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Congregational Health Network (2013)

In 2011, Gary Shorb took a group 
of Senior leaders at Methodist 
LeBonheur Healthcare and 
several CIGNA employees to a 
meeting in the 38109 Zip code. 
There we were exposed to the 
disparities of care between 
residents of this underserved zip 
code and other areas of Shelby 
County. Based on this revelation, 
38109 became a system 
community health priority. 

38109 – How Did We Get Here?
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• The Mid-South has some of the highest 
prevalence of chronic disease: heart disease, 
stroke, lung disease, cancer, diabetes, and 
asthma. 

• In an effort to identify ways to improve the 
health of its community, MLH used geocoding 
technology to identify hot-spots of healthcare 
utilization. 

• The goal was to identify geographic areas of 
focus on which to direct hospital resources in 
a targeted effort to improve the health of the 
neediest communities. 

• The result was the identification of zip code 
38109 in South Memphis. Patients from 
38109 had the highest utilization of MLH 
emergency departments (EDs) as well as the 
highest consumption of hospital charitable 
care.

In the Beginning:  Participatory 
Hot Spotting

Source: T. Cutts, E. Rafalski, C. Grant and R. Marinescu, "Utilization of Hot Spotting to Identify Community Needs and Coordinate Care for High-Cost 
Patients in Memphis, TN," Journal of Geographic Information System, Vol. 6 No. 1, 2014, pp. 23-29. doi: 10.4236/jgis.2014.61003.
http://www.scirp.org/journal/PaperInformation.aspx?PaperID=42823#.VJNZEsABU

IP and OP visits & variable cost by block group for zip codes: 38109, 
38126, 38106, 38132, 38131.
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Focus Area – Memphis Model
Spatial analysis was employed to evaluate hospital-based inpatient and outpatient 
utilization and define costs of charity care for MLH by area of residence.   

• The top ten zip codes accounted for 56%  of total system charity care costs.  
• The “hot spot” of utilization and cost was found to be South Memphis in one zip 

code, 38109. In 2010, in this zip code, IP volume accounts for 9% of visits, while 
representing almost 65% of total cost.

• 38109 has a high percentage of under-served persons and has only one FQHC 
safety net clinic, serving roughly the 49,000 residents in the zip.

• 38109 comprises 14%  of the total Memphis population and is 97%  African 
American. 

Our assumption was managing patients at the neighborhood level should have the 
biggest impact on the charity care population.

These findings were combined with grassroots intelligence that enabled a partnership 
with clergy and community members and Cigna Healthcare to better coordinate care in 
a place-based population health management strategy.  

5

Congregational Health Network

• Covenantal relationship between Methodist 
Healthcare, Mid-South congregations and 
community health organizations

• 10th year of operation
• Over 500 congregations in network who partner to 

share in caring for our patients
• Purpose is to improve patient journey through 

healthcare system and build healthier communities 
in Memphis and the Mid-South
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Focus Area: Congregational 
Health Network
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Priority Areas:

• Elderly and Advanced 
Disease 

• Mental Health 

• Chronic Disease 

• Infants and Mothers

10-24-11

T 38104 
or 38105

40% of all Charity care is in 
the blue, so are more than 
half of CHN congregations.
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Program Development
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38109 Demographics 
Income and Race Distribution
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38109 
2013 Pop

• 1 in 4 38109 
households makes 
less than $15K per 
year; one of the 
poorest zip codes in 
Shelby County.

• 96% of 38109 is 
African American.

Data Source: Truven Health Analytics, Demographics 
Expert 10/28/2013
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38109 MLH Payer Mix

• The Familiar Faces patients are those with significant 
complex or co-morbid conditions who tended to use 
the ED as a primary care site

• They regularly (12+ times per year) visit the ED in a 
12 month period
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38109 Familiar Faces Age and Race 
Distribution
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38109 Familiar Faces
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Data Source: Ascent, Costflex May 2012- Sep 2013
Note: Age distribution patient total is greater than 97 because several patients moved between groups during the specified analysis period 

(May ‘12- Sept ‘13)

The largest age group in 38109 Familiar Faces is 30-
39; 97% are African American
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38109 MLH Visits

Data Source: Ascent,; May 2012- Sep 2013

May 12 
– Sep 

13
I/P Visits

O/P Visits 
(includes ED 

visits)
ED Visits

MUH 1,888 10,662 4,947
MSH 3,639 31,089 25,311
MNH 103 877 706
MGH 496 2,771 1,161
MOBH 0 9 9

MFH 0 3 3

MECH 84 N/A N/A

Le Bon 471 10,101 3,761

TOTAL 6,681 55,512 35,898

26,313 patients living in 38109 choose MLH; Equivalent 
to 57% of 38109 total population 
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38109 MLH Payer Mix

Data Source: Ascent, Costflex May 2012- Sep 2013

Pa yor # of Visits UniquePts (MRN)
T ENNCARE                26,061 10,735
MEDICARE                14,254 4,936
PRIVAT E PAY             9,477 5,330
CONT RACT /MANAGED CARE   8,376 4,221
BLUE CROSS              2,657 1,454
COMMERCIAL              699 450
LIABILIT Y               697 650
WORKMAN'S COMPENSAT ION  287 242
MEDICAID                208 124
MEDASSIST                128 97
CHAMPUS                 122 71
SPONSOR AGENCY          113 107
MET HODIST  ST AFF SERVICES 10 10

TennCare is largest payer in MLH patients originating 
from 38109
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Comorbidities Distribution by Primary 
Discharge Diagnosis (All Encounters) 

• 50% of the encounters had  between 1 and 5 comorbid 
conditions associated with the principal diagnosis with 
83% having 2 or more high risk comorbidities

• 2 diagnosis codes associated with Chronic Kidney 
Disease stood out as the top 2 categories in the “Other” 
category

• The maximum numbers of high-risk comorbidities were 
noticed in the case of those who were discharged with a 
Primary Dx of Chronic Lung Disease (CLD), Heart Failure, 
Diabetes and Chronic Kidney Disease
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Program Strategies
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Strategy and Interventions

• As a first step in addressing the health needs of 38109, MLH 
launched a two-pronged community health pilot program in 
January 2014 – Familiar Faces (community navigation), AND 
Wellness Without Walls (consistent site based outreach)
– The Familiar Faces pilot program provides additional, non-clinical support 

to the most frequent users of MLH EDs and tests the impact of navigator 
intervention on improving health behaviors and appropriate healthcare 
utilization among members of the pilot

– Also a regular “health clinical event”, Wellness Without Walls, is scheduled 
every other month on various Wednesdays in the Riverview Kansas 
Community Center and other locations. It is designed to perform basic 
screening tests, flu shots and connect the community to needed health and 
social resources. This Wellness Without Walls event serves as a consistent 
touch point with the rising risk population.

17

38109: Wellness Without Walls

Wellness Events

Wellness Events held every other month in the 
community. Screenings include Blood Pressure, Total 

Cholesterol, Blood Glucose, BMI.
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How Wellness Without Walls Works

• When individuals come to a Wellness 
Wednesday event, they are offered health 
screens and access to community resources

• As issues are identified the Navigator works 
with the individual to meet needs and help 
them get necessary healthcare

• Follow-up is provided for all “rising risk” 
populations

• Also, various health events or education 
sessions are held throughout the community to 
identify “rising risk”

19

Wellness Without Walls
Riverview Kansas Community Center

Six events in 2014
• 109 attendees on average at each event
• Average of 33 patients fully screened
• Referrals to screenings
• Referrals

 To Screenings
 To PCP appointments
 To earned benefits screenings
 To dental and eye appointments
 Flu shots
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38109: Wellness Without Walls

Chronic Disease Management Classes

Every 2nd Thursday of the Month – Lyons Ridge

(107 apartment independent living facility)

21

Wellness Without Walls 
Lyons Ridge Senior Center

Chronic Disease Management Classes

• 104 seniors

• Monthly, every 2nd Tuesday from 1pm – 2p.m.

• 2 referrals to Home Health

• 88 Flu Shots

• 67 Singles Shots
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38109: Wellness Without Walls

Community Outreach

Community Organizations

Riverview-Kansas CDC

Operation FEED

23

38109: Wellness Without Walls

Community Outreach

Partner with Schools –

Vision Prep Academy

Fall Festival 
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Wellness Without Walls 
Fall Festival Vision Prep Charter School

• 108 attendees ages 6yr - 7yr

• Dental Screenings

• Hearing Screenings

• Healthy Eating

• Hats and Gloves

25

38109: Wellness Without Walls

Partnering Congregations

Camp Riverview A.L.I.V.E
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Wellness Without Walls 
Camp Riverview Alive

• 180 youth ages 5yr - 12yr

• School Physicals

• Dental Exams

• Hearing Screenings

• Uniforms and school supplies

• Stranger Danger program
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How Familiar Faces Works

• When a patient in the Familiar Faces (FF) program has 
an encounter at a MLH hospital, the electronic medical 
record (EMR) sends a notification to the navigator

• The navigator meets the patient in the ED or in the 
hospital if he/she is admitted. The navigator is 
responsible for building a relationship based on trust with 
the patient

• The goal is to create a partnership between the navigator 
and the patient, identify the underlying causes for 
frequent ED use and developing an action plan to 
change the individual’s health behaviors

28
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Navigator

• Provides non-clinical support to overcome the socio-
economic barriers to good personal health and chronic 
disease management. This support ranges from:

 Scheduling appropriate physician appointments

 Arranging transportation to and from appointments

 Securing a warm meal or groceries 

 Getting prescriptions filled, financial aid for 
prescriptions and more 

• Partners with community churches in this effort to further 
involve community stakeholders and engage community 
resources

29

Goals

• Improve chronic disease self-management
• Redirect patients to the most appropriate point of 

care thereby reducing ED encounters, IP 
readmissions and, as needed, increasing primary 
and specialty care physician visits

• Test hypothesis that socio-economic and social 
factors are hindering Familiar Faces and other 
community member’s ability to manage their 
health and chronic disease. More important, the 
provision of a trusting and knowledgeable 
navigator can actually improve the health 
outcomes of these patients.
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38109 Familiar Faces ED Visits Frequency
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38109 Familiar Faces 
By ED Visit Frequency

# of ED Visits May '12-Sep '13Three patients have been seen in 
a MLH ED over 75 times from May 
2012 – Sep 2013

• Two of the three exceeded 90 
ED visits during the period

• One of whom insured by 
Medicare, the other uninsured

46/97 Familiar Faces visited an MLH ED more than 12 
times from May 2012 – Sep 2013 

Data Source: Ascent, May 2012- Sep 2013
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Familiar Faces 30-Day Readmission Rate 
(IP)

• FF population has a higher readmit 
rate than the system population

• The highest readmission rate burden is 
for HF patients

• The 30-day Medicare HF 
Readmissions Rate is reduced by 
3.15% at Methodist South Hospital 
when the encounters of the 97 FFs 
were excluded from the entire 
Methodist Healthcare Memphis 
Hospitals (MHMH) population

• This clearly shows the disproportionate 
impact of FF readmission rates on the 
system average

Readmission Cause FFs EP EP-FFs Impact

AMI 66.67% 11.84% 11.76% 0.08%

HF 57.53% 20.99% 20.16% 0.83%

Pneumonia 37.50% 15.21% 15.14% 0.07%

All Cause 52.38% 12.90% 12.72% 0.18%

Financial Class = All Payer

MHMH     = Methodist Healthcare Memphis Hospitals or System or 4 adult facilities
EP           = Entire Methodist Population (4 adult facilities – MUH, MSH, MNH and MGH)
FFs         = 97 Familiar Faces identified from Zip Code – 38109
EP–FFs   =  Entire Methodist Population minus  encounters of the 97 Familiar Faces identified from Zip Code 38109
Burden    = EP – (EP-FFs)
May 2012 – September 2013

Readmission Cause FFs EP EP-FFs Impact

AMI 100.00% 14.78% 14.69% 0.09%

HF 19.91% 21.60% 20.89% 0.71%

Pneumonia 33.33% 15.47% 15.43% 0.04%

All Cause 58.06% 15.90% 15.68% 0.22%

Financial Class = Medicare
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Familiar Faces Report Card Cohort 1
YTD February 2016
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Familiar Faces Report Card Cohort 2
YTD February 2016
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Program Evaluation

35

Is the MLH Community Navigator Program 
Working Outside MLH Walls? 

• Are 38109 Familiar Faces visiting other 
Memphis hospitals outside the MLH network? 

• If so…
 How frequently prior to the navigator intervention? 

 How frequently following the navigator intervention?

• Is the program truly meeting its goals? Or are 
patients going to other facilities?

36
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Mid-South eHealth Alliance Results

• MSeHA is local health information exchange with all 
local hospitals participating

• 17 Familiar Faces were found to have at least one 
encounter outside MLH network in CY2014 (Source: 
MSeHA Sep 2014):

 All encounters were ED visits, except one IP visit
• Only 7 patients were found to have an encounter outside 

the MLH network after the navigator intervention.
• The program appears to be increasing patient loyalty to 

MLH.

37

Evaluation of 38109 Familiar Faces 
Program

Michael Thompson

Teresa Waters

Bobby Baker

Joy Sharp

Armika Berkley

Chip Clay

Pradeep Podila

Sandra Bailey
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Purpose

• Aim – to assess whether outcomes (utilization, 
costs, etc.) in 38109 Familiar Faces clients 
improved after working with navigator

• Compare to group of high utilizers in similar ZIP 
codes

P
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Pre-Intervention Post-Intervention

Conceptual Framework

• Controlled, pre-post comparisons
– Difference-in-Differences method

Pre-Post Difference - Control

Pre-Post Difference - Intervention

Effect of the Intervention
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Selection Criteria – Cohort 1

• 38109 Familiar Faces: 
– ≥11 ED encounters between May 2012 – April 2013

– 38109 resident

• Comparison Group:
– ≥11 ED encounters between May 2012 – April 2013

– Resident of 38106, 38114, 38116, or 38126

Study Sample – Familiar Faces

• Slightly older, more males, more TennCare and less 
private insurance
– No significant differences

• Slightly more comorbid
– Greater proportion of moderate to severe Charlson 

comorbidity index
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Table 2.  Relative rate reductions in hospital utilization pre- and post-intervention (i.e. 2013 vs. 
2014) for Familiar Faces clients (n=84) and comparison group (n=145), and the difference-in-
differences comparison of relative reductions.

Utilization Type

Familiar Faces (n=84) Comparison Group (n=145)
Difference-in-

Differences
p-value

Average per year, 
mean (SD)

Relative 
Reduction* 

(95% CI)

Average per year, 
mean (SD)

Relative 
Reduction*

(95% CI)2013 2014 2013 2014

Total Encounters
16.7 

(20.4)
13.3 

(18.8)

-22.7% 
(-28.8%, -

16.1%) 

12.4 
(8.7)

11.4 
(10.4)

-7.6%
(-12.9%, 
+0.2%)

0.83
(0.74, 0.92)

<0.001

ED Visits 13.1 
(19.1)

11.0 
(17.7)

-19.3%
(-26.4%, -

12.6%)

10.1 
(8.2)

9.8 
(9.5)

-2.3%
(-8.5%, 
+6.6%)

0.82 
(0.73, 0.92)

<0.001

Inpatient 
Admissions

2.1 
(3.5)

1.4 
(2.2)

-39.9% 
(-52.3%, -

22.5%)

1.5 
(2.6)

0.8 
(1.4)

-48.0%
(-59.0%, -

34.2%)

1.17 
(0.83, 1.64)

0.36

Observation Stays 1.2 
(2.1)

0.9 
(1.4)

-28.5%
(-47.7%, -

2.2%)

0.7 
(1.1)

0.8 
(1.8)

+12.3%
(-14.9%, 
+46.7%)

0.64 
(0.42, 0.97)

0.035

Total Hospital Days
23.0 

(27.1)
15.7 

(19.3)

-30.2%
(-35.1%, -

24.9%)

16.5 
(20.1)

12.4 
(15.1)

-24.9%
(-30.5%, -

20.9%)

0.94 
(0.85, 1.04) 

0.23

Days to Next 
Encounter 

24.4 
(19.6)

73.0 
(88.6)

+152%
(+141%, 
+165%)

25.5 
(18.4)

63.6 
(69.9)

+99.0%
(+92.1%, 
+107%)

1.27 
(1.19, 1.35)

<0.001

Readmissions
1.1 

(2.5)
0.4 

(1.1)

-56.0%
(-70.7%, -

34.1%)

0.6 
(1.6)

0.2 
(0.8)

-70.3%
(-81.1%, -

53.5%)

1.48
(0.81, 2.71)

0.20

* Adjusted for gender, age, insurance status, and Charlson Comorbidity Index
Poisson regression estimated relative reductions in utilization rates per year, and the difference-in-difference estimator comparing 
relative rate reductions in Familiar Faces clients to the comparison group.

Take Home Messages

• Navigators care for the whole person, and address 
utilization above and beyond hospital readmissions.

• Preliminary Results
– Add cohort 2 data

– Other variables – financial data

• Utilization outside the Methodist system is unknown
– Claims data
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Questions & Answer
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