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Ed Ness and Christine Nefcy, MD, sat down recently to discuss 
the importance of providers in realizing a fully-integrated 
system to serve our nine communities.

Tell us about Munson Healthcare’s strategic direction. 

Ed Ness: For the past five years, Munson Healthcare has 
evolved from a loose affiliation of nine hospitals to a health 
care system. Then, the question became: “Now that we have 
the pieces in place, how do we efficiently provide care to the 
500,000 people in northern Michigan as a system rather than 
nine different communities and hospitals, each doing it in their 
own way?” 

Christine Nefcy, MD: We are developing new strategies to 
reflect how our system has matured over the last few years and 
where we want to be as an organization moving forward. 

EN: With the goals of moving from a collection of individuals 
to a cohesive system, we have been answering questions like: 
How do we work more directly and collaboratively with our 
providers? How do we give the providers the right data to 
make good decisions across the system? How do we integrate 
a single information platform across the system so that no 
matter where you are as a patient – Charlevoix, Gaylord, or 
Traverse City – your data is available? 

CN: Also, how do we support our providers’ success in the new 
environment of medicine with new payment models? 

EN: Exactly. Being innovative in our approach to consumerism 
with technology and innovation, such as virtual visits with the 
doctor, telemedicine, or doctors’ apps. Remote areas especially 
need this technology, which helps us provide better access for 
both our providers and patients. 

CN: We started the process of setting new strategic goals about 
a year ago, after getting support from the Munson Healthcare 
board. Where are we at in the process? 

EN: This was a grass roots initiative. We visited each system 
hospital to speak with executive teams, boards, and medical 
staff leadership. We really listened to what participants had to 
say. People were very engaged and provided great input. Our 
new system strategies are an evolution of those conversations. 
We are thankful to everyone who participated in this process. 
I’m pleased to report that the Munson Healthcare Board 
recently approved our work, and over the coming months we 
will be rolling out the new initiatives across the organization. 

What is the overall goal of these new system strategies? 

EN: These strategic goals are aimed at mapping out how we 
come together and act as a system to better serve our patients. 
Ultimately, by acting like a system in alignment with providers, 
we expect to achieve some real breakthrough improvements in 
the areas we measure: patients, health care team, safety, quality, 
operational performance, and making Munson Healthcare a 
great place to practice. 

Evolving Together as a System
Providers vital to Munson Healthcare's new strategic direction
Christine Nefcy, MD; Chief Medical Officer, Munson Healthcare

Ed Ness; CEO, Munson Healthcare 
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QUALITY & SAFETY

The Munson Healthcare Board has chartered a new 
standing committee, the System Quality and Safety 
Committee (SQSC). This action was taken in recognition of 
the growing scope and complexity of governance oversight of 
quality, safety, and patient experience. 

Emerging research shows that boards can make an enormous 
difference in improving quality and patient safety: systematic 
board focus on quality is associated with superior institutional 
performance. As a result, boards are moving toward directing 
as much attention to quality, safety, and patient experience 
matters as they have traditionally devoted to financial matters. 

This new emphasis means embracing a broad definition of 
quality, rather than a singular focus on safety. It also means 
addressing the new challenges of how to oversee quality 
outside of the traditional hospital setting and across the 
health care continuum. This is not an easy task: it requires a 
commitment on the part of board members to devote time 
to become educated about quality and to ensure that health 
care quality issues are a primary focus of board activities. 
Boards must go beyond viewing displays of quality metrics to 
conduct relevant discussions on how to improve. 

The new SQSC will assist the MHC Board in driving 
accountability for quality and safety at all levels of the 
organization and providing oversight and focus for the 
organization’s commitment to the delivery of safe, high 
value medical care. This oversight starts with monitoring 
and seeking to improve the cultures of quality, safety, and 
patient experience across the Munson Healthcare system. It 
is essential that everyone in the organization understand that 
their efforts directed toward reporting, learning from, and 
taking action to reduce errors are backed up, all the way to the 
board! Beyond culture, the committee will seek to regularly 
review and report about the activities and performance of 
leaders and operational groups/units within the Munson 
Healthcare system responsible for continuous improvement, 
all aimed at standardization and high value care. 

A broader and deeper commitment to governance oversight 
of quality will require new processes that are still under 
development nationwide. A new whitepaper from the 
Institute for Healthcare Quality (IHI’s “Framework for 
Effective Board Governance of Health System Quality and 
Safety”, 2018) provides a list of 30 ‘best practices’ that will 
provide timely and concrete tools to guide the early work of 
the MHC system committee. 

Strong lines of communication will be very important, not 
only with the MHC Board, but also with the multiple, system-
wide operational units focused on quality, safety, and patient 
experience. Each affiliate institution has a representative 
present at meetings of the system committee intended to 
facilitate communication and to ensure that the system 
quality committee provides “value-added” to the many groups 
already hard at work generating continuous improvement. 

System providers are invited to share ideas, stories, and 
concerns to the SQSC by contacting me (hoppe@msu.edu) 
or Dr. Tom Peterson (tpeterson2@mhc.net).

MHC Launches New System Quality and Safety Committee
Ruth Hoppe, MD; Chair, System Quality and Safety Committee, Munson Healthcare

“It’s an exciting opportunity for us all to work  
as a system on these important priorities for our 
patients. Shared learning and the consistent 
implementation of best practices across our 
system will help us improve outcomes, save  
lives, and enhance the overall experience for  
our patients.”

− Dan Navin, MD 
 Pulmonary Disease & Critical Care Medicine  
 Member, System Quality and Safety Committee

System Quality and Safety Committee Members

• Ted Batzer, MD
• Jacques Burgess, MD, MPH
• Marian Fuller, MD
• Ruth Hoppe, MD; Chair
• Dan Navin, MD
• Dan Edson, American Proficiency Institute 

(background in laboratory science)
• Kris Thomas (background in nuclear energy)
• Tom Peterson, MD, FAAP; Executive Sponsor;  

MHC Vice President, Quality and Safety
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Bottom line: If we don’t come together as a system, we won’t 
really change our performance.

What do you want providers to know? 

EN: We really understand the importance of the collective 
medical staffs as it pertains to our future success. We want to 
work together with providers on the right things. 

CN: As an executive team, we recognize the importance of 
having the provider as a true partner. We are very clear: We 
have to be in a partnership, working collaboratively together, 
to provide the best health care for our communities. This 
is an ideal that’s reflected in hiring me at the system-level 
administrative team, as well as hiring Dr. Tom Peterson, 
Vice President, Quality & Safety, and Dr. John Beckett, Chief 
Medical Information Officer. It’s having more provider voices, 
not only on the system executive team, but also putting CMOs 
and provider leaders in place at all our hospitals. 

Also, we completely understand that this is a partnership. We 
are not going to do it without the providers. That needs to 
be balanced with hospital and system leadership. The system 
strategies reflect that. 

Continued from page 1

Do you foresee any challenges? 

CN: We ask that providers actively participate in the meetings 
and speak up. We haven’t always had consistency in that area. 

EN: The good news is, we really want to engage providers 
and leadership. The flip side is that takes time, energy, 
and a different level of connection to Munson Healthcare. 
Culturally, as a system, we’ll have to change how we think of 
where we practice – whether it’s Cadillac or Charlevoix – to 
the practice of northern Michigan. With the exception of a 
few specialties like cardiology, if you asked a provider where 
they practiced, most providers identify as a Cadillac Hospital 
provider or a Grayling Hospital provider, for example. The 
challenge is changing that mindset, which has been there 50-
plus years. 

CN: I tell providers all the time: Decisions will be made 
whether they are at the table or not. I feel strongly that the 
strength of a decision-making team is its diversity. The 
provider perspective is invaluable and often very different 
from the CFO or HR perspective as an example. What we 
want is engaged providers at the table, helping us to make  
the right decisions. 

Friday, April 26, 7:30 am – 4:30 pm
Saturday, April 27, 9 am – noon
Inn at Bay Harbor

Medical staff leaders who have a system purview are invited 
to join us for our 3rd annual system provider leadership forum, 
which will include keynote speaker Bill O’Rourke who will 
speak on ethics and integrity in leadership.

Friday, May 17
7:30 am – 4:30 pm
Hagerty Center, Traverse City

Please join us for our annual Clinical Ethics Conference, 
which will include national keynote speaker Thaddeus Pope, 
JD, PhD, who will speak on medical decision making and 
protecting patients’ rights at the end of life.

Topics
• Autonomy: Is the Customer Always Right?
• Non-Maleficence: Does the Hippocratic Oath Make  

You Swear?

Look for an invite in your email and please RSVP by  
March 21. Highlights from the Retreat will be shared in  
the June Pulse.

Questions: Christine Nefcy, MD; MHC CMO;  
231-935-6556; cnefcy@mhc.net

• Beneficence: Just Because We Can, Does It Mean  
We Should?

• Justice: Is It All About the Money?
• The Patient Perspective: Did I Make the Right Choice?

Cost is $75 for Munson Healthcare affiliated providers, which 
includes breakfast and lunch. This activity has been approved 
for AMA PRA Category 1 Credit™ and meets the annual 
licensure CME requirement for medical ethics.

For more information and to register online: 
munsonhealthcare.org/ethics-conference

2019 Munson Healthcare Provider Leadership Retreat

Clinical Ethics Conference – Ethics Bootcamp: Applying Bioethical 
Principles through Case Analysis
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Implementing coordinated care, and enhancing it where 
it already exists, are priorities for Women’s and Children’s 
Services throughout our health care system.

Opioid Disorder Treatment Grant
A three-year $1.5 million grant from the Substance Abuse 
and Mental Health Administration is helping us develop a 
Community Opioid Recovery Expansion (CORE) program 
for the region. The program will expand outreach to 
pregnant women with opioid use disorder and people 
with substance use disorder who present in crisis to local 
emergency departments.

Per the CDC, age-adjusted deaths by overdose in our 
region are 17.1/100,000 (national average: 15.6). The goal 
is to build long-term recovery opportunities and improve 
health outcomes for individuals with opioid use disorder by 
expanding access to medication assisted treatment (MAT).  
It’s about expanding access to these medications as well as 
the critical behavioral health services including treatment, 
care management, and recovery support.

The MAT program will offer interventions to support patients 
within 48 hours of the request for care, and hopes to reduce 
a patient’s use of illicit opioid drugs or misuse of opioid 
prescriptions by 75% over a six-month period.

The plan is to develop and share program models that 
eventually can be replicated throughout our system. 

This continues our longtime commitment—through our 
collaborative Healthy Futures program—of connecting 
expectant and new parents with trustworthy information and 
local resources. Since 1998, more than 25,000 families have 
taken part in Healthy Futures, which brings together health 
care providers and regional health departments.

How to Refer

If your office doesn’t have care management services, call 
MHC Outpatient Behavioral Health at 231-935-6832.

Maternal-fetal Medicine
While we’ve had a maternal-fetal medicine (MFM) program 
for 20 years, it’s only recently that we’ve had a dedicated clinic 
and a board-certified, fellowship-trained MFM physician on 
staff to lead this program that supports women who are in a 
high-risk pregnancy situation. 

Designed for preconception to postpartum, these expanded 
services mean patients are experiencing customized 
specialized care as well as a greater level of coordinated care 

close to home. OB-GYNs refer high-risk pregnancy patients 
to the clinic.

The clinic, located at Munson Medical Center, sees about 
100 patients each month. June Murphy, DO, FACOOG, also 
provides MFM services at Manistee Hospital, and we hope to 
expand to Munson Healthcare Otsego Memorial Hospital next. 

There is a great need for these services in northern Michigan 
as more moms are choosing to delay child-bearing, which 
leads to higher risks for diabetes and high blood pressure. 
We also are seeing opioid addiction and those special 
circumstances that affect the pregnancy and the newborn. 
Our team can address problems in utero and pick out the best 
scenario or best delivery plan for the patient.

How to Refer

Fetal Testing Request Physician’s Orders (form #11808)  
are available at munsonhealthcare.org/physicianforms 
or can be ordered by faxing a Forms Order Requisition to 
231-947-2436.  

Referrals to Munson Healthcare – Maternal Fetal Medicine: 
1. Fax referral form #11808 to 231-935-2127 
2. Appropriate MFM clinic will call patient to schedule

Questions: 231-392-8280

NICU and Pediatrics
This year, we will begin taking babies of all gestations. To 
support this, nursing staff, respiratory therapy, and providers 
have all increased their coverage. We have heard great 
responses from our referral hospitals. For families of neonates 
born 14 weeks early, they can expect a hospital stay of about 
10 weeks. Keeping them here allows families to stay close to 
home and by their supportive families. This past December, 
we performed a successful hernia surgery on a NICU patient, 
marking a first for this kind of procedure at Munson Medical 
Center. 

We’re now seeing more pediatric patients than adults 
on MMC’s C3. Our staff now consists of at least 60% 
certified pediatric nurses. We provide Advanced pediatric 
life support, pediatric trauma, and continuous cardiac 
monitoring. We are also doing direct admits to the C3 floor 
instead of routing through the emergency department, and 
we have 24/7 in-house internal medicine pediatric physicians 
who see our patients within one hour of admission.

Service Line Update: Women's and Children's Services
Mary Schubert, Executive Director, Women's and Children's Services, Munson Healthcare

PATIENTS
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Imagine decreasing the total pain or suffering a patient 
endures while facing a serious illness, whether that trajectory 
involves an incurable or terminal disease or even a chance for 
cure. Recognizing the many differences between two areas 
of care that are often commingled – palliative care and 
hospice care – is a fundamental step in improving patients’ 
quality of life, regardless of life expectancy. 

As medical director, I focus largely on educating our health 
care team on the benefits of palliative care services, which to 
patients’ detriment are often conflated with hospice care. It 
is not unusual to hear a nurse, physician, or other medical 
provider announce, “The patient is now palliative care,” which 
strikes me as nonsensical; palliative care is not a dichotomy of 
care the way hospice is, but rather a medical subspecialty like 
pulmonology, oncology, or cardiology. 

One of the most patient-felt consequences of equating 
palliative care and hospice care is when various services– 
physical therapy, speech therapy, or other physician 
specialist services – pull back or sign off once they see that 
palliative care is involved. The common sentiment I hear 
from patients and families when this occurs is that they feel 
abandoned. Moreover, it’s often times very important for the 
patients’ health that these specialists remain involved.

Much of the time, patients with serious illness have their 
symptoms very well managed by their primary care provider 
and/or specialist. When these symptoms, such as pain, nausea, 
difficulty breathing, gastrointestinal distress, anxiety, or 
depression, become difficult to control despite first, second, or 
third line treatment options, we are the go-to subspecialty. As 
a regional referral hospital and health care system, Munson 
Medical Center is advantaged that we have two fellowship-
trained palliative and hospice physicians, both myself and 
Fred Van Alstine, MD; along with a multidisciplinary team 
of professionals equipped to examine and treat the physical, 
social, psychosocial, and existential distress that can impact a 
patient’s total suffering. 

The other, and equally important sphere we focus on is 
advanced care planning — ensuring that patients have 
accurate understanding of their illness, clear expectations 
related to their treatment options, and the ability to 
synthesize this information to plan for now, the near and 
distant future, and even end of life, whenever that may come. 

Anecdotally, I have witnessed a number of our specialists or 
physicians increasingly refer patients to us because they’ve 
seen the benefits that we provide these patients when 
symptoms or decision-making become complex. 

A landmark study (nejm.org/doi/full/10.1056/
NEJMoa1000678) published by colleagues at Harvard in 
2010 showed that involving the palliative care team early 
on in the patient’s care plan not only improves the quality 
of patients’ lives but is also associated with increased 
life expectancy. Though groundbreaking, this study is not 
isolated in its revolution of positive outcomes as a result of 
palliative care. There’s substantial evidence that palliative 
care services result in improved quality of care, increased 
patient and caregiver satisfaction, and decreased utilization 
of futile and expensive care that is often associated with 
increased suffering. I try to emphasize that these results are 
not a goal but a side effect of what occurs when palliative care 
is done well. 

Regardless of what we practice, we are all here for the same 
reason: to meet the needs of our patients. Our willingness to 
reexamine preconceived notions can serve to empower our 
patients who face serious illness – and their caregivers – so 
they can find relief from pain, stress, or other burdens as 
well as make more informed, nuanced decisions about their 
individual care paths.

Palliative vs. Hospice Care: How Understanding the Difference 
Can Enhance Patient Outcomes
Roman Barraza, MD, PhD; Medical Director, Hospice & Palliative Care, Munson Medical Center

PATIENTS

Recommended Reading

For an excellent review of palliative care services, 
including its distinction from hospice care, I strongly 
recommend the following article:  

Published: Ann Intern Med. 2018;168(5):ITC33-ITC48. 
DOI: 10.7326/AITC201803060

Screening

Diagnosis Active
Disease
Directed
Treatment

Complex Symptom 
Management and 
Advance Care 
Planning

Death

Bereavement

Course of Illness

Curative or Life-
Prolonging Care

Palliative Care

EOLC
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DISCUSSION

Assessing Chronic Pain and Misuse Risk
1. Standardized Self-Assessment at Each Visit: For 

assessing chronic pain, the use of a standardized self-
assessment at each visit allows accurate monitoring for 
response to treatment. A three-question scale – the Pain, 
Enjoyment, General Activity (PEG) scale – is widely 
available and can be scanned into the medical record 
during each visit. 

2. Screen for Depression and Anxiety Prior to Prescribing 
an Opioid: Because chronic pain is associated with 
several psychiatric comorbidities, screening for 
depression and anxiety before starting an opioid can 
reduce confusion over a patient’s responses. 

3. Use Tools to Assess Misuse Risk: Using opioid misuse 
assessment tools can help prescribers avoid contributing 
to an already-established problem:
• Opioid Risk Tool (ORT)
• baseline urine drug screening (UDS)
• check MAPS 

For patients who screen positive yet still need chronic pain 
control, a specialized practice may be more appropriate.  
If you decide to prescribe, it is recommended that the 
prescriber have a detailed discussion of the Start Talking form 
and provider-patient agreement and that it be documented.

Safe Prescribing for Chronic Pain

Safe prescribing means having office processes and 
policies that adequately monitor patients and their clinical 
response, while looking for signs of abuse, diversion, and 
addiction. 

• Obtain Patient-Provider Agreement: The core of the 
process is the patient-provider agreement and routine 
follow-up visits. 

• Determine Frequency of Follow-up Visits: The 
frequency of visits should depend on the patient’s 
individualized treatment plan and the confidence of the 
prescriber in their relationship. 

• Document: The plan should be documented each visit 
and commented upon. 

• Reassess Patient’s Pain: Each visit should include a 
reassessment of pain (for example, PEG), documentation 
of previous medications and alternative, non-opioid 
treatments, and signs of abuse or addiction. A tool called 
the 6 As (Activity, Analgesia, Adverse effects, Aberrant 
behavior, Affect, Accurate records) is very helpful to 
structure these responses.

• Review MAPS: MAPS should be reviewed with each 
script, and random pill counts and UDS should be used 
in accordance with your signed agreement.

Addressing Aberrant Medication Taking Behavior
Addressing Aberrant Medication Taking should focus on the 
differential diagnosis and your response should be based on 
this: 

• Pain relief seeking: Prescribers should be very familiar 
with the tools they have to manage pain, or refer when 
they no longer feel expert. Conditions such as Opioid-
induced Hyperalgesia, tolerance, and OUD all contribute 
and have vastly different treatment approaches.  

• Drug seeking: Appropriate non-judgmental discussion 
of their safety and treatment options are appropriate and 
there are many community resources to help.

• Pain relief seeking with drug seeking: A combination of 
the above.

CONCLUSION
Building a safe prescribing program around this backbone 
will reduce everyone’s anxiety going forward. For additional 
resources, visit MSMS.org.

Standard of Care: Opioid Prescribing
James Whelan, MD; Chair, Munson Healthcare Opioid Task Force;  

Medical Director, Wexford PHO; Medical Director, Munson Healthcare Population Health Management

SAFETY

The following is a summary of the recommendations shared 
at the fall 2018 Scope of Pain Training that was held in 
Manistee. These guidelines also support the Opioid Task 
Force’s recommendations. Although most of these are 
recommendations, we believe adoption will result in safer 
prescribing and significant reduction in both frustration 
with payers and patients, and lower liability for prescribing. 
The training focused on using standardized tools and 
documentation to protect patients and prescribers.

Introduction: A summary of recommendations for the 
standard of care for opioid prescribing

Source: 9.29.18 Scope of Pain Training provided by 
Boston University School of Medicine

Discussion: Main areas to focus on for safe pain 
medicine prescribing:

• assessing chronic pain and misuse risk

• safe prescribing for chronic pain

• addressing aberrant medication taking behavior

Opioid Prescribing Requirements and 
Recommendations by Prescription Class: 
munsonhealthcare.org/opioid
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Community Coalitions
The updates from the various community coalitions share 
a very similar theme in that they are all trying to determine 
their true purpose and scope. The community coalitions are 
all evolving and, like the Task Force, they are trying to decide 
what the focus of their efforts should be in the near future. 

Medication Assisted Treatment (MAT)
Susan Kramer, LMSW; Manager, Munson Healthcare 
Outpatient Behavioral Health, provided some very exciting 
updates on her team’s program to expand access to 
medication-assisted Treatment (MAT), which has begun to 
see its first clients. MHC Outpatient Behavioral Health has 
certified MAT providers, a recovery coach, and a wrap-
around team in place and are starting with their already 
established patients with substance use disorder (SUD). In 
addition, they are supporting the Munson Family Practice 
Residency Program as ALL of their providers are becoming 
certified to prescribe Suboxone. This represents a great 
increase in available providers in the Traverse City area.

Opioid Prescribing and Disposal Trends
Julie Botsford, PharmD; Munson Medical Center Medication 
Safety Pharmacist, reviewed initial data that showed 
downward trends in number of opioid prescriptions and 
percent of patients receiving opioid prescriptions from 
both inpatient and ER visits. Although the initial data was 
only MMC, this data is also available from other hospitals. In 
the future, the opioid prescribing data will be categorized 
by number of pills per script and MMEs per script, and 
we expect will show even greater declines. This is great 
information to share with your communities so please feel 
free to contact me (jwhelan@mhc.net) to discuss how that 
might look for your community.

After reviewing the opioid prescribing data, Clinical Quality’s 
Christina Eickenroth, RN, reported that we now have 
MedSafe medication disposal bins at each system hospital 
and more than 900 pounds of outdated and unused 
medication has been dropped off for disposal. While not all 
narcotics, we are certain this makes each community safer by 
eliminating medication from households.

Scorecard
We also discussed the creation of a scorecard for tracking 
our Task Force’s impact. This scorecard would be 
segmented by hospital and would track measures such 
as discharge prescription data, drug disposal data, the 
use of Narcan for iatrogenic overdose, and other Joint 
Commission required reports. We also aspire to have 
Community Report Cards on overdoses, deaths, and 
community actions around the crisis, as well as provider 
scorecards on MAPS adherence, safe prescribing, and other 
data gleaned from outpatient sources. We understand that 
some providers may not be comfortable with their prescribing 
data being shared, but this process is critical in helping our 
providers continue to improve their prescribing habits. For 
this we will need continued support from each system 
hospital, so we are adding representatives from all system 
hospitals/medical staffs in the Task Force meetings. If 
interested, please contact me (jwhelan@mhc.net).

Opioid Task Force Update
James Whelan, MD; Chair, Munson Healthcare Opioid Task Force;  

Medical Director, Wexford PHO; Medical Director; Munson Healthcare Population Health Management

For more information and resources: 
munsonhealthcare.org/opioid

Thank You to Our Physicians!

March 30 is National Doctors’ Day where we honor our physicians who 
make an impact and difference every day in the lives of our patients. Your 
words change lives, your dedication offers hope, and your compassion brings 
comfort. Despite increasing challenges in health care, you continue to provide 
the best care to our patients and our community.

Thank you for the amazing things that you do each and every day!
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In the December 2018 issue of The Pulse, we shared a 
summary of the results from the November 2018 Great Place 
to Practice survey. In response to your feedback, Munson 
Healthcare is focusing on the following areas:

• Integrated EMR for MHC Hospitals, Owned Practices, 
and Clinics: We are making progress having successfully 
launched Cerner Ambulatory Phase I in Dec. 2018. For 
next steps, read Dr. John Beckett’s Cerner update below.

• Safety Training: In 2018, more than 165 providers across 
the system completed safety training, with more trainings 
planned for 2019. For more on this initiative and building 
a culture of safety, look for Dr. Tom Peterson’s article in 
April’s Pulse.

• Provider Recognition: We are working on ways to better 
recognize our providers for the amazing things you do 
every day, such as featuring moments of excellence at the 
start of MEC meetings. Look for more on this from both 
the system and local hospital levels. In related news, read 
the Doctors’ Day article on page 7.

• Continued Improvement in APP Alignment: Munson 
Medical Center launched an APP committee a year ago, 
which has been a great way for physician and hospital 
leadership to work closely with our APPs. Other system 
hospitals have made great strides as well. But there’s a lot 
more that we can do.

That’s a brief overview of some of the things we’re working 
on from a system level in 2019, but it takes a team and there 
is a lot that providers can do as well to help make this a great 
place to practice. 

For one, it’s easy to get bogged down in the daily grind, which 
can lead to feeling burned out. Build resilience by discovering 
ways to be mindful and find the joy in what you do each 
day. Another action that you can take is to become actively 
involved at your local hospital, either by taking a leadership 
role or participating in medical staff meetings so that you 
are part of the decision making conversation.

Look for local initiatives from your hospital’s CMO and CEO.

Great Place To Practice Survey: Taking Action on Your Feedback
Christine Nefcy, MD; Chief Medical Officer, Munson Healthcare

HEALTH CARE TEAM

Information Services (IS) personnel continue to work 
diligently on performance and software issues associated  
with the Cerner Phase 1 Ambulatory project: this our first 
priority. IS leadership is also planning for Phase 2 of the 
Cerner implementation.

The Munson Healthcare Board has given the green light to 
seven separate projects in this next phase. Several of these 
projects will require close collaboration with the members of 
provider practices throughout the Munson Healthcare system. 
The details of each project’s scope and the timelines for 
completion are still being determined but most of the projects 
are expected to start in 2019.

Look for much more communication to come as these 
projects move closer to implementation.

Tech Talk: Cerner Phase 2 Now on the Horizon
John Beckett, MD, FACEP, FAAEM; Chief Medical Information Officer, Munson Healthcare

Cerner Ambulatory Phase 2

• The following will be installed in Cadillac Hospital, 
Grayling Hospital, Kalkaska Memorial Health Center, 
Munson Medical Center, and Paul Oliver Memorial 
Hospital:

 – SurgiNet: Additional Cerner software that 
supports workflow in the surgical suite and PACU, 

as well as anesthesia documentation.

 – Inpatient Optimization of Cerner: Provides 
significant workflow improvements and 
functionality to support providers and nurses who 
practice in the inpatient setting.

 – Sepsis Advisor: Improves the recognition and 
management of sepsis.

 – Care Aware: Device communication platform 
that replaces the current bar code medication 
administration.

• Cerner Software Code Upgrade: Provides technical 
enhancements and improved functionality for users.

• Cerner Ambulatory: The next phase of our 
ambulatory implementation that includes additional 
provider practices.

• Long-term Care: Expansion of the MHC electronic 
health record to include skilled nursing practice 
locations.
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How do you see your role?
My role is to work with the system 
executives and providers to enhance the 
quality and efficacy of care delivered 
to women’s and children’s patients in 
northern Michigan.

Advice on building positive 
relationships?

Respect and value the voices of those with whom you interact. 
Our unique perspectives are what makes a high quality 
service, working with one another is important. We don’t do 
things to or for others but with them to achieve goals.

Looking forward, what will be the most significant 
challenge for our health care community and system?
Continued integration of the electronic medical record as 
patients travel throughout the system the ability to see the 
entire record is a challenge. Standardizing processes and 
equipment across the system. Each organization has their own 
identity and way to do things it is important we respect the 
individuality and work collectively to identify outcomes and 
processes to achieve those outcomes. 

What would people be surprised to learn about you?
I enjoy backpacking in the Upper Peninsula and Isle Royale.

What would you like providers to know about your  
service line?
All across Munson Healthcare providers are coming together for 
a common cause of high quality care for women and children. 
Working with physician partners, we are standardizing care 
processes. Pediatrics is a good example as the pediatricians 
across Munson Healthcare are involved in a pediatric 
consortium which looks at current evidence to review policies 
providing consistency across the system. Similarly obstetricians 
meet quarterly for education and data sharing.

“Trust and assume goodness of intention, it is 
always better to tell ourselves a positive story. 
Have the conversation in person if you are not 
sure ask.”

In Brief
Joined Munson Healthcare in 2016
Education: Saginaw Valley State University
Married to: Robert (38 years)
Children: Brianna (34), Jillian (31), Elise (27)
Favorite pastimes: Spending time with our grandchildren– August 
(4), Lauren (2), Moira (1), and one on the way; kayaking, reading
Contact: 231-935-6560 (office), 989-450-2167 (mobile), 
mschubert@mhc.net

We are excited to announce that Katie 
West, BSN, RN-BC, has joined Munson 
Healthcare Provider Relations and CME 
to help coordinate system CME activities. 
Katie has worked at MHC for six 
years; the last five years on the Medical 
Cardiology Step-down Unit (A4) at 
Munson Medical Center.

We are fortunate to have Katie’s clinical background and 
expertise. Katie is a dynamic and insightful addition to our 
team, and we are looking forward to growing our support  
of provider education and development with the addition  
of her talent.

One of Katie’s first initiatives was to conduct a CME Needs 
Assessment survey, which received a tremendous response 
from providers. In response to your feedback, the CME team 
has identified their goals for 2019.

2019 MHC CME Program Goals:
1. Develop standard CME activities that meet Michigan 

licensure requirements and are readily available to MHC 
medical staff

2. Explore more on-demand options for CME
3. Introduce CME maintenance of board certification 

options

To help MHC CME identify and achieve long-term goals, 
MHC CME is developing a MHC CME Advisory Council 
made up of providers from around the Munson Healthcare 
system. This council would serve as an oversight and advisory 
group for system-wide CME needs and initiatives.

Members will:
• Have a voice in the development and approval of  

MHC CME activities
• Will assist in setting programmatic and activity goals  

and priorities
• Serve as “point-people” for CME in their local hospitals

An early focus of this advisory council will be on learning 
about the CME process as a whole and the way CME is 
administered at the national level. Better connectivity to and 
collaboration with other disciplines will also be a focus. Time 
commitment will be minimal (max of 1 meeting/month).

If you’re interested in becoming a member of the new MHC 
CME Advisory Council, please contact Katie West at  
231-392-0422 or kwest5@mhc.net.

Getting to Know: Mary Schubert
System Executive Director, Women’s & Children’s Services

CME Program: New Coordinator, 
2019 Goals
Kara Classens, BSN, RN; Manager, Provider Relations  

and Education, Munson Healthcare

Katie West

Mary Schubert

HEALTH CARE TEAM



The move toward value-based health care continues. It is 
more important than ever to completely and accurately 
document of all of our patients’ chronic and acute 
conditions so that providers and hospitals avoid audits and 
penalties.

In my role, I meet with providers regarding the importance 
of accuracy in charting. Together with provider champions 
and ancillary staff, we have worked proactively to avoid 
payment denials. We have developed agreed-upon standard 
definitions for conditions such as acute respiratory failure 
and malnutrition severity, which are high-audit medical 
diagnoses. We have created templates for frequently audited 
surgeries and procedures including bariatrics, orthopedics, 
breast biopsies, and cardiothoracic surgery to help ensure that 
surgeons are capturing all the relevant data insurers require 
to show that the procedure is medically necessary and meets 
National Coverage Determination (NCD) criteria, so that 
both the provider and the hospital receive proper payment for 
patient care. While this has brought a measure of success, new 
demands by payers, new software implementation, and other 
challenges mean we all need to stay current with the best 
practices related to a patient chart as well as patient care.

New payment models such as the CMS-HCC (Hierarchical 
Condition Category) risk adjustment model that looks 
at Medicare spending per beneficiary are all part of why 
providers must paint as an accurate and complete picture 
in the medical record by documenting all conditions to the 
highest acuity and specificity possible. DRG payments are 
risk-adjusted based on which condition(s) brought the patient 
to the hospital for care, whether chronic conditions had 
decompensated or were stable, and whether any conditions 
required procedures for diagnosis or treatment. The times 
when providers could just chart that their patient experienced 
an MI are over. Now, payers need to know the specific types 
of MI.

Coders translate all acute and chronic conditions and 
procedures into ICD-10 codes that show the patient’s true 
severity of illness and risk of mortality. These codes are 
then reported to insurers for payment. This collaboration 
allows both providers and the hospital to reap accurate 
reimbursement for the care they provide instead of losing 
important revenue.

Charting Best Practices

• Due to changes by payers, more patients are now in 
the hospital for observation services instead of being 
admitted as inpatients. This can be confusing to providers 
and patients who do not understand medical necessity. 
Utilization Management nurses help providers determine 
outpatient and inpatient status after they review the chart 
for documented medical necessity criteria, and they are 
available to explain this to families.  

• Providers should document why a patient needs 
to be admitted to the hospital for inpatient care, 
which must match the criteria set forth by payers. 
Examples: Showing that the patient is clinically unstable, 
requires IV therapy, frequent monitoring, etc. In most 
situations, Medicare will not pay for patients admitted 
to the hospital who stay less than two midnights or if 
they stay longer for social reasons alone. Strong, clear 
documentation why patients required inpatient care even 
though they had a short stay is very important both to 
patients, who may only have Part A Medicare insurance 
that covers inpatient stays but not outpatient care, and to 
the hospital, if the DRG payment is audited due to short 
length of stay.

• An accurate operative report, that details exactly what 
procedures were done, can make a big difference for 
a patient, and may well determine whether insurance 
will pay for care as an inpatient or as an outpatient. 
CMS considers some surgical procedures to be Inpatient 
Only Procedures (IPO) and will pay for the surgery 
under Part A Medicare only if the patient has an inpatient 
admission order, even if the patient has outpatient 
coverage under Medicare Part B. To further complicate 
things, commercial insurers have different lists of IPO 
procedures than CMS.

• All relevant criteria related to a patient’s condition 
must be clearly contained in their medical record. 
Coders can only report conditions that care providers 
have documented as clinically significant in the 
patient’s chart. Coders can’t code conditions found 
only in pathology reports, laboratory results, or other 
diagnostic documents, and will query the provider for 
such diagnoses. Example: Need to report biopsy results 
showing the type of cancer documented on pathology 
report that returned after patient’s discharge from 
hospital.

The Bottom Line: Coding for Value-Based Care
Diane Donley, MD; Neurology; Physician Liaison, Clinical Documentation Integrity, Munson Medical Center
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• Providers must be specific in describing patient 
conditions. Example: Write “the lymph nodes showed…” 
and the relevant description instead of “the lymph node 
was positive.”

• The chart must reflect the true patient condition and 
be consistent with evidence-based, clinically supported 
definitions. Payers demand a “rock solid chart” that 
paints the patient’s complete picture and meets diagnosis 
definitions. Example: It would be incongruous and an 
audit risk to code acute respiratory failure documented 
by a provider who diagnosed it but also said patient was 

“comfortable, in no acute distress, respiratory rate of 12 
with 92% oxygen saturation on room air.” 

• Because quality measures are publicly reported and now 
mean the gain or loss of revenue for the hospital and 
potentially for providers, it is important that we report 
only true cases. Clinical quality and documentation 
integrity nurses may query providers to find inclusion 
or exclusion for these measures to avoid inaccurate 
penalties, and coding accuracy is critical from admission 
through discharge.
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At Munson Medical Center, provider collaboration has 
resulted in significant progress related to charting at the 
hospital. That partnership remains important for the vital 
signs of our health care system’s finances in the years to come. 
We are all in this together.

That's the bottom line.

• If it wasn’t documented it wasn’t done.

• The better the documentation, the more 
accurately the provider has painted the 
patient’s true condition. 

 – This supports medical necessity for an inpatient 
stay to insurers so patient pays for inpatient care 
under DRG rather than outpatient observation care.

 – It more accurately shows the severity of illness 
(SOI) and risk of mortality (ROM) for the 
patient. Example: If a patient dies from what was 
described as a urinary tract infection when they 
really had undocumented sepsis, the provider has 
under-represented the patient’s SOI and ROM, 
which could have negative effect on publically 
reported quality measures for provider and hospital. 
If patient died from sepsis, death is more expected 
and SOI/ROM are more accurately reported. If the 
case came to court, it is much harder to defend a 
death from UTI than sepsis. 

 – Also impacts payment to the hospital and providers, 
since documenting all disorders to highest severity 
and specificity typically means higher E&M level 
payment for providers and higher CMI for 
hospital that can withstand audits by insurers.

• Document surgical complications: Coders only 
code surgical complications when they are documented 
as such by the provider. If there is a true complication 
(e.g., puncture the bladder during cystoscopy) then the 
provider needs to document. If bladder is punctured 
during a procedure done on a patient who has 
ulcerative colitis and multiple, severe adhesions that 
make surgery difficult, then this could be an expected 
event, not a true complication.

• Answer queries and amend charts as needed 
for final diagnoses after discharge. This is perfectly 
legal, acceptable, and necessary at times. For more 
information, read “Legal Update: Amending Electronic 
Medical Records” in the August 2018 Pulse, pg. 11. 

How to Protect Yourself through Appropriate Documentation
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Christine Nefcy, MD  
Chief Medical Officer
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Ed Ness 
President and CEO
231-935-6910  |  eness1@mhc.net

Al Pilong 
Chief Operating Officer
231-935-6510  |  apilong@mhc.net

Chris Podges 
Chief Information Officer
231-935-6501  |  cpodges@mhc.net

John Beckett, MD, FACEP, FAAEM 
Chief Medical Information Officer
231-935-2426  |  jbeckett@mhc.net

Laura Glenn 
VP, Munson Physician Practice Network
231-935-6515  |  lglenn2@mhc.net

Thomas Peterson, MD, FAAP 
VP, Quality and Safety
231-935-6519  |  tpeterson2@mhc.net

John Cox 
Executive Director, Surgical Services
231-935-5661  |  jcox02@mhc.net

Kathy Laraia 
Executive Director, Oncology Services
231-392-8410  |  klaraia@mhc.net

Cathy Muñoz 
System Director, Risk Management
231-935-6590  |  cmunoz2@mhc.net

Salah Qutaishat 
System Director, Infection Prevention
231-935-2018  |  squtaishat@mhc.net 

Mary Schubert 
Executive Director, Women’s & Children’s Services
231-935-6560  |  mschubert@mhc.net

Kristen Sihler, MD 
Medical Director, Trauma & Acute Care Services
231-935-7514  |  ksihler@mhc.net

James Whelan, MD 
Chair, Munson Healthcare Opioid Task 
Force; Medical Director, Wexford PHO;
Medical Director, Munson Healthcare 
Population Health Management
231-775-2493  |  jwhelan@mhc.net

Cheryl Wieber 
Executive Director, Heart & Vascular Services
231-935-5800  |  cwieber@mhc.net

Andrea Ludka 
Director, Provider Relations & Medical Affairs
231-935-3391  |  aludka@mhc.net

Kara Classens 
Manager, Provider Relations & Education
231-935-6546  |  kclassens@mhc.net

Just like we are all taught in driver’s ed to check our mirrors 
every 5-7 seconds (Thank you Mr. Hayes), it is important to 
use our legislative review mirror to help us understand what 
lies ahead for 2019 in Lansing.

While we certainly faced many health care related legislative 
issues in 2018, nothing was as fast and furious as the Lame 
Duck session in Lansing, which concluded on Dec. 21. In a 
few short weeks, the Michigan Legislature held a combined 
total of 883 votes and sent 401 bills over the finish line to the 
Governor’s desk for his signature. However, the Governor put 
the brake on 56 of these bills, which is more than all the bills 
he vetoed prior to the lame duck session.

For Munson Healthcare we were watching several bills, some 
of which ended up taking the checkered flag and some that 
ending up running out of gas. One that did not make it to a 
vote, thankfully, was harmful auto no fault insurance reform 
legislation that among other things would have implemented 
a fee schedule on providers, resulting in a $10 million annual 
cut in reimbursements to Munson Healthcare. While we were 
glad to see this stall out, we do expect the 100th Legislature to 
take up this issue in 2019.

Other legislation that Munson Healthcare supported got 
stuck in the mud including an oral chemotherapy parity 

bill that would require insurance coverage parity for oral and 
intravenous chemo treatments and a bill to provide clarity 
on the scope of practice for Certified Registered Nurse 
Anesthetists. Both will have to be re-introduced in the 100th 
Legislature this year.

Joining the winner’s circle during the Lame Duck session was 
additional funding for small and rural hospitals, specifically a 
one-time $3 million allocation for rural hospital payments, 
legislation Munson Healthcare strongly supported. Also 
making it into the brickyard was legislation amending the 
Public Health Code to require genetic counselors to obtain 
a license from LARA, and a bill that creates an interstate 
medical licensure compact, allowing physicians to become 
licensed in multiple states.

As we look back in the rearview mirror, we can start to see 
how we will be driving forward legislatively in 2019. We 
will certainly be revving up our efforts to reach out to the 
incoming Whitmer Administration and new legislators in 
Lansing, as well as look to get key legislation reintroduced in 
the upcoming days and weeks of the 100th Legislative session.

Start your engines!

Legislative Update:  
Using the Rearview Mirror to Drive Forward in Lansing
Gabe Schneider, System Director, Government Relations, Munson Healthcare


