 
Management

•Principled

•Data Driven

•Collaborative



Leadership and 
Change 
Management

•Principled

•Data Driven

•Collaborative
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MBSC Mission Statement

MBSC aims to advance the science and practice of bariatric 
surgery—

in Michigan and across the United States.
 

MBSC rests on the core pillars of collaborative quality improvement: 
collection of detailed clinical data on outcomes and practice; 

timely, rigorous performance feedback to clinicians; 
and continuous improvement based on empirical analysis and 

collaborative learning.



MBSC Core Values

• Collegiality

• Confidential

• No “Billboards”

• Contribute

• Open-Minded

• Innovative



Technical Skill/Coaching

• Espouses the core values we hold as a collaborative 

• All boats rise and fall together

© Amir A Ghaferi 2023



The “Black Box” of Surgery

Technique and Technical Skill

Image modified, original by Bruno 
Mangyoku







• Surveys of surgeon technique and operative reports 
may not be accurate

• What the surgeon thinks they did may not be what 
they actually did

• Something was missed

• Unable to recall 

• Perception gaps

Value of using video to assess quality: 



Measuring & improving surgeon skill

• Surgeons submitted 
videotape of “typical” 
laparoscopic gastric 
video

• Blinded peer rating 

• Technical skill rated 
according to modified 
OSATS instrument









Leadership and 
Change 
Management

•Principled

•Data Driven

•Collaborative
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IVC Filter Utilization

• Challenging to see the data

• Need trust and to share openly

• Rapid practice change can come about with strong data

© Amir A Ghaferi 2023



IVC Filter Utilization

• Prophylactic IVC filter 
placement in ~10% of 
patients

• Wide variation in use from 
0% to 35% across 
hospitals

IVC filter use by site, 2006-2007



Adjusted rates of complications according to severity in IVC filter 
patients and in matched controls



Death/disabling complications in patients with IVC 
filters

Half of the IVC filter patients with the most serious complications, had 
a PE or a complication specifically related to the IVC filter

Specific Examples:
Filter migrated to R heart (POD #3), open heart surgery for removal
Bilateral lower extremity thrombosis, vena cava filter thrombosis (POD 4,5), 
reintubated (POD 5), death
ED (POD14) for PE, reintubated, cardiac arrest, death
ED/readmitted (POD 13) for excessive anticoagulation and intra-abdominal 
bleeding, PE/cardiac arrest (POD 16), death
ED (POD 15), readmitted (POD 16) IVC filter occlusion leading to vascular 
collapse, shock (POD 17), cardiac arrest (POD 17, 18), death





Trends in the Use of Prophylactic IVC Filters in Bariatric 
Surgery in Michigan

Intervention



Effect of Intervention on Costs
Description Cost Annual # 

Averted
Savings

Excess cost IVC 
filter placement

$13,500 456 $5.2 million

Excess cost 
serious 
complication

$12,000 22 $264,000

Total $5.5 million



Leadership and 
Change 
Management

•Principled

•Data Driven

•Collaborative
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Emergency Department Visits

• Wide variation in rates

• Discovered best practices in high performers

• Developed toolkit, site visits, and interventions to help low performers

© Amir A Ghaferi 2023





ER Visits Variation By Site

January 2012-December 2014
Average of 8%



Survey Results
Percentage of Sites Using Measure

Pre-Op         Inpatient        Post-Op





How to improve?

• Where can we intervene?

• What do we have control over?

• Where can we make the biggest impact in reducing rates?







Points of intervention
• Reduce ED referrals by promoting alternative care use 

(urgent care, infusion center, other) and clinic visits when 
appropriate

• High utilizer prediction model 
• Target intervention efforts toward frequent fliers before they end 

up in ED

• Target remaining patients who are not calling?



Leadership and 
Change 
Management

•Principled

•Data Driven

•Collaborative



How can you develop a 
comprehensive change 
management plan utilizing 
the conceptual model of 
“Principled – Data-driven – 
Collaborative”?
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Thank you!
                 

               @AmirGhaferi

MichiganBSC.org



Appendix
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5 ESSENTIALS OF A GREAT REDESIGN PITCH



5 ESSENTIALS OF A GREAT REDESIGN PITCH

Problem

Can You Clearly 
Define It? It may be

a moving target



Most Big Problems are 1,000 Small Problems

 ED overcrowding and Inpatient Capacity

• RN answer line 🡪 keep pts out of the ED

• Virtual UC 🡪 escalate care without sending pts to the ED

• Care @ Home 🡪 inpatient level of care outside our 4 walls



5 ESSENTIALS OF A GREAT REDESIGN PITCH

Problem Partners

Can You Clearly 
Define It? It may be

a moving target

Who Are They? 
Who are the Critics?
Can you align them?



Engage Partners and Critics Early... 

Minimize the term “physician-led”

Can you pre-empt critics?

More views (usually), the better!



5 ESSENTIALS OF A GREAT REDESIGN PITCH

Problem Partners Resources

Can You Clearly 
Define It? It may be

a moving target

Who Are They? 
Who are the Critics?
Can you align them?

What do you 
actually need?

Money? People?



Making "The Ask" Less Awkward...

• Focus on the things you need, not the amount

• Do not over-ask. This isn’t a negotiation

• Start small, prove value, then scale up

• ROI can be more than financial...



5 ESSENTIALS OF A GREAT REDESIGN PITCH

Problem Partners Resources Evaluation

Can You Clearly 
Define It? It may be

a moving target

Who Are They? 
Who are the Critics?
Can you align them?

What do you 
actually need?

Money? People?

What are 
Your Measurable 

Outcomes?



What does Measurable success look like? 



5 ESSENTIALS OF A GREAT REDESIGN PITCH

Problem Partners Resources Evaluation Urgency

Can You Clearly 
Define It? It may be

a moving target

Who Are They? 
Who are the Critics?
Can you align them?

What do you 
actually need?

Money? People?

What are 
Your Measurable 

Outcomes?

How Will You 
Keep Momentum 

to Finish?



When it gets hard 
(it will), how will 
you finish?
• Key Milestones to celebrate

• May need to recalibrate the 
team

• How close are you to your 
original problem?


