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times, in operations, we can identify
a problem easily,” Brummel said.

“What is really helpful is the clinical

lens to understand how to fix the
problem. It is important to see how
we can solve a clinical issue with
the appropriate infrastructure.”

So, do all our operations leaders
need to go to nursing or

medical school? Not
(D/ necessarily, if you

maintain an effective

dyad or triad relationship,

Brummel said. “With a clinical
partner, an operations leader has
the opportunity to understand
healthcare through both lenses.”

Once you have joined the two
sides, it's time to start solving
those problems.

Forget “One-Size-Fits-All”

“In Corewell’s primary care transfor-

mation work, we know we have an
aging population,” Brummel said.

“We know that older adults need

more care, but how do we manage
the cost of care while getting them
the care they need in the right
place, which is primary care?”
Responding to this opportunity,
Corewell Health opened its own
advanced primary care clinics.

“These are for patients 65 years and
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“We went from a readmission

rate of 23% for our patients at

high risk down to 7%. It’s really

about being intentional in your \
understanding. Look at your data.

What’s the problem you need to

solve? Create a program and staff

it appropriately with the right

people who are passionate about

the work.”
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leader to oversee population health.
“They said, ‘This is your job. You

I

need to take this and drive it,”” she

told me. “And he really stood up
that department at about the same
time we began our risk contracting
in 2020 and 2021. Quiroga is a dis-
ruptor within our own environment,
and he’s right when he says we
need to do things differently.”

Moving Beyond
Two Touches
Brummel explained that a big piece
of realizing that difference was in
examining how Corewell Health was
being paid by its own insurance
company: “For example, our plan
was set up so that as long as you
have two touches with a patient,
you're going to get paid for care
management. We thought, ‘Well, we
do that, but there are no outcomes.’
How do know the patient improved
just because we touched them?”

| had to chuckle when Brummel
said, “This is probably crazy, but
we went to our payer to say, ‘Can
you stop paying us that way?’ They
agreed and asked us what we
wanted to do. | said, ‘We’re going to
put programs around readmissions.
We're going to look at disease man-
agement. We will measure outcomes
and be paid accordingly. We want to
see what our teams are doing and
how it is making a difference.”

She explained: “Flipping around
how our care managers are paid

freed up our care
managers to really
think differently about
their work. We started
to look at our data to
see where we have
big opportunities in
this space. We could
see that readmissions
was an issue for us, so
we asked ourselves
whether we needed
to have all these care
managers embedded
within primary care. Could we pull
them out and centralize them? If we
did that, what would it look like and
what would we want them to work
on? That’s what really created our
transition care team, who focus on
patients at those transition points.”

Focused Intention
Knowing that readmissions
were a problem, Corewell Health
assigned the transition team to
follow patients for 30 days after
discharge. “We started with our
high-risk patients,” she told me,

“and really put in intentional focus

to make sure that they had the
right medications and follow-up
appointments. Can they get to their
follow-up appointment? What are
their concerns, issues, and things
that are going on that might make
them bounce back?”

The effort paid off. “We went
from a readmission rate of 23% for
our patients at high risk down to
7%,” Brummel shared. “It’s really
about being intentional in your
understanding. Look at your data.
What'’s the problem you need to
solve? Create a program and staff it
appropriately with the right people

who are passionate about the work.”

Brummel believes firmly in the
importance of passionate workers
for this space. “These roles are
so connected to the patients that
if you don’t have someone who is
passionate about the work, it’s

really going to be a struggle. We
can train them on the job. We can
create work standards and clinical
programs. We have pathways. But
if that person doesn’t really want
to do this work—Ilikes this work, is
passionate about this work—that’s
where we see trouble a lot of times.
We have had nurses come into the
care management role from the
inpatient side of things saying, ‘I
just want better hours and lifestyle.’
But they get into the work and real-
ize it’s not for them.”

Advice to AMGA Members
When | asked what advice she had
for AMGA members, Brummel said,
“l think you have to be open to new
ideas. Now is a great time to learn,
because there are so many other
people who are doing this work.
There’s a lot you can pull from other
colleagues and other organizations.
Don’t be afraid to reach out. Don’t
be afraid to ask questions. Get a
good understanding of your data,
and make sure you’re involving your
clinical team members—especially
those closest to the work.”

She said, “l think sometimes we
in operations think we need to fix
the problems outright. We say, ‘This
is what we're going to do,” and we
move on. But really involving the
clinical team members will not only
get them to buy into what you're
doing, but also offer you a lot of
insight you might not have.”

Finally, Brummel warns that as
we look at tackling the problems of
team member shortages, we need
to take an approach of “constant
iteration.” | think that’s the perfect
reminder that our work will never
truly be done, but as long as we staff
our organizations with passionate
people, we’'ll keep inching closer to
realizing all of the benefits of VBC. il
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