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• Statewide quality improvement initiatives, developed and executed by 
Michigan physicians and hospital partners with funding and support from 
BCBSM and our HMO subsidiary, Blue Care Network

• In most cases, a CQI project relies on a comprehensive clinical registry 
which includes patient risk factors, processes of care, and outcomes of 
care

• Physicians, hospitals, and health systems collaborate to measure and 
improve the standard of care in Michigan by focusing on reduction of 
errors, prevention of complications, and improvement of patient 
outcomes
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Collaborative Quality Initiatives Transform Care Processes, Improve Outcomes, 
Save Money, Enhance Community Well Being and Position BCBSM as an Essential 

Partner to Hospitals and Physicians

Collaborative Quality Initiatives 



• CQIs promote partnerships with physicians, physician groups and 
hospitals to create strong collaboration and reward systems for the 
transformation of health care. 

• CQI programs create and substantially strengthen affinity of providers 
for BCBSM/BCN as a result of the opportunity to optimize the quality 
and outcomes of care which is made possible by BCBSM/BCN’s 
investment.

• CQIs positively impact the benefit cost trend and help to further 
BCBSM's social mission of a healthier future for all Michigan residents 
because of this all-payer approach to practice transformation.
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CQI Overview



Collaborative Quality Initiatives Model
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Presenter
Presentation Notes
Hospitals and physicians collect and share data to develop best practices around areas of care with high costs, high variation and scientific uncertainty (i.e. best practices not known).With majority of hospitals collecting and sharing data, areas of opportunity can be identified – and acted upon – quicker.  Locus of control remains with the providers – complete, accurate, risk adjusted, confidential, provider-owned dataTrust is the foundation of the partnership.  BCBSM does not see any identified data; ownership of the data remains with the consortium.



Current CQI Programs

• ASPIRE (Anesthesiology)
• BMC2 (Angioplasty and Vascular surgery)
• HMS (Hospital Medicine)
• I-MPACT (Care Transitions)
• MAQI2 (Blood Clot Prevention)
• MARCQI (Knee and Hip)
• MBSC (Bariatric Surgery)
• MEDIC (Emergency)
• MOQC (Oncology) Practice based

• MPTQC (Pharmacy) Practice based
• MROQC (Radiation Oncology)
• MSQC (General Surgery)
• MSSIC (Spine Surgery)
• MSTCVS (Cardio and Thoracic)
• MTQIP (Trauma)
• MUSIC (Prostate Cancer) Practice based
• MVC (Value Collaborative) 

Value Partnerships currently administers 17 CQIs (both hospital and professional), 
covering various areas of care with high costs or high variation in treatment. 
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How CQIs are Transforming Health Care 

• Novel best practices and approaches are 
being developed and shared worldwide

• Over the last four years, findings have been 
published in academic peer-reviewed 
literature more than 150 times

• Presentations have been made to national
and  international audiences spanning 
thousands

• Other states (Pennsylvania, Illinois, South 
Carolina, etc.) have implemented their 
own quality improvement programs, using 
our CQIs as a model

The CQI 
Influence
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Fast-tracks 
improvement 

in care

Decreases 
cost of care

Dramatically 
improves  

quality and 
outcomes

Allows 
physicians to 
self-optimize

Fosters strong 
relationships 

with providers 
(both for plan 
and member)

Fulfills our 
social mission

Results in 
coordinated, 
collaborative 

improvements

CQIs Lead to Results
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Participating 
Hospitals

Coordinating 
Centers

Blue Cross 
Blue Shield
Michigan

CQI

Our Partnership:  Collaboration is Key
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ROLE OF BCBSM

• Offer neutral ground for 
competitive hospitals/
physicians to collaborate

• Program funding and 
incentive payment design

• Clinical and administrative 
support to each CQI 
coordinating center
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Collaboration Yields More than Competition on Quality

Presenter
Presentation Notes
Cross-group/institution collaboration yields more than competition on quality: Improvement catalyzed by sharing best practices More can be learned from variation in care processes and outcomes across groups Allows more robust analyses of link between processes and outcomes of care than can be achieved by examining one group �Valid, evidence-based, nationally accepted performance measures cover a narrow slice of health care generally, and hospital care in particular  
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Enhancing the
PATIENT EXPERIENCE

• Giving the patient a voice through involvement 
in the collaborative

• Educating the patient through patient-focused 
materials 
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Giving the Patients a Voice

Several programs 
incorporate the 
“voice of the patient.”  

The intent is to provide 
patients the opportunity 
to impart a deeper 
understanding to the 
physicians involved about 
what it’s like to share 
their perspective with the 
physicians about what it's 
like to be the patient.

Here are several success stories
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Voice of the Patient
Helping the physicians understand what it's like to be the patient.

MBSC I-MPACT

The bariatric surgery 
collaborative has a 
panel comprised of 
patients who provide 
feedback to ensure the 
collaborative includes 
the patient perspective 
in all they do

The transitions of care 
collaborative views 
patients as an integral 
part of the program.  Each 
participating physician 
organization/hospital 
partner must include a 
patient team member 
who participates in all 
meetings and decisions in 

the collaborative.

Programs incorporating VOP
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Voice of the Patient
Helping the physicians understand what it's like to be the patient.

MOQC HMS

The cancer quality 
collaborative has  
patient advocates that  
serve at the regional 
level as well as on their 
advisory panel, and 
review patient-directed     
materials 

Programs incorporating VOP

The VTE prevention 
collaborative has a patient 
advocate who has contributed 
input to multiple quality 
improvement efforts including 
PICC line appropriateness which 
has led to the development of 
guidelines that are now being 
used across the United States 

and internationally
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Voice of the Patient
Helping the physicians understand what it's like to be the patient.

MUSIC MEDIC

The prostate cancer 
collaborative has 
patient advocates 
who provide input 
and participate in 
all meetings

Programs incorporating VOP

The emergency 
department 
collaborative, launched 
Jan 2016, intends to 
add patient advocates 
in their alternatives to 
hospitalization 
initiative in 2018
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Patient Education 
through Involvement

Helping the physicians 
understand what it's like 

to be the patient.

Several programs 
have used their 

findings to generate 
patient specific 

educational materials 
and ask for patient 
input in the process 
of developing them.

4
Examples

MAQI2
MBSC
MUSIC
MSQC
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Programs demonstrating patient 
education through involvement

MBSC The bariatric surgery 
collaborative developed an 
innovative, tailored, patient decision 
aid to help patients navigate the 
many decisions 
associated with 
bariatric 
surgery and 
recruited 875+ 
patients to test the tool

MAQI2 The anticoagulation 
collaborative developed and 
disseminated a patient-specific 
toolkit, which was also released 
as a mobile app

MUSIC The prostate cancer 
collaborative is developing a patient 
education packet in an effort to 
better educate patients and reduce 
readmissions after surgery

MSQC The surgical collaborative 
has implemented an enhanced 
recovery program.  As part of this 
program, patients are encouraged to 
take an active approach in their overall 
health prior to surgery (for example, 
begin walking and quit smoking).  This 
aids in patients having a quicker 
recovery and fewer complications.
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Improving Our
HEALTHCARE OUTCOMES

• Examples of CQI Successes
• Avoiding Transfusions
• Ending IVC Filter Use
• Reducing Complications
• Identifying Kidney Failure
• Determining Effective Antibiotic Use
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Knee and Hip 
Replacement (MARCQI)

32,870 patients avoided a 
blood transfusion

Trauma Surgery (MTQIP)
345 patients avoided a 

serious complication or death

VTE Prevention (HMS)
17,465 patients did not 

receive unnecessary 
drugs to prevent VTE

Cardiac Surgery (MSTCVS)
828 patients did not experience 

prolonged ventilation

Bariatric Surgery (MBSC)
490 patients were not 
readmitted to the 
hospital after surgery

Anticoagulation (MAQI2)
48,000 patients did not 

receive unnecessary testing

Making Great Strides
The numbers really tell 

the story of great 
progress and success



MARCQI- Reducing Blood Transfusions

• Patients undergoing a knee or hip joint replacement are at 
risk of bleeding, and therefore at risk for a blood 
transfusion. 

– Blood transfusions are associated with transmission of 
infections, like hepatitis and HIV, and with allergic reactions, 
including lung injury, and are associated with a longer stay in 
the hospital 

– Blood transfusions are costly (approximately $900 per unit) 

– MARCQI began an initiative to reduce blood transfusion by 
encouraging the use of more established guidelines and to 
promote safe and effective medication to reduce bleeding 
in the first place.

•Due to MARCQI’s work, 32,870 patients have avoided a transfusion since 
2015. 

–Before the initiative was instituted, one in every 10 patients received at least one unit of blood. 
Currently, less than one patient in 20 does.
–As a result, these patients had a decreased risk of blood clots, staying in the hospital approximately 
1 less day, and had less out of pocket cost for their hospital stay. 
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Identifying the unnecessary use of a device that was 
found to cause avoidable complications and death

MBSC Analysis and Intervention:      
In 2008, MBSC reviewed all the deaths 
of Michigan patients after bariatric 
surgery and found that some of these 
deaths were due to the IVC filter, 
either because the filter migrated to 
the heart, or filter may have caused 
blood clots to form. MBSC 
demonstrated variation in use of 
filters across hospitals, and showed 
worse outcomes were associated with 
patients who received an IVC filter

Dissemination of Results: 
IVC filter use dropped 30% in first 
quarter after being presented to 
consortium.  Declined nearly 90% in 
next 12 months 

Background:  After bariatric surgery, patients 
are at a heightened risk of an artery blockage in 
the lungs (i.e. pulmonary embolism). This is 
often caused by a blood clot that moves from 
legs to lungs. At times, an inferior vena cava 
(IVC) filter was used, in order to catch a blood 
clot before it migrated to lungs
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Identifying the unnecessary use of a device that was 
found to cause avoidable complications and death

MBSC
was able to 
accomplish   
in one year 

what typically 
takes 15 
years 

(per literature 
on evidence 

based medicine)

Patient Impact: Due to this discovery and the 
collaborative’s quick response to the    
identified problem, 3,464 patients did not 
receive an IVC filter (from 2008 – 8/2015). 
Yearly, an average of 433 Michiganders are 
positively impacted by this initiative

These patients avoided a preventable 
procedure, spent less time in the hospital, and 
had a reduced risk of loss of life or a dangerous 
event from a blood clot. 

National Impact: 
The findings have been extensively 
published in peer reviewed literature, 
and changed surgical practice nationally, 
resulting in reduced morbidity and 
mortality, reduced unnecessary 
procedures to place filters, and reduced 
overall costs
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Identifying options that make surgery 
safer by resulting in fewer complications

Sleeve gastrectomy is a surgical 
weight-loss procedure in which 
the stomach is reduced to 
about 25% of its original size 
by surgical removal of a large 
portion of the stomach along 
the greater curvature. 

Although it is now widely 
acknowledged and accepted as 
an established procedure, 
previously, sleeve gastrectomy 
was indicated as a first stage 
procedure (the second stage 
was gastric bypass) for super 
obese (BMI >50 kg/m2), high-
risk patients only.

Input from MBSC (bariatric surgery CQI) influenced 
BCBSM’s initial decision to cover sleeve gastrectomy 
as part of a phased procedure long before it was 
being recommended for coverage by BCBSA Medical 
Policy nationally. 

This procedure yields substantial weight loss with 
lower complication rates compared to more complex 
procedures.

Later, input from MBSC led to BCBSM’s removal of a 
“phased treatment” approach and consideration of 
sleeve gastrectomy as an equal option to other 
established bariatric surgery procedures. 

Additionally, MBSC feedback also contributed to 
BCBSM’s decision to waive the six month 
non-surgical intervention requirement for super 
obese individuals.
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Identifying kidney failure as a 
complication of angioplasty 

None of this was anticipated in the beginning: 
It was the learning generated by the consortium – by pooling data and 

collaborating – that made this improvement possible.

From 2002-2014, BMC2 Percutaneous Coronary Intervention (BMC2 PCI) 
reduced the rate of contrast induced nephropathy by 32%

• While it was known at the outset that 
CIN (kidney failure as a result of the 
contrast) was a potential complication of 
PCI (angioplasty), it was believed to be 
uncommon and there was lack of clarity 
regarding risk factors. It was known that 
CIN increased risk of death, but again, 
because CIN was uncommon it was not 
understood that death was potentially 
preventable

• By amassing data across hospitals, 
picture came into focus because 
these infrequent occurrences, too 
few in numbers at any one 
hospital, were sufficient in 
aggregate to allow for analysis of 
substantial analytic power, 
allowing the consortium to learn 
which processes were most 
effective in mitigating risk
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Identifying the best antibiotics 
to avoid complications

Physician leads compared 
infection rates and outcomes 
against more than 120 
different treatment 
combinations

As a result, they identified 
three antibiotics that worked 
remarkably well, noting that 
the other 117 did not

The Michigan Surgical 
Quality Collaborative 
(MSQC) wanted to find 
the best way to treat 
infections that commonly 
result from colon surgery



24

Addressing Our
CORPORATE PRIORITIES

• CQIs are dedicated to improving results in the 
following areas:
• Readmissions
• Surgical Site Infections
• Transfusions
• Emergency Department Use
• Appropriateness
• Opioid Use



CQIs Reducing Readmissions

MARCQI: Reducing 90 day 
readmission rates following 

total joint replacement 
with a goal of 4.95% 

(current rate of 6.6%).

MSTCVS: Decreasing 30 
day readmission rates in 

isolated CABG patient have 
reduced rates from 13.9% 

to 9.6%.

MSQC: Using Enhanced 
Recovery Toolkits to 

maximize patients’ ability 
for better outcomes.

MVC: Measuring 30-day 
readmissions across all 20 

MVC service lines.

MUSIC: Looking at 
readmissions after radical 
prostatectomy. Goal is to 

reduce the rate of 
readmissions from 4.2% to 

2.0% .

BMC2 (Vascular Surgery): 
Reducing readmissions 

through  best practices for 
antibiotic re-dosing and skin 

prep aimed at reducing 
surgical site infections. 

I-MPACT: Creating a 
regional, care continuum 
approach to transitions of 

care where initial focus will 
be on readmissions.

MBSC: Reduced 
readmissions through 

patient education from 
~5.8% of cases to ~3.2% of 

cases.

MSSIC: Reducing 90 day 
readmission rates following 

spine surgery by 
implementing best 

practices.

CQIs contribute to BCBSM organizational goals and initiatives;  
these CQIs have been working to reduce readmissions, an increasingly important focus.
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CQIs Reducing Surgical Site Infections
Another focus for multiple CQI programs is the reduction of surgical site infections. 

Surgical site infections are costly, lead to longer stays in the hospital, and put the patient 
at additional risk. 
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MBSC: Reducing SSI 
prophylaxis. Baseline rate 
was 3.93%, current rate is 

0.94%, with a target of 
remaining <1%.

MSSIC: Reducing 90 day SSI 
rates. Baseline rate is 2.5%, 

with a goal rate to be 
determined. 

MSQC: Reducing 30 day SSI 
rates. Baseline 

performance was 4.73%, 
current performance is 
3.32%, with a target of 

reducing an additional .2%.

MARCQI: Reducing deep 
organ space infections 

following total joint 
replacement.  Current rate 

is 0.4% with a goal of 
maintaining <0.5%. 

MSTCVS: Reducing 
healthcare acquired 

infections after cardiac 
surgery by identifying best 

practices via an AHRQ 
grant. 

MUSIC: Sustain a 50% 
reduction in biopsy related 

infectious admissions, while 
identifying additional strategies 

to reduce it further. Baseline 
rate was .1.16%, current rate is 

<0.8%. 

MTQIP: Currently collecting 
data on sepsis that may 
inform a future quality 
improvement initiative. 

Specific QI TBD. 



CQIs Addressing Transfusions

Michigan Arthroplasty Registry 
Improvement Collaborative (MARCQI)
• Working to reduce the number of transfusions for 

patients undergoing total joint replacement
• Baseline Performance: 9.8% transfusion rate (2012)
• Current Performance: 2.4% transfusion rate (2016)
• Target Performance: <3% transfusion rate

Michigan Society of Cardiovascular & 
Thoracic Surgeons (MSTCVS)
• Decreasing  the number of patients receiving a red 

blood cell transfusion
• Baseline Performance: 53.9% transfusion rate (2009)
• Current Performance: 31.1% transfusion rate (2016)
• Target Performance: <40% transfusion rate

BCBSM Cardiovascular Consortium - (BMC2)
• Reduce the rate of post-procedure transfusions for percutaneous coronary intervention 

• Baseline Performance: 75.7% transfusion rate (2008)
• Current Performance: 2.9% transfusion rate (2016)
• Target Performance: <6% transfusion rate

• Reduce packed red blood cell transfusion rate for percutaneous vascular intervention 
• Baseline Performance: 5.8% transfusion rate (2008)
• Current Performance: 3.7% transfusion rate (2016)
• Target Performance: <6% transfusion rate
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CQIs Addressing Emergency Department Use
In addition, many CQIs are working to address ED visits. 

While the following CQIs are focusing specifically on ED, many quality initiatives (reducing 
complications, reducing surgical site infections) also lead to a reduction in ED visits.  

MAQI2: Working to reduce number of 
bleeding events that result in an ER visit. 

Current rate is 8.7% with a goal of 6%. 

MEDIC initial focus:  1. CT scan use in minor 
head injuries (adults and peds) and for the 

evaluation of pulmonary embolism (adults) 2. 
Chest x-rays for the evaluation of common 

respiratory illnesses (peds) 3. Improving the 
quality and value of hospital admission 

decisions based in the ED with the ultimate 
goal of connecting ED patients to outpatient 

services that provide safe, cost effective 
alternatives to acute hospitalization. 

I-MPACT: An outcome of interest for the CQI 
will be ED admissions. Goal to be 

determined.

MBSC: In 2017 entered a pilot phase of a  
new initiative to reduce ED visits for the 

bariatric surgery population which includes 
a ED / Readmission tool kit.   Current 
performance of 7.8% and goal to be 

determined.
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It is important that CQIs focus not only delivering care safely and effectively, but also that they 
help to determine IF specific procedures should be done given a patient’s characteristics. The 

following CQIs are looking into appropriateness of procedures. 

CQIs Addressing Appropriateness
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BMC2: Reduce the rate of PCI 
procedures that do not meet 
procedural indication criteria 
for Appropriate Use. Reduced 

inappropriate procedures from 
8.6% to 1.5%

HMS: Required that all PICC 
orders have a documented 

indication for PICC placement 
in the order, vascular access 

note or Interventional 
Radiology note. 

MARCQI: Eliminated 
unnecessary admissions to 

nursing homes and reduced the 
rate of discharges of joint 

replacement patients going to 
extended care/skilled nursing 

facility from 19.4% to 15%

MEDIC: Working to eliminate 
unnecessary high tech 

radiology usage, specific goals 
and baseline rates to be 

determined.  

MROQC: Working to identify 
metrics of acute toxicity that 

can be used to identify patients 
most likely to benefit from the 

use of IMRT.

MSQC: Determine and 
disseminate appropriateness 

data for hysterectomy. 
Hysterectomy has been shown 
to be of questionable necessity 

in ~15% of cases. 

MSSIC: Working to establish 
factors/best practices to 

determine which patients 
would benefit from simpler 

decompression procedures vs. 
more complex spinal fusion

MUSIC: Ensure continued use 
of the MUSIC imaging 

appropriateness criteria for the 
guidance in decisions around 

when to obtain CT and/or bone 
scan imaging, currently ~75%, 

with a goal of 95% appropriate. 

HMS: Working to determine 
appropriate antimicrobial use 
for patients with pneumonia 
and positive urine cultures. 

Reviewing data to find areas of 
improvement in duration and 

type of treatment.  



MARCQI (knee/hip replacement): In 1Q16, MARCQI 
devoted entire quarterly meeting to discussion on 

opioids.  Subsequently issued opioid use guidelines and 
protocol for weaning patients to lower narcotic doses 

pre-operatively

MSSIC (spine surg): Collecting data –
both from the chart and patient 

reported outcomes (after surgery) for 
use to develop QI efforts and best 

practices

MROQC (radiation oncology of breast and 
lung cancer): Focus on treating pain while 

reducing treatment time and cost

MOQC (oncology): Focus on 
palliative care and advanced care 

planning, which is inclusive of 
symptom/pain relief 

MSQC (gen surg): Collects 
data relative to opioid use 

and has presented findings, 
best practices, and tools 

In addition to PGIP participating PCP and specialists, many CQIs are working to address 
pain management and the overprescribing/overuse/abuse of opioids.

CQIs Addressing Opioid Use
Multiple Hospital and Professional CQIs Adding Opioids to Focus 
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11 CQIs are working on a 5 year project working with MDHHS on a program called M-OPEN.  
Intent is to reduce amount of opioids prescribed to surgical patients by 50% and reduce new 
chronic post surgical opioid use by 50%.   In March 2018, M-OPEN  & MSQC expanded their 
opioid prescribing recommendations  from 13 to 18 surgeries.   

Presenter
Presentation Notes
Over five years, M-OPEN will leverage 11 of the CQIs (including MTQIP) to transform statewide practices, by building upon the data infrastructure that already enables detailed clinical data collection, best practice identification, and rapid dissemination.



Michigan Opioid Prescribing Engagement Network 
(M-OPEN)

Problem: 

Surgeons prescribe nearly 40% of opioids 
but there are no guidelines to direct 
postoperative pain management.  
Changing clinical care has the greatest 
potential to reduce the number of 
chronic opioid users. 

Goals:

• Reduce the amount of opioids 
prescribed to surgical patients by 50%

• Reduce new chronic opioid use by 50%
• Reduce opioid diversion into our 

communities

Current State of Affairs in Michigan:

• Mortality related to prescription 
opioids is accelerating faster than any 
other region

• 20% higher than the United States 
average

• Costs are upwards of $2B annually

Solution: 

Focus on prevention of opioid 
dependence by targeting opioid naïve 
patients prior to opioid dependence
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Michigan Opioid Prescribing Engagement Network 
(M-OPEN)

M-OPEN will partner with the 
following CQIs:
• Anesthesiology (ASPIRE)
• Care transitions (I-MPACT)
• Total knee and hip replacement (MARCQI)
• Emergency department care (MEDIC)
• Cardiac surgery (MSTCVS)
• General surgery (MSQC)
• Trauma (MTQIP)
• Prostate cancer (MUSIC)
• Value collaborative (MVC)
• Angioplasty (BMC2 PCI)
• Bariatric surgery (MBSC)

Year One:
•Educate and engage each CQI by attending 

meetings and presenting data to raise 
awareness, provide feedback, and determine 
new strategies to improve practice

• Intervene on patients and providers by 
creating a patient-centered care bundle that 
provides information regarding opioid use and 
alternatives

•Measure statewide prescribing practices and 
utilization by examining opioid prescribing 
trends, health outcomes, and care utilization

•Disseminate project results and resources 
through the CQIs by submitting for conference 
posters, presentations, and through listserves, 
conferences, and websites
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Strategy: Michigan is uniquely poised to implement novel interventions to reduce unwarranted opioid 
use by utilizing the Collaborative Quality Initiative (CQI) programs.  Over five years, M-OPEN will 
leverage 11 of the CQIs to transform statewide practices, by building upon the data infrastructure that 
already enables detailed clinical data collection, best practice identification, and rapid dissemination.
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Evaluating Our
Program Successes

• CQIs are continually reviewed based on the following
• Participant Survey
• Internal Lead Review



CQI Participation Value Survey
2015-2017  Comparison

Cumulative Totals by Question

4.66

4.30

4.63 4.55
4.70

4.39
4.63 4.614.68

4.40
4.66 4.58

1.00

1.50

2.00

2.50

3.00

3.50

4.00

4.50

5.00

 I find value in X Collaborative Our hospital can only participate
in X CQI with financial support

from BCBSM/BCN

The X Coordinating Center is a
valued partner

BCBSM/BCN has been a reliable
partner in the X CQI quality

effort

2015 Cumulative n=14 2016 Cumulative n=16 2017 Cumulative n=14

Scale is 1-5 (strongly disagree- strongly agree)
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CQI Assessment
by BCBSM Program Administrators (Internal)
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Since program inception, and as it has becoming increasingly comprehensive as the 
program has evolved, the Value Partnerships CQI Administration team has evaluated 

each CQI through a variety of mechanisms including, but not limited to:

• SOW/budget review
• SOW/budget summary (summarize 

changes from previous 
years/provide rationale)

• Budget reconciliation
• Budget comparison (review costs 

across all CQIs)
• Progress and annual reports
• Quality Improvement log 

• Coordinating Center Satisfaction 
Survey

• Annual Participant Short Survey
• Face to face meetings
• Routine attendance at CQI 

Quarterly meetings
• Performance index
• Cost savings evaluation
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Evolution of Successful CQI Programs

Network 
building

Data & 
measures

Planning & 
strategy

Impactful improvement 
work

Skepticism Intellectual 
engagement

Collective 
pride

Trust

We are 
here
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$345 
Million

Total BCBSM/BCN/MA 
health care 

cost avoidance 

$1.4 
Billion 
Total statewide 

health care 
cost avoidance

Cost avoidance evaluations over 8 years (2008-2015)

Select CQI quality initiatives evaluated for cost avoidance based 
on that which can be measured in claims data 

Actuary Certified 

CQIs sponsored by BCBSM and BCN have lowered 
complication and mortality rates for thousands of   
patients, and have resulted in substantial avoided costs



In Closing, Hospital CQIs:
Harnessing a Unique Asset to the State of Michigan

• Strong hospital and physician engagement: 90 Michigan hospitals actively 
participate in the CQIs

• Largest collection of clinical data in the world: Nearly 500,000 cases were 
submitted CQI registries in 2016 (approximately half are abstracted 
electronically from EMRs and half are abstracted manually from patient 
charts), equating to more than 3 million cases total across all registries

• Placing Michigan in the national and international focus and positioning our 
surgeon leaders as national experts in their fields

• Making Michigan hospitals among the safest in the country
• Bringing federal dollars to Michigan to pilot additional improvement efforts
• CQIs are one of the biggest contributors to improved outcomes and averted 

costs for our members/customers
• Keeping benefit costs low and helping Michigan businesses remain 

profitable
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The CQIs are a Win

They are a win for those who seek care, 
because they receive better care

They are a win for those who provide care, 
because they are afforded the opportunity to 

continuously improve 

They are a win for those who pay for care, 
because they reduce costs, improve patient 
care, and strengthen the physician/insurer 

relationship
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