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Driven By The Motor City...

Age-adjusted mortality rates per 100,000 for ten leading causes of  death, Detroit, Michigan, and United States, 2014



Olsen et al. Lancet 2016;388:2665-2712.



Olsen et al. Lancet 2016;388:2665-2712.



Prevalence of Hypertension Based on 2 SBP/DBP Thresholds*† 

SBP/DBP ≥130/80 mm Hg or 
Self-Reported 

Antihypertensive Medication†

SBP/DBP ≥140/90 mm Hg or Self-
Reported Antihypertensive 

Medication‡
Overall, crude 46% 32%

Men
(n=4717)

Women
(n=4906)

Men
(n=4717)

Women
(n=4906)

Overall, age-sex 
adjusted 

48% 43% 31% 32%

Age group, y
20–44 30% 19% 11% 10%
45–54 50% 44% 33% 27%
55–64 70% 63% 53% 52%
65–74 77% 75% 64% 63%
75+ 79% 85% 71% 78%

Race-ethnicity�
Non-Hispanic White 47% 41% 31% 30%
Non-Hispanic Black 59% 56% 42% 46%
Non-Hispanic Asian 45% 36% 29% 27%

Hispanic 44% 42% 27% 32%
The prevalence estimates have been rounded to the nearest full percentage.
*130/80 and 140/90 mm Hg in 9623 participants (≥20 years of age) in NHANES 2011–2014.
†BP cutpoints for definition of hypertension in the present guideline. 
‡BP cutpoints for definition of hypertension in JNC 7.
�Adjusted to the 2010 age-sex distribution of the U.S. adult population.
BP indicates blood pressure; DBP, diastolic blood pressure; NHANES, National Health 

and Nutrition Examination Survey; and SBP, systolic blood pressure.



Patient Visit to ED

CHW

Chronic Disease Management Portal

Bring It Down

Indication of HTN/High 
Cholesterol 

EHR Prompt: CHW Order

B1: Increase identification of Patients with undiagnosed hypertension using EHRs/HIT

Linkage to Chronic 
Disease Management

Pharmacists

Primary Care Physicians

B6: Implement systems to 
facilitate bi-directional referral 
between community 
programs/resources and 
healthcare systems

Smart Apps (i.e. Find 
Your Ditto, Mi-BP)

B7: Explore and test innovative 
ways to expand use of telehealth 
including mobile health 
technology to promote 
management of hypertension and 
high blood cholesterol.

B5: Facilitate 
engagement of 
patient 
navigators/commun
ity health workers in 
hypertension and 
cholesterol 
management in 
clinical and 
community settings. 

B3: Explore and test innovative 
ways to engage non-physician 
team members in hypertension 
cholesterol management.

B4: Promote the 
adoption of MTM 
between 
community 
pharmacists and 
physicians for the 
purpose of 
managing high 
blood pressure, 
high blood 
cholesterol, and 
lifestyle 
medication.

Provider 
Dashboard/Report

B2: Explore and test 
innovative ways to 
promote the 
adoption of 
evidence-based 
quality 
measurement at the 
provider level.

Third Party 
Payers

Physician



Hardy et al. J Am Heart Assoc. 2015;4:e002276 doi: 10.1161/JAHA.115.002276.

Population Level BP Reduction of  2 mm Hg  































Population Health OutcomEs
aNd

Information EXchange
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Community Screening 
Event Data

Patient Generated 
Data (e.g., via Cell 
Phone Applications)

Social Determinants Info. 
from Administrative 
Datasets

Investigator Datasets

HEALTH INFORMATION EXCHANGE

-Admission Discharge Transfer & 
Continuum of Care Data receipt, 
longitudinal patient cohort assembly

DEIDENTIFIED DATA

-Link EHR Data to 
Social Determinants 
Info. by Patient Zip 
Codes

-Conduct Geospatial 
Analyses

-Identify Knowledge Gaps 
& Conduct Research

IDENTIFIED DATA

-Develop Algorithms & 
Share Patient Risk 
Scores with HIE 

-Share Information 
from Community 
Screening Events with 
HIE

-Share Tailored 
Information About 
Social/Public Health 
Services with HIE

Push Information to 
Healthcare Providers

Map Disease ‘Hot Spots’ 
& Social Services

Describe Incidence 
& Monitor Trends

Target Programs & 
Interventions

Evaluate Program 
Health Benefits

Develop Curricula & 
Educational Materials

PUBLIC HEALTH 
IMPROVEMENT

• Better Care 
Coordination

• Better Resource 
Allocation

• Better Program 
Evaluations & 
Evidence of Benefits

• Better Service 
Coordination

• Better Stakeholder 
Engagement

• Better Teaching 

• Better Research

• Better Translation

• Better Policies

• Better Outcomes

Bi-Directional Communication

INPUT ACTION OUTPUT OUTCOME

ACADEMIC 
ENGAGEMENT

COMMUNITY
ENGAGEMENT

HEALTHCARE 
PROVIDER/PAYER 
ENGAGEMENT

Examine Cost 
Benefits/Effectiveness 





https://learn.g2.com/what-is-a-data-lake
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https://www.kff.org/disparities-policy/issue-brief/beyond-health-care-the-role-of-social-determinants-in-promoting-health-
and-health-equity/







Source Description Level Open Access

MiHIN Demographic, clinical 
information, insurance

Patient No

OpenStreetMap Point of Interests City/Instance Yes

Census Bureau Socioeconomic data Census Track Yes

Detroit Open Data Portal Crime and violence data Census Block Yes

Michigan Department of 
Environmental Quality

Environmental conditions Census Tract Yes

USDA Food access Census Tract Yes

Landgrid, Loveland Tech Housing security Census Block Yes

Bureau of Labor Statistics Monthly employment, 
unemployment

Census Tract Yes

Data Driven Detroit Transportation, education Census Tract Yes

Neighborhood Atlas Area deprivation index Census Block Yes







Host Website

Info. from Electronic 
Health Records

Community Screening 
Event Data

Patient Generated 
Data (e.g., via Cell 
Phone Applications)

Social Determinants Info. 
from Administrative 
Datasets

Investigator Datasets

HEALTH INFORMATION EXCHANGE

-Admission Discharge Transfer & 
Continuum of Care Data receipt, 
longitudinal patient cohort assembly

DEIDENTIFIED DATA

-Link EHR Data to 
Social Determinants 
Info. by Patient Zip 
Codes

-Conduct Geospatial 
Analyses

-Identify Knowledge Gaps 
& Conduct Research

IDENTIFIED DATA

-Develop Algorithms & 
Share Patient Risk 
Scores with HIE 

-Share Information 
from Community 
Screening Events with 
HIE

-Share Tailored 
Information About 
Social/Public Health 
Services with HIE

Push Information to 
Healthcare Providers

Map Disease ‘Hot Spots’ 
& Social Services

Describe Incidence 
& Monitor Trends

Target Programs & 
Interventions

Evaluate Program 
Health Benefits

Develop Curricula & 
Educational Materials

PUBLIC HEALTH 
IMPROVEMENT

• Better Care 
Coordination

• Better Resource 
Allocation

• Better Program 
Evaluations & 
Evidence of Benefits

• Better Service 
Coordination

• Better Stakeholder 
Engagement

• Better Teaching 

• Better Research

• Better Translation

• Better Policies

• Better Outcomes

Bi-Directional Communication

INPUT ACTION OUTPUT OUTCOME

ACADEMIC 
ENGAGEMENT

COMMUNITY
ENGAGEMENT

HEALTHCARE 
PROVIDER/PAYER 
ENGAGEMENT

Examine Cost 
Benefits/Effectiveness 









Host Website

Info. from Electronic 
Health Records

Community Screening 
Event Data

Patient Generated 
Data (e.g., via Cell 
Phone Applications)

Social Determinants Info. 
from Administrative 
Datasets

Investigator Datasets

HEALTH INFORMATION EXCHANGE

-Admission Discharge Transfer & 
Continuum of Care Data receipt, 
longitudinal patient cohort assembly

DEIDENTIFIED DATA

-Link EHR Data to 
Social Determinants 
Info. by Patient Zip 
Codes

-Conduct Geospatial 
Analyses

-Identify Knowledge Gaps 
& Conduct Research

IDENTIFIED DATA

-Develop Algorithms & 
Share Patient Risk 
Scores with HIE 

-Share Information 
from Community 
Screening Events with 
HIE

-Share Tailored 
Information About 
Social/Public Health 
Services with HIE

Push Information to 
Healthcare Providers

Map Disease ‘Hot Spots’ 
& Social Services

Describe Incidence 
& Monitor Trends

Target Programs & 
Interventions

Evaluate Program 
Health Benefits

Develop Curricula & 
Educational Materials

PUBLIC HEALTH 
IMPROVEMENT

• Better Care 
Coordination

• Better Resource 
Allocation

• Better Program 
Evaluations & 
Evidence of Benefits

• Better Service 
Coordination

• Better Stakeholder 
Engagement

• Better Teaching 

• Better Research

• Better Translation

• Better Policies

• Better Outcomes

Bi-Directional Communication

INPUT ACTION OUTPUT OUTCOME

ACADEMIC 
ENGAGEMENT

COMMUNITY
ENGAGEMENT

HEALTHCARE 
PROVIDER/PAYER 
ENGAGEMENT

Examine Cost 
Benefits/Effectiveness 



Buis et al. JMIR Res Protoc. 2019;25:e12601.



Buis et al. JMIR Res Protoc. 2019;25:e12601.
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Billing Code

Approx. 
Reimbursement Clinical staff 

time
Billing practitioner  
requirements 

Non complex CCM 
CPT 99490
CPT 99491 - For 
providers

$43

$74 

20 min. + Ongoing oversight, 
direction, and 
management

Complex CCM 
CPT 99487

$94 60 min. Above, plus medical 
decision-making of 
moderate-high complexity

Add-on to 
complex CCM 
CPT 99489 

$47 Each 
additional 
30 min.

See above 

Must be used with 99487

Add-on to 
initiating visit
HCPCS G0506

$64 N/A Extensive assessment and 
CCM care planning 
beyond usual effort 

Chronic Care Management 



Billing Code Approx. Reimbursement Clinical staff time
Billing practitioner  
requirements 

99453 $21 N/A Initial set-up and 
education on the use of 
monitoring equipment

99454 $69

May be billed every 30 d

N/A Monitoring the daily 
recording(s) or 
programmed alert(s) 
transmission 

99457 $54

May be billed every 30 d

20 min. + Interactive 
communication with the 
patient/caregiver

Remote Patient Monitoring
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MedHealth and the 2020 Summit
Paul Riser, TechTown 



What Is MedHealth?

• Started in 2015, MedHealth is a regional collaboration 
connecting, convening, and educating the medical 
innovation ecosystem in Southeast Michigan and Southwest 
Ontario to accelerate the adoption of technologies that 
improve quality of care and contribute to economic growth.



Who Is Involved?
• Audacia Bioscience 
• Beaumont 
• Blue Cross Blue Shield Michigan 
• Detroit Economic Growth Corporation
• Detroit Medical Center 
• Digital Venture Factory 
• Hacking Health 
• HealthForward Detroit Regional Chamber 
• Henry Ford Health System 
• Henry Ford Innovation Institute 
• In2being 
• Invest Detroit 
• Lawrence Technological University 
• Michigan Economic Development Corporation 

• Michigan State University College of 
Osteopathic Medicine 

• Microsoft Corporation 
• Oakland County 
• Oakland University OU INC
• Slalom Consulting
• TechTown Detroit 
• TransForm Shared Service Organization 
• University of Windsor 
• University of Michigan Fast Forward Medical 

Innovation 
• Walgreens 
• Wayne County 
• Wayne State University 
• WEtech Alliance



What Is the MedHealth Summit?

• The MedHealth Summit has changed the way healthcare 
technology is discovered and sourced by bringing together 
healthcare organizations, innovators, research institutions, 
and investors for one-on-one matchmaking meetings and 
educational programming. 

• The Summit catalyzes partnerships and supports the growth 
of medical-innovation businesses.



2019 Summit Highlights

350 attendees

240 meetings between 
innovators, research institutions, 
and healthcare 
organizations

58 early- and second-stage 
companies who participated in 
matchmaking meetings 





What Is Expected for the 2020 
Summit?
• Keynote Speaker: Jeff Bennett, higi (invited)

• Panel Discussions 

• Investor Connections

• Market-ready Matchmaking 

• Networking



Panel discussions

• Developing digital health and medical device innovations to 
serve population health 

• The role of digital health and medical devices in achieving 
health equity

• Building a supportive and coordinated health system 
infrastructure for digital health and medical devices 

• Consumerism of health and patient data 



MedHealthInnovation.org

Ways to be Involved 
in the 2020 Summit
Sara Donally, Slalom Consulting



Register to Attend the Summit
This unique event provides healthcare 
innovation businesses, health providers, 
research institutes, entrepreneurs, economic 
developers, insurers, and investors on both 
sides of the border with an opportunity to 
network with, learn from, and pitch their 
innovations to potential supporters and 
collaborators. 



Become a Sponsor
PLATINUM SPONSOR $20,000
One available

Benefits
• Podium acknowledgment
• Premium logo placement on MedHealth Summit webpage
• Premium logo placement on promotional emails
• Premium logo placement on event signage, digital screens, and banners
• Logo in event program
• Lead recognition in all event press releases
• Opportunity to distribute organization handout at registration table
• Opportunity to distribute company-branded swag
• Additional benefits, as determined



Become a Sponsor
GOLD SPONSOR—$10,000
Two available

Benefits
• Podium acknowledgment
• Logo placement on MedHealth Summit webpage
• Logo placement on promotional emails
• Logo placement on event signage, digital screens, and banners
• Logo in event program
• Recognition in all event press releases
• Opportunity to distribute organization handout at registration table



Become a Sponsor
SILVER SPONSOR—$5,000
Eight available

Benefits
• Podium acknowledgement
• Logo placement on MedHealth Summit webpage
• Logo placement on event signage, digital screens, and banners
• Logo in event program



Become a Host 

• Hosts will take part in several meetings with digital health and 
medical device innovation companies.

• One-on-one matchmaking meetings are selected prior to the 
Summit.

• After the Summit, host organizations will have the opportunity 
to conduct follow-up interviews with companies with which 
they are interested in partnering.



Want More Information?
MedHealth website: https://medhealthinnovation.org/

MedHealth Summit website: https://medhealthinnovation.org/summit/

Contact Information:
Kristin Hofman, Public Sector Consultants
Email: Khofman@publicsectorconsultants.com
Phone: 517-331-9451

Kim Rustem, Public Sector Consultants
Email: Krustem@publicsectorconsultants.com
Phone: 517-285-8107

https://medhealthinnovation.org/
https://medhealthinnovation.org/summit/
mailto:Khofman@publicsectorconsultants.com
mailto:Krustem@publicsectorconsultants.com
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MedHealth Summit Success Story
Rob Iobani, CoHealth

https://pscinc.box.com/s/1rhixfncsbxilawnif1t20jvd5qecbix
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Questions?
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Networking


