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STATE OF MICHIGAN
97TH LEGISLATURE

REGULAR SESSION OF 2013

Introduced by Senators Hune and Smith

ENROLLED SENATE BILL No. 61
AN ACT to amend 1980 PA 350, entitled “An act to provide for the incorporation of nonprofit health care corporations; 

to provide their rights, powers, and immunities; to prescribe the powers and duties of certain state officers relative to 
the exercise of those rights, powers, and immunities; to prescribe certain conditions for the transaction of business by 
those corporations in this state; to define the relationship of health care providers to nonprofit health care corporations 
and to specify their rights, powers, and immunities with respect thereto; to provide for a Michigan caring program; to 
provide for the regulation and supervision of nonprofit health care corporations by the commissioner of insurance; to 
prescribe powers and duties of certain other state officers with respect to the regulation and supervision of nonprofit 
health care corporations; to provide for the imposition of a regulatory fee; to regulate the merger or consolidation of 
certain corporations; to prescribe an expeditious and effective procedure for the maintenance and conduct of certain 
administrative appeals relative to provider class plans; to provide for certain administrative hearings relative to rates 
for health care benefits; to provide for certain causes of action; to prescribe penalties and to provide civil fines for 
violations of this act; and to repeal certain acts and parts of acts,” by amending the title and sections 218, 401e, and 414b 
(MCL 550.1218, 550.1401e, and 550.1414b), the title as amended by 1994 PA 169, section 218 as added by 2002 PA 559, 
section 401e as added by 1996 PA 516, and section 414b as added by 2006 PA 413, and by adding sections 201a, 220, 400, 
401m, 410b, 501c, and 620 and part 6A.

The People of the State of Michigan enact:

TITLE

An act to provide for the incorporation of nonprofit health care corporations; to provide their rights, powers, and 
immunities; to prescribe the powers and duties of certain state officers relative to the exercise of those rights, powers, 
and immunities; to prescribe certain conditions for the transaction of business by those corporations in this state; to 
define the relationship of health care providers to nonprofit health care corporations and to specify their rights, powers, 
and immunities with respect thereto; to provide for a Michigan caring program; to provide for the regulation and 
supervision of nonprofit health care corporations by the commissioner of insurance; to prescribe powers and duties of 
certain other state officers with respect to the regulation and supervision of nonprofit health care corporations; to 
provide for the imposition of a regulatory fee; to regulate the merger or consolidation of certain corporations; to 
prescribe an expeditious and effective procedure for the maintenance and conduct of certain administrative appeals 
relative to provider class plans; to provide for certain administrative hearings relative to rates for health care benefits; 
to provide for the creation of and the powers and duties of certain nonprofit corporations for the purpose of receiving 
and administering funds for the public welfare; to provide for certain causes of action; to prescribe penalties and to 
provide civil fines for violations of this act; and to repeal acts and parts of acts.

Sec. 201a. Notwithstanding section 201, a health care corporation shall not be formed in this state on or after 
January 1, 2014.

(3)
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Sec. 218. A health care corporation shall not do any of the following:

(a) Take any action to change its nonprofit status.

(b) Except as otherwise provided in section 220, dissolve, merge, consolidate, mutualize, or take any other action 
that results in a change in direct or indirect control of the health care corporation or sell, transfer, lease, exchange, 
option, or convey assets that results in a change in direct or indirect control of the health care corporation.

Sec. 220. (1) Notwithstanding any provision of this act to the contrary, a health care corporation may establish, own, 
operate, and merge with a nonprofit mutual disability insurer formed under chapter 58 of the insurance code of 1956, 
1956 PA 218, MCL 500.5800 to 500.5840. The surviving entity of a merger described in this subsection is the nonprofit 
mutual disability insurer. A merger described in this subsection is exempt from the application of sections 1311 to 1319 
of the insurance code of 1956, 1956 PA 218, MCL 500.1311 to 500.1319.

(2) The merger of a health care corporation with a nonprofit mutual disability insurer is effective upon completion 
of both of the following:

(a) The adoption of a plan of merger by the majority of the boards of directors of both the health care corporation 
and the nonprofit mutual disability insurer. The health care corporation shall include in the plan of merger that beginning 
in April of the first full calendar year after the adoption of the plan of merger the surviving entity of a merger described 
in subsection (1) shall use its best efforts to make annual social mission contributions in an aggregate amount of up to 
$1,560,000,000.00 over a period of up to 18 years beginning in April of the first full calendar year after the adoption of 
the plan of merger to a nonprofit corporation created under part 6A. If adopted, the boards of directors shall submit the 
plan of merger to the commissioner for his or her consideration as provided in subdivision (b). A nonprofit mutual 
disability insurer is considered to be making its best effort under this subdivision if it makes the annual social mission 
contribution to a nonprofit corporation created in part 6A when the nonprofit mutual disability insurer’s surplus is at 
least 375% of the authorized control level under risk-based capital requirements.

(b) The approval of the plan of merger by the commissioner. The commissioner shall make a determination to 
approve or disapprove a plan of merger within 90 days of receipt of the plan, and the commissioner shall not unreasonably 
withhold approval of a plan of merger submitted under subdivision (a).

(3) Notwithstanding any other provision of this act to the contrary, the directors of a health care corporation may 
serve as incorporators of the corporate body of, directors of, or officers of the nonprofit mutual disability insurer formed 
through a merger described in subsection (1).

(4) A merger described in subsection (1) is the dissolution of the health care corporation, and the surviving nonprofit 
mutual disability insurer assumes the performance of all contracts and policies of the merged health care corporation 
that exist on the date of the merger, including the participating hospital agreement, and its definition of certificate 
which excludes as covered services benefits provided pursuant to automobile no-fault or worker’s compensation 
coverage, and all related contract obligations that result from orders relating to hospital provider class plans that are 
issued by the commissioner after July 1, 2012. However, the officers of a health care corporation may perform any act 
or acts necessary to close the affairs of the merged health care corporation after the date of the merger.

(5) Notwithstanding anything in this act to the contrary, if the merger of a health care corporation and a nonprofit 
mutual disability insurer becomes effective as described in subsection (2), the property of the health care corporation is 
subject to the collection of general ad valorem taxes and applicable specific taxes under the general property tax act, 
1893 PA 206, MCL 211.1 to 211.155, beginning December 31, 2013. As provided in section 201, the property of a health 
care corporation is exempt from taxation before December 31, 2013. This act does not confer an exemption from 
taxation on a nonprofit mutual disability insurer that merges with a health care corporation.

Sec. 400. (1) Notwithstanding any provision of this act to the contrary, this section applies to the use of a most 
favored nation clause in a provider contract on and after February 1, 2013.

(2) Subject to subsection (3), beginning February 1, 2013, a health care corporation shall not use a most favored 
nation clause in any provider contract, including a provider contract in effect on February 1, 2013, unless the most 
favored nation clause has been filed with and approved by the commissioner. Subject to subsection (3), beginning 
February 1, 2013, a health care corporation shall not enforce a most favored nation clause in any provider contract 
without the prior approval of the commissioner.

(3) Beginning January 1, 2014, a health care corporation shall not use a most favored nation clause in any provider 
contract, including a provider contract in effect on January 1, 2014.

(4) As used in this section, “most favored nation clause” means a clause that does any of the following:

(a) Prohibits, or grants a contracting health care corporation an option to prohibit, a provider from contracting with 
another party to provide health care services at a lower rate than the payment or reimbursement rate specified in the 
contract with the health care corporation.
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(b) Requires, or grants a contracting health care corporation an option to require, a provider to accept a lower 
payment or reimbursement rate if the provider agrees to provide health care services to any other party at a lower rate 
than the payment or reimbursement rate specified in the contract with the health care corporation.

(c) Requires, or grants a contracting health care corporation an option to require, termination or renegotiation of an 
existing provider contract if a provider agrees to provide health care services to any other party at a lower rate than 
the payment or reimbursement rate specified in the contract with the health care corporation.

(d) Requires a provider to disclose, to the health care corporation or its designee, the provider’s contractual payment 
or reimbursement rates with other parties.

Sec. 401e. (1) Except as otherwise provided in this section, a health care corporation that has issued a nongroup 
certificate shall renew or continue in force the certificate at the option of the individual.

(2) Except as otherwise provided in this section, a health care corporation that has issued a group certificate shall 
renew or continue in force the certificate at the option of the sponsor of the plan.

(3) Guaranteed renewal is not required in cases of fraud, intentional misrepresentation of material fact, lack of 
payment, if the health care corporation no longer offers that particular type of coverage in the market, or if the 
individual or group moves outside the service area.

(4) A health care corporation shall not discontinue offering a particular plan or product in the nongroup or group 
market unless the health care corporation does all of the following:

(a) Provides notice to the commissioner and to each covered individual or group, as applicable, provided coverage 
under the plan or product of the discontinuation at least 90 days before the date of the discontinuation.

(b) Offers to each covered individual or group, as applicable, provided coverage under the plan or product the option 
to purchase any other plan or product currently being offered in the nongroup market or group market, as applicable, 
by that health care corporation without excluding or limiting coverage for a preexisting condition or providing a waiting 
period.

(c) Acts uniformly without regard to any health status factor of enrolled individuals or individuals who may become 
eligible for coverage in making the determination to discontinue coverage and in offering other plans or products.

(5) A health care corporation shall not discontinue offering all coverage in the nongroup or group market unless the 
health care corporation does all of the following:

(a) Provides notice to the commissioner and to each covered individual or group, as applicable, of the discontinuation 
at least 180 days before the date of the expiration of coverage.

(b) Discontinues all health benefit plans issued in the nongroup or group market from which the health care 
corporation withdrew and, except as allowed under subsection (6), does not renew coverage under those plans.

(6) If a health care corporation discontinues coverage under subsection (5), the health care corporation shall not 
provide for the issuance of any health benefit plans in the nongroup or group market from which the health care 
corporation withdrew during the 5-year period beginning on the date of the discontinuation of the last plan not renewed 
under that subsection.

Sec. 401m. Until January 1, 2014, a health care corporation established, maintained, or operating in this state shall 
offer health care benefits to all residents of this state regardless of health status.

Sec. 410b. Notwithstanding section 410a(8), for a certificate delivered, issued for delivery, or renewed in this state 
on or after January 1, 2014, the premium for a group conversion certificate under section 410a shall be determined only 
by using the rating factors set forth in section 3474a of the insurance code of 1956, 1956 PA 218, MCL 500.3474a.

Sec. 414b. (1) A health care corporation may offer group wellness coverage. Wellness coverage may provide for an 
appropriate rebate or reduction in premiums or for reduced copayments, coinsurance, or deductibles, or a combination 
of these incentives, for participation in any health behavior wellness, maintenance, or improvement program offered by 
the employer. The employer shall provide evidence of demonstrative maintenance or improvement of the members’ 
health behaviors as determined by assessments of agreed-upon health status indicators between the employer and the 
health care corporation. Any rebate or premium provided by the health care corporation is presumed to be appropriate 
unless credible data demonstrate otherwise, but shall not exceed 30% of paid premiums, unless otherwise approved by 
the commissioner. A health care corporation shall make available to employers all wellness coverage plans that it 
markets to employers in this state.

(2) A health care corporation may offer nongroup wellness coverage. Wellness coverage may provide for an 
appropriate rebate or reduction in premiums or for reduced copayments, coinsurance, or deductibles, or a combination 
of these incentives, for participation in any health behavior wellness, maintenance, or improvement program approved 
by the health care corporation. The member shall provide evidence of demonstrative maintenance or improvement of 
the individual’s or family’s health behaviors as determined by assessments of agreed-upon health status indicators 
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between the member and the health care corporation. Any rebate of premium provided by the health care corporation 
is presumed to be appropriate unless credible data demonstrate otherwise, but shall not exceed 30% of paid premiums, 
unless otherwise approved by the commissioner. A health care corporation shall make available to individuals all 
wellness coverage plans that it markets to individuals in this state.

(3) A health care corporation is not required to continue any health behavior wellness, maintenance, or improvement 
program or to continue any incentive associated with a health behavior wellness, maintenance, or improvement program.

Sec. 501c. Beginning January 1, 2014, a health care corporation shall establish and maintain a provider network that, 
at a minimum, satisfies any network adequacy requirements imposed by the commissioner pursuant to federal law.

Sec. 620. (1) Notwithstanding any provision of this act to the contrary, a certificate delivered, issued for delivery, or 
renewed in this state on or after January 1, 2014 by a health care corporation is subject to the policy and certificate 
issuance and rate filing requirements of the insurance code of 1956, 1956 PA 218, MCL 500.100 to 500.8302, including 
the rating factor requirements of section 3474a of the insurance code of 1956, 1956 PA 218, MCL 500.3474a.

(2) For a certificate delivered, issued for delivery, or renewed in this state on or after January 1, 2014, subject to the 
prior approval of the commissioner, a health care corporation may establish reasonable open enrollment periods.

(3) The commissioner shall establish minimum standards for the frequency and duration of open enrollment periods 
established under subsection (2). The commissioner shall uniformly apply the minimum standards for the frequency and 
duration of open enrollment periods established under this subsection to all health care corporations.

(4) A health care corporation offering coverage during an open enrollment period established under subsection (2) 
shall not deny or condition the issuance or effectiveness of a certificate and shall not discriminate in the pricing of the 
certificate on the basis of health status, claims experience, receipt of health care, or medical condition.

PART 6A

HEALTH ENDOWMENT FUND CORPORATIONS

Sec. 651. As used in this part:

(a) “Board” means the board of a health endowment fund corporation incorporated under this part.

(b) “Executive director” means the executive director of a fund appointed by the board.

(c) “Fund” means a health endowment fund corporation organized as a nonprofit corporation under section 653.

Sec. 652. (1) A health endowment fund corporation shall not be incorporated in this state except under this part.

(2) A board shall adopt a conflict of interest policy. A board member with a direct or indirect interest in any matter 
before the fund shall disclose the member’s interest to the board before the board takes any action on the matter. The 
board shall record the member’s disclosure in the minutes of the board meeting. If a board member or a member of his 
or her immediate family, organizationally or individually, would derive a direct and specific benefit from a decision of 
the board, that member shall recuse himself or herself from the discussion and the vote on the issue.

(3) Subject to this subsection, the governor shall appoint the members of a board with the advice and consent of the 
senate. An individual who is an employee, officer, or board member of a health care corporation; a lobbyist affiliated 
with a health care corporation; or an employee of a health insurer, health care provider, or third party administrator is 
not eligible to be appointed and shall not be appointed to a board under this subsection. On or before the expiration of 
60 days after the incorporation of a fund under section 653, the governor shall appoint the following initial members of 
the board with the advice and consent of the senate:

(a) One member from a list of 3 or more individuals recommended by the senate majority leader.

(b) One member from a list of 3 or more individuals recommended by the speaker of the house of representatives.

(c) One member representing the interests of minor children.

(d) One member representing the interests of senior citizens.

(e) Two members of the general public.

(f) One member representing the business community.

(g) One member from a list of 3 or more individuals recommended by the house minority leader.

(h) One member from a list of 3 or more individuals recommended by the senate minority leader.

(4) A vacancy on a board shall be filled in the same manner as the initial appointment under subsection (3). Except 
as otherwise provided in this subsection, a board member shall be appointed for a term of 4 years or until a successor 
is appointed, whichever is later. For the initial members appointed under subsection (3), 3 members shall be appointed 
for 2-year terms, 3 members shall be appointed for 3-year terms, and 3 members shall be appointed for 4-year terms.
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(5) Six members of a board constitute a quorum for the transaction of business at a meeting of the board. An 
affirmative vote of 5 board members is necessary for official action of a board.

(6) The business that a board may perform shall be conducted at a meeting of the board that is held in this state, is 
open to the public, and is held in a place that is available to the general public. However, a board may establish 
reasonable rules and regulations to minimize disruption of a meeting of the board. At least 10 days and not more than 
60 days before a meeting, a board shall provide public notice of its meeting at its principal office and on its internet 
website. A board shall include in the public notice of its meeting the address where board minutes required under 
subsection (7) may be inspected by the public. A board may meet in a closed session for any of the following purposes:

(a) To consider the hiring, dismissal, suspension, or disciplining of board members or employees or agents of the 
fund.

(b) To consult with its attorney.

(c) To comply with state or federal law, rules, or regulations regarding privacy or confidentiality.

(7) A board shall keep minutes of each meeting. Board minutes shall be open to public inspection, and the board shall 
make the minutes available at the address designated on the public notice of its meeting under subsection (6). A board 
shall make copies of the minutes available to the public at the reasonable estimated cost for printing and copying. 
A board shall include all of the following in its board minutes:

(a) The date, time, and place of the meeting.

(b) Board members who are present and absent.

(c) Board decisions made at a meeting open to the public.

(d) All roll call votes taken at the meeting.

(8) Board members shall serve without compensation. However, board members may be reimbursed for their actual 
and necessary expenses incurred in the performance of their official duties as board members.

Sec. 653. (1) A charitable purpose nonprofit corporation may be incorporated on a nonstock, directorship basis, under 
the nonprofit corporation act, 1982 PA 162, MCL 450.2101 to 450.3192 consistent with this part and, if incorporated 
under this section, shall be organized to receive and administer funds for the public welfare. The articles of incorporation 
must include the word “Michigan” and the phrase “health endowment fund” in the name of the fund. As soon as 
practicable after the incorporation of a fund under this subsection, the fund shall apply for and make its best effort to 
obtain tax-exempt status under section 501(c)(3) of the internal revenue code, 26 USC 501.

(2) The articles of incorporation of a fund must provide that the fund is organized for the following purposes:

(a) Supporting efforts that improve the quality of health care while reducing costs to residents of this state.

(b) Benefitting the health and wellness of minor children and seniors throughout this state with a significant focus 
in the following areas:

(i) Access to prenatal care and reduction of infant mortality rates.

(ii) Health services for foster and adopted children.

(iii) Access to healthy food.

(iv) Wellness programs and fitness programs.

(v) Access to mental health services.

(vi) Technology enhancements.

(vii) Health-related transportation needs.

(viii) Foodborne illness prevention.

(c) Awarding grants for a term not exceeding 3 years in duration for projects that will promote the purposes of the 
fund.

(d) Subsidizing the cost of individual medigap coverage to medicare-eligible individuals in this state who demonstrate 
a financial need in order to be able to purchase individual medigap coverage.

(3) The board shall establish a comprehensive and competitive process to award grants.

(4) The nonprofit corporation act, 1982 PA 162, MCL 450.2101 to 450.3192, applies to a fund. If a provision relating 
to a fund under this part conflicts with other state law, this part controls.

(5) If a fund is eligible to receive social mission contributions under section 220(2), the eligible fund shall implement 
a program to disburse money to subsidize the cost of individual medigap coverage to medicare-eligible individuals in 
this state who demonstrate a financial need in order to be able to purchase individual medigap coverage. The commissioner 
shall develop a means test to be used to determine if a medicare-eligible individual applicant is eligible for the medigap 
coverage subsidy provided for in this subsection and shall submit the test developed to the attorney general for 
approval.
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(6) If a fund is eligible to receive social mission contributions under section 220(2), beginning on the first day of the 
third August after the fund receives its initial social mission contribution, and ending on the thirty-first day of the 
eighth December after the fund receives its initial social mission contribution, the fund shall disburse $120,000,000.00 to 
subsidize the cost of individual medigap coverage purchased by medicare-eligible individuals in this state, subject to 
subsection (5).

(7) A fund is a private, nonprofit corporation organized for charitable purposes and is not a state agency, governmental 
agency, or other political subdivision of this state. Money of a fund is held by the fund for the purposes consistent with 
this part and is not money of this state or a political subdivision of this state and shall not be deposited in the state 
treasury. A member of a board is not a public officer of this state.

Sec. 654. (1) A board shall appoint an executive director to serve as the chief executive officer of the fund. The 
executive director shall serve at the pleasure of the board. The executive director may employ staff and hire consultants 
as necessary with the approval of the board. The board shall determine compensation for the executive director and 
staff employed under this subsection and shall approve contracts under this subsection.

(2) The executive director shall display on the fund internet website information relevant to the public, as defined 
by the board, concerning the fund’s operations and efficiencies, as well as the board’s assessments of those activities.

Sec. 655. (1) Subject to this section, a fund may disburse money contributed to the fund each year, not including any 
interest, earnings, or unrealized gains or losses on those contributions, for the purposes of the fund as described in 
section 653. A fund may expend a portion of the money contributed to the fund in each year following the initial 
contribution to the fund according to the following schedule:

(a) Years 1 through 4, 80%.

(b) Years 5 through 8, 67%.

(c) Years 9 through 12, 60%.

(d) Years 13 through 18, 25%.

(2) On and after the date that the accumulated principal of money held by a fund reaches $750,000,000.00, the fund 
shall maintain that amount for investment to provide an ongoing income to the fund. On and after the date that the 
accumulated principal in the fund reaches $750,000,000.00, the board shall not allow the accumulated principal of the 
fund to fall below $750,000,000.00 due to expenditures made for the purposes of the fund as described in section 653.

(3) A fund may expend money received by the fund from any source in a fiscal year of the fund that is in excess of 
the amount required to maintain the accumulated principal goals as described in subsection (2), not including any 
interest, earnings, or unrealized gains or losses on those funds, on the reasonable administrative costs of the fund and 
for the purposes of the fund as described in this part. The investment of fund money and donations by the fund are 
under the exclusive control and discretion of the fund and are not subject to requirements applicable to public funds.

(4) A fund may invest accumulated principal in the fund only in securities permitted by the laws of this state for the 
investment of assets of life insurance companies, as described in chapter 9 of the insurance code of 1956, 1956 PA 218, 
MCL 500.901 to 500.947.

(5) A fund’s articles of incorporation or bylaws must provide for a system of financial accounting, controls, audits, 
and reports. The board annually shall have an audit of the fund conducted by an independent public accountant firm, 
and the auditor’s audit report and findings shall be submitted to the board. The expense of an audit required under this 
subsection is considered a reasonable administrative cost under subsection (3).

(6) A fund’s articles of incorporation or bylaws must require that the board shall appoint from its members an audit 
committee consisting of no fewer than 3 members and for the audit committee to contract with an independent auditing 
firm to provide an annual financial audit in accordance with applicable auditing standards.

(7) The executive director shall do all of the following:

(a) Review and certify external auditor reports.

(b) Make external auditor reports available to the board and to the general public.

(c) Develop and implement corrective actions to address weaknesses identified in an audit report.

(8) The articles of incorporation or bylaws of a fund must require the fund to keep an accurate accounting of all 
activities, receipts, and expenditures and annually submit to the board, the governor, the senate and house of 
representatives appropriations committees, and the senate and house of representatives standing committees on health 
policy a report regarding those accountings.

(9) A fund and its directors, officers, and employees shall fully cooperate with any investigation conducted by this 
state or a federal agency under its authority under state or federal law, to do any of the following:

(a) Investigate the affairs of the fund.

(b) Examine the assets and records of the fund.

(c) Require periodic reports in relation to the activities undertaken by the fund in compliance with applicable law.
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Enacting section 1. This amendatory act does not take effect unless Senate Bill No. 62 of the 97th Legislature is 
enacted into law.

This act is ordered to take immediate effect.

Secretary of the Senate

Clerk of the House of Representatives

Approved

Governor

8



200136219.1 44881/170027

Adopted: March 24, 2014
BYLAWS

OF

MICHIGAN HEALTH ENDOWMENT FUND

(A Michigan Nonprofit Corporation)

ARTICLE I
Board of Directors

Section 1. Directorship. The Fund is organized upon a directorship basis.
The property, business and affairs of the Fund will be managed by its Board of Directors.

Section 2. Number, Qualification and Term of Office. The Board of
Directors of this Fund will consist of nine persons.

The Governor of the State of Michigan shall appoint the members of the board
with the advice and consent of the Michigan Senate. An individual who is an employee,
officer, or board member of a health care corporation; a lobbyist affiliated with a health
care corporation; or an employee of a health insurer, health care provider, or third party
administrator is not eligible to be appointed and shall not be appointed to the board. On
or before the expiration of 60 days after the incorporation of the Fund, the Governor shall
appoint the following initial members of the board with the advice and consent of the
Senate:

(a) One member from a list of 3 or more individuals recommended by
the Senate Majority Leader.

(b) One member from a list of 3 or more individuals recommended by
the Speaker of the House of Representatives.

(c) One member representing the interests of minor children.

(d) One member representing the interests of senior citizens.

(e) Two members of the general public.

(f) One member representing the business community.

(g) One member from a list of 3 or more individuals recommended by
the House Minority Leader.

(h) One member from a list of 3 or more individuals recommended by
the Senate Minority Leader.
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A vacancy on the board shall be filled in the same manner as the initial
appointment under this Section 2. Except as otherwise provided in this section, a board
member shall be appointed for a term of 4 years or until a successor is appointed,
whichever is later. For the initial members appointed under this Section 2, 3 members
shall be appointed for 2-year terms, 3 members shall be appointed for 3-year terms, and 3
members shall be appointed for 4-year terms.

Section 3. Resignation, Removal and Vacancies. A Director may resign by
written notice to the Governor. The resignation will be effective upon its receipt by the
Governor or a subsequent time as set forth in the notice of resignation. A Director may
be removed, either with or without cause, by written direction of the Governor.

Section 4. General Powers as to Negotiable Paper. The Board of Directors
may, from time to time, authorize the making, signature or endorsement of checks, drafts,
notes and other negotiable paper or other instruments for the payment of money and
designate the persons who will be authorized to make, sign or endorse the same on behalf
of the Fund.

Section 5. Powers as to Other Documents. All material contracts,
conveyances and other instruments may be executed on behalf of the Fund by the
Executive Director, the Chairperson or any Vice Chairperson, and, if necessary, attested
by the Secretary or the Treasurer.

Section 6. Compensation. Directors will serve without compensation but
may be reimbursed for actual and necessary expenses incurred by a Director in the
performance of his or her official duties as a Board member consistent with policies
adopted by the Board.

ARTICLE II
Meetings

Section 1. Annual Meeting. The annual meeting of the Directors of the Fund
will be held at the principal office of the Fund during the month of January of each year,
or at any other place and date as designated by the Directors for the purpose of installing
Directors and electing officers for the ensuing year, presenting to the Directors a copy of
the Fund’s financial report for the preceding fiscal year and for the transaction of other
business properly brought before the meeting.

Section 2. Open Meetings. The business that the board may perform shall be
conducted at a meeting of the board that is held in this state, is open to the public, and is
held in a place that is available to the general public. However, the board may establish
reasonable rules and regulations to minimize disruption of a meeting of the board. At
least 10 days and not more than 60 days before a meeting, the board shall provide public
notice of its meeting at its principal office and on its internet website. The board shall
include in the public notice of its meeting the address where board minutes may be
inspected by the public. The board may meet in a closed session for any of the following
purposes:
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(a) To consider the hiring, dismissal, suspension, or disciplining of
board members or employees or agents of the Fund.

(b) To consult with its attorney.

(c) To comply with state or federal law, or regulations regarding
privacy or confidentiality.

Section 3. Notice of Meeting. Except as otherwise provided by these Bylaws
or by law, and in addition to the public notice described in Section 2 above, written notice
containing the time and place of all meetings of the Board of Directors will be given
personally, by mail, or by electronic transmission to each Director not less than ten days
before a meeting. Notice by electronic transmission will be deemed to have been given
when electronically transmitted to the person entitled to the notice or communication in a
manner authorized by the person. Notice of a meeting need not state the purpose or
purposes of the meeting nor the business to be transacted at the meeting.

Attendance of a Director at a meeting constitutes a waiver of notice of the
meeting, except where the Director attends the meeting for the express purpose of
objecting to the transaction of any business because the meeting was not lawfully called
or convened.

Section 4. Quorum and Voting. Six members of the Board constitute a
quorum for the transaction of business at a meeting of the Board. An affirmative vote of
5 Board members is necessary for official action of the Board.

Section 5. Conduct at Meetings. Meetings of the Directors will be presided
over by the Chairperson. The Secretary or an Assistant Secretary of the Fund or, in their
absence, a person chosen at the meeting will act as Secretary of the meeting.

Section 6. Minutes. The Board shall keep minutes of each meeting. Board
minutes shall be open to public inspection, and the Board shall make the minutes
available at the address designated on the public notice of its meeting under Section 2.
The Board shall make copies of the minutes available to the public at the reasonable
estimated cost for printing and copying. The Board shall include all of the following in
its Board minutes:

(a) The date, time, and place of the meeting.

(b) Board members who are present and absent.

(c) Board decisions made at a meeting open to the public.

(d) All roll call votes taken at the meeting.

Section 7. Participation by Remote Communication. A Director may
participate in a meeting of Directors by conference telephone or other means of remote
communication by which all persons participating in the meeting may communicate with
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each other. Participation in a meeting pursuant to this section constitutes presence in
person at the meeting.

ARTICLE III
Officers

Section 1. Election or Appointment. The Board of Directors will elect a
Chairperson, a Vice Chairperson, a Secretary and a Treasurer of the Fund at each annual
meeting. The Board will appoint an Executive Director to serve as the chief executive
officer of the Fund. The same person may hold any two or more offices, but no officer
will execute, acknowledge or verify any instrument in more than one capacity. The
Directors may also appoint any other officers and agents as they deem necessary for
accomplishing the purposes of the Fund.

Section 2. Term of Office. The term of office of all officers will commence
upon their election or appointment and will continue until the next annual meeting of the
Fund and until their respective successors are chosen or until their resignation or removal.
Any officer may be removed from office at any meeting of the Directors, with or without
cause, by the affirmative vote of a majority of the Directors then in office, whenever in
their judgment the best interest of the Fund will be served.

An officer may resign by written notice to the Fund. The resignation will be
effective upon its receipt by the Fund or at a subsequent time specified in the notice of
the resignation.

Section 3. Compensation. Any officer who is an employee of the Fund will
receive reasonable compensation for his or her services as fixed by the Board of
Directors.

Section 4. Chairperson. The Chairperson will preside over all board meetings
and will perform such other duties prescribed by the Board of Directors.

Section 5. Vice Chairperson. The Vice Chairperson will, in the absence or
disability of the Chairperson, perform the duties and exercise the powers of the
Chairperson and will perform any other duties prescribed by the Board of Directors or the
Chairperson.

Section 6. The Executive Director. The Executive Director will be the chief
executive officer of the Fund and will have general and active management of the
activities of the Fund. The Executive Director will see that all orders and resolutions of
the Board of Directors are carried into effect. The Executive Director will execute all
authorized conveyances, contracts or other obligations in the name of the Fund except
where required by law to be otherwise signed and executed and except where the signing
and execution is expressly delegated by the Directors to some other person.

The Executive Director shall serve at the pleasure of the Board. The Executive
Director may employ staff and hire consultants as necessary with the approval of the
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Board. The Board shall determine compensation for the Executive Director and staff and
shall approve contracts under this Section 6.

The Executive Director shall display on the Fund internet website information
relevant to the public, as defined by the Board, concerning the Fund’s operations and
efficiencies, as well as the Board’s assessments of those activities.

The Executive Director shall do all of the following:

(a) Review and certify external auditor reports.

(b) Make external auditor reports available to the Board and to the
general public.

(c) Develop and implement corrective actions to address weaknesses
identified in an audit report.

Section 7. The Secretary. The Secretary will attend meetings of the Board of
Directors and record or cause to be recorded the minutes of all proceedings in a book to
be kept for that purpose. The Secretary will give or cause to be given notice of all
meetings of the Board of Directors for which notice may be required and will perform
any other duties prescribed by the Directors.

Section 8. The Treasurer. The Treasurer will oversee the financial activities
of the Fund. The Treasurer will perform all duties incident to the office of Treasurer and
other administrative duties as may be prescribed by the Board of Directors. All books,
papers, vouchers, money and other property of whatever kind belonging to the Fund
which are in the Treasurer’s possession or under his or her control will be returned to the
Fund at the time of his or her death, resignation or removal from office.

ARTICLE IV
Committees

Section 1. Executive and Compensation Committee. The Board of Directors
shall establish an Executive and Compensation Committee consisting of the elected
officers of the Board. Minutes of the Executive and Compensation Committee meetings
will be made available to the public. The Executive and Compensation Committee,
subject to those limitations as may be required by law or imposed by resolution of the
Board of Directors, may make recommendations to the Board of Directors regarding the
business and affairs of the Fund, but shall not conduct the business that the board may
perform.

The Executive and Compensation Committee shall review staff performance and
make recommendations to the Board of Directors with respect to compensation and
benefits to be paid to the Fund’s staff and personnel. Notwithstanding anything
contained in this Section 1 to the contrary, the Board of Directors will be responsible for
approving compensation and benefits.
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Section 2. Audit Committee. The Board shall appoint from its members an
Audit Committee consisting of no fewer than 3 members. The audit committee will
contract with an independent auditing firm to provide an annual financial audit in
accordance with applicable auditing standards.

The Audit Committee will insure that the Fund will keep an accurate accounting
of all activities, receipts, and expenditures and annually submit to the Board, the
Governor, the Senate and House of Representatives appropriations committees, and the
Senate and House of Representatives standing committee on health policy a report
regarding those accountings.

The Audit Committee will establish and maintain a system of financial
accounting, controls, audits, and reports. The Board annually shall have an audit of the
Fund conducted by an independent public accountant firm, and the auditor’s audit report
and findings shall be submitted to the Board. The expense of an audit required under this
subsection is considered a reasonable administrative cost of the Fund.

Section 3. Governance Committee. The Board shall appoint a Governance
Committee to review and make recommendations to the Board of Directors regarding
matters of the Fund’s governance, including its Articles of Incorporation, Bylaws,
committee structure, and policies and procedures.

Section 4. Other Committees. The Board of Directors may designate other
committees as deemed appropriate. The committees will have the authority as delegated
to them by the Board of Directors. Notwithstanding the foregoing, all committees shall
be advisory in nature and may not transact the business of the board.

Section 5. Procedure. All committees, and each member thereof, will serve at
the pleasure of the Board of Directors. Except as provided in the law, the Board of
Directors will have the power at any time to increase or decrease the number of members
of any committee, to fill vacancies thereon, to change any member thereof, and to change
the functions or terminate the existence of any committee. Regular meetings of any
committee may be held in the same manner provided in these Bylaws for meetings of the
Board of Directors, and a majority of any committee will constitute a quorum at the
meeting.

ARTICLE V
Indemnification

Section 1. Indemnification. The Fund will, to the fullest extent now or
hereafter permitted by law, indemnify any Director or officer of the Fund (and, to the
extent provided in a resolution of the Board of Directors or by contract, may indemnify
any volunteer, employee or agent of the Fund) who was or is a party to or threatened to
be made a party to any threatened, pending, or completed action, suit or proceeding by
reason of the fact that the person is or was a Director, officer, volunteer, employee or
agent of the Fund, or is or was serving at the request of the Fund as a director, trustee,
officer, partner, volunteer, employee or agent of another corporation, partnership, joint
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venture, trust or other enterprise, whether for profit or not for profit, against expenses
including attorneys’ fees (which expenses may be paid by the Fund in advance of a final
disposition of the action, suit or proceeding as provided by law), judgments, penalties,
fines and amounts paid in settlement actually and reasonably incurred by the person in
connection with the action, suit or proceeding if the person acted (or refrained from
acting) in good faith and in a manner the person reasonably believed to be in or not
opposed to the best interests of the Fund, and with respect to any criminal action or
proceeding, if the person had no reasonable cause to believe his or her conduct was
unlawful.

Section 2. Rights to Continue. This indemnification will continue as to a
person who has ceased to be a Director or officer of the Fund. Indemnification may
continue as to a person who has ceased to be a volunteer, employee or agent of the Fund
to the extent provided in a resolution of the Board of Directors or in any contract between
the Fund and the person. Any indemnification of a person who was entitled to
indemnification after such person ceased to be a Director, officer, volunteer, employee or
agent of the Fund will inure to the benefit of the heirs and personal representatives of that
person.

ARTICLE VI
Miscellaneous

Section 1. Fiscal Year. The fiscal year of the Fund will end on the last day of
December.

Section 2. Amendments. These Bylaws may be amended or repealed by the
affirmative vote of a majority of the Directors of the Fund then in office.

Section 3. Loans and Guarantees. The Fund will not provide loans to or
guarantee obligations of an officer or Director of the Fund, unless expressly permitted
under State law.
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Michigan Health Endowment Fund
Board Meeting

Monday, June 16, 2014
Radisson Hotel – Lansing, Michigan

Meeting Minutes

Call to order
The board meeting of the Michigan Health Endowment Fund called to order at 9 a.m. by

Chairman Robert Fowler.

Roll call

Quorum established based on the presence of the following Board Members:

Board Members present:
Lynn Alexander
Tim Damschroder
Cindy Estrada
Rob Fowler
Sue Jandernoa
Jim Murray
Keith Pretty
Michael Williams
Marge Robinson

Others present:
Geralyn Lasher
Mark Neithercut
Jeff Padden
Jennifer Smith
Duane Tarnacki

Approval of agenda
Chairman Fowler approves the agenda.

Learning session: Senior services in Michigan
Kari Sederburg, Director of the Michigan Office of Services to the Aging, presents to the Board
on the health status of Michigan’s aging population.

Public comment

I. Marilyn Lieber, President and CEO of Michigan Fitness Foundation

Ms. Lieber highlights the importance of: measurable impact and good evaluation
models; evidence based and also meaningful and innovative pilot programs; the
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ability to show and point to accomplishments; and being thoughtful about
sustainability.

II. Kim Sibilsky, Michigan Primary Care Association

Ms. Sibilsky defines the meaning and nature of Federally Qualified Health Centers
(FQHCs). She says FQHCs are comprehensive community based centers focused on
Michigan systems. Ms. Sibilsky stresses that although FQHCs serve 700,000 people,
their centers can only be in federally qualified underserved communities and can only
look at categorical issues. Ms. Sibilsky believes the Michigan Health Endowment
Fund has the unique opportunity to invest in systems.

Review and adoption of the minutes from the previous meeting

I. Open Meeting minutes

Board Member Robinson notes that she participated in the May 19 Board Meeting via
telephone. With that change, Board Member Robinson moves to approve the meeting
minutes from the May 19, 2014, Board Meeting. Board Member Damschroder
seconds. Motion passes by a vote of nine to zero.

Report of the Chair

I. Chairman Fowler states that a new contract with Public Policy Associates extends the
relationship through the end of July.

II. The Board is continuing on a path and philosophy of learning and doing.

III. The possibility of a commission study is something to consider down the road, but is
currently on hold for 2014.

Executive Director report

I. Ms. Lasher reports that weekly informational calls will continue in the short-term
given positive feedback from the Board.

II. Ms. Lasher is working to coordinate the listening tour and recommends that the Board
move forward with engaging Public Sector Consultants to assist in the planning
efforts.

BREAK

Committee reports

I. Executive and Compensation Committee
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Chairman Fowler reminds the Board that as a discipline, it is important that the
Executive Committee does not do the work of the Full Board. Chairman Fowler
presents recommendations based on volunteer assignments for committee chairs and
members to be taken up for action later on during the meeting. Volunteers and
subsequent recommendations are as follows:

Committee Recommended Chairperson
Investment Timothy Damschroder
Grantmaking Sue Jandernoa
Audit Keith Pretty
Governance Michael Williams

Chairman Fowler states that each committee chair will have staff support for their
committees.

Regarding the compensation of the CEO, Kittleman will discuss compensation range
and benefit package, but the final recommendation will be up to the Executive and
Compensation Committee and then the Full Board for the final decision.

II. Investment Committee

Board Member Damschroder reports that, based on the investment world, it would
not be prudent from a cost or procedural perspective to hire a consultant to act as
CIO. Instead, Board Member Damschroder recommends that the Board hire a CFO
that has CIO-type experience. Board Member Damschroder and the Investment
Committee will engage with Kittleman to begin the search process. The Investment
Committee also recommends that they begin the process for selecting an investment
consulting firm.

In the interim, the Board will hold back on pursuing any medium-term investments.
To date, $90 million has been moved to Huntington Bank and that is where it will
stay until there is a CFO in place. The remaining funds from the initial deposit are
with Chemical Bank.

III. President and CEO Recruitment Committee

Mr. Rick King with Kittleman and Associates reviews the Benchmark Calendar,
Position Guide, and Constituent Outreach List with the Board. Regarding timing, Mr.
King believes they will have a number of candidates ready for the Board to review on
paper by the end of August. From there, the Board can first conduct a round of phone
interviews, or skip that step and move right into in-person interviews with a smaller,
select group of candidates.

As a reminder to the Board, Chairman Fowler states that the Board will act as a
Committee of the Whole regarding the selection. The Board agrees that, if it decides
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to conduct two rounds of interviews, a subset of Board Members may interview the
first round of candidates. Final interviews will be conducted with the Full Board.

Old business

I. Mission building

Proposed Mission Statement: The mission of the Michigan Health Endowment
Fund is to improve the health of Michigan residents and reduce the cost of health care
with special emphasis on the health and wellness of children and seniors.

Board Member Robinson moves to adopt the Mission Statement. Board Member
Pretty seconds. Motion passes by a vote of nine to zero.

II. Grantmaking plan

The Board has decided that there is a way and good reason to move forward with
getting funds out in 2014. The Board suggests the Grantmaking Committee further
review and discuss the mechanisms by which grantees will be selected and funds will
be disbursed. Once they have a recommendation, they will bring it back to the Full
Board.

Legal issues

I. Possible appointment of non-Board members to committees

Board is presented with the following resolution to allow the appointment of non-
Board members to serve on committees.

WHEREAS, in order to gain the experience and expertise of a broad class of
individuals, the Board of Directors of Michigan Health Endowment Fund (the
“Fund”) recognizes the value of appointing non-board members to serve as advisory
members of the Fund’s committees.

NOW, THEREFORE, BE IT:

RESOLVED, that non-board members may be appointed to serve as non-voting
members of the Fund’s committees and any such non-board member appointed to a
Fund committee will not count toward the quorum requirement for holding committee
meetings; and

RESOLVED, that each non-board member who is appointed to a committee will
serve for a term commencing with his or her appointment and continuing until the
next annual meeting of the Fund or until his or her resignation or removal by the
Board.
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Board Member Pretty moves to have the Board adopt a policy to allow non-Board
members to serve on committees in a non-voting capacity. Board Member Jandernoa
seconds. Motion passes by a vote of eight to one.

Lynn Alexander – affirmative
Tim Damschroder – affirmative
Cindy Estrada – affirmative
Rob Fowler – affirmative
Sue Jandernoa – affirmative
Jim Murray – negative
Keith Pretty – affirmative
Marge Robinson – affirmative
Michael Williams – affirmative

II. Gift policy

Clark Hill will revise the gift policy and circulate to the board for action at the next
Board meeting.

III. Spending and endowment fund policy

Mr. Duane Tarnacki presents the Board with the following Spending and Endowment
Fund Resolutions:

WHEREAS, Public Act 4 of 2013 (the “Act”) restricts the portion of contributions
that Michigan Health Endowment Fund (the “Fund”) may expend each year for the
first 18 years of its existence;

WHEREAS, the Act requires that once the accumulated principal held by the Fund
reaches $750,000,000, the Fund must maintain that amount as an endowment fund
and may not allow the principal to fall below $750,000,000 (“Accumulated Principal
Goal”);

WHEREAS, amounts received in excess of the Accumulated Principal Goal may be
spent for the purposes of the Fund and for reasonable administrative costs of the
Fund; and

WHEREAS, the Board of Directors desires to establish a spending and endowment
fund policy with respect to the expenditure, management and investment of
contributions received by the Fund for the first 18 years of its existence.

NOW, THEREFORE, BE IT:
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RESOLVED, that the Fund may expend a portion of the money contributed to it in
each year following the initial contribution in an amount up to the percentage
specified below (“Maximum Spending Allowance”):

(a) Years 1 through 4, 80%;
(b) Years 5 through 8, 67%;
(c) Years 9 through 12, 60%;
(d) Years 13 through 18, 25%

RESOLVED, that the Board of Directors of the Fund shall annually determine a
budget range for spending which shall not exceed the Maximum Spending Allowance
set forth above.

RESOLVED, that the Board of Directors of the Fund shall maintain an endowment
fund (the “Endowment Fund”) for purposes of meeting and complying with the Act’s
Accumulated Principal Goal.

RESOLVED, that the Fund shall contribute to the Endowment Fund, at a minimum, a
portion of the money contributed to it each year according to the following schedule:

(a) Years 1 through 4, 20%;
(b) Years 5 through 8, 33%;
(c) Years 9 through 12, 40%;
(d) Years 13 through 18, 75%

unless the Endowment Fund reaches $750,000,000 prior to the end of the 18 year
term.

RESOLVED, that the Board of Directors shall maintain a segregated account for the
accounting control of monies in the Endowment Fund.

RESOLVED, that the Board of Directors shall have final authority and discretion as
to the investment and reinvestment of the assets of the Endowment Fund, including
the authority to delegate investment decisions to professional investment managers,
subject to the Act’s requirement that accumulated principal be invested only in
securities permitted by the laws of the State of Michigan for the investment of assets
of life insurance companies.

RESOLVED, that administrative expenses pertaining to the Endowment Fund may be
charged to the Endowment Fund or paid from the general assets of the Fund, at the
discretion of the Board of Directors.

RESOLVED, that the Board shall annually review amounts spent for the year and in
the event that the Fund has not spent the Maximum Spending Allowance, it may
allocate to a “Spendable Account” all or a portion of such contributions which would
be available for spending in the current year and future years, and may also allocate to
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the Spendable Account all or a portion of other amounts received by the Fund,
including investment income; amounts not allocated to the Spendable Account will
be deemed added to the Endowment Fund.

Board Member Robinson moves to adopt. Board Member Alexander seconds. Motion
passes by a vote of nine to zero.

IV. Contract with Clark Hill

Mr. Tarnacki presents the Board with the contract to extend their relationship with
Clark Hill until June 30, 2015. Board Member Pretty moves to extend the contract.
Board Member Robinson seconds. The motion passes by a vote of nine to zero.

Business for action

I. Position descriptions for board members and officers

Board Member Pretty moves to adopt. Board Member Williams seconds. Motion
passes by a vote of nine to 0.

II. CEO position description

Board Member Robinson moves to approve. Board Member Murray seconds. Motion
passes by a vote of nine to zero.

III. Listening tour contract with Public Sector Consultants

The Board is presented with Public Sector Consultants contract to coordinate a six-
stop listening tour. Board Member Alexander moves to approve. Board Member
Robinson seconds. Motion passes by a vote of seven to two.

Lynn Alexander – affirmative
Tim Damschroder – affirmative
Cindy Estrada – affirmative
Rob Fowler – affirmative
Sue Jandernoa – affirmative
Jim Murray – negative
Keith Pretty – affirmative
Marge Robinson – affirmative
Michael Williams – negative

IV. Learning plan
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Board Member Estrada moves to adopt learning plan as a guideline. Board Member
Pretty seconds. Motion passes by a vote of nine to zero.

V. Committee members and chairs

Recommended committee assignments:

Committee Chair Members
Investment Timothy Damschroder Jim Murray, Keith Pretty

Grantmaking Sue Jandernoa Roby Fowler, Cindy Estrada, Marge
Robinson, Michael Williams

Audit Keith Pretty Lynn Alexander, Timothy Damschroder
Governance Michael Williams Jim Murray, Marge Robinson

Board Member Pretty moves to appoint the recommended chairs and members to the
corresponding committees. Board Member Murray seconds. The motion passes by a
vote of nine to zero.

Adjournment

Board Member Jandernoa moves to adjourn the meeting. Board Member Williams seconds.
Motion passes by a vote of six to zero. Meeting adjourns at 3:25 p.m.

Respectfully submitted,

Secretary of the meeting
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Marianne Udow-Phillips
MHSA, University of Michigan
Director

Marianne Udow-Phillips is the director of the Center for Healthcare Research &
Transformation (CHRT) at the University of Michigan. CHRT is a non-profit
partnership of the University of Michigan (U-M) and Blue Cross Blue Shield of
Michigan (BCBSM) with a mission to promote evidence based care delivery,

improve population health, and expand access to care. Housed at the University of Michigan,
CHRT is committed to helping policy makers make decisions based on facts. CHRT tests new
ideas through demonstration projects, informs and educates the public through policy briefs and
symposia and brings policy makers and researchers together through the CHRT Fellowship at the
University of Michigan.

Before coming to CHRT, Marianne served as director of the Michigan Department of Human
Services from 2004 to 2007, appointed by Governor Jennifer M. Granholm. Marianne came to
state service from Blue Cross Blue Shield of Michigan (BCBSM), where she served in a number
of leadership roles for over 20 years, most recently as senior vice president of Health Care
Products and Provider Services, with responsibility for the BCBSM social mission, health policy,
data analysis, care and network management programs for the traditional and PPO products. She
also served as senior vice president and vice president of Plans and Operations for Mercy
Alternative and Care Choices. Marianne holds a master’s degree in Health Services
Administration from the U-M School of Public Health; she is a lecturer of public health at the U-
M School of Public Health.

In addition to her long-standing commitment to improving the quality and affordability of health
care, Marianne is a passionate advocate for improving the lives of the poor with a special
emphasis on children, including a focus on early childhood development. She has served on
many boards and commissions. Among others, her current non-profit board involvement
includes the HighScope Educational Research Foundation, the Early Childhood Investment
Corporation, Freedom from Hunger, the U-M School of Public Health Dean’s Advisory Board,
the U-M Depression Center’s National Advisory Board, and Arboretum Ventures Advisory
Board. In addition, she is a member of the Dialog Direct board of directors and the External
Advisory Group for the VHA Center for Applied Healthcare Studies.

Marianne has received numerous awards and recognitions, including the Anti-Defamation
League’s “Women of Achievement Award,” Crain’s Detroit Business top 100 “Most Influential
Women” in 2002 and 2007, Wayne State College of Nursing’s “2003 Lifeline Award,” Girl
Scouts of Huron Valley Council’s “2006 Women of Distinction Award,” Michigan Business and
Professional Association’s “2006 Women & Leadership in the Workplace Award,” Michigan
Fatherhood Coalition’s “2007 Child Advocate Award,” Michigan Women’s Foundation’s “2007
Women of Achievement and Courage Award,” and Michigan’s Children’s 2008 “Heroes” award.
Ambassador Magazine named her as one of its 2011 “Ambassadors of the Year,” and Crain’s
Detroit Business 2012 “Game-Changer” award.
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Center for Healthcare Research & Transformation 
2929 Plymouth Road, Suite 245 • Ann Arbor, MI 48105-3206 

www.chrt.org Phone: 734-998-7555 • chrt-info@umich.edu • 

 

 

CHRT is a non-profit partnership of the University of Michigan (U-M) and Blue Cross Blue Shield of 

Michigan (BCBSM) with a mission to promote evidence-based care delivery, improve population health, 

and expand access to care.  

Located at U-M, CHRT provides information and objective analyses for policy makers, health care 

providers, payers, purchasers and the public at large on major health care trends in the state and 

nationally.    

CHRT contributes to Michigan’s health care policy discussions by: 

 Publishing issue briefs and hosting symposia to help explain and clarify the most pressing health 

care issues in Michigan and the United States, helping to translate complex subject matter for 

targeted audiences.  

 Conducting original research on health care spending, health system capacity and financing, and 

insurance coverage using administrative claims data and CHRT survey data. 

 Running demonstration projects that bring together diverse groups of stakeholders and expert 

advisors to test the best practices and opportunities for improving health policy and practice. 

 Connecting researchers and policy makers through the CHRT Policy Fellowship and the U-M 

Institute for Healthcare Policy & Innovation (IHPI). 

 Providing health care consultation to selected groups with an interest in improving the cost and 

quality of health care and/or improving population health.  

 

 

 

 

  

 

Who is CHRT? 
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MICHIGAN HEALTH ENDOWMEN T FUND

Learning O pportunities,July2014

FocusTopicsThisMonth:

Accesstohe a lthyfood ,he a lthcare re form ,he a lthinform ationte chnolog y,

M e d ig ap,philanthropy,seniors’he a lth

HealthCare Briefing

Med ig ap

“M ed ig apInsurance and the Michig an HealthEnd owm entFund Board .” Briefing

prepared b yPub lic PolicyAssociates,Inc.July2014.

Thisb rie fing d e finesthe term “M e d ig ap” asa supplem enttoM e d icare,id entifieswhat

MHEF’sle g a lresponsib ilitiesforM e d ig apinsurance willb e,and provid essom e g eneral

inform ation on the size a nd chara cteristicsof Michig a n’sM e d icare enrolle e population.

Conferences

Philanthropy

“Growing the Im pactof Michig an Philanthropy.” Councilof Michig an Found ations

42nd AnnualConference.Grand Traverse Resortand Spa,Traverse City,Michig an.

O ctob er12– 14,2014.

Keynote spe a kers:

¸ Jim Clifton,CEO of the Ga llupOrg a nization

“The Am erica nDre a m HasChang e d :W hatDoesPhilanthropyN e e d toKnow?”

¸ Hild yGottlie b ,Co-found erand Chie f Bound aryPusher,Cre ating the Future

“Chang e the Questions,Chang e the W orld ”

Forfurtherinform ation conta ctthe Councilof Michig a n Found ationsat:

http://conference.m ichig a nfound ations.org /sche d ule/

616-842-7080
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Articles

HealthCare Reform

Buettg ens,Matthew,and JayDev.“The ACA and Am erica'sCities:FewerUninsured

and More Fed eralDollars” (Urb an Institute/Rob ertWood Johnson HealthPolicy

Brief).Washington,DC:Urb an Institute,June 19,2014.

Thisreportestim ate d the e ffe ctof the Afford a b le Care Act(ACA) on 14larg e a nd

d iverse cities:LosAng eles,Chica g o,Houston,Phila d elphia,Phoenix,Ind ianapolis,

Colum b us,Charlotte,Detroit,Mem phis,Se attle,Denver,Atlanta,and Miam i(from the

introd uctiontothe report).Estim atesof cha ng esinthe he a lthcovera g e of the

population in e a chof these citiesand the associate d cha ng esin fe d era lfund ing for

he a lthcare servicesin e a chcitywere prepare d .Estim atesof a d d itionalfund ing that

would have b e en provid e d to citiesinstateswhere M e d icaid wasnotexpand e d und er

the provisionsof the ACA were a lsoprepare d .

Brie f:

http://www.urb a n.org /uploa d e d pd f/413162-The-ACA-and -Am ericas-Cities-Fewer-

Uninsure d -and -More-Fe d era l-Dollars.pd f

Charts:

http://www.urb a n.org /uploa d e d pd f/413162-The-ACA-and -Am ericas-Cities-Chart-

Pa ck.pd f

Fairb rother,Gerry,etal.“CincinnatiBeacon Com m unityProgram Highlights

Challeng esand O pportunitieson the PathtoCare Transform ation.” Health Affairs

33,no.5(2104):871-877.

The b ene fitsand cha lleng esof b uild ing a re g iona lhe a lthinform ationsystem tosupport

he a lthd eliverytransform ation a nd im prove the qualityof care forsele cte d patients

(includ ing child ren withasthm a ) are d escrib e d a nd a na lyze d .The authorsconclud e

thathe a lthIT provid esg re atopportunitiestore form the he a lthcare system b utthatthe

tim e ne e d e d toplan,trainsta ff,and im plem entthese system sisconsid era b lyg re ater

than whatha d b e en expe cte d .
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HealthInform ation Technology

Mirand a,Marie Lynn,etal.“Geographic HealthInform ation System s:A Platform to

Supportthe Triple Aim .” Health Affairs 32,no.9(2013):1608-1615.

A loca lhe a lthinform ationsystem sthatislinke d tosociala nd environm entald ata ca n

provid e a sophisticate d und erstand ing of ind ivid uala nd com m unityhe a lthstatusb y

m apping these variousfa ctorsand where a nd how theyoverlap.Thisca n le a d to b etter

care,g re atere fficiency,and im prove the overallhe a lthof the com m unity.

AccesstoHealthyFood

Glickm an,Dan,and Ann M.V enem an.“The EssentialRole of Food and Farm Policy

in Im proving Health.” Health Affairs 32,no.9(2013):1519-1521.

Form erCong ressm anDan Glickm a n a nd form erU.S.Se cretaryof Ag riculture Ann

Venem a n provid e sug g estionsfora g riculturalpolicycha ng esa nd rese archne e d e d to

supportnew a g riculture policyin ord ertoim prove overallnutrition and overallhe a lth

inthe Unite d States.

Vid eoLearning

Seniors’Health

“How WellAre SeniorsMaking ChoicesAm ong M ed icare’sPrivate PlansAnd Does

ItMatter?Briefing and PanelDiscussion.” KaiserFam ilyFound ation.May2013.

http://tinyurl.com /n2yg 72f

“The typica lM e d icare b ene ficiarythisye arhas18private M e d icare Ad vanta g e pla ns

and 35stand -alone PartDd rug plan optionsto consid er,in a d d itiontotra d itional

M e d icare.M e d icare encoura g esseniorstom ake inform e d d e cisionswithrespe ctto

theirhe a lthcovera g e optionswhen theyfirstb e com e elig ib le forM e d icare,and to

review these optionsannuallysotheysele ctcovera g e thatb estm e etstheirne e d s.Yet

rese archsug g estsonlya sm allshare of M e d icare b ene ficiariesvoluntarilyswitchplans

d uring M e d icare’sopen enrollm entperiod s.Thisraisesquestionsa b outthe role of

choice in M e d icare:How d oM e d icare b ene ficiarieschoose a m ong covera g e options?

Are M e d icare b ene ficiarieshappywiththeircovera g e orjust“sticky” when itcom esto
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plan choice?W hatm otivatessom e toswitchplansand whyd on’tothersd oso?W hat

are the im plicationsforM e d icare b ene ficiaries,private plans,he a lthcare provid ers,and

M e d icare’sfuture?”

Presenterb iog raphiesand presentationslid esare a lso availa b le at:

http://tinyurl.com /n2yg 72f.

N ewslettersand O therCom m unications

HealthCare Reform

“Ad vances”® .Rob ertWood Johnson Found ation,Princeton,N J.

Ad vances® isa newsletterthatispub lishe d m onthlyb ythe Rob ertW ood Johnson

Found ation (RW JF) a nd isavaila b le fre e of charg e.Thisnewsletterreportsonthe key

work of RW FJthroug harticles,interviews,sum m ariesof RW JF-fund e d rese arch,

inform ation on RW JFg rants,and othernewsfrom the Found ation.

The June 2014issue of Ad vances® includ e d the following articles:

¸ Success!Sm artsna cksinschool

¸ Bud g etcutsforce ne arlyhalf of loca lhe a lthd epartm entstore d uce orelim inate

services

¸ N e arly28m illion Am erica nselig ib le forassistance und erACA

¸ Helpusb uild a Culture of He a lth

¸ N ew in Rese arch,Evaluation & Le arning

Ind ivid ualsub scriptionsm ayb e ob taine d b ysig ning upforele ctronic d eliveryat:

http://www.rwjf.org /en/newsletters/a d va nces.htm l.
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Michigan Health Endowment Fund 
Medigap Insurance and the MHEF 
July 9, 2014  

 

���������	
�����
“Medigap” is a term used for supplemental health insurance for people age 65 and 
older to bridge the gap between what Medicare pays for care and what you are charged 
for care.  Traditional Medicare typically pays for 80 percent of the charge, leaving the 
patient to pay part or all of the remaining charge. 
 
The Centers for Medicare and Medicaid Services describes Medigap as follows: 
 

A Medicare supplement (Medigap) insurance, sold by private 
companies, can help pay some of the health care costs that original 
Medicare doesn't cover, like copayments, coinsurance, and deductibles.  
Some Medigap policies also offer coverage for services that original 
Medicare doesn't cover, like medical care when you travel outside the 
U.S.  If you have original Medicare and you buy a Medigap policy, 
Medicare will pay its share of the Medicare-approved amount for 
covered health care costs.  Then your Medigap policy pays its share.  A 
Medigap policy is different from a Medicare Advantage Plan.  Those 
plans are ways to get Medicare benefits, while a Medigap policy only 
supplements your original Medicare benefits. 
 
Medigap policies generally don't cover long-term care, vision or dental 
care, hearing aids, eyeglasses, or private-duty nursing. 
 

����������	�
�	���	������������	��������
1. You must have Medicare Part A and Part B.  (Hospital and Medical 

respectively). 
2. If you have a Medicare Advantage Plan, you can apply for a 

Medigap policy, but make sure you can leave the Medicare 
Advantage Plan before your Medigap policy begins. 

3. You pay the private insurance company a monthly premium for your 
Medigap policy in addition to the monthly Part B premium that you 
pay to Medicare. 

4. A Medigap policy only covers one person.  If you and your spouse 
both want Medigap coverage, you'll each have to buy separate 
policies. 

5. You can buy a Medigap policy from any insurance company that's 
licensed in your state to sell one. 

6. Any standardized Medigap policy is guaranteed renewable even if 
you have health problems.  This means the insurance company can't 
cancel your Medigap policy as long as you pay the premium.
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7. Some Medigap policies sold in the past cover prescription drugs, but Medigap 
policies sold after January 1, 2006 aren't allowed to include prescription drug 
coverage.  If you want prescription drug coverage, you can join a Medicare 
Prescription Drug Plan (Part D). 

8. It's illegal for anyone to sell you a Medigap policy if you have a Medicare 
Medical Savings Account (MSA) Plan. 

 

�2(.3���	
����4	�����������	��

According to PA 4 of 2013, the MHEF Board is being asked to contribute $120 million to 
subsidize the cost of individual Medigap coverage.  Eligibility for Medigap coverage is to be 
means-tested.  The test is to be submitted to the attorney general for approval. 
 
The following excerpts from the legislation that created MHEF describe the Board’s legal 
responsibilities for subsidizing Medigap insurance for eligible Medicare enrollees during 
MHEF’s first eight years of operation. 
 

Sec. 653. (1) A charitable purpose nonprofit corporation may be incorporated on 
a nonstock, directorship basis, under the nonprofit corporation act, 1982 PA 162, 
MCL 450.2101 to 450.3192 consistent with this part and, if incorporated under 
this section, shall be organized to receive and administer funds for the public 
welfare.  The articles of incorporation must include the word “Michigan” and the 
phrase “health endowment fund” in the name of the fund.  As soon as practicable 
after the incorporation of a fund under this subsection, the fund shall apply for 
and make its best effort to obtain tax-exempt status under section 501(c)(3) of the 
internal revenue code, 26 USC 501. 
 
(2) The articles of incorporation of a fund must provide that the fund is organized 
for the following purposes: . . .  
 
(d) Subsidizing the cost of individual medigap coverage to medicare-eligible 
individuals in this state who demonstrate a financial need in order to be able to 
purchase individual Medigap coverage. . . . 
 
(5) If a fund is eligible to receive social mission contributions under section 
220(2), the eligible fund shall implement a program to disburse money to 
subsidize the cost of individual Medigap coverage to medicare-eligible 
individuals in this state who demonstrate a financial need in order to be able to 
purchase individual Medigap coverage.  The commissioner shall develop a means 
test to be used to determine if a medicare-eligible individual applicant is eligible 
for the Medigap coverage subsidy provided for in this subsection and shall submit 
the test developed to the attorney general for approval. 
(6) If a fund is eligible to receive social mission contributions under section 
220(2), beginning on the first day of the third August after the fund receives its 
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initial social mission contribution, and ending on the thirty-first day of the eighth 
December after the fund receives its initial social mission contribution, the fund 
shall disburse $120,000,000.00 to subsidize the cost of individual Medigap 
coverage purchased by medicare-eligible individuals in this state, subject to 
subsection (5). 

 

�	
����	�5����������6������������
According to research done by the Kaiser Family Foundation, as of 2012 1,728,338 Michigan 
residents are enrolled in Medicare.  Of those enrolled in Medicare, 529,090 are enrolled in 
Medicare Advantage.  Furthermore, approximately $10,925 is spent per recipient, per year 
totaling approximately $19 million.   
 
Medicare enrollee demographics are as follows.  These figures include dual enrollees in 
Medicare and Medicaid. 
 

�	
����	�(�����		�7	�
	��

Female 55% 
Male 45% 
 

�	
����	�(�����		�4��	�

White 83% 
Black 12% 
Not sufficient data for Hispanic and Others 
 

�	
����	�(�����		������	����4	������������	�.	
	�������	����+	�	��

Source: U.S. Census Bureau, 2010-2012 American Community Survey, Table B27016  
 
Under 100%:    8.0% 
100% to 149%:  10.4% 
150% to 199%: 11.9% 
200% to 299%: 22.8% 
300% to 399%:     16.8% 
400% or more:       30.1% 
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“What’s Medicare supplement (Medigap) insurance?,” Medicare.gov The Official U.S. 
Government Site for Medicare, accessed June 5, 2014, http://www.medicare.gov/supplement-
other-insurance/Medigap/whats-Medigap.html. 
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“Public Acts,” Michigan Legislative Website, accessed June 5, 2014, 
http://www.legislature.mi.gov/documents/2013-2014/publicact/htm/2013-PA-0004.htm. 
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“State Health Facts: Michigan: Medicare,” The Henry J. Kaiser Family Foundation, accessed 
June 5, 2014, �����������	
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By Gerry Fairbrother, Tara Trudnak, Ronda Christopher, Mona Mansour, and Keith Mandel

Cincinnati Beacon Community
Program Highlights Challenges
And Opportunities On The Path
To Care Transformation

ABSTRACT The Cincinnati, Ohio, metropolitan area was one of seventeen
US communities to participate in the federal Beacon Community
Cooperative Agreement Program to demonstrate how health information
technology (IT) could be used to improve health care. Given $13.7 million
to spend in thirty-one months, the Cincinnati project involved hundreds
of physicians, eighty-seven primary care practices, eighteen major
hospital partners, and seven federally qualified health centers and
community health centers. The thrust of the program was to build a
shared health IT infrastructure to support quality improvement through
data exchange, registries, and alerts that notified primary care practices
when a patient visited an emergency department or was admitted to a
hospital. A special focus of this program was on applying these tools to
adult patients with diabetes and pediatric patients with asthma. Despite
some setbacks and delays, the basic technology infrastructure was built,
the alert system was implemented, nineteen practices focusing on
diabetes improvement were recognized as patient-centered medical
homes, and many participants agreed that the program had helped
transform care. However, the experience also demonstrated that the
ability to transfer data was limited in electronic health record systems;
that considerable effort was required to adapt technology to support
quality improvement; and that the ambitious agenda required more time
for planning, training, and implementation than originally thought.

T
he Beacon Community Program in
Cincinnati, Ohio, was a thirty-one-
month program that sought to
leverage health information tech-
nology (IT) to improve care quality.

In operation from September 1, 2010 to
March 31, 2013, the Cincinnati initiative was
one of seventeen federally funded Beacon Com-
munities nationwide. The Beacon Community
Cooperative Agreement Program grew out of a
larger federal strategy to use health IT as a foun-
dation for improving the nation ’s health care
system.1 It was funded as part of the Health In-
formation Technology for Economic and Clinical

Health (HITECH) Act of 2009 and was adminis-
tered by the Office of the National Coordinator
for Health Information Technology in the De-
partment of Health and Human Services. 2

The objective of the Beacon Community Pro-
gram was to demonstrate how technology, to-
gether with quality improvement efforts, could
significantly improve health care for a commu-
nity. 2 Beacon Communities were encouraged to
draw not only from innovations in health IT but
also from effective care delivery innovations in a
variety of spheres, including quality improve-
ment, payment reform, and consumer engage-
ment. 3 Federal officials expected that Beacon
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Communities would provide examples to the na-
tion of how health IT, combined with these other
innovations, might make health care more effi-
cient and improve its quality. 4

The Beacon Community in Cincinnati was led
by the following three community organizations
working in concert: HealthBridge, a health IT
corporation that was the recipient of the Beacon
grant; the Greater Cincinnati Health Council,
whose members were leaders of local hospitals;
and the Health Collaborative, an organization of
multiple stakeholders focused on improving
health care for the Greater Cincinnati region.
The Greater Cincinnati region consisted of the
city of Cincinnati and sixteen counties in Ohio
and its neighboring states Kentucky and Indi-
ana, with a total population of more than two
million residents. The health care entities that
participated in the Beacon Community were
eighty-seven primary care practices, eighteen
hospital partners, seven federally qualified
health centers and community health clinics,
and three insurance partners.

Awarded a grant of $13.7 million, the Beacon
Community implemented an IT infrastructure
for the Greater Cincinnati region. In keeping
with the overall aim of the Beacon Program,
the focus of the community in Cincinnati was
not on technology per se but on using technolo-
gy, along with quality improvement strategies, to
improve care and outcomes. Hence, at least one-
third of the $13.7 million was used for care im-
provement.

The Cincinnati Beacon Community targeted
two chronic diseases: adult diabetes and pediat-
ric asthma. Fifteen of the sixteen other Beacon
programs also targeted diabetes, a disease with a
high health and cost burden whose outcomes can
be improved through better disease man-
agement.

This article focuses on the Cincinnati Beacon
Community ’s efforts to build a technology infra-
structure and demonstrate that the technology
could be used to improve outcomes, with adult
patients with diabetes and pediatric patients
with asthma as the test cases. However, we be-
lieve the results that the Cincinnati Beacon Com-
munity achieved with regard to diabetes and
asthma can be broadly applied to other diseases.

In describing the experience of the Cincinnati
Beacon Community —beginning with the vision
for the endeavor and continuing through the
community ’s implementation —we hope that
the successes and challenges we faced will help
other communities make decisions about both
communitywide health IT systems and care
transformation.

Study Data And Methods
Ours was a qualitative study, relying on semi-
structured, in-depth interviews with leaders of
the Cincinnati Beacon Community and key in-
formants from participating hospitals and com-
munity practices. This research was approved by
the Western Institutional Review Board.

In the fall of 2012 we conducted thirty-eight
interviews, eighteen of which were with leaders
from HealthBridge, the Greater Cincinnati
Health Council, and the Health Collaborative
and twenty of which were with administrators
and providers from the major hospital systems
and practices in the Cincinnati Beacon Commu-
nity, including people involved in the asthma
and diabetes care efforts.

Interview questions pertained to improve-
ment efforts and health IT infrastructure, includ-
ing the vision for the Cincinnati Beacon Commu-
nity, implementation of the vision and the
diabetes and asthma care efforts, challenges
and successes, and opinions about the future.
Each interview was audio recorded and lasted
approximately sixty minutes.

Study Results
The Vision Most of the people we interviewed
shared a vision of transformed health care
throughout the community, with health IT play-
ing a key role in supporting the transformation.

Interviewees supported more effective and ef-
ficient organization of care, practices ’ becoming
patient-centered medical homes, and improved
outcomes. Interviewees said that they saw such
homes as central to providing care for people
with diabetes and other chronic diseases. They
also saw the use of proven quality improvement
strategies—such as coaching, monitoring out-
comes, and sharing experiences with other
practices—as crucial to improving outcomes.

One element of health IT seen as crucial for
supporting patient-centered medical homes and
improving outcomes was an enhanced commu-
nitywide health information exchange that
would include information on patients ’ visits
to the emergency department (ED) and admis-
sions to any community hospital, as well as in-
formation from practices ’ electronic health rec-
ords (EHRs). The information on hospital and
ED visits would be used to create alerts notifying
primary care practices when their patients were
seen in any facility in the region.

Respondents also envisioned creating summa-
ry information —such as lists of patients ’ prob-
lems and medications, utilization history,
results from laboratory tests, and other dis-
ease-specific information —that would follow
the patient from one provider to another, so they

Health IT

872 Health Affairs May 2014 33:5

by LAURENCE ROSEN PH D
 on July 11, 2014Health Affairs by content.healthaffairs.orgDownloaded from 

39

http://content.healthaffairs.org/


could better coordinate care. Such information
could also be used for planning a visit to maxi-
mize the value of that visit. And respondents
envisioned having communitywide registries
with information contributed from various pro-
viders (both physicians and social workers) to
create a complete picture of a patient.

Many interviewees felt that these technologi-
cal advances would enable practices and health
systems to manage their patient populations bet-
ter by identifying those patients whose disease
indicators (for example, blood sugar level for
patients with diabetes) were outside the accept-
able range. Practices could then use special in-
terventions for those patients, such as calling
them to come in for a visit, giving them educa-
tional materials, and adjusting their medica-
tions. Interviewees expected that these advances
would be implemented during the life of the Cin-
cinnati Beacon Community and remain in place
after its end, when they could also be used for
other diseases and conditions.

Interviewees hoped that the Cincinnati Beacon
Community would establish a permanent health
IT infrastructure for use in future quality im-
provement initiatives. The decision to use Bea-
con Program funds to build such an infrastruc-
ture set the direction for the Beacon Community.
Some interviewees noted that the funds could
have been spread across multiple hospitals and
institutions instead. However, leaders of the
Beacon Community believed that using the funds
to develop a communitywide health IT infra-
structure was the best way to achieve long-term
improvement in health care quality.

Implementing The Vision During its thirty-
one months the Cincinnati Beacon Community
expanded and significantly improved the region-
al health care infrastructure, focusing on tech-
nology, quality of care, care transformation, and
governance. Technological advances included
improving data warehousing and registry capa-
bilities, developing tools for performance mea-
surement and analysis, and developing a system
for alerting practices when their patients were
seen in any of the hospitals or EDs in the region.
Quality improvement efforts included helping
practices become patient-centered medical
homes and applying these heath IT advances
to improving outcomes for adult patients with
diabetes and pediatric patients with asthma. (For
details on the infrastructure, see Appendix Ex-
hibit A1.) 5

To support and sustain transformation of
health care in the Greater Cincinnati region be-
yond the period of the Beacon Community,
HealthBridge, the Greater Cincinnati Health
Council, and the Health Collaborative estab-
lished a new governance structure with overlap-

ping boards for these entities and created a new
position: a single CEO for the three organi-
zations.

� DATA SHARING : A crucial step in establish-
ing an administrative infrastructure for the Cin-
cinnati Beacon Community was having partici-
pating hospitals sign data-sharing agreements to
allow data to flow from the hospitals to the com-
munitywide information exchange that would be
used to trigger the sending of alerts to primary
care practices when a patient visited any ED or
was admitted to any hospital in the region.

Hospital executives had written letters endors-
ing the need for a Beacon Community in Cincin-
nati that were included in the grant submission.
Thus, the Beacon Community ’s leaders assumed
that it would be easy to get hospitals to agree to
share their data in the health information ex-
change. However, when the time came to work
out the details of a data-sharing agreement, hos-
pital privacy officers —responsible for ensuring
adherence to their organization ’s policies and
procedures regarding patient privacy and access
to patient information —raised numerous con-
cerns about releasing their patient data to a cen-
tral repository.

Beacon Community leaders contacted CEOs
and other leaders of the hospitals in an attempt
to move forward with the data-sharing agree-
ments. It became apparent to the Beacon Com-
munity leaders that although the hospital CEOs
understood the nature and purpose of data-shar-
ing agreements in general, they did not under-
stand precisely what data were to be shared or the
potential advantage to hospitals and the practic-
es they owned.

The process of procuring data-sharing agree-
ments was more challenging than the Beacon
Community leaders had expected. The agree-
ments were not finalized for nearly ten
months —almost one-third of the community ’s
lifetime.

� HEALTH IT ADVANCES : As explained above,
building a health IT infrastructure was at the
heart of the Cincinnati Beacon Community. Dur-
ing the community ’s life, the health information
exchange was expanded significantly, a core IT
infrastructure was put in place, and applications
were created for the target populations: adult
patients with diabetes and pediatric patients
with asthma.

The applications included web-based and di-
rect e-mail alerts for notifying primary care
practices when patients with diabetes or asthma
visited the ED or were admitted to a hospital. In
addition, considerable efforts were made to man-
age patient populations through the establish-
ment of registries of patients with asthma and
diabetes. (For a description of the core infra-
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structure put in place during the Beacon pro-
gram, see Appendix Exhibit A1.) 5

A registry was developed for patients with
asthma that was highly customized. It brought
information together from various sources and
providers of health care and social services. The
customized information in the registry included
data on asthma control scores, asthma risk as-
sessment, social risk assessment, and self-man-
agement. However, efforts to create a registry for
patients with diabetes were less successful, as
described in the section below on challenges.

� TRANSFORMING DIABETES CARE : An impor-
tant precursor to the Cincinnati Beacon Commu-
nity was a project implemented by the Health
Collaborative in 2007 with a grant from the
Robert Wood Johnson Foundation ’s Aligning
Forces for Quality initiative. 6 Like the Beacon
Program, the initiative focused on transforming
care, fostering the development of recognized
patient-centered medical homes, and improving
outcomes, with a special focus in Cincinnati on
improving outcomes for patients with diabetes. 7

The practices that were part of the Cincinnati
Beacon Community ’s diabetes effort participat-
ed in a learning collaborative. They received in-
struction and coaching in the following four
broad areas: becoming patient-centered medical
homes, meeting federal criteria for the meaning-
ful use of health IT, becoming more effective and
efficient organizations, and using improvement
science methodology to improve outcome mea-
sures for patients with diabetes. 8

Coaches from the Health Collaborative met (in
person and by phone) with physicians, nurses,
and administrative staff at individual practices to
deliver this instruction and coaching. The
coaches also organized learning collaboratives
with staff members from multiple practices to
share best practices. The overall framework for
improvement was based on the Institute for
Healthcare Improvement ’s collaborative model. 9

Program Successes
Making The Alerts Work During the final
twelve months of the Cincinnati Beacon Commu-
nity, alerts were “ turned on ” to notify primary
care practices when a patient with diabetes or
pediatric asthma visited the ED or was admitted
to a hospital. These alerts were a significant de-
cision support tool and had the potential to re-
duce unnecessary utilization by targeting for in-
terventions those patients who were high users
of hospitals and EDs.

However, considerable resources were needed
to integrate the appropriate responses to the
alerts into the participating practices ’ work-
flow. 10 For example, practices had to allocate

personnel to go through the alerts, identify the
patients who seemed to have the most acute
needs, contact those patients and their families,
ascertain the patients ’ problems, and implement
solutions.

In addition, “ tool kits ” that included outcome
and process measures to be improved and strat-
egies for improving them needed to be developed
and given to individual practices. And practices
needed coaching in how to use the tool kits.

Practice Transformation Providers who
participated in the Cincinnati Beacon Communi-
ty transformation efforts reported that their in-
volvement in the program had led not only to
their practice ’s becoming a medical home but
also to the transformation of the care they pro-
vided. By the end of the Cincinnati Beacon Com-
munity, all nineteen participating practices had
been recognized by the National Committee for
Quality Assurance as level 3 patient-centered
medical homes (the highest level). 11

Furthermore, according to our interviewees,
practices had been redesigned to ensure that
all staff members could take on as many and
as advanced duties as their licenses permitted.
This shift meant that physicians could devote
more of their time to aspects of care that required
a medical degree. Similarly, nurses and other
staff members could become responsible for pa-
tient care tasks that previously had been per-
formed by physicians.

Interviewees reported that as a result, their
offices just “worked better, ” and providers and
patients seemed more satisfied than in the past.
Although we did not interview patients and were
thus not able to assess their views, providers
believed that care had markedly improved.

Objective data substantiated these beliefs. For
example, measures for diabetes care extracted
from medical records of the practices participat-
ing in the Beacon Community showed improve-
ment in these practices compared with practices
in the region as whole. 12 An analysis in 2010 –11—
midway through the community ’s life—of pub-
licly reported data showed that a diabetes com-
posite measure score had improved by 32 percent
for practices in the Beacon Community, com-
pared to an 11 percent improvement for local
practices that were not part of the community. 12

Most interviewees not only believed that the
care their practices provided had been trans-
formed; they also were confident that they could
sustain the improvements. Interviewees noted
that whole practices had been involved in the
changes and, as a result, were invested in sus-
taining them.
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Implementation Challenges
Some of the most vexing implementation chal-
lenges confronted by participants in the Cincin-
nati Beacon Community stemmed from limita-
tions of EHR technology. Other challenges
included the program ’s ambitious plans; its
short time frame; and the inevitable delays in
designing, testing, and implementing the health
IT infrastructure. Most practices and hospitals
had implemented and were using EHR systems
at the time of our interviews. However, most of
the remaining challenges that interviewees iden-
tified were related to limitations in these
systems.

EHR Limitations Interviewees cited difficul-
ties in recording relevant data, saying that it took
“ twenty clicks ” to get to the proper field in the
record. They also noted that recording informa-
tion in the EHR took considerably longer than
doing so on paper. And they noted that at least in
the case of patients with diabetes, EHRs were not
able to bring together data that would help the
practice prepare for a patient ’s visit. For exam-
ple, practice staff members were not able to gen-
erate lists of patients coming in on a given day
who had elevated blood sugar levels. This meant
that it was not possible before the visit to inves-
tigate these patients ’ histories and decide what
interventions and educational materials from an
online library might be appropriate for them.

Summary Patient Record Abandoned An
essential aspect of the vision for the Cincinnati
Beacon Community was the ability to share data
across health care settings. End users were par-
ticularly eager to have summary patient records,
which would follow patients from the hospital to
ambulatory care settings and elsewhere. One in-
terviewee emphasized that “having a truly shar-
able patient summary record across the commu-
nity would be a real driver for improvement. ”

Initially, it seemed that data from EHRs could
be extracted for such a summary patient record,
based on the proposed meaningful-use criteria
for EHR systems. 13 However, it became clear that
even systems that met the criteria had limited
capability to produce, send, and receive summa-
ry records as structured, usable data. Interview-
ees attributed the problems to the state of EHR
technology. Plans for developing a summary pa-
tient record during the life of the Cincinnati Bea-
con Community therefore had to be abandoned.

Difficulties With Patient Registries An-
other challenge cited by almost all of the pro-
viders and administrators was the difficulty of
extracting data from EHRs for population man-
agement. Providers were unable to use their EHR
systems to identify patients with diabetes and
then ascertain, for example, how many of the
patients had their blood sugar level under con-

trol. Thus, providers were not able to electroni-
cally extract the outcome measures for diabetes
care for their entire population of patients with
diabetes. Instead, they selected a sample of pa-
tients each month, reviewed those patients ’
charts, and reported their outcomes manually
on a spreadsheet.

The Cincinnati Beacon Community had origi-
nally planned to have a communitywide registry
populated with data from individual EHRs so
that providers could track patients ’ progress,
no matter where they received care. However,
the reality of EHR technology fell far short of
the community ’s goals. EHR systems were not
able to receive and export data; nor —for the most
part —were they able to monitor outcomes for
specific diseases.

By the end of the Cincinnati Beacon Commu-
nity, no communitywide registry was in place for
patients with diabetes. However, thanks to a
great deal of effort devoted to customization
across provider groups, a registry was created
for patients with pediatric asthma. Because of
the time required for the complex customiza-
tion, full testing of the registry did not occur
until after the Beacon grant had ended.

Despite the problems involved in developing a
communitywide registry, hospitals still needed
to be able to view data on a population (of pa-
tients with diabetes or asthma, for example),
ascertain the status of selected outcomes (blood
sugar levels for patients with diabetes, for exam-
ple), and intervene if necessary. To fill the gap
created by the lack of a communitywide registry,
some of the region ’s major hospital systems pur-
chased their own registry systems or upgraded
their existing capabilities for warehousing data.
(For a description of the EHRs and registries of
the participating health systems, see Appendix
Exhibit A2.) 5

Ambitious Plans, Tight Timelines, And
Changing Market Conditions The funding
for the Cincinnati Beacon Community was
awarded in September 2010, as part of the sec-
ond round of awards by the Beacon Program. All
Beacon grantees were given a firm end date for
their grants of March 31, 2013. Thus, the Cincin-
nati Beacon Community had only thirty-one
months to complete its development and imple-
mentation work, whereas communities that
were awarded grants in the first round had thir-
ty-six months.

In addition, the Cincinnati Beacon Community
encountered delays because the major hospital
systems that participated in the community were
coping with changes in the health care market-
place as well as making significant investments
in health IT on their own, including EHR up-
grades. Thus, they sometimes had difficulty pro-
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viding the level of attention and resources need-
ed for the Beacon work. The resulting delays,
although inevitable, meant that the schedule
for the introduction of key products, such as
registries, was continually adjusted. The asthma
registry was not fully implemented until late in
the Beacon program, and some of the registries
of patients with diabetes were not implemented
at all, to the widespread disappointment of
end users.

Discussion
The broad vision for the Cincinnati Beacon Com-
munity was to develop a technology infrastruc-
ture that could be applied to care improvement
initiatives for many conditions across multiple
settings in the future. Care transformation was
also part of the vision, with a key objective of the
Beacon Community being that practices would
become patient-centered medical homes.

The successes and challenges experienced by
the Cincinnati Beacon Community have yielded
important lessons that will inform other commu-
nities embarking on a path similar to the Beacon
Communities. Of note, some of these challenges
will require resolution at the federal level, as
discussed later.

One important lesson resulted from the mis-
match between the time necessary to implement
a project of this size and the thirty-one-month
grant period. The time frame for the Beacon Pro-
gram was driven by the deadline for spending
money appropriated by the American Recovery
and Reinvestment Act of 2009, which was the
source of the Beacon funds.

The Cincinnati Beacon Community chose to
build a robust communitywide infrastructure in-
stead of something more localized that could
have been completed more quickly. Much of
the envisioned infrastructure was built before
the end of the Beacon Program, but implemen-
tation occurred later than originally planned. As
a result, the technology ’s effect on care improve-
ment was not seen until after the program ended.

This delay created challenges on at least two
fronts. Not only was there a reduced opportunity
to use the infrastructure to improve the quality of
care, but end users were also disappointed. The
lesson here is that implementation delays should
be expected, especially when extensive develop-
ment is needed, and, as a result, schedules
should be developed that anticipate delays.

Another lesson is that significant time and
funding need to be allowed for integrating tech-
nology into quality improvement activities, in
addition to what is needed to develop and imple-
ment the technology. With respect to the alerts
that notified practices that their patients had

visited the ED or been admitted to a hospital,
for example, quality improvement protocols,
tool kits, and coaching were needed to support
practices in identifying, prioritizing, and reach-
ing out to the patients with diabetes or pediatric
asthma who were the subjects of the alerts.

Although the Cincinnati Beacon Community
had some major accomplishments, it was unable
to overcome a number of challenges. The most
important of these was the limitations of EHR
technology.

The difficulties cited by providers in using and
extracting data from EHRs are sobering. Addi-
tional training when an EHR system is imple-
mented might help, but the problems cannot
be solved by training alone. For example, there
were problems exporting and importing patient
summary records, and it was extremely difficult
to extract data for population management.

The Office of the National Coordinator for
Health Information Technology, which funded
the Beacon Program, has already strengthened
the meaningful-use criteria that vendors must
meet.14 It remains to be seen how long it will take
vendors to upgrade their EHR systems and what
problems will remain. The meaningful-use crite-
ria may need to be more specific about what
interoperability and reporting features vendors
must include.

In spite of the problems with EHR systems that
meant that technology was not able to support
quality improvement to the extent envisioned,
progress was made in the area of care transfor-
mation. For example, all of the practices that
participated in the Cincinnati Beacon Communi-
ty were recognized as patient-centered medical
homes. Interviewees from these practices said
that they believed the changes they had made
to become medical homes were sustainable. They

The future of care
transformation
depends on the ability
to sustain the
transformation within
practices and to
expand it beyond
them.
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cited steps they had taken to recruit and train
new staff members so that the whole practice
would follow the principles of patient-centered
medical homes.

Conclusion
The future of care transformation in a communi-
ty or health system through interventions such
as the one described here depends on the ability
to sustain the transformation within practices
and to expand it beyond them. Technology and
quality improvement are essential ingredients in
such transformations, and payment reform is
also needed to provide the incentives for im-
provement.

This final ingredient has recently been added
in Cincinnati. One health system, which was part
of the Cincinnati Beacon Community, has been
approved as an accountable care organization. 15

Leaders in this organization expect that the prac-

tice-level improvements achieved as part of the
Cincinnati Beacon Community (including the
transformation of practices into medical homes)
can be applied to all practices in the accountable
care organization and will result in the improved
outcomes and lower costs that the accountable
care organization is trying to achieve. Further-
more, the Dayton –Cincinnati –Northern Ken-
tucky market was recently selected to participate
in the Center for Medicare and Medicaid Inno-
vation ’s Comprehensive Primary Care Initiative
to pilot a payment reform model. 16

Both the accountable care organization and
the Comprehensive Primary Care Initiative sup-
port care coordination and ultimately will re-
ward improvements in outcomes.With payment
reform added to the technology enhancements
and care transformation that occurred as part of
the Cincinnati Beacon Community, the compo-
nents are in place for broader, sustainable care
transformation. �
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By Marie Lynn Miranda, Jeffrey Ferranti, Benjamin Strauss, Brian Neelon, and Robert M. Califf

Geographic Health Information
Systems: A Platform To Support
The ‘Triple Aim’

ABSTRACT Despite the rapid growth of electronic health data, most data
systems do not connect individual patient records to data sets from
outside the health care delivery system. These isolated data systems
cannot support efforts to recognize or address how the physical and
environmental context of each patient influences health choices and
health outcomes. In this article we describe how a geographic health
information system in Durham, North Carolina, links health system and
social and environmental data via shared geography to provide a
multidimensional understanding of individual and community health
status and vulnerabilities. Geographic health information systems can be
useful in supporting the Institute for Healthcare Improvement ’s Triple
Aim Initiative to improve the experience of care, improve the health of
populations, and reduce per capita costs of health care. A geographic
health information system can also provide a comprehensive information
base for community health assessment and intervention for accountable
care that includes the entire population of a geographic area.

D
onald Berwick and colleagues ’
influential 2008 Health Affairs
article, “The Triple Aim: Care,
Health, and Cost, ” describes a
conceptual framework developed

by the Institute for Healthcare Improvement for
improving the US health care system. 1 In the
Triple Aim, the institute has identified three
aims that must be simultaneously pursued: im-
prove the experience of care, improve the health
of populations, and reduce per capita costs of
health care. In this article we introduce and de-
scribe information technology designed to sup-
port health systems and communities in achiev-
ing the Triple Aim. We demonstrate how this
technology can be used to assess the health of
a community and to deploy resources to inte-
grate community and health care delivery system
resources to improve population health. We de-
scribe three contemporary applications: a public
health intervention strategy to prevent child-

hood lead exposure; a health services application
to better manage patient flow to emergency de-
partments (EDs); and a clinical population
health application designed to care for people
with diabetes at the individual, neighborhood,
and county levels.

The Triple Aim has been used by a number of
health systems as a conceptual framework for
designing health system improvement pro-
grams.2–4 The abundant electronic health data
that are accumulating are highly relevant to man-
aging population health and developing new in-
sights. 5 Until recently, however, these data have
been dispersed across many locations, with little
integration. 6,7 As integrated health systems are
becoming more widespread, these data are being
organized and stored within enterprise data
warehouses, where they link clinical, laboratory,
patient history, and prescription data. 8

To make sense of the health records data, a
number of challenging hurdles must be over-
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come (for example, interoperability, incompati-
bility, and unstructured data). 9,10 Even if these
obstacles are overcome, the underlying data sys-
tems often lack analytical tools that connect in-
dividual patient records to disparate data sets
from outside the health care delivery informa-
tion system. 11As a result, they fail to address how
individual patients ’ social and environmental
contexts may influence health outcomes, or
how evidence of these connections could be used
in the broader context of population health and
illness.

Health information systems typically contain
information about patients and their clinical sta-
tus (including medications, diagnoses, labs, and
clinical documentation). Geographic health in-
formation systems (GHIS) integrate patient da-
tabases with census data and other information
on where patients live, where they receive their
care, the availability of community resources,
and other characteristics of their communities. 12

The key to such geographic or spatial analysis
is that most data sets contain a variable that can
be tied to a specific location, such as a state,
county, ZIP code area, census block, or single
address. Geographic analysis enables users to
explore and overlay data by location. Additional-
ly, adding geography to a large-scale health in-
formation system allows for an alternative meth-
od of linking data both from within and outside
the system, providing a richer basis for analyzing
and understanding patients ’ choices and out-
comes. Geographic health information systems
also support the generation of clear and accessi-
ble maps and data reports that can be used to
inform health management, community out-
reach, and policy design.

Constructing A Geographic Health
Information System
Data Systems The geographic health informa-
tion system described in this article is specific to
Durham County, North Carolina. The system was
constructed collaboratively among researchers
and health system information systems person-
nel at Duke University and the University of
Michigan, local and state public health agencies,
and community stakeholders. It took three years
of negotiations and relationship building to es-
tablish the trust needed for stakeholders to share
the data required to build the system.

The system is maintained and operated by
Duke Health Technology Solutions, the clinical
informatics infrastructure of the Duke Univer-
sity Health System. It includes data from multi-
ple local and national information sources.
Individual patient data come from the Duke
University Health System, a multihospital,

multiclinic system with two hospitals in Durham
County that cares for most of the county ’s popu-
lation. Birth and death records were obtained
from the State of North Carolina ’s Office of
Vital Records. Also included are US census de-
mographic data; county tax-parcel data; crime
and housing quality data; environmental expo-
sure and quality data; and health care, social, and
community resources data.

The GHIS is continually refreshed with up-
dated data and with the addition of new data
layers as they are built or become available.
Access to the systems’ capabilities and data is
provided to specific participating users. For
example, Duke University Health System physi-
cians who would normally have access to pa-
tients ’ medical records through an institu-
tional electronic health record system can access
all of the medical record data in the GHIS —as
well as the social and environmental data, which,
unlike patients ’ medical record data, are not pri-
vacy protected. Public health professionals can
access aggregated data in the system for their
purposes without breaching patient confi-
dentiality.

Exhibit 1 depicts the terrain of diabetes for
Durham County and illustrates the relationships
we are building across the major data domains,
with clinical, billing, cost, environmental, demo-
graphic, community resources, birth record, and
death record data all linked via shared geogra-
phy. The top layer ’s simulated peaks, colored
red, depict the county ’s highest concentrations
of diabetes patients. The next layer down, in
shades of blue, represents census block groups
shaded to reflect the percentage of households
headed by a single female parent —an indicator of
socioeconomic status. Below that, another layer,
this one in shades of purple, depicts individual
tax-parcel boundaries shaded according to the
assessed value of the parcel—another indicator
of economic status. The bottom layer maps the
county boundary and streets. The vertical green
spines represent the latitude and longitude co-
ordinates of where diabetes patients live and
locations of key social or commercial institu-
tions, such as churches or pharmacies, that
can be used to link all of these disparate data
sets together based on shared geography.

Patient Data The patient data include all pa-
tients using the Duke University Health System.
Duke’s enterprise data warehouse, also known
as the Decision Support Repository (DSR), has
been in existence for more than a decade.
Originally built for financial analysis and health
system planning purposes, the DSR holds six-
teen years of patient, diagnosis, and procedure
data gathered from billing systems. Clinical data
have been added, and the DSR now includes
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laboratory results, computerized physician or-
der entries, medication order and fulfillment
data, patient allergy data, data from periopera-
tive systems, data on vital signs, patient home
address and other encounter data, and a variety
of safety information including adverse drug
event surveillance information.

It is recognized that billing codes are subopti-
mal for identifying clinical phenotypes or diag-
noses. The DSR is progressively being populated
by standardized clinical data vetted by a health
system governance group. This group consists of
health system leaders, researchers with analyti-
cal skills, and academic leaders. All members
participate in planning and resource allocation
and in resolving issues concerning access to da-
ta.13 Researchers have used these data in numer-
ous studies with Institutional Review Board
approval, quality improvement initiatives, ex-
tension programs, and regulatory reports.

As an example of how the DSR can be lever-
aged, we constructed a data set of all patient
records in the DSR from January 1, 2007, to
December 31, 2009, from ZIP codes that lie in
whole or in part in Durham County. This data-
base includes demographic, medical, adminis-

trative, and laboratory data on the patients.
From these data, we identified some 216,000
unique individuals residing in Durham County,
corresponding to roughly 80 percent of the total
county population. The average patient visited
Duke University Health System facilities or pro-
viders a dozen times during the three-year peri-
od, which indicates that most of these patients
were frequent users of the health system. Having
such a high percentage of the county population
captured in a single database enables a true com-
munity health assessment, in which most indi-
viduals are accounted for, instead of a represen-
tative sample. The DSR also supports those
making decisions about deploying resources to
improve population health, unbiased by adverse
selection. 14

Spatially Referencing The DSR We used
the geographic information systems software
ArcGIS to place all patients on the map of
Durham County by matching residential ad-
dresses with addresses from the county tax as-
sessor’s office (a process called “parcel geocod-
ing ” ). This contrasts with the typical public
health approach where data are most commonly
geocoded to the county, ZIP code, or census tract
areal scale. Our approach allows us to link the
patient data to a variety of other databases (see
below). We successfully mapped the residential
addresses of roughly 95 percent of Durham
County patients, which is considered a very high
proportion in most spatial analyses of health
data.

Patient Context Data In addition to the DSR
patient data, our spatial data architecture in-
cludes demographic data tables from the 1990,
2000, and 2010 US censuses; and birth and
death records for Durham County, linked to pa-
tient records where possible. Also included are
electronic city directories for businesses, insti-
tutions, and community resources; county tax
assessor data for information on age of housing,
zoning codes, land use codes, date remodeled (if
any), building class or type, owner address,
physical address, owner (versus renter) occu-
pancy, heating/cooling system, and assessed
tax value; and public transportation routes.
Data on environmental exposures (for example,
air pollution data) and community characteris-
tics—such as recreational facilities, green
spaces, sidewalks, day care centers, physicians ’
offices, schools, libraries, athletic programs, re-
ligious institutions, traffic patterns, crime, aban-
doned housing, housing code enforcement ac-
tions, and manufacturing facilities —are also part
of the system. These additional data layers were
developed over the course of several years as
project needs evolved.We are rapidly developing
the equivalent layers in three additional counties

Exhibit 1

Example Of Geographic Health Information Systems (GHIS) For Mapping The Terrain Of
Diabetes In Durham County, North Carolina

SOURCEDuke Health Technology Solutions Decision Support Repository (DSR), using information on
boundaries and streets layers from the US Census Bureau Geography Division, census 2010; and tax-
parcel data from the Durham County Tax Assessor.NOTEThe elements of this GHIS map are ex-
plained thoroughly in the text.
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in the southern United States with the help of a
Center for Medicare and Medicaid Innova-
tion grant.

Applying GHIS To Support The
Triple Aim
The geographic health information system can
be leveraged to support projects focused on
achieving the Triple Aim. Here we present three
examples from Durham County. Each applica-
tion uses different subsets of the data embedded
in the larger GHIS.

Childhood Lead Exposure As an example of
a GHIS public health application, Exhibit 2
presents a sample map from a Durham County
project focused on reducing childhood lead ex-
posure. This project created a map that models
household-level childhood lead exposure risk
levels using a combination of county tax assessor
data, blood lead screening data from clinic visits,
and census data. This project required only non-
DSR data to accomplish its goals. The map uses
spatial analysis to categorize lead risk levels at
the individual tax-parcel level. The model was
validated by conducting in-home environmental
sampling. 15

Exhibit 2 depicts the priority categories for
residences in Durham. Dark blue represents pri-
ority 1 (highest risk) parcels, predicted to be
most likely to contain lead paint hazards.
Priority 2 and 3 parcels are colored medium
and light green, respectively, and are less likely
to contain lead paint hazards. Priority 4 (lowest
risk) parcels are light yellow and least likely to
contain lead paint hazards.

This project was developed in the early 2000s
through collaboration with health care pro-
viders, community groups, and local and state
agencies. Usefulness to key stakeholders was a
critical component in the development of the
lead exposure risk model. The Durham County
Health Department and community advocacy
groups quickly adopted the model for their pur-
poses. In 2003 the health department revised its
lead exposure screening strategy to take advan-
tage of the model. Previously the department had
used the standard lead exposure screening tool
from the Centers for Disease Control and
Prevention. 16

The health department credits the model with
contributing to a 600 percent increase in its cap-
ture rate of elevated blood lead levels in children,
without a cost increase. It also uses the model to
monitor progress in eliminating childhood lead
exposure and to reach out preventively to new
mothers who reside in homes at high risk for lead
exposure. In addition, it proactively holds
screening clinics in neighborhoods with a signif-

icant concentration of housing at high risk for
lead exposure.

Community groups have also conducted door-
to-door campaigns focusing on the model ’s pri-
ority 1 houses in a given geographic area. The
county ’s housing department has used the model
to prioritize the expenditure of housing rehabil-
itation funds. Widespread public dissemination
of resources based on the model has transformed
lead screening from a public health strategy in
which families were passive recipients to one in
which families living in housing at high risk for
lead exposure are partners, armed with informa-
tion that prompts them to ask their health care
providers to screen their children for lead —and
to advocate for improving housing quality. These
resources included summaries of state-of-the-art
knowledge of the impacts of low-level lead expo-
sure and clinical recommendations from the
Centers for Disease Control and Prevention. 17

The use of this model improved family inter-
actions with the county health department and
clinics, and it protected more children from lead
exposure. Perhaps most important, it allowed
families to advocate for their children using a
model that was widely embraced across the
county.

Exhibit 2

Childhood Lead Exposure Risk Model For Durham, North Carolina

SOURCEModeled lead exposure risk based on lead screening data provided by North Carolina
Division of Public Health, Children’s Environmental Health Branch; and demographic data from
the 2000 US census.NOTEThe elements of this geographic health information system (GHIS)
map are explained thoroughly in the text.
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Emergency Department Use Visits to hospi-
tal EDs have been rising steadily in the United
States. Between 1997 and 2007 ED visits rose to
125 million visits annually —a 23 percent in-
crease.18 Many of these visits could have been
prevented with treatment in lower-cost, and ar-
guably more effective, non-ED settings. 19,20

Mirroring national trends, visits to the two
hospital-based EDs in Durham County increased
33.8 percent from 2000 to 2010. Understanding
the key drivers and spatial patterns of ED usage
can improve the experience of care by directing
patients to more appropriate settings or getting
them into care before an emergency arises, and it
can reduce per capita costs of health care —two of
the three Triple Aim components.

To that end, we employed the GHIS to examine
the association between patient and census
block group characteristics and ED usage. We
generated predicted probabilities of at least
one ED visit in the past year, by race and insur-
ance status, and for nonsmoking males ages
30–39. The predicted probabilities were gener-
ated by fitting mixed-effects logistic regression
models that included patient-level predictors
(age, race, sex, and insurance and smoking sta-
tus); block group characteristics (age, race, sex,
and education composition of the block group;
percentage with below-poverty incomes; and
percentage owner occupancy); and random in-
tercepts for each block group. 21 Maps were cre-
ated using a manual six-class classification to
display the four populations on the same scale.

As the maps in the online Appendix indicate, 22

the lowest rates of ED use were among white,
privately insured patients (upper left panel), and
the highest rates were among African Americans
without private insurance (lower right panel)
(see Appendix Exhibit 1). These results were con-
firmed by generalized estimating equation mod-
els, which indicated that African Americans have
1.55 (95% confidence interval: 1.46, 1.65) times
higher odds of one or more ED visits per year
compared to whites. The models also indicate
that patients without private insurance have
3.61 (95% CI: 3.47, 3.75) higher odds of at least
one visit annually compared to those with private
insurance. In addition, all four maps in the on-
line Appendix show clear clustering of ED use in
neighborhoods in the central part of the county
(see Appendix Exhibit 1). In these areas, whites
with private insurance, who typically have the
lowest chances of going to the ED, have higher
ED use rates than whites with private insurance
in other areas.

Our next step is to identify what brought pa-
tients to the ED and identify how many of these
visits might have been avoided with better access
to primary care. We are now working with Duke

University Health System leaders —in the ED,
primary care, and departments that provide spe-
cialty care for disease endpoints often associated
with ED visits —to consider the implications of
this work for redesigning the delivery of key
health services in these geographic hot spots.

These maps may be useful for the formation of
partnerships among health care providers, fam-
ilies, and neighborhoods to create effective alter-
natives to the use of hospital-based EDs for pri-
mary care, and the underlying data provide a
comprehensive picture of the community used
in the Duke University Health System ’s commu-
nity needs assessment. A macrosystem redesign
should provide better health outcomes by en-
abling earlier access to appropriate facilities in
the neighborhood, thereby preempting clinical
deterioration in a more efficient, lower-cost al-
ternative setting and allowing EDs to focus on
critically ill and injured patients.

Managing Diabetes At The Individual And
Population Levels According to 2011 figures,
18.8 million children and adults in the United
States—roughly 6.0 percent of the total popula-
tion —have diabetes.23 Estimates suggest that
7.0 million people are undiagnosed, making
the true population burden more on the order
of 8.3 percent. 23 According to the North Carolina
State Center for Health Statistics, roughly 7 per-
cent of adults in Durham County stated in 2010
that they had been told by a doctor that they have
diabetes.24 This contrasts with a 12.2 percent fig-
ure based on clinical indicators available within
the DSR.

Using the standardized 2007 –09 DSR data
for Durham County described above, we identi-
fied 14,345 unique adult patients with an
International Classification of Diseases, Ninth
Revision (ICD-9), diagnosis code of diabetes
mellitus within the patient data warehouse. We
mapped these patients by, among other things,
their residence and their level of hemoglobin A1c
(HbA1c) monitoring and control. Exhibits in the
online Appendix 22 display the percentage of pa-
tients using the Duke University Health System
with diabetes, the percentage of patients with
diabetes for whom no HbA1c laboratory result
was available, and the percentage of patients
with diabetes whose HbA1c laboratory result
was out of goal range ( >7) (see Appendix
Exhibit 2). Although some of these patients
may have had their HbA1c checked at a non-
Duke facility, these patients had an average of
more than a dozen encounters with Duke pro-
viders per year.

The maps and analysis we produced are being
used by a collaborative consisting of the Duke
University Health System, University of
Michigan, and Durham County Health Depart-
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ment to support the development and imple-
mentation of new individual and community-
based diabetes intervention programs, funded
by the Bristol-Myers Squibb Foundation. The ap-
proach is being replicated in Mingo County,West
Virginia; Quitman County, Mississippi; and
Cabarrus County, North Carolina, through a ma-
jor Center for Medicare and Medicaid Innova-
tion Health Care Innovations Challenges grant.

Community health workers are using the GHIS
to create individualized diabetes management
plans based on patients ’ neighborhood contexts.
GHIS applications in each of the four counties
also support continuous individual, neighbor-
hood, and community monitoring and evalua-
tion of the impact of interventions. A modest
improvement in the management of diabetes
in the highest-risk patients would indicate that
significant savings could be achieved while also
improving outcomes.

The GHIS is especially potent in identifying
pockets of individuals at very high risk for diabe-
tes, where an intense investment of health care
and social services could produce substantial im-
provement among those projected to have the
most complications, as has been demonstrated
in a similar effort in Camden, New Jersey. The
Camden Coalition of Healthcare Providers has
mapped a citywide health database and uses this
information to target high-needs patients and
develop neighborhood-based diabetes education
programs. 25 Thus, the combination of an inter-
vention with community engagement, informa-
tion system –based risk assessment, and use of
the system to follow progress to enable continu-
ous quality improvement offers promise for
achieving the Triple Aim.

Discussion
There is growing recognition that fragmentation
of care is a key factor in the poor health status of
many Americans. Reducing or even eliminating
fragmented care has been a central driver in the
recent evolution of integrated health systems
and accountable care organizations. As the
Accountable Care Act’s implementation contin-
ues, organized delivery systems will assume ac-
countability for population health manifested by
community health assessments and accountabil-
ity plans. Improving population health will re-
quire the use of comprehensive geographic sys-
tems to prevent delivery systems from employing
adverse selection to make their metrics appear
improved, leaving out neighborhoods or individ-
uals at high risk.

The visualization capabilities made available
through GHIS add an important tool for under-
standing and addressing critical issues in health

care. In addition, since many health systems are
in the midst of developing fully functional enter-
prise data warehouses, incorporating a GHIS in-
to the development process is timely in terms of
both data architecture and system costs.

Challenges Remaining Challenges remain
on many levels. For most of the United States,
the primary challenge is the fragmented and un-
structured data that populate electronic health
records. The Duke University Health System ’s
data warehouse represents more than a decade
of intensive efforts to develop a systemwide ap-
proach in which clinical, financial, and opera-
tional data are captured and curated to provide a
structured data set that can be used for health
care system operations, financial analysis, qual-
ity improvement, and clinical care.

Because of the unusual combination of the
presence of a dominant health system in a single
county and that system ’s long history of collabo-
ration with the public health department and
federally qualified health center (the other major
provider in the county), our system does not
have to overcome the fragmentation character-
istic of much of American health care. In our
Health Care Innovations Challenges grant proj-
ect, we are finding that issues related to fragmen-
tation are not severe in rural counties, but they
do constitute a major obstacle in urban areas,
where competition among health care providers
leads to difficulty in developing common data
standards and to reluctance to share highly de-
tailed data.

Using GHIS Data As data standards de-
velop, additional hurdles will need to be over-
come. For example, how can individual patients
access and use the GHIS data? The concept of the
use of an electronic health record by patients and
families is just now evolving. In each of our ex-
amples, the spatial dimension enables strategic
implementation of interventions at the level of
the individual.

� PATIENTS AND PROVIDERS : A map or risk
algorithm score shared by a provider and a par-
ent could motivate a family in a high-risk home
to seek lead screening; a person with an acute
illness could seek care at a convenient neighbor-
hood urgent care facility; and a person with dia-
betes could track how his or her activity logs and
food diaries correspond with blood sugar or
blood pressure goals. While better navigation
and information provide the substrate, more-so-
phisticated interactions with providers and sys-
tematic environmental improvement initiatives
will be needed to produce a major change in
health outcomes.

� NEIGHBORHOODS : At the neighborhood
level, meetings between health system leaders
and communities could be enabled by sharing
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maps that “ tell the story ” of the health status and
resources of the neighborhood compared with
others in the county. The integration of graphic
information in neighborhood meetings would
allow community groups to visualize key issues
and advocate for needed resources and services
with government agencies and local businesses,
while also working within the neighborhood to
solve problems. A neighborhood with a high den-
sity of high-risk housing could advocate for
housing code inspections and housing upgrades;
a neighborhood with excessive use of hospital-
based emergency care could work with the local
hospital and health system to get a local urgent
care facility; and a neighborhood with high rates
of poorly controlled diabetes could call on the
city or county government for appropriate access
to safe places to exercise and improved grocery
stores.

� HEALTH PLANNERS : The combination of
data and images of the data has also been instru-
mental in guiding the deployment of outpatient
facilities in Durham County over the past several
years, particularly the joint planning by the pub-
lic health system, the federally qualified health
center, and the Duke University Health System
in placing clinics in strategic locations to opti-
mize care access in disadvantaged neighbor-
hoods with a high concentration of poor health
outcomes.

At the county level, the ability to redesign sys-
tems using macrosystem data that are constantly
updated is clear in all three cases. The equal
application of resources for people and neigh-
borhoods with very high and very low levels of
appropriate self-care (low-risk housing, low use
of emergency facilities, and well-controlled
HbA1c) is wasteful, whereas focusing resources
in areas of high risk is much more cost-effective.

Achieving The Goals Of The Triple Aim The
spatially based organization and visualization
provided by a GHIS can support progress toward
all three elements of the Triple Aim. Partner-
ships between the health system and community
would be enhanced by the ability to jointly view
data displays on the key issues in the environ-
ment that may be affecting their health. Such
data architectures could allow providers and pa-
tients to view, analyze, and interact with large
and complex data sets through familiar map in-
terfaces. For providers, the addition of spatially
based applications could be used to understand
patients more effectively within the context of
their local environments. Providers, both indi-
vidual and the health system as a whole, could
use GHIS applications to identify gaps in care
and to monitor specific health endpoints.

Patients could benefit from data and analysis
that allowed them to advocate for healthful com-

munities. If the spatial data architecture were
married to the web-based patient interfaces be-
ing developed by many health systems, patients
could better manage their health between visits
by exchanging health data with their physicians
and other health care staff (such as nurse
educators, social workers, and nutritionists),
who could in turn provide updated recommen-
dations and information. This content might, for
example, include maps depicting local walking
trails, pharmacies, grocery stores, and the loca-
tions of health-related community events.

Redesign of the health care delivery system is
facilitated by the GHIS. Given the comprehensive
nature of the data, especially as we incorporate
data from the federally qualified health center,
population trends at the county level can be fol-
lowed continuously without concern for adverse
selection. GHIS can also be used to more effec-
tively describe, longitudinally follow, and pro-
mote patients ’ interaction with health services.

Limitations Although the strengths of GHIS
are significant, it is worth noting some impor-
tant limitations. First, the use of most of these
systems will be maximized only if all local health
providers are willing and technologically pre-
pared to participate in the hard work of develop-
ing an operational health information exchange.
In the prototype described in this article, exten-
sive meetings and negotiations have occurred
between the health system and the local federally
qualified health center, and data from the latter
are only now becoming available. Second, some
of the available advanced applications of a GHIS
require knowledge of spatial statistics. However,
we note that many helpful applications do not
require any advanced knowledge of statistics.

Third, in presenting any maps or other visual-
izations from the GHIS in public settings, care
must be taken to ensure that no protected infor-
mation is presented. Providers and researchers
are accustomed to thinking about protecting
medical record data, but specialized training in
confidentiality considerations in map graphics is
necessary. Finally, achieving GHIS upgrades
from a standard electronic health record will
require enthusiasm and commitment from
health system leaders.

Conclusion
The geographic health information system we
describe demonstrates a scalable and replicable
approach for integrating clinical and geospatial
data for research, public health, health services,
and clinical applications. It supports work to
monitor population health, develop new care
models, improve priority setting and decision
making, and tailor public health interventions.
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By integrating multiple components into a com-
prehensive system, GHIS and associated analyti-
cal applications offer innovative strategies that
can facilitate progress toward achieving the

Triple Aim and, in so doing, can fundamentally
change how health systems address the health
needs of their communities. �
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Entry Point

Farms and health:A customer pays for produce at a farmers market in San Francisco,
California. Congress takes up competing versions of the farm bill this fall to set new farm,
food, nutrition, and possibly public health policies.

doi: 10.1377/hlthaff.2013.0857

The Essential Role Of
Food And Farm Policy In
Improving Health
Congress has an opportunity to repair the disconnect between federal
agriculture policy and efforts to promote healthy dietary choices.

BY DAN GLICKMAN AND ANN M . VENEMAN

T
o many observers, the farm
bill that narrowly passed
the US House of Represen-
tatives this July demon-
strated the tremendous

challenges involved in generating a bi-
partisan consensus in the 113th Con-
gress. Important differences in the
House and Senate bills —especially in

the level of taxpayer-funded commodity
and crop insurance subsidies —remain
to be resolved, potentially in a Septem-
ber conference. Perhaps the most sub-
stantial difference to be resolved is the
farm bill ’s nutrition title. The House ver-
sion does not include this section, which
would dictate any statutory changes in
the Supplemental Nutrition Assistance

Program (SNAP), formerly known as
food stamps.

Also lost in the legislative wrangling
was a serious effort to address a funda-
mental disconnect between the nation ’s
farm policies and critical issues of public
health and nutrition. On the one hand,
with obesity-related health costs rapidly
rising, the federal government has en-
couraged people to make healthy dietary
choices through efforts such as Let ’s
Move! and MyPlate. On the other hand,
the federal government spends billions
of dollars on traditional agricultural
commodity programs that fail to rein-
force the kind of healthy dietary choices
outlined in federal dietary guidelines.
Congress now has an opportunity to re-
pair this disconnect.

The Cost Of Obesity
Two-thirds of US adults and one-third of
US children are overweight or obese. 1,2

Obesity-related diseases, such as diabe-
tes and hypertension, not only are
chronic, debilitating, and often lethal,
but they also account for a large share
of overall US health care costs, which in
turn have emerged as a main driver of
the nation ’s long-term deficit and debt.

Various studies have shown that over-
weight or obese people are at increased
risk of developing a range of chronic
diseases and can be expected to incur
much higher lifetime medical expenses
compared to others. 3,4 In other words,
America ’s current obesity epidemic is
not only a public health crisis, it is also
an enormous economic challenge for
both the public and private sectors.

According to one analysis published
in 2009, Medicare spending would be
8.5 percent lower and Medicaid spend-
ing would be 11.8 percent lower in the
absence of obesity.4 Such findings are
relevant in the context of growing alarm
about the unsustainable trajectory of
health care cost growth in the United
States generally and as a share of gov-
ernment spending in particular. The
combined costs of Medicare and Medic-
aid alone, for example, are expected to
reach almost $1.5 trillion by 2023, near-
ly doubling within the next decade. 5 If
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that projection is accurate, federal
spending for these two programs alone
would exceed current federal spending
on all discretionary programs, both de-
fense and nondefense.

The cost of treating obesity-related
diseases has been estimated to range
from $150 billion per year 6 to as much
as $300 billion per year if indirect costs
are included. 7 That amount exceeds gov-
ernment spending on either farm sup-
port or nutrition assistance programs.

The Need To Improve
Nutrition
The agricultural sector of the US econo-
my produces roughly 80 percent of the
food that Americans eat. However, the
links among food and farm policy, pop-
ulation health, and rising health care
costs have only recently begun to attract
the attention they deserve. As a result,
much of the federal government ’s cur-
rent spending on traditional commodity
and nutrition assistance programs does
not reflect the kinds of dietary choices
required to improve health and lower
levels of obesity in the general popu-
lation.

As cochairs of the Bipartisan Policy
Center’s Nutrition and Physical Activity
Initiative, we spent more than a year
working with a broad cross section of
stakeholders to explore potential levers
for change in the fight against obesity
and chronic disease in America. In
June 2012 the initiative issued Lots to
Lose: How America’s Health and Obesity
Crisis Threatens our Economic Future, a
report that outlined a number of con-
crete recommendations, including pos-
sible reforms to food and farm policy. 8

For example, research from the
National Cancer Institute 9 and the US
Department of Agriculture (USDA) 10

shows that many Americans are eating
more calories than recommended in fed-
eral dietary guidelines, yet they are not
eating enough fruit, vegetables, and
whole grain. Multiple factors may con-
tribute to this imbalance, including the
increased availability of and marketing
for less healthful foods, limited access to
healthier products in certain communi-
ties, and the common perception that
healthier foods are more expensive or
more difficult to prepare.

It is not too soon to begin testing in-
novative policies that could reduce bar-

riers to the consumption of more-nutri-
tious food. Promotion boards, often
overseen by the USDA and funded by
industry, already exist to help educate
consumers about certain specialty crops,
such as blueberries and avocados. The
government should authorize a new en-
tity focused on promoting all fresh fruit
and vegetables, increasing their con-
sumption, and addressing information-
al barriers that might prevent consum-
ers from understanding the importance
of fruit and vegetables to a healthy diet.

New Approaches And The
Importance Of Research
Millions of families depend on federal
nutrition assistance programs, most no-
tably SNAP, for basic food security. The
House’s failure to include any kind of
nutrition title in the farm bill that it re-
cently passed not only breaks with long-
standing bipartisan tradition, but it also
misses a critical opportunity to promote
better nutrition and health among the
most vulnerable Americans.

Instead of slashing federal nutrition
programs such as SNAP, a far better ap-
proach that could win support across a
broad range of stakeholders would be to
couple continued support for these pro-
grams with increased efforts to align nu-
trition program guidelines and incen-
tives with federal dietary guidelines.
To implement this approach, however,
policy makers need empirical evidence
and analysis to better understand the
potential impact of specific program
changes. USDA offices such as the
Agricultural Research Service, the Na-
tional Institute of Food and Agriculture,
and the Economic Research Service con-
tinue to study how nutrients affect our
health, the role of behavioral economics
on our diet, and the impact of food as-
sistance programs on people ’s dietary
choices.

Congress should continue to support
this important work. Cutting research
now would limit the tools we have to
better connect farm policy with the goals
of better health and lower costs.

Emerging Signs Of Progress
There is a growing consensus across a
wide range of groups —including farm-
ers, health care providers, advocates for
hunger relief, public health officials,
and food companies —that a greater fo-

cus on nutrition, health, and health care
costs must be part of any discussion of
farm and food policy. In June 2013 the
Bipartisan Policy Center hosted a
Bridge-Builder Breakfast that brought
together experts from a wide range of
organizations to discuss the role of fed-
eral food and farm policy. The gathering
made possible the kind of dialogue and
cross-sector engagement that is so cru-
cial to advancing meaningful reform.
The mere fact that these stakeholders
are talking to one another is a positive
sign that the barriers that have discour-
aged cooperation across interest groups
with different agendas and across con-
gressional committees with different
jurisdictions are beginning to be over-
come.

Evidence that emphasis on nutrition
and health is slowly increasing can be
found in federal programs —such as the
Healthy Food Financing Initiative, Com-
munity Food Projects, and Hunger Free
Communities Grants —that have ex-
panded access to staple foods, fruit,
and vegetables for low-income families.
Similarly, nonprofit organizations such
as the Fair Food Network and Whole-
some Wave are providing incentives
for SNAP participants to purchase local
fruit and vegetables.

And in the private sector, employers
and insurers are increasingly offering
programs to promote healthy eating
and active living. The food industry is
also beginning to recognize the need
to offer healthier choices for consumers.
Many manufacturers, including mem-
bers of the Healthy Weight Commit-
ment Foundation, 11 are lowering the
salt, fat, and calorie content of proc-
essed foods such as soups. Restaurants
are adding healthier menu options that
go beyond salads. For example, the 140
companies that are participating in the
National Restaurant Association ’s Kids
LiveWell program offer children ’s menu
items that meet nutritional guidelines. 12

These efforts across sectors are both
early signs of change and potential mod-
els for accelerated progress.

Conclusion
Changes to US food and farm policy
alone cannot solve America ’s obesity cri-
sis. But the scale and long-term implica-
tions of that crisis also mean that the
nation cannot afford to forgo any oppor-
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tunity to address it. The current debate
over the farm bill is one of those oppor-
tunities: a critical moment when we can
ensure that improvements to our na-
tion ’s physical and fiscal health go hand
in hand with meaningful reform in food
and farm policy. �

Dan Glickman(dglickman@bipartisanpolicy.org),
formerly a US representative from Kansas, served
as US secretary of agriculture from 1995 to 2001
and as chair and CEO of the Motion Picture
Association of America from 2004 to 2010.Ann M.
Venemanserved as US secretary of agriculture
from 2001 to 2005 and as executive director of
UNICEF from 2005 to 2010. With former health and
human services secretaries Mike Leavitt and Donna
E. Shalala, they cochair the Nutrition and Physical
Activity Initiative of the Bipartisan Policy Center, in
Washington, D.C.
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Michigan Health Endowment Fund
Listening Tour

DRAFT AGENDA
July 21, 2014

1:00PM –3:00PM
Kellogg Center, Michigan State University

East Lansing, Michigan

1:00PM W elcom e and overview ofthe M H E F
Rob Fowler, Board Chairperson, Michigan Health Endowment Fund

1:15 D iscu ss ion ofP riority H ealthIssu es

Participants will be asked to review and provide comments on a list of issues that have
been identified through community health needs assessments completed in the region.

1. What “jumps out” to you in this list of priority health issues?Are these the issues
that you think are most important? Is there anything missing?

2. Which issues do you think are most important for the health and wellness of
children and why? What are some of the factors contributing to these issues?

3. Which issues do you think are most important for the health and wellness of
seniors and why? What are some of the factors contributing to these issues?

1:30 D iscu ss ion ofC hallenges

Participants will be asked to describe the challenges facing their community in
addressing priority health issues.

4. Given the issues that you have identified, what barriers are preventing people from
achieving good health? As you answer this question, please think about children,
the elderly, and minority populations in particular.

1:50 D iscu ss ion ofInnovative and P rom is ingA pproaches

Participants will be asked what is working well in their community to address the
issues they have identified. As they answer the following questions, participants
will be asked todescribe how people and organizations are working collaboratively;
what outcomes or benefits are being achieved; and how quality and cost are being
affected.

5. What is working well to address the health and well-being of children? What
innovative and promising approaches are underway?

6. What is working well to address the health and well-being of seniors? What
innovative and promising approaches are underway?
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2:40 SpecialT opics

Priority areas for the Michigan Health Endowment Fund include infant
mortality, wellness and fitness programs, access to healthy food, technology
enhancements, health-related transportation needs, and foodborne illness
prevention. Participants will be asked to describe special challenges or
innovative and promising approaches related to these areas that have not been
covered in the discussion.

2:50 A d d itionalC om m ents and C onclu d ingR em arks

MHEF board members may use this time to ask for additional comments and clarification
from participants, and will describe next steps.

3:00 A d jou rn

59



Michigan Health Endowment Fund: Listening Tour Announcement 

In 2013, the Michigan Health Endowment Fund was created through passage of Public Act 4 of 2013, 
which authorized certain changes to how Blue Cross Blue Shield of Michigan (BCBSM) operates in the 
state. The law required the Michigan Health Endowment Fund to be established as a separate, non-
profit corporation, and directed BCBSM to contribute up to $1.56 billion to the fund over a period of 18 
years. 

�d�Z�����(�µ�v���[�•���‰�µ�Œ�‰�}�•�����]�•���š�}�������v���(�]�š���š�Z�����Z�����o�š�Z�����v�����Á���o�o�v���•�•���}�(���D�]���Z�]�P���v���Œ���•�]�����v�š�•���Á�]�š�Z���•�]�P�v�]�(�]�����v�š���(�}���µ�•���}�v��
children and seniors throughout the state. Priority areas include infant mortality, wellness and fitness 
programs, access to healthy food, technology enhancements, health-related transportation needs, and 
foodborne illness prevention. 

The Michigan Health Endowment Fund board is organizing operations and will be developing a granting 
strategy in the near future. Meanwhile, board members are conducting a listening tour to gain a deeper 
understanding of the health issues confronting Michigan residents, and to familiarize the public with the 
Michigan Health Endowment Fund. General information about the listening tour is provided below: 

Number of sessions:  Six 

Frequency:   About monthly 

First session:  July 21, 2014 
   1:00 PM to 3:00 PM 
   Kellogg Center 
   East Lansing 

Remaining sessions:  Locations to be determined in the Upper Peninsula, northern Lower 
Peninsula, west Michigan, east Michigan, and southeast Michigan 

Invitees:   General public and representatives of health-related organizations 

Format:  Presentation by the Michigan Health Endowment Fund board 
chairperson, followed by facilitated discussion in response to structured 
questions 

The listening tour sessions will be an opportunity for participants to respond to questions about health 
concerns in their community, the barriers preventing people from achieving good health, and 
approaches that are working well to improve the health and well-being of children and the elderly. 
Requests for funding are not being accepted at this time. 

Individuals may register for the session on July 21 by following this link. The agenda for the listening 
tour sessions, and information and registration instructions for the five remaining sessions will be 
posted on the Michigan Health Endowment Fund website as soon as dates and locations are confirmed. 

We look forward to seeing and hearing from you at one of the Michigan Health Endowment Fund 
listening tour sessions this year. 
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Michigan Health Endowment Fund
DRAFT Listening Tour Announcement Distribution List

An announcement of the Listening Tour will be sent by the MHEF directly to the following
associations/organizations. These organizations will be asked to distribute the notice using their
membership or mailing lists.

Possible Host Organizations to Receive Listening Tour Announcement*

Area Agencies on Aging Association of Michigan

�y Council of Michigan Foundations

Health Care Association of Michigan

Hospice and Palliative Care Association of Michigan

LeadingAge Michigan

Mental Health Association in Michigan

Michigan Association for Local Public Health

Michigan Association of Community Mental Health Boards

Michigan Association of Health Plans

�y Michigan Association of United Ways

Michigan Coalition for Children and Families

Michigan Council for Maternal and Child Health

Michigan Health & Hospital Association

Michigan Home Health Association

Michigan League for Public Policy

Michigan Primary Care Association

�y Michigan Recreation and Parks Association

NAMI Michigan (National Alliance on Mental Illness)

�y�� State Alliance of Michigan YMCAs

*Note: This list does not include state departments or offices (e.g., MDCH Maternal and Child Health
Division, Office of Services to the Aging, Office of Great Start) or professional associations (e.g., MSMS,
MOA, MNA). State departments and/or offices could be asked to share their mailing lists with the MHEF
so that the notice can be distributed more broadly but still come directly from the MHEF.
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W illisTowe r �’233 South W a c ke rDrive ,84 th Floor,Chic a go,IL60606 �’312-986-1166

www.kittle m a n.ne t

J u ly 10, 2014

To:Lynn A le xand e r
M ichae lW illiam s

From :R ick K ing

R e :P rogre s s on C EO Se archP roce s s

M u ch has be e n accom plis he d s ince ou r las t progre s s re port which inclu d e d the
official lau nch of the s e arch on J u ly 1. Followingthe approvalof the P os ition
Gu id e by the B oard at its J u ne m e e ting, annou nce m e nts we re pre pare d for
d is tribu tion via pos ting s ite s at the C ou ncil on Fou nd ations , C hronical of
P hilanthropy, M ichigan C ou ncilofFou nd ations , Grantm ake rs in H e alth, C hronicle
ofH ighe r Ed u cation and the A m e rican P u blicH e alth A s s ociation, to nam e fe w.
The s e s ou rce s we re s e le cte d bas e d on the profe s s ional orie ntation of the ir
m e m be rs and the re fore the like lihood that cand id ate s m ay be re fe rre d or
nom inate d from s u chs ou rce s .

The re cru itm e nt s trate gy als o inclu d e s an ou tre ach cam paign d e s igne d to
com m u nicate d ire ctly with he alth and he althcare re late d e ntitie s in M ichigan
inclu d ing profe s s ional as s ociations , u nive rs itie s , pu blic s e ctor le ad e rs ,
fou nd ations and he alth s e rvice s provid e rs . A s of this d ate , we have cond u cte d
phone conve rs ations with the followingind ivid u als (lis te d accord ingto d ate of
contact):

�x GailH aine s , C om m itte e C hair -H ou s e of R e pre s e ntative s H e alth P olicy
C ou ncil

�x K im Sibils ky, C hie fExe cu tive O ffice r– M ichigan P rim ary C are A s s ociation

�x D ou glas L. Strong, C EO , U nive rs ity of M ichigan H os pitals and H e alth
C e nte rs

�x A m y Zaagm an, Exe cu tive D ire ctor – M ichigan C ou ncil for M ate rnaland
C hild H e alth

�x M arianne U d ow-P hilips , D ire ctor – C e nte r for H e althcare R e s e arch and
Trans form ation, U nive rs ity ofM ichigan

�x EviliaJ ankows ki, P re s id e nt Ele ct – M ichigan A s s ociation ofSchoolN u rs e s
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�x M ary A blan, D ire ctor– A re aA ge ncie s on A gingA s s ociation ofM ichigan

�x Ste phanie M oore , P re s id e nt – M ichigan A s s ociation ofSe niorC e nte rs

�x D e braM cGu ire , C EO – M ichigan A cad e m y ofFam ily P ractice

�x D onaW is hart, P re s id e nt – M ichigan D ire ctors ofSe rvice s to the A ging

�x D r. M iche lle Tibe ria, P re s id e nt – M ichigan A cad e m y ofP e d iatricD e ntis try

�x M ike D e Grow, Exe cu tive D ire ctor, M ichigan A cad e m y of P hys ician
A s s is tants

In ad d ition to re ce ivingthe ir inpu t on alltype s ofhe althis s u e s re late d to child re n
and s e niors , the participants have als o offe re d the nam e s of le ad e rs in the ir
s e ctor, e ithe r as pote ntialcand id ate s or as ad d itionals ou rce s for u s to contact.
W e are followingallle ad s in that re gard .

Finally, the s e archbe nchm ark cale nd arwas com ple te d afte rthe B oard confirm e d
its fu tu re m e e tingd ate s in J u ne . The attache d cale nd ar illu s trate s the e ffort to
s ynchroniz e the ke y m ile s tone s of the s e arch and s e le ction proce s s , inclu d ing
inte rvie wing cand id ate s , arou nd the d ate s of the s e fu tu re B oard m e e tings .
D e pe nd ingon the d ate s and locations ofthe planne d Lis te ningTou rs tops in the
m onths ofSe pte m be rand O ctobe r, the fle xibility to arrange cand id ate inte rvie ws
at thos e tim e s m ight he lpu s ke e pon s che d u le .

M ore s pe cificinform ation on this will be pre s e nte d at the A u gu s t 18 B oard
m e e ting.

R M K
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&
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Progress
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Candidate
Interviews
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Final
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Final
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and
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Checks
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Offer,

Closure and
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Description Percentage

Fidelity MMKT 851,754.05$ 1%

Commercial Paper 49,978,685.00$ 56%

Corporate Bonds 38,611,071.08$ 43%

Government Agency Debt -$ 0%

Government Agency MBS -$ 0%

Corp. Structured Notes -$ 0%

Total 89,441,510.13$ 100%

0.42%

0.31

Description Percentage

Daily 851,754.05$ 1%

1 - 3 Months 41,819,261.50$ 46%

4 - 6 Months 21,740,428.13$ 24%

7 - 9 Months 10,794,146.25$ 12%

10 - 12 Months 8,283,878.13$ 9%

12 - 16 Months 7,023,648.13$ 8%

16+ Months -$ 0%

Total 90,513,116.19$ 100%

Maturity Schedule

Description

Summary of Investments

Fixed Income Diversification

Portfolio Analysis

Weighted Average Yield

Weighted Average Life in Years / Duration

MI Health Endowment Fund 7-10-2014

56%

43%

0%

Fixed Income Diversification

Fidelity MMKT

Commercial Paper

Corporate Bonds

Government Agency Debt

Government Agency MBS

Corp. Structured Notes

$-

$5,000,000.00

$10,000,000.00

$15,000,000.00

$20,000,000.00

$25,000,000.00

$30,000,000.00

$35,000,000.00

$40,000,000.00

$45,000,000.00

Daily 1 - 3
Months

4 - 6
Months

7 - 9
Months

10 - 12
Months

12 - 16
Months

16+
Months
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Security ID Description Credit Rating Maturity Maturity Mths Yield to Call Yield Purhcase Price Maturity Value Market Value Principal Cost $ Gain/Loss Acrd Int Paid Settlement

Cash / Cash Equivalents
Fidelity Prime AAA Daily 0.03 0.10% 0.10% 100.000$ 851,754.05$ 851,754.05$ 851,754.05$ -$ -$ Daily

Total 851,754.05$ 851,754.05$ 851,754.05$ -$ -$

Commercial Paper
AON CORPORATION DISC COMML PAPER 8/18/2014 1.00 0.24% 0.24% 99.970$ 5,000,000.00$ 4,998,650.00$ 4,998,600.00$ 50.00$ -$ 7/7/2014

CBS CORP DISC COMML PAPER 7/18/2014 0.25 0.22% 0.22% 99.980$ 5,000,000.00$ 4,999,745.00$ 4,999,144.44$ 600.56$ -$ 6/20/2014
DISCOVERY COM LLC DISC COMML PAPER 9/8/2014 2.00 0.28% 0.28% 99.950$ 5,000,000.00$ 4,997,700.00$ 4,997,588.89$ 111.11$ -$ 7/8/2014

HARLEY DAVIDSON FINL DISC COMML PAPER 9/8/2014 2.00 0.20% 0.20% 99.960$ 5,000,000.00$ 4,997,700.00$ 4,998,277.78$ (577.78)$ -$ 7/8/2014
HASBRO INC DISC COMML PAPER 9/18/2014 2.00 0.24% 0.24% 99.950$ 5,000,000.00$ 4,997,265.00$ 4,997,566.67$ (301.67)$ -$ 7/7/2014

HITACHI CAP AMER DISC COMML PAPER 7/11/2014 0.25 0.24% 0.24% 99.860$ 5,000,000.00$ 4,999,940.00$ 4,999,300.00$ 640.00$ -$ 6/20/2014
SANTANDER CP DISC COMML PAPER 10/21/2014 3.00 0.40% 0.40% 99.860$ 5,000,000.00$ 4,995,255.00$ 4,993,333.33$ 1,921.67$ -$ 6/23/2014

SUNCORP MTWY LTD DISC COMML PAPER 11/5/2014 4.00 0.28% 0.28% 99.890$ 5,000,000.00$ 4,996,215.00$ 4,994,750.00$ 1,465.00$ -$ 6/23/2014
TIME WARNER CBL DISC COMML PAPER 8/4/2014 1.00 0.23% 0.23% 99.980$ 5,000,000.00$ 4,999,180.00$ 4,999,105.56$ 74.44$ -$ 7/7/2014

WELLPOINT INC DISC COMML PAPER 10/1/2014 3.00 0.18% 0.18% 99.950$ 5,000,000.00$ 4,997,035.00$ 4,997,850.00$ (815.00)$ -$ 7/7/2014
-$ -$

Total 50,000,000.00$ 49,978,685.00$ 49,975,516.67$ 3,168.33$ -$

Corporate Bonds
AMERICAN INTL GROUP INC 2.37500% 8/24/2015 2.00 0.79% 0.79% 101.833$ 1,000,000.00$ 1,016,710.00$ 1,017,675.65$ (965.65)$ 7,982.64$ 6/25/2014

BNP PARIBAS US MEDIUM TERM NT 5.12500% 1/15/2015 6.00 0.66% 0.66% 102.470$ 500,000.00$ 510,100.00$ 511,428.71$ (1,328.71)$ 11,388.89$ 6/25/2014
BLOCK FINL CORP SR GLBL NT 5.12500% 10/30/2014 3.00 0.61% 0.61% 101.550$ 1,000,000.00$ 1,010,430.00$ 1,013,749.96$ (3,319.96)$ 7,972.22$ 6/26/2014
DEUTSCHE BK FINL LLC MTN 5.37500% 3/2/2015 9.00 0.70% 0.70% 103.100$ 1,500,000.00$ 1,543,935.00$ 1,544,908.02$ (973.02)$ 29,114.58$ 7/1/2014

DUKE CAPITAL LLC NOTES 5.668% 8/15/2014 1.00 0.57% 0.57% 100.776$ 2,500,000.00$ 2,512,200.00$ 2,512,345.36$ (145.36)$ 49,201.39$ 6/20/2014
DUN & BRADSTREET CORP DEL NEW 2.87500% 11/15/2015 4.00 0.85% 0.85% 102.791$ 3,300,000.00$ 3,386,163.00$ 3,389,350.70$ (3,187.70)$ 10,541.67$ 6/25/2014

ENERGY TRANSFER PRTNRS L P 5.95000% 2/1/2015 7.00 0.68% 0.68% 103.064$ 2,854,000.00$ 2,935,281.92$ 2,937,700.69$ (2,418.77)$ 70,755.42$ 7/1/2014
FORD MOTOR CREDIT CO LLC 12.00000% 5/15/2015 11.00 0.67% 0.67% 109.835$ 1,130,000.00$ 1,237,259.60$ 1,237,954.68$ (695.08)$ 17,326.67$ 7/1/2014
FORD MOTOR CREDIT CO LLC 2.75000% 5/15/2015 11.00 0.64% 0.64% 101.829$ 1,100,000.00$ 1,119,635.00$ 1,119,543.14$ 91.86$ 3,865.28$ 7/1/2014
GOLDMAN SACHS GROUP INC 5.12500% 1/15/2015 6.00 0.62% 0.62% 102.410$ 1,500,000.00$ 1,535,265.00$ 1,534,587.78$ 677.22$ 35,447.92$ 7/1/2014

MERRILL LYNCH CO INC MTN BE 5.45000% 7/15/2014 0.25 0.43% 0.43% 100.348$ 2,600,000.00$ 2,601,859.00$ 2,601,809.58$ 49.42$ 61,009.72$ 6/20/2014
MERRILL LYNCH CO INC MTN BE 5.00000% 1/15/2015 6.00 0.60% 0.60% 102.360$ 1,596,000.00$ 1,632,851.64$ 1,631,971.51$ 880.13$ 36,796.67$ 7/1/2014

NEWELL RUBBERMAID INC 2.00000% 6/15/2015 12.00 0.59% 0.59% 101.367$ 3,000,000.00$ 3,038,460.00$ 3,039,254.94$ (794.94)$ 1,666.67$ 6/25/2014
PENSKE TRUCK LEASING CO L P 3.12500% 5/11/2015 11.00 0.60% 0.60% 102.220$ 2,849,000.00$ 2,907,746.38$ 2,908,892.01$ (1,145.63)$ 10,386.98$ 6/23/2014
PRUDENTIAL COVERED TRUST 2.99700% 9/30/2015 15.00 0.73% 0.73% 102.630$ 3,000,000.00$ 2,461,056.00$ 2,463,240.00$ (2,184.00)$ 16,983.00$ 6/25/2014

QWEST CORP SR GLBL NT 7.50000% 10/1/2014 3.00 0.65% 0.65% 101.858$ 2,378,000.00$ 2,413,503.54$ 2,414,518.75$ (1,015.21)$ 40,624.17$ 6/23/2014
STRUCT REP ASSET BKD NOTES SER GECC 9/15/2014 2.00 0.88% 0.88% 100.550$ 750,000.00$ 746,400.00$ 754,125.00$ (7,725.00)$ -$ 6/23/2014

TIMKEN CO MAKE WHOLE 06.00000% 9/15/2014 2.00 0.61% 0.61% 101.267$ 1,955,000.00$ 1,971,813.00$ 1,973,941.63$ (2,128.63)$ 30,954.17$ 6/20/2014
XSTRATA FINANCE CANADA LIMITED NOTE 02.85000% 11/10/2014 4.00 0.70% 0.70% 100.797$ 3,000,000.00$ 3,016,152.00$ 3,023,917.55$ (7,765.55)$ 10,925.00$ 6/26/2014

ZIONS BANCORPORATION SR GLBL NT 7.75000% 9/23/2014 2.00 0.51% 0.51% 101.720$ 1,000,000.00$ 1,014,250.00$ 1,014,633.88$ (383.88)$ 20,236.11$ 6/27/2014

Total 38,512,000.00$ 38,611,071.08$ 38,645,549.54$ (34,478.46)$ 473,179.17$

Corp. Structured Notes
-$
-$

Total -$ -$ -$ -$ -$

Portfolio Totals: 89,363,754.05$ 89,441,510.13$ 89,472,820.26$ (31,310.13)$ 473,179.17$

MI Health Endowment Fund 7-10-2014
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Cash Flow AON CORPORATION CBS CORP DISCOVERY COM HARLEY DAVIDSON FINL HASBRO INC HITACHI CAP AMER SANTANDERSUNCORP TIME WARNER WELLPOINT AIG BNP BLOCK DB DUKE DNB ETP F
Payment 1,000,000$ 500,000$ 1,000,000$ 1,500,000$ 2,500,000$ 3,300,000$ 2,854,000$ 1,130,000$
Month 03739PHJ8 026874CV7 05566GAA7 093662AC8 2515E0AA7 26439VAB3 26483EAE0 29273RAB5 345397VH3

7/2014 5,000,000.00$ 5,000,000.00$ 12,812.50$
8/2014 5,000,000.00$ 5,000,000.00$ 11,875.00$ 40,312.50$ 67,187.50$ 84,906.50$
9/2014 5,000,000.00$ 5,000,000.00$ 5,000,000.00$
10/2014 5,000,000.00$ 5,000,000.00$ 1,025,625.00$
11/2014 5,000,000.00$ 47,437.50$ 67,800.00$
12/2014
1/2015 512,812.50$
2/2015 11,875.00$ 2,938,906.50$
3/2015 1,542,776.04$ 2,571,293.40$
4/2015
5/2015 47,437.50$ 1,197,800.00$
6/2015
7/2015
8/2015 1,011,875.00$
9/2015
10/2015
11/2015 3,347,437.50$
12/2015
1/2016
2/2016
3/2016
4/2016
5/2016
6/2016
7/2016
8/2016
9/2016
10/2016
11/2016
12/2016
1/2017
2/2017
3/2017
4/2017
Total 5,000,000.00$ 5,000,000.00$ 5,000,000.00$ 5,000,000.00$ 5,000,000.00$ 5,000,000.00$ 5,000,000.00$ 5,000,000.00$ 5,000,000.00$ 5,000,000.00$ 1,035,625.00$ 525,625.00$ 1,025,625.00$ 1,583,088.54$ 2,638,480.90$ 3,442,312.50$ 3,023,813.00$ 1,265,600.00$
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F GS BAC BAC NWL PENSKE PRU QWEST GE - STRATS TKR XTRA ZIONS Cash Flow
1,100,000$ 1,500,000$ 2,600,000$ 1,596,000$ 3,000,000$ 2,849,000$ 3,000,000$ 2,378,000$ 750,000$ 1,955,000$ 3,000,000$ TOTAL Payment

345397WC3 38141GEA8 59018YTZ4 59018YUW9 651229AL0 709599AC8 74432NAA0 Month

38,437.50$ 2,670,850.00$ 39,900.00$ 1,875.00$ 12,763,875.00$ 7/2014
1,875.00$ 10,206,156.50$ 8/2014

44,955.00$ 751,875.00$ 2,013,650.00$ 1,038,750.00$ 18,849,230.00$ 9/2014 1 - 3 Months 41,819,261.50$
2,467,175.00$ 13,492,800.00$ 10/2014 4 - 6 Months 21,740,428.13$

15,125.00$ 44,515.63$ 3,042,750.00$ 8,217,628.13$ 11/2014 7 - 9 Months 10,794,146.25$
30,000.00$ 30,000.00$ 12/2014 10 - 12 Months 8,283,878.13$

1,538,437.50$ 1,635,900.00$ 3,687,150.00$ 1/2015 12 - 16 Months 7,023,648.13$
2,950,781.50$ 2/2015 2 - 3 Years -$

42,145.31$ 4,156,214.75$ 3/2015 Total 89,661,362.14$
-$ 4/2015

1,115,125.00$ 2,893,515.63$ 5,253,878.13$ 5/2015
3,030,000.00$ 3,030,000.00$ 6/2015

-$ 7/2015
1,011,875.00$ 8/2015

2,664,335.63$ 2,664,335.63$ 9/2015
-$ 10/2015

3,347,437.50$ 11/2015
-$ 12/2015
-$ 1/2016
-$ 2/2016
-$ 3/2016
-$ 4/2016
-$ 5/2016
-$ 6/2016
-$ 7/2016
-$ 8/2016
-$ 9/2016
-$ 10/2016
-$ 11/2016
-$ 12/2016
-$ 1/2017
-$ 2/2017
-$ 3/2017
-$ 4/2017

1,130,250.00$ 1,576,875.00$ 2,670,850.00$ 1,675,800.00$ 3,060,000.00$ 2,938,031.26$ 2,751,435.94$ 2,467,175.00$ 755,625.00$ 2,013,650.00$ 3,042,750.00$ 1,038,750.00$ 89,661,362.14$
89,661,362.14$
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Account Details  

06/01/2014 through  07/11/2014 

Account Number - Name Account Type  Current Balance  Available Balance  

XXXXXXXXXX - BUS CASH MAN 1  BUS CASH MAN 1  10,021,581.40  10,021,581.40 

Date 
Transaction  

Debit  Credit  Balance  
Description  

 06/16/2014 
 ENCODING ERROR 6-13-14 

 39,989,314.23    10,019,333.30 
  

 06/23/2014 
 AC-DLX For Business-BUS PROD 

 164.80    10,019,168.50 
  

 06/30/2014 
 Business Paper Statement Fee 

   3.00  10,019,171.50 
  

 06/30/2014 
 PAPER STATEMENT FEE 

 3.00    10,019,168.50 
  

 06/30/2014 
 SERVICE CHG JUNE ACTIVITY 

 7.00    10,019,161.50 
  

 06/30/2014 
 INTEREST PAYMENT 

   2,466.90  10,021,628.40 
  

 06/30/2014 
 CYCLE SERVICE CHARGE 

 50.00    10,021,578.40 
  

 07/01/2014 
 Business Paper Statement Fee 

   3.00  10,021,581.40 
  

 

 
 

Account Details  

06/01/2014 through  07/11/2014 

Account Number - Name Account Type  Current Balance  Available Balance  

XXXXXXXXXX - JUMBO CERT ACT/ACT  JUMBO CERT ACT/ACT  0.00  0.00 

Date 
Transaction  

Debit  Credit  Balance  
Description  

 06/04/2014 
 INTEREST PAYMENT 

   959.07  50,009,726.68 
  

 06/11/2014 
 INTEREST PAYMENT 

   959.09  50,010,685.77 
  

 06/13/2014 
 PENALTY FREE WITHDRAWAL 

 50,010,685.77    0.00 
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Willis Tower�’233 South Wacker Drive, 84th Floor, Chicago, IL 60606�’312-986-1166

www.kittlemanseach.com

DRAFT: 7/9/14

POSITION GUIDE

ORGANIZATION: MICHIGAN HEALTH ENDOWMENT FUND

POSITION: Chief Finance Officer

REPORTS TO: President & CEO

LOCATION: Lansing, Michigan

MISSION STATEMENT

The mission of the Michigan Health Endowment Fund is to improve the health of
Michigan residents and reduce the cost of healthcare, with special emphasis on
the health and wellness of children and seniors.

ABOUT THE FUND

Created in 2013, the Michigan Health Endowment Fund (MHEF) is a grant
making foundation established as a result of the passage of Public Act 4 and
Public Act 5 of 2013 that allowed Blue Cross Blue Shield of Michigan to operate
as a nonprofit mutual insurance company. Over the next 18 years it will
contribute $1.56 billion to MHEF. The first payment of $100 million was made on
April 1, 2014.

MHEF operates as a separate entity from state government as a tax-exempt
organization under Section 501 (c)(3) of Internal Revenue Code and classified as
a Type I Supporting Organization. Its purpose is to support efforts to improve the
quality of health care while reducing costs and to benefit the health and wellness
of Michiganders through funding programs for children and seniors throughout
the State.

The focus of its grant making activities is on infant mortality, health services for
foster and adopted children, wellness and fitness programs, access to healthy
food, access to mental health services, technology enhancements, health-related
transportation needs and foodborne illness prevention. In addition, beginning in
2016, the Fund is required to implement a program to subsidize the cost of
individual Medicare supplemental, or “Medigap” coverage to help senior citizens
who demonstrate financial need.
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POSITION SUMMARY

Reporting to the President & CEO, the Chief Financial Officer (CFO) establishes
and maintains the financial, accounting and investment activities of MHEF
according to the policies and procedures developed for and approved by the
Board of Directors. The position serves as the key staff liaison to the Finance
Committee of the Board of Directors. Specific responsibilities include:

Leadership:

�x Serve as the principle MHEF contact for all financial and investment
related inquiries from Board members, grantees, audit firms, technology
consultants, investment managers, banking officials and other external
vendors and external parties.

�x Create, administer and continuously evaluate policies and procedures for
managing the financial, investment and regulatory activities of MHEF.

�x Serve as liaison with MHEF’s auditor by preparing all required financial
records and letters for the audit.

�x Attend Board meetings and Board committee meetings as appropriate

�x Prepare all necessary and requested financial reports for the
President/CEO, Board of Directors, Finance Committee, special projects
and other reporting requests as appropriate.

Investment:

�x Monitor endowment investment performance; manage short-term and
long-term objectives of the investment portfolio; monitor trading and
rebalance investments as directed by policy and recommend adjustments
as appropriate.

�x Ensure the continuing financial strength of MHEF by advising the Board
on investment matters such as asset allocation strategies and outside
manager selection.

Operations/Finance:

�x Work with the President & CEO to project and prepare the annual
operating and grants budgets for recommendation to the Board of
Directors.

�x Establish and oversee payroll, payroll taxes and reports; administer
employee benefits including retirement plan(s), health, dental and
insurance plan(s), and third party administrators.
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�x Prepare quarterly financial and investment reports; oversee maintenance
of general ledger and monthly journal entries; insure proper recordation
of all transactions; complete transfers between cash and investment
accounts; issue administrative and grant checks.

�x Serve as the technology liaison to ensure the security of data at the
highest level; implement proper procedures for changes to relevant
database tools; work with technology specialists to upgrade and maintain
the network.

CANDIDATE PROFILE

We seek a finance executive whose business, nonprofit or public sector
leadership experience has included senior level responsibilities for accounting,
finance, investment and administration. The successful candidate will
understand and function effectively within a nonprofit governing structure while
providing leadership in the establishment and implementation of sound financial
and investment management practices.

This person must exhibit a background in managing complex fund accounting
and investment strategies, ideally in an organization of similar scale and mission
to MHEF. This executive will have excellent organizational and managerial skills
in building (ideally from scratch) systems and operational structures to support a
growing organization or major new initiative that is in the incubator phase.
Knowledge and utilization of the highest standards of accountability, controls,
timeliness, accuracy and reporting would be expected.

The ability to exercise good judgment and take initiative within broadly defined
guidelines, working on complex assignments where analysis of data requires
evaluation of internal and external factors, is required. The candidate must
possess excellent communications skills and the ability to speak and write in a
clear and concise manner particularly when the subject contains complex
financial data. Furthermore, he/she should demonstrate the ability to work in an
independent but participatory manner within a relatively small employee group.

A bachelor’s degree is required; a master’s degree in accounting, finance, or
business management is highly preferred. Certification as a CPA or equivalent
academic training and certification with emphasis on finance or investment
management would be a plus.

Applications and nominations are being received by Kittleman & Associates,
LLC. To apply, please send a current resume and letter of interest to

resumes@kittlemansearch.com.

For more information, please visit the Michigan Health Endowment Fund’s website at
www.healthendowmentfund.org.
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CHIEF FINANCIAL OFFICER

BENCHMARK CALENDAR

Dates JUL 15 JUL 21 JUL 31 AUG SEPT OCT 20 NOV 1 NOV 15 NOV 30 DEC 15
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Approve
Position
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Review
Meeting

Recommend
4 – 5
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Candidates
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Finalist

CEO Offer
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Acceptance
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Office
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Record
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of Offer
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PROPOSED

The Board of the

interests

competitive basi

$25 million could be

grantees,

has also adopted

With this document, the Grantmaking Committee has attempted to create a process that,

consistent with the mission, advances these dual goals in a manner than honors the Board’s

previous discussions.

two grantmaking

1. Develop a
organizations to apply for grants to improve the health of the state, and

2. Make a few pilot grants to
demonstrate the Fund’s commitment to help Michigan residents as soon as possible.

This document sets forth

both programs.

1 It bears noting that funds not granted in 2014 can, at the Board’s discretion, be placed in an expenditure account
for grantmaking in 2015 or future years. Of its current
permanent endowment.

PROPOSED
Report of the Grantmaking Committee

Board of the Michigan Health Endowment Fund has

in conducting significant grantmaking in 2014 and in doing g

competitive basis, open to many organizations.

million could be

grantees, with the balance of $15 million

adopted a formal mission statement

With this document, the Grantmaking Committee has attempted to create a process that,

consistent with the mission, advances these dual goals in a manner than honors the Board’s

previous discussions.

grantmaking paths

Develop a competitive
organizations to apply for grants to improve the health of the state, and

Make a few pilot grants to
demonstrate the Fund’s commitment to help Michigan residents as soon as possible.

This document sets forth

both programs.

It bears noting that funds not granted in 2014 can, at the Board’s discretion, be placed in an expenditure account
for grantmaking in 2015 or future years. Of its current
permanent endowment.

PROPOSED 2014 GRANTMAKING PLAN
Report of the Grantmaking Committee

(

Michigan Health Endowment Fund has

in conducting significant grantmaking in 2014 and in doing g

s, open to many organizations.

million could be made available for

with the balance of $15 million

a formal mission statement

With this document, the Grantmaking Committee has attempted to create a process that,

consistent with the mission, advances these dual goals in a manner than honors the Board’s

previous discussions. To do so, the

paths:

competitive grantmaking strategy that will allow a large number of Michigan
organizations to apply for grants to improve the health of the state, and

Make a few pilot grants to
demonstrate the Fund’s commitment to help Michigan residents as soon as possible.

This document sets forth the Grantmaking Committee’s recommended

It bears noting that funds not granted in 2014 can, at the Board’s discretion, be placed in an expenditure account
for grantmaking in 2015 or future years. Of its current

2014 GRANTMAKING PLAN
Report of the Grantmaking Committee

(Revised Draft

Michigan Health Endowment Fund has

in conducting significant grantmaking in 2014 and in doing g

s, open to many organizations.

available for current

with the balance of $15 million used for individual grantmaking in 2015

a formal mission statement

With this document, the Grantmaking Committee has attempted to create a process that,

consistent with the mission, advances these dual goals in a manner than honors the Board’s

the Committee

grantmaking strategy that will allow a large number of Michigan
organizations to apply for grants to improve the health of the state, and

Make a few pilot grants to a small number of statewide
demonstrate the Fund’s commitment to help Michigan residents as soon as possible.

the Grantmaking Committee’s recommended

It bears noting that funds not granted in 2014 can, at the Board’s discretion, be placed in an expenditure account
for grantmaking in 2015 or future years. Of its current

2014 GRANTMAKING PLAN
Report of the Grantmaking Committee

Draft —July 10

Michigan Health Endowment Fund has

in conducting significant grantmaking in 2014 and in doing g

s, open to many organizations. During its May meeting, t

current-year grantmaking

used for individual grantmaking in 2015

that must guide all of its grantmaking activities.

With this document, the Grantmaking Committee has attempted to create a process that,

consistent with the mission, advances these dual goals in a manner than honors the Board’s

ommittee proposes

grantmaking strategy that will allow a large number of Michigan
organizations to apply for grants to improve the health of the state, and

a small number of statewide
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I. DEVELOP COMPETITIVE GRANTMAKING STRATEGIES FOR OPEN

APPLICATION PROCESS

Now that the Board has approved a mission statement, the Grantmaking Committee has begun to

develop the appropriate grantmaking strategies to implement the Fund’s mission. This process

will take some months of work and, depending on the Committee’s interest, will involve the

creation of a number of separate strategies. For example, the Committee may wish to implement

separate strategies for improving the health of children and improving the health of seniors.

Within each strategy, the size of grants might vary widely, possibly between $100,000 and $5

million, with terms from one to three years depending on the nature of the project and its

intended outcomes.

The Grantmaking Committee began this process at its July 7 meeting by discussing the nature of

the grantmaking strategy and the appropriate process required when building a grantmaking

strategy for an open competitive grantmaking program. This process will continue at the

committee’s August meeting.

The goal of this effort will be the development of a few grantmaking strategies that will be open

to applications from a wide variety of Michigan organizations on a competitive basis.

SCHEDULE

The entire process will likely take three to six months depending upon the availability of

Committee members and the other work of the Committee. If all goes well, the first strategy

might be complete by the end of the year so that grantmaking can begin in the spring of 2015.

II. PILOT GRANTS IN 2014

The Grantmaking Committee proposes a process to award a few pilot grants in 2014 that will

achieve the strategic goals of 1) demonstrating the Fund’s impact in 2014 and 2) allowing the

Fund to learn more about the health needs of the state. The Grantmaking Committee proposes

that this pilot grantmaking program have the following components:

Timing: Grants will be awarded before the end of 2014.

Amount: The initial budget for the program is $25 million.

Mission: Grants will be made for projects that clearly fall within the Fund’s approved

mission.
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Geography: The impact of the grants will have widespread impact throughout the state.

Existing Channels: As approved by the Board of Directors in May, grants will be

awarded to a small number of existing statewide organizations that have local branches or

affiliates.

Re-granting: If possible, the Board wishes to avoid situations where a grantee would

conduct a re-granting process to distribute funds to its local branches or affiliates.

Working with staff, the Grantmaking Committee proposes to seek out a small group of

organizations to submit applications. The invited organizations must:

�x Have a previous history of exceptional achievement in the area of health.

�x Have local affiliates or branches that allow widespread, statewide impact.

�x Have the capacity and infrastructure to manage a large-scale, innovative statewide
project.

�x Demonstrate financial stability and the ability to comply with the financial reporting
requirements.

Further, the Grantmaking Committee proposes to use the following criteria in assessing the

merits of the submitted applications:

Impact: The proposed project must have meaningful, measurable, statewide impact.

Issues: The project must address key issues that are central to the Fund: youth, seniors,

health care cost(s), accessibility, etc.

Innovation and Transformation: The proposed project must implement the latest thinking

on health issues and could lead to significant systems improvement.

Learning: The proposed project must be measurable and provide an opportunity to add to

knowledge about how to address health needs of the state, particularly challenges that

children and seniors face related to health and the organizations that serve them.
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PARAMETERS

The Grantmaking Committee proposes to award approximately six pilot grants to statewide

organizations that, taken together, could address a broad range of opportunities relevant to its

mission. These organizations will likely be statewide nonprofits with local members, chapters,

or affiliates.

Grant Size: The Board has tentatively budgeted $25 million for this effort.

Potential grantees: Approximately 6 organizations

Grant range: $3 million to $5 million

Average grant: $4 million

Number of grants: If 6 x $4m = $24m

Amount per affiliate: If 20 affiliates, and $4m grant, then
avg. $200,000 each

Grant Length: One to three years, depending on how well projects are developed at the

time of application, unforeseen policy changes, etc.

Grant Requirements: The Fund’s legal counsel will develop an appropriate grant contract

to ensure that all the appropriate requirements are in place. At a minimum, each grantee

will be required to have accounting procedures to track the use of the grant dollars and to

provide thorough annual and final reports on the progress and success of the funded

project. In addition, the Fund will require each grantee to provide a financial report on

how the funds were spent and to declare that all of the funds were spent for charitable

purposes and for their intended outcome.
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SCHEDULE

The proposed schedule for the 2014 pilot grants process is listed below. Key Board actions are

in bold.

Task Deadline

Board adopts mission statement June [Done]

Grant Committee has first meeting; reviews plan July [Done]

Board approves revised plan for its 2014 grantmaking July 21

Staff works to identify potential grantees, meetings occur July

Staff reports to Grantmaking Committee on results of meetings Aug. 5

Invitation for applications is provided to select groups Aug. 5

Organizations submit applications for approved projects Sept. 5

Staff reviews applications and conducts due diligence September

Grantmaking Committee meets to review applications October

Board reviews and approves Grantmaking Committee recommendations Oct/Nov
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June Board meeting – June 16, 2014

�x Non-Board Members to Committees in Non-Voting Capacity
�x Spending and Endowment Fund Policy
�x Revised position descriptions for Board members and officers
�x CEO Position Description
�x Learning Plan
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Public Policy Associates, Incorporated Public policy research, development, and evaluation
119 Pere Marquette Drive Phone: (517) 485-4477 E-mail: ppa@publicpolicy.com
Lansing, MI 48912-1231 Fax: (517) 485-4488 http://www.publicpolicy.com

–Michigan Health Endowment Fund–

Board Meeting
July 21, 2014

Attendee Feedback

1. Are you a member of the MHEF Board? _____Yes _____No

2. Using the scale provided, please rate your agreement or disagreement with each of the following
statements. For each statement, please circle one number.

Disagree
strongly

Agree
strongly

a. The meeting topics were the right ones to discuss. 1 2 3 4 5

b. We used our meeting time effectively. 1 2 3 4 5

c. I had sufficient opportunity to contribute my ideas. 1 2 3 4 5

d. I felt my voice was heard. 1 2 3 4 5

e. The meeting was facilitated well. 1 2 3 4 5

f. What I learned at the meeting makes me better prepared to play my role
as a Board member.

1 2 3 4 5

g. The facilities were appropriate. 1 2 3 4 5

h. Overall, the meeting advanced the work of the MHEF Board. 1 2 3 4 5

Please use the back if you need more space for your answers to the following questions.

3. What was the best part of the meeting?

4. What would have made this meeting more valuable?

5. What do you see as the next priorities for Board learning or action?

Thank you for your participation and input!
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