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Agenda

1. MPCA Overview

2. Why Address CKD?

3. Project Evolution

4. Learning Collaborative

5. CKD Playbook

6. Clinical Performance Consulting

7. Wrap-up & Questions



Michigan’s Primary 
Care Association 

Michigan’s Health 
Center Controlled Network

Michigan’s Clinically 
Integrated Network 

Your ALLY in Healthcare 
IT Solutions

Mission
To ensure the delivery of 

excellent care that advances 
equitable health outcomes

Vision
Everyone has a fair and just 
opportunity to attain their 

highest level of health



MPCA Membership

HCCN
41 health centers

CIN
40 health centers

ACO
18 health centers

Member Organizations

42 FQHCs
- 40 health centers
- 3 look-alikes

2 Tribal Health 
Centers

1 Urban Indian 
Health Program



Problem Statement



CKD Prevalence, Diagnosis, and Annual Cost 
Prevalence:
United States Renal Data System. 2015 
USRDS annual data report: Epidemiology 
of Kidney Disease in the United States. 
National Institutes of Health, National 
Institute of Diabetes and Digestive and 
Kidney Diseases, Bethesda, MD, 2015.

Cost per stage:
Ladan Golestaneh,et al, All-cause costs 
increase exponentially with increased 
chronic kidney disease stage. American 
Journal of Managed Care, 2017. 23(10): p. 
S161.

CKD Diagnosis:
Szczech, L.A., et al., Primary care 
detection of chronic kidney disease in 
adults with type-2 diabetes: the ADD-CKD 
Study (awareness, detection and drug 
therapy in type 2 diabetes and chronic 
kidney disease). PloS one, 2014. 9(11): p. 
e110535.
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Stage 1 Stage 2 Stage 3 Stage 4 Stage 5

Prevalence CKD Diagnosis

Increased utilization
Increased hospitalization

Increased mortality

$0 $16,770 $33,200 $75,000 – $120,000





Project Evolution Overview

• NKFM
• 4 centers
• Collaborative
• MPCA support

Year 
1

• NKFM
• 6 centers
• Collaborative
• Dual clinical & 

data support

Year 
2

• NKFM & CIN
• All centers
• Dual clinical & 

data support

Year 
3



Initial Approach: Learning 
Collaborative



Approach and 
Framework



Learning Collaborative

Goals
1. Increase CKD screening 

rates
2. Increasing knowledge of 

kidney disease treatment 
3. Increasing knowledge of 

kidney disease 
management in primary 
care

4. Implementing processes 
to diagnose and stage 
kidney disease

5. Referrals to a kidney 
specialist

Populations
1.Patients with Diabetes
2.Patients with 

Hypertension
3.Patients with both 

Diabetes and 
Hypertension

Time Period
January – July 2023



Participation

• 4 health centers
• Learning sessions
• 1:1 technical assistance 

meetings with MPCA team

Learning Sessions

1. Screening and Early Detection
2. Technology and Workflows to 

Facilitate CKD Screening and 
Management in Your Clinic

3. Lifestyle Approaches to 
Preventing CKD Progression

4. Preventing CKD Progression 
from a Pharmaceutical 
Perspective

5. Recap/Sharing of Strategies 
Between Health Centers

Learning Collaborative



Second Iteration of Learning Collaborative

4 new health centers
Cohort 2

• Learning sessions
• 1:1 technical assistance meetings with MPCA team

Learning 
Sessions

1. Screening and Early Detection
2. Technology and Workflows to Facilitate CKD Screening and 

Management in Your Clinic
3. PATH Program and Referral Mechanism
4. Lifestyle Approaches to Preventing CKD Progression
5. Preventing CKD Progression from a Pharmaceutical 

Perspective
6. Recap/Sharing of Strategies Between Health Centers

2 continuing health centers
Cohort 1

• Learning sessions
• 1:1 technical assistance meetings with MPCA team

Learning 
Sessions

1. Diagnosis and Staging using the CKD Heat Map
2. Deep Dive into Technologies to Facilitate CKD 

Management in Your Clinic
3. Team Based Care and Referrals to Support CKD  

Management in Your Clinic
4. Recap/Sharing of Strategies Between Health Centers



Second Iteration of Learning Collaborative

Meetings

• Monthly cadence
• MPCA support from Clinical 

Performance Consultant and 
Data Team

• Co-created action plan for two 
interventions 

• Reviewed action plan and 
tracking dashboard

Interventions

1. Standing orders for screening
2. Workflow best practices
3. Supporting team-based care 

practices
4. Provider education support
5. Troubleshooting lab 

ordering/results in Azara
6. Azara tool education and 

training
7. Reviewing data and trends



Action Plan



Lessons Learned →      
Playbook Development



Azara-Related 
Lessons

• Include lab order name in 
alert display name on PVP

• Sort CKD screening  rates 
by provider

• Review lab mappings 
(especially uACR)

• Limit Azara tools to avoid 
overwhelming staff

Lessons Learned from NKFM Projects

Workflow-Related 
Lessons

• Review provider practices 
related to high and low 
screening rates

• Regular provider education 
at staff meetings, creating 
one-pager for ordering labs

• Provider champion

• Use order sets that are 
already commonly used 
among staff

Organizational 
Lessons

• Align CKD screening and 
management with other 
priority populations and 
initiatives

• Example: MCHN focus 
measure for DM eye 
exams and controlling 
blood pressure measure

• Include complete care 
team (clinical, outreach, 
quality improvement, Azara 
Super User, etc.)



Azara Tools for CKD Management

1. Dashboards
a. MPCA CKD Screening
b. MPCA CKD Screening Gaps
c. MPCA DM, HTN, & CKD

2. Registries
a. MPCA Chronic Kidney Disease 
b. MPCA Undiagnosed CKD

3. Cohort 
a. Dynamic High Risk Kidney Profile

4. Care Effectiveness Reports  (CERs)

5.    Measures
a. Kidney Profile for DM
b. Kidney Profile for HTN
c. Completed Lab Volume
d. Alert Closure – Point of Care

6.     Alerts
a. CKD screening for DM
b. CKD screening for HTN



CKD Playbook



CKD Playbook







CKD Screening Rate Changes from TY Aug 23-24

8.1%

1.2% 1.0%

11.7%

4.5%

2.3%

6.5%

1.8% 2.1%

COHORT 1 COHORT 2 NON-PARTICIPATING CENTERS

Pts with DM Pts with HTN Pts with DM and HTN



CKD Screening Rate Changes from TY Aug 24-25

1.5%
0.7%

6.6%
6.0%

7.4%

4.8%

2.4%

1.1%

8.0%

COHORT 1 COHORT 2 NON-PARTICIPATING CENTERS

Pts with DM Pts with HTN Pts with DM and HTN



Clinical Performance 
Consulting



Clinically Integrated Network (CIN) owned by MPCA and 40 of its member 
health centers.

Formed in 2015 by Michigan community health centers for the purpose of 
group contracting with Michigan Medicaid Health Plans – creating new, 
sustainable funding opportunities through value-based contracting with 
primary focus on the triple aim.

Alignment and integration with MPCA, HCCN and VirtuAlly to deliver 
comprehensive support and services to our member Health Centers.

Negotiates value-based agreements on behalf of its members for the 
purpose of improving overall outcomes of the patients served and 
sharing in the resulting cost savings.

Seek to support improved health of our communities through increasing 
access to care, improving HEDIS measures and decreasing utilization 
and total cost of care.

Currently focused on Medicaid populations with recent diversification into 
a Medicare ACO and Medicare Advantage Plans– evaluating all products.

What is Michigan Community Health 
Network (MCHN)?
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Health 
Centers

Michigan 
Primary Care 
Association

Michigan 
Quality 

Improvement 
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Michigan 
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Health 
Network



Clinical Performance Structure and Approach

Member health centers are assigned a clinical 
performance consultant (CPC) and a data 
analytics specialist.

Facilitate and guide health center staff in the 
planning, implementing and testing of evidence-
based interventions to improve performance in 
clinical quality measures.



2025 Clinical Performance Strategies

Health Center-Centered 
Approach

Team-Based Care

Collaborative Resources

Harnessing HIT



MCHN (CIN) Focus Measures

Adult Access to 
Care 20+ years

Well-Child Visit 
0-15 months

Well-Child Visit 
15-30 months HTN BP Control

Breast Cancer 
Screening

Cervical Cancer 
Screening

Kidney Health 
Diabetes



Kidney Health Evaluation for Patients with Diabetes

Patients aged 18-85 years of age with diabetes 
(type 1 and 2) who received a kidney health 
evaluation, defined by an estimated glomerular 
filtration rate (eGFR) and a urine albumin-
creatinine ratio (uACR) during the measurement 
year
• Patients must receive both of the following lab 

tests:
o At least one lab test completed for eGFR
o At least one completed lab test for uACR identified by 

either of the following
▪ Both a quantitative urine albumin test and one urine creatinine test 

with service dates four or less days apart
▪ At least one completed test for uACR



Action Plan

Conduct current state assessments 
and use Azara data to identify gaps in 
clinical processes.

Guide the health center in the 
development of an action plan that 
includes evidence-based 
interventions to improve performance 
and overall care delivery.



Point of Care Alerts to collect UACR

Interventions

Standing Orders

Order sets in EHR (Quest Lab uses a Kidney Profile lab order)

Collecting urine on all patients

Collecting urine on all patients with chronic conditions

Educating staff and patients about leaving urine samples

1

2

3

4

5

6



Clinical Performance Consultant Support

Promote independent 
data tracking in Azara.

Provide resources relevant to the 
health center’s selected 
interventions & priority focus areas.



Data Team Support

Support health center staff in the 
utilization of Azara to track progress of 
intervention implementation. 

Use Azara data to monitor 
performance improvement.



Kidney Profile Screening Trends Over Time – 
Medicaid Patients

Start of NKFM Project
Saw 8.5% increase 

from 22-23 

17,494 
patients

20,849 
patients

15,481 
patients

Start of CIN Project
Saw 4.0% increase 

from 24-25 



2,125 
patients

3,291 
patients

Kidney Profile Screening Trends Over Time – 
Medicaid Patients, Priority Centers



Wrap-up



Project Evolution Overview

• NKFM
• 4 centers
• Collaborative
• MPCA support

Year 
1

• NKFM
• 6 centers
• Collaborative
• Dual clinical & 

data support

Year 
2

• NKFM & CIN
• All centers
• Dual clinical & 

data support

Year 
3



Thank you
Halli Rennaker 

Hrennaker@mpca.net
Ashley Wozniak 

Awozniak@mpca.net



azara-healthcareazarahealthcare.com @AzaraDRVS

Questions?
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We want to hear from you!

43

Click on the session from your agenda in the conference app. 

Click the stars in the center of your screen to rate and provide feedback. 

Help us continue to 

improve

Quick and Easy Provide brief feedback 

or ideas

Rate the session 

and the speaker(s)



Thanks for attending!


	Default Section
	Slide 2: Using Data to Drive Chronic Kidney Disease Management
	Slide 3: Today’s Speakers
	Slide 4
	Slide 5
	Slide 6

	CKD Background - Ashley
	Slide 7
	Slide 8
	Slide 9

	Learning Collaborative
	Slide 10
	Slide 11
	Slide 12
	Slide 13
	Slide 14
	Slide 15
	Slide 16
	Slide 17

	CKD Playbook
	Slide 18
	Slide 19
	Slide 20
	Slide 21
	Slide 22
	Slide 23
	Slide 24
	Slide 25
	Slide 26

	CPC - Ashley
	Slide 27
	Slide 28: What is Michigan Community Health Network (MCHN)?
	Slide 29
	Slide 30
	Slide 31
	Slide 32
	Slide 33
	Slide 34
	Slide 35
	Slide 36
	Slide 37
	Slide 38

	Wrap-up
	Slide 39
	Slide 40
	Slide 41

	Wrap Up
	Slide 42: Questions?
	Slide 43: We want to hear from you!
	Slide 44: Thanks for attending!


