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Executive Summary  
Mission: Why We Are Here 
To improve health and well-being in partnership with our members, patients and community 

Vision: Where We Are Headed 
Health as it could be, affordability as it must be, through relationships built on trust 

Values: How We Act 
• Excellence 
• Compassion 
• Partnership 
• Integrity 

Integration of Quality, Population Health and Utilization Management 
To support the Triple Aim values of health, experience and affordability, HealthPartners 
integrates our quality improvement, population health management and utilization management 
functions. We can better serve our members because quality, health and experience are 
integrated across these strategies and programs. To support this approach, we have 
consolidated our utilization management program into our Annual Health Plan Quality 
Evaluation. We also include our Utilization Management (UM) Program Description as an 
attachment to our Quality Program Description. Our Annual Evaluation includes topics 
demonstrating this integration with UM such as Emergency Department Utilization, Reducing 
Hospital Admissions and Readmissions, a report on the Experience with the Utilization 
Management Process and our Financial Affordability/Stewardship initiatives. The 
HealthPartners Quality Council reviews and approves the Annual Quality Plan, Quality Program 
Description, Annual Evaluation, Population Health Management Program Description and 
Population Health Reports at various times during the year. Consistent reporting structure 
ensures our programs remain aligned. All these reports articulate our Triple Aim approach 
towards program administration.  

HealthPartners approach to improving health equity and offering culturally and linguistically 
appropriate services (CLAS) aligns NCQA’s “Big Idea”:  

• Quality care is equitable care 
• No quality without equity, 
• Build equity into all programs 

We have structurally aligned service quality improvement and CLAS programs into our existing 
Service Quality Council rather than creating a separate committee structure or designated 
specific staff for each of these activities. 

 



 

Health Improvement Outcomes  
Performance on publicly reported measures 

• In September 2020, NCQA implemented a new scoring methodology and we achieved 
“Accredited” status, the highest accreditation level now possible. 

• HealthPartners is among the top-rated (commercial) health plans in Minnesota and the 
nation with a rating of 4.5 out of 5, according to the National Committee for Quality 
Assurance (NCQA) Private Health Insurance Plan Ratings. 62 percent of HealthPartners 
commercial HEDIS measures score in the top 25 percent nationally.   

• Our Medicare Advantage plans achieved 5 out of 5 stars. HealthPartners Journey (PPO) 
is a top-rated health plan in the Twin Cities Metro Area and HealthPartners Robin (PPO) 
is among the highest performing plans in Northeast Wisconsin.  

• HealthPartners Freedom (Cost) plans in Greater Minnesota and Western Wisconsin, 
along with HealthPartners Sanford (Cost) plans in North and South Dakota achieved a 5 
out of 5 star rating.  

• HealthPartners® Minnesota Senior Health Options (MSHO), earned a 5.0 Star Rating for 
2021 and 2022. MSHO is a plan for people who have both Medicare and Medicaid 
(medical assistance).  

Pharmacy quality measures 
Due to our ongoing focus on quality improvement related to pharmacy, HealthPartners achieved 
remarkable results in 2021: 

1. Implemented Slice of PIE (Partners in Excellence) program in 2020 to help grow MTM 
practices in community setting to improve care and achieve improved clinical outcomes 
for more members. Despite community pharmacies being significantly impacted by the 
pandemic, several pharmacies won awards. 

a. MTM PIE – 2 Gold level winners, 5 silver level winners.    
i. 1 slice of pie gold winner and 1 slice of pie silver winner 

b. Community pharmacy PIE –  
i. 2 silver award in cluster 1 (appropriate pharmacologic therapy) 
ii. 2 sliver awards in cluster 2 (continued use of prescribed medications) 
iii. 1 overall winner  

2. Added 5 new contracted practices to our MTM network in 2021: Gillette Children's, 
ThedaCare Health, Consana National Solution, Welia Health and Cuyuna Regional 

3. Actively participated in Cancer Re-Design workgroup with Health and Care Engagement 
(HCE), Health Informatics, and other internal partners with a stated pharmacy goal of, 
“Improve Cancer Management program by leveraging Pharmacy information/processes.” 

4. Implemented initiatives to automate the prior authorization and appeals process to 
provide timely responses.  

a. In Feb 2020, auto-approval rolled out with 3 decision trees, and by the end of 
2021, 55 decision trees had been developed and in production with auto-
approval 



 

i. 10.9% of commercial pharmacy cases with a request type of “Pharmacy 
PA” were processed through auto approval by the end of 2021 

ii. 7.6% of all pharmacy benefit requests 
iii. 5.3% of Medicaid pharmacy cases with a request type of “Pharmacy PA” 

were processed through auto approval by the end of 2021 

5. Our Opioid Safe Use Program achieved impressive results: 
a. From fourth quarter 2020 through fourth quarter 2021, the rate of chronic high 

dose (>= 120 mg MME) opioid use among HealthPartners members decreased 
19% and the rate of chronic high dose (>= 90 mg MME) opioid use decreased 
17%. 

Behavioral Health Performance and Initiatives  
• HealthPartners concentrated efforts on reducing readmissions by redefining our inpatient 

Behavioral Health Case Management program to focus on relapse prevention planning 
using teach back methods with patients once they are home and assuring outpatient 
care is adequate. 

• Behavioral Health Case Management has implemented a Primary Case Manager Model 
which reassigns any member identified for BH Case Management back to the case 
manager they may have previously worked with, if they were not established with case 
management at the time of admission. This case manager, who is familiar to the 
member, supports the member throughout the admission and post-discharge for ongoing 
support. This model recognizes the benefits rapport and relationships established 
between members and case managers has when it comes to engaging the member in 
ongoing case management and supporting them between the transition from 
hospitalization to post-hospitalization, a time of high-risk for relapse and readmission. 

• In efforts to better support the members with substance use disorders, improve 
transitions to appropriate levels of care, and assess ongoing substance use and needs, 
a Behavioral Health Case Manager licensed in Alcohol and Drug Counseling (LADC) 
works with members admitted to inpatient care for substance use. 

Focusing on Health and Wellbeing 
During 2021, we implemented a variety of tactics designed to improve overall member wellness: 

• Launched new targeted communications members and patients of important preventive 
care, such as well child exams, mammograms, and childhood immunizations 

• Home test kit programs supported at-home screenings for chlamydia and colorectal 
cancer  

• Implemented a new emotional health and well-being tool, myStrength; and additional 
support for chronic conditions and throughout pregnancy. 

To support good health and safety, HealthPartners provides supplemental benefits free of 
charge to dual-eligible members enrolled in our MSHO program. Examples of added 
supplemental benefits in 2021 include:  



 

1. Activity Tracker – coverage of one activity tracker per member per year.  

2. Adult Day Services – provides supervised care for members with a dementia diagnosis 
by meeting these members unique social and health needs including limited physical 
and cognitive functional abilities 

3. Animatronic Support Pet – coverage of one animatronic support pet per member per 
year. Life-like pet provides companionship, reduces isolation, and can improve wellbeing 
and emotional function  

4. Family Caregiver Services –training, education, coaching, counseling, and Family 
Memory Care (FMC) program for caregiver living with the member.  FMC improves the 
caregiver’s ability to manage the challenges of caregiving and provide social support 

5. Home Delivery Meals – immediately following surgery or an inpatient hospital stay 

6. In-home Bathroom Safety – up to $1,000 coverage for assessment, devices and 
installation of permanent devices based on individual need 

7. Independent Living Skills – services to develop, maintain and improve a member’s 
community living skills including communication, mobility, interpersonal skills, and self-
care in order to keep the member living independently longer and in a safer environment 

HealthPartners expanded our relationship with Hunger Solutions in 2021 to better support our 
members facing food insecurity. Members and patients who screen positive for food insecurity 
are referred to the Minnesota Food Helpline.  Hunger Solutions also helps screen for other 
needs the person may have such as housing or transportation.   This partnership started as a 
pilot program in 2017 and expanded to the health plan in early 2020. Electronic referral to 
Hunger Solutions were implemented in 2021. 

Health Equity 
HealthPartners reaffirmed its commitment to improve racial equity in quality and health 
outcomes and address the effects of disparities in social determinants of health. We established 
the Equity, Inclusion, and Anti-Racism Cabinet to aggressively accelerate our efforts to advance 
racial equity and health equity. The Cabinet provides strategic leadership in planning and 
executing activities aimed at improving racial equity and health equity through reducing health 
care disparities, improving access, and supporting an inclusive culture. HealthPartners is 
committed to supporting all colleagues: 

1. Annual Code of Conduct: All colleagues were assigned a two-part code of conduct 
focusing on bias and standing up to racism in the workplace. Colleagues became aware 
of our biases and were given tools to respond to acts of racism during and after an 
instance has occurred. Colleagues were provided with means to identify racial bias when 
happening and the means to report acts of racism to the organization.   

2. Inclusive Leader Workshop: a 4-part module offered to leaders build tools to create an 
inclusive workplace for their teams and the community were serve. Leaders develop 



 

skills to have coaching conversations with their teams, learn how to use the equity lens 
toolkit to bring equity to policies, practices and procedures, and build a DEI strategy for 
their respective teams.  

3. Unconscious Bias Training: is offered to all colleagues. This 4-part module deepens our 
understanding of how unconscious bias can impact others and the work that we do. 
Colleagues learn to identify bias, mitigate bias and how to move beyond bias to 
actionable anti-racist results. 

4. HealthPartners has set goals to improve health equity across multiple measures 
including: 

a. As of January 2022, our care group screened 78.02% women for Breast Cancer. 
i. Patients of color account for 13.5% of the eligible population at a 

screening rate of 67.39%.   
ii. White women account for 85% with a screening rate of 80.02%.    
iii. The remaining 1.5% have an identified race and are screening at a 

57.92% 
b. Colorectal screening rate for patients of color within our care group has gone 

from 43% in 2009, to 61.1% percent by end of 2021. These rates increased from 
2020 to 2021, despite the continued pandemic.  This data speaks to the fact that 
our systems are making an impact on improving the number of screenings. 

c. Our overall Adolescent Combo 2 immunization rate went slightly up for every 
family of care in 2021. Completion rates by race continue to be almost identical 
between patients of color and white patients.  Rates by payor show only a 3% 
gap between commercial and government pay, with commercially insured rates 
being slightly higher. 

Experience Outcomes 
For overall member satisfaction, HealthPartners had the highest member satisfaction among 
commercial health plans in MN and WI, outscoring other plans in our region by a substantial 
margin. HealthPartners also had the top score regionally for four of the six factors in the J.D. 
Power model – Coverage & Benefits, Information & Communication, Customer Service, and 
Billing & Payment.  

The J.D. Power results also point to the strength of our Member Service with a score that is 
significantly higher than the MN-WI regional average. Detailed results show HealthPartners is 
particularly strong in the telephone service provided to members. Analysis of commercial 
CAHPS results identify Customer Service as a strength, along with handling claims correctly 
and quickly.  

During 2021, we conducted the following activities to improve member experience: 

1. COVID-19 benefit changes implemented for all products explaining changes to members 
and offering support to ongoing and preventive care needs including expanded coverage 
for telehealth and Virtuwell 



 

2. To support members during COVID-19, lifted refill too soon edit and increased the 
transition of care for Medicare from a 30-day to a 90-day supply 

3. Added capability for guest self-service cost estimates on each of the hospital websites to 
allow users to self-generate cost estimates for a defined set of care/tests/treatment (as 
defined by CMS) 

4. Implemented prior authorization verification tool for providers 

5. Implemented Specialty Coupon Optimizer program (aka Variable Copay) in order to 
maximize the manufacturer coupon amount for select specialty medications 

6. Modernized the username lookup, password reset and account creation experience 

7. Launched provider match campaign to targeted commercial members to support them in 
finding a doctor for pediatrics, primary care or OB/GYN 

8. Expanding onboarding campaign to include Medicaid members for January 2021 

9. Beginning mid-March through the end of the year, executed 22 COVID-19 related 
campaigns with 1.5 million messages, for an average of 5-7 messages per member. 
Topics included navigating COVID-19 symptoms, testing and coverage; reminders to not 
delay critical condition management and preventive care; and education on care system 
accessibility, such as video visits, wellness resources and other care options 

10. Implemented artificial intelligence search features for Member Services to improve 
timeliness, completeness, and accuracy of information to members 

11. Made outbound calls to Medicare members of designated products to introduce the 
Member Service team and answer new member questions   

12. Health and Well Being services are available in the mobile app (Living Well), making 
resources more easily available to all members 

13. To provide pharmacy outreach and support, over 4,000 prior authorizations were 
grandfathered to allow continued fills,  

Affordability Outcomes 
HealthPartners Triple Aim affordability approach is built on a strong foundation of activities 
designed to reduce overuse and misuse of resources and to improve the value of services 
provided to our members. We systematically identify new opportunities and enhance our 
programs to capture cost savings. In 2021, we identified 44 different affordability strategies 
encompassing administration, health and care engagement, products and benefits, pharmacy 
and provider relations. At the end of the year, 33 of these strategies were on track to meet their 
affordability targets and progress was made on an additional 8 strategies.  

Examples of key affordability focus areas include: 



 

• Understanding and addressing social determinants of health at the individual level and 
addressing home and workplace environmental factors. 

• Improved and expanded preventive care campaigns and tactics to encourage high-value 
preventive services. 

• Cancer Management:  Improved program ROI through earlier diagnosis/timely 
identification, leveraging pharmacy insights and expertise in identification and 
management of high-cost cancer treatment protocols, reducing ER/Admissions due to 
chemo side effects and promoting advance directives 

Leadership Involvement  
1. The Board of Directors has final authority and ultimate responsibility for the quality of 

care and services provided to members of the plan and for oversight of the Quality 
Improvement (QI) Program.  

2. HealthPartners Medical and Executive Leadership are actively involved in the QI 
program on an ongoing basis. For more than 20 years HealthPartners has been setting 
ambitious goals about every five years to improve health in our community. The first set 
of health goals was developed in 1994.  Partners for Better Health Goals 2025 goals are 
monitored and reported out yearly. 

3. Our plan displays commitment to our multiyear goals, through routine publication of an 
enterprise-wide performance scorecard.  

4. The Quality Committee of the Board provides oversight through review of quarterly 
reports about the progress specific to the QI programs.  

5. The Quality Council meets quarterly to actively oversee multiple committees designed to 
improve quality and Council agendas reflect topics of the QI Annual Plan. The following 
committees report up to the Quality Council: 

a. Pharmacy QUI (quarterly meetings) 
b. Quality Review Committee (quarterly meetings) 
c. Government Programs QUI (quarterly meetings) 
d. Service Quality Council (quarterly meetings) 
e. Medical Directors Committee (monthly meetings) 
f. Behavioral Health Committee was newly added in 2020 
g. Additional Enterprise Leadership Committees provide routine reports and support 

cross-representation on multiple initiatives 
6. These committees generally met as scheduled and there was sufficient committee 

capacity to address their annual objectives.  

7. Charters exist for every quality committee noted above and include goals, objectives, or 
purpose statements and a list of attendees. Charters are detailed in a separate Quality 
Program Description. Each committee reviews and updates their charter annually 

 



 

Adequacy and Realignment of Resources  
HealthPartners evaluates the adequacy of the Quality Council committee structure, practitioner 
participation, resources, and leadership at least yearly. Evaluating resource adequacy, staffing 
and technology are an ongoing part of program development. They are also key elements in the 
annual budgeting and Return on Investment (ROI) assessments for existing programs. During 
2021, HealthPartners acted on multiple opportunities to ensure appropriate staff deployment 
and make strategic investments in key programs. 

Staffing: The following key positions support the program: 

• Medical Director and Associate Medical Directors: 5.4 FTEs 
• Senior Director, Behavioral Health Strategy available on a consulting basis to provide 

strategic direction 
• HealthPartners transitioned the role of Chief Science Officer to President of 

HealthPartners Institute which leads our Research Foundation and medical education 
division 

The plan supports approximately 496 FTEs across the Quality program. This total includes 
analytical resources which support our QI initiatives. HealthPartners makes a significant 
investment in and strong commitment to achieving the Triple Aim. During 2021 and early 2022 
we realigned staff to better utilize our resources. HealthPartners made significant program shifts 
or investments in the following areas: 

• HealthPartners leadership chose to implement the NCQA Health Equity Accreditation for 
our Medicaid product lines of business.  To accomplish this work, we created a Health 
Equity Accreditation Steering Committee comprised of key leaders throughout the health 
plan. The Committee will provide strategic oversight to the accreditation implementation 
and ensure that resources are available. We also created a new position, a health 
equity-focused Project Manager of Strategic Initiatives is collaborating with the existing 
Senior Manager of Quality Improvement and Compliance to implement the 
enhancements needed to meet the standards. Also, in second quarter 2022, the 
organization is adding a new Senior Compliance Consultant position to facilitate ongoing 
compliance with the Health Equity standards. 

• In May 2022, HealthPartners chose to align our activities to provide culturally and 
linguistically appropriate services under the Experience Council and its supporting work 
groups. This will ensure that interventions designed to improve overall member 
experience support diverse populations.  

Practitioner Participation 
HealthPartners continues to have substantial practitioner participation on our governing board, 
advisory boards, and QI committees and ad hoc provider advisory groups as needed. This 
represents input from across the network and a wide range of clinic sites and practitioner 
specialties. HealthPartners practitioners participate in the planning, design, implementation, and 
review of the QI Program. Their activities ensure program alignment with evidence-based care 



 

and overall population management between the health plan, care delivery systems and 
community partners. Network practitioners serve on our: 

1. Board of Directors 
2. Quality Committee of the Board   
3. Minnesota Community Measurement 
4. Quality Review Committee  
5. Credentials Committee 
6. Member Focused Behavioral Health Advisory Committee  
7. Pharmacy and Therapeutics Committee 
8. New Technology Committee and periodic advisory groups including genetic testing 

advisory groups 

In addition, ad hoc groups and community collaboratives include provider representatives. 
Organizationally, we feel this robust level of practitioner participation helps us achieve 
exceptional results and we will continue with this level of involvement during the next plan year. 

Quality Connections Forums continue to be a successful strategy to improve quality across our 
provider network. Sharing tested strategies provides opportunities for the provider groups to use 
effective interventions for quality improvement.  

• Quality Connections Forums are typically held three times per year.  This year, due to 
staffing shortages due to response to the COVID-19 pandemic, the forum met twice. 
This group has grown from 5 provider groups in 2012 to 16 in 2021.    

• Topics discussed during the 2021 Forums included utilizing a primary care team 
approach to behavioral health, plans for vaccine roll-out, strategies to reduce disparities, 
home vitals to monitor chronic disease and implementing USPSTF Guideline changes in 
colorectal cancer screening.  

Medical Directors make multiple on-site visits to multispecialty care systems, primary care and 
specialty care providers to sustain engagement in improving clinical care, member experience 
and affordability.  QIC Quality Consultants are actively partnering with HealthPartners Provider 
Relations and Network Management to educate network clinics on Quality Consultant services 
and to promote safe, evidence-based care initiatives.  

Challenges/Barriers to Greater Success 
Challenges to greater success in health improvement include: 

1. The fluid situation in health care resulting from the COVID-19 global pandemic created 
confusion and concern about members’ ability and/or desire to seek preventive care. 
The health care community is concerned that delays in preventive screenings could 
result in later diagnosis of cancers, and delays in immunizations could lead to 
immunization preventable outbreaks in some communities.  

2. Clinics are impacted by staffing shortages which makes it difficult to support patient 
outreach and expand screening/immunization access. 



 

3. Chlamydia screening was severely impacted by COVID-19. The supplies used to 
complete the lab test for chlamydia and gonorrhea are also used to process COVID-19 
tests and a shortage of those supplies that began in the summer of 2020 and ended in 
the spring of 2021 resulted in most care groups suspending or limiting screening of 
these STIs for the remainder of the year. Symptomatic testing was not impacted. 

4. Data collection resumed for HEDIS® after being disrupted in 2020 due to the COVID-19 
pandemic resulting in incomplete abstraction and unreliable measurement. HEDIS® 
measures were rotated with the previous year’s data as a result.  

5. Community pharmacies disengaged from providing MTM in 2021 due to COVID testing 
and administration of the COVID vaccine.  

6. MTM pharmacists were redeployed to assist with the AstraZeneca COVID-19 vaccine 
clinical trial, Covid vaccine dose preparation and training of dose preparation in care 
systems 

7. HealthPartners Total Cost of Care model has only been built for commercial populations. 
There is increased interest in getting the data for other patient populations and being 
able to see different cuts of data based on clinic locations. 

8. Uneven clinician engagement in health plan quality activities creates an opportunity to 
better involve and engage doctors/clinicians in a way that minimizes interruptions and 
better integrates with their clinical schedule. 

Challenges to greater success with member experiences are related to: 

1. Network wrong clinic usage was our top complaint again in 2020. The trend of smaller 
narrow networks continued. The member education on these network changes varies by 
employer so some members understand the change while others do not and may use a 
clinic not in their plan network. 

2. WI Marketplace plan members use the federal health care exchange for enrollment, 
demographic changes and Advanced Premium Tax Credit (APTC) determinations, so it 
is common for WI Marketplace members’ top complaint categories to include topics of 
confusion about these scenarios and information shared between HealthCare.gov and 
HealthPartners.  

3. Benefits for lab services as well as copay/coinsurance disputes remained the second 
and third highest complaint in 2021. Many COVID-19 related claims came in as labs and 
had to be reprocessed to cover them at 100% due to federal regulation related to 
COVID-19 claims coverage. 

4. Benefit complaints related to preventive and non-preventive services remains within our 
top five complaints as members struggle to understand the difference between these 
services. 



 

5. Customer Service complaints include dissatisfaction about hold time, or quality of 
service received from health plan employees. The root causes of 2021 increase in this 
category were staffing challenges and increased job complexity. Low unemployment rate 
and a wide range of competitive job opportunities led to higher turnover and hiring 
challenges. 

Challenges to greater success with affordability improvement include: 

1. As new technologies are striving to increase market share, we see an impact on 
member requests for specific services, increased expectations of coverage, and third 
party vendors appealing on the member’s behalf. 

2. We have increasing rates of retirement and interest in part time positions, increasing 
competition between employers based on salary and benefits. This means we are more 
challenged with having sufficient resources to support increasing volumes of UM 
reviews.  The increasing volumes are related to prior authorization program changes and 
additional complexity related to expansion to other regions and changes to other lines of 
business. COVID-19 has also created resource limitations in addition to challenges with 
staff burnout and stress from sustained impacts of the pandemic on daily life. 

3. Rapidly emerging new technologies and FDA approvals. 

4. Genetic testing rapid pace of new tests, growth of large scale/panel tests, limited clinical 
evidence, coding and payment challenges.  

5. Absence of sufficient evidence on some topics to make an adequate coverage 
determinations.  

2022 Areas of Focus 
As this report is being written, the world continues to be challenged by the COVID-19 pandemic. 
Global unrest, rising inflation and staffing challenges create new barriers to affordability, quality 
and member experience. Despite this difficult situation, HealthPartners remains dedicated to 
achieving Triple Aim quality. Areas of focus for 2022 include: 

1. Implementing to improve performance on the organization-wide Partners for Better 
Health 2025 measures and goals 

2. Personalized Member Messages – Expand personalized messaging for preventive 
services to our members by providing messages that meet the member’s preferences.   
Email messages are now able to be sent to a member’s personal email rather than 
having to log into their HealthPartners account.  When members are in their account, 
they can click on the bell icon and see what screenings they are due for and have 
increased ease in scheduling appointments.  

3. Successfully implement the NCQA Health Equity Accreditation Standards for our 
Medicaid Product Line and assess implementing the Health Equity Plus Standards once 
they are released. 



 

4. Deepen collaborative activities with our own care group and contracted providers 

5. In partnership with the HealthPartners Institute, implement a Community Advisory Board 
to provide feedback on key quality and research initiatives. 

  



 

Preventive Services 
Description 
Obtaining appropriate preventive care improves health outcomes and can prevent disease. 
HealthPartners supports improving the delivery of appropriate clinical preventive services by 
providing tools and resources to support our members and health care providers.  

HealthPartners has utilized a data driven approach to identify members in need of preventive 
service reminders since 2005.  This program supports HealthPartners strong performance on 
NCQA ratings, HEDIS® measures, CMS Stars and Medicaid withhold requirements. In 2021, 
the impact of the COVID-19 pandemic on preventive care decreased slightly, with care delivery 
still being modified to safely meet the needs of members and the community.  

We proactively contact members who have not received best care as defined by evidence-
based clinical guidelines established by the U.S. Preventive Services Task Force (USPSTF) for 
select services (breast, and colorectal cancer screening; adolescent, childhood and influenza 
immunizations).  Based on member preferences, messages are sent via postal mail, email and 
text. Many members have access to a secure web mailbox on healthpartners.com which 
enables them to access messages from both the plan and select providers.  Interactive voice 
response (IVR) messages and home testing kits have also been utilized to reach members with 
preventive health messages. Messaging has started to be delivered in one of four languages, 
based on member preference and program availability.  

In 2021, we continued to utilize some of these channels to communicate to members up-to-date 
information related to COVID-19 and the pandemic’s impact on in-person care. People were still 
concerned for their safety and sought out options for virtual care when available and 
appropriate.  

Goal 
Our goal is to engage, empower and partner with members, patients, providers, and purchasers 
to achieve the best health for our members.  Our objectives:  

• Educate providers and members and facilitate the delivery of preventive health care 
services 

• Empower members in self-care around healthy behaviors and preventive care 

The member outreach population is defined by using HEDIS® specifications for the appropriate 
measures: 

1. Breast cancer screening – Women between the ages of 50 - 75 
2. Cervical Cancer screening – Women between the ages of 21 - 64 
3. Colorectal cancer screening – Women and men between the ages of 45 – 75   
4. Pediatric Immunizations – children by 2 years of age  
5. Adolescent Immunizations – ages 11-12 years of age 



 

Assessment of HEDIS® Results  
The HEDIS® rates covered here reflect 2021 dates of service (DOS), comprising an entire 
calendar year of the COVID-19 pandemic. HEDIS® results for the 2020 Annual Evaluation 
reflect HealthPartners’ ability to use the best of either the 2019 DOS or 2018 DOS, whichever 
was better, as data collection for 2020 was paused by NCQA and CMS to allow providers to 
focus on pandemic related care. 

1. Cancer screening rates varied across measures and products.  
• Breast cancer screening rates decreased for both the commercial and PMAP 

populations.   
• Cervical cancer screening rates decreased for both the commercial and PMAP 

populations.  This could have been partially the result of the changes in screening 
guidelines and inability to complete chart review for HEDIS®.  

• Colorectal cancer screening results showed a statistically significant increase from 
70.3% to 74.3% in the commercial population. (Note: colorectal cancer screening is 
not a measure for PMAP.) 

2. Pediatric and adolescent immunization rates decreased in most measures for both the 
commercial and PMAP populations.  
• Pediatric Combo 10 rates increased from 66.4% to 73.4%, a statistically significant 

increase in the commercial population.  In the PMAP population, the rates were 
relatively unchanged at 49.4% and 49.9% respectively.    

• Adolescent Combo 2 rates showed an increase in the commercial population from 
36.5% to 38.4%.  For the PMAP population the increase was modest from 36.3% to 
36.7%. 

3. Chlamydia screening rates decreased at a statistically significant amount for both 
commercial and PMAP members, from 55.3% to 45.8% and 69.6% to 60.4% 
respectively. 

4. Postpartum visits increased slightly for commercial members from 90.5% to 92.7% and 
decreased slightly for the PMAP population from 81.8% to 78.3%.  

Table 1 

 2017 2018 2019 2020 MY 2020 

HEDIS® Measures (Commercial only)      

Breast cancer screening 79.4% 79.1% 78.5% 78.9% 77.1% 

Cervical cancer screening 77.4% 75.9% 80.5% 74.9% 73.7% 

Colorectal cancer screening 69.2% 69.3% 78.0% 70.3% 74.3% 

Pediatric Immunization Combo 3 84.4% 83.9% 86.7% 80.4% 85.4% 

Pediatric Immunization Combo 10 67.1% 64.0% 71.4% 66.4% 73.4% 

Adolescent Immunization Combo 1 92.0% 86.6% 88.8% 88.8% 85.4% 



 

Adolescent Immunization Combo 2 17.3% 27.1% 30.4% 36.5% 38.4% 

Chlamydia screening 53.2% 55.5% 55.1% 55.3% 45.8% 

Postpartum visit 83.0% 85.6% 82.2% 90.5% 92.7% 

HEDIS® Measures (PMAP only) 2017 2018 2019 2020 MY 2020 

Breast cancer screening 68.4% 68.4% 65.7% 66.4% 62.9% 

Cervical cancer screening 66.4% 66.4% 70.6% 67.6% 65.9% 

Pediatric Immunization Combo 3 75.4% 75.4% 75.4% 72.3% 69.6% 

Pediatric Immunization Combo 10 50.9% 50.9% 52.1% 49.4% 49.9% 

Adolescent Immunization Combo 1 87.4% 87.4% 87.4% 85.2% 83.0% 

Adolescent Immunization Combo 2 20.7% 33.1% 35.3% 36.3% 36.7% 

Chlamydia screening 67.5% 67.5% 70.1% 69.7% 60.4% 

Postpartum visit 72.3% 72.3% 72.3% 81.8% 78.3% 

 

Initiatives/Interventions 
Member Interventions: 

1. A member survey on cancer screening preventive services identified cost as a barrier for 
completing the screening, so HealthPartners includes language in our outreach 
campaigns about cost. Most preventive screenings are covered with no cost sharing for 
most members, so this is highlighted in the reminders.  

2. HealthPartners continued to send home test kits to members who have never 
participated in colon cancer screening. 6,400 kits were mailed to commercial members; 
2,100 kits were mailed to Medicare members; 1,251 kits were mailed to Medicaid 
members and 716 kits were mailed to the self-pay population, resulting in over 10,000 
kits sent.  

3. In 2021, HealthPartners collaborated with Virtuwell in a direct-to-home FIT Kit campaign 
that identified over 45,000 members eligible for participation, in which members were 
invited to request a kit on the Virtuwell portal. After the kit was processed, a nurse 
practitioner from Virtuwell would reach out to the member to talk through the results and 
provide education on next steps if a follow-up colonoscopy was needed. This partnership 
worked to decrease the costs of testing, improve timeliness of completing the test, 
providing results and following up with member/patients who will need a colonoscopy. 

4. Childhood well visits and immunizations were available on a continuous basis during the 
COVID-19 pandemic. We utilized member reminders to encourage parents to keep their 
child on schedule for childhood and adolescent immunizations and instill confidence in 
the safety of seeking this care.  



 

5. Health plan case management staff are alerted to members needing preventive services 
in their system and so they can remind members when they are due for a preventive 
service. This includes Care Coordinators for SNBC and MSHO members as well as 
disease-specific case managers who work with all members.  

6. Updates to the diabetes outreach campaign include blood pressure monitoring, 
increased nurse support and the addition of myStrength, which provides assistance on 
mental health challenges.   

7. Internal and external communications channels such as social media, build awareness 
of the importance of cancer screenings. 

8. MSHO members receive an incentive for completing a mammogram, colorectal cancer 
screening, osteoporosis screening or an Annual Wellness Visit. 

9. Mammogram screening program was enhanced to include a more simplified outreach, 
automated communication as well as additional languages options to meet the needs of 
the population being served.  

10. Prepaid Medical Assistance Program (PMAP) members receive an incentive for 
completing all adolescent immunizations needed by age 13, for completing all 
recommended immunizations by age 2 and for completing postpartum care between 3 
and 8 weeks postpartum.   

11. PMAP members receive an incentive for completing a postpartum visit with their health 
care provider. Members are sent a card following the birth of their baby with information 
on plan resources, such as the BabyLine, which includes information on both the 
postpartum incentive and childhood immunization incentive.  

12. Initiated prior to the COVID-19 pandemic, HealthPartners began a partnership with 
Virtuwell to offer in-home, self-swab chlamydia screening for health plan members. 
Launch of the project was delayed due to supply issues related to the pandemic but it 
ultimately went live April, 2021. In 2021, 370 test kits were requested with 65% of the 
kits being returned.  

Provider Interventions: 
1. Public reporting of comparative provider performance through the Minnesota Community 

Measurement and through the HealthPartners specific Clinical Indicators report. 

2. Member-specific registries that identify members needing screening are updated 
quarterly. Providers are notified and given instructions to access the data.  

3. More than half of our contracted care system providers have been trained to, and utilize 
a proprietary tool, the Patient Management Application (PMA) to help translate 
opportunities into tangible actions that the provider can take to facilitate improvement 
related to total cost of care, quality measurement and diagnosis accuracy. The PMA 
provides patient information that can assist the provider in proactively managing 



 

patients, fostering coordinated care, facilitating pre-visit planning and customize care 
models.  

4. Health equity champions and staff provide race/ethnicity-specific scripting for promoting 
cancer screening with a planned focus group discussion occurring in 2022.  

5. Contracted care systems were invited through the Network Contracting Outreach 
Workgroup to participate in the plan sponsored colorectal cancer screening. As part of 
the partnership with Virtuwell, contracted care systems were included in the 2021 Direct 
Mail FIT Program. These type of outreach efforts by the health plan broaden our overall 
efforts to improve colorectal cancer screening and save lives.  

6. Network quality improvement leaders meet for the Quality Connections Forums to share 
the latest science and best practice methods including successes and challenges of 
quality improvement initiatives. 

7. Consultations are available from Clinical Quality Consultant RNs for medical groups 
interested in improving their quality outcomes measures. HealthPartners supported the 
network partners virtually as appropriate to support work on HEDIS/Stars Quality 
Measures and initiate discussions on the medical group’s CAHPS surveys and health 
equity work.   

Barrier Analysis 
1. The fluid situation in health care as a result of the COVID-19 global pandemic created 

confusion and concern about members’ ability and/or desire to seek preventive care. 
The health care community is concerned that delays in preventive screenings could 
result in later diagnosis of cancers, and delays in immunizations could lead to 
immunization preventable outbreaks in some communities.  

2. Chlamydia screening was severely impacted by COVID-19. The supplies used to 
complete the lab test for chlamydia and gonorrhea are also used to process COVID-19 
tests and a shortage of those supplies that began in the summer of 2020 and ended in 
the spring of 2021 resulted in most care groups suspending or limiting screening of 
these STIs for the remainder of the year. Symptomatic testing was not impacted. 

3. Data collection resumed for HEDIS® after being disrupted in 2020 due to the COVID-19 
pandemic resulting in incomplete abstraction and unreliable measurement. HEDIS® 
measures were rotated with the previous year’s data as a result.  

4. The majority of communication about preventive care continues to be via email to 
members with online accounts. However, only 42% of Medicaid members and 54% of 
commercial members have web accounts. Enhancement of digital accounts is a priority 
in 2022.  

5. Most, but not all, plans cover preventive services at 100%. Members with health saving 
accounts (HSA’s) and other high deductible plans have a lower completion rate for 
preventive services than members with low or no deductible plans.  



 

6. Preventive guidelines change and it may be confusing for members to know when to 
start screening, the frequency of screening, and what screening to have done when 
there are options.    

7. Medical societies publish and promote consensus-based preventive guidelines that may 
be inconsistent with the evidence or with other endorsed guidelines which can cause 
patient and provider confusion. 

8. Variation exists in the provider’s ability to collect race/ethnicity data and language data, 
which can affect our ability to address disparities.  

9. Providers have limited resources for testing proposed initiatives and the time and 
resources needed to make systemic change can be costly. By sharing successes and 
strategies via Quality Connections we support tested interventions for quality 
improvement.  

2021 Member Outreach Campaigns  
Outreach campaigns to members are deployed each calendar year and impact HEDIS® results 
for the next measurement year.  Campaigns through the Personalization Pipeline included 
email, website bell notifications, push notification for myHP app users, text, and HCSS talking 
point channels (talking points for when a member calls into Member Services). US Mail 
campaigns were limited due to limited resources and the need for nimble communication during 
the pandemic.  

Table 2 

2021 Member Outreach Campaigns with Open Rates 

Campaign Email Bell Text 
Breast cancer screening 
 

62,288 

33.6 % open rate 

63,859  

Colorectal cancer screening 
 

98,535 

47.0 % open rate 

101,897  

Diabetes Optimal Care 
 

20,463 

46.7% open rate 

24,810  

Annual Flu Shot 406,988 

36.3% open rate 

409,607  

Childhood immunizations Campaign 11,088   

54.4% open rate 

11,147  

 

Assessment of 2020 Actions  
1. Personalization Pipeline – The pipeline continues to match up messages to members 

based on the type of message that is most motivating to the individual member, such as 



 

convenience of a service or doctors recommend. In addition to mailings and secure web 
mail, this personalization pipeline includes additional channels of communication to 
match the member’s preference such as personal e-mail, notifications to their HP.com 
account and reminders via member services or care coordinators. 

2. Texting – Enhanced in 2021, texting eligible members was a texting campaign for 
preventive care. The flu campaign sent almost as many texts as emails to members. 
Concern for potential dual impacts of COVID-19 and flu was the driver for more 
aggressive outreach in 2020.  

3. Social Media - Preventative care, especially for children, was included in outreach 
efforts. Messages were typically confidence-in-care messages assuring people that it 
was safe to receive needed care as Covid-19 dominated public messaging.  

4. At Home Test Kits – The at-home test program for FIT kits for colorectal cancer 
screening was continued based on the success of the program the past 3 
years.  Sending FIT kits directly to members who have opted in is a successful strategy 
to reach members and offers a convenient way to get screened.  

o 2,016 kits requested 
o 1,614 kits were and processed by the lab for a return rate of 80% 
o 146 positive results for a positive rate of 3.3% 

 We changed the approach of sending out kits, making the program an 
opt-in format, working to reduce waste and increase engagement while 
still offering the clinical oversight as part of the follow-up for those kits that 
came back positive.   

 COVID-19 pandemic impact on the FIT Home Test Kit campaign: We did 
not see an impact on processing kits while in central laboratory as staff 
handled both an increase in COVID-19 specimens due to a surge in 
cases. The average time from shipping out the kit to the kit being received 
back to lab was 21.6 days and the average days from receiving the kit to 
processing the kit was 1.3 days.  

5. To continue our work in reducing racial and payer disparities for cancer screening we 
had representation on these care delivery work groups: 

o Colorectal Cancer Work Group 
o Breast Cancer Work Group 
o Adolescent Immunization Work Group 

 

Actions for 2022 
• Personalized Member Messages – Expand personalized messaging for preventive 

services to our members by providing messages that meet the member’s preferences.   
Email messages are now able to be sent to a member’s personal email rather than 
having to log into their HealthPartners account.  When members are in their account, 



 

they can click on the bell icon and see what screenings they are due for and have 
increased ease in scheduling appointments.  

• Adolescent immunizations will launch a refreshed design in Q1 of 2022 that includes the 
addition of COVID-19 vaccine details.  

• HealthPartners will continue to partner with Virtuwell, our online care service to offer 
home colorectal cancer screening kits, including expansion to MSHO members.  

• Women’s health screening reminders will kick off in Q2-Q3 to include messaging on 
cervical cancer screening, chlamydia screening and annual check-ups.  

 

  



 

Chronic Care 
Description 
Almost half of all Americans live with a chronic condition. HealthPartners supports chronic care 
improvement by helping our members achieve optimal care goals and by promoting effective 
change in provider groups to support evidence-based clinical and quality improvement across a 
wide variety of health care settings. 

Goals 
The objective of the program is to improve the health outcomes of members with chronic 
diseases and to prevent or delay complications of these diseases. Goals follow HEDIS® 
measures for chronic diseases with emphasis on diabetes – annual retinal eye exam, 
glycosylated hemoglobin (HbA1C) testing, nephropathy screening and blood pressure control.  
Success is measured by improvement in HEDIS® rates and on conversion rates for members 
who received member outreach through postal mailings, emails and disease or case 
management services.  

HealthPartners goal for commercial members is to achieve Band 1 performance. HealthPartners 
also has goals related to achieving a 5-Star rating for our Medicare Advantage and MSHO 
plans. CMS uses these ratings to assess and rate health and drug plan quality, performance 
and satisfaction of members. The Star Ratings strategy is consistent with the Triple Aim (better 
care, healthier people/healthier communities and lower costs through improvements).  

Comprehensive Diabetes Care Description 
The percentage of members 18-75 years of age with diabetes (type 1 and type 2) who had each 
of the following: 

1. HbA1c testing  
2. HbA1c poor control (>9.0%) 
3. HbA1c control (<8.0%) 
4. HbA1c control (<7.0%) *selected population 
5. Eye exam (retinal)  
6. Monitoring for diabetes nephropathy 
7. Blood Pressure (BP) control (<140/90) 

Eligible Population: Commercial, Medicaid, Medicare; ages 18-75 during the measurement year, 
continuously enrolled in measurement year.  

Numerator: members with a claim or medical record documentation for the above services 

Denominator: members with a diagnosis of diabetes, ages 18-75, in the measurement year 

Initiatives/Interventions 
1. Messages are sent to members with diabetes who were coming due for an HbA1c, 

microalbumin and/or dilated retinal eye exam.  In 2021 HealthPartners sent: 



 

Medicare population:  
o 2505 emails – 59.8% open rate 
o 2960 web bells – 30.9% open rate 
o No direct mail 

MSHO population: 
o 112 emails – 51.8 % open rate 
o 118 web bells – 46.3% open rate 
o No direct mail 

2. HealthPartners provides disease management programs for chronic conditions: asthma, 
CAD, COPD, diabetes, heart failure, and rare and chronic diseases for all our product 
lines including Commercial, Medicare, and Minnesota Health Care Program (MHCP) 
members.  

o Pharmacy plays an important role in assuring members with asthma, COPD, 
CAD and heart failure are on medications important to their condition and that 
members refill their medications on time.   

o Disease and Case Management nurses work with members to coordinate what 
can be complex care for these members. 

3. Distribute chronic disease member registries to providers with flags for missing and 
overdue services and participation in a disease management program.  

4. Patient Management Application (PMA) is an excel-based tool that was shared with 
network provider partners. This tool includes the attributed membership for all lines of 
business if appropriate for the network partner. The PMA identifies areas of opportunity 
in cost, utilization, reconfirmation of chronic conditions, annual wellness visit completion 
and incented HEDIS® measures. 

5. The Quality Management Application (QMA) is a Tableau workbook located in the PMA 
tool which identifies quality performance results and gaps in care for the annual wellness 
visit, reconfirmation rate and incented HEDIS® measures. The QMA is intended to be 
accessed at a future date through the provider portal. Currently, HealthPartners provides 
the QMA report in a PDF format to the incented network partners who are set up in the 
portal.  

6. Registries include race/ethnicity and language data when available.  

7. Staff monitors condition specific, evidence-based guidelines aligned with USPSTF to 
assure programs and measures are consistent with current evidence. 

8. Disease management member materials share condition specific information and 
education. 

9. Quality Connections Forums engage HealthPartners network provider groups in quality 
initiatives to improve publicly reported measures. 



 

o Hosted by HealthPartners, the group creates the agenda which includes both 
preventive and chronic improvement projects as well as process improvements. 

o Participants share the latest science and best practice methods and share 
successes and challenges of quality improvement initiatives. 

10. Osteoporosis Management in women with a fracture 
o HealthPartners care group conducts fracture follow up to facilitate bone density 

testing or medication prescriptions to treat or prevent osteoporosis within the 6 
month timeframe. A quality committee met to identify and implement a more 
automated workflow to produce the outreach lists. Collaboration with incented 
providers to conduct fracture follow up to facilitate bone density testing or 
medication prescriptions to treat or prevent osteoporosis within the 6 month 
timeframe. 

11. HealthPartners has multiple initiatives currently in place and in development to ensure 
our members with chronic diseases receive the services they need to effectively manage 
their condition. Historically, there have been separate committees and work groups that 
oversee commercial and Medicare populations. To ensure effective coordination of our 
initiatives across product lines, several years ago, HealthPartners enhanced the scope 
of our HEDIS® oversight committee to also include oversight of CMS Stars measures. 
To further strengthen the committee in 2019, HealthPartners created a sponsor Group to 
provide strategic direction. The HEDIS®/CMS Stars Steering committee provides 
strategic direction on the many initiatives designed to improve both chronic and 
preventive care, especially as they relate to HEDIS® and CMS Stars measures 

12. In Q4, an enhanced diabetes campaign was launched which included feedback from our 
African American Health Equity Focus Group. New features include identifying which 
diabetes management tests the member is due for; one sentence education on the 
importance of the needed test; full color postal mailings to connect with members who 
do not have online accounts; language on the envelope informing the contents are 
health related. A health equity champion and employee volunteered to have her picture 
and signature included with the postal mailings as members positively connected with 
her warm and inviting smile.  

13. FastFacts article included information on disease, case and lifestyle management 
services available to our members who use high-cost services or have multiple health 
issues, are in deteriorating health, or are at high risk of hospitalization in the next six to 
12 months.  

14. FastFacts article included information on the relaunch of the FIT colon cancer screening 
kit program to include the features that members would be opting into the program and 
getting their results directly in the Virtuwell portal account they create. Another FastFacts 
article later in the year detailed the changes to the colon cancer screening coverage as 
USPSTF updated their guidelines to include screening starting at age 45, HealthPartners 
informed providers that the claims system was already paying those claims at the 
prevention benefit level which is typically 100 percent.  



 

Barrier Analysis 
1. Higher member costs for health care including prescription drugs used to control 

diabetes and other chronic conditions. 
o Out of pocket expenses for members are often increasing due to changing 

deductibles and co-pays.  

2. Our ability to provide accurate outreach to members is dependent on claims information. 
o Claims lag can be a barrier for timely identification of gaps in service.  

3. Inability to identify all retinal eye exam claims for persons with diabetes due to eye 
benefits increasingly covered by third party benefit carve-outs. 

4. Members who do not have an established relationship with a primary care provider may 
experience fragmented care and lack of coordination from inconsistent providers. 

5. Providers experience ever increasing pressure to attend to numerous health goals in a 
limited amount of time with patients.  

6. Providers have limited resources for testing proposed quality improvement initiatives, 
and the time and resources needed to make systemic change can be costly.  

7. State and federal quality improvement measures such as those related to DHS withholds 
and CMS Stars measures continue to change and evolve which can make targeted 
improvement activities challenging.  

8. Some member populations are very difficult to contact and engage; this is especially true 
with our state public programs members.  

9. The pandemic continued to strain medical resources with the ongoing COVID-19 
variants, pent up demand, and staffing shortages due to illness and burnout.  Providers 
had to shift care again to to meet the needs of the members which again made it more 
difficult to receive appropriate medical care in a timely manner. 

10. Preventative care appointment slots were pushed out during the COVID-19 surge in the 
latter part of Q4 to allow providers to see and treat those patients with acute illness.  

11. Fear of exposure to the virus for those who had to use public transportation or while in 
the clinics. 

12. Telemedicine requirements changed to accommodate the change to normal healthcare 
processes. 

13. The pandemic added to already strained staffing resources with many medical staff 
being laid off or away from work due to isolation/quarantine requirements which led to 
long waits for open appointments for some preventative exams or tests, like DEXA 
scans and colonoscopies.  

 



 

Opportunities for Improvement: Results/Outcomes 
Through these initiatives, it is clear that improvement can often be incremental and slow. 
System and process changes at the provider level lead to the greatest, sustained improvement, 
and we continue to encourage our network clinics to utilize best practices in their care.  
Challenges remain in understanding lack of improvement or decreases in goals for chronic 
diseases. We believe the more we can learn about members and the more strategies we use to 
connect with members, the more effective we will be. Current activities will continue in the next 
program year with expanded collaborative efforts with Marketing and Health Informatics to 
identify members by micro-segments and tailor messages that resonate with member values 
(i.e. cost and convenience). We believe this will improve our current outreach efforts in 
improving the health of members with chronic diseases. 

Actions for 2022 
Personalization Pipeline:  Continue to utilize the Personalization Pipeline to deploy multi-
channel member engagement campaigns.  In addition to postal mailings the personalization 
pipeline includes additional channels of communication to match the member’s preference such 
as personal e-mail, notifications to their HP.com account and reminders via Member Services or 
care coordinators.   

Mobile users who opted to receive push notifications received a message through this channel. 
The brief push notification will open the myHP app where members will be able to see the 
complete message personalized to them. This platform continued to be used in 2021 and will be 
utilized in 2022.  

1. Social Media - Social media provides a vehicle to expand health information to members 
who may want more in-depth detail on a health topic.   

o Blogs and links on a member’s HealthPartners account page provide 
connections to experts and more personalized information,  

o Facebook provides a very cost-effective means to customize messages to 
specific populations.  Members are able to access the HealthPartners website 
and detailed links 

2. Network quality improvement leaders meet for the Quality Connections Forums to share 
the latest science and best practice methods including successes and challenges of 
quality improvement initiatives. 

3. Annual Wellness Visits for Medicare members includes reviewing elements of diabetes 
care if the member has diabetes.   

4. The Annual Wellness Visit also provides opportunity to educate all members on the 
prevention of falls especially if the member has a history of osteoporosis or a history of 
falls. 

5. Provider Relations Incentive Program-develop collaborative partnership to focus on 
increasing or maintaining the health of the members through Annual Wellness Visit 
completion and select HEDIS® measure incentives 

6. The Quality Management Application (QMA) is a Tableau workbook located in the PMA 
tool which identifies quality performance results and gaps in care for the monitoring for 
diabetes nephropathy. The QMA is intended to be accessed through the provider portal. 



 

Currently, HealthPartners provides the QMA report in a PDF format to the incented 
network partners who are set up in the portal.  

Diabetes HEDIS® Results 

Table 3 

Diabetes– Commercial Results 

  
HEDIS® Measure 2017 2018  2019 2020 MY 2020 
HbA1c Testing 94.3% 94.0% 94.7% 94.5% 91.8% 
HbA1c Poor Control >9%* 23.5% 22.6%  21.5% 25.2% 23.5% 
HbA1c <8% 63.9% 65.0%  65.3% 65.1% 65.5% 
HbA1c <7% 37.7% 39.1% 40.6% 40.3%  
Eye Exam 63.0% 59.9%  62.6% 61.5% 63.9% 
Nephropathy Screen 90.1% 89.8% 89.1% 87.8%  
Blood Pressure <140/90 79.6% 76.6% 76.6% 74.1% 68.6% 

*= Lower is better 

Table 4 

Diabetes – PMAP Results 

  
HEDIS® Measure 2017 2018  2019 2020 MY 2020 
HbA1c Testing 94.5% 93.1% 92.0% 92.0% 85.2% 

HbA1c Poor Control >9%* 21.9% 26.8% 27.0% 30.7% 34.1% 
HbA1c <8% 63.1% 57.8%   60.8% 56.4% 53.3% 
HbA1c <7% 41.6% 37.3%   37.2% 37.0%  
Eye Exam 65.0% 68.8%   64.2% 65.0% 61.8% 
Nephropathy Screen 89.1% 88.7%   88.7% 88.9%  
Blood Pressure <140/90 78.1% 79.4%   79.4% 73.2% 66.7% 

*= Lower is better 

Table 5 

Diabetes – Medicare Cost Results 

  
HEDIS® Measure 2017 2018  2019 2020 MY 2020 
HbA1c Testing 97.0% 95.1% 97.8% 95.7% 96.1% 
HbA1c Poor Control >9%* 8.5% 11.2% 9.9% 12.9% 14.0% 
HbA1c <8% 82.6% 79.8% 79.6% 76.3% 74.6% 
Eye Exam 82.2% 81.3% 82.1% 74.9% 74.2% 
Nephropathy Screen 93.3% 93.9% 93.9% 93.5% 86.4% 
Blood Pressure <140/90 85.6% 75.9% 83.4% 77.4% 75.3% 

*= Lower is better 



 

Table 6 

Diabetes – Medicare Advantage Results 

 Medicare Advantage  
HEDIS® Measure 2019 2020 MY 2020 
HbA1c Testing 97.8% 95.7% 95.0% 
HbA1c Poor Control >9%* 9.9% 12.9% 11.5% 
HbA1c <8% 79.6% 76.3% 76.5% 
Eye Exam 82.1% 74.9% 75.0% 
Nephropathy Screen 93.9% 93.5% 93.5% 
Blood Pressure <140/90 83.4% 77.4% 70.8% 

*= Lower is better 

 

Table 7 

Diabetes – MSHO Results 

  
HEDIS® Measure 2017 2018 2019 2020 MY 2020 
HbA1c Testing 95.5% 95.4%  96.2% 97.7% 91.1% 
HbA1c Poor Control >9%* 15.3% 16.5%    16.1% 14.9% 20.8% 
HbA1c <8% 76.4% 71.8%  71.6% 75.7% 67.7% 
Eye Exam 79.2% 80.5%  83.9% 84.8% 73.8% 
Nephropathy Screen 93.9% 96.1%  96.2% 96.2% 92.7% 
Blood Pressure <140/90 77.7% 76.6%   77.8% 76.9% 66.5% 

*= Lower is better 
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Stars Initiatives 
Description 
CMS uses a 5-Star rating system to assess health and drug plan quality, performance and 
member satisfaction.  Higher Star Ratings can lead to the improvement in the quality of care 
and general health of the Medicare Beneficiaries.  It supports the effort of CMS to improve the 
level of accountability for the care provided by physicians, hospitals and other providers, which 
drives quality improvements.  The contracts for the stars initiatives are as follows:  H2462 (Cost-
MN, WI, ND, SD), H2422 (MSHO) and H4882 (Journey/Robin).   

CMS publishes the Star Ratings each year to assist beneficiaries in finding the best plan for 
them. Reviews are published online in the Medicare Plan Finder.   

Star Ratings impact the Medicare Advantage quality bonus payments.   Plans with higher Star 
Ratings may be able to offer increased benefits and lower premiums.  There is a strong 
correlation between higher rated plans and enrollment which further perpetuates performance.   

The significance of maintaining a higher star rating: 

• It supports the Triple Aim  
o Member experience  
o Member health  
o Affordability through improvement  

• Ability to retain membership and attract new membership and enroll year-round  
• Higher CMS payment for Medicare Advantage Plans 
• Market differentiator – HealthPartners is a top, high quality plan  

Goals 
The mission of the CMS Star Ratings Workgroup is to maintain 5 Star Ratings or improve 
measures from current levels that are lower than 5 Stars.  Our objectives: 

1. Establish year round strategies to ensure 5 Star Ratings or improvement to next star. 
2. Identify Priority measures with key partners to determine strategies for improvement in 

these measures. 
3. COVID-19 pandemic has brought to light the magnitude of U.S. health inequities.  

Structural racism was exposed in institutions, practices, and policies that perpetuated 
the allocation of resources and opportunities that lead to an increase in inequity among 
racial groups. HealthPartners is continuing efforts to advance health equity and it is one 
of six key strategies in the HealthPartners 2025 Strategic Roadmap.  HealthPartners is 
building a strong foundation to address health equity and reducing disparities with a 
focus on community partnerships and advocacy. HealthPartners is also seeking the 
NCQA Health Equity Accreditation for Medicaid which includes the MSHO population. 
Please refer to the Health Equity Chapter for more details. 

 



 

Initiatives/Interventions 
The CMS Star Ratings Workgroup analyzed health plan performance to identify 2021 priority 
areas based on current rates, gap to goal and ability to effect a positive change in rates.  

Methodology 
Methodology to determine Star Rating includes several data sources: 

1. HEDIS® (Healthcare Effectiveness Data and Information Set)-medical claims data and 
chart reviews 

2. Health Outcomes Survey (HOS)-self-reported health status and outcomes  
3. Consumer Assessment of Healthcare Providers and Systems (CAHPS)-member 

satisfaction, care accessibility and network navigation 
4. PDE/Pharmacy-Part D drugs claims and medications 
5. Other-call center metrics, access and performance problems, appeals, complaints to 

Medicare and enrollment data 
6. Improvement Measures-comparison of current and prior year measure scores; score 

calculated with and without improvement measures.   
7. HEDIS® measures account for approximately 13% of the Star Rating and the CAHPS 

and HOS surveys combined will account for approximately 44% of the Star Rating. The 
CAHPS survey is currently quadruple weighted in measurement year 2021 for the 2023 
Star Rating year.  

Health Plan Member Interventions: 
1. 2021 continued focus on Medicare Annual Wellness Visits (MAWV). Those members 

who signed up to receive email notifications were sent reminders to complete the Annual 
Wellness Visit. Approximately 85% of the Medicare Advantage population currently have 
authenticated accounts and 50% of the MHSO population. For those members who do 
not have an authenticated account, Annual Wellness Visit reminders were sent in Q4. 
The largest provider group did continue to add the AWV to member visits. The Annual 
Wellness Visit is beneficial to address health concerns, chronic conditions, obtain 
needed preventive care and an opportunity to discuss topics like those listed below: 
a. Improving or maintaining physical and mental health (HOS)-this was placed on 

display for Star Ratings but still addressed in the AWV. 
b. Staying physically active (HEDIS®/HOS) 
c. Reducing risk of falls (HEDIS®/HOS) 
d. Improving bladder control 

2. Preventive campaigns continued to run via authenticated accounts. 
a. Silver and Fit benefit promoted with fall prevention flyer to provide opportunity to 

improve or maintain physical and mental health, staying physically active and reduce 
risk of falling. (HEDIS®/HOS) 

b. Member blogs identifying preparation for appointments and prescriptions.  
c. Falls Prevention Facebook campaign in early spring and early fall to encourage 

members to talk to their doctor about their fall risk. (HEDIS®/HOS) 
d. Prescription claims monitoring of prior authorization/STEP activity. 



 

e. MSHO supplemental benefits include health education classes, weight management 
programs. (HEDIS®/HOS). There is a community partnership with Juniper which 
hosts a variety of classes in which MSHO members may sign up and attend as part 
of their plan benefits.  During the COVID-19 pandemic, there was a shift to more 
online classes and which had a positive impact for rural beneficiaries and their ability 
to attend, this continued through 2021.  

f. Members received health assessment mailings which will help determine the health 
status of members. MyStrength was launched in August 2021 and ongoing 
announcements beginning early November. Members are targeted using claims & 
HA data to identify those with: Mental health attributes in the high or medium 
category (HA results), and/or Diagnoses of anxiety, depression, bipolar disorder, 
PTSD, smoking, substance abuse and insomnia. Targeting aligns with myStrength 
programs. New members are identified & sent campaign monthly. Members sent one 
per year. 

g. MSHO Chronic Care Improvement Program-Diabetic Nephropathy- is a HEDIS® 
measure that identifies members who had medical nephropathy screening or 
monitoring test or evidence of nephropathy to ensure diabetic members maintain 
kidney health. 

h. In 2021 HealthPartners continued to utilize social media, where communication was 
customized with links to blogs and customer education. 
o Member HEDIS® specific interventions 

 Breast Cancer Screening- Those members who signed up to receive 
email notifications were sent reminders to complete Breast Cancer 
Screening.   

• Screening reminders launched mid October for patients and 
member/patients 

o Member/patients have coverage information and online 
scheduling call to action embedded 

• MSHO member/patients include incentive language 
• Three touchpoints: 

o Awareness (age 40) 
o Reminder 1 (one year since last screening) 
o Reminder 2 (two years since last screening) 

• Translated into Spanish, Somali and Vietnamese for MSHO 
• New patients are identified & sent campaign weekly. Sent max 

one per quarter. 
 Colorectal Cancer Screening- Those members who signed up to receive 

email notifications were sent reminders to complete Colorectal Cancer 
Screening.  Preventive care reminders on mobile and blogs, MSHO 
member incentive. HealthPartners utilized an “opt in” Colorectal FIT Kit 
Campaign through Virtuwell in 2021 to Medicare members in need of 
colon cancer screening.  

 Osteoporosis Management in Women with a Fracture-The largest 
provider group enhanced the electronic medical record (EMR) using a 



 

Smartform with questions for identified orthopedic patients which 
populated a standardized Smartest to include a referral for bone health, a 
referral for DEXA and appropriate labs.   A member letter is sent from the 
health plan, encouraging members to receive follow-up screenings. QIC 
sends the list of members with a history of a fracture per QIC process. 

 Diabetes Care-Kidney Disease Monitoring, MSHO Chronic Care 
Improvement Program (CCIP)-Diabetic Nephropathy-final year. 

3. HealthPartners has submitted comments to CMS regarding the member perception 
surveys and how they are weighted. CAHPS surveys will be quadruple weighted for 
2023 Stars.  CMS supports the strong body of evidence that better experience is 
associated with adherence to treatments across a whole spectrum of diseases which 
identifies a tight connection to clinical outcomes. 

Provider Interventions: 
1. Fast Facts article highlighting Annual Wellness Visit and the importance of falls and 

physical activity discussions  

2. Fast Facts article highlighting the importance of microalbumin screening in the Diabetic 
Population 

3. Fast Facts article highlighting the United States Preventive Services Task Force 
(USPSTF) new colorectal screening recommended guidelines to age 45 for screening 

4. Breast Cancer Screening-the largest provider group reviewed needed screenings in the 
care model process and provided outreach 

5. Colorectal Cancer Screening- the largest provider group reviewed needed screenings in 
the care model process and provided outreach, FIT Kit campaign coordination with 
HealthPartners Care Group as they also identified eligible members for FIT kits,  

6. Osteoporosis Management in Women Who Had a Fracture-Health Partners Care group 
conducted fracture follow up to facilitate bone density testing or medication prescriptions 
to treat or prevent osteoporosis within the 6 month timeframe of the fracture. A quality 
committee met to determine future strategy. Collaboration with incented providers to 
conduct fracture follow up to facilitate bone density testing or medication prescriptions to 
treat or prevent osteoporosis within the 6 month timeframe. HealthPartners awarded a 
grant for osteoporosis management to determine best practices for this measure to 
ensure appropriate care and follow up. 

7. Diabetic Nephropathy-The largest provider group implemented updated work flows 
around Diabetic Nephropathy to increase the frequency of urine testing. Subject matter 
experts met and determined that the Health Maintenance Alert for the screening should 
fire eight months after the last screening was complete and turns off when a member 
turns 86 years old.  If due, the microalbumin test is automatically ordered by support 
staff, which makes it easy to close this gap in care at the visit. This process has been in 



 

place for primary care at all HealthPartners Medical Group clinics, and Park Nicollet 
clinics. This work continued in 2021. 

8. Falls prevention-HealthPartners Care Group implemented a two question survey for falls 
risk in the EMR Smartset.  Follow up steps TBD with the preventive expert panel. 

9. HealthPartners resumed the incentive program with the network partners with Annual 
Wellness Visit completion and select HEDIS® measures in 2021 and reconfirmation rate 
improvement.  

10. The network partners were able to meet to discuss the current incentive program with 
discussions regarding advancing health equity, member experience as well as more 
robust interoperability opportunities. The network partners continued to focus on Social 
Determinants of Health (SDOH) by identifying food insecurities and transportation 
barriers for vulnerable populations and strengthening community partnerships to address 
the needs of the population. 

 

  



 

2021 Priority Measure Results 
 

Table 8 

2021 Priority Measure Results 

 

Color Legend 1 Star 2 Star 3 Star 4 Star 5 Star 

 

Assessment of Results 
1. Breast Cancer Screening maintained 5 Star for Cost and increased to a 4 Star for 

MSHO.  Medicare Advantage maintained a 5 Star. 

2. Colorectal Cancer Screening maintained a 5 Star for Cost and MSHO decreased to a 3 
Star. Medicare Advantage achieved a 5 Star. 

a. Colorectal FIT Kit Campaign achieved a 4.74% percent return rate for Medicare. 

3. Monitoring Physical Activity increased to a 3 Star for Cost and MSHO decreased to a 4 
Star Rating.  Medicare Advantage maintained a 4 Star. 

4. Reducing the Risk of Falling maintained a 1 Star Rating for Cost but MSHO has 
maintained a strong 5 Star performance year over year.  Medicare Advantage decreased 



 

to a 2 Star.  Falls Prevention Facebook campaign was completed in January and 
September with 49 visits with 30,036 people reached.  The same cadence for outreach 
will continue in 2022. 

5. For the Osteoporosis Management in Women With a Fracture measure there was not 
enough data for either Cost or MSHO and Medicare Advantage populations achieved a 
1 Star rating. 

6. Diabetes Care-Kidney Disease Monitoring Cost decreased to a 2 Star and MSHO 
decreased to a 2 Star.  This measure has a very high band threshold and due to small 
numbers is challenging to reach 5 Stars. Medicare Advantage decreased to a 3 Star. 

Barrier Analysis 
1. Inability to monitor the full impact of improvement interventions on hybrid HEDIS® 

Source Star Measures over the course of a measurement period.  

2. Inability to monitor impacts of improvement interventions for Consumer Assessment of 
Healthcare Providers and Systems (CAHPS) and Health Outcomes Survey (HOS) 
Source Star Measures over the course of a measurement period. Additionally, CAHPS 
measures are member reported which rely on member perceptions.  

3. Difficult to focus improvement efforts for members who are not attributed to a specific 
care delivery system. 

4. Improvement targets need to be flexible as measure technical specifications and star 
rating cut points are updated annually. 

5. The pandemic continued to strain medical resources with the ongoing COVID variants, 
pent up demand, and staffing shortages due to illness and burnout.  Providers had to 
shift care again to meet the needs of the members which again made it more difficult to 
receive appropriate medical care in a timely manner. 

Opportunities for Improvement: Results/Outcomes 
Table 9 

HealthPartners Star Ratings 

Market Product CMS 
Contract 

2021 
Rating 

2022 
Rating 

MN MSHO (MA SNP) H2422 5 5 

MN | WI Journey/Robin 
(MA) 

H4882 4.5 5 

MN | WI | 
ND | SD 

Freedom (Cost) H2462 4.5 5 

  



 

Follow-up of 2021 Actions 
• Colorectal Fit Campaign there was a 4.74% Medicare return rate as of January 2022. 
• Successful collaboration between Health Informatics, Provider Relations and Quality 

Improvement in which internal meetings established a 2021 Work Plan and Strategies to 
maximize incentives. 

Actions for 2021 (2023 Star Ratings)  
• Evaluate Annual Wellness Visit Initiatives 

Medicare population 

Table 10 

Annual Wellness Visit Completion Rates 

 

• Continue to promote Annual Wellness Visit Campaign to determine appropriate 
threshold goal for maximum member health outcomes. The pandemic did impact 
preventive care services through 2021. 

Member Outreach Campaigns  
Outreach campaigns to members are deployed each calendar year and impact HEDIS® results 
for the next measurement year.  Campaigns through the Personalization Pipeline included 
email, web bell notifications, push notification for myHP users, and HCSS talking point channels 
(talking points for when a member calls into Member Services). There is coordination with the 
Care Group for outreach campaigns so as not to duplicate messages.  The below results 
represent non-Care Group data. 

 

 

 

  



 

Table 11 

Medicare Campaign 2021 

 

 

 

 

 

 

  



 

Table 12 

MSHO Outreach Campaign 

 

 

 

 

  



 

Campaign Results and Trends as of November 15, 2021 

 

1. HEDIS® Actions 
o Continue successful member communication outreach campaigns associated 

with breast cancer and colorectal cancer screening. 
o Continue and enhance the colorectal Fit Opt-in program 
o Collaborate with HealthPartners largest provider group on initiatives designed to 

improve performance on the Osteoporosis Management in Women With a 
Fracture Measure. Deploy both short and long term strategies to impact this 
population, develop outreach campaign for eligible members.  

o The largest provider group implemented updated work flows around Diabetic 
Nephropathy to increase the frequency of urine testing. Subject matter experts 
met and determined that the Health Maintenance Alert for the screening should 
fire eight months after the last screening was complete and turns off when a 
member turns 86 years old.  If due, the microalbumin test is automatically 
ordered by support staff, which makes it easy to close this gap in care at the visit. 
This process has been in place for primary care at all HealthPartners Medical 
Group clinics, and Park Nicollet clinics and still continues.  

2. Consumer Assessment of Healthcare Providers and Systems-member outreach 
campaign 

3. Health Outcome Surveys –member outreach campaign  

4. Provider Relations Incentive Program-develop collaborative partnership to focus on 
increasing or maintaining the health of the members through Annual Wellness Visit 
completion and select HEDIS® measure incentives 

5. Community Actions 
o Minnesota Community Measures reports on Breast Cancer and Colorectal 

Cancer Screenings and Osteoporosis Management in Women with a Fracture  

The Stars Work Group will continue to monitor progress on efforts to positively impact Stars 
Measures.    
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Pharmacy Administration 
Member Populations Targeted  

X Commercial 
X Medicare Freedom (Cost) 
X Medicaid 
X MSHO 
 HPUPH 

X WI Marketplace 
 

Description 
The HealthPartners Pharmacy Quality and Utilization Improvement Program seeks to fulfill 
HealthPartners mission and vision by monitoring, promoting and supporting the appropriate, 
safe and efficient use of high-quality and cost-effective medications by our members. 

Goals 
HealthPartners Pharmacy’s goals (as detailed in the 2021 Quality Improvement Annual Plan) 
included: 

1. Continue to align our Medication Therapy Management (MTM) activities for sustainability 
and expansion 

2. Continue to enhance our opioid safe use program to maintain leadership position 
3. Pilot alternative payment model with retail pharmacies for cognitive service 
4. Expand Utilization Management (UM) edits and a value based program across medical 

& pharmacy benefit with specialty drugs  
5. Enhance partnership between HealthPartners Health and Care Engagement (HCE) with 

pharmacy for high risk and/or other defined members  
6. Leverage pharmacy navigator program to support wider “at need” members, including 

insulin affordability 
7. Continue work to automate Prior Authorization (PA) and Appeals process 
8. Achieve best CMS Star Rating, PQA, and pharmacy HEDIS measures 
9. Increase participation in MTM as percent of eligible members 
10. Evaluate results of Slice of PIE Program performed to assist and reward community 

pharmacies in providing MTM services to HP members 
11. Expand member engagement of our price transparency tool and other apps to improve 

experience 
12. Low member share for insulin 
13. Alignment with organizational strategies for advancing Health Equity to address 

unconscious bias; cultivate cultural inclusion 
14. Be proactive about how we review and present data about the populations we serve.  

Find disparities where they exist so we can begin to strategize how to address the 
problems 

 



 

Initiatives/Interventions 
1. Medication Therapy Management  

• Work continued on the redesign of the MTM program via addition of tools in Epic. 
Soft steerage and tracking of patients with a payment source led to higher 
sustainability of program   

• Developed new processes to manage provider network and achieve 5 star 
performance for CMR completion measure for Centers for Medicare and Medicaid 
Services (CMS) Star Rating and Pharmacy Quality Alliance (PQA) 

• Added 5 new contracted practices to our MTM network in 2021: Gillette Children's, 
ThedaCare Health, Consana National Solution, Welia Health, Cuyuna Regional 

• Participated in an Asthma Self management education project with the Minnesota 
Department of Health 

• Worked to increase the number of members eligible and targeted for MTM services 
through expansion of our enhanced MTM program to commercial groups and our 
standard MTM program to those who carve out their pharmacy benefit 

• MTM increased proactive outreach to members to improve member engagement  
• Increased payout ceiling for the MTM partners in excellence program 

2. Slice of Pie  
• Continued to offer enhanced pay for performance opportunity for participating 

provider groups 
• Presented preliminary results at the PQA annual meeting 
• Published 4 papers with findings from the project 
• Prepared for ROI analysis in 2022 

3. Opioid Safe Use Program 
• Medicare and Medicaid have added Utilization Management (UM) to prevent 

concurrent prescriptions of benzodiazepines and opioids 
• Enhanced retrospective review of providers with outlier patterns of opioid prescribing 

were enacted and utilized to identify opioid prescribing trends in 2021  
• Enhanced retrospective review of pharmacies with outlier patterns of opioid 

dispensing were enacted and utilized to identify opioid dispensing trends in 2021  
• Continued to apply point of sale edits for commercial, Medicaid, and Medicare lines 

of business as described below: 
o Medicaid 

 Opioid Naïve – real time point-of-sale (POS) edit. 7-day limits for new 
opioid prescriptions, and 14-day limits per 60 days 

 Refill too soon exhaustion rate edit set higher for controlled drugs (85% 
instead of 75%) - real time POS edit 

 Duplicative long-acting opioid - real time POS edit to deny concurrent use 
of long-acting opioids when there is an overlap in day supply 

 Morphine milligram equivalent (MME) - real time POS edit. Limit defined 
as 90 MME 



 

 Opioid and Benzo - Real-time edits are in-place at the pharmacy level to 
block a prescription for an opioid that overlaps a previous benzodiazepine 
without a prior authorization from the prescriber acknowledging 
concurrent use. 

 Opioid and antipsychotics - Retrospective review program, focusing on 
patients with >7 days of opioid and antipsychotic claim overlap from 2 
different prescribers.  

 Pharmacy Alert - real time POS edit that sends an informational message 
when a member has concurrent use of drug combination(s) known to put 
the member at risk for overdose. Alerts the pharmacist to consider co-
dispensing or prescribing Naloxone 

 Provider Shopping - Member fills 6 controlled medications for at least 3 
prescribers and at least 3 pharmacies within one month. MedImpact 
sends a provider letter to the last prescriber. 

 Retrospective review program in place for when opioids are prescribed 
without an office visit (HI/Rx)  

o Commercial 
 Opioid Naïve – real time POS edit. 7-day limits for new opioid 

prescriptions, and 14-day limits per 60 days 
 MME - real time POS edit. 90 MME limit.  
 Provider Shopping - Member fills 6 controlled medications for at least 3 

prescribers and at least 3 pharmacies within one month. MedImpact 
sends a provider letter to the last prescriber. 

 Retrospective review program in place for when opioids are prescribed 
without an office visit (HI/Rx)  

o Medicare  
 Fraud waste and abuse (FWA) Newsletter  
 Opioid Naïve – real time POS edit.  A new prescription for an opioid will 

be limited to a 7-day supply with a 60 day lookback 
 Duplicative long-acting opioid  - real time POS edit to deny concurrent 

use of long-acting opioids when there is an overlap in day supply 
 MME - real time POS edit. Soft 90 MME and hard limit defined as 200 

MME (edit is not triggered if member has hospice attribute present) 
 Opioid and Benzos - Real-time edits are in-place at the pharmacy level to 

block a prescription for an opioid that overlaps a previous benzodiazepine 
without a prior authorization from the prescriber acknowledging 
concurrent use. 

 Provider Shopping - Member fills 6 controlled medications for at least 3 
prescribers and at least 3 pharmacies within one month. Pharmacy 
Benefit Manager (MedImpact) sends a provider letter to the last 
prescriber. 

 Retrospective review program in place for when opioids are prescribed 
without an office visit (HI/Rx).  



 

 Case management program is in place. 

4. Specialty Drug Management  
• Expanded Utilization Management (UM) edits for medical injectable agents by 

launching medical post-service, pre-payment program. Specialty drug claims on the 
medical benefit process vary significantly from drugs on the pharmacy benefit. 
Because of these differences, medical drug claims are commonly paid without a 
systematic check for appropriate quantity and frequency, unlike drugs with quantity 
limits on the pharmacy benefit. This can lead to inappropriate payment of medical 
drugs, including duplicate claims, dose-too-high, and dose-given-too-soon. Our 
Medical Drug Claim System Edit program applies innovative coding into our medical 
claims system to ensure only appropriate claims are paid. 

• Operational processes expanded to proactively guide providers to preferred products 
without requiring denial for some non-formulary high-cost drug classes (chronic 
inflammatory disease and oncology). 

• Signed a value-based arrangement for members using high-cost Asthma injectables 
to monitor medication outcomes, and receive reimbursement if members continued 
to experience exacerbations or hospitalizations during treatment. 

5. Enhanced Partnerships for High Risk Members 
• Operational processes expanded to proactively guide providers to preferred products 

without requiring denial for some non-formulary high cost drug classes (chronic 
inflammatory diseases and oncology).  

• Participated in Cancer Re-Design workgroup with Health and Care Engagement 
(HCE), Health Informatics, and others with a stated pharmacy goal of, “Improve 
Cancer Management program by leveraging Pharmacy information/processes.” 

• Reviewed high-cost cases driven by Pharmacy spend at both internal and external 
high-cost review groups. Identified management opportunities that led to a clinical 
intervention, saving $200k/year for one member. Educated stakeholders on existing 
management processes where cases were already managed by existing pharmacy 
programs. 

• Pharmacy developed a new high-cost management report, to identify and prioritize 
members where site of care or network contracting interventions may be appropriate. 

6. Prior Authorization and Appeals Automation 
• ePA auto-approval expansion: increased number of decision trees tied to auto-

approval 

• Auto-routing of appeal cases between internal systems (HCSS and MedHOK), 
decreasing turnaround time: Automated process created for funneling between 
appeals and the prior authorization pharmacist team, improving communication, and 
allowing for quicker turnaround times 

7. Supporting At-Need Members 



 

• Pharmacy Navigator Program provided additional support for disease and case 
management, and Riverview Member Services related to affordability questions. 

• Pharmacy Navigator Program dedicated additional time and resources to address 
needs of patients during the pandemic, and other issues or needs as they arose. 

• Supporting members that are undergoing Hepatitis C treatment.  
• Pharmacy Navigators supporting members running into issues with the following 

o Coupon accumulator program 
o Medical Injectable Site of Care (MISOC) 

• Pharmacy Navigator Program dedicated more resources to supporting Riverview 
Member Services to help improve experience in Medicare and Medicaid programs.  

8. Price Transparency Tool 
• Refill reminders added to the tool as part of the personalization campaign 

9. Low Member Share: Insulin 
• Starting at the beginning of 2020 insulin was capped at a $25 copay for commercial 

fully insured plans and $35 for Medicare plans. This was done after evaluating ways 
to combat the rising patient costs in diabetic care.  

• Worked with MedImpact to cap insulin prices regardless of plan benefit design.  

10. Health Equity  
• Working with MedImpact to identify strategies that can be applied to or can identify 

Health Equity opportunities into our pharmacy processes’. 
• Investigating how to incorporate strategies for advancing Health Equity into our 

evaluation processes including the formulary management process.  

11. Presenting populations 
• Working with MedImpact to identify strategies that can be applied to or can identify 

health disparities and possible opportunities to incorporate into our pharmacy 
processes. 

12. General quality 
• Implemented PBM reporting package to aid in CMS Stars adherence measures and 

statin use in persons with diabetes measures 
• New initiative - CVS-HP Chlamydia Screening Project 

o Looking to improve chlamydia screening rates for our members filling 
prescriptions for oral contraceptives through community pharmacist delivered 
health messaging.  

Barrier Analysis 
1. Medication Therapy Management  

• STARS challenge – The health plan had to complete more CMR’s than usual due to 
decreased provider network engagement secondary to COVID-19 challenges 

• There was some shifting of providers leaving one organization to join another. This 
left a gap in MTM providers at some organizations 



 

• In the ambulatory setting, pharmacists face challenges regarding stereotypes and 
expectations about what a pharmacist should do and how much they should or can 
be involved in caring for patients in partnership with the rest of the care team. - 
intervention to overcome this barrier has been education and support to patients and 
providers   

• MTM pharmacists were redeployed to assist with AstraZeneca COVID-19 vaccine 
clinical trial, resulting in fewer Full-Time-Equivalents (FTE) available for patient 
visits   

• Community pharmacies disengaged from providing MTM in 2021 due to COVID 
testing and administration of the COVID vaccine.  

• MTM pharmacists were redeployed to assist with Covid vaccine dose preparation 
and training of dose preparation in care systems 

• More patient no shows 

2. Opioid Safe Use Program 
• Pain clinic and palliative care providers continue to feel the new opioid limits should 

not apply to them. 
• Some providers want longer duration of opioids after surgeries (longer than 7 days). 
• Some edits are based on multiple providers; unique practice location continues to be 

a challenge. This results in a manual process requiring counting practice locations. A 
potential solution would include better records. 

3. Specialty Drug Management  
• Difficult to access customized health informatics reports to assess opportunities for 

specialty program interventions within rare disease states. 
• Some value-based pharmaceutical contracting arrangements offer very low financial 

reward to the PBM, with thresholds set at levels favorable to the drug company (ie, 
risk is very low of not meeting efficacy measures). Administrative resources required 
by the PBM to report clinical endpoints is high, making worthwhile arrangements 
difficult to find. 

4. Enhanced Partnerships for High Risk Members 
• Pharmacy prior authorization data is not well-integrated across internal systems and 

teams, limiting capability of building reports by some teams and incorporating logic 
directly into existing programming processes. 

5. Prior Authorization and Appeals Automation 
• ePA auto-approval expansion: Non-formulary (NF) drugs and commercial open plans 

present challenges  
• System limitations in internal prior authorization system (MedHOK) – limits ability to 

apply multiple override templates into the same drug file in the electronic prior 
authorization system 

• Auto-routing of appeal cases between internal systems (HCSS and MedHOK): 
challenges include dual coverage challenges, follow up, external state reviews not 
attached to cases. Some information in internal claims systems (HCSS) are not 



 

transferred into the prior authorization system (MedHOK) that would be helpful to 
have- possible solutions include working with Information Systems and Technology 
(IS&T) to improve data transfer in auto-routing or implementing a shared system 

• Turn-around time (TAT) differs among departments (claims versus prior authorization 
and appeals process) which has at times resulted in missed TATs – solution includes 
improving communication and work between departments to align and reduce 
missed TATs 

6. Supporting At-Need Members 
• Pharmacy Navigator Program restructuring, new hires/training, work-from-home due 

to COVID-19 
• Challenges related to resource allocation as priorities shifted with member needs 

during the pandemic 
• Drug shortages 
• Some potential solutions include investing in procedures/protocols for deploying 

additional resources during times of turbulence in the community, health systems, or 
drug supply chain 

7. Price Transparency Tool 
• Member awareness of tool 
• Member uptake of tool 
• Applicable UM edits for each drug is provided for members, however it’s not 

necessarily in member-friendly language.  
• Analytics tools used by HealthPartners and the pricing tool vendor, MedImpact, do 

not communicate well, making it difficult to assess the impact of the tool.  
• Incorporating a link to the pricing tool on the HealthPartners online formulary may 

improve member experience.  

8. Low Member Share: Insulin 
• Increased cost burden taken on by HealthPartners  
• Several other health plans also added a cap on insulin costs.  

9. Alternative Payment Model 
• Pharmacies disengaged as a result of additional workload from the COVID-19 

pandemic.  

10. Health Equity  
• No processes’ have been started yet to address health equity 
• Not collecting self-identified patient demographical information broadly.  
• Not currently pulling data for P+T for specific populations to address health 

disparities in drug review.  

11. Presenting populations 
• No strategies have been developed or implemented to address identifying health 

disparities to incorporate into our pharmacy processes’. 



 

• Not collecting self-identified patient demographical information broadly.  

12. General quality 
• CVS-HP Chlamydia Screening Project 

o Message delivered to the patient was potentially a bit generic and may not 
have driven patients to get screened after reading. 

Gaps in Care 
1. Medication Therapy Management 

• Patient gap in care resulting from COVID-19 pandemic – fewer patients going to 
clinic for regular blood pressure and laboratory monitoring needed to assess safety 
and efficacy of medications  

• Patients were more difficult to schedule as a result of receiving other medical 
services delayed in the year prior due to the COVID-19 pandemic.   

2. Prior Authorization and Appeals Automation 
• ePA auto-approval is not yet in production for Medicare PAs due to additional 

regulatory concerns 

3. Supporting At-Need Members 
• Mail Order pharmacy impacted patients’ access to medications timely due to mailing 

delays and patient adjustment to new system processes 
• COVID-19 resulted in continued shifting to telephone or virtual visits has impacted 

patients access to care 
• The Pharmacy Navigators teams and prior authorization department teams had to 

forego existing infrastructure and support as transitions occurred relating to COVID, 
resulting in increased turnaround time for some normal processes  

4. Price Transparency Tool 
• Pricing tool is not available for specialty medications.  
• The pricing tool only takes into account the member’s primary insurance. For this 

reason, members who have dual-coverage without coordination of benefits (such as 
the secondary coverage is maintenance of benefits) through HealthPartners do not 
necessarily receive an accurate price.  

Opportunities for Improvement: Results/Outcomes 
1. Medication Therapy Management  

• Health plan MTM visits decreased from 16,124 visits in 2020 to 15,426 in 2021.  
• MTM Patient Satisfaction: 98% of MTM participants are willing to recommend to 

family/friends. 
• MTM Targeted Engagement/participation:  Overall engagement decreased from 

25.15% in 2020 to 24% in 2021.  The decrease was driven by network provider visit 
growth (6.3% decrease in visits by network from 10128 in 2020 to 9494 in 2021).  



 

• 8896 unique members had an MTM visit, a 4% decrease from 2020 (9307 in 2020, 
8896 in 2021)  

• CMS Stars: see table.  Improvements year over year for 6 measures, equal 
performance for 3, and 10 measures with lower performance.  

 
 2021  2020  

COST MSHO PDP JOURNEY COST  MSHO  PDP  JOURNEY  

Statin Use in 
Persons with 
Diabetes 

83%  87% 86%  86%  81% 87% 85% 85% 

Diabetes 
Adherence 

100% 87%  88%  90%  88%  88% 90% 90% 

RAS Antagonist 
(ACEI/ARB) 
Adherence 

74%  85%  88%  90%  90% 87% 91%  91% 

Statin Adherence 96%  87%  89%  90%  93% 86%  90%  91% 
MTM CMR 
Completion Rate 

n/a  88%  64%  88%  Not 
enough 

data 

89%  69% 88% 

Green indicates performance improvement from previous year (6 measures) 
Red indicates performance decreasing from previous year (10 measures) 
Black indicates equal performance to previous year (3 measures) 

2. PIE/Slice of PIE  
• All PIE awards were for 2021 dates of service and will be awarded in 2022.  We 

didn’t have a formal award ceremony in 2021 due to the COVID Pandemic.    
o MTM PIE – 2 Gold level winners, 5 silver level winners.    

 1 slice of pie gold winner and 1 slice of pie silver winner 
o Community pharmacy PIE –  

 2 silver award in cluster 1 (appropriate pharmacologic therapy) 
 2 sliver awards in cluster 2 (continued use of prescribed medications) 
 1 overall winner  

• Financial outcomes of Slice of Pie program will be evaluated (total cost of care 
effects) in 2022, after a full year of post intervention claims are available for analysis  

3. Opioid Safe Use Program 
• From 4Q2020 through 4Q2021, the rate of chronic high dose (>= 120 mg MME) 

opioid use among HealthPartners members has decreased 19%. 
• From 4Q2020 through 4Q2021, the rate of chronic high dose (>= 90 mg MME) opioid 

use among HealthPartners members has decreased 17%. 



 

 

 

 

• Among HealthPartners members receiving their first fill of opioid medication (i.e., no 
prescriptions for opioids were filled in the preceding 120 days), there is an increasing 
percentage who are receiving low quantities (i.e., fewer than 20 tablets). In 1Q2017, 
only 56% of members were receiving low quantities; that percentage improved to 
77% in 4Q2021 

 

 

 

4. Specialty Drug Management  
• Financial Year 2021 cost avoidance of UM program = $7.5M (estimated) 
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5. Enhanced Partnerships for High Risk Members 
• Went live with new referral process, to identify members starting high-cost, complex 

Oncology medications to refer to Complex Case Advocacy (CCA, a function of the 
Disease and Case Management Team) for additional oversight and medication 
consultation. Report includes description of top serious adverse effects to support 
CCA education. Pharmacy provided a training session for CCA nurses engaging with 
Oncology members. 

6. Prior Authorization and Appeals Automation 
• In Feb 2020, auto-approval rolled out with 3 decision trees, and by the end of 2021, 

55 decision trees had been developed and in production with auto-approval 
o 10.9% of commercial pharmacy cases with a request type of “Pharmacy PA” 

were processed through auto approval by the end of 2021 
o 7.6% of all pharmacy benefit requests 
o 5.3% of Medicaid pharmacy cases with a request type of “Pharmacy PA” 

were processed through auto approval by the end of 2021 
• 67 drugs available to be processed through auto approval since the program’s 

inception. 
• Graph of % auto approved over time is below. 

 

 

• From 2020-2021, decrease in the number of PAs per hour from ~14.9/hour to 
~12.1/hour 

o Contributing factors: Cross training, staff turnover, and increased complexity 
of coverage criteria. 

o Process of auto-approvals implemented, 5,890 cases did not need to go to a 
human reviewer in 2021.   

 

 



 

7. Supporting At-Need Members 
• Pharmacy Navigator Program dedicated additional time and resources to address 

needs of patients during the pandemic, and other issues or needs as they arose 
o Outreach to 133 members and their pharmacies related to COVID-19 vaccine 

coverage, members contacted for reimbursement if applicable 
o Reached out to 62 Medicaid members filling a generic medication that the 

brand name is preferred and they will need to start filling the brand name. 
o Coordinated transition to formulary alternatives to 17 Medicaid members that 

were receiving generic Chantix before it was excluded on the Medicaid 
formulary 

• Future work focuses on improving member access to care during times of 
turbulence, increasing backup plans. 

8. Price Transparency Tool 
• In 2021, 23,865 members who were logged in to their HealthPartners accounts 

accessed the tool.  This is a significant increase from 2020 (4,770 members) 
• All members who have access to the tool were offered a link to check their 

prescriptions and find more affordable options. The refill reminders went to ~86,000 
members in 2021. They had a 43.5% open rate and a 5.6% click through rate. Both 
are very strong. Industry average is 22% open and 2-3% click through. 

9. General quality 
• CVS-HP Chlamydia Screening Project 

o Only 62 people (6% of population) ended up getting screened after being 
targeted.   

o 34 of those members were screened prior to receiving a message at the 
pharmacy and 28 of those members were screened after receiving the 
message at the pharmacy.   

o 11 members received the printed message and pharmacist counseling and 
17 members received the printed message only.   

o 0 members used Virtuwell to get chlamydia screening.   
  



 

Safety 
Member Populations Targeted  

X Commercial 
X Medicare Freedom (Cost) 
X Medicaid 
X MSHO 
 HPUPH 

X WI Marketplace 
 

Description 
Safety is a top priority for the HealthPartners organization. HealthPartners is dedicated to 
function as a high reliability organization by consistently delivering on the triple aim, providing a 
culture of safety, and creating a safe and healing environment for everyone.  The importance to 
report all safety events and member feedback is essential to us becoming a highly reliable 
organization.   

HealthPartners is committed to eliminating harm due to error in the delivery of medical care.  
Hospital safety is addressed by many organizations including The Leapfrog Group, The Joint 
Commission, and The Agency for Healthcare Research and Quality. However, less research 
has focused on patient safety in the ambulatory setting, including group practices, yet members 
are receiving the greatest proportion of their care in these settings.  
Safe patient care is a very important issue for our organization. We recognize that errors occur 
during the care delivery of patients, and that these errors are a source of significant suffering, 
illness, cost, and death. A “culture of patient safety” is an essential factor in the care delivery 
model of an organization. 

Goals 
HealthPartners will demonstrate its commitment by reducing errors for our members and 
patients wherever they receive care by: 

1. Enhancing the knowledge base about safety through our experience and research 
2. Supporting care delivery systems by establishing standards and expectations related to 

safety 
3. Working collaboratively with government and private groups to improve safety 
4. Establishing safety measures and reporting results to members’ physicians and 

practitioners 
5. Training health care professionals to be competent in health care practices that improve 

patient safety 
6. Reporting and investigation of quality issues such as medical errors, potential medical 

errors, patient safety issues, and service issues 

 



 

Initiatives/Interventions 
1. The 2022 Ambulatory Patient Safety Toolkit was revised and updated. It is available at 

healthpartners.com  
2. Completed an annual assessment of member safety, communication of safety 

improvement opportunities to providers and updates to safety improvement tools 
3. HealthPartners continues to be involved with the MN Health Plan Collaborative which 

worked on reducing the rate of new chronic users of opioids in the Medicaid population 
4. Implemented a comprehensive approach to pain management  
5. Safety indicators are incorporated in the measures that define the tiered provider 

networks for member informed decisions about network selection  
6. The Medication Therapy Management (MTM) program was expanded to improved 

coordination of care and medication safety 
7. Improved strategies to minimize the abuse of drugs, including a continued focus on pain 

management 
8. Distributed Agency for Healthcare Research and Quality (AHRQ) Patient Safety indicator 

comparative results to hospitals 
9. Sent alerts to providers whose prescribing dosages appeared to be outside of safe limits  
10. Identified and initiated interventions for overprescribed medications and diversion, such 

as quantity limits and enhanced prior authorization review requirements 
11. Identified high-risk medications in the elderly and initiated interventions through the MTM 

program 
12. Identified members using medications newly identified with Food and Drug 

Administration (FDA) safety concerns and sent safety alerts 
13. Supported a safe network of care through a robust credentialing program 
14. Worked to improve patient understanding of health information by reviewing and 

simplifying patient education materials, letters, and forms across care delivery clinics 
and hospitals 

15. Continue to utilize “Keep It Simple” - a glossary of preferred terms to use in member and 
patient communications and “Teach Back Method” – for patient teaching  

16. Prioritized key communications for updates to improve member understanding  
17. Posted stories about pain and medication management on our social media sites and 

worked with the local media to raise awareness of the public 

Barrier Analysis 
HealthPartners identified three key barriers to patient safety; member awareness and 
knowledge of best safety practices, practitioner knowledge and the use of improved systems to 
ensure safe care is delivered.  

Member knowledge:  
1. Interactive safety tools are available through the Drug Interaction Checker and the 

Health Information Library online at healthpartners.com 
2. HealthPartners broadened access to telehealth and telemedicine services so that 

members can receive a wider range of services from their providers without having to 
travel to a healthcare facility 



 

3. When a member has a new prescription for an opioid and they get a refill, a letter is sent 
explaining some of the risks of opioids and giving information about other treatments that 
help manage pain. Members are encouraged to talk to their doctor about their options 

4. Nearly 900,000 members now have access to MTM services across the county 
5. When Special Needs Basic Care (SNBC) members refill their prescription, their care 

coordinator will work with them so the member uses their medications safely 
6. A 16% increase in members who use opioids who also use alternative therapies such as 

physical therapy, chiropractic care and acupuncture to manage their acute pain. Overall, 
1.74% of Minnesota Health Care Program (MHCP) members who had an opioid 
prescription in 2020 became new chronic users. This is 50% decrease in the last 5 
years.  

Practitioner knowledge:  
• New and revised USPSTF guidelines, pharmacy alerts and Clinical Indicators Report are 

shared with providers via electronic provider communications and Fast Facts 
Newsletters  

• Electronic prescribing prompts are used whenever possible to steer practitioners to safe 
and effective first-line medications 

• Physicians and practitioners are encouraged to use the U.S. Preventative Services Task 
Force (USPSTF) guidelines and other health plan endorsed guidelines as a resource 
and encouraged to recommend the clinical guidelines for patients to review, which can 
be accessed on the USPSTF website. 

Systems issues in the organization:  
1. Quality of care issues involving safety are shared with involved physicians and 

practitioners and, if warranted, an action plan is requested 
2. Tracking/monitoring of quality of care concerns is routinely done to identify areas 

requiring follow-up 
3. HealthPartners has been a key partner in the development and support of the Minnesota 

Health Information Exchange; resulting in a statewide source of translated documents 
providing information on patient medications, easing the task of medication reconciliation 
and improving information availability across different care systems 

4. HealthPartners has worked to assure clear communications through support and 
delivery of interpreter services, translated materials and programs to address low health 
literacy and promote health equity 

5. As of June 29, 2021, a safety reporting and tracking system was implemented 
organization-wide  

6. Continue to work with our clinics to make sure they are using best practices and 
adopting the Minnesota Opioid Prescribing Guidelines 

Opportunities for Improvement: Results/Outcomes 
HealthPartners MTM Program continues to show a high level of patient satisfaction with 98% 
willing to recommend (agree and strongly agree) our MTM pharmacists in 2021.   



 

HealthPartners members use their pharmacy benefits more often than any other benefit offered 
by the health plan. As such, pharmacy measures represent a comprehensive and broad-based 
measure of overall patient safety. HealthPartners has multiple programs to ensure appropriate 
prescribing. Pharmacy measures help the plan monitor efforts to reduce inappropriate care, 
ensure best treatment practices are followed and reduce the potential for harm. 

Medication Therapy Management (MTM)- Partners in Excellence Program (PIE) 
2 Gold Winners = Optimal Diabetes/Vascular >47% AND MTM Engagement >40% 
6 Silver Winners = Optimal Diabetes/Vascular >47% 

Community Pharmacy- Partners in Excellence Program (PIE) 
Cluster 1 (Statin use in diabetes and Naloxone use in high-risk opioid users) 
2 Silver Winners = 4-star performance in cluster but not meeting affordability goal to reach gold 

Cluster 2 (Adherence to Statins, diabetes, ACE/ARB medications) 
2 Silver Winners = 4-star performance in cluster but not meeting affordability goal to reach gold 

Overall  
1 silver winner = highest performance overall in clusters 1 and 2, but did not meet affordability 
goal to reach gold 

HEDIS Results 

Commercial 2020  2021 
Treatment for Upper Respiratory Infection 
Appropriate Testing for Pharyngitis (*2020 new spec and 
age) 

 
 

A.  Ages 3 - 17 94.0 93.5 
B.  Ages 18-64 88.3 83.7 
C.  Ages 65+ 75.0 65.0 
D.  Total 91.5 88.8 

Overuse Appropriateness Use of Opioids from Multiple 
Providers  

  

A.  Multiple Prescribers 19.5 18.9 
B.  Multiple Pharmacies 3.8 3.1 
C.  Multiple Prescribers and Multiple Pharmacies 2.5 1.9 

 

  



 

HEDIS Results  
PMAP 2019 2020 2021 

Treatment for Children with Asthma 71.1 69.6 73.2 
Persistence of Beta-Blocker Treatment after a Heart 
Attack 

81.3 89.2 90.5 

Antidepressant Medication Management (Effective 
acute phase) 

50.4 49.9 48.8 

 

HEDIS Results  
Medicare Cost 2019 2020 2021 
Antidepressant Medication Management (Effective 
acute phase) 

81.5 90.4 * na 

High-Risk medication in Elderly at least Two 
prescriptions 

8.6 9.5 12.5  

 

HEDIS Results  
MSHO 2019 2020 2021 
Antidepressant Medication Management (Effective 
acute phase) 

83.5 72.1 85.2 

High-Risk medication in Elderly two prescriptions  14.0 14.2 19.0 
   

Harmful drug disease interaction 47.6 42.5 33.3 
 

Quality of Concerns and Case Reviews 
HealthPartners receives verbal and written concerns, categorizes member complaints and 
quality issues against practitioners and providers. Concerns are categorized as quality of care, 
access to care, provider communication and behavior, coordination of care, technical 
competence and issues related to the provider, facility and/or environment affecting patient 
safety. These categories include concerns regarding quality of service and/or care. 
HealthPartners conducts quality case reviews on all categories except access.  

Total number of investigation and evaluation of quality of care case reviews  

Year Count SE 

2019 1758 
2020 1315 
2021 1243 

 

 



 

Total number of Quality concerns received from Member Services in a rolling 36 months 

 

 

 



 

 

 

 

 

  



 

Withhold: Emergency Department Utilization 
Description 
Non-urgent use of ED services is a recognized problem, driving high health care costs and 
preventing continuous primary care. The lack of coordination and continuity of care between 
EDs and PCPs can lead to lack of follow-up care, redundant testing, and even medical errors. 
At one time, HealthPartners data suggested that up to 70% of all ED visits fit the categories of 
either non-urgent or primary care treatable. More recent monitoring of HealthPartners member 
ED usage shows that the use of the ED for care that could be more appropriately be received in 
another location has decreased significantly for all products (approximately 31% for Medicaid, 
24% for commercial and 25% for Medicare Advantage members) but there is still opportunity to 
improve these rates.   

In 2020, the COVID-19 global pandemic dramatically impacted the way that people accessed 
care across all places of service. At the onset of the pandemic, the Governor’s orders impacting 
medical care directed that non-essential care should be delayed. At the same time, we saw a 
significant drop in ED use, and care systems ramped up their telemedicine offerings to offer 
alternatives to in-person care to continue to meet patient needs while mitigating the risk of 
exposure to COVID-19. Some of these changes were temporary, while others will likely continue 
to be part of the new normal for health care delivery going forward.  

Ensuring that members use a site of care that is appropriate for their condition is directly related 
to all three objectives of the Triple Aim. Coordination of care and access to the right care at the 
right time will promote health and improve the member’s quality experience. By providing the 
best care in the most appropriate site, costs reflect care received. 

To address this issue, HealthPartners has implemented a multi-pronged approach that 
addresses the key drivers of avoidable ED visits, while encouraging members’ use of services in 
an appropriate setting and developing a relationship with a PCP. Through the efforts detailed 
below, the rate of ED use among HealthPartners members has dropped significantly. 

Goals 
The goal of this project is to decrease non-urgent ED use among all populations with additional 
emphasis on public programs members  

• Reduce avoidable ED visits, to achieve an overall 25% reduction in ED visits to meet the 
DHS withhold 

• Educate members about where to go for care  
• Improve access and availability of alternative services 
• Create care strategies to reduce avoidable ED visits 

Initiatives/Interventions 
HealthPartners initiatives focus on three key areas: member education, improving access to 
primary care, and initiating innovative care strategies.  



 

Member Education 
In 2012, our CAHPS scores showed that over 25 percent of Medicaid members did not know 
where they should go for after-hours care. To address this lack of awareness, HealthPartners 
launched a member education and communication campaign in partnership our clinics and 
community organizations. Using an algorithm developed by New York University (NYU), we 
identified members with low intensity ED claims or were related to problems that could have 
been treated in primary or urgent care settings. Members who had two or more low-intensity 
visits received an outreach call from a nurse. This program continued until late in 2017, when 
we changed from this reactive approach to educating members about the best location of care 
to a more proactive approach.   

Currently HealthPartners utilizes micro-segmentation analysis to identify members who are at 
high risk of potentially using the ED and develops personalized messages to educate them prior 
to ED use.  

• HealthPartners deploys micro segmented communication strategies via e-mail, push 
notifications into member on-line accounts, through the HealthPartners app and by 
member services.  There are two versions of the message for members who are 
likely to use the emergency room. One message to members who are more likely to 
choose the urgent care and one to members who are more likely to try on-line care 
as a replacement to the ED. More than 8,000 Medicaid members received this 
outreach in 2021.  

• The Urgent Care message includes information about the closest Urgent Care to 
their home address and is tailored with a sample condition that they are likely to seek 
care for – such as an ear infection or back pain.  

• Other personalization campaigns that potentially impact ED use include messages 
about video visits for primary care, extended hours for primary care clinics and a 
provider match campaign.   

1. At the outset of the pandemic, we encouraged our members to establish online accounts 
to increase the ease of communicating the changing situation. This increase in online 
accounts allowed us to provide regular communication to members about their options 
for care.  

2. HealthPartners offers the book, What To Do When Your Child Gets Sick to local public 
health partners. They distribute it to clients at home visits and provide education on how 
the book can help them make appropriate decisions about their child’s care. With the 
onset of the pandemic, home visits were largely curtailed by family home visiting 
agencies, so this intervention showed little impact in 2020 or 2021. We will continue to 
offer these books to local public health through our Government Programs county team.  

3. CareLine is our 24/365 nurse line which is a powerful tool to provide access to medical 
advice outside of regular clinic hours and is a valuable internal partner in supporting 
member to access the right level of care at the right time. CareLine staff are trained to 
triage situations and assess medical need for treatment. They can advise to wait until 



 

the member is able to be seen by their primary care provider, or they may direct people 
to the ED.  

a. HealthPartners developed multiple CareLine promotions to educate members 
about the support provided and how to access it. For example, we send new 
mothers a postcard introducing them to a CareLine nurse specially trained about 
the needs of new parents and encouraging parents to contact the nurse with 
questions.  

b. Sometimes CareLine nurses encourage members to visit the ED as the most 
appropriate option for their care needs. Following these ED referrals, nurses 
contact the family to understand the outcome of the visit and assist with any 
needed follow-up.  

4. We receive a weekly list of members who have gone to the ER for a non-emergent 
dental reason. We reach out to those members to determine if their needs were met, 
identify if they have a primary dental provider and offer them assistance in scheduling 
care at a dental clinic for follow-up care.  

5. Community education is a valuable component when working to change behaviors that 
have been normalized over a long period of time or when a member is new to the 
healthcare system and unsure how to get the care they need. HealthPartners has 
collaborated with community organizations to share key messages and reach those who 
are connected to those organizations.  

a. HealthPartners distributes a “Resources at Your Fingertips” guide that includes 
Member Services, CareLine and Virtuwell contact information so members can 
easily seek advice. We share the guide at health fairs, clinics and in the Regions 
ER.  

Improve Access 
HealthPartners recognizes that many people choose the ED at times when clinics are open 
because it is more convenient not having to schedule an appointment. To address this behavior, 
HealthPartners worked to make care easier to access.  

• A Nurse Practitioner at the HealthPartners Medical Group St. Paul Clinic offers walk-in 
care. The clinician treats a wide range of common conditions that patients would want 
same day access for, but do not rise to the level of needing an ED. We initially promoted 
this option by mail to all Medicaid members in the surrounding area. ED case managers, 
our Children’s Hospital partners, as well as other HPMG clinics also helped spread the 
message. 

• Urgent care hours have been expanded at almost all of our care group locations to 
increase the availability of non-emergent care. Extended clinic hours (from 7 a.m. to 7 
p.m.) and weekend hours also help us keep members out of ED when a lower level of 
care is best. This is communicated to patients and members in a variety of ways.  



 

• Virtuwell and Doctors on Demand 
are on-line care providers that are 
available 24 hours a day, seven 
days a week. Members can access 
care options instantly without an 
appointment and certified clinicians 
typically provide treatment plans 
within just 30 minutes. We promote 
these care delivery option in 
member materials and in a variety 
of plan communications and have 
seen steady increases in usage.  

Care Strategies 
Minimizing the dangers of fragmented care communication between our partner EDs and our 
network clinics is a health plan priority. 

• Regions Hospital, Children’s Hospitals and Clinics and Methodist Hospital have 
implemented communication between their ED and HPMG and Park Nicollet Clinics. The 
hospitals electronically share ED visit summaries including the reason the member 
sought care and the ED discharge instructions with the patient’s PCP. Each clinic 
proactively contacts the member to schedule appropriate follow-up care. 

• Regions Hospital expanded this discharge notification to include select community 
clinics and more are being added to expand this initiative. 

• The health plan created an educational tool for residents at Regions on the efforts 
around appropriate ER use, education on PMAP and Restricted Recipients to support 
residents’ understanding of the program.  

Barrier Analysis 
1. The changing situation with the Covid-19 pandemic and various surges throughout 

2020 and 2021 may have created unease with the healthcare system and potentially 
created a situation where members may have felt they needed care but couldn’t 
access their normal source of care.  

2. EDs often “fast track” care to low-intensity patients, making the wait times shorter for 
those members and limiting the inconvenience factor. These disparate priorities 
between segments of the health care system send mixed messages to members  

3. Member perception that care received in the ED is higher quality than care received 
in a primary care clinic  

4. Lack of convenient appointments and keeping scheduled appointments can be a 
barrier for some members – particularly younger members who seek immediate 
access 



 

5. Lack of member knowledge concerning the kinds of services urgent care clinics and 
convenience clinics offer 

6. Lack of member knowledge of locations of urgent care and hours of operation 

7. Lack of knowledge on when it is appropriate to seek care in the ED and when to 
seek other options for care 

8. Members are not asked for payment at the ED, making the cost of care a non-issue 

Opportunities for Improvement: Results/Outcomes 
By targeting interventions to those areas where the greatest impact can be seen, we have 
achieved a reduction in our low-intensity ED use as well as the overall rate of ED use. Tables 1 
(Medicaid) and 2 (Commercial) clearly show the dramatic decline in ED use in March and April 
of 2020 at the onset of the pandemic. As the year progressed, and throughout 2021, the usage 
of the ED did normalize, but has not returned to pre-pandemic levels within the Medicaid 
membership. We will continue to monitor the relationship between all locations of care and the 
impact to ED usage.  

HealthPartners internal monitoring  
Emergency Room Monitoring Medicaid 

Table 13 

 

  



 

Emergency Room Monitoring Commercial 

Table 14 

 

The raw number of ED visits for all products has fluctuated over the past several years due to 
membership growth.  However, the percentage of all ED visits that are considered non-
emergent has consistently trended down across all products. This has a positive effect on our 
members as they receive care in the most appropriate setting and costs for unnecessary care is 
limited. As you can see, the use of the ED among Minnesota Health Care Program members 
remains higher than among our commercial population, however it continues to trend 
downward.  

Medicaid  

 

  



 

Commercial 

 

Medicare Advantage  

 

Telehealth  
Telehealth visits include both e-visits (on-line care such as Virtuwell and Doctors on Demand) 
and telephonic care which is provided over the telephone without a video element. E-visit use 
has been increasing among MHCP members every year, however usage in 2020 escalated 
quickly at the onset of the pandemic. Utilization appears to have stabilized in 2021 and remains 
significantly higher than pre-pandemic use. This could indicate that telehealth has become a 
more comfortable form of care for many members. We will continue to monitor these rates and 
how other locations of care are impacted.  



 

 

Conclusions/Lessons Learned 
The disruption to the health care system during the COVID-19 pandemic cannot be over-stated. 
It is difficult to draw conclusions on the impact of the traditional interventions employed to 
encourage members to get care at the best location for the care they need. Repeated 



 

communication on the ever changing situation with the COVID-19 pandemic supported 
members in decision making on where to go for care over the past two years.  Having strong 
communication between the health plan and both our own clinics and our contracted clinic 
partners allowed us to communicate these changes to our members using nimble strategies 
such as e-mail and on-line accounts.   

We have learned that some people who utilize the ED for low intensity reasons are open to 
more appropriate alternatives. However, there are some patients who use the ED for non-urgent 
care and prefer to continue to use the ED in this way. Based on conversations with the CareLine 
nurses, many members have indicated that the ED fits their needs, and they will continue to use 
it for care as they choose.  

Partnerships between hospitals and PCPs enhance communication and improve continuity of 
care by enabling clinics to contact their patients and coordinate follow-up care.  

Personalizing educational messages about alternatives to the ED in a way targeted to member 
beliefs and motivations effectively changes behavior.  

Sustainability of the Activity 
HealthPartners is committed to building on these efforts to ensure that members are receiving 
care in the most appropriate setting. We will continue to implement creative strategies such as 
virtual care, expand access and walk-in clinics to improve easy access to care. We will also 
support and engage members in decision making that leads to the best health outcomes for 
themselves and their families.  



 

Withhold: Admissions and Readmissions  
Description 
Avoidable hospital admissions and readmissions are a leading driver of health care costs. 
These rates remain higher in the Medicaid population compared to the Commercial population. 
HealthPartners closely monitors these measures and builds them into our provider 
reimbursement methodologies, including our total cost of care model. Since 2012, the 
Department of Human Services (DHS), per state legislation, has identified these as 
improvement measures for the managed care organizations that provide Medicaid and 
MinnesotaCare services, and they are contractual financial withholds. HealthPartners has 
implemented numerous initiatives designed to reduce avoidable hospital admissions and 
readmissions and thus achieve our withhold, but more importantly, to improve the health of the 
members we serve.  

Goals 
HealthPartners analyzes our performance to understand the trends and drivers behind our 
hospital admission and readmission rates and identifies strategies to reduce these rates. DHS 
will provide HealthPartners with our 2021 withhold performance rates in July 2022. DHS will 
conclude the financial withhold when we achieve a 25 percent reduction from our 2011 baseline 
rates.  

Withhold 2011 
Baseline 

2013 
Rate 

2014 
Rate 

2015 
Rate 

2016 
Rate 

2017 
Rate 

2018 
Rate 

2019 
Rate 

2020 
Rate 

2021 
Goal 

2021 
Rate* 

25% 
Reduction 
Goal 

Hospital 
Admission 
Rate/1000 

3.33 3.2 3.19 3.81 2.82 2.96 2.97 2.82 3.62 2.39 3.71 2.50 

30-Day 
Readmission 
Percentage 

9.44 10.22 11.46 10.27 11.76 11.53 12.71 12.05 16.59 12.09 13.31 7.08 

*HealthPartners internal monitoring rate through 12/2021.  

 

HealthPartners Health Informatics department tracks admission rates monthly through the 
Monthly Utilization tableau report which attempts to replicate the measure based on the DHS 
Technical Specifications. DHS typically provides us with preliminary data quarterly, and we 
receive our final data in July of the following year, in this case July 2022.  

Initiatives/Interventions 
Efforts to decrease hospital admissions and readmissions continue to be a challenge for 
HealthPartners, and the situation in 2020 and 2021 added complexity to these measures. The 
COVID-19 pandemic impacted patient’s ability to complete planned procedures, and many 
members were admitted to the hospital with COVID-19 who would otherwise not be 
hospitalized. As you can see from this monitoring report, admissions followed the course of the 
pandemic. At the onset of the pandemic, there was a severe drop in admissions, and as the 
disease spread across the state, the admissions returned to higher levels.  



 

 

HealthPartners has a designated workgroup to monitor admission and readmission trends, 
conduct root cause analysis, identify opportunities for improvement and determine next steps. In 
2020 and 2021, the activity of this work group was limited due to changes in the nature of 
admissions and demands of staff due to the COVID-19 pandemic.  

The findings of this group have shown that the social determinants of health directly impact 
utilization of services, including admissions and readmissions. There has been significant 
research in this area and the workgroup felt it is important to note that impact, especially among 
our Medicaid membership. In addition, as a health plan, we under-utilize our own internal 
member support resources such as care coordination and MTM services.  

Collaboration between the health plan and our care system to identify high risk members who 
may be at risk for hospitalization or re-hospitalization provides an opportunity to impact these 
measures.  The admissions/readmissions work group examines existing initiatives and makes 
recommendations for additions or enhancements as appropriate.  

Standard activities continued in 2021 to support our members include Comprehensive Care 
Advocacy (CCA) Services:  

1. Members identified for CCA services include those with complex medical and behavioral 
health conditions or poorly managed chronic conditions that are at high risk of future 
hospitalization. Our goal is to improve member self-management of their complex or 
chronic conditions, thereby reducing risk of future admissions including readmissions.  
Toward that end, CCA uses the following targeted interventions: 

a. Post-discharge/transition support for all members participating in Case 
Management services who experience a hospital admission 

b. Connection to Medication Therapy Management (MTM) services for members 
with complex medication regimens or medication adherence concerns 

c. Holistic assessment and care planning with interventions tailored to address the 
member’s unique needs, barriers, and identified clinical gaps in care  



 

d. Enhanced EMR communication, for real time communications with the treating 
care-team 

e. Collaboration and coordination with care team members including PCPs and 
health care home nurses, home care providers, MTM/pharmacy resources, and 
community- based providers 

f. Inpatient Case Management services to support real time identification and 
engagement of high- risk members to ensure milestones and care plans are 
implemented before discharge. Including transition support and referral into CCA 
services and connection to providers and community- based resources. 

g. We partner with Lutheran Social Services (LSS) to outreach and assess high risk 
PMAP members residing in greater Minnesota whom HealthPartners was unable 
to reach through our traditional outreach methods.  Lutheran Social Services 
utilized local staff within the geographic areas and conducted telephonic/in-
person (during non-pandemic) assessments upon successful contact. Those 
members reached by Lutheran Social Services were warm-transitioned into our 
services/programs for ongoing support.  

h. We send email appointment confirmations from our engagement specialist to 
members who have agreed to engage with a nurse for case or disease 
management. With increased sustainability of engagement of at least 30%, we 
have an increased ability to impact utilization and improve health.  

2. In addition to these standard activities, in 2021 CCA implemented additional 
interventions to address some of the unique circumstances of 2021. 

a. Implemented NowPow a digital community-based resource platform 

b. Implemented new training and education for our CCA staff on Social 
Determinants of Health conditions in the places where people live, learn, work, 
and play that affect health risks and outcomes. The case managers were trained 
in assessing and mitigating these conditions using a number of internal and 
community resources. 

c. Partnered with Centra Care in Central Minnesota to add EMR capabilities to 
enhance our communication with providers and support the physician’s plan of 
care. 

d. Medical Director led monthly COVID-19 updates and trainings related to case 
management, importance of primary care, precautions, and new learnings. 

e. Implemented Behavioral Health clinical case consultations with Psychiatrist 
involvement to provide case managers with condition-, treatment-, and member-
specific input. 



 

f. Enhanced training on the cultural impacts on health care and access, such as 
Transgendered Services, American Indians and Mental Health, Health Literacy, 
and Rural Mental Health. 

g. Case managers participate in well-being activities and occasional webinars to 
support their own resilience and coping. 

h. National Alliance for Mental Illness (NAMI); educates, advocates, and leads to 
improve the lives of people with mental illness. Behavioral Health staff partnered 
as Ambassadors to promote awareness and to support reducing stigma.  

3. Total Cost of Care (TCOC) Arrangements: HealthPartners long-term strategic 
initiatives are based on the three dimensions of the Triple Aim; health, experience, and 
affordability as measured by the TCOC. HealthPartners trend management approach is 
built on a strong foundation of programs that are designed to reduce overuse and 
misuse of resources and to improve the value of the services provided to our members. 
We are continuously working to identify new opportunities to capture TCOC savings.  

4. Provider Interventions: HealthPartners Medical Group (HPMG) and Park Nicollet 
Clinics receive daily discharge notifications from hospitals. They have implemented 
outreach processes for post-discharge calls with patients. Care delivery uses an 
algorithm to identify those who may be at especially high risk for readmission to prioritize 
patient calls and ensure they are scheduled for follow-up with their clinic in a timely 
manner. Engagement with the highest risk members continues to be a challenge. 

a. Park Nicollet care system implemented a text-first communication approach to 
reach patients following discharge. A text message is sent via a texting platform 
and asks a series of automated questions to help assess a patient’s risk for 
readmission. Based on the patient’s answers, the platform automatically notifies 
the care team of their responses and nurses prioritize those who need attention.  

b. The HPMG/Park Nicollet care system has a predictive analytics tool embedded 
into Epic.  Risk of Unplanned Readmission alerts assist in identifying patients 
who are at risk of readmission by looking at the following components: age, 
demographics, diagnosis, medications, order type lookback, lab lookback and 
utilization. Inpatient case managers document readmission risk in a note prior to 
discharge for access by the clinic team.  

5. Network clinics and hospitals are using Community Paramedics (CPs) and EMTs to 
conduct home visits to support the member after discharge and reduce the likelihood of 
readmission. CPs are experienced 911 paramedics with additional education to provide 
non-emergency care to patients and help manage chronic conditions.   

At Regions, Methodist and Lakeview hospitals, orders for the CP program are made 
through the EPIC system. The current diagnoses that can be referred to the CP Program 
include CHF, COPD, AMI, pneumonia and stroke. As the benefits of these visits are 
recognized, the diagnoses that are targeted for visits continue to expand. Partnerships 



 

with Community Health Workers allow additional needs to be addressed. Priority is given 
to HealthPartners insured members. CP Home visits include:  

a. Measurement of vital signs  
b. Performing physical exams  
c. Reviewing upcoming appointments or assistance with scheduling follow up 
d. Medication reconciliation, education, and compliance checks 
e. Connecting patients to community resources 
f. Conducting home safety assessments 
g. Reinforcement of dietary recommendations 

We currently have a team of 10 Community Paramedics for a total of over 5 FTEs. 
During 2021 our Community Paramedics worked in two distinct areas of patient care.   

a. First, our traditional post-discharge hospital follow up program, aimed at reducing 
readmission and improving patient safety and satisfaction.  This group of patients 
(445 total in 2021), completed a traditional hospital stay and then had home visits 
from our Community Paramedics once or twice a week for up to 4 weeks. 
https://intranet.healthpartners.com/Community-Paramedicine/Pages/default.aspx  

b. Community Paramedics are the primary in-person care provider for the 
Hospital@Home program.  Hospital@Home is a HealthPartners program that 
allows patients to get needed hospital-level care in their home instead of in the 
hospital. A doctor at the hospital will continue to care for the patient by virtual 
visit, and a care team member visits each day at home until they no longer need 
hospital-level care.  

During 2021 the H@H program cared for 247 patients in their home in lieu of all 
or part of a traditional hospital stay.  Patients are admitted to H@H from either 
the emergency room or inpatient unit, and receive hospital level care at home.  
Hospitalist physicians provide care via telehealth in partnership with the 
Community Paramedics. The service is welcomed by patients who are more 
comfortable at home, while it helps to keep hospital beds open during this very 
busy pandemic. 
https://intranet.healthpartners.com/hospital-at-home/Pages/default.aspx   

6. HealthPartners Community Senior Care program offers care for seniors where the 
patient is located – in their home, a nursing home, transitional care center or assisted 
living center.    

a. Care At Home sends medical teams to the home of MSHO and Medicare 
Advantage patients at risk of readmission; this care team includes both Advance 
Practice Nurses (NP) as well as MDs.  

b. To reduce readmissions due to symptom management, care teams ensure that 
comfort care appropriate geriatric focused care is provided after discharge at the 
location the member is going to reduce the likelihood they will be readmitted for 

https://intranet.healthpartners.com/Community-Paramedicine/Pages/default.aspx
https://intranet.healthpartners.com/hospital-at-home/Pages/default.aspx


 

symptom or pain management. The medical team works with the staff at the TCU 
or nursing home to provide the appropriate level of symptom management. The 
team will also focus on comfort care approaches when appropriate, accessing 
palliative care and hospices services, which are part of the team.  The 
Community Senior team works in partnership with hospital, specialty and primary 
care providers in the care group, utilizing a common medical record insuring 
safer transitions. 

Barrier Analysis 
1. The impacts of COVID-19 on the health system in 2020 and continuing into 2021 

cannot be overstated.  
a. Members may have been unable to access their primary care clinic to monitor 

ongoing health issues, or unwilling to go in person to their clinic due to the 
pandemic. While telehealth visits filled that gap for many members, some 
conditions require in person labs or other tests that may have been delayed 
or avoided altogether, resulting in gaps in care for chronic conditions. 

Members with preexisting conditions are at higher risk for poor outcomes if 
they do have COVID-19 which could result in more likely admissions to our 
members with chronic disease.   

In 2020, many non-emergent or elective surgeries were delayed due to the 
pandemic and a desire to preserve care space and PPE to care for those with 
COVID-19. This delay of care likely impacted 2021 admissions rates.  

2. Member access, preference, and education are barriers to engaging in care. 
Members may avoid preventive or chronic care maintenance until a health issue has 
escalated to the point of hospitalization. HealthPartners continues to conduct 
member education and outreach regarding preventive care and appropriate ED use. 

3. HealthPartners CCA reviews every admission for members involved in complex case 
management to identify if there was a point when we could have taken action to 
improve the outcome and avoid the admission. Case managers also work with 
members who are having planned admissions to ensure that transitions into the 
hospital and home again go as smoothly as possible. This transition planning 
includes medication reconciliation, communicating with the primary care provider or 
other specialists and assisting with accessing and coordinating additional home 
resources.  

4. A chart review of members involved in complex case management who experienced 
a readmission were examined for missed opportunities. Limited trends were 
apparent, and the review confirmed that missing a primary care follow-up visit did not 
appear to be a driver of readmissions for these members.  

 



 

Gaps in Care 
Post-discharge follow-up and care is crucial to reduce the 30-day readmission rate. This is a 
focus for members participating in disease and case management (DCM) services. Additionally, 
for the broader population, work is already being done with community paramedics, fire fighters, 
and population health nurses at clinics and hospitals to reduce readmission rates. Inpatient case 
managers work to increase the coordination between the health plan and our hospital providers 
to ensure a smooth transition from inpatient to home, to decrease potential readmissions. In 
addition, to improve care coordination, our hospital case managers can access risk-stratified 
patient data.  

Opportunities for Improvement: Results/Outcomes  
Our DHS preliminary results as of January 2020 [for 2019] show our admissions rate at 
2.72/1,000 and our 30-day readmission rate at 11.85%. We will continue our internal monthly 
monitoring of 2021 results with claims run out. We will receive the final report in June of 2022 
from DHS which will include full claims run out. 

Admissions Data:  
Our internal monitoring shows our Medicaid admissions trend at 37.1 for 2021. This is a 
increase from the final 2020 rate of 36.2. Final withhold results will be received from DHS in 
June 2022 which will determine any potential withhold return for this measure.  

 

 

Readmissions Data   
Internal monitoring of the 30 day All-Cause Hospital Readmission rate for PMAP and MNCare 
shows 2.25 point drop from the same time last year, as well as the variation over time of this 
measure.  



 

 

 

 

Readmissions for Members in DCM 
In 2021, a total of 576 Medicaid members participated in CCM care coordination services for at 
least 60 days. Of these, 343 experienced a hospital admission, and 60 experienced a 
readmission within 30 days yielding a readmission rate of 17.49%. In 2021 the total number of 
members participating in CCA support increased slightly, showing a decrease in the 30-Day All-
Cause Readmission rate from 2020 of 25.35%.  

Members participating in CCA services are at high risk of readmission due to their complex 
medical needs, and the unique circumstances. In 2021, while the overall admissions were at 
relative to 2020 at nearly 60%, the overall readmission rate dropped significantly.  

In addition to providing post discharge/transition support to members, CCA nurses collaborate 
with the care team, members and the CCA Medical Director and psychiatrist for all members 
experiencing readmissions. CCA nurses review and update each member’s care plan to 



 

address any gaps or barriers. As well as provide resources for SDOH, and address basic 
needs, and provide decision support and education.  

Sustainability of the Activity 
Our internal monthly hospital services report provides ongoing results and analysis. More 
detailed analysis will occur as triggered by these reports. The work groups will continue to 
monitor trends in admissions and readmissions and adapt interventions to respond as needed 

  



 

Withhold Annual Dental Visit 
Dental Service Utilization  
Description 
Oral health is an important part of overall health and wellbeing. According to the Academy of 
General Dentistry, there is a relationship between oral health and health complications such as 
stroke and heart disease as well as prenatal issues.   

The Annual Dental Visit (MSHO, MSC+ and SNBC) and Dental Service Utilization (PMAP and 
MNCare) measures and quality improvement project are part of reaching contractual withholds 
for our Families and Children (F&C) and Seniors Contracts with DHS. DHS identified dental 
measures as a priority for the Medicaid population as many members do not receive their 
annual dental visit which could impact their overall health. In 2018, DHS increased the 
importance of the dental withhold for the F&C contract by assigning it 95 out of 100 possible 
points.  

Goals 
The specifications for both withholds correspond to the NCQA HEDIS 2018 Technical 
Specifications for Annual Dental Visit, with expanded ages to include adults 19-64 years of age 
and seniors 65+.  

For each contract year, our goal for SNBC and Seniors is to increase the percentage of 
members in each age group who receive an annual dental visit by a 10% relative improvement 
from our baseline rate toward the ultimate goal of 80% of members receiving an annual dental 
visit. 

Annual Dental Visit Withhold 
Performance Measure 

Baseline 
(2018) 

2021 Goal 

19-64 Years of Age (SNBC) 47.95% 49.46% 
65+ (MSHO/MSC+) 41.72% 49.46% 

 

For PMAP/MNCare, the goal is to increase the percentage of members who seek dental care by 
18% over the baseline year.  

Dental Service Utilization 
Withhold 

Baseline 
(2016) 

2021 Goal 

1-20 years of age 48.58% 66.58% 
21-64 years of age 34.98% 52.98% 

 



 

We monitor our rates monthly through internal reports from HealthPartners Health Informatics 
Department and with the data provided by DHS in July and October of 2021 and January of 
2022. DHS provides our final performance in June of 2022.  

Improvement Activities 
Access to dental providers has been identified as an ongoing issue for Medicaid members in 
MN. The reimbursement rate is a well-documented barrier to dental clinic access. 
HealthPartners is committed to ensuring that our members can receive the dental care they 
need and have implemented a number of targeted interventions to support those efforts and this 
withhold.  

1. HealthPartners Dental Plan continuously works to add additional dental providers to our 
dental network. Statewide, we have over 900 clinics in our HPCare dental network.   

2. To assist members to locate a dentist who is accepting new patients, HealthPartners 
created a State Public Programs Navigator role within Member Services. Member 
Services representatives can look to this navigator for assistance with dental support on 
complex benefits, provider access and as a resource for community services when non-
plan benefits are needed.  

3. HealthPartners Dental Group (HPDG) is part of our organization and serves the vast 
majority of our Medicaid members, and have thus been our close partner as we work to 
improve access to dental care for our members.  

a. HPDG strategically recruited and hired additional dental staff in 2018 to serve 
members at high-Medicaid dental clinics to increase access to appointment 
times. In addition to the call center, HPDG added more than 12 FTEs including 
dentists, dual license ADT/hygienists and hygienists to improve appointment 
availability. Shifting resources in late 2019 resulted in the redeployment of some 
of these additional resources to other dental efforts.  

b. HPDG has a Patient Dental Call Center to respond to incoming requests for 
dental care and to conduct follow-up for needed services for HPDG patients.  

c. Staff contacted parents of 1-6 year old PMAP members who have not had a 
dental appointment in the last year, in an effort to schedule a pediatric exam 
appointment.  This project connected with 20-25 families per week with a goal of 
scheduling at least 50% with New Patient Exams. 

d. In 2018, the Dental Call Center was expanded to add two additional staff to 
accommodate additional outreach for the DHS Dental withhold. Protocols for 
scheduling Medicaid members within the HPDG clinics was updated to maximize 
access opportunities and call center staff received training to schedule 
accordingly.  



 

i. In addition to fielding inbound calls from members, call center staff 
conducted outbound calls to members who have not had a dental visit in 
the past 12 months. 

4. HealthPartners dental staff met with staff interpreters to share information on the 
importance of dental care and the need for members to get preventive care. This 
assisted the interpreters in encouraging their clients to seek dental care. Information was 
shared on how to schedule dental visits. Some interpreters work at clinics where medical 
and dental services are co-located which allows them to further assist members to make 
appointments. 

5. A member outreach campaign contacted members who had not had a dental 
appointment in the past 12 months. Emails were sent to members with the contact 
information for their attributed dental clinic. Areas of the state were targeted where 
access to dental care appointments could be clearly identified. In other parts of the state, 
member services continued to work with members individually to access appointments.   

6. HealthPartners initiated outreach calls to members who visited the ED for dental reason 
beginning in May 2019. We get a report on a weekly basis to ensure immediate follow-
up after the ER visit. Dental Call Center staff reach out to metro members, and the 
Dental Navigator in Member Services contacts members in greater Minnesota. They 
offer support and assistance to get needed follow-up care after the ER visit.  

7. HealthPartners dental plan sponsored a year’s supply of toothbrushes to the care 
delivery system to facilitate discussion about the need for the patient to see a and/or get 
fluoride varnish.  

8. HealthPartners dental plan supported the Reach Out and Read program through the 
purchase of age appropriate books for nine month olds with a dental theme to 
encourage parents to start their child with dental care at first eruption of teeth.  

9. A product of the collaborative SNBC Dental Project is the Medicaid Dental Services Grid. 
This grid outlines relevant dental benefits and incentives available to members of the 
Medicaid health plans and CBOs. It is updated annually and continues to be shared with 
county staff, our C&TC partners and clinics as requested.  

10. SNBC and MSHO Care Coordinators discuss the importance of dental care during their 
interactions with members and assist the member to find a dentist or schedule an 
appointment when needed.  

a. A monthly report identifies SNBC members who have not been to the dentist in 
12 months to support SNBC Care Coordinator outreach efforts.  

Impact of COVID-19 
On March 17, 2020, in accordance with Minnesota Governor Tim Walz Emergency Executive 
Order, all dental clinics in Minnesota suspended all non-urgent dental care due to COVID-19.  
The impact to the availability of preventive dental care was immediate and is reflected in the 



 

drop in the dental withhold rates for 2020. All member outreach was halted both from the plan 
and from dental groups.  

When dental clinics were allowed to re-open in May, 2020 significant precautions were put in 
place to address covid concerns.   

1. Schedules were scaled back, decreasing the number of appointments available to limit 
contact for COVID-19 concerns. This greatly impacted the ability of Medicaid members 
to get appointments on already tight schedules. Some clinics are still not back to full pre-
pandemic capacity.   

2. In addition to a statewide shortage of Dental Assistants with fewer people entering the 
program, some support staff chose not to return to work following the shut-down in 
service, which created staffing shortages and scheduling impacts.  

3. PPE was in short supply during 2020 and may have initially impacted the ability of dental 
clinics to fill a full schedule.  

4. Patients were reluctant to seek dental care because of concern of exposure unless their 
needs were serious and the preventive dental care rates have not recovered.  

5. Some dental clinics utilized video visits to triage emergencies and conduct other 
education with patients.  

HealthPartners has integrated safety messaging into our member communications to reassure 
members that it is safe to return for care.  

Barrier Analysis 
Despite these efforts, in 2021, the number of dental visits by members of state public programs 
stayed fairly steady compared to 2019 prepandemic numbers (66,063 members received care 
in 2019 compared to 66,195 in 2021) despite a much larger number of members eligible to 
receive dental care. This reinforces many of the dental clinic-based barriers identified below, 
such as limits that dental clinics place on the number of Medicaid members they are willing to 
see resulting in lower rates when there are more members seeking care. Additionally, the 
current staffing crisis across the dental care sector contributes to a constrictor of available care 
for everyone.   

Barriers to Medicaid members receiving dental care are well documented.  

1. In many areas of the state, there are limited dental clinics, and the clinics may not be 
accepting new Medicaid members. Providing the Dental Navigator service lessens the 
burden on the member to make repeated calls to multiple clinics to find an open clinic.  

2. Dental clinics identify low payment rates and high appointment fail rates as reasons they 
limit the number of Medicaid members they serve. HealthPartners hopes that upcoming 
increases in the reimbursement rate will have a positive impact on this issue.  



 

3. In analysis of our own dental clinics service of Medicaid members, we identified that 
following our outreach efforts, the volume of Medicaid patient visits increased, but the 
number of unique members did not increase at the same rate. As more members 
received preventive care and issues were identified, more visit slots were taken up by 
follow-up restorative care, potentially causing the unintended consequence of limiting 
access to more new patients.  

4. Dental clinics have long identified high ‘fail rates’ among Medicaid patients as a reason 
to limit appointment access to that population. If the patient does not complete a 
scheduled appointment, that is an appointment lost to another patient and lost revenue 
to the dental clinic. HPDG conducted an analysis of the fail rate at a primarily 
commercial practice and compared it to a high Medicaid-patient population clinic. The 
fail rate at the Medicaid clinic was 18% compared to 7% at the commercial clinic for a 12 
month period. This data reinforces the concern of failed appointments to this population 
for dental clinics and combined with the issue of low reimbursement rates helps to 
explain why they may limit access to Medicaid members. 

5. While outreach to Medicaid members results in success in scheduling appointments, 
staff has identified lack of correct phone numbers as a barrier.  Claims lag means that 
the report we generate each month to identify members for outreach may be out of date. 
Call Center staff often find that when they are able to reach a member, the child was 
recently in for a preventive appointment.  

6. Dental care is often a low priority for seniors; especially those who have dentures. Many 
believe that they do not need to see dentist regularly if they do not have their own teeth 
and only seek treatment if they experience problems. MSHO Care Coordinators educate 
members about the importance of dental care.  

7. The covered benefits for both MSHO and SNBC can also be barriers. Often the services 
that are needed are not covered by the benefit set. The addition of new benefits to the 
coverage could improve this situation for 2022.  

8. Transportation is often a barrier to care for Medicaid members. If the closest dental clinic 
with availability is not in their community, Ride Care approves transportation outside of 
the typical distance parameters so they can get to the dental clinic available to them. 

9. Language and cultural issues can play a role in member understanding the need for 
dental care. Even among English-speaking populations, low health literacy related to 
preventive care is common. The educational efforts with the interpreters used by our 
dental clinics, the interventions with our Reach Out and Read program and sponsorship 
of toothbrushes to spur conversation in the medical appointments are all strategies to 
create opportunities to educate parents and help to mediate health literacy gaps.  

10. Social and financial stressors have a strong impact on a person’s ability to prioritize 
health care. Members enrolled in Medicaid are by definition low-income and may 
experience many of the social determinants of health that are barriers to seeking dental 



 

care. These may include housing and food instability, lack of transportation, lack of paid 
time off for appointments, etc. By offering the support of our Dental Navigator, members 
can get the support they need to navigate the system to schedule an appointment.  

Opportunities for Improvement: Results/Outcomes/Analysis 
HealthPartners monitors our withhold rates for all products on a monthly basis. We have a 
Dental Withhold Work Group which meets to monitor the activities and make recommendations. 
The withhold is also monitored in the Medicaid Quality Utilization and Improvement (QUI) 
workgroup and reports up to the Government Programs QUI workgroup.  

The data graphs below break out dental visit data for each of the withhold groups. The bar 
charts show the same information, but illustrate in a graphic way how the events of 2020 and 
2021 impacted the dental withhold for each product group.  

 

 

  



 

  

 

  

 



 

 

 

 

Outreach Campaign Results: In 2019, the member outreach campaign reached a total of 
16,978 members with messages delivered by e-mail, web notifications, push notifications via the 
HealthPartners app and calls in to member services. These messages resulted in 9.87% of 
those members accessing care following the outreach (compared to an average conversion of 
7% for similar campaigns). The outreach campaigns were not run in 2020 -21 with the onset of 
the COVID-19 pandemic.  

ER Dental Follow-up Outreach: A total of 248 members were identified for outreach in 2021 
with 181 in the metro area and 67 members in greater Minnesota. A goal of the ER outreach is 
to support members to have their dental needs met in a dental setting following a visit to the ER 



 

for a dental reason. The vast majority of those who were able to receive care in a dental clinic 
were able to do so within 30 days of their original ER visit, with 36% of those occurring in the 
first week after the ER visit.  

 
Total ED 
Visits 

Count Members with Dental Visit Post ER 
Total 

% with Dental 
Visit Post ER 0-7 days 8-30 days 31-60 days 

2021 Metro 181 30 32 22 84 46.4% 
2021 Out State 67 8 12 9 29 43.3% 

 

Sustainability / Plans for moving forward 
HealthPartners dental contracting continues to work with dental providers to increase our 
network of available dentists, and with members to access the care they need. HealthPartners 
is committed to assisting our members receive the dental care they need.  

• We will continue our Dental Navigator program to assist members in finding available 
dental appointments.  

• We will continue to explore innovative ways to reach out to our members through 
targeted e-mails and/or mailings and direct phone outreach.  

• We will continue to make exceptions to standard transportation limits to meet the needs 
of members to access dental care.  

Dental Residency Program - HealthPartners is committed to supporting and enhancing the 
dental workforce and has committed significant resources to develop a dental residency 
program. Originally planned to launch July 2021, the pandemic impacted these plans and it will 
now launch July 1, 2022.   

Dental residents will be primarily located at our HealthPartners Midway Dental clinic. While in 
the clinics they will receive training and experience dealing with a broad cross section of public 
program patients. They will see a large number of patients who have complex medical, dental 
and mental health needs.  Residents will increase their competency, sensitivity and comfort in 
addressing the oral health needs of this population.  There is data that suggest that the number 
of Medicaid patients seen by these dentists is significantly higher than those who did not have 
this training.  Minnesota Department of Health states that “significant disparities exist for low-
income children and adults, people of color, and older adults-all of whom disproportionately 
suffer from dental diseases and oral conditions, largely due to barriers of limited access to and 
availability of oral health services, lack of awareness of the need for care, oral health literacy, 
cost or fear of dental procedure.”  This residency program will increase access to care at our 
clinics.  Another benefit will be increasing our dentists’ involvement in community activities that 
improve the oral health of these populations because they will be rotating through Hope Dental 
Clinic (providing free dental care) and other volunteer dental activities.  

HealthPartners looks forward to continued collaboration with our contracted dental clinics and 
DHS to meet the dental needs of our members.  

  



 

Equity Risk Corridors 
Accountable Owner: Patty Graham, QIC 

Member Populations Targeted  
 Commercial 
 Medicare Freedom (Cost) 

X Medicaid 
X MSHO 
 HPUPH 
 WI Marketplace 

 

Description 
Minnesota consistently ranks as one of the healthiest places to live in the Unites States, data 
shows that the situation for people of color is very different. According to the Minnesota 
Department of Health, Minnesota has some of the greatest health disparities in the country 
between White Minnesotans and BIPOC Minnesotans. Gaps between people on Minnesota 
Health Care Programs insurance are among the greatest disparities.  

In 2021, the MN Department of Human Services (DHS) implemented Equity Risk Corridors as a 
quality incentive for Medicaid managed care organizations to make tangible progress to close 
these gaps in health outcomes. The incentive was created to provide financial 
incentives/rewards to MCOs to reduce disparities between white members and members in 
other race/ethnicity groups on key measures (see figure 1 below).  

No. Category Measure Risk Corridor Measures Age Group F&C/ 
MNCare 

Seniors        
(MSHO 
& 
MSC+) 

SNBC  

1 Prevention 
and 
Screening 

BCS Breast Cancer Screening 52 to 74 
years 

Y Y Y 

2 Prevention 
and 
Screening 

COL Colorectal Cancer 
Screening 

51 to 75 
years 

Y Y Y 

4 Prevention 
and 
Screening 

CIS Childhood Immunization 
Status (Combo 10) 

2 years old Y N N 

7 Access to 
Care 

W15 Well Visits in First 15 
Months: 6 or more visits 

0 to 15 
months 

Y N N 

8 Access to 
Care 

W34 Well Child Visits: 1 or 
more visits 

3 to 6 years Y N N 

11 Care for At-
Risk 
Populations 

CDC Comprehensive Diabetes 
Care: HbA1c  

18 to 75 
years 

Y Y Y 



 

13 Care for At-
Risk 
Populations 

AMR Asthma Medication Ratio  5 to 64 
years 

Y N Y 

14 Behavioral 
Health 

FUH Follow-up After 
Hospitalization for Mental 
Illness (30-day) 

6 years and 
older 

Y N Y 

15 Behavioral 
Health 

IET Initiation and 
Engagement of Alcohol, 
Opioids, and Other Drug 
Dependence Treatment 

13 years 
and older 

Y Y Y 

16 Behavioral 
Health 

AMM Antidepressant 
Medication Management: 
Acute Phase and 
Continuation Phase 

18 years 
and older 

Y Y Y 

17 Utilization PCR Plan All-Cause 
Readmissions: 1 to 3 
Index Hospital Stays 

18 to 64 
years 

N N Y 

18 Utilization AMB Ambulatory Care: 
Emergency Department  

None N N Y 

 

Goals 
DHS created draft technical specifications for the intended measurement and shared these 
along with draft baseline rates for measurement year 2019 with the MCOs in December 2020. 
These baselines were subsequently revised, and final baseline rates were shared with the 
MCOs in February 2022.  

The baseline rates were intended to show MCOs where disparities exist between white 
members and members of the following race/ethnicity groups:     

1. Hispanic 
2. Native American 
3. Asian/Pacific Islander 
4. Black 
5. White  

If there was a disparity between the white population and the disparate population, the measure 
would be eligible for points to be rewarded if the gap was closed during the 2021 measurement 
year. If the gap widened, negative points would be applied and if there were no changes in the 
gap, no points would be awarded. If there was not a disparity for a specific racial/ethnic group, 
that measure would not be eligible for points.  



 

Initiatives/Interventions 
In an effort to achieve reduction of disparities on these 
measures, we implemented a variety of outreach efforts 
including updating personalization campaigns, phone 
outreach, partnering with our care group and engaging with 
a CHW agency to educate members about the importance of 
care.  

Personalization Pipeline - HealthPartners has multiple 
campaigns that deploy letters, emails, push messages, 
newsletters and member services staff to deliver messages 
that educate members about the importance of care or 
screenings and remind members when they are due for 
care.  

Well-Child / Childhood Immunization Outreach – We 
updated our well-child visits campaign to include the 
importance of immunizations as well as the efforts clinics 
were taking to make it safe to visit.  

Utilizing personalization metrics for this outreach, two 
different messages were developed for the Medicaid 
campaign.  

• Some members received a message that emphasized 
‘Authority’. A message was delivered by an expert who 
shared information about why it is important to bring your 
child in for well care and immunizations.  

• Other members received a ‘Reciprocity’ message. Some 
parents don’t know what shots their child needs, so a 
printable visual is included to help them. 

Both messages also included information about the 
incentives available to members when they complete all 
recommended immunizations by their second birthday. If the 
member doesn’t have their own clinic, there is a link to help 
them find care in the network. These messages are 
delivered through email, push notification, the landing page 
when someone logs into their on-line account, and through 
Riverview Member Services.  



 

Diabetes Care Campaign - HealthPartners has an outreach campaign that encourages 
members with diabetes to get care from their clinician for many issues related to diabetes 
including A1C, nephropathy and eye exam. In 2021, we completed an update of this outreach to 
address BP control more effectively for diverse members.  

1. We conducted a focus group of 
Black and African American 
colleagues to learn what people 
liked about our health plan outreach 
efforts and what could make the 
messaging stronger. Relevant input 
included the appearance of the 
envelope and letter itself to appear 
more friendly and more likely to be 
opened. We also adjusted who 
delivered the message. The group 
felt that if they weren’t getting the 
information from their own clinician, 
that a nurse who looks like them 
would be more effective than a plan 
Medical Director.  

2. Language was included about 
which diabetes management tests 
the member is due for and why it is 
important.  Blood pressure 
monitoring was included for the first 
time.  

3. A full color postal mailing was 
delivered to those members who 
don’t have an on-line account.  

4. We included resources for seniors and people with disabilities that are available from the 
plan including nurse support and on-line health coaching tools.  

Breast Cancer Screening – Our care groups sees the majority of our Medicaid members 
including women in need of breast cancer screening. We partnered with the care group to 
implement a new campaign in 2021 to reach out to women who are both members of the 
HealthPartners health plan and patients at our care groups. We partnered to update the 
channels we used to communicate with member-patients so they would receive messages in 
their preferred format. We translated the message into the top four languages to increase 
accessibility and broaden the reach of the message to people who do not speak English as their 
first language. And we utilized predictive analytics to deliver the message that the member was 
most likely to act on.  



 

 

 

Asthma Medication Ratio (AMR) 
HealthPartners Medication Therapy Management (MTM) reached out to members with poor 
performance on this measure who fell into a group with disparate outcomes compared to white 
members. For this project, that included members who identified as Black/African American, 
Native American, and Hispanic.  

This is a difficult population to reach. MTM used all resources available to contact members 
including health plan and care group contact information as well as contacting pharmacies for 
contact information.  Despite these efforts, there was a significant number of missed 
appointment. Other challenges were noted as well. 

• AMR changes slowly due to how the measure is calculated.  Most of our work occurred 
in the 4th quarter when it was likely too late to make significant changes to the measure 
in 2021 even if the member did change their behavior.  We would expect to see more 
differences in calendar year 2022. 

• The patients identified really did have non-adherence to their asthma controller 
medications.  Anecdotally we did have patients who improved their adherence after visits 
and had corresponding improvements in their ACT scores (which will change much more 
quickly than the AMR) 

• MTM Pharmacists worked to move people to “SMART” therapy when appropriate (a 
single therapy for both maintenance and reliever) to minimize confusion between 
controller and rescue medications.  Patients often find this more intuitive to use a single 
inhaler for both maintenance and rescue and, by virtue of the classification of these 
medications, leads to improved AMR.  

MTM is expecting to see improvement in rates in 2022 due to these efforts and will adjust 
strategies based on outcomes.  

 



 

BH Interventions (FUH, IET, AMM) 
HealthPartners Behavioral Health implemented activities to focus on the behavioral health 
measures included in the risk corridor strategy: Follow-up After Hospitalization for Mental Illness 
(FUH), Initiation and Engagement of Alcohol, Opioids, and Other Drug Dependence Treatment 
(IET) and Antidepressant Medication Management (AMM).  

• On Your Way and First Fill, antidepressant medication adherence support programs, 
were re-initiated for diverse members and those members were assigned to a BIPOC 
Behavioral Health Case Manager for outreach and support and to improve AMM rates. 

• BIPOC members admitted to inpatient psychiatric care were assigned to a BIPOC 
Behavioral Health Case Manager for support throughout their admission and upon 
discharge. This effort is aimed at improving the rate of members who attend an 
outpatient appointment with a mental health professional within 7 days and within 30 
days of discharge (Follow-up After Hospitalization (FUH) measure). 

• To support the Initiation and Engagement in Treatment (IET) measure, Medicaid BIPOC 
members were added to the Screening and Brief Intervention Referral to Treatment 
(SBIRT) identification process and assigned to a BIPOC Behavioral Health Case 
Manager licensed as a LADC to screen the members’ substance use and to assist them 
with them getting connected to appropriate chemical health treatment/support.  

These efforts will continue in 2022 as both the Follow-up After Hospitalization for Mental Illness, 
Initiation and Engagement of Alcohol, Opioids, and Other Drug Dependence Treatment 
measures are included in the 2022 withholds.  

Community Health Workers  
Community Health Workers (CHW) are trusted, knowledgeable front line health personnel who 
typically come from the communities they serve. CHWs bridge cultural and linguistic barriers, 
expand access to coverage and care, and improve health outcomes. As critical links between 
their communities and the health care system, CHWs reduce health disparities; boost health 
care quality, cultural competence and affordability; and empower individuals and communities 
for better health.  

HealthPartners implemented a project with CHW Solutions to reach out to members in need of 
many of the services in the Risk Corridor measures with a CHW from the member’s racial or 
language group for breast and colorectal cancer screening, comprehensive diabetes care, well-
child visits and childhood immunizations.  

• HealthPartners created scripts for the CHWs who would be making the outreach phone 
calls 

• We held an on-line training with the CHWs to coach them on the messages to be 
delivered and background information and resources to support them in their 
discussions with members.  

• We pulled lists of members in need of the services, sorted by language and care 
needed, and shared them with CHW Solutions.  



 

• CHW Solutions reported back on the success rates of the outreach. We will analyze the 
success of this outreach once full calendar year run-out is available.   

Additionally, we worked with CHW Solutions to reach out to members with diabetes by a CHW 
and attempt to engage them with diabetes education and resources and/or connect them with 
their primary care physician to ensure their diabetes is in control and all their monitoring tests 
are up to date. These outreaches were conducted in-person and the goal was to engage the 
member with diabetes education and/or with their primary care provider to ensure they were up 
to date on their diabetes care. Of the 52 members referred for this project, CHW Solutions was 
successful in engaging with 23% (n=12) of the members.  

HealthPartners Phone Outreach - We engaged with Somali-speaking HealthPartners staff to 
reach out to members whose primary language is listed as Somali for colorectal and breast 
cancer screening, well childcare and childhood immunizations. We were sensitive to ensuring 
that a woman was the outreach contact for women who needed colorectal cancer or breast 
cancer screening, and a male staff made most of the phone calls for the other measures.  

If a member calls in to member services and they are in need of care that is part of an outreach 
campaign, these messages can also be delivered by the Member Services Representative.  

Care Group Collaboration – In addition to the mammogram outreach campaign, we collaborated 
with our care group to compare gaps in care lists and message members through their 
authenticated account and alerts within the EPIC system.  

Barrier Analysis 
HealthPartners feels that the most personal outreach is likely to have the greatest impact in 
reducing disparities in these important measures. The most common barrier to successful 
outreach is lack of current contact information. Incorrect phone numbers or mailing addresses 
make direct outreach unsuccessful. Members who are also patients in our care group are more 
likely to have current information available, but those who get their care in other systems or are 
unattributed were difficult to reach.  

Conversations about colorectal cancer screening and breast cancer screening can be especially 
sensitive to people in certain cultures and age groups. CHWs have experience broaching these 
subjects, but often still meet resistance.  

Data barriers  

• The lack of final baseline data until after the actual measurement period meant that we 
were unable to accurately target our efforts to the right members or race/ethnicity groups 
for some measures.  

• DHS provided us with a member level list with race/ethnicity data, but we were unable to 
replicate the baseline rates that we received from DHS. 

• The complexity of the tech specs made monitoring of our progress difficult. Health 
Informatics is creating a monitoring dashboard but it required extensive development 
time and was not available for real-time 2021 monitoring.  



 

Opportunities for Improvement: Results/Outcomes 
We will receive the results of this initiative from DHS in July 2022. Many of the measures that 
were included as Equity Risk Corridor opportunities have been included as withhold measures 
for 2022. HealthPartners will continue our efforts to reduce disparities in these measures and 
other areas of health for our members. Many of the lessons learned in collaboration with CHW 
Solutions will help to inform our continued partnership with them.  

 

 

 

 

  



 

Focus Study PMAP/MNCare PIP: A Healthy Start 
for Mothers and Babies 
Accountable owner: Patty Graham, QIC 

Member Populations Targeted   
 Commercial 
 Medicare Freedom (Cost) 

X Medicaid 
 MSHO 
 HPUPH 
 WI Marketplace 

 

Description 
The project is intended to promote a “Healthy Start” for Minnesota children in the PMAP and 
MNCare populations by focusing on and improving services provided to pregnant people and 
infants, particularly in areas exhibiting the most significant racial and ethnic disparities.  

Nationally, overall maternal morbidity and mortality have increased over recent decades. So too 
have the racial disparities in mortality rates with Black women being three to four times more 
likely to die from pregnancy related causes than white women. In Minnesota, these disparities 
hold true for populations of color and are reflected in other important birth outcome data such as 
infant prematurity, low birth weights, and infant mortality. For babies born on Medical Assistance 
in Minnesota, 7.3% of white babies experience a low birth weight while 13.5% of African 
Americans do. American Indian babies in Minnesota experience similar disparities as do African 
American babies.  

This disparity continues into childhood and is reflected in the immunization status of children. In 
general, since the Vaccines for Children program began, immunization rates have risen steadily 
over the past several years, prior to the pandemic) and racial disparities have decreased, but 
have not disappeared. 

To address these disparities, HealthPartners is working to improve access to prenatal care and 
supports for pregnant women, especially women of color, and to improve well child visit rates 
and immunization rates for our members.  

Goals 
HealthPartners will improve prenatal and postpartum care for women on PMAP and MNCare as 
measured through administrative data for the HEDIS Prenatal and Postpartum Care measures 
by 2.5% over the course of the three year project.  

HealthPartners will decrease the disparities in immunization rates for Combo 10 Childhood 
Immunization rates between white and non-white members by 2.5%. 



 

Methods and Data Limitations 
The HEDIS Prenatal and Postpartum Care measure and Childhood Immunization measure are 
reported using a hybrid calculation. Hybrid measures are measures in which additional 
information in the medical chart may be sought to compliment claims data in order to provide a 
full picture of the care/services provided. Thus, a sample of the population is drawn 
vs. abstracting medical record evidence for the entire measure denominator. Generally, the 
sample size is 411. Since the project has an emphasis on closing disparity gaps, using the 
hybrid methodology would not produce an accurate representation of the aimed reduction in 
disparity.  Taking these variables into consideration, HealthPartners has chosen to report on 
progress for this project utilizing only the administrative rate, which is based on claims and 
supplemental data (data sharing). 

Prenatal and Postpartum Care 
This project measurement will follow a modified HEDIS criteria and focus on the percentage of 
deliveries that had a postpartum visit on or between 21 and 56 days after delivery.  

Eligible Population for HEDIS Prenatal and Postpartum Care (Per HEDIS 2020 Technical 
Specifications.)  

Denominator: Delivered a live birth on or between October 8 of the year prior to the 
measurement year and October 7 of the measurement year using the Deliveries Value 
Set.  

Continuous Enrollment: We will NOT be using a continuous enrollment qualifier for this 
measure to capture a larger population 

In seeking to understand the disparities that exist in our populations for the pre and postnatal 
care measures, we were unable to identify a disparity in prenatal or postpartum care rates using 
the race data that is available to us. In our analysis of available race data, non-white rates are 
actually higher than white members for both timely prenatal care and postpartum care.  Given 
broader state and national research about disparities in these areas, this no doubt reflects the 
lack of complete race data available to us for this population. For these measures, 33.6% of 
members did not have an identified race, so we believe this missing data is the cause of the 
lack of disparities. To address this, our interventions will focus on supporting non-white 
members and increasing overall pre and postpartum rates which should allow us to impact the 
non-white population.  

Table 15 

Baseline Prenatal and Postpartum Measures by Identified Race 

 White Non-white Gap Overall Rate* 
Prenatal 81.8% 83.6% -1.8 82.9% 
Postpartum 62.8% 67.3 -4.5 65.5% 

 
*For the overall rate in Table 1, ‘unknown race’ is excluded, making the rates appear higher 
than our standard HEDIS measure.  



 

Other important metrics for birth outcomes that the health plan can measure are the C-section 
rate and low birth rate (LBW). While we were unable to identify disparities in the pre and 
postpartum measures because of lack of data, we did identify disparities in both of these areas 
despite a lack of race data for approximately 44% of the babies born. Table 2 shows the three-
year average (2017-2019) for both the C-Section rate and LBW rate.  

2017-2019 Overall Average 
Outcome People of Color White Gap 
C-Section Rate 28.0% 26.8% 2 
Low Birth Weight 4.2% 3.5% 0.7 
Avg. Number of Newborns 1,173 442  

 

Childhood Immunization Status  
The Childhood Immunizations Status (CIS) measure looks at the percentage of continuously 
enrolled children 2 years of age who have received the recommended vaccines by their second 
birthday. Continuous enrollment for this measure is the 12 months prior to the child’s second 
birthday.  

The baseline rates for the CIS measure is the disparity between white and non-white identified 
children in 2020 HEDIS which reflects 2019 dates of care. The races included in ‘non-white’ for 
this measure are  

American Indian or Alaska Native 
Asian or Pacific Islander 
Black or African American 
Native Hawaiian or other Pacific Islander 
Another race  
Two or more races 

It excludes “unknown” race which makes up 47.9% of members in this measure.  

HealthPartners goal will be to reduce the disparity in childhood immunization rates between 
white and non-white members by 2.5% to 12.1% for those members for whom we have race 
data available.   

Eligible Population for HEDIS Childhood Immunization Status Combo 10 (Per HEDIS 2020 
Technical Specifications.)  

Denominator: Children who turn two years of age during the measurement year.  
Continuous Enrollment: Twelve months prior to the child’s second birthday.  
Numerator Requirement: Children who have received all of the following immunization 
prior to their second birthday as indicated following the HEDIS 2020 technical 
specifications: four diphtheria, tetanus and acellular pertussis (DTaP); three polio (IPV); 
one measles, mumps and rubella (MMR); three haemophilus influenzae type B (HiB); 



 

three hepatitis B (HepB); one chicken pox (VZV); four pneumococcal conjugates (PCV); 
one hepatitis A (HepA); two or three rotavirus (RV) and two influenza (flu) vaccines. 

Table 16 

Baseline Rates Childhood Immunizations Status Baseline Disparities 2019 DOS 

Enrollment White Non-white gap 
Combo 2 rate 58.5% 43.9% 14.6 

 

Initiatives/Interventions 
HealthPartners has offered the Healthy Pregnancy program for Medicaid member for many 
years. This program offers individualized 1:1 nurse support to members at high risk for negative 
pregnancy outcomes. In 2021, we enhanced the Healthy Pregnancy program and added a 
robust online digital experience called My Pregnancy as a complement to offer a well-rounded 
education and support experience for our members that is tailored to meet the needs of each 
pregnant woman.  

Healthy Pregnancy Redesign - The Healthy Pregnancy program is a HealthPartners condition 
management program for our members who are pregnant and at higher risk for negative 
pregnancy outcomes.  Historically, Health Informatics has identified higher-risk women by 
utilizing an algorithm which includes current and historical claims when available. Healthy 
Pregnancy then sends an outreach letter to the member inviting them to participate in the 
program.  

In 2021 HealthPartners updated the Healthy Pregnancy program in important ways to increase 
the likelihood that the highest risk women and better address health equity and social drivers of 
health, and fully developed content for the My Pregnancy experience.  

My Pregnancy Experience is an online education and support experience available to 
HealthPartners health plan members and HealthPartners care group patients on our 
authenticated website. This information supplements the support received from the Healthy 
Pregnancy program, but is also available to all members and patients regardless of their 
participation in the more intensive Healthy Pregnancy Program.  

1. We updated the algorithms we used to identify women for the Healthy Pregnancy 
program. We incorporate demographics, including payer-type, into our algorithms to 
identify members who are eligible for high-touch nurse support.  

2. We offer a Healthy Pregnancy assessment where women can answer questions about 
their current health and questions related to their pregnancy, including support services 
they may benefit from. This self-reported information also helps inform their referral into 
the Healthy Pregnancy program and the content that is surfaced to them via My 
Pregnancy.  

3. We updated the content for the emails/letters sent to members at each stage of their 
pregnancy. The content is personalized based on where in their pregnancy the member 



 

is at, if they completed the healthy pregnancy assessment, and if they are a member 
only, or if they are also a patient in our care group.  

4. Our content for members with PMAP or 
MN Care includes topics that are important 
to low-income populations or those with 
Medicaid coverage. Examples include 
pregnancy- and post-partum related 
insurance benefits, such as doula and 
breastfeeding support, public insurance 
coverage for newborns, and post-partum 
birth control options; and content that 
addresses the health risks facing low-
income pregnant women, such as pre-term 
birth and inadequate nutrition. 

5. The platform allows members to access 
personalized information to support their 
pregnancy, including information about 
their health insurance benefits and 
coverage, patient friendly videos and blog 
content written by HealthPartners' 
pregnancy experts. To facilitate access to 
culturally humble resources, the My 
Pregnancy digital platform surfaces 
community resources for members 
based on their identified race, 
language, and residence. The 
platform includes search functions 
to help members identify the type of 
pregnancy care provider they prefer 
as well as a provider locator 
resource to connect with the 
provider. 

6. Content on the My Pregnancy 
platform is personalized to 
members based on their due date, 
their residence, needs and 
preferences identified via the 
pregnancy assessment and information obtained through claims.  

7. Resources for BIPOC women are personalized based on their race and ethnicity, 
preferences identified in the assessment and their location in Minnesota. We connect 
members to online educational materials and videos about pregnancy, including 

Figure 1 Samples of Communication from My Pregnancy 



 

information about nutrition, chest feeding, caring for your newborn, mental health and 
well-being, and pregnancy complications like preeclampsia and gestational diabetes. 
Content includes topics like Medicaid coverage for doulas and other prenatal and 
childbirth supports; information about WIC and SNAP; and information about our 
organization’s Medicaid-serving partners in the community, such as Everyday Miracles, 
Hunger Solutions, and others.  

8. Our Member Services staff and other member-facing teams can see what messages the 
member has received and can reinforce the referrals, answer questions about benefits 
or assist the member to the Healthy Pregnancy team for more information.  

Together with the clinical care provided by their prenatal health care provider, these programs 
provide a robust suite of information and resources for our pregnant members.  

Figure 2  

Graphic of Pregnancy Supports Provided 

 

 



 

Process Measures:  
1. The number of PMAP/MNCare members who receive communications from the new 

system.  

a. In 2021, 2182 members were sent information via email Introducing them to the 
My Pregnancy platform. Of those, 1201 opened the email, and 273 people 
clicked through from the email to view the content on the platform for a 12.5% 
click-through rate.  

Race Number Sent Opened Click Through 
 Rate 

Asian 257 60.7% 8.2% 
Black/African American 669 55.6% 18.1% 
American Indian 16 62.5% 31.3% 
Hispanic or Latino 151 60.3% 16.6% 
White 824 49.3% 9.1% 
Total  2041 54.7% 12.6% 

 

b. In 2021, a total of 2947 Medicaid members visited the My Pregnancy web 
experience.  

i. The most common page visited was the benefits page, followed by the 
find a pediatric provider page.   

ii. The average time spent on the site per visit was 23.61 minutes.  

iii. Most members accessed the site from a mobile phone (77.67%) followed 
by another device such as a computer (21.17%) and a tablet (1.15%).  

iv. American Indian (27.53 minutes) and Hispanic members (31.84%) spent 
longer on the site than other groups.  

2. Referrals into the Healthy Pregnancy Program. In 2021, there were 1,709 pregnant 
Medicaid members referred into the Healthy Pregnancy program. These referrals came 
from the high risk registry which gets data from claims, the Pregnancy Risk Assessment 
and live referrals from other areas of the plan or from clinicians.  

a. Of these members, 1422 were identified as eligible for the program and 413 
engaged with the program resulting in a 29% engagement rate for 2021. 
Members could be deemed not eligible for the program if they did not meet the 
risk criteria, were no longer pregnant, were inappropriately identified or other 
similar reasons.   

b. Incentive completion - 361 members completed the initial assessment and were 
eligible for the assessment incentive and 357 completed the program and 
received the second incentive as well.  



 

Doula Support Expansion 
As HealthPartners began to plan for the Healthy Start PIP, we evaluated the data that we had 
available to us about our members as well as research about birth outcomes and disparities. 
Doulas were clearly identified in the literature as a strategy to better support women of color. 
We looked at our own utilization of doulas by our Medicaid members and saw that only about 
2% of our members who gave birth in a 12 month period had utilized a doula at any time.  

HealthPartners consulted with many community partners during the development of the PIP 
proposal on the barriers to widespread doula utilization. We heard from the community that they 
would like to see more doulas who look like the communities they serve. People of color want 
BIPOC doulas who have been trained to provide culturally congruent support, but there is a lack 
of availability to doulas who can bill Medicaid. We heard from clinical partners that most 
clinicians are not aware that this is an eligible benefit for women with state coverage. And we 
heard from doulas that there are multiple structural barriers to the current administrative 
requirements for medical billable doula services.  

At the time of proposal submission to DHS, HealthPartners had identified this as an internal 
strategy but because of the potential impact of improving access to doulas for the entire 
community, this has evolved into a collaborative intervention.  HealthPartners has taken some 
steps to improve access to the service for our members in addition to the collaborative efforts 
outlined elsewhere. In 2021 HealthPartners:   

1. Agreed to increase the doula reimbursement rate to enhance the amount of 
reimbursement that the doula agencies can offer to their doulas. This is an important 
step to aid in recruitment and hopefully retention.  

2. HealthPartners gave a grant to Everyday Miracles to train a cohort of doulas of color. 
Combined with grant dollars received from another Medicaid health plan in MN, this 
allowed training of additional BIPOC doulas to increase access to this service for women 
of color. These scholarships are for black, indigenous and other women of color to 
become doulas. The first training took place in the Twin Cities metro and the second one 
took place in St Cloud for the central MN counties. They both included African, African 
American and Indigenous women.  

3. HealthPartners was invited to join the Birth Equity Community Council (BECC) during 
the planning stages of this PIP. We have become active with the group’s efforts to 
impact the administrative barriers to doula certification and are working collaboratively to 
impact the training and supervision requirements for doula reimbursement. We were 
recognized as a BECC Community Partner at the December 2021 meeting.  

4. HealthPartners continues to work to educate internal staff about the value of doulas 
including establishing meetings between our Healthy Pregnancy staff and Everyday 
Miracles to share updates between the two organizations.  

  



 

Process Measure:  
1. Number of PMAP and MNCare members who access doula services each year. The 

claims data for 2021 shows an increase in usage of doula services overall. We will 
continue to monitor this measure through the life of the project to evaluate trends.  

 Baseline (12 months ending 10/8/19) 2021 
 White Non-

white 
Unknown Total 

members 
White Non-

white 
Unknown Total 

L&D 
Session 

16 21 0 37 15 32 8 55 

Non- 
L&D  

19 25 0 44 32 48 5 85 

Unique Members 69 Unique Members 96 
 

2. Number of contracted doulas/doula agencies available to our members. No new doula 
agencies were contracted during 2021, but two additional organizations submitted claims 
for the service for the first time for our members bringing the total submitting claims to 3 
organizations.  

Referrals to County Home Visiting 
HealthPartners has provided counties who request it with monthly lists of our members who we 
identify as pregnant through claims or enrollment file.  In 2021, we added elements to these 
member lists to add value and improve the county’s ability to effectively engage members.  

• We added demographic information where we have it, which includes race, ethnicity and 
preferred language of the member.  

• We added risk information when it is available from either prior pregnancies or current 
claims to enhance the knowledge of the county staff and inform their educational efforts.  

• Counties have also requested due date information, but this is not something that is 
available in claims so we have thus far been unable to identify a process for this 
element.  

  



 

Childhood Immunization Outreach 
During 2020, outreach about well child visits 
and immunizations were temporarily suspended 
due to the pandemic. When limited messaging 
resumed it was combined with messaging 
about the efforts clinics were taking to make it 
safe to visit. HealthPartners took the 
opportunity to create new messaging 
encouraging early childhood well visits and 
immunizations.   

Utilizing personalization metrics for this 
outreach, two different messages were 
developed for the Medicaid campaign.  

• Some members received a message 
that emphasized ‘Authority’. A message 
was delivered by an expert who shared 
information about why it is important to 
bring your child in for well care and 
immunizations.  

• Other members received a ‘Reciprocity’ 
message. Some parents don’t know 
what shots their child needs, so a 
printable visual is included to help them. 

Both messages also included information about 
the incentives available to members when they 
complete all recommended immunizations by 
their second birthday. If the member doesn’t 
have their own clinic, there is a link to help 
them find care in the network. These messages 
are delivered through email, push notification, 
the landing page when someone logs into their 
on-line account, and through Riverview 
Member Services.  

Process Measures for Well 
Child/Childhood Immunization Outreach  

1. “Conversion rate” for PMAP/MNCare 
members who receive a well child and 
immunization reminder communication. 
A conversion is defined as a member 
taking action to complete the recommended care within three months of receiving the 
message.  



 

a. Reminder messages were sent to 1,667 members in 2021. The overall open rate 
for the messages was 55.9% and 8.9% clicked though to further content.  

b. The two message segments performed similarly but not exactly the same.  

i. The ‘Expert” message had an open rate of 52.8% and a click through rate 
of 9.2%.  

ii. The ‘Reciprocity’ message had an open rate of 57.8% and a click through 
rate of only 7.9%.  

iii. Overall, approximately 2% of members who received the message 
‘converted’ within 30 days and completed the full set of care. This rate 
could be impacted by delays in access to clinic scheduling which were 
prevalent in 2021.  

2. Number of members who achieve the incentive rewards available to them.  
a. childhood immunization reward is sent to children who are fully immunized for the 

10 childhood immunizations recommended by age 2 = 2,678 

b. Postpartum incentives are available to members who keep a postpartum 
appointment between 3 weeks and 8 weeks – 128 

c. Healthy Pregnancy Assessment = 361 

d. Healthy Pregnancy Completion = 357 

Community Health Worker Outreach  
In addition to our outreach campaigns, HealthPartners implemented a project with CHW 
Solutions to have Community Health Workers (CHW) reach out to members in need of well 
visits and childhood immunizations. CHWs are trusted, knowledgeable front line health 
personnel who typically come from the communities they serve. CHWs bridge cultural and 
linguistic barriers, expand access to coverage and care, and improve health outcomes. As 
critical links between their communities and the health care system, CHWs reduce health 
disparities; boost health care quality, cultural competence, and affordability; and empower 
individuals and communities for better health. 

1. HealthPartners created scripts for the CHWs who would be making the outreach phone 
calls 

2. We held an on-line training with the CHWs to coach them on the messages to be 
delivered and background information and resources to support them in their 
discussions with members.  

3. We pulled lists of members in need of the services, sorted by race and language and 
shared them with CHW Solutions. Over 21,000 children were included on the outreach 
lists, but this included many duplicates who needed both well visits and immunizations.  



 

4. Members who needed more services– either multiple well child visits or multiple 
immunizations to get caught up - were prioritized for the earliest outreach. 

5. CHW Solutions reported back on the success rates of the outreach. We will analyze the 
success of this outreach based on claims submitted for the recommended services once 
full calendar year run-out is available.   

Collaborative Interventions 
HealthPartners participates in the health plan collaborative for this PIP along with Blue Plus, 
Hennepin Health, South Country Health Alliance (SCHA), and UCare. Stratis Health provides 
project development support and assistance to the Collaborative.  Together we have worked on 
interventions that address creating and strengthening community partnerships, and providing 
education to the healthcare community and those who work with birthing people and young 
children.  

Increasing doula capacity – The health plan collaborative agreed that increasing doula utilization 
was an activity that could improve pregnancy and birth outcomes for members. We met with 
several community partners to explore the issue, join efforts that were already underway and 
encourage focus on specific efforts. These groups included the BECC Partnership, Integrated 
Care for High Risk Pregnancies (ICHRP), Everyday Miracles, Division of Indian Work Ninde 
Doula Project and others. We met with Dr. Chomilo, DHS Medicaid Medical Director, and 
shared the concerns we have heard from the community and our partners and Dr Chomilo 
reported hearing many of these same concerns from his sources. Many of those barriers are 
outlined below in the barrier analysis. As a result of these conversations, the health plans have 
become more involved with the advocacy efforts of the community to impact the barriers to 
doula care.   

We have been involved with the Birth Equity Community Council (BECC) which is focused on 
reducing disparities in maternal and infant birth outcomes for people of color. Over the course of 
the last two years, many of the doula issues have coalesced in importance to the community 
and this group is taking the lead on working with advocates and the state on several priorities 
including 

• Working to add culturally congruent doula trainings to the list of certifications that are 
accepted to be Medicaid eligible. To date, we have identified two trainings that we would 
like to add to the approved list. One is focused on the Indigenous community and the 
other is focused on the African American community.  

• Exploring the NPI issue and the implications if this requirement were to be eliminated or 
modified. We want to be careful to ensure that any solution for this does not have 
unintended consequences.  

• The cost to become registered with the state as a Medicaid doula is significant – both in 
terms of cost but also in terms of time and hoops needed to complete. 

This work will continue as needed and will expand to include promotion of doula services to 
clinical providers and community organizations that work with birthing people and their families.  



 

Education 
The collaborative developed an educational series to address topics that can impact birth 
outcomes and early childhood health with a focus on health equity and addressing racial bias. 
Webinars presented in 2021 were:  

• Racism’s Roots in Medicine & How Implicit Bias Impacts Care presented by Dr. Chomilo 
on April 7, 2021.  
Implicit biases are associations outside of a person’s conscious awareness that lead to a 
negative evaluation of another person on the basis of irrelevant characteristics such as 
race or gender. During this presentation, clinicians learned about how healthcare 
professionals display implicit biases towards patients, the impact these biases have on 
patient experience and outcomes, and how to begin to address their own biases to 
provide better care. 

This webinar was attended by 289 individuals and 94.4% of the evaluations indicated the 
information enhanced their knowledge and ability apply new strategies in their work. 
5.6% indicated it reinforced knowledge they already had.  

• Disparities in Childhood Health presented by Andrea Singh, MD and Jason Maxwell, MD 
on July 28, 2021.  
This webinar looked at disparities in childhood health such as immunizations and well 
child care. Clinicians and public health entities have a role in finding solutions to 
improving these gaps in care. Drs Maxwell and Singh shared what works for them with 
their patients and some of the strategies they have used to try to bridge this gap. They 
discussed what they have learned from their patients, how we can work together as a 
health care community and with BIPOC families to better serve the children in our care, 
and how to have these discussions with families. 

This webinar was attended by 71 individuals and 90.5% of the evaluations indicated the 
information enhanced their knowledge and ability apply new strategies in their work. 
9.5% indicated it reinforced knowledge they already had. 

• Achieving Health Equity: Tools to Move Forward presented by Dr. Veronica Gillispie-Bell 
on October 13, 2021.  
Clinicians and other maternal and child health providers are increasingly aware of and 
able to identify health inequities in their work. However, they often struggle with how to 
move from knowledge to action and take tangible steps towards dismantling medical 
racism from their position in the field. In this webinar, participants learned meaningful 
tools to eliminate health inequities in their own work and organizations. 

This webinar was attended by 72 individuals and 97.1% of the evaluations indicated the 
information enhanced their knowledge and ability apply new strategies in their work. 
2.9% indicated it reinforced knowledge they already had. 

 



 

Barrier Analysis and Gaps in Care 
The barriers to quality care for BIPOC people are numerous and complex and result in 
inequities in both birth outcomes and early childhood care. The specific interventions 
implemented in this project were initiated to begin to address some of those inequities in 
outcomes, but there are barriers to success inherent in these activities as well.  

1. Early identification of pregnancy has been an ongoing issue for health plans. Many 
pregnant people are not financially eligible for coverage until they are pregnant, and this 
can delay prenatal care until they have this coverage in place. For those who already 
have coverage, delays or variation in claims submission can delay the notification of 
health plans to their pregnancy. It is not uncommon for clinics to schedule initial prenatal 
visits beyond the 12 week mark due to clinic capacity, missing the opportunity for early 
prenatal care as defined by HEDIS. Additionally, women who have a repeat pregnancy 
may not feel the urgency of early prenatal care or completing all recommended prenatal 
appointments.  

2. Notifications of plan-related pregnancy resources can be hindered by lack of email 
addresses or incorrect mailing addresses. Engagement into the Healthy Pregnancy 
program relies on the availability of a phone and some members who have limited 
cellular minutes may be reluctant to use them communicating with a health plan nurse.  

3. Immunization and well child visit reminders to parents of young children are also 
vulnerable to lack of email and incorrect address. Additionally, some families may still be 
delaying care due to safety concerns related to visiting their clinic during a pandemic. 
Immunization rates declined noticeably during 2020 and this continued during 2021. 
Many are speculating that the overall social narrative of vaccine hesitancy related to the 
pandemic is seeping into vaccinations that have traditionally been more mainstream.  

4. Phone outreach to families proved to be challenging because of missing or incorrect 
phone numbers. Some caregivers expressed hesitancy to get recommended vaccines, 
including many who preferred a delayed schedule to what is recommended.  

5. Doulas have been shown to improve birth outcomes, especially for women of color. In 
MN, it is a covered benefit for women on Medicaid. However, there remain barriers to 
women to access doulas of their choice, and barriers to become a doula able to submit 
reimbursement to Medicaid.   

a. The community wants to have more doulas that look like the community they 
serve. People of color want BIPOC doulas who have been trained to provide 
culturally congruent support. 

b. The trainings that are currently approved for doulas to become Medicaid eligible 
do not all routinely address racial or gender implicit bias, health disparities or 
trauma informed care.  



 

c. Clinicians including OB providers may not be aware that doulas are a covered 
benefit for women on Medicaid. And if they are aware, they may not fully 
understand the role of the doula or they may have misconceptions about doulas 
and may not understand what a doula can do to enhance or reinforce the medical 
care they provide.  

d. Individual doulas report that the requirement to work under a physician NPI 
number for Medicaid billing is difficult. Providers – especially in greater 
Minnesota – are reluctant to play that role 

e. Doula agencies who have developed a successful model to provide doula 
services to Medicaid members struggle to recruit and retain doulas of color due 
to many factors including:  

i. The Medicaid reimbursement rate is too low to provide a livable wage so 
many doulas choose to serve private pay clients where the fees are 
double or more.  

ii. The cost to obtain doula certification is significant and includes both the 
cost of the training itself as well as the cost for doulas to be listed on the 
DHS doula provider site, and the renewal every three years.  

iii. Once a doula is trained, there is a significant time lapse between 
beginning to provide care and when they can be paid, which is 
unsustainable for most people to support themselves.  

iv. Agencies make every effort to pair women of color with a doula from their 
own race or culture but if one is not available, they may be paired with a 
non-congruent doula or referred to a community partner who provides 
culturally congruent care but is not equipped to bill Medicaid.  

v. The structure of relying on grants to provide doula supports to their 
community are unsustainable, and the burden of becoming eligible for 
Medicaid billing is daunting.  

Opportunities for Improvement: Results/Outcomes 
The interventions discussed in this report were implemented throughout calendar year 2021 and 
are ongoing. Claims run-out for establishing HEDIS rate achievement is not available for pre 
and post-partum care or childhood immunizations, but will be included in the update in next 
year’s annual evaluation. Interim process measures are included above where relevant.  

As this project is focused on reducing disparities, the following summary estimates PMAP 
volumes (prevalence) associated with key outcomes relating to maternity and deliveries.  

Most current data available was used to determine race.  People of Color includes - American 
Indian or Alaskan Native, Asian or Pacific Islander, Black or African American, Hispanic or 
Latino, Native Hawaiian or Other Pacific Islander and Other Race.  



 

PMAP Delivery Outcomes Summary 
January 2020 – December 2021 

PMAP 2020 2021 
Outcome People of 

Color 
White Missing 

Race 
People of 
Color 

White Missing 
Race 

C-Section Rate 30.5% 29.4% 26.4% 29.1% 28.2% 27.5% 
Multiple Birth Rate 3.0% 2.8% 3.4% 2.6% 2.5% 2.3% 
Low Birth Weight 9.9% 7.2% 10.2% 10.3% 9.4% 10.2% 
NICU Avg. Length of Stay 13.25 16.28 13.81 15.69 15.83 14.47 
Number of Newborns 1,419 388 1,392 1,187 321 1,410 

 

Disparities in these measures will be monitored over the three years of this project to help 
determine if there has been movement on these measures. As it is early in the project, we 
hesitate to assign causality at this early stage. 

  



 

Focus Study Chlamydia Screening  
Description 
Chlamydia is the most frequently reported sexually transmitted infectious disease (STI/STD) in 
Minnesota and nationally, and is usually asymptomatic (MDH, CDC, 2021). Chlamydia 
disproportionally impacts African American, American Indian and Hispanic women and young 
women between the ages of 20 and 24 (Minnesota Department of Health (MDH), 2021). The 
number of chlamydia cases in Minnesota has risen steadily for over 10 years, from 272 per 
100,000 people in 2009 to 463 per 100,000 MN residents in 2019 (MDH 2021). 2020 saw an 
11% decrease in cases, credited to a significant drop in screening across all locations of care.  

Without treatment, chlamydia can cause serious health issues including pelvic inflammatory 
disease (PID), ectopic pregnancy, chronic abdominal pain and infertility. Fortunately, chlamydia 
is a preventable disease and can easily be treated if detected.  

While annual chlamydia screening is recommended for all sexually active women younger than 
25, nationally, only about half of those who should be screened for the disease are actually 
tested. This project aims to increase the percentage of women who are screened for chlamydia 
as measured by HealthPartners HEDIS rates by implementing an innovative screening strategy.  

Goals 
The goal in addressing chlamydia screening is to improve the HEDIS measure, Chlamydia 
Screening in Women, for both commercial and Minnesota Health Care Programs products. 
The measurement population is defined by using HEDIS specifications and covers sexually 
active women ages 16 – 24.  

Table 17 

Historical Chlamydia Screening rates 

 HEDIS 2018 HEDIS 2019 HEDIS 2020 HEDIS 2021 (2020 MY) 
 Medicaid* Commercial Medicaid* Commercial Medicaid* Commercial Medicaid* Commercial 

16-20 
years 

67.5 50.7 75.2 50.8 69.0 51.6 58.0% 41.1% 

21-24 
years 

69.3 59.8 69.8 59.1 70.3 58.8 63.2% 50.1% 

Total 68.3 55.5 75.7 55.1 69.6 55.3 60.4% 45.8% 
*Indicates combined PMAP and MNCare HEDIS rates 

Initiatives/Interventions 
HealthPartners has implemented an array of interventions to educate the provider community, 
our health plan membership, as well as raise community awareness. These include provider 
initiatives, member outreach, social media outreach and collaboration with other health plans, 
the MN Department of Health and the MN Chlamydia Partnership (MCP). We identified that 
awareness of the need for annual screening, and access to confidential screening are barriers 
to some members.  



 

Screening for chlamydia in a clinical setting has transitioned from primarily urine-based 
screening tests to primarily self-swab tests.  

• Published studies show that patient self-collected vaginal swab samples tested are 
significantly more sensitive than urine samples  

• Studies comparing self-collection by vaginal swab to a clinician-collected cervical swab 
had the highest sensitivity and specificity compared to other specimen-types     

• Self-collected vaginal swabs have also been found to be the sample of choice for both 
chlamydia and gonorrhea testing in women, regardless of whether they have symptoms.  

As a strategy to increase access to screening options, we partnered with our care group, our 
HealthPartners lab and our on-line clinic provider, Virtuwell, to develop an option for home 
screening of chlamydia and gonorrhea through a virtual care model.  

The self-swab is already validated and approved for use in clinic settings, but in order to offer 
the self-swab test in a home-based model, we needed to validate that self-swab tests 
administered by women in their home were as reliable as those tests completed in the clinic 
setting. We started a pilot test in late 2017 to recruit patients to participate in a validation study 
along with the HealthPartners Institute, the HealthPartners Lab and the HealthPartners and 
Park Nicollet care groups. We needed to show that patients could successfully complete the 
self-swab outside the clinic walls, return the kit to the lab in a timely manner and receive the 
same results as in clinic.  

• Our goal was to recruit approximately 1,000 patients to participate in the study. Patients 
received a $5 gift card to Caribou coffee shop for participating.  

• Clinicians could participate in this study to complete a Maintenance of Certification 
(MOC), a re-certification program (through continuing education, participation in quality 
improvement programs, etc.) required by several physician/clinician board certification 
specialties. The MOC Portfolio Program at our care group offers a streamlined process 
for physicians and physician assistants to renew their specialty board certification.  

o 24 clinicians participated from across the Park Nicollet and the Health Partners 
Medical Group system 
 Clinicians completed a Web based training and CITI training and 

submitted to MOC for attestation  
 Clinicians were provided monthly data on chlamydia screening rates 
 Clinicians were provided monthly data on number of your patients that 

completed take home self-swabs 
• Patients received a written disclosure of the study and were informed of their rights and 

risk of participating in the study.   



 

• Patients completed a self-swab 
screening test on site during the 
course of their clinic visit. They were 
then sent home with the study supplies 
and instructed to send the test back 
within the allotted timeframe. Study 
supplies included:  

o Swab 
o Instructions for Collection 
o Instructions for Return of 

Sample 
o Patient Survey 
o Incentive 
o Study number sticker 

• An internal website was created which 
housed all the documentation and tracking resources for the participating clinics and 
clinicians. 
 

 

 

Figure 3 

Self-swab validation study kit 

 



 

Self-Swab Validation Results  
The Self-swab study conducted patient satisfaction surveys as well as analysis of the clinical 
results of the home tested kits.  

• The member survey results showed that members were satisfied and trusted this form of 
testing.  

• The clinical tests confirmed that in 99% of the tests completed, the results that were 
received from the home conducted self-swab matched the results obtained in the clinic 
setting.  

• The positive test rates matched for both groups. 

These results were compelling, and the HealthPartners Lab confirmed that home test kits for 
chlamydia and gonorrhea screening are a valid approach to screen asymptomatic patients 
within the target population.  

Table 18  

Self-swab Validation Study - patient survey results 

Patient Survey Results 
Patient felt the test was safe 90% 
Patient felt they would request this in the future 80% 
Patient felt they would be willing to recommend this to others 93% 

 

Table 19  

Self-swab validation study - kit results 

Home Study Collection Results 
Kits Distributed 950 
Kits Returned 617 (68%) 
Disagreement between gold standard and 
home collect 

4 (99.5% agreement between clinic test and 
home test)  

• 3 >5 day to test (reject) 
• 1 < 5 day to test 

 

Table 20 Self-swab Validation study - Positive screens 

CT Positive Kits returned 
(Matched in-clinic tests)  

11 

Gonorrhea Positive Kits returned  
(Matched in-clinic tests) 

2 

 

Expansion of Self Swab to Telehealth 
The validation of the self-swab for home use provided an opportunity for the health plan to 
determine if access to this type of screening would increase chlamydia screening rates for 



 

health plan members. We partnered with our on-line medical provider, Virtuwell, to develop a 
process for offering this as a service to our members. In Q1 2020, HealthPartners began 
exploration and decision-making about the expected processes and scope of this service.  

1. The project team completed discovery with the Lab related to requirements, costs and 
processes. We determined we would offer screening for both chlamydia and gonorrhea 
with varying processes for following up on positive tests based on the results. Positive 
tests for chlamydia can be treated by Virtuwell but positives for gonorrhea will be 
referred to the patient’s PCP.    

2. Programming was completed to add test results to EPIC and allow access by Virtuwell to 
the results.  

3. The service can only be offered to females 18 and over due to limitations with the 
Virtuwell online care model for this service.  

4. Infectious disease reporting to the state is done by the HealthPartners lab.  
5. Two paths were created within Virtuwell. The fist is a screening path which is the path 

promoted by the health plan. This is for asymptomatic women who are seeking 
screening. The second path is for women who are symptomatic, which incorporates the 
inclusion of Trichomoniasis in the order for the lab. The symptomatic path is considered 
diagnostic rather than screening.    

6. Landing page and other step by step pages were created within the Virtuwell site, along 
with testing results processes, and member notification of results. Other content includes 
FAQs and education about the importance of chlamydia screening and other information 
about STIs.  

7. Custom packaging for the kit was created as well as custom directions which are easy to 
read and include pictures for health literacy assistance.  

8. The health plan and Virtuwell developed outreach to members to notify them of the 
availability of this service.  

Figure 4 

View of Landing Page on virtuwell 



 

Final launch of this project, planned for Q3 of 2020 was delayed due to supply issues related to 
the COVID-19 pandemic. The pipettes that are used to process the lab tests are the same ones 
that are used to process COVID tests. Due to high demand, priority was given to maintaining 
the supply chain for Covid tests and other uses of the pipettes were suspended as much as 
possible. Chlamydia screening overall was impacted across the state as other systems 
experienced the same supply issue.   

Ultimately, the telehealth self-swab chlamydia project launched in April, 2021. To communicate 
the availability of this service, we utilized email notifications, messages in members’ online 
portal, social media, as well as targeted postal mail.  

Email Outreach and Results 
Both Virtuwell and HealthPartners sent out emails to introduce the STI screening service. The 
Virtuwell emails were sent to women who had previously used their service who have 
HealthPartners coverage – both commercial and Medicaid. The health plan emails went to 
female members ages 18-29.  

Table 21  

Promotional emails sent and results.  
Sends Opens Open 

Rate 
CTA 
Clicks 

CTR Sessions Interview 
Starts 

Kits 
Ordered 

Conv 
Rate 

Virtuwell 6,641 1,482 22.32% 115 7.76% 193 13 5 2.59% 

HealthPartners 27,152 12,760 46.99% 610 4.78% 814 258 76 9.34% 



 

Other HealthPartners Promotion 
In addition to the email outreach about this new offering, HealthPartners conducted a social  
media campaign, display re-marketing and a postal mailer.  

• The social media campaign (figure 7) reached 175,795 individuals and resulted in 216 
click throughs for more information.  

• The direct mail piece (figure 8) was sent to approximately 2,000 female HealthPartners 
members who did not have online accounts.  

• Display re-marketing (figure 9) reached 68,527 individuals and resulted in 43 click 
throughs. This type of outreach targets people who 
have visited our online resources in the past. This 
indicates that these people likely were already 
our members, making them likely to use our 
resources and services again, including 
Virtuwell.  Of the 43 members who visited the 
site, 37% did complete the service, indicating 
this is a strong outreach strategy.  

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

  

Image of Social Media Campaign 

Re-Marketing Banner Ad 

Direct Mailer 



 

CVS Promotion Campaign 
Among the inclusion criteria for the chlamydia screening 
measure are women who are sexually active and who 
use oral contraception (birth control pills). HealthPartners 
wanted to determine if we could improve chlamydia 
screening rates for members filling prescriptions for oral 
contraceptives through community pharmacist delivered 
messaging.  

We collaborated with CVS pharmacies to identify 1088 
members who fill their prescription for oral contraceptives 
at CVS pharmacies, and who had not been screened for 
chlamydia. We created a printed message on 
prescriptions bags (Figure 10) and instructed their 
pharmacists to deliver a message about the importance 
of chlamydia screening. Below are the results of this 
intervention.  

 

 
 

 

Virtuwell STI Home Test Kit Results 
As people requested the test kits, we were able to track where they received the information 
based on either the access link they used, or the landing page they arrived through. In 2021, a 
total of 370 test kits were requested.  

 
Kit Number of Records 
Chlamydia & Gonorrhea Home Test Kit 288 
Chlamydia, Gonorrhea & Trichomoniasis Home Test Kit 82 
Grand Total 370 

Get screened, stay healthy. 

HealthPartners wants you to know many 
women’s health screenings are covered 
by your plan:  

• Screenings can have a big 
impact on your HealthPartners 
Infections often don’t have 
symptoms 

• If left untreated, some infections 
can cause infertility 

• Screenings can be done from 
home with virtuwell or your PCP 

Talk with your PCP or visit 
www.virtuwell.com/screen to learn more.  

CVS Bag Tag Message 

Members with printed 
message and pharmacist 

 

http://www.virtuwell.com/screen


 

Sixty-four percent of the kits were returned and treated. It is unclear the reasons why the 
remainder were not returned.  

Kit Number of Records 
Chlamydia & Gonorrhea Home Test Kit 186 
Chlamydia, Gonorrhea & Trichomoniasis Home Test Kit 51 
Grand Total 237 

 

Members who found the service through the social media and other indirect marketing 
accounted for the largest number of the kits ordered. This tells us that there is appeal for these 
test kits coming from people who seek the screening option (as opposed to those looking to 
diagnose symptoms). Those directed to the service by the health plan communications resulted 
in 14% of the traffic.  

By Channel 
Audience URL % of Traffic 
General Market /at-home-std-test-kit/ 67% 
Plan Members /chlamydia-gonorrhea-home-test-

kit/ 
14% 

General Market  /sti-treatment-and-testing-online/ 9% 
CVS /screen/ <1% 
 Grand Total 

 

 

In follow-up surveys, 87.5% of the respondents indicated they would recommend the service. 
Comments included:  

• Fast easy care, was able to be diagnosed and treated without leaving the house. 
• Directions were easy to follow and they had a great turnaround! 

Other interventions:  
1. Quality Connections Forum is a gathering of key quality improvement leaders from major 

contracted clinics which meets three times per year to share initiatives, best practices, 
successes and failures in efforts to improve publicly reported quality measures. 
Chlamydia screening processes is a topic that has been revisited several times with 
presentations and updates on improvement projects by multiple clinic systems 

2. Chlamydia screening is one of the measures included in the Partners in Excellence 
Program available to clinics to achieve quality improvement incentives and recognition.  

3. Park Nicollet Clinics embarked on a universal screening pilot for both male and female 
patients. The results show that universal screening for young women significantly 
increased positive cases identified. However, this same result did not bear out for 
universal screening of young men who were primarily at the clinic as follow up to a 
positive partner screen, or to address symptoms. Routine screening for young women 



 

has been spread to the entire clinic system, while male screening remains symptom-
based.  

4. HealthPartners is involved with the Minnesota Chlamydia Partnership, a collaboration 
with the goal of increasing chlamydia screening and overall access to healthcare for 
adolescents and young adults.  

5. Chlamydia largely effects teens and young adults which makes social media to spread 
our message a natural choice. We have implemented social media campaigns to reach 
our target audience to interact with the information privately on their own phone or 
electronic device. 

6. Every year when Minnesota’s STI statistics are released, we partner with traditional 
media to stress the importance of chlamydia screening with a larger audience. 

Barrier Analysis 
1. The COVID-19 global pandemic offered an opportunity to launch a unique service at a 

time there was reluctance to seek care at in-person settings. Ironically, supply chain 
issues created by the pandemic also interfered with the implementation of the final 
phase of this project.  

2. Overall, the Governors orders related to health care in the COVID-19 pandemic limited 
access to routine care and prevented members from accessing normal appointments 
where screening would normally be recommended. This had a dramatic impact on 
screening rates for all populations in 2020, and in-person visit rates did not fully rebound 
in 2021.  

3. Provider barriers to chlamydia screening include low provider understanding regarding 
this significant health issue, comfort level discussing with patients, and their own beliefs 
and attitudes. The prevalence of this barrier creates a unique niche for a virtual clinic to 
fill the gap for this screening. 

4. Member barriers include low individual and community awareness of chlamydia as a 
public health issue, the need for annual testing, lack of symptoms, long-term effects, and 
confidentiality concerns.  

5. Members may be reluctant to try a new service such as Virtuwell for this screening 
service if they are not already familiar with the process of self-swab. While it is possible 
to target social media messaging to an extent, we were unable to reach a bolus of 
individuals who accepted the invitation to complete their screening in this way.  

6. Development of a telehealth process to screen for STIs was complex and required great 
problem solving and an innovative approach as well as significant work to identify all 
regulatory issues, member communication issues and process planning for the launch of 
this process.  

Opportunities for Improvement: Results/Outcomes 
Analysis of the outreach methods used to promote the Virtuwell online screening opportunity 
indicated a conversion rate of less than 1% for all methods which is far below performance of 
other campaigns. We will continue to examine our messaging strategies and determine next 
steps for continued promotion of this service.  



 

The CVS collaboration drew similarly limited success. Delivery of a health message on a 
prescription, with or without additional pharmacist counseling did not lead to significantly 
improved chlamydia screening by out our members. This intervention has been suspended.  

In addition to the click-through and conversion metrics noted above in the outreach descriptions, 
the primary metric of significance for this project is the HEDIS chlamydia screening measure. 
Our internal monitoring of claims shows an increase in screening rates from 2020 – 2021, 
however the rate has not completely rebounded to pre-pandemic levels. The addition of the 
Virtuwell telehealth screening option played a role in this increase, although not a significant 
one. We expect these rates to continue to rebound as care delivery continues its progression to 
pre-pandemic care.  

Chlamydia Screening Internal Monitoring 
 Medicaid Commercial 

Admin Rate 
2020 

Admin Rate 
2021 

Difference Admin Rate 
2020 

Admin Rate 
2021 

Difference 

16-20 years 54.5% 60.2%  + 5.7% 38.6% 42.5% + 3.9% 
21-24 years 59.6% 63.7% + 4.2% 47.7% 51.2% + 3.5% 
Total 56.8% 61.9% + 5.1%  43.3% 47% + 3.7% 

 

Conclusions/Lessons Learned 
Access to routine care is vital in our work to improve STI screening. When the availability of 
routine care is disrupted or denied, other issues such as chlamydia screening do not have a 
venue for being discussed with primary care providers. For many clinic systems, asymptomatic 
screening was suspended due to supply issues. Alternative locations of care such as Telehealth 
could be a valuable option moving forward.  

It is clear that chlamydia screening is a sensitive topic for not only members and patients, but 
also for health care providers. It is incumbent on the clinician to engage patients in sensitive 
discussions about sexual health and how to lower risk factors. Providers appreciate tools that 
can help make this a more normalized part of their practice. The privacy provided by telehealth 
care for this health concern is a benefit that can continue to be promoted. The HealthPartners 
care group is weighing the benefits and challenges of offering this as an option for their patients 
in the future as well.  

Helping patients understand the importance of this screening for their long-term health could 
make utilization of telehealth for this type of service more prevalent in the future. Social media 
and member outreach campaigns will continue to play a role in educating members and the 
public about this important topic.  

Sustainability of the Activity  
HealthPartners leadership is committed to improving our HEDIS chlamydia screening rates. The 
launch of the Virtuwell STI screening service was a first step in reaching members with this 
service and we anticipate further positive impact for this service as it becomes more normalized. 
We will continue to work with Virtuwell to promote this important screening.  



 

HealthPartners continues to be involved with the MN Chlamydia Partnership and collaborates 
with the Minnesota Department of Health on this issue.  

We will continue to revisit chlamydia screening at the HealthPartners sponsored Quality 
Connections Forum and Chlamydia screening will continue to be a measure included in the 
Partners in Quality Program, HealthPartners pay for performance program to drive 
improvements in healthcare quality among our provider network. These are both valuable tools 
to engage our network in this important priority measure.  

 

 

  



 

Focus Study 2021 PIP: Reducing Disparities in 
Blood Pressure Control for Diabetes 
Accountable owner: Tammy Chambers, Patty Graham, QIC 

Member Populations Targeted   
 Commercial 
 Medicare Freedom (Cost) 
 Medicaid 

X MSHO 
X SNBC 
 HPUPH 
 WI Marketplace 

 

Description 
This Performance Improvement Project (PIP) is intended to improve Comprehensive Diabetes 
Care and services for Seniors and SNBC members with the focus on reducing disparities in 
blood pressure control for Black members compared to White members. To support 
improvement, HealthPartners is involved with joint Collaborative interventions as well as plan 
specific strategies.  

This PIP is a collaboration of Minnesota Managed Care Organizations (MCOs) (“the 
Collaborative”). MCOs participating in this collaboration for their SNBC, MSHO & MSC+ 
products include: BCBS (MHO and MSC+ only), HealthPartners, Hennepin Health (SNBC only), 
Medica, South Country Heath Alliance (SCHA) and UCare. Stratis Health provides project 
development support and assistance to the Collaborative. 

According to the Minnesota Department of Health (MDH), since 2011, Minnesota adults have 
reported the lowest age-adjusted high blood pressure prevalence of any state in the country. 
MDH data showed very little change in the percentage of adults reporting they have been told 
they have high blood pressure, hovering around 1 in 4 adults from 2011 through 2017. An 
additional analysis of Minnesota adults with insurance coverage in 2014 showed similar rates of 
age-adjusted hypertension prevalence (25.4%). 

Segments of data were identified by age group, ethnicity and disability.  More than half of adults 
aged 65 or older report being told they have high blood pressure at 52.7%. The break down by 
race/ethnicity was 30.4% for African American/African, 24% for White and 23% for Hispanic. It is 
difficult to assess whether there are significant differences in high blood pressure prevalence 
between people from different racial and ethnic groups because the available race or ethnicity-
specific data are based on small numbers.  There is evidence that age-adjusted high blood 
pressure prevalence is about 6 percentage points higher in African American/African Adults in 
Minnesota compared to Whites. The small number of American Indian and Asian adults in the 



 

survey prevent the calculation of an age-adjusted prevalence estimate. Among individuals who 
are not disabled, 23.5% of adults reported having high blood pressure.  

Compared to non-disabled individuals, Minnesota adults with a disability were more likely to 
report high blood pressure. Among those with a disability, those with a vision disability had the 
lowest prevalence of high blood pressure. On the other hand, adults with disabilities affecting 
mobility, independent living, and self-care were more likely to report high blood pressure than 
those with vision or cognitive disabilities. 

This PIP focuses on decreasing the health disparity gap in HEDIS® and/or process measures 
chosen year-over-year from 2021 thru 2023 by improving member’s self-management of their 
Diabetes. To be able to reduce the disparities in Diabetes we will look to the already present 
evidence-based approaches to address the many factors that influence health, such as access 
to nutritious foods, options for physical activity through a collaborative approach between both 
health care and non-health care to improve Diabetes and addresses the social and 
environmental factors that affect vulnerable populations. 

Goals 
This project seeks to decrease the health disparity gap between Black/African American MSHO 
and SNBC members in the HEDIS® Comprehensive Diabetes Care, BP Control measure year-
over-year from 2021 thru 2023. 

Methods and Data Limitations 
This project seeks to decrease the health disparity gap between Black/African American MSHO 
and SNBC members in the HEDIS® Comprehensive Diabetes Care, BP Control measure year-
over-year from 2021 thru 2023.  

The MSHO project is focused on those members who receive care within the HealthPartners 
and Park Nicollet care systems with a focus on decreasing the disparity between Black/African 
American member-patients and white member-patients. In 2019, 70% of the members in the 
diabetes measure received their care through our own care group, making this project a 
collaboration between our plan and the member’s caregiver.  

Because the SNBC membership is not as concentrated within our own care group, the SNBC 
project will focus on all members regardless of attribution and will focus on clinician education 
and member outreach to improve blood pressure control.  

Comprehensive Diabetes Care – BP Control (<140/90 mm Hg) 

Member identification will follow HEDIS specifications from the Technical Specifications for 
measurement year 2021 for Comprehensive Diabetes Care – BP Control. This measures the 
percentage of members 18 – 75 years of age with diabetes who have their blood pressure in 
control. Control is defined for this measure as <140/90 mm Hg).  

Continuous enrollment and inclusion criteria – Members are continuously enrolled during the 
measurement year.  



 

• Only MSHO members who are attributed to the HealthPartners and Park Nicollet family 
of care.  

• All SNBC members who are included in the HEDIS sample AND all SNBC members 
who are attributed to the HealthPartners and Park Nicollet family of care.  

 
The MSHO measure will utilize only administrative data utilizing claims and EPIC. We will 
produce yearly rates of blood pressure control for white members and Black/African American 
identified members with diabetes who are attributed to the HealthPartners and Park Nicollet 
care systems and determine the disparity for the MSHO product.  

The SNBC Measure will utilize those members in the HEDIS sample as well as SNBC members 
who are attributed to the HealthPartners and Park Nicollet care systems. We will include more 
members than the sample alone by using EPIC data to supplement the data we capture during 
chart review. The combination of data allows us to maximize the number of SNBC members 
included.   

Baseline– Because the number of members in the measure can fluctuate from year to year, 
HealthPartners will use a three-year average (2017-2019) as our baseline rate upon which to 
improve. (Table 1) 

Goal – HealthPartners will seek to decrease the disparity gap between Black or African 
American members and white members by 2.5% to 8.1 for MSHO and to 6.2 for SNBC.  

Table 22 

Baseline Blood Pressure Control for People with Diabetes. Disparities 2017-2019 

Product Race 2017 2018 2019 3 year 
num 

3 year 
denom 

3 year 
rate 

Gap to 
white 

MSHO  Black or African 
American 

50/73 
68.5% 

55/86 
64% 

71/99 
71.7% 

176 258 68.2% 10.6 

White 89/108 
82.4% 

98/122 
80.3% 

118/157 
75.2% 

305 387 78.8% ----------- 

 
SNBC Black or African 

American 
29/38 
76.3% 

77/120 
64.2% 

109/148 
73.6% 

215 306 70.2% 8.7 

White 109/136 
80.1% 

173/215 
80.5% 

197/256 
77% 

479 607 78.9% --------- 

 
Data Barriers:  

1. A known barrier with using the HEDIS Comprehensive Diabetes Care measure is that it 
is reported using a hybrid calculation. Hybrid measures are measures in which additional 
information in the medical chart may be sought to complement claims data in order to 
provide a full picture of the care/services provided. Thus, a sample of the population is 
drawn vs. abstracting medical record evidence for the entire measure denominator. 
Generally, the sample size is 411. Since the project has an emphasis on closing 
disparity gaps, using the hybrid methodology would produce a limited representation of 
the aimed reduction in disparity.  



 

2. Therefore, we will supplement SNBC sample data with members who receive their care 
in our care group. The primary intervention for MSHO members will be concentrated in 
our care group, so for MSHO we will be able to report the most robust administrative 
data.  Due to these adaptations to the traditional HEDIS measure, our reported data will 
not mirror HEDIS exactly.  

3. HealthPartners does not have pharmacy data for our MSC+ members and we are 
unable to reliably identify members for this measure, so we will not include MSC+ 
members in the measurement. However, MSC+ members who can be identified will be 
included in all interventions and member outreach.  

4. Lastly, the ongoing pandemic has resulted in barriers to in-person health care for those 
with chronic conditions, such as diabetes. Providers are leveraging telehealth and phone 
check-ins to mitigate the risk of exposure to COVID19. Despite these efforts, MCOs 
expect their rates to be impacted for 2021 dates of service. To help mitigate this barrier, 
MCOs will educate members and providers on the availability of telehealth services, as 
appropriate. 

Initiatives/Interventions 
HealthPartners Interventions 
Inexpensive blood pressure monitors are an effective way to monitor blood pressure at home. 
The USPSTF recommends out-of-office blood pressure measurement before making a new 
diagnosis of hypertension. Researchers at UT Southwestern Medical Center studied data from 
the Dallas Heart Study and learned that at-home measurements are more accurate, less 
expensive, and easier to obtain than blood pressure screenings done in medical settings. 
Patients' readings tend to be higher in the clinic due to stress or anxiety. ”According to 
guidelines from the American College of Cardiology and AHA, people with high blood pressure 
should measure their blood pressure at home, keep a log of the results and show it to their 
doctor.”   

Provider Communication  
There is limited awareness among members AND clinicians that home blood pressure cuffs are 
a covered benefit for Medicaid members. We included an article in Fast Facts, our provider 
newsletter, reminding clinicians of the importance of blood pressure monitoring for 
comprehensive diabetes care, describing our commitment to reduce disparities in this measure, 
and informing them of the coverage for home blood pressure monitoring equipment for 
members who qualify.  

We also shared this information with our care coordinators for both MSHO and SNBC as they 
can support members to access this equipment if needed.  

  

https://www.ahajournals.org/doi/full/10.1161/HYP.0000000000000065


 

Member Education Communication 

HealthPartners has an outreach campaign that encourages members with diabetes to get care 
from their clinician for many issues related to diabetes including A1C, nephropathy and eye 
exam. In 2021, we completed an update of this outreach to address BP control more effectively 
for diverse members.  

1. We conducted a focus 
group of Black and African 
American colleagues to 
learn what people liked 
about our health plan 
outreach efforts and what 
could make the messaging 
stronger. Relevant input 
included the appearance of 
the envelope and letter 
itself to appear more 
friendly and more likely to 
be opened. We also 
adjusted who delivered the 
message. The group felt 
that if they weren’t getting 
the information from their 
own clinician, that a nurse 
who looks like them would 
be more effective than a 
plan Medical Director.  

2. Language was included 
about which diabetes 
management tests the 
member is due for and why 
it is important.  Blood 
pressure monitoring was 
included for the first time.  

3. A full color postal mailing was delivered to those members who don’t have an on-line 
account.  

4. We included resources for seniors and people with disabilities that are available from the 
plan including nurse support and on-line health coaching tools.  

Process Measures: Of the members who received the communications, how many clicked 
through to learn more about the action they could take to improve their diabetes. Below is 
information on the messages delivered to those members with authenticated accounts. Overall, 



 

23.8% of members who received the email took action and got the screening they were due for. 
In addition, this campaign has a postal mail component, but data on that is not available at this 
time.  

Product Msgs sent Opened Clicked 
MSHO 146 82 (56.2%) 30 (36.6%) 
All Medicaid 3,174 1,465 (46.2%) 353 (24.1%)  

 

Member CHW Support 
Community Health Workers (CHW) are trusted, knowledgeable front line health personnel who 
typically come from the communities they serve. CHWs bridge cultural and linguistic barriers, 
expand access to coverage and care, and improve health outcomes. As critical links between 
their communities and the health care system, CHWs reduce health disparities; boost health 
care quality, cultural competence and affordability; and empower individuals and communities 
for better health.  

HealthPartners implemented a project with CHW Solutions to reach out to targeted members 
with diabetes by a CHW and attempt to engage them with diabetes education and resources 
and/or connect them with their primary care physician to ensure their diabetes is in control and 
all their monitoring tests are up to date. This project targeted members with diabetes who are 
living in Minneapolis Public Housing high-rises in Minneapolis or receive their primary care at 
one of the FQHCs involved with CHW-Solutions.  

HealthPartners created a referral list of members with MSHO or SNBC and provided it to CHW 
Solutions. CHWs with training in diabetes education were assigned to conduct the outreach and 
education to the members, with the CHW assigned being from the same racial, ethnic or 
language group as the member. There were significant delays in engagement for this project 
due to the timing of COVID-19 vaccine availability. The CHWs assigned to this project were also 
conducting outreach and education about covid vaccines.   

Process measure:  Of the 52 members who were referred to CHW Solutions, they were able to 
engage 12 members (23%) to receive diabetes education and support directly from a CHW.  
Some members were referred to a diabetes education group at their primary care clinic. Others 
received education directly from the CHW in their home or over the phone. Information on 
individual member compliance with the HEDIS measures will be included in reporting to DHS 
later in 2022 and in next year’s update.  

Care Coordination Tool 
HealthPartners MSHO and SNBC Care Coordinators complete a health assessment with each 
member at least yearly. HealthPartners has many supplemental benefits which are relevant to 
MSHO members with diabetes, and it is important for care coordinators to know about them and 
to assist their members to access them when it would be beneficial to the member. To assist the 
Care Coordinators in connecting members to relevant resources, HealthPartners created a grid 
linking questions in the health assessment to the supplemental benefits that would address a 



 

vulnerability for the member. This easy reference tool has been shared with Care Coordinators 
and made available with direct links to the supplement benefits information that is applicable.   

HealthPartners and Park Nicollet Partnership 
With approximately 70% of our MSHO members, 60% of our MSC+ members and 24% of our 
SNBC members receiving care within our family of care, HealthPartners is in a unique position 
to take advantage of the close partnership between our care group and our health plan to 
impact the health of member-patients. In 2021, our care group initiated a pilot project:  Increase 
the Use of Home Blood Pressure Monitoring: A step in reducing the disparity gap for Medicaid 
patients with hypertension. This project aims to:   

• Provide standardized cardiovascular education utilizing Priority Wizard in a hypertension 
focused clinician visit. 

• Increase use of home blood pressure monitors in hypertensive Medicaid patients on 
diabetes, hypertension, and vascular registries, who agree to program guidelines, by 
25% from baseline in 6 months. 

• Decrease proportion of hypertensive Medicaid patients with overdue blood pressure 
readings by 25% from baseline in 6 months.   

• Improve blood pressure by 10 mmHg systolic, and/or 5 mmHg diastolic in 6 months.   

This pilot was planned to be implemented in 4 clinics with a large percentage of patients with 
Medicaid coverage, with a lead physician in each clinic. Patients included need to be open to 
scheduling an appointment to address hypertension and receive education for accurate home 
blood pressure monitoring. Training was provided to all clinical and relevant support staff.  

The focus is on patients who have Medicaid as their health insurance because automated blood 
pressure monitors are covered under Medicaid insurance. However, the specific model 
preferred by the clinicians was not the ‘standard’ cuff in stock with our DME provider for 
Medicaid payment. Due to the ability to import data into the EMR, the project team felt it was 
important to utilize that equipment. A significant amount of negotiations and approvals were 
needed to fully implement the project using the preferred technology. We needed to define and 
establish the billing processes with the DME department of the care group and the health plan 
network management area. This resulted in a delay in kick-off of the project to Q1 2022, 
however the training for staff and procedures to be followed were created in 2021.  

Training for the participating teams included delineation of responsibility based on the team 
members role, information on how to use the SDOH screening tools in EPIC and the workflows 
that would be followed (see figure 1). Data on pilot participation and outcomes will be included 
in the next annual report.  

  



 

Figure 5 

Clinic Workflow for Hypertension Pilot 

 

HealthPartners Care Group Health Disparities Maintenance of Certification  
In addition to this pilot, HealthPartners is offering a Maintenance of Certification (MOC) on 
Addressing Health Disparities MOC with a focus on Diabetes and Vascular Management. Many 
clinicians are required to participate in an MOC project for their licensure. One of the options 
available through the HealthPartners Maintenance of Certification Portfolio Program is the 
disparities in vascular management.  This has been created by the care group QI department 
and will be available to clinicians beginning in 2022.  

MDH / Trellis Grant Proposal 
In July, MDH and Trellis Juniper Network submitted a grant proposal to operationalize systems 
to identify, engage and enroll members in into the National Diabetes Prevention Program 
classes. HealthPartners agreed to participate in this collaborative with the following activities:  

• Identify eligible Medicaid beneficiaries through HealthPartners claims data and provide a 
list of eligible members to the Trellis Juniper system so they can conduct outreach and 
enroll HealthPartners members into their network of CDC‐recognized National DPPs. 

• Co‐develop member outreach tools and a process for the Trellis Juniper system to 
recruit and enroll HealthPartners Medicaid beneficiaries into Juniper Trellis CDC‐
recognized National DPP classes. 

• Provide participant data to Trellis Juniper and MDH for reporting and evaluation. 
• Commit to NACDD grant requirements: 



 

o Participate in and share learnings through bi‐monthly Communities of Practice 
with peer states. 

o Enroll a minimum of 50 Medicaid beneficiaries into at least one session (not 
including session zero). 

Unfortunately, the grant was not funded, however Trellis Juniper is pursuing the certification as 
a Medicare Diabetes Prevention Program certified provider and HealthPartners is supportive of 
this effort and working to ensure that our members can benefit from this service via our 
contractual relationship. We continue to be committed to working with MDH and Trellis to 
increase the number of our members who participate in the DPP class and look for additional 
opportunities for collaboration.  

Collaborative Interventions 
Community Outreach and Partnerships 
2030 Minnesota Cardiovascular Health and Diabetes State Plan  

In September 2018, CDC awarded funds to State and Local Health Departments to design, test, 
and evaluate innovative approaches to address the significant national health problems of 
diabetes and heart disease and stroke.  MDH was one of the awardees. With CDC support, this 
grant will allow MDH to develop new approaches to increase the reach and effectiveness of 
evidence-based public health strategies in populations and communities with a high burden of 
diabetes, or heart disease and stroke.  Recipients will conduct rigorous evaluations so that CDC 
and others can learn from this work. 

The creation of the 2030 Minnesota Cardiovascular Health and Diabetes Plan is a collaborative 
effort of state and local partners; started in 2019 and lead by MDH. The plan will be a road map 
and call to action for individuals, communities and organizations to collaborate and prevent, 
treat and manage diabetes, heart disease and stroke for the next ten years.  The Collaborative 
has been in conversation with the MDH team about how we can collaborate. One potential 
partnership was collaboration with the grant that MDH and Trellis applied for noted above. 
HealthPartners worked with the MDH team to identify everyone’s roles in the potential 
collaboration however it was ultimately not funded.  

The second way we are collaborating is on a series of webinars which will be presented in 2022. 
We will present two joint webinars in 2022 in collaboration with MDH to fill knowledge and 
resource gaps for providers across Minnesota. These activities and their impact will be reported 
on in the next annual report.  

Webinar series 
The Collaborative offered a series of webinars in 2021 which will continue throughout the project 
to improve the comprehensive diabetes care and services for Seniors and SNBC members, 
focusing on closing the gaps in health care disparities within our populations. Care 
Coordinators/Case Managers have an essential role in educating, supporting and assisting 
members in setting and achieving health goals to improve their diabetes care. While some Care 
Coordinators/Case Managers are nurses, many are social workers who benefit from additional 



 

information on the role they can play to support their members with diabetes. All these webinars 
are recorded and posted on the project page of the Stratis Health website for viewing anytime. 
The webinars offered in 2021 were:  

Meeting the Challenges of Diabetes: Core Basics – 3/2/21 Presented by Dr. Jody Nelson, 
Medica 

This training is the first of a series of trainings that will be offered over the course of this project 
focused on helping Care Coordinators/Case Managers gain a better understanding of diabetes, 
it’s impact on persons living with diabetes, and how to best support members to best manage 
their condition.  This training aims to ensure that Care Coordinators, Case Managers and other 
professionals working with MSHO and SNBC members have a good understanding of diabetes, 
its impact, and to begin to enhance your skillset used when working with members with 
diabetes.  Over 300 people participated in this webinar.  

Meeting the Challenges of Diabetes:  Updates with the Pharmacists – 8/17/21 Presented by 
Grant Scaft, PharmD and Kaylin Maddy, PharmD from UCare.  

This training aims to ensure that Care Coordinators, Case Managers, and other professionals 
working with MSHO and SNBC members have a good understanding of the work of 
pharmacists in relation to diabetes care, its impact, and to begin to enhance their skill set for 
working with members with diabetes. Over 250 people participated in this webinar.  

The Challenges of Achieving Optimal Diabetes Results: Barriers, Disparities and Strategies for 
Care Coordination Success – 10/26/21 Presented by Thomas von Sternberg, MD Julie Hughes, 
RN, and Beth Simpson, MSN, EdM, RN, NE-BC from HealthPartners 

The goal of the presentation series is to provide Care Coordinators, Case Managers, and other 
professionals working with Minnesota Senior Health Options (MSHO) and Special Needs Basic 
Care (SNBC) members information to understand the impact of diabetes better and enhance 
their skillsets when working with members with diabetes. Over 260 people participated in this 
webinar.  

Collaborative Tools and Resources 
The Collaborative created sample tools that would be a collection of resources available to care 
coordinators through each health plan, similar to other collaborative grids that have been 
created in the past. The grids were intended to be a collection of resources such as:  

• Supplemental benefits for each plan relevant to diabetes care such as fitness/wellness 
classes, technology available, healthy diet or cooking classes and weight management 
classes 

• Access to care coordination or disease management resources for each plan  
• How to access resources to address social determinants of health as appropriate  
• Transportation services available 
• Incentives for diabetes care 



 

After several drafts, much discussion and review by care coordinators as to its usefulness, the 
Collaborative determined that a more useful resource would be to have plan-specific resources 
posted on each plan’s internal website and available for care coordinators. This allowed more 
extensive information and links about resources that would be more useful for each plan’s 
membership and care coordinators. Each plan developed their own process for sharing this with 
Care Coordinators outlines in the Care Coordination Tools section above.   

Barrier Analysis and Gaps in Care 
The initiatives implemented within the scope of this project are intended to improve Seniors and 
SNBC enrollee members self-management of their diabetes. Additionally, this project will reduce 
the disparities by addressing factors such as nutrition and physical activity. Complicating the 
implementation of direct member interventions is the ongoing COVID-19 pandemic.  

• Surges during 2021 meant members may still be reluctant to visit their clinic due to 
safety concerns over exposure. Because of the fragile nature of many MSHO members, 
and vulnerabilities experienced by SNBC members  

• Resources within care systems were diverted to Covid issues and vaccination efforts, 
deprioritizing the implementation of new diabetes-related interventions.  

• CHW Solutions staff appropriately prioritized getting their clients immunized for COVID-
19 which delayed the implementation of the diabetes outreach and education.   

• Clinical, billing and contracting logistics resulted in delays in implementation of the 
clinical pilot with our care group.  

Opportunities for Improvement: Results/Outcomes 
The core measurement for this project is the HEDIS® Comprehensive Diabetes Care, BP 
Control measure, and at this time it is too early to have claims run-out to measure any impact of 
2021 interventions. Process measures are included in this project summary when available. 
Additional outcomes data will be reported to DHS later in 2022 and will be included in next 
year’s update for this project.  

As this project enters the second year, the health plan will continue deepening our collaboration 
with the care group as they further develop interventions related to reducing disparities in 
diabetes care including patient and provider interventions. We will continue to develop supports, 
resources and education for Care Coordinators as they work to support their members with 
diabetes.  

 

  



 

Chronic Care Improvement Program (CCIP) 
Diabetic Nephropathy 
2019 Chronic Care Improvement Program: H2422 MSHO Diabetic Nephropathy 

MCO Name:  HealthPartners, Inc. 
Contact Person: Tammy Chambers, Clinical Quality Consultant 
 952-883-5761 
 Tammy.j.chambers2@healthpartners.com 

Timeframe  
The Diabetic Nephropathy CCIP will begin 1/1/2019 and will conclude 12/31/2021. 

Final CCIP Summary (3rd Annual Updates Only)  
In the final CCIP Summary section, provide a summary of the overall results, best practices, and 
lessons learned. Also indicate whether or not the MAO met the target goal and by how much, 
and if any best practices will be carried forward. 

Summary of overall results: 

 

According to this data, the overall three year goal of this project was not met. The Star rating 
decreased from year 1 to year 2 due to the COVID-19 pandemic impact to ambulatory care. 
Year 1 was a 4 Star rating and Year 2 was a 3 Star rating.  In Year 3 the Star rating achieved a 
4 Star rating.  It appears the COVID-19 pandemic continued to impact the percentage of 
members completing the screening through December 2021.  This change however did have an 
increase of 2.1% from December 2020, however, it was not enough of an increase to change 
the 4 Star rating. Due to the Covid-19 Pandemic CMS had many updates throughout 2020 and 
one of the rule changes was to maintain current thresholds for HEDIS® measures and the CDC-
Kidney Disease Monitoring threshold was held at 97%. 

Best Practices  
1. How the MAO identified these best practices(s): 

a. The health plan meets regularly with the largest provider and the HEDIS® 
measures are monitored closely. We identified that an opportunity to improve the 
diabetic nephropathy screening by making changes to work flows. Per the largest 
provider group which cares for approximately 75% of the HealthPartners MSHO 
Medicare Advantage population workflows previously had the majority of 



 

members needing the screening for diabetic nephropathy in Q3 and Q4.  This put 
a strain on the health system to provide outreach and schedule the screening for 
those members who needed it.  The diabetic expert panel identified this as an 
opportunity to change the current workflows to improve the diabetic nephropathy 
screenings in a timelier manner. 

b. There was an incentive in 2019, 2020 and 2021 for the members to complete an 
Annual Wellness visit. The AWV screening is an opportunity to identify open care 
gaps and encourage completing necessary preventive screenings according to 
the recommended timeframes.  

2.  How these best practices have or will impact the CCIP and expected results:  
a. We anticipate the implementation of the new workflows to have a positive impact 

on the Microalbumin screening results by identifying those members who have 
not had screenings in the recommended time and encourage the members to 
complete the screening. The new recommendation to fire a Health Maintenance 
Alert eight months after the last screening allows member time to schedule the 
preventive screenings in the necessary timeframe.  

b. While member incentives were implemented, the COVID-19 pandemic including 
clinic closures and civil unrest appears to have had a significant impact for 
members getting preventive screenings completed. As a result members 
scheduling their Microalbumin screening did not occur as predicted. However, it 
is expected the new alert will increase participation in the future.  

3. How the MAO will share the details of these best practices with others:  
a. The diabetic expert panel will meet to determine next steps once the review is 

complete then determine how to implement a best practice if identified.  

4.  How the MAO will or may implement these best practices going forward: 
a. The impact of the new workflows the largest provider group is implementing will 

be determined from the review of the data.  
b. The largest provider group has a good clinical foundation to support chronic 

conditions.  As with other chronic conditions, the care model for diabetes 
includes standard guidelines and processes for diagnosis, treatment, follow-up 
care, measurement and optimal care goals. The diabetes expert panel shares 
recommendations with providers once best practices are identified. 

c. The member incentives are reviewed on a yearly basis and a determination will 
be made whether to continue the incentive. 

Lessons Learned: 
2019:  

1. Providers have not developed the standard best practice for routine Microalbumin 
testing. 

2. The largest provider group noted that most members are seen in Q3 and Q4. They 
utilized the diabetes expert panel to determine strategy.  New workflows were 



 

implemented to improve the number of members completing the necessary screenings 
by year end. 

3. The health plan incentivized members to complete the Annual Wellness Visit as an 
opportunity to close the gaps for diabetic nephropathy screening which appeared to 
have a slight impact in completing preventive screenings.   

4. Through the lessons learned with the largest provider group we expect best practices 
will be able to be shared more broadly. Provider outreach through the Fast Facts article 
was submitted in Q1 2019 with the intent to provide continued education for clinical 
providers on the importance of yearly diabetic nephropathy screening.  

2020: 
1. The COVID-19 pandemic had a statistically significant impact for all preventive services  

2. The largest provider group utilized the diabetes expert panel to recommend a Health 
Maintenance Alert to trigger eight months after the last Microalbumin screening was 
completed.  This would allow time for outreach to encourage members to complete the 
necessary screening.  This was implemented in November 2020. 

3. During the COVID-19 pandemic the largest provider group was able to offer either face 
to face visit or telehealth visits (video or phone) 

a. “Welcome to Medicare” visit must be completed in person 
b. Updated process/tools for telehealth visits were updated 

i. Added memory questionnaire as an alternative to mini-cognitive function 
evaluation  

ii. E-check in – sending pre-visit questionnaire(s) to which answers are filed 
automatically 

c. Option to add-on to existing visit-if due - questionnaire completed, giving clinician 
option to offer Medicare Annual Wellness Visit 

d. Starting October – outreach to patients due for Medicare Annual Wellness Visit 
and Welcome to Medicare Visit 

4. Provider outreach through the Fast Facts article was submitted again in Q1 2020 with 
the intent to provide continued education for clinical providers on the importance of 
yearly diabetic nephropathy screening.  

5. Overall there was a statistically significant decline of approximately 6% in Annual 
Wellness Visit completion and the Diabetic Nephropathy decreased to a Star rating of 3 
through December 31, 2020.   

2021: 
• The Annual Wellness Visit rate had a statistically significant increase of 10.4% and the 

Diabetic Nephropathy screening had a slight improvement of 2.3% from October 2020 to 
October 2021.  However, there still was hesitancy to complete annual wellness visits and 
preventive screenings by members. 



 

• During the COVID-19 pandemic the largest provider group was able to offer either face 
to face visit or telehealth visits (video or phone) but there was a decrease in telehealth 
visits. However, there still was hesitancy to complete annual wellness visits and 
preventive screenings by members. 

• Provider outreach through the Fast Facts article was submitted for a third time in Q1 
2021 with the intent to provide continued education for clinical providers on the 
importance of yearly diabetic nephropathy screening. 

• Overall the Star rating performance for Diabetic Nephropathy remained a 3 Star year to 
date through October, 2021. 

Due to the COVID-19 pandemic impact the overall goal of a 5 Star was not met.  The largest 
care group continued to mitigate to get members in for their Annual Wellness Visits and 
preventive screenings.  Members appeared to continue to have hesitancy in completing these, 
however, in the latter half of 2021 members appeared to schedule in person visits more 
frequently as telehealth visits decreased.  The COVID-19 pandemic continued to impact 
preventive care visits well into 2021. 

  



 

Medicare Advantage Chronic Care Improvement 
Program Hypertension 
I. Summary of CCIP:  
This Chronic Care Improvement Program will focus on identifying and diagnosing members with 
Hypertension to engage members in clinical care for blood pressure management and improve 
health outcomes.  

CCIP Title: 2021 Chronic Care Improvement Program: H4882 Identifying Members with    
Hypertension to Improve Health Outcomes  

MCO Name: HealthPartners, Inc. 
Contact Person:  Tammy Chambers, Clinical Quality Consultant 
 952-883-5761 
 Tammy.j.chambers2@healthpartners.com 

Implementation Date: The Hypertension CCIP will begin 1/1/2021 and conclude 
12/31/2023. 

II. Target Chronic Condition 
• Hypertension 

Description of CCIP  
The Chronic Care Improvement Program (CCIP) will focus on identifying and diagnosing 
hypertension in the Medicare Advantage population.  HealthPartners will utilize claims in 
capturing diagnosis of hypertension during clinic office visits and measure the prevalence year 
over year for the program. The progress will be measured based on the prevalence of members 
diagnosed with hypertension. The goal of the CCIP is to increase the identification and 
diagnosis of hypertension by 3% by the end of the three year program.  

Clinical Knowledge/Research  
Screening for Hypertension in Adults: A Systematic Evidence Review for the U.S. Preventive 
Services Task Force (USPSTF) prepared for Agency for Healthcare Research and Quality U.S. 
Department of Health and Human Services identified that blood pressure screening at a single 
visit has a low sensitivity and adequate specificity for detection of hypertension, leading to a 
substantial number of potentially missed cases. Hypertension is one of the most important risk 
factors for cardiovascular disease (CVD).1Although hypertension is often discussed as though it 
is a disease entity, it is more appropriately categorized as a continuous risk factor that is a 
strong predictor of poor health.2,3 The USPSTF recommends screening for hypertension in 
adults age 18 years or older with office blood pressure measurement (OBPM). The USPSTF 
recommends obtaining blood pressure measurements outside of the clinical setting for 
diagnostic confirmation before starting treatment. The USPSTF suggests annual screening for 
hypertension in adults age 40 years or older and for adults at increased risk for hypertension 
(such as persons with high-normal blood pressure, who are overweight or obese, or who are 
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African American). The USPSTF found convincing evidence that screening for hypertension 
with office blood pressure measurement and treatment of hypertension in adults substantially 
reduces the incidence of cardiovascular events.4 

According to an article in The Joint Commission Journal on Quality and Patient Safety 
“hypertension increases risk for heart disease and stroke, and many persons are unaware that 
they have it. Blood pressure (BP) measurements are used to detect and diagnose hypertension 
and evaluate treatment. Controlling hypertension is a significant contributor to reducing risk for 
heart attack and stroke, which are leading causes of death in the United States. A 2010 article 
asserted that treating hypertension was the clinical preventive service that could avert the 
greatest number of deaths. Moreover, controlling hypertension may significantly reduce the 
more than $320 billion in health care costs and lost productivity caused by cardiovascular 
disease every year.”5 

Approximately 11 million U.S. adults with a usual source of health care have undiagnosed 
hypertension, placing them at increased risk for cardiovascular events (1–3). Using data from 
the National Health and Nutrition Examination Survey (NHANES), CDC developed the Million 
Hearts Hypertension Prevalence Estimator Tool, which allows health care delivery organizations 
(organizations) to predict their patient population’s hypertension prevalence based on 
demographic and comorbidity characteristics (2). Organizations can use this tool to compare 
predicted prevalence with their observed prevalence to identify potential underdiagnosed 
hypertension. This study applied the tool using medical billing data alone and in combination 
with clinical data collected among 8.92 million patients from 25 organizations participating in 
American Medical Group Association (AMGA) national learning collaborative* to calculate and 
compare predicted and observed adult hypertension prevalence. Using billing data alone 
revealed that up to one in eight cases of hypertension might be undiagnosed. However, 
estimates varied when clinical data were included to identify comorbidities used to predict 
hypertension prevalence or describe observed hypertension prevalence. These findings 
demonstrate the tool’s potential use in improving identification of hypertension and the likely 
importance of using both billing and clinical data to establish hypertension and comorbidity 
prevalence estimates and to support clinical quality improvement efforts.”6 

III. Target Population  
Total Enrollment  
In 2019, there were 9,267 HealthPartners Medicare members diagnosed with hypertension 
without complications. Of those 9,267 members, who in 2020 were enrolled for a minimum of 9 
months in the H4882 Medicare Advantage contract that covers members in Minnesota and parts 
of Wisconsin, 86.9%, or 8,056, had hypertension without complications reconfirmed. This results 
in an opportunity to improve the hypertension reconfirmation rate by 13.1%, or 1,211 members. 

Population Description  
The Medicare Advantage population is typically members greater than 65 years of age. 
According to the Minnesota Department of health, 52% of Minnesota adults aged 65 or older 
reported being told they have high blood pressure.7 According to America’s Health Ranking 
2020 Survey, in Wisconsin 59.2% of members 65 and older who reported being told by a health 



 

professional that they have high blood pressure.8 There is an opportunity to accurately identify 
and diagnose members with high blood pressure in order to appropriately manage the chronic 
condition of hypertension to prevent adverse health outcomes. 

Again, using 2019 baseline data, HealthPartners has identified approximately 9,267 Medicare 
members in the target population with a diagnosis of hypertension without complications. This 
equates to a prevalence of 42.2% which differs from the Minnesota statistics of 52% and 59.2% 
for Wisconsin.  

IV. Goal of CCIP  
Target Goal  
This chronic care improvement plan will seek to increase the diagnosis of hypertension in the 
Medicare Advantage population by (3%). 

Baseline  
The HealthPartners prevalence in the Medicare Advantage population for members with a 
diagnosis of hypertension without complications is approximately 40%. This will be utilized as 
the baseline. The goal is to increase the prevalence through better documentation and 
diagnosis of hypertension in the Medicare Advantage population by 3%.  

 

Data as of Q4 2021: 

 

It appears that the data as of Q4 2021 has identified a prevalence to 43.8%, almost a 1.5% 
increase, therefore not currently meeting the target increase of 3% in 2021. Note this CCIP will 
conclude 12/31/2023. 

National Standard (if applicable)  
According to the U.S. Preventive Services Task Force, Hypertension is a prevalent condition, 
effecting approximately 45% of the adult U.S. population. It is the most commonly diagnosed 
condition at outpatient office visits. Hypertension is a major contributing risk factor to heart 
failure, heart attack, stroke, and chronic kidney disease.9 

Data Source(s) Used to Measure Goal (document all that apply)  
The data source used to measure this goal will be claims data. 

V. Planned Interventions 
Intervention Type (document all that apply)  

1. Multifactorial communication to reinforce identification and diagnosis of hypertension  



 

2. Enrollee outreach via authenticated accounts and once yearly direct mail sent to those 
members that do not have an authenticated account for those that have not completed 
an annual wellness visit.   

3. Enrollee/Caregiver Engagement-utilize not only the Annual Wellness Visits but all visits 
to address high blood pressure 

4. Enrollee/Caregiver Engagement-outreach members not at goal for blood pressure or 
overdue for monitoring.  

5. Health Plan Care Management  

Description of Intervention (if applicable)  
1. The largest provider group in our Medicare Advantage Network utilizes a consistent 

robust multifactorial approach to raise visibility of evaluation and management of 
hypertension to deliver optimal care in blood pressure management 

2. Enrollee outreach via authenticated accounts if the member has signed up and once 
yearly direct mail sent to those members that do not have an authenticated account for 
those that have not completed an annual wellness visit.  Health plan diabetes outreach 
will now include messaging for high blood pressure. 

3. Utilize current outreach process to identify members that need Annual Wellness Visits 
and encourage member to schedule those preventive visits and manage chronic 
conditions. Continue current process of addressing high blood pressure at every visit. 
These interventions will increase the rate of preventive visits completed and number of 
members identified with high blood pressure. The health plan is in conversations with the 
largest provider group that serves the majority of this population.  This medical group is 
familiar with the Million Hearts Project that started in 2012 which was mentioned 
above.  The implementation of standard blood pressure measurement in Primary Care 
with auto average measurement for elevated BP readings using Omron in one of the 
larger clinics in 2007 and for all patients and supported the expansion of this process 
across the whole organization in 2019.  This medical group is currently using the Wizard 
tool developed by an internal research team to support Hypertension management, 
treatment plan and shared decision making with the patient for all populations. They also 
have a new Hypertension Analysis with robust outcome data.  Due the pandemic they 
have seen a significant drop in optimal care.  These barriers will be discussed further in 
the annual update. 

4. Utilize the Annual Wellness Visit to identify chronic conditions and schedule follow up 
screenings and identify risk of hypertension for members with high-normal blood 
pressure, who are overweight or obese, or who are African American.  Ensure the 
screenings are completed by providing outreach to those members and establish an 
individualized care plan for those members. This intervention will increase the rate of 
members who are appropriately identified and diagnosed with hypertension. 



 

5. The largest provider group follows the continuous improvement model and makes 
adjustments as necessary and currently have an initiative for those members not at goal 
or overdue for blood pressure monitoring will get a letter encouraging members to send 
readings back into my chart which will be manually updated as not automatic. 

6. Health Plan Care Management follows a standardized process to identify and engage 
members with chronic conditions and provide support through care management if 
appropriate 

VI. Measurement Methodology  
How progress will be measured? 

1. Identify Medicare Advantage members that have been diagnosed with hypertension in 
the previous year 

2. The number of members identified compared to the number of members that are 
diagnosed in the current year 

3. Member outreach: 
a. Identify Medicare Advantage members who need an annual wellness visit using 

internal data 
b. The number of members identified for outreach compared to the number who 

scheduled preventive visits 

4. Utilize Annual Wellness Visit (AWV): 
a. The Annual Wellness Visit will be used to identify chronic conditions and ensure 

screenings that are clinically appropriate 
b. Medicare Advantage members with the chronic condition of hypertension will be 

identified by the clinical team during the AWV and current process of addressing 
high blood pressure at every visit. The plan will conduct outreach to encourage 
them to complete an Annual Wellness Visit and develop care plan to manage 
high blood pressure 

c. Of those identified for outreach related to an Annual Wellness Visit, how many 
have completed the AWV  

5. Member outreach for blood pressure monitoring: 
a. Identify members and send letter to members not at goal for blood pressure or 

overdue for blood pressure monitoring 
b. The number of members identified for outreach compared to the number who are 

at goal for blood pressure or have been monitored 

6. Care Management Engagement: 
a. Identify members eligible for care management 
b. The number of members engaged in care management compared to the number 

who are eligible 
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Medical Record Documentation 
Description 
Medical record documentation standards should facilitate communication, coordination and 
continuity of care. HealthPartners conducts an annual audit to measure the quality of 
documentation of select indicators. The Medical Record Standards Advance Care Planning 
measure is a requirement under our DHS contract for State Public Program members. The 
measure includes PMAP, MNCare, MSHO and MSC+ members 19 years and older seen at 
primary care clinics.  

2021 Medical Record Documentation (DOS 2020) Indicators: 

Indicator Data Source Purpose Results   Action Plan 
Advance 
Directives – note 
in PCP medical 
record that 
member has had 
a discussion with 
provider or has an 
advanced care 
plan within the 
record 

Data set pulled for 
HEDIS – 
Preventive 
Services Public 
Program Members 
Up to Date – Adult 
(19 years and 
older) – same 
data specifications 
as HEDIS® 
Advance Planning 
in Care of the 
Older Adult 

Coordination of 
Care and 
adequacy of 
Medical Record 
Documentation 

Nineteen medical 
groups were 
included in the 
Medical Record 
documentation 
clinical indicator 
audit.  

Continue to 
monitor and report 
clinic specific 
results –2021 
Results letter sent 
to medical groups, 
requesting they 
work toward a 
specific goal of at 
least 20% in 2022.   

 

Goals 
HealthPartners will continue to monitor and report medical record audit data. The 2021 results 
letter from HealthPartners Quality and Compliance team notified medical groups of their 
performance on this measure and requested groups work to meet a specific goal of at least 20% 
in 2022.   

  



 

Opportunities for Improvement: Results/Outcomes 

  

Performance ranged from a high of 34.29% percent to a low of 0.00% percent. This report is a 
snap shot in time and performance is based on a sample of medical records.  The variability in 
performance may, in part, be due to sample size.  However, the levels of documentation do 
indicate a continued need to focus on this measure as the aggregate percentage for 2020 DOS 
was 15.2% overall. 

Interventions 
1. In January of 2016 Medicare initiated payment to physicians to discuss end of life care 

planning with patients. 

2. In response to the COVID-19 pandemic, the largest provider group in 2020 had identified 
areas of opportunity. These actions have continued 2021.  

a. Trained clinicians how to have these conversations and provide the 
tools/resources to do so 

i. Created clinician video how to “Have an ACP Conversation” (myLearning 
module) 

ii. Provided multiple resources ACP myPartner including clinician specific 
handbook 
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b. Created two new forms for EPIC documentation 
i. ACP/COVID Smartform 
ii. ePOLST (Provider Orders for Life Sustaining Treatment) 

c. Ability to track by race, language, country of origin and payer 

d. Expanded the ACP Guidance Committee to strategize and prioritize future plans 

3. In 2021 Two EPIC ACP projects were top priorities that were identified by the ACP FIT 
committee.  

a. What Matters Most will offer an identified area within Epic whereby clinicians can 
post information gathered through interviews with patients about what is most 
important in their lives.  This was already started with the hospice teams (and a 
slightly different version at Regions) with intent to roll out more broadly.   

b. There are also increased conversations with leaders and Epic teams related to 
exploring ACP opportunities within myChart.  

4. Code Status Alignment.  Great work is happening to align the Code Status policies.    

a. Focused on the inpatient side, hoping that this will also lead to some guidelines 
developed in the Ambulatory setting related to code status.  

5. Health Care Directive Revision and Implementation 

a. The new health care directives are now available and shared broadly 

b. This included the (slightly revised) short form as well as the long form with some 
significant changes.  The long form is now 4 pages and available in two versions 
- long form (only) or the long form with accompanying directions.  If it is the first 
time the patient is completing a health care directive, it is highly recommended 
using the form with directions.  All forms are also available in a PDF fillable 
format.   

6. The nature of the Annual Wellness Visit (AWV) supports the discussion between the 
provider and member on Advance Directives. There was a 17.9% conversion rate YT in 
2021. 

Barriers 
• The pandemic continued to impact preventive services in late 2021. 

o There was pent up demand for delayed services. 
o Health Systems experienced staffing shortages from front line staff to nurses and 

physicians. 

  



 

MSHO Model of Care Measurable Goals  
Accountable Owner: Emi Bennett Vo, Government Programs 

Member Populations Targeted  
 Commercial 
 Medicare Freedom (Cost) 
 Medicaid 

X MSHO 
 HPUPH 
 WI Marketplace 

 

Description 
The MSHO Model of Care describes the management, procedures, and operational systems 
that HealthPartners has in place to provide access to services, coordination of care and the 
structure needed to best provide services and care for the MSHO population. The current 
MSHO Model of Care is approved for years 2021-2022. We have not presented historical data 
because the Model of Care Measurable Goals can differ from previous approved versions. 

CMS requires plans to identify and define measurable goals and health outcomes for the Model 
of Care. 

In February 2022, HealthPartners submitted a new MSHO Model of Care to the Centers for 
Medicare & Medicaid Services (CMS) that will take effect in 2023.  The new Model of Care 
includes updated measurable goals. 

Goals, Results, Initiatives/Interventions 

MSHO Model 
of Care 
Measurable 
Goals 

Measurable Goals 
Description 

Results Initiatives/Interventions 

2021 2022 
 

Initial Health 
Risk 
Assessment 
Rates 

 

Achieve a 0.5% 
increase over the 2020 
baseline rate at the end 
of a three-year period 
for initial health risk 
assessments 
completed within 90 
days of each 
beneficiary’s initial 
enrollment. 

Not 
Met 

 The MSHO care coordination team 
continues to address timeliness and 
engagement of members in Initial HRA 
completion.  A Corrective Action Plan was 
issued in Nov 2021 since the goal was not 
achieved.  Interventions include 1) 
obtained approval to add staff to lower 
caseloads; 2) retrained Care Coordinator 
(CC) staff regarding MSC+ to MSHO 
transitions, timeliness expectations and 
members who decline participation; 3) an 
analysis identified individual CCs with 
performance issues and implemented 



 

MSHO Model 
of Care 
Measurable 
Goals 

Measurable Goals 
Description 

Results Initiatives/Interventions 

2021 2022 
 

focused training and performance 
monitoring; 4) established and trained CCs 
to new outreach timing expectations; and 
5) leveraged small team of CCs to make 
additional outreach to Unable to Reach 
members with January 2022 enrollment. 
Ongoing monitoring and quarterly reviews 
continue. 

Health Risk 
Assessment 
Reassessment 
Rates 

 

Achieve a 0.5% 
increase over the 2020 
baseline rate at the end 
of a three-year period 
for reassessments 
completed within 365 
days of the previous 
health risk assessment. 

Not 
Met 

 The MSHO care coordination team 
continues to address timeliness and 
engagement of members in Reassessment 
HRA (RHRA) completion.  Corrective 
Action Plans were issued in July 2020 and 
Nov 2021 since goals were not achieved 
either year.  In 2020, and due to the 
pandemic and then again to the civil unrest 
following George Floyd’s killing, care 
coordination staff pivoted to address 
member’s basic needs of food, shelter, 
medicine, healthcare, and safety rather 
than timeliness of annual assessments. 
Interventions included completing RHRAs 
by telephone or video visits that were 
previously completed in person. 
Interventions in 2021 included 1) obtained 
approval to add staff to lower caseloads; 2) 
retrained CC staff on tips to engage 
members who decline an RHRA and 
prompt processing of RHRAs returned by 
mail; 3) an analysis identified individual CC 
with performance issues and implemented 
focused training and performance 
monitoring; and 4) retrained CC staff 
regarding member outreach, timely 
assessments and thorough documentation 
of UTR members. Ongoing monitoring and 
quarterly reviews continue. 

Mammography 
– Breast 
Cancer 
Screening 

 

Accomplish a relative 
1.0% increase over the 
baseline of 69.4% from 
the 2019 HEDIS report 
reflecting 2018 dates of 
service at the end of a 
three-year period in the 

Met   In 2021, continued email notifications to 
authenticated accounts to complete Breast 
Cancer Screening. Also, created direct 
mail outreach in these languages: English, 
Spanish, Vietnamese and Somali. Care 
Coordinators encouraged members to 
complete Breast Cancer Screening. 
Achieved a rate of 70.4%. 



 

MSHO Model 
of Care 
Measurable 
Goals 

Measurable Goals 
Description 

Results Initiatives/Interventions 

2021 2022 
 

rate of breast cancer 
screenings. 

Annual 
Wellness Visit 
(AWV) Rates 

 

 

Achieve a 1.0% 
increase over the 2018 
dates of service 
baseline rate of 
30.18% per year over 
the three-year period 
for Annual Wellness 
Visits completed yearly 
for eligible enrollees. 

Met  In 2021, continued email notifications to 
authenticated accounts to complete the 
AWV.  Also, there was a direct mail 
campaign sent to those members who did 
not have an authenticated account. Care 
Coordinators encouraged members to 
complete the AWV. Achieved a rate of 
33.2%. 

 
HealthPartners performs an annual comprehensive review of the current measurable goals and 
health outcomes to determine if goals have met benchmarks and have been achieved. An 
evaluation of all measures is conducted to determine which measures will be continued, be 
reevaluated and redefined, or be removed and replaced with a new measure or outcome. 

Barrier Analysis 
Some barriers are discussed in the table above. 

In addition, when the Model of Care was written, the goals were written over a three-year period 
in anticipation of a three-year approval. However, NCQA only approved the Model of Care for 
two years, so the goal period now extends beyond the timeframe of the Model of Care. The 
decision was made to not update the goals since it would require re-submission of the Model of 
Care for review, and we will monitor 



 

2021 Over/Under Utilization Analysis: 
Inpatient Mental Health and Substance Use 
Disorder 
Summary 
Mental health and substance use disorder inpatient utilization for selected products is set for in 
Tables A1-2, B1-2, and C1-2 following this report. Data in red exceeds either the upper and/or 
lower threshold.  

When HealthPartners set thresholds, several years of historical data was included. Given year 
over year lowering of some days per 1000 outcomes. In 2015, HealthPartners rebased 
thresholds using more current experience data from 2011 – 2013. HealthPartners has provided 
insurance coverage for SNBC members for 5.5 years starting in 2016. Upper and lower 
thresholds have now been established for lengths of stay (“LOS”) for SNBC members starting in 
2020 due to enough data available. This population continues to be small and has a high 
number of members who have extended LOS for both mental health and substance use 
disorder conditions.  

Background 
HealthPartners has, through benefit design, network design and medical management policies 
and a structured continuum of care which includes appropriate clinical services and 
options.  Inpatient mental health and chemical health care are important components of the 
overall array of health services provided by HealthPartners. 

The behavioral health inpatient admission rate is potentially sensitive to various impacts related 
to both inpatient and other levels of care.  For example, over-use of inpatient services can result 
from under-use of outpatient and intermediate levels of care.  Under-use of inpatient resources 
can possibly result from over dependence on outpatient and intermediate levels of care despite 
increasing clinical complexity or from inadequacy in the number of contracted facilities.  The 
overall population of members diagnosed with behavioral health conditions may fluctuate with 
required changes such as in changing screening expectations or benefit sets.   

Another very powerful factor when looking at population data is the size of that population.  Very 
small populations can be subject to significant volatility based on a few outlier cases.  With a 
small population of only a few thousand for MSHO, it appears as if population size has 
contributed to utilization volatility.  

Results of the over- and under- utilization analysis for inpatient mental health and chemical 
health are reviewed annually.  Improvement actions, when required, are pursued with 
multidisciplinary input.  Thresholds for improvement action are based on local and national 
HEDIS performance for mental health and chemical health utilization.  



 

The present analysis is pursued to evaluate and track inpatient mental health and chemical 
health performance over time and to allow for additional attention, if the results fall outside 
established upper and lower thresholds.  When the upper or lower threshold is exceeded, 
additional analyses and/or corrective actions are pursued 

How Thresholds were Determined 
Thresholds for over-and-underutilization were developed using HealthPartners utilization 
performance for like products and like services. Standard statistical methods were employed to 
utilize data to determine appropriate upper and lower thresholds.  

The rationale for the process for setting thresholds based on actual experience within each 
product acknowledges that both benefits sets and typical health burden of members varies by 
product.  Using standard deviations and monthly averages to set measurement thresholds 
reflects a standardized and respected approach to quantifying and projecting targets and 
thresholds. 

For Medicaid, the upper threshold is the monthly average for the product/service type plus one 
standard deviation and the lower threshold is the monthly average minus one standard 
deviation. This applies to both mental health and chemical health separately. 

For MSHO, the upper threshold is the monthly average for the product/service type plus 30% 
and the lower threshold is the monthly average minus 30%. The reason for this is noted below. 

For SNBC, the upper threshold is the monthly average for the product/service type plus 30% 
and the lower threshold is the monthly average minus 30%. The reason for this is noted below. 

Due to the comparatively small MSHO and SNBC populations and associated low utilization of 
mental and chemical health services by these populations, this creates high variability in 
monthly utilization rates. Using a standard deviation to set over and under thresholds would not 
yield meaningful results. It is for these reasons, that a plus or minus 30% was used instead of a 
standard deviation. 

Findings 
The following thresholds were exceeded in MSHO product for Mental Health and Substance 
Use Disorder:  

• One (1) instance of the upper threshold exceeded.  
o MSHO – Substance Use Disorder threshold of 11.7 days per 1,000.  

 2021 exceeded the threshold with a LOS of 31.2 days per 1,000.  
• One (1) instance of the lower threshold exceeded.  

o MSHO – Mental Health threshold of 127 days per 1,000 
 2021 exceeded the threshold with a LOS of 120.8 days per 1,000.  

Medicaid and SNBC inpatient LOS were within established thresholds for mental health and 
substance use disorder.  

Relevance of the Data (See Tables E and F) 



 

Monitoring inpatient days per thousand for mental health and chemical health provides a global 
view of the effectiveness of behavioral health quality and utilization management programs, 
since the intent to these programs is to support improved continuity and coordination of care on 
an outpatient basis in efforts to decrease the likelihood of hospitalization. These programs 
include: 

• Complex Behavioral Health Care Coordination 
• Behavioral Health Disease Management (medication adherence) 

Quantitative Analysis 
No analysis is required for results that were within established thresholds i.e., Medicaid and 
SNBC. Dill down analysis was completed for thresholds that were exceeded. That drill down 
data analysis can be found in Tables A1-2, B1-2, and C1-2. Again, thresholds that were 
exceeded are indicated in red.  

Facility Analysis 
Data was gathered to analyze the five (5) highest volume psychiatric hospitals where members 
were admitted. Those facilities are Abbott Northwestern, University of Minnesota Medical 
Center, Regions, Mercy, and United hospitals. The analysis includes 1) average LOS for each 
hospital; 2) Annual Admission rates and 30-day readmission rates; Annual admission rates and 
60 readmission rates.  

Average Length of Stay (See Table D1) 
Overall, average LOS increased from 2020 to 2021, including three (3) hospitals had a higher 
average LOS than the previous year. Two (2) had a decline in average LOS over the previous 
year. Median LOS was essentially unchanged year over year. Abbott Northwestern had the 
highest average LOS while Regions had the lowest in 2021.  

30 Day Readmission (See Table D2)  
Overall, 30-day readmission rate decreased from 2020 to 2021, while total admissions remained 
essentially the same. Two (2) hospitals had an increase in 30-day readmission from the 
previous year. Only one (1) hospital has a statistical increase in 30-day readmission. All other 
hospitals saw a decrease in 30-day readmission. In 2021, Mercy had the highest 30-day 
readmission rate (10.08%) but was a 1.18% decrease from 2020. United had the lowest 30-day 
readmission rate as well as the largest decrease in 30-day readmission from 8.89% in 2020 to 
5.26% in 2021.  

60 Day Readmission (See Table D3) 
Overall, 60-day readmission rate increased from 2020 to 2021, while total admission remained 
essentially the same. Three (3) hospitals had an increase in 60-day admission year over year. 
Two (2) of those hospitals saw an increase of over 2% from 2020. Mercy had the highest 
readmission rate of 17.09% in 2021. United had the lowest readmission rate of 10.53%.  

  



 

Qualitative Analysis 
The COVID-19 pandemic, social unrest, as well as personal financial uncertainty have resulted 
in an increase in anxiety, depression, and substance abuse among members that, for some 
members, require treatment on both an inpatient and/or outpatient basis. This influx has 
exacerbated limited inpatient and outpatient availability in multiple ways i.e. long wait times for 
appointments, lack of providers taking new patients, and provider fatigue due to burnout, 
retirement, or area access. While external factors are generally out of the control of the 
HealthPartners, we have made efforts to mitigate the effect on members through multiple 
avenues.  

Related to substance use exceeding the upper threshold, there has been a striking increase in 
the need, not just for inpatient treatment services, but also all step-down services for 
continuation of treatment. More severe and persistent substance use has required longer stays 
for acute treatment. Further, the need for step down services has placed pressure on the limited 
amount of SUD programs for members to be accepted into upon discharge from an inpatient 
setting in order for the member to succeed in treatment. As far as underutilization of Mental 
Health inpatient services, COVID had created patients likely being discharged due to concern 
for potential infection, influx of mental health conditions, and necessity for creating open beds in 
order to provide treatment as much as possible.  

HealthPartners has been quick to deploy and refine processes to allow our members to utilize 
telehealth services with providers. Telehealth services have been instrumental in tackling 
access to care not just for members in metro and other city areas, but especially for rural 
members where there is a lack of providers for in person services. The limited availability for 
outpatient services in rural areas contributes to the overall utilization of inpatient services. By 
being able to get a member into outpatient services the likelihood of inpatient stabilization 
decreases.  

Moreover, HealthPartners has been revising and refining case management services for 
members to more effectively set the member up for success during hospitalization and after 
discharge. Better communication between hospital providers, outpatient providers, pharmacy, 
and case management through treatment team meetings, electronic health records, decreases 
the potential for avoidable readmission for stabilization. In addition, HealthPartners is working 
with members to find providers that have a social and/or cultural similarity. Members that have a 
connection with their provider are more likely to seek treatment services and better adhere to 
treatment goals to improve their outcome.  

HealthPartners strives to provide the best case management services for its members. We 
continuously look to improve processes, as necessary, to better accommodate needs in an 
effective and efficient way for our members and the organization.  

Actions Taken to Address Over or Under Utilization and Any Issues 
Identified in Data Analysis 

• In order to focus more directly on reducing readmissions, our inpatient Behavioral Health 
Case Management program was redefined.  Less attention is paid under the new model 



 

to collecting potentially avoidable delays during an inpatient stay. More attention is now 
paid to relapse prevention planning using teach back methods with patients once they 
are home and assuring outpatient care is adequate. 

• Behavioral Health Case Manager has also implemented the Primary Case Manager 
Model which reassigns any member identified for BH Case Management back to the 
case manager they may have previously worked with, if they were not established with 
case management at the time of admission. This case manager, who is familiar to the 
member, supports the member throughout the admission and post-discharge for ongoing 
support. This model recognizes the benefits rapport and relationships established 
between members and case managers has when it comes to engaging the member in 
ongoing case management and supporting them between the transition from 
hospitalization to post-hospitalization, a time of high-risk for relapse and readmission. 

• In efforts to better support the members with substance use disorders, improve 
transitions to appropriate levels of care, and assess ongoing substance use and needs, 
a Behavioral Health Case Manager licensed in Alcohol and Drug Counseling (LADC) 
was assigned to members admitted to inpatient care for substance use. 

• Utilization Management updated the inpatient coverage policy to indicate inpatient stays 
at in-network hospitals will be subject to review on day 13 of the stay to help manage 
length of stays and costs.  As part of this review process, UM staff may consult with 
Behavioral Health Case Managers who are engaged with and supporting members who 
are receiving this review.  Conversely, case managers are also encouraged to consult 
with Utilization Management if they are working with a member admitted to the hospital 
who doesn’t appear to require an inpatient level of care. 

• We will continue to monitor and improve our program based on data we gather over 
time. 

Monitoring of Effectiveness of Interventions  
• A more in-depth analysis of readmission data was completed in 2017, in order to assess 

the impact on subsequent psychiatric readmission rates over time.   
o Readmission rates at 30 and at 60 days shown a stable LOS over the course of 

three the previous years by facility. 
o The demographics of our Medicaid population changed significantly (more urban 

and less rural) in 2017. This makes direct comparability of data more difficult. 
o We have continued to improve our process to focus more on clinically impactful 

interventions and engagement and less on administrative tasks and 
documentation.  We hope to see positive impacts over time.   

Conclusion  
• There have been ten years of collaboration between HealthPartners health plan and our 

4 highest volume hospitals to identify and create action plans regarding potentially 
avoidable admissions, potentially avoidable inpatient days due to delays in care delivery.  



 

In 2017 foundation was developed for shifting more attention from inpatient progression 
of care to reducing inpatient readmissions.  We have been continuously refining our 
processes and implement new work flows since 2017.  

• Also, over the past ten years there has been extensive collaborative work among 
inpatient facilities regarding more efficient use of inpatient behavioral health beds 
through collaboration with treatment teams and continuous evaluation of the 
effectiveness of the inpatient treatment.  

• Over the past ten years, state hospitals have downsized and closed, therefore some of 
the most complex cases have stayed for increasingly longer stays at community 
hospitals. This includes patients who are complicated with both psychiatric and medical 
conditions. These complex patients have few appropriate discharge settings and 
therefore remain beyond typical lengths of stay in inpatient psychiatric hospitals in the 
community. A new rule by the Department of Health and Human Services in 2016 giving 
transfer of individuals with mental illness from jails to Anoka Regional Treatment Center 
(the sole state hospital in Minnesota) has virtually eliminated transfers from community 
hospitals to the longer length of stay at the state hospital. 

• While aggregate median length of stay is lower at the 5 major hospitals, 30 and 60 day 
readmission rates remain stable over the past three.  Although the raw numbers of 
behavioral health admissions in 2017 are up, this is probably due to having more 
HealthPartners members, especially due to having more Medicaid members who have 
higher prevalence of Severe and Persistent Mental Illness than other products, the 
average length of stay, 30 and 60 day readmission rates remains stable.  

• In addition to the membership, the COVID-19 pandemic has added an extra layer of 
complexity and uncertainty in providing case management to a growing segment of the 
population.   

  



 

Quantitative Analysis of Utilization 
Medicaid 
Table A1: Mental Health 

 Measures Actual Performance Thresholds 
   Upper Lower 
2019 DOS  
 Admits/1000 10.84   
 ALOS 9.05   
 Days/1000 98.14 114.8 74.3 
2020 DOS  
 Admits/1000 8.8   
 ALOS 8.5   
 Days/1000 74.4 114.8 74.3 
2021 DOS  
 Admits/1000 8.9   
 ALOS 8.7   
 Days/1000 77.1 114.8 74.3 

 

Table A2: Substance Use Disorder 

 Measures Actual Performance Thresholds 
   Upper Lower 
2019 DOS  
 Admits/1000 5.45   
 ALOS 4.88   
 Days/1000 26.57 36.9 20.6 
2020 DOS  
 Admits/1000 4.6   
 ALOS 4.6   
 Days/1000 21.2 36.9 20.6 
2021 DOS  
 Admits/1000 4.8   
 ALOS 4.49   
 Days/1000 21.8 36.9 20.6 

 

  



 

MSHO 
Table B1: Mental Health 

 Measures Actual Performance Thresholds 
   Upper Lower 
2019 DOS  
 Admits/1000 8.91   
 ALOS 11   
 Days/1000 98 235.8 127 
2020 DOS  
 Admits/1000 10.5   
 ALOS 14.52   
 Days/1000 152.5 235.8 127 
2021 DOS  
 Admits/1000 10.4   
 ALOS 11.62   
 Days/1000 120.8 235.8 127 

 

Table B2: Substance Use Disorder 

 Measures Actual Performance Thresholds 
   Upper Lower 
2019 DOS  
 Admits/1000 2.23   
 ALOS 3.38   
 Days/1000 7.52 11.7 6.3 
2020 DOS  
 Admits/1000 4.3   
 ALOS 2.65   
 Days/1000 11.4 11.7 6.3 
2021 DOS  
 Admits/1000 8.9   
 ALOS 3.51   
 Days/1000 31.2 11.7 6.3 

 

  



 

SNBC 
Table C1: Mental Health 

 Measures Actual Performance Thresholds 
   Upper Lower 
2019 DOS  
 Admits/1000 83.33   
 ALOS 12.86   
 Days/1000 1072.01 NA NA 
2020 DOS  
 Admits/1000 78.4   
 ALOS 11.54   
 Days/1000 904.6 1157.8 623.4 
2021 DOS  
 Admits/1000 73.5   
 ALOS 10.96   
 Days/1000 805.5 1157.8 623.4 

 

Table C2: Substance Use Disorder 

 Measures Actual Performance Thresholds 
   Upper Lower 
2019 DOS  
 Admits/1000 11.79   
 ALOS 6.73   
 Days/1000 79.29 NA NA 
2020 DOS  
 Admits/1000 11.7   
 ALOS 6.83   
 Days/1000 79.99 129.3 69.6 
2021 DOS  
 Admits/1000 17.9   
 ALOS 5.96   
 Days/1000 106.6 129.3 69.6 

 

  



 

Average Length of Stay and Median Length of Stay 
Table D1 

 2019 2020 2021 
 Avg. LOS Median 

LOS 
Avg. LOS Median 

LOS 
Avg. LOS Median 

LOS 
Abbott NW 7.58 5 8.70 5 9.16 6 
Regions 6.15 3 6.23 3 6.43 3 
Mercy 7.66 4 6.30 4 8.04 4 
United 8.21 5 7.12 5 6.47 5 
Univ. of MN 6.74 4 6.94 5 6.57 4 
Total 6.97 4 6.89 4 7.14 4 

 

30 Day Readmission to Any Acute Inpatient Psychiatric Facility 
Table D2 

 2019 2020 2021  
 Total 

Admit 
Readmits Readmit 

Rate 
Total 
Admit 

Readmits Readmit 
Rate 

Total 
Admit 

Readmits Readmit 
Rate 

Abbott 
NW 

377 32 8.49% 300 22 7.33% 309 26 8.41% 

Univ. of 
MN 

878 55 6.26% 680 52 7.65% 628 47 7.48% 

Regions 652 45 6.90% 607 50 8.23% 630 52 8.25% 
Mercy 412 45 10.92% 364 41 11.26% 357 36 10.08% 
United 183 9 4.92% 167 15 8.98% 209 11 5.26% 
Total 2502 186 7.43% 2118 180 8.50% 2133 172 8.06% 

 

60 Day Readmission to Any Acute Psychiatric Facility 
Table D3 

 2019 2020 2021  
 Total 

Admit 
Readmits Readmit 

Rate 
Total 
Admit 

Readmits Readmit 
Rate 

Total 
Admit 

Readmits Readmit 
Rate 

Abbott 
NW 

377 44 11.67% 300 28 9.33% 309 38 12.30% 

Univ. of 
MN 

878 87 9.91% 680 73 10.74% 628 74 11.78% 

Regions 652 65 9.97% 607 75 12.36% 630 74 11.75% 
Mercy 412 67 16.26% 364 54 14.84% 357 61 17.09% 
United 183 14 7.65% 167 19 11.38% 209 22 10.53% 
Total 2502 277 11.07% 2118 249 11.76% 2133 268 12.6% 

 

  



 

Behavioral Health Case Management 
Table E1 

Outpatient Complex Care Coordination:  

 Full Year 2020 Full Year 2021 
Identified Participation 

Numerator 
Participation 
Denominator 

Total 
% 

Identified Participation 
Numerator 

Participation 
Denominator 

Total 
% 

Medicaid 4549 1511 4132 36.6 4573 1463 4142 35.3 
MSHO 17 17 17 100 19 17 17 100 
SNBC 822 308 710 43.4 813 191 688 27.8 

 

Table E2 

Inpatient Complex Care Coordination:  

 Full Year 2020 Full Year 2021 
Identified Participation 

Numerator 
Participation 
Denominator 

Total 
% 

Identified Participation 
Numerator 

Participation 
Denominator 

Total 
% 

Medicaid 1355 1306 1317 99.2 1448 1389 1406 98.8 
MSHO 33 33 33 100 36 36 36 100 
SNBC 263 256 259 98.8 226 2013 214 94.9 

 

Four Behavioral Health Disease Management Programs 
• Depression Disease Management is delivered through the On Your Way™ program. 

o This program is designed to support members newly starting antidepressant 
medication for depression.  

o Six months of newsletters, refill reminders and prescriber alerts for past due 
medications supports better antidepressant adherence which is associated with 
better clinical and functional outcomes; 

o The top portion of Table H contains identification and participation rates. 

• Disease Management for Bipolar Disorder and for Schizophrenia is delivered through 
the Moving Forward™ program. 

o This program is designed to provide ongoing support for members with bipolar 
disorder or schizophrenia. 

o Quarterly newsletters, refill reminders and prescriber alerts for past due 
medications supports better mood stabilizer and antipsychotic medication 
adherence which is associated with better clinical and functional outcomes; 

o The second portion of Table H contains identification and participation rates. 

• Disease Management for Chemical Dependency Relapse prevention is delivered 
through the Step by Step™ program. 

o This program is designed to provide ongoing support for members with chemical 
dependency and on anti-craving medications. 



 

o Refill, overdue refill reminders and prescriber alerts for past due medications 
supports medication adherence to reduce the likelihood of chemical dependency 
relapse. 

o The third portion of Table H contains identification and participation rates. 

• Disease Management for Anxiety/Benzos is delivered through the Day by Day program.  
o This program is designed to support for members starting benzodiazepines for 

anxiety by providing educating regarding potential dangers of long-term 
benzodiazepine use. 

o Personalized letters around their medication and newsletters around anxiety 
management are provided to promote appropriate use of anti-anxiety medication. 

o The fourth portion of Table H contains identification and participation rates. 

Table F 

 Full Year 2019 Full Year 2020 Full Year 2021 
 Total 

ID 
Participation Total 

ID 
Participation Total 

ID 
Participation 

On Your 
Way 

         

MSHO 222 201 91% N/A N/A N/A N/A N/A N/A 
Medicaid 4028 3644 90% 411 410 100% 946 945 100% 
SNBC 0 0 0% 24 24 100% 43 43 100% 
Moving 
Forward 

         

MSHO 0 0 0% N/A N/A N/A N/A N/A N/A 
Medicaid 844 738 98% 831 831 100% 836 836 100% 
SNBC 0 0 0% 300 300 100% 222 222 100% 
Step by 
Step 

         

MSHO 9 9 100% N/A N/A N/A N/A N/A N/A 
Medicaid 548 511 93% 6 5 83% 29 17 59% 
SNBC 0 0 0% 1 1 100% 2 2 100% 
Day by 
Day 

         

MSHO N/A N/A N/A N/A N/A N/A N/A N/A N/A 
Medicaid N/A N/A N/A 202 202 100% 480 480 100% 
SNBC N/A N/A N/A 26 26 100% 50 50 100% 

 

 

 

 

  



 

 

Behavioral Health Case Management 
Hospital Readmission Rates: Managed Comprehensive Care 
Advocacy Members 

Accountable Owner  
Comprehensive Care Advocacy, Jill Davis, Dana Baillet, and Matt Cline 

Member Populations Targeted  
X Commercial 
X Medicare Freedom (Cost) 
X Medicaid 
 MSHO 
 HPUPH 

X WI Marketplace 
 

Description 
HealthPartners’ Comprehensive Care Advocacy department has an ongoing initiative to reduce 
avoidable hospital readmissions through care coordination initiatives.  

Members identified for Comprehensive Care Advocacy programs have multifaceted medical and 
behavioral health conditions and are at high risk for future hospitalization. Reduction of hospital 
readmission rates continues to be a priority for care systems, health plans and the Centers for 
Medicare and Medicaid Services.  According to quantitative studies, quality and patient safety 
are compromised during the vulnerable period when patients transition between different 
settings because of high rates of medication errors, incomplete or inaccurate information 
transfer, and lack of appropriate follow-up care.  These studies have shown that interventions 
such as personalized transition care, medication reconciliation, and post hospital telephone calls 
with education and linkage to community resources can reduce hospital readmission rates.  
JAMA Intern Med 2016 May 1 

Multiple factors outside the direct control of hospitals affect health care outcomes.  Health starts 
in our homes, neighborhoods, and families.  In addition to eating well, staying active and doing 
preventative care, our health is influenced by access to social and economic opportunities; the 
resources and supports available in our homes, neighborhoods, and communities; the quality of 
our schooling; the safety of our workplaces; the cleanliness of our water, food, and air; and the 
nature of our social interactions and relationships. By working to establish policies that positively 
influence social and economic conditions and those that support changes in individual behavior, 
we can improve health for large numbers of people in ways that can be sustained over time. 
HealthyPeople2020 goals and initiatives continue to be reflected into HealthyPeople2030. 



 

The COVID-19 pandemic has added new challenges to households with home schooling, work 
from home, job loss, isolation, loneliness.  This has challenged individuals’ resilience and coping 
skills.  

In 2020 with the availability of vaccines and decrease in COVID-19 cases, there was a 
loosening of restrictions on hospital visitation policies as well as an increase in scheduled 
surgeries and admissions.   

Goals 
The objective for this initiative is to reduce the percentage of actively managed Comprehensive 
Care Advocacy members who had an inpatient readmission within 30 days of a previous 
hospital admission. 

The population includes actively managed patients enrolled in Comprehensive Care Advocacy’s 
Complex, Disease, and Behavioral Health programs who had an inpatient admission with a 
length of stay > 0 within 30 days of a previous admission, a case actively managed in the 
reporting period and admission dates in the reporting period. Authorization/notification data was 
gathered from CCA’s case management system to identify admission dates.  

Numerator 
Number of readmissions for the denominator population.  An admission is considered a 
readmission when the admit date is within 30 days of the discharge date of the previous 
admission.   

Denominator 
Number of admissions for Medical Complex, Behavioral Health Complex, and Core Disease 
Management members who were actively managed in the reporting period and had at least one 
admission in the reporting period.  Admission information is sourced from paid claims data. 

Baseline and Goal 
There is a universal definition for the reporting criteria for complex, disease, and behavioral 
health programs.  Each program has a unique readmission rate and baseline. 

Complex Case Management  
Baseline:  Reporting definitions to capture Readmission Rates were defined in 2021 combining 
claims based and CarePartner data. A new baseline was established in 2020 which was 23.6%.   

2021 Goal:  In 2020 our readmission rate was 23.6%. Our 2021 goal for the Complex Case 
Management readmission rate was 23.6 % based on 2020 baseline. 

Disease Case Management  
Baseline:  Reporting definitions to capture Readmission Rates were defined in 2021 combining 
claims based and CarePartner data.  Baseline data was established in 2020 which was an 8.2% 
readmission rate. 

 



 

2021 Goal:  In 2020 our readmission rate was 8.2%.  Our 2021 goal for Disease management 
was to maintain or reduce the rate from the 2020 baseline of 8.2%. 

Behavioral Health Case Management  
Baseline:  Reporting definitions to capture Readmission Rates were defined in 2021 combining 
claims based and CarePartner data.  Baseline data was established in 2020 which was a 16.1% 
readmission rate. 

2021 Goal:  In 2020 our readmission rate was 16.1%.  Our 2021 goal for Behavioral Health 
Case Management was to maintain or reduce the rate from the 2020 baseline of 16.1%. 

Initiatives/Interventions  
Case managers provide post-discharge support for members, participating in Comprehensive 
Care Advocacy management programs, who experience a hospital admission.  This support can 
include the following actions: 

1. Enhanced engagement methods to meet the member needs, including digital notification 
regarding our services to high-risk members with HealthPartners web-based accounts. 

2. Complex Care Navigators provide in person transition support to those at highest risk for 
readmission. Due to the COVID-19 pandemic, the in-person transition support pivoted to 
video visit support. 

3. Reinforced the benefits of virtual clinic/provider visits, and the importance and 
effectiveness of COVID-19 precautions for in-person clinical visits. 

4. Assessment and care planning with interventions tailored to address the member’s 
unique needs, social determinants, barriers, and identified clinical gaps in care. 

5. Close collaboration with care team members including PCPs and health care home 
nurses, home care providers, pharmacy resources, and community-based providers. 

6. Connection to Medication Therapy Management (MTM) services for members with 
complex medication regimens or medication adherence concerns. 

7. Facilitated maximization of available community resources. 

8. Inpatient Case Management services to support real time identification and engagement 
of high-risk members to ensure milestones and care plans are implemented before 
discharge. 

9. Targeted regional area support by Inpatient Case Navigators to provide with in-person 
transitions of care and connection to resources. The in-person support transitioned to 
video visit support during the pandemic.  

10. Coordination of Behavioral Health care upon discharge to support ongoing management 
of mental and chemical health needs. 



 

11. New digital application, myStrength, to allow members to participate in individualized 
online cognitive behavioral therapy. 

Additionally, case managers received the following trainings in 2021 to further enhance their 
expertise in working with members to reduce avoidable hospital readmissions: 

1. Motivational Interviewing:  Motivational Interviewing is a style of arranging conversation 
that allows individuals to explore their motivations and reason for change, while 
considering how difficult it is to make behavioral changes. Case managers use this 
approach to improve member health by assisting members to identify internal motivation 
and encouraging them to make a commitment to positive change. 

2. Shared Decision Making: Shared Decision Making is a crucial component of patient-
centered health care, wherein both the member and disease manager contribute to the 
decision-making process. Case managers and members come together to make 
decisions and set goals based on clinical evidence that are consistent with the member’s 
preferences and values.  

3. Social Determinants of Health:  Social Determinants of Health are conditions in the 
places where people live, learn, work, and play that affect health risks and outcomes.  
The case managers were trained in assessing and mitigating these conditions using a 
number of internal and community resources. 

4. Added EMR capabilities with our regional partners to enhance our communication with 
providers and support the physician’s plan of care. 

5. Medical Director led monthly COVID-19 updates and trainings related to case 
management, importance of primary care, precautions, and new learnings. 

6. Clinical case consultations with Medical Director or Psychiatrist involvement to provide 
case managers with condition-, treatment-, and member-specific input. 

7. Enhanced training on the cultural impacts on health care and access, such as 
Transgendered Services, American Indians and Mental Health, Health Literacy, and 
Rural Mental Health. 

8. Case managers participate in well-being activities and occasional webinars to support 
their own resilience and coping. 

Barrier Analysis 
COVID-19 has added an additional challenge in establishing and comparing accurate baseline 
data.  The regulations, variants, and vaccines have provided a changing health landscape.  It 
may be beneficial to establish new baselines after the pandemic has been deemed endemic 
and the health care landscape has settled. 

There are challenges related to the reduction of avoidable hospital readmissions.  Examples 
include medication adherence, health literacy, family/caregiver support, and social determinants 



 

of health such as transportation and cultural barriers. Seasonality impacts such as influenza and 
related respiratory issues complicated by the COVID-19 variants during the winter months also 
add to this challenge. 

There are ongoing opportunities to reduce avoidable hospital readmissions. Case managers will 
continue to utilize Shared Decision Making and Motivational Interviewing to help members and 
families identify their personal goals for their plan of care.  Case managers will contact patients 
post discharge to support them through this transition and communicate with their primary care 
team regarding any identified concerns or barriers the member is experiencing. Additionally, 
care navigators will provide in person/video transition support to our highest risk members.  

Gaps in Care 
Case managers work closely with discharged members to close gaps in care encountered post 
discharge. These gaps often center around social determinants of health, diversity and equity, 
and health care system limitations that create challenges to members accessing care. When 
members experience issues such as obtaining reliable transportation to appointments, 
establishing care with a provider of their preferred language or ethnicity, or identifying a provider 
taking new patients, they may struggle to adhere to care recommendations, resort to using more 
urgent or emergent levels of care, or avoid care altogether until their needs require 
hospitalization. 

To assist in closing gaps in care, case managers use the strong partnerships and ACO 
relationships that HealthPartners has developed with care delivery systems to facilitate 
collaborations with the care team.  This allows for real time interactions to address and solve 
member needs. 

Case managers have knowledge of and access to community supports and resources.  Case 
managers enable member connections to resources related to specific needs and gaps in care.  

Examples of these resources include but are not limited to: 

1. NowPow; a personalized community referral platform  
2. National Alliance for Mental Illness (NAMI); educates, advocates, and leads to improve 

the lives of people with mental illness  
3. Make It OK; a campaign to reduce the stigma of mental illness 
4. Language Line; telephonic interpreter services 
5. Maternal/Child resources – Doulas, Healthy Beginnings, Help Me Grow 
6. County Connections 
7. Senior Linkage Line, Disability HUB, Veterans Linkage Line, MinnesotaHelp 

 

  



 

Opportunities for Improvement: Results/Outcomes 
Complex Case Management  
The 2021 goal for the Complex Case Management readmission rate was 23.6%. The 2021 
measurement period results were 22.5% for members engaged in Complex Case Management. 
Although we achieved our goal, this continues to be an area of focus. All interventions for this 
initiative have been integrated into standard care coordination processes and this initiative will 
continue in 2022.  

Disease Case Management 
The 2021 goal for the Disease Case Management readmission rate was 8.2%. The 2021 
measurement period results were 4.7% for members engaged in Disease Case Management. 
Although we achieved our goal, this continues to be an area of focus and assessment. All 
interventions for this initiative have been integrated into standard care coordination processes 
and this initiative will continue in 2022.  

Behavioral Health Case Management 
The 2021 goal for the Behavioral Health Case Management readmission rate was 16.1%. The 
2021 measurement period results were 16.6% for members engaged in Behavioral Health Case 
Management.  This continues to be an area of focus and assessment. All interventions for this 
initiative have been integrated into standard care coordination processes and this initiative will 
continue in 2022.  

  



 

2021 CCA Readmission Rates 
Denominator: 
Number of admissions for Medical Complex, Behavioral Health Complex, and Core DM patients 
who were actively managed in the reporting period and had at least 1 admission in the reporting 
period.  Admission information is sourced from paid claims data. 

Numerator:  
Number of readmissions for the denominator population.  An admission is considered a 
readmission when the admit date is within 30 days of the discharge sate of the previous 
admission.   

 

 

 

 

  



 

Continuity and Coordination of Medical Care 
Introduction 
Improving coordination of care is one of HealthPartners’ core strategies for delivering on our 
mission and the Triple Aim of improved health, experience, and affordability. Overall, continuity 
and coordination of care improvement initiatives promote efficient, effective, and safe care for 
members when they are transitioning between levels of care or receiving care from multiple 
providers. More specifically, continuity and coordination of medical care is the facilitation, across 
transitions and settings of care of: 

• Patients getting the care or services they need, and 
• Practitioners or providers getting the information they need to provide patient care. 

HealthPartners monitors and takes action, as necessary, to improve continuity and coordination 
of care across the health care network. During 2021, HealthPartners continued to monitor the 
following aspects of continuity and coordination of medical care: 

Monitor 1 All cause readmission rates  Movement across settings 
Monitor 2 Low-intensity emergency room utilization  Movement across settings 
Monitor 3 Provider satisfaction the timeliness and 

completeness of patient care information 
they receive from other types of providers 

Movement between 
practitioners 

Monitor 4 Postpartum visit rate  Movement across settings 
 

This report describes the relevance of the measure, monitoring methodology, results, analysis, 
and actions for each monitor. Monitors are applicable to both the Commercial and Marketplace 
product lines.  

Monitor 1: Readmission ratios (QI 3 A Factor 2) 
Methodology 
HealthPartners used the HEDIS inpatient readmission measure as our core metric. This 
measure is relevant to the HealthPartners population because inpatient readmissions are an 
indicator of potential gaps in care that surface after discharge. Reduction of hospital 
readmission rates continues to be a priority for care systems, health plans and the Centers for 
Medicare and Medicaid Services.  According to quantitative studies, quality and patient safety 
are compromised during the vulnerable period when patients transition between different 
settings because of high rates of medication errors, incomplete or inaccurate information 
transfer, and lack of appropriate follow-up care.  (JAMA Intern Med 2016 May 1). Our 
Comprehensive Care Advocacy department also notes that the COVID-19 pandemic has added 
new challenges to households with home schooling, work from home, job loss, isolation, 
loneliness.  This has challenged individuals’ resilience and coping skills.   

 



 

Readmissions may result when patients do not receive needed follow-up care, don’t understand 
self-care after discharge or because primary care providers do not have all the information they 
need to develop an effective treatment plan to manage the patient’s condition. The commercial 
readmission goal was set based on improving HealthPartners performance to Band 3. Results 
of this measure over multiple years are noted below in the Results section. Numerator and 
denominator are not included in the chart as this measure is calculated as a ratio instead of as a 
rate. We use the ratio measure, as it evaluates our performance considering the risk of the 
measured population. Results have been audited by an NCQA-accredited certification vendor. 

 

Commercial Results  
 2015 2016 2017 2018 2019 2020 

Old 
Measurement 

Specs 

2020 
New 

Measurement 
Specs 

HEDIS 
MY 

2020 

Indicator 
title 

HEDIS All Cause Readmissions: Observed to expected ratio – Commercial  

Ratio 0.6914 0.8815 .8734 .7582 0.6569 0.6060 0.5141 0.5447 
Statistical 
Significance 
Test & 
Results 

There were major changes in the measure specifications for HEDIS 2020, however, 
we have calculated the rate with both the old and new methodology to allow for 
trending and significance testing. 

Performance 
goal 

HealthPartners historical goal was to achieve band 3 performance and we met goal in 
2018 and 2019.  Due to the pandemic, benchmark performance was not publicly 
reported for the 2020 report period. However, 2020 performance as measured by the 
2019 HEDIS methodology trended downward and we would have met goal in 2020 if 
the benchmarks had remained constant. For 2021 we moved our goal to Band 2 
because our performance at Band 3 was stable and we believed we could make 
further improvements. NCQA published benchmarks for HEDIS MY 2020 and we 
performed at Band 3 and did not meet our Band 2 goal.  

 

 

Wisconsin Marketplace Results  
 2015 2016 2017 2018 2019 2020 

Old 
Measurement 

Specs 

2020 
New 

Measurement 
Specs 

HEDIS 
MY 

2020 

Indicator 
title 

HEDIS All Cause Readmissions: Observed to expected ratio – WI Marketplace 

Ratio NA NA Product 
launched 

0.0000 0.8200 0.4510 0.8143 0.3880 

Statistical 
Significance 
Test & 
Results 

Ratio is calculated, but not statistically significant because there were only 5 
readmissions out of 83 hospitalizations for 2020. There were major changes in the 
measure specifications for 2020, however, we calculated the rate using both the old 
and new methodology to allow for trending and significance testing.  



 

Performance 
Goal 

HealthPartners’ historical goal is to attain commercial HEDIS measure band 3 for both 
the commercial and the marketplace products.  Due to the pandemic, NCQA did not 
publicly report benchmark performance. 2020 performance as measured by the 2019 
HEDIS methodology trended downward and we would have met goal in 2020 if the 
benchmarks had remained constant. NCQA published benchmarks for HEDIS MY 
2020 and we met goal, performing at Band 1. This measure is very volatile due to low 
membership in the population with just over 3,000 members in 2020. 

 

Quantitative Analysis (QI 3 A Factor 3) 
HealthPartners uses HEDIS readmission rates to assess potential gaps in coordination of care. 
As a result of varied strategies deployed to reduce inappropriate readmissions, overall 
commercial results improved between 2016 and 2019 and we achieved our goal of Band 3 
performance in both 2018 and 2019 and would have met goal in 2020 if benchmarks had 
remained constant. Based on these results, HealthPartners appears to be maintaining steady 
performance on this measure. We have chosen to continue our focus on this measure, but 
increase our goal to Band 2 for HEDIS MY 2020 and will also use this as a monitor in 
subsequent years. We did not achieve Band 2 performance in 2020 and see the opportunity to 
improve our performance.  

Qualitative Analysis (QI 3 A Factor 3) 
As noted above, quantitative analysis shows that our HEDIS MY 2020 results did not meet goal 
of Band 2 performance. Reporting conducted by our Comprehensive Care Advocacy area 
helped identify member populations that had the highest readmission levels. These populations 
include members who participate in the following programs:  

• Complex case management – top opportunity to reduce readmissions 
• Cancer disease management 
• Healthy Pregnancy 

Transplant patients were also at higher risk of readmission. A subset of these patients also 
participate in complex case management.  



 

 

Our Comprehensive Care Advocacy area also sights these additional barriers. COVID- 19 has 
added an additional challenge in establishing and comparing accurate baseline data.  The 
regulations, variants, and vaccines have provided a changing health landscape.   

There are challenges related to the reduction of avoidable hospital readmissions.  Examples 
include medication adherence, health literacy, family/caregiver support, and social determinants 
of health such as transportation and cultural barriers. Seasonality impacts such as influenza and 
related respiratory issues complicated by the COVID- 19 variants during the winter months also 
add to this challenge. 

Barrier Opportunity Selected for 
Improvement? 

Data analysis identifies 
highlight complex patients as 
one of the populations at 
greatest risk for readmission. 
This population struggles with 
a variety of different 
challenges in managing their 
health.   

Implement additional care 
coordination supports targeted 
toward this high-risk population. 

Yes – there is significant 
opportunity with this 
population.  

HealthPartners Medical 
Directors identified that 
members hospitalized for 
COVID were at higher risk or 
readmission. This concern is 
also seen in evidence-based 
medical literature.  

Due to the risk for readmissions 
post-COVID, discharge planning 
is critical to optimize patient 
recovery. The literature shows 
that members with preexisting 
pulmonary disease, heart failure, 
diabetes or chronic kidney 
disease increase the odds of 
readmission. Improving 

No – COVID continued to 
be a significant issue 
during 2021, however we 
felt existing initiatives 
were sufficient to 
address the barriers.  



 

Barrier Opportunity Selected for 
Improvement? 

Case and disease 
management senior leaders 
noted that due to COVID, 
some members experienced 
long lengths of stay or needed 
to be transferred outside the 
network due to hospital 
capacity issues.  

In their experience, longer 
lengths of stay increase 
member likelihood for 
readmission. This is also true 
when members are 
transitioned between 
systems/networks because 
coordination of care issues 
can fall through the cracks. 

discharge plans to better support 
patients post discharge will help 
patients successfully transition 
across settings by ensuring that 
the discharge plan developed in 
the hospital is communicated 
with the patient and that the 
patient has needed supports for 
self-management. 

HealthPartners case 
management area supports 
member transitions between 
facility and home and during 
facility transfers. However 
additional supports are needed 
due to COVID. 

HealthPartners 2020 Provider 
survey identified barriers to 
coordination of care and lack 
of connectivity with other 
EMRs was the top barrier sited 
by 43% of primary care 
providers and 35% of 
specialists (see full report 
starting on page 14) 

Improve coordination of care 
between settings and 
practitioners by integrating 
health plan care management 
resources with the provider care 
teams. Health plan has a 
comprehensive picture of all 
care received (via claims)  

Yes – this is the top 
barrier sited by providers.  

 

 

 

 

 

 

  



 

Actions (QI 3 A factor 4) 
Date 
Initiated 

Action Implemented Barriers Addressed 

2015 and 
ongoing 

 

HealthPartners awards annual Health 
Care Home (HCE) grants select primary 
care and multispecialty groups to 
support building capacity for addressing 
SDOH, improving health equity, 
providing member-centered support, 
and improving continuity and 
coordination of care to improve the 
health of our members, manage 
affordability and improve the member 
experience. For calendar year 2020, 
HealthPartners granted over $1.6 
million to 35 medical groups.  

HCH grants support providers in 
developing and implementing an HCH 
model that improves member care, 
increases member satisfaction and 
delivers DHS-certified HCH care 
management support services to 
members.  

Grants help remove financial barriers 
to implementing systems, 
infrastructure and processes that 
improve continuity and coordination 
of care which streamline 
communications and standardize 
protocols and handoffs between 
providers to ensure that patients 
received needed care.  

Grants directly address provider 
concerns regarding lack of 
connectivity with other EMRs by 
providing dollars that can be used for 
EMR enhancements. 

 

 

2020 Expanded community paramedic 
program to support patients post-
discharge at three key network 
hospitals. The original diagnoses 
eligible for referral to the program 
included CHF, COPD, AMI, pneumonia, 
and stroke. In 2020, we expanded the 
program to include patients discharged 
post-covid hospitalization.  

During 2020, The Community 
Paramedic team cared for more than 
150 patients with COVID-19 using an 
adapted care plan.  

Support high-risk patients as they 
transition between a hospital setting 
to home-based care.  



 

Date 
Initiated 

Action Implemented Barriers Addressed 

2021 Beginning in 2021 and expanding in 
2022, HealthPartners is implementing a 
complex care pilot with our care group 
and other key providers to enhance 
complex care for high-risk members 
with specialty care coordination 
between HealthPartners care 
coordinators and network clinics and 
clinicians. 

This activity addresses two key 
issues identified in the barrier 
analysis.  

The intervention provides tighter 
coordination of care between the 
health plan and the provider. 
HealthPartners care managers are 
part of the care team and works to 
reinforce and help the member adapt 
to the provider’s plan of care. These 
interventions target the highest risk 
members who participate in complex 
care management. 

HealthPartners claims data and 
predictive analytics help fill the 
knowledge gaps in the provider’s 
EMR addressing the issue of lack of 
connectivity with other EMRs 

 

  



 

Monitor 2: Low Intensity Emergency room utilization (QI 3 A Factor 2) 
Methodology 
The goal of this intervention is to reduce unnecessary or low intensity emergency department 
visits because they may cause fragmented care and gaps in continuity and coordination of care. 
In many cases, patients would be better served by receiving care from their primary care clinic 
which would have their complete medical history and be able to offer needed routine and 
preventive care services at the same time as taking care of an acute condition. This measure is 
relevant to our population because emergency room visits rank third among the top 10 service 
categories, up from forth in 202. This data reflects the combined utilization of both our 
commercial and marketplace members.  

 

 

Additionally, unnecessary and preventable ED visits make up more than 35 percent of all 
emergency department utilization. This represents a significant opportunity to redirect care to 
the appropriate place of service so that the member’s complete health care needs can be 
assessed and provided.  

We believe this measure may be especially relevant for our marketplace population because the 
State of Minnesota has written language requiring plans meet emergency department utilization 
targets for our medical assistance and MinnesotaCare enrollees. Addressing this issue in the 
Marketplace population supports meeting our targets because Marketplace members may drop 
off commercial insurance and enroll in medical assistance if their income declines. This 
performance target has been mandated since January 1, 2012 (Minnesota Statute 256B.69) 
and has no end date.  

HealthPartners obtained the New York University (NYU) algorithm that identifies potentially 
avoidable emergency room visits. As cited in an article by Rutgers University,  



 

“According to the NYU algorithm, almost one half (47%) of all ED visits without admission are 
potentially avoidable with improved access to primary care (i.e., these visits are classified as 
non-emergent, emergent but primary care treatable, or emergent/ED care needed/preventable 
avoidable). ED patients most likely to have their visits (without admission) classified as 
potentially avoidable include children ages 4 and under and traditionally underserved 
populations – i.e., charity care, self-pay, Medicaid, non-Hispanic blacks, and Hispanics. 
Nevertheless, these patient groups do not account for the majority of potentially avoidable ED 
visits. Because they account for a larger share of hospital utilization overall, patients who are 
adults, privately insured, and non-Hispanic white account for the largest shares of potentially 
avoidable ED visits without admission.”  

This definition of an avoidable ED visit is broader than other definitions that may only account 
for services that could easily be treated in a primary care setting such as sore throats and ear 
infections. It encompasses urgent ED care that was needed yet could have been prevented 
through appropriate treatment in another setting. It also includes patients with complex, chronic 
conditions such as asthma, diabetes and COPD where timely care in other settings may have 
prevented an ED visit.  

We calculated the rate of non-emergent emergency room visits for our Commercial and 
Marketplace members.  

Commercial Results   
2017 2018 2019 2020 2021 

Indicator title Non-emergent Visits – Commercial 
Numerator 34,905 36,171 35,895 25,388 23,859 
Denominator 126,198 131,103 131,363 105,571 110,047 
Rate 27.70% 27.60% 27.33% 24.05% 21.68% 
Statistical 
Significance 
Test & Results 

HealthPartners used the Chi-square test to determine if rates change 
significantly from year to year. The 2016/2017 as well as the 2020 and 2021 
changes were statistically significant, other changes are not. Our goal is to not 
exceed a rate of 25%. We met goal in 2021. 

 

Marketplace Results   
2017 2018 2019 2020 2021 

Indicator title Non-emergent Visits – Commercial 
Numerator NA, product 

launched in 
2017. 

65 123 118 149 
Denominator 266 497 514 602 
Rate 24.44% 24.75% 22.96% 24.75% 
Statistical 
Significance 
Test & Results 

Data is not statistically significant due to the small population size. This 
measure is very volatile due to low membership with just over 3,000 
members in 2020. Our goal is to not exceed a rate of 25%. We met goal in 
2021.  



 

HealthPartners discontinued monitoring the rate of emergency room utilization using the 
standard HEDIS measure because NCQA retired the measure in 2020. However, we have 
included historical performance below as we transition from the HEDIS measure to the non-
emergent ED measure.  

Commercial Results (historical) 
 2014 2015 2016 2017 2018 2019 
Indicator title Emergency Department Visits – commercial 
Numerator 65,997 73,331 79,139 88,456 86,425 94,780 
Denominator 5,759,743 6,459,016 6,896,476 7,467,786 7,414,060 8,110,793 
Rate 137.50 136.24 137.70 142.14 139.88 140.23 
Statistical 
Significance 
Test & Results 

HealthPartners used the Chi-square test to determine if rates change 
significantly from year to year. The 2017/2018 changes were statistically 
significant.   

Performance 
goal 

140.20 or less (we did not meet goal in 2019) 

 

Marketplace Results (historical) 
 2017 2018 2019 
Indicator title Emergency Department Visits – marketplace 
Numerator 

NA – product 
launched 1/1/17 

16,272 33031 
Denominator 239 378 
Rate 176.25 137.33 
Statistical 
Significance 
Test & Results 

HealthPartners used the Chi-square test to determine if rates change 
significantly from year to year. The population is too small to reliably test 
and the rate is quite volatile. 

Performance 
goal 140.20 or less (goal met in 2019) 

 

Analysis (QI 3 A Factor 3) 
HealthPartners uses non-emergent Emergency Department Visit rates to assess for potential 
gaps and opportunities to improve continuity and coordination of care. From 2017 through 2021, 
commercial non-emergent emergency room visits trended downward; although the year over 
year changes were not statistically significant until 2020. Historical emergency room HEDIS 
rates for the commercial population have not shown consistent performance over time. We met 
goal in 2021 for the commercial population. There is variability in our commercial performance 
and significant volatility in our Marketplace results. We barely met goal in 2021 for the 
Marketplace population. Preliminary 2022 data from January and February suggest the rate of 
non-emergent Emergency Department Visits is increasing, although it is too early in the year to 
understand if this trend will continue into the rest of 2022.  

We believe the drop in non-emergent and preventable ED visits may be partly due to members 
avoiding care during the pandemic rather than any specific health plan intervention. This issue 



 

has been well-documented in the literature and was validated by hospital staff from within the 
HealthPartners family of care. The pandemic also resulted in new barriers to continuity and 
coordination of care. 

Barrier Opportunity Selected for 
Improvement? 

Challenges associated with 
communication between 
providers and care delivery 
settings can lead situations 
where the member does not 
receive care that aligns with their 
personal health care goals 
because the member does not 
have an advanced directive or 
provider cannot find the 
member’s advanced directive. 
Ambulance diversion also causes 
time delay in sharing information 
such as advanced directives and 
CM activity. 

Our case and disease 
management leaders noted that 
this issue was exacerbated by 
the pandemic because of 
ambulance diversions when a 
member’s nearest and often 
preferred hospital is not 
accepting new patients. This 
results in patients being seen in 
facilities outside their own care 
delivery system and potentially 
outside the network creating a 
situation where the member’s 
care plan and medical history 
may not be readily available. 
Patients may present in the ED 
unable to speak on their own 
behalf and family members may 
not be allowed to accompany the 
member.  

HealthPartners will promote 
enhanced communication methods 
between providers and support 
effective transmittal of advanced 
directives via EMR interface and other 
means to ensure appropriate 
members of the care team have 
access to member care plans and 
other resources. 

Broadly sharing advanced directives 
helps support members getting the 
care they need in the most 
appropriate setting and may avoid 
unnecessary ED visits.  

 

No - existing 
initiatives are 
sufficient 
because 
hospitalization 
rates are 
declining.   

Our Comprehensive Care 
Advocacy team notes that 
unvaccinated members are at 

Engage and educate members 
around the importance of COVID 

Yes 



 

Barrier Opportunity Selected for 
Improvement? 

higher risk of preventable ED 
visits due to COVID. Additionally, 
their internal monitoring reports 
identify complex members as 
having higher ED visits.  

vaccinations with special emphasis on 
complex patients.  

Improve flow of vital member clinical 
information between the member, the 
plan care management team and the 
member’s care team to reduce ED 
visits by optimizing plan of care. 

 

  



 

Action (QI 3 A factor 5) 
Date 
Initiated 

Action Implemented Barriers Addressed 

2012 and 
ongoing 

 

HealthPartners continues to 
administer total cost of care (TCOC) 
payment arrangements with 
contracted provider groups providing 
care for more than 85% of our 
membership. The TCOC payment 
strategy continues to evolve as we 
continually seek to better align 
incentives. 

Traditional reimbursement models do 
not reward or incent providers to 
improve coordination of care and 
improve the flow of communication 
between providers. HealthPartners 
TCOC methodology supports 
important provider initiatives to 
streamline communications and 
enhance continuity and coordination 
of care.  

   
2020 HealthPartners implemented a 

COVID-19 Advanced care process to 
help clinicians identify their high-risk 
patients, facilitate a discussion 
regarding an advanced directive and 
document the patient’s wishes where 
it can easily be found 

Improve continuity of care between 
primary care and hospitals by 
increasing the number of members 
who have an advance care plan and 
moving the ACP to the front page of 
the member’s EPIC medical record for 
easy reference.   

2021 Comprehensive care advocacy team 
is conducting intentional, targeted 
outreach to high-risk commercial and 
Marketplace members encouraging 
members to schedule COVID 
vaccines and offering education 
surrounding COVID. This includes 
care navigation to assist the member 
in finding a provider that is offering 
vaccinations. 

Health plan clinical staff routinely 
monitor complex cases to identify 
risks, communicates to the member’s 
care team uses integrated EHR 
functions and connects the member 
with health plan and care delivery 
services designed to prevent 
exacerbations and prevent ED visits. 

Prevent ED visits associated with 
COVID infections among the most 
vulnerable members. 

 

Improve connectivity and flow of key 
information between the member, the 
plan and the member’s care team to 
ensure optimal plan of care.  

  



 

Monitor 3: Provider satisfaction with the quality of information they 
receive from other types of providers. (QI 3 A Factor 1) 
Methodology 
To support our goal of improving continuity and coordination of care, HealthPartners tracks 
provider satisfaction with the completeness and timeliness of information they receive regarding 
their patients from other practitioners. This information is relevant to our commercial and 
marketplace products because the direct provider feedback enables us to identify gaps and 
opportunities across all product types and between different types of facilities and practitioners 
so that we can implement targeted actions that improve providers getting timely and complete 
information to care for their patients. Although performance is improving, we have never met 
goal across all the survey measures which indicates the measure is relevant to our plan and 
demonstrates an ongoing opportunity to improve the availability of timely and accurate 
information so that providers can provide optimal patient care.  

The 2021 Provider Survey was mailed in October 2021 to a total of 1,106 providers and their 
office managers. To ensure all providers in the survey had interaction with HealthPartners 
members we selected the survey pool from those providers who had requested authorizations 
from the health plan during the last 15-month period.   

Previous surveys showed a declining response rate. To address this issue, we increased the 
number of providers who were mailed the survey. We survey all psychiatrists who have 
submitted a PA in the past 15 months. Between 2018 and 2021, fewer psychiatrists met this 
criteria. Surveys were received through December 2021.  HealthPartners received a total of 77 
completed surveys; 25 surveys were returned unanswered due to bad addresses.  The adjusted 
response rate was 7%; noticeably lower than 2019’s 11% response. The 2021 aggregate results 
have a margin of error of  9 percentage points with a 90 percent confidence interval. 

 2018 sample size 2019 sample size 2021 sample size 
Primary care 300 500 492 
Specialty care 300 500 500 
Psychiatrists 140 125 114 

 

There is overlap in the providers who participate in our commercial network and our Exchange 
network. As such, we did not field separate surveys for each population. (requested from work 
group May 13, 2022) 

 

  



 

WI Exchange Network Providers (Atlas) 

Type of provider Total sample WI Atlas providers % of sample 
Primary care providers 500 269 53.8% 
Specialty care providers 500 323 64.6% 
Psychiatry  125 (all) 46 36.8% 

 

We have not attempted to segment the results by product due to the relatively low response rate 
and the high degree of overlap between our commercial and Exchange networks. 

Results 
The results of the survey are reported below. We did not report satisfaction levels of 
psychiatrists separately due to the small number respondents. There were only 10 respondents 
in 2021, too few to reliably conduct tests of statistical significance and to report some questions.  

 

 

 

Past 2021
2018 2019 2021 2018 2019 2021 2018 2019 2021 Goal Goal

Timely Communication of Patient Care From:    
- Hospitals  (% Excellent+ Average) 92% 91% 96% 93% 96% 95% 87% 89% 94% 80% 85%
- Emergency rooms (ERs)  (% Excellent+ Average) 94% 90% 94% 96% 96% 98% 85% 84% 94% 80% 85%
- Behavioral health providers (% Excellent+ Average) 77% 82% 85% 68% 85% 83% 80% 76% 88% 80% 85%
- Primary care providers (% Excellent+ Average) 89% 96% 97% 92% 98% 94% 87% 95% 100% 80% 85%
- Specialty providers (% Excellent+ Average) 96% 92% 96% 96% 92% 96% 93% 93% 95% 80% 85%
- Skilled nursing facilities (% Excellent+ Average) 77% 72% 72% 80% 77% 78% 78% 67% 64% 80% 85%
- MTM pharmacist (% Excellent+ Average) 82% 94% 93% 87% 93% 96% 88% 93% 92% 80% 85%
- Urgent care centers (% Excellent+ Average) 82% 81% 83% 77% 87% 86% 80% 76% 88% 80% 85%
Complete Communication of Patient Care From:   
- Hospitals  (% Excellent+ Average) 91% 92% 98% 92% 93% 100% 86% 94% 93% 80% 85%
- Emergency rooms (ERs)  (% Excellent+ Average) 96% 89% 100% 100% 93% 100% 83% 85% 100% 80% 85%
- Behavioral health providers (% Excellent+ Average) 85% 89% 92% 79% 88% 91% 89% 90% 100% 80% 85%
- Primary care providers (% Excellent+ Average) 91% 100% 98% 91% 100% 96% 85% 100% 100% 80% 85%
- Specialty providers (% Excellent+ Average) 93% 97% 100% 91% 94% 100% 92% 100% 100% 80% 85%
- Skilled nursing facilities (% Excellent+ Average) 79% 78% 69% 86% 83% 67% 75% 72% 80% 80% 85%
- MTM pharmacist (% Excellent+ Average) 92% 97% 100% 93% 97% 100% 86% 96% 100% 80% 85%
- Urgent care centers (% Excellent+ Average) 83% 87% 90% 84% 93% 88% 78% 77% 100% 80% 85%
Top Barriers to Coordination of Care:  (% Response marked, lower is better)*
- Lack of standard process 20% 18% 9% 24% 18% 8%* 17% 18% 6%* NA NA
- Lack of connectivity with other EMRs 52% 40% 36% 67% 36% 43% 33% 47% 35% NA NA
- Don’t know which primary care or specialty providers 
may have seen  patient  13% 16% 17% 6% 16% 15% 22% 16% 18%* NA NA
- Lack of designated staff to coordinate care 11% 15% 23% 9% 20% 25% 11% 7% 24%* NA NA
- Some other reason 18% 12% 15% 21% 16% 10%* 17% 11% 18%* NA NA
NA = No goal is set because this data is collected to facilitate barrier analysis; not as a satisfaction measure.
* = 5 or fewer responses to the question

Primary Care SCP Care



 

Analysis (QI 3 A Factor 3) 
HealthPartners met goal on all but five measures, timely communication from behavioral health 
providers, timely and complete information from skilled nursing facilities and timely and 
complete information from urgent care centers. HealthPartners has initiatives that are 
addressing continuity and coordination of care with behavioral health providers and these 
interventions are detailed in a separate report (QI 4 Continuity and Coordination between 
Medical and Behavioral Healthcare). The results do not suggest opportunities to improve timely 
or complete communication between specific types of medical practitioners. However, as in past 
years, practitioners continue to note that “Lack of connectivity with other EMRs” is the biggest 
barrier to continuity and coordination of care. The second most frequently cited barrier is “Lack 
of designated staff to coordinate care”. 

Since the survey measures related to movement between practitioners met goal, we analyzed 
member complaints to our Member Services department to identify those related to continuity of 
care issues to see if this data revealed different patterns. This global analysis was inclusive of 
all HealthPartners products and membership including commercial and marketplace revealed 
similar levels of complaints between 2020 and 2021 regarding continuity and coordination of 
care. We reviewed these report findings with the Quality Review Committee which monitors 
member complaints against network providers and the committee found the coordination of care 
trend unremarkable.  

 

  



 

Based on the barrier analysis previously described, HealthPartners identified the following:  

Barrier Opportunity Selected for 
Improvement? 

Lack of designated staff to 
coordinate care and lack of 
standard processes (e.g. 
defined roles, methods, etc.) 
to ensure smooth transitions. 

ACO models of care improve continuity 
and coordination of care. Under an ACO 
model, the care system implements 
standardized processes and programs to 
support their patients.  

Yes 

Poor coordination between 
primary care, including 
providers that are not 
affiliated with the same ACO. 

Focus on collaboration and improving 
coordination of care between primary care 
providers inside and outside the ACO with 
emphasis on SNF or urgent care facilities 
since these providers had the lowest 
scores in the continuity and coordination of 
care survey.  

No 

Lack of connectivity to other 
EMRs 

This is the top barrier that provider cite to 
strong continuity and coordination of care.  

Yes 

 

  



 

Actions (QI 3 A factor 6) 
Date Initiated Action Implemented Barriers Addressed 
2020 HealthPartners developed an 

online Patient Management 
Application to support 
clinicians in managing high 
risk patients.  The tool 
identifies high risk patients 
that could benefit from 
HealthPartners’s disease & 
Case management programs; 
pre-visit, planning and visit 
summary support.  The tool 
also creates transparency by 
identifying the clinics and 
physicians that are treating 
the patients identified in the 
tool so that the clinic has 
visibility into the patient’s 
overall care plan, can conduct 
proactive patient outreach 
and enhance patient care.  

Some patients seek care between 
practitioners and across various health care 
settings.  The Patient Management 
Application improves continuity and 
coordination of care in two ways: 1. By 
giving clinicians information about where 
their patient is seeking care, clinicians can 
develop strategies to better manage patient 
care.  2. The tool includes a function to refer 
the patient into HealthPartners Disease and 
Case Management programs.  These 
programs support the clinician’s plan of care 
by coordinating member care across 
settings including skilled nursing facilities.   
In 2020, gaps in care registries were built 
into the PMA tool.  This will assist clinicians 
in providing the care their patients need by 
moving the registry tool from its current 
secure site on HealthPartners.com to the 
tool.  This will consolidate necessary 
information to successfully manage patient 
care into one tool with one sign on. 

2015 and 
ongoing 

HealthPartners currently 
recognizes 65 organizations 
that have been certified by 
the Minnesota Department of 
Health as a Health Care 
Home (378 clinics in total) 
with financial grants to 
support health care homes. 
Grant dollars may be used 
for: 

• Care Coordinator 
salaries 

• Data Systems 
including EMR 
enhancements 

• Redesign and deploy 
care processes that 
are aligned with their 
patient populations 
across the care 
delivery system 

Grants help remove financial barriers to 
implementing systems, infrastructure and 
processes that improve continuity and 
coordination of care which streamline 
communications and standardize protocols 
and handoffs between providers to ensure 
that patients received needed care.  
Grants directly address provider concerns 
regarding lack of connectivity with other 
EMRs by providing dollars that can be used 
for EMR enhancements. 
In 2021, we aligned our provider recognition 
program, Partners in Excellence to include 
care coordination measures. This provides 
additional incentives for providers to use 
grant dollars to improve care coordination for 
initiatives that support dedicated care 
coordination staff and EMR connectivity. 

  



 

Monitor 4: Timeliness of Postpartum Care 
Methodology 
Timely postpartum care is critical to supporting the health of both women and their infants. 
According to the American College of Gynecology, all women should have a comprehensive 
postpartum visit no later than 12 weeks after birth. The comprehensive postpartum visit should 
include a full assessment of physical, social, and psychological well-being, including the 
following domains: mood and emotional well-being; infant care and feeding; sexuality, 
contraception, and birth spacing; sleep and fatigue; physical recovery from birth; chronic 
disease management; and health maintenance. The comprehensive nature of this assessment 
supports continuity and coordination of care by ensuring that any issues concerning the 
women’s health are identified and appropriate follow-up care is coordinated. 

Nationally, there have been gaps identified based on race/ethnicity and the delivery of 
comprehensive, high quality, patient-centered pre- and postpartum pregnancy care. The US has 
some of the highest maternal and infant mortality rates among comparable developed 
countries.¹ Racial disparities exist. 

• Black infants in America are now more than twice as likely to die as white infants.² 
• Black women are three to four times as likely to die from pregnancy-related causes as 

their white counterparts regardless of education and income.³  

HealthPartners collected data for the patients who receive care in our care delivery system and 
identified statistically significant disparities in post-partum visit rates within our commercial 
population between white women and black women born in the US and black women born 
outside the US.  HealthPartners Board of Directors reviewed the analysis, agreed that it was 
relevant to the HealthPartners population and provided feedback in setting improvement goals. 
The Board set the goal of eliminating the disparity. The HEDIS/CMS Stars Steering Committee 
also reviews health plan performance and has set an overall goal for HEDIS performance to 
achieve top decile results (Band 1). Reducing the disparity in post-partum visit rates will improve 
continuity and coordination of care because the visit supports transition of the woman’s care 
from obstetrics/gynecology or midwifery to primary care by identifying health concerns like post-
partum depression that are commonly treated in a primary care setting or behavioral health.  

Commercial Results  
 2017 

(hybrid 
rate) 

2018 
(hybrid 

rate) 

2019 
(hybrid 

rate) 

2019 
(admin 
rate) 

2020 Old 
Methodology 

(admin rate) 

2020 New 
Methodology 

(hybrid rate) 

HEDIS MY 
2020 

Indicator 
title 

HEDIS Postpartum Care 

Numerator 190 352 180 4,097 3,523 411 381 
Denominator 229 411 219 7,574 6,692 372 411 
Rate 83.0% 85.6% 82.2% 54.1% 52.6% 90.5% 92.7% 
Statistical 
Significance 
Test & 
Results 

There were major changes in the measure specifications for HEDIS 2020. Therefore, 
we have displayed the administrative rate for HEDIS 2019 and HEDIS 2020 using the 
HEDIS 2019 specs.  This allows trending and significance testing. The increase 
between the 2020 New Methodology and HEDIS MY 2020 is not significant.  



 

 2017 
(hybrid 

rate) 

2018 
(hybrid 

rate) 

2019 
(hybrid 

rate) 

2019 
(admin 
rate) 

2020 Old 
Methodology 

(admin rate) 

2020 New 
Methodology 

(hybrid rate) 

HEDIS MY 
2020 

Performance 
goal 

Historic performance: Goal is Band 1 performance, 91.73% based on HEDIS 2019 
hybrid results.  Due to the pandemic, national benchmarks were not published for 
HEDIS 2020. We did not meet goal in 2019 or in 2020 assuming that 2019 
benchmarks remained constant in 2020. 

Most recent data: Goal is Band 1 performance, 90.75% based on HEDIS MY 2020 
hybrid results; HealthPartners has achieved that goal. 

 

WI Exchange Results – launched 1/1/2017 
 2017 

(hybrid 
rate) 

2018 
(hybrid 

rate) 

2019 
(hybrid 

rate) 

2019 
(admin 
rate) 

2020 
(admin 
rate) 

2020 
(hybrid 

rate) 

HEDIS MY 
2020 

Indicator 
title 

HEDIS Postpartum Care 

Numerator Product 
launched 

0 6 5 3 10 8 

Denominator Product 
launched 

2 8 8 9 11 9 

Rate Product 
launched 

0% 75% 63% 33%* 91% 88.9%* 

Statistical 
Significance 
Test & 
Results 

There were changes in the measure specifications for HEDIS 2020. Therefore, we 
have displayed the administrative rate for HEDIS 2019 and HEDIS 2020 using the 
HEDIS 2019 specs.  This allows trending and significance testing.   

Performance 
goal 

Historic Performance: Goal is Band 1 performance, 91.73% based on HEDIS 2019 
hybrid results.  Due to the pandemic, national benchmarks were not published for 
HEDIS 2020. We did not meet goal in 2019 and just barely missed goal in 2020 
assuming that 2019 benchmarks remained constant in 2020. This measure is very 
volatile due to low membership. 

Most Recent Data: Goal is Band 1 commercial performance, 90.75% based on HEDIS 
MY 2020 hybrid results; HealthPartners did not meet goal. 

 

Quantitative Analysis 
Since 2017, HealthPartners commercial postpartum care rates have fluctuated significantly, 
although part of this is due to changes in the specification. We have consistently performed at 
Band 2 until 2019 when we dropped to Band 3. This is the first year we have met goal for the 
commercial population and we did not meet goal for the Marketplace population. We continue to 
stratify our data to identify subpopulations where performance on the post-partum measure lags 
overall performance.  Based on this analysis and the relevancy to our commercial and 
marketplace populations, the Board has chosen to make pre- and post-partum visits a key 
measure for our organization-wide Partners for Better Health 2025 initiative.  



 

 

The most recent Partners for Better Health Postpartum Care rates continue to show a disparity 
between our white population and patients of color.  

Postpartum 
care measure 

White 
Population 

Persons of 
Color 

Disparity Target/Goal 

2020 DOS 75.56% 71.74% -3.82 Close gap 
2021 DOS 94.9% 84.2% -10.7 Close gap 

 

We did not meet our goal of completely closing the gap between persons of color and the white 
population. This data indicates we continue to have an opportunity to improve our performance 
on this measure. 

Multiple areas across the HealthPartners organization have the opportunity to impact 
performance on this measure. This includes our Disease and Case Management department 
which offers a pregnancy condition management program and our Health Equity Sponsor Group 
which provides strategic oversight to our work to improve disparities in maternal child health. 
These areas analyze performance and identify opportunities to improve.   

Based on historical ROI analysis, our Disease and Case management area noted that women 
who participate in our Healthy Pregnancy condition management program have higher post-
partum visit rates than women who do not participate. Moms were matched to the 2018 HEDIS 
(2017 dates of service) Prenatal and Postpartum Care eligible population and rates were 
calculated for healthy pregnancy program eligible participants and non-participants. Both 
prenatal and postpartum rates are higher for participants in the program. 
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They identified an opportunity to support a larger population of women. Work to implement a 
digital condition management program began in 2019 and will be deployed in 2020.  The Board 
of Directors also supported work to implement best practice bundles of care that promote 
evidence-based care to all our members and patients regardless of color or income status. 
Additionally, to remove barriers to care, we added an option for online appointment scheduling.  

 

Barrier Opportunity Selected for 
Improvement in 
2021? 

HealthPartners offers a condition 
management program for women with a 
high-risk pregnancy which supports them 
throughout the pre and postpartum period 
and encourages appropriate postpartum 
follow-up care. The program to support 
women with normal or low-risk 
pregnancies does not provide adequate 
support as evidenced by the fact that 
moderate risk women are often brought 
into the telephonic program designed for 
high risk.   

Develop a process to 
support normal/low-risk 
pregnancies including 
culturally relevant 
resources and education 
including the importance 
of postpartum care.  

Yes. This is an 
important 
opportunity. 
Program 
development began 
in 2019, was piloted 
in 2020. Full 
implementation 
occurred in 2021. 

 

Actions 
The HealthPartners Board of Directors has approved multiple interventions designed to improve 
pre-and post-partum visit rates and reduce the disparity between white patients and patients of 
color. Per the ACOG guideline, the post-partum visit facilitates continuity and coordination of 
care because the visit enables early diagnosis of health concerns and referral to appropriate 
ongoing care in a primary or specialty care setting.  

 

Date Initiated Action Implemented Barriers Addressed 

2019 Implementing standard work 
protocols and safety bundles. 

Simplify scheduling for prenatal 
and postnatal visits. We added 
an option for online scheduling.  

Interventions began in 2018 and 
continued into 2019. 

Standardized care and safety protocols 
reduce disparities by ensuring that all 
patients are treated using best practice, 
evidence-based guidelines.  

Simplifying scheduling by adding an 
online option helps reduce barriers to 
scheduling postpartum care.  



 

 

  

Date Initiated Action Implemented Barriers Addressed 

2020 Pilot program designed to 
support women with 
low/moderate risk during their 
pregnancy and in the post-
partum period.  

Promote post-partum visits through an 
updated, digital pregnancy condition 
management platform designed to 
address the factors that have the 
largest impact on outcomes including 
post-partum care.  

High-risk members are eligible for an 
interactive program with a nurse who 
will assist with appointment scheduling.  
Nurses use culturally-relevant resources 
and referral to community resources to 
support women of color. 

Timely postpartum care is also 
reinforced in the myPregnancy emails 
and communications.  

2021 Incorporate culturally relevant 
resources and education 
designed to reduce the disparity  
in post-partum visit rates 
between patients of color and 
the white population. 

During 2022 we will enhance the 
program to offer culturally relevant 
resources to people of color. Content 
will be surfaced based on the member’s 
race, language and ethnicity. 



 

Reporting 
This QI activity was reported to the following HealthPartners enterprise committees: 

Committee Name Meeting Date Committee Actions or Recommendations 
Quality Council May 2020 Report reviewed and approved 
Quality Committee of 
the HealthPartners 
Board of Directors 

June 2020 

 

Report reviewed and approved 

Quality Council June 2021 Report reviewed and approved 
Quality Committee of 
the HealthPartners 
Board of Directors 

June 2021 Report reviewed and approved 

 
Quality Council May 2022 TBD 

 

 

The Quality Improvement and Compliance Department would like to thank the following 
colleagues who supported study design and ongoing analysis for this report. Their contributions 
supported overall report development, analysis and actions: 

 

Subject Matter Expert Department/Role 
Rene’ Fisher Sr. Manager Health Informatics 
Michelle Kairis Health Informatics Consultant 
Kara Mencel Health Informatics Consultant 
Jill Davis,  Director, Disease and Case Mgmt 
Melinda Hurley Sr. Director, Disease and Case Management 
Carolyn Koch Sr. Compliance Specialist and Team Lead, 

Disease and Case Management 
Drew Zinkel, MD Associate Med Director Health Plan Quality 

and practicing Emergency Room Physician 
Patty Graham Sr. Quality Consultant  
Allie Badaczewski Project Manager, Healthy Pregnancy 

Program 
 

Production Date:  April 2022 

  



 

Continuity and Coordination between Medical 
Care and Behavioral Healthcare 
Analysis Dates: 2020 
Report Date: April 2021 
Member Populations included in Report Data: Commercial and Marketplace 
Accountable Owner: Mary Holland, Behavioral Health 

Strategy and Goals 
HealthPartners collaborates with behavioral healthcare practitioners to monitor and improve 
coordination between medical care and behavioral healthcare as co-management of overall 
health, particularly co-existing behavioral health and medical conditions, is integral to effective 
treatment delivery and positive clinical outcomes for patients and health plan members.  

Data Collection 
1. Exchange of Information 
HealthPartners understands the importance and benefits of integration and collaboration 
between medical and behavioral care delivery providers and health plan operations when it 
comes to providing well-rounded health care to members and patients.  To ensure this is 
possible throughout the HealthPartners organization, HealthPartners providers use electronic 
medical records through Epic where primary care and behavioral health practitioners can 
access each other’s documentation.  

To understand the collaboration and integration with our contracted providers, HealthPartners 
conducts an annual provider survey to assess the communication and collaboration amongst 
providers. Due to the COVID-19 pandemic, the survey was not conducted in 2020 (it will be 
conducted again for 2021).  Therefore 2019 is the most recent available data. The 2019 QI/UM 
Provider Survey was mailed in May to a total of 1125 providers and their office managers who 
requested authorizations in the last 15 months.  The majority of the 500 primary care 
physicians, 500 specialists and 125 psychiatrists surveyed had two or more authorizations. 

Surveys were sent out May 24th and received through the 9th of September.  HealthPartners 
received a total of 114 completed surveys; 76 surveys were returned unanswered due to bad 
addresses.  The adjusted response rate was 11%. The 2019 aggregate results have a margin of 
error of ± 7 percentage points with a 90 percent confidence interval.  

The survey’s Care Coordination section was modified in 2018 to measure both timeliness and 
completeness of patient communication.  While the nature of the content for both topics is like 
past surveys, trending for the Care Coordination measures prior to 2018 is not recommended 
due to different response sets.  

Timely Communication (Goal 80%) (Goal Met): 
• (%Excellent and Average) settings or providers for providing timely communication: 

o Behavioral health providers (82%) 



 

Complete Communication (Goal 80%) (Goal Met): 
• (%Excellent and Average) settings or providers for providing complete 

communication are: 
o Behavioral health providers and Emergency Room tied (89%) 

Top Barriers:  
When asked to identify the top barriers to continuity and coordination of care, respondents 
listed the following as the top barriers:  

Top Barriers to Coordination of Care 
(lower is better) 

2016 2017 2018 2019 

Lack of connectivity with other EMRs 53% 60% 52% 40% 

Lack of standard process (defined roles, 
methods, timeliness) 

31% 31% 20% 18% 

Don’t know which primary care or specialty 
providers may have seen patient 

13% 37% 13% 16% 

Lack of designed staff to coordinate care 32% 37% 11% 15% 

Other 13% 15% 18% 12% 

EMR connectivity continues as the top barrier since 2012 when it was first added to the survey. 

 
2. Diagnoses, Treatment, and Referral of Behavioral Disorders Commonly Seen in 

Primary Care 
Attention Deficit/Hyperactivity Disorder (ADHD) is a condition that is often treated through 
medication. While this medication is often prescribed by behavioral health providers, it is not 
uncommon for it to be prescribed by a primary care provider. HealthPartners data in 2020 
revealed that primary care for ADHD medication management is utilized at higher rates than 
specialty care (i.e. care provided by a Behavioral Health provider), which is assumed to be due 
to the accessibility of primary care as compared to behavioral health care. In efforts to support 
primary care providers’ oversight and management of ADHD in patients, HealthPartners 
monitors and aims to improve the HEDIS measure Follow-Up Care for Children Prescribed 
ADHD Medication (ADD). 

Table:  Commercial HEDIS results for ADD 
Conclusion: Goal not met 
  GOAL 2020 2019 2018 
Commercial Initiation Phase 48.7% 43.6% 43.5% 48.1% 
Commercial Continuation Phase 59.3% 49.1% 45.6% 53.6% 

 

Table:  Marketplace HEDIS results for ADD 
Conclusion: Goal met 
  GOAL 2020 2019 2018 
Marketplace Initiation Phase 48.7% 81.9% 85.4% 85.3% 
Marketplace Continuation Phase 59.3% 69% 69.4% 68.7% 

 



 

HealthPartners ADD rate for the Initiation Phase, which measures the percentage of members 
6-12 years old newly prescribed ADHD medication who had a follow-up care visits within 30 
days of when the medication was dispensed, was 43.6%, which was below the goal rate of 
48.7%.  Additionally, the HealthPartners rate for the Continuation Phase, which measures the 
percentage of members who had two additional visits within 270 days/9 months after the initial 
phase, was 49.1%, which was also below the goal rate of 59.3%.  These rates have remained 
below goal for 3 consecutive years and, therefore, remain an opportunity for improvement.  

3. Appropriate Use of Psychotropic Medications 
Antidepressant medication, while widely prescribed and often effective at treating depression, 
requires adherence to prescribing guidelines by physicians as antidepressants can have 
adverse side effects, including development or exacerbation of physical health concerns as well 
as increases in suicidal thoughts. Additionally, they are medications that can take time, up to 
several weeks, to relieve symptoms. For these reasons, it’s important that patients adhere to 
antidepressant medications as they’re prescribed and that physicians follow prescribing 
guidelines and provide oversight to patients for possible non-adherence and/or side effects, 
particularly in physically-vulnerable or high risk patients (NCBI, 2011). 

Table:  Commercial & Marketplace HEDIS results for AMM 
Conclusion: Goal not met 
Effective Acute Phase Goal 2020 2019 2018 
Commercial  85% 81.7% 80.4% 79.2% 
Marketplace 85% 84% 79.2% 84.4% 

 

The HealthPartners HEDIS Antidepressant Medication Management (AMM) Effective Acute 
Phase measure, which is the percentage of members 18 years of age or older who remain on 
antidepressant medication for at least 84 days, has remained below the goal rate of 85% in 
recent years for both Commercial and Marketplace. For Commercial, it has been steadily 
increasing - rates have improved from 79.2% in 2018 to 80.4% in 2019 to 81.7%. These 
increases are positive but, because they have not met the goal rate, indicate further 
improvement opportunities. Rates for Marketplace have fluctuated in recent years and, most 
recently, was at 84%, just slightly below goal which also indicates some possible opportunity for 
improvement.  It should be noted that denominators for Marketplace rates have consistently 
been 50 or less between 2018-2020. 

 

4. Management of Treatment Access & Follow-Up for Members with Co-Existing Medical 
and Behavioral Disorders 

HealthPartners measures treatment access and follow-up for members who have chronic 
medical conditions and a co-existing diagnosis of depression. This information is used to 
determine the effectiveness of treatment across medical and behavioral health care, as well as 
to inform methods of identification, outreach, and engagement in HealthPartners Case and 
Disease Management programs to better support members’ needs around coordination of care. 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3190838/


 

This is accomplished by identifying through claims data members with chronic conditions of 
CAD, Diabetes and/or CHF and, of those members, those with depression, These members are 
then further examined to see how many of them had a visit with a Behavioral Health provider 
and how many engaged in case management.  

Table: 2020 Chronic Medical Conditions with Co-morbid Depression Analysis for Commercial and 
Marketplace 
Conclusion: 11 of the 14 goals were met. Less than 25% of the people with Diabetes & CFH and 
Diabetes, CHF, & CAD had a behavioral health visit.  Only members with Diabetes, CAD % CHF did not 
meet the goal % of members in a CM/DM program.   

Chronic 
condition(s) 
 

# of 
Members 
with 
Condition(s) 

Number and 
% of 
Members 
with 
Depression 
& chronic 
condition 

% with 
dep. and 
medical 
dx 
having 
BH visit* 

Goal % 
having 
BH visit 

% 
members 
in CM/DM 
programs 

Goal % 
members 
in CM / 
DM 
programs 

CAD 8,065 1,809 (22.4%) 28.10% >25%  75.20%  >30%  
Diabetes 34,365 9,137 (26.6%) 30.50% >25%  79.60%  >30%  
CHF 1,555 475 (30.5%) 25.50% >25%  50.50%  >30%  
Diabetes, CAD 2,766 854 (30.9%) 27.80% >25%  79.30%  >50%  
Diabetes, CHF 721 268 (37.2%) 22.80% >25%  60.80%  >50%  
CAD, CHF 506 169 (33.4%) 34.30% >25%  68.00%  >50%  
Diabetes, CAD, CHF 410 176 (42.9%) 23.30% >25%  63.10%  >70%  

*BH visit defined as at least one claim paid to a behavioral health provider for a behavioral health condition 

One note: The CM/DM programs that are included are: telephonic, self-directed, active Behavioral Health cases, 
Moving Forward, On Your Way, and Step-by-Step; we are working to increase engagement in all of these 

  



 

Table: 2019 Chronic Medical Conditions with Co-morbid Depression Analysis for Commercial and 
Marketplace 
Conclusion: 10 of the 14 goals were met. Less than 25% of the people with CHF, Diabetes and CHF, 
and CAD and CHF had a behavioral health visit.  Only members with Diabetes, CAD and CHF did not 
meet the goal % of members in a CM/DM program. 

Chronic 
condition(s) 
 

# of 
Members 
with 
Condition(s) 

Number / 
percentage 
of Members 
with 
Depression 
& chronic 
condition 

% with 
dep. and 
medical 
dx having 
BH visit* 
 

Goal % 
having 
BH visit 

% 
members 
in CM/DM 
programs 
 

Goal % 
members 
in CM / 
DM 
programs 

CAD 11,855 2380 (20.1%) 27.86% >25%  69.83%  >30%  
Diabetes 39,080 9532 (24.4%) 27.77% >25%  74.48%  >30%  
CHF 1,595 475 (29.8%) 24.84% >25%  49.89%  >30%  
Diabetes, CAD 3,845 1072 (27.9%) 27.33% >25%  73.69%  >50%  
Diabetes, CHF 833 287 (34.5%) 21.95% >25%  53.31%  >50%  
CAD, CHF 559 169 (30.2%) 23.67% >25%  71.01%  >50%  
Diabetes, CAD, CHF 495 176 (35.6%) 27.84% >25%  68.18%  >70%  

*BH visit defined as at least one claim paid to a behavioral health provider for a behavioral health condition.   

One note: The CM/DM programs that are included are: telephonic, self-directed, active Behavioral Health cases, 
Moving Forward, On Your Way, and Step-by-Step; we are working to increase engagement in all of these 

 

Table:  2018 Chronic Medical Conditions with Co-morbid Depression Analysis for Commercial and 
Marketplace 
Conclusion: Fourteen of fourteen goals were met. 

Chronic 
condition(s) 
 

# of 
Members 
with 
Condition(s) 

Number / 
percentage 
of Members 
with 
Depression 
& chronic 
condition 

% with 
dep. and 
medical 
dx having 
BH visit* 
 

Goal % 
having 
BH visit 

% 
members 
in CM/DM 
programs 
 

Goal % 
members 
in CM / 
DM 
programs 
 

CAD 11,525 1,919 
(16.7%) 

28.9% >25%  65.1%  >30%  

Diabetes 37,311 7,725 
(20.7%) 

31.4% >25%  66.8%  >30%  

CHF 1,427 216 (15.1%) 31.0% >25%  60.2%  >30%  
Diabetes, CAD 3,810 897 (23.5%) 29.1% >25%  73.8%  >50%  
Diabetes, CHF 754 146 (19.4%) 29.5% >25%  60.3%  >50%  
CAD, CHF 516 123 (23.8%) 33.3% >25%  69.1%  >50%  
Diabetes, CAD, 
CHF 

439 116 (26.4%) 35.3% >25%  76.7%  >70%  

*BH visit defined as at least one claim paid to a behavioral health provider for a behavioral health condition 



 

One note: The CM/DM programs that are included are: telephonic, self-directed, active Behavioral Health cases, 
Moving Forward, On Your Way, and Step-by-Step; we are working to increase engagement in all of these 

5. Preventative Behavioral Healthcare Program Implementation 
Suicide prediction models predicting when a person may attempt suicide have, for many years, 
been elusive. In efforts address the gap of predicting suicide attempts and completions, 
HealthPartners participated in large, multi-site study in 2015 to develop a prediction model using 
health records and claims data. Influenced by these research efforts, HealthPartners health plan 
and care delivery leaders collaborated throughout 2018 to develop and implement consistent 
practices around assessing patients’ risk of suicide, and in early 2019, the Columbia Suicide 
severity risk scale was identified to be used across the health plan and care delivery settings. 
Additionally, a suicide prediction model was incorporated into the health plan’s Behavioral 
Health Case Management protocols that identified members at risk for suicide who would be 
outreached by Case Managers and screened for suicide using the Columbia risk scale. 
Outcomes of these screenings could then be shared with care delivery providers to determine 
appropriate care and resources to address members’ needs and risk.  

Table: Completed Columbia Suicide screenings 
Conclusion: Goal met 

 Goal Jul-Dec 
2020 

Jan-Jun 
2020 

Aug-Dec 
2019 

% of identified Members who 
Columbia screenings completed 

40% 58% 39% 35% 

 

Upon implementation in 2019, the goal was set to engage and complete Columbia screenings 
with 40% of members identified by the prediction model and outreached by Case Management. 
Data of Columbia screening completion rates revealed that 35% of members identified as at-risk 
for suicide by the prediction model completed the screening with Behavioral Health Case 
Management staff between August-December 2019.  That rate improved to 39% between 
January-June 2020 and improved even further to 58% between July-December 2020.  These 
outcomes show that while the goal was not met from August 2019-June 2020, it was met in the 
most recent reporting period. Additionally, this data includes both Commercial and Marketplace 
members. 

6. Special Needs of Members with Severe and Persistent Mental Illness 
Mental illness, even severe mental illness, can start early in a person’s life. Research has 
shown that as many as 75% of individuals with severe and persistent mental illness, such as 
Schizophrenia and Bipolar, experience symptoms by age 24. It’s also not uncommon for these 
individuals, who are adolescents and young adults, to be prescribed antipsychotic medication to 
help manage their symptoms.  It has been indicated throughout literature that for 
children/adolescences with Bipolar disorder, the likelihood of needing an antipsychotic 
medication increases with age starting at 1.9% for 13-14 year olds, increasing to 3.1% for 15-16 
year olds, and further increasing to 4.3% for 16-17 year olds. These findings in combination with 
the fact that individuals taking antipsychotic medication are sensitive to side effects such as 



 

rapid weight gain, induction of diabetes, and increased cholesterol and, in turn, are at increased 
risk for metabolic syndrome warrants focus on the behavioral and medical care of 
children/adolescents taking antipsychotic medications. Because antipsychotics are often 
prescribed by psychiatric specialists, it’s imperative that primary care providers are aware of 
such prescriptions, that metabolic monitoring is completed by an appropriate physician, and that 
care is closely coordinated between psychiatric and primary care providers to ensure proper 
oversight of patients’ physical health. For these reasons, HealthPartners supports the HEDIS 
Metabolic Monitoring for Children and Adolescents on Antipsychotics (APM) rate.  

Table:  Commercial HEDIS results for APM  
Conclusion: Goal not met 

 Goal 2020 2019 2018 
% of Members who completed 
Metabolic Monitoring 

60% 35.5% 40.6% 44.1% 

 

Table:  Marketplace HEDIS results for APM  
Conclusion: Goal not met - It should be noted that the rate for 2020 was 0% due to a denominator of 0. 

 Goal 2020 2019 2018 
% of Members who completed 
Metabolic Monitoring 

60% 0.00% 100% 0.00% 

 

HealthPartners’ APM rates have decreased throughout the past several years from 44.1% in 
2018 to 40.6% in 2019 to 35.4% in 2020. Each of these rates has fallen below the goal of 60%, 
implying opportunities remain to further support members in completing metabolic monitoring 
and collaboration between psychiatric and physical health care providers.  

Collaborative Activities 
1. Collaboration with Behavioral Health Care Practitioners 
To provide forums for collaboration among primary care providers, behavioral health care 
providers, and health plan personnel to analyze clinical data, detect trends and barriers, and 
identify opportunities for improved care, the following workgroups are facilitated by 
HealthPartners Behavioral Health: 

• The HEDIS Behavioral Health Committee involves actively practicing primary care 
physicians, psychiatrists, and behavioral health therapists, along with the health plan 
Behavioral Health Disease and Case Management programs and Health Informatics. 
This group meets regularly throughout the year to review data, conduct barrier analyses, 
and create work plans. 

• The Member-Focused Behavioral Health Workgroup involves behavioral health 
professionals from HealthPartners Case Management and Utilization Management, 
HealthPartners Contracting, HealthPartners Government Programs, HealthPartners care 
delivery, and clinical leaders from high-volume contracted behavioral health care 



 

systems. This groups meets, at least, quarterly to review quality and performance data 
and to identify opportunities for improvement around health plan initiatives, policies, 
procedures, and expectations of providers. 

2. Quantitative and Causal Analysis of Data to Identify Improvement Opportunities 
Through quantitative and qualitative analyses, improvement opportunities were identified 
regarding access to care, particularly with the implementation of telehealth in response to 
COVID-19, and patient understanding of and adherence to standards of care and follow-up 
appointment frequency. These opportunities are evidenced by unmet goals for HEDIS ADD and 
APM rates. 

• Access to Care  
Health care – both behavioral health and primary care – made significant and rapid 
transitions from in-person care to telehealth in 2020 in response to the COVID-19 pandemic. 
While this has been a positive change and an accessible option for care for many patients 
and providers, it has not been a completely viable mode of care. Participants of the HEDIS 
Behavioral Health Committee as well as those on the Member-Focused Behavioral Health 
Workgroup have anecdotally reported that providers, particularly behavioral health 
providers, have experienced higher utilization of mental health care and lower no-show rates 
by patients with the implementation of telehealth. This higher utilization has, in turn, reduced 
the availability of appointments. Additionally, it has been discussed throughout these groups 
that certain types of care, particularly medical care and certain modes of behavioral health 
care (i.e. play therapy), are difficult to provide via telehealth.  

For the ADD HEDIS measure, patients who are newly prescribed ADHD medication and 
need to be seen for an initial visit within 30 days of the prescription start (the Initiation 
Phase) and for two additional visits within 9 months after the prescription start (the 
Continuation and Maintenance Phase) may have difficulty attending appointments within 
these required timeframes due to limited appointment availability, even via telehealth. If 
patients are unable to obtain appointments with necessary providers within these 
timeframes, the rate of the measure is impacted and, more importantly, patients may not 
receive necessary oversight and management of their medication and condition by their 
prescriber.  

For the APM HEDIS measure, patients on 2+ antipsychotic medications who must complete 
metabolic testing likely have difficulty completing such care via telehealth as primary care 
can be more challenging if not impossible to complete via phone or video when a physical 
exam and/or labs are needed. For this measure and the required care, it is imperative that 
appointments are available in-person and not just via telehealth platforms. 

• Education and Reminders regarding Standards of Care 
Throughout analyses of the ADD and APM HEDIS measures by the HEDIS Behavioral 
Health Committee, it was identified that patients/caregivers are not inherently familiar with 
the standards of care regarding the frequency or necessity of follow-up appointments. 
Because of this, it is beneficial to educate and remind patients/caregivers about the 
recommended timeframes for scheduling and attending follow-up appointments to support 



 

their attendance at them.   Additionally, it is also beneficial to inform prescribers how and 
when the health plan is communicating with patients/caregivers regarding appointment 
education and reminders so clinics can be aware of patients who are not yet scheduled for 
or who have not yet attended recommended follow-up appointments. 

Opportunities for Improvement 
1. With the shift from in-person care to telehealth care throughout 2020, there is an opportunity 

and a need for both health plans and prescribers/providers to better understand the use of 
and satisfaction with telehealth health appointments for patients receiving behavioral health 
care. Understanding members’/patients’ experience with telehealth can help identify how 
telehealth can support access to care and, in turn, improve adherence to treatment 
recommendations, such as follow-up appointments, medication, and metabolic monitoring, 
which there is a need for as evidenced by low rates/unmet goals around HEDIS ADD and 
APM rates.  

a. HealthPartners conducts Member Satisfaction Surveys of HealthPartners health plan 
members annually to explore members’ satisfaction with behavioral health care. With 
the shift from in-person care to telehealth in 2020, the survey was updated in 2020 to 
include the following questions around satisfaction with phone or video visits for 
behavioral health care: 

i. Did your child/teen use telehealth (phone or video) for Behavioral Health 
care?  Yes/No 

ii. If yes, how satisfied were you with telehealth for Behavioral Health care? 
Likert scale 

iii. Please provide feedback about using telehealth for Behavioral Health care: 
Text field   

2. To support patients/caregivers in their understanding of standards of care for follow-up 
appointments, there is ongoing opportunity to provide them with education and reminders 
around the need for and timing of those appointments. This communication is most effective 
when it is individualized to the patient, explains the benefits of the appointment, and can 
identify specific dates that patients should attend follow-up appointments by. The 
effectiveness of this communication is also improved when it is shared with the 
member’s/patient’s prescriber. Such communication not only helps patients attend 
appointments that improve ADD and APM HEDIS measures but, more importantly, ensures 
patients are receiving proper and continual oversight of their condition and medication from 
their provider and that providers are promptly aware of patients who are coming due for 
follow-up care or aware of patients who have missed recommended follow-up appointments.  

b. HealthPartners Behavioral Health identifies members using claims data who are 
newly prescribed ADHD medication.  With this information, letters are individualized 
and mailed to the member indicating the medication they have been prescribed and 
the date by which they should plan to attend their first follow-up appointment as well 
as the date by which they should plan to attend two additional follow-up visits.  

 



 

Measuring Effectiveness 
Effectiveness of Improvement of the First Opportunity for Improvement 
In 2020, parents/guardians of 4,000 child/adolescent members who accessed 2+ behavioral 
health care visits were surveyed through the HealthPartners Member Satisfaction survey. While 
the survey inquired about members’ satisfaction with their overall behavioral health care, use of 
and satisfaction with behavioral health care via telehealth was an added focus for the 2020 
survey. 476 surveys were completed and returned for a response rate of 12.5%. Of those 476 
respondents, 354 (74.3%) reported using telephonic or video visit for behavioral health. 
Throughout those 354 responses, 291 (82.2%) reported being satisfied for very satisfied with 
their telehealth visit, 30 (8.5%) reported a neutral response, and only 33 (9.3%) reported being 
dissatisfied or very dissatisfied with their visit.  

These results indicate that while telehealth was not a method of care used by all 
members/patients, it was a highly utilized option and that members/patients who did use it were 
satisfied with their care being provided via phone or video. However, despite positive survey 
responses around telehealth, this survey data did not identify proportions of respondents who 
were prescribed antipsychotic or ADHD medication (who may have been part of the ADD and 
APM HEDIS measures) and how telehealth care supported them or did not support them in 
attending necessary follow-up care. 

Because the HEDIS ADD and APM rates remained below goal for 2020, additional data will 
need to be gathered and analysis will need to be completed to understand if telehealth care 
helps to increase HEDIS rates around appointment attendance and completion of care. With 
telehealth being such a new option for care for many patients and clinics in 2020, its unknown 
how experience with telehealth will change over time. The Member Focused Behavioral Health 
Workgroup has anticipated that future care will be a combination of telehealth and in-person 
appointments to accommodate patient preferences and the care that is needed.  

Effectiveness of Improvement of the Second Opportunity for Improvement 
HealthPartners mailed letters to qualifying child and adolescent members who were newly 
prescribed ADHD medication as well as those who were prescribed antipsychotic medications 
to advise them/their caregiver(s) on the standards of care around the benefits of follow-up 
appointments and the dates by which they should plan to attend those appointments depending 
on when the medication was initially started/filled. The same communication that is sent to 
members/caregivers is also sent to the member’s prescriber, so prescribers are equally 
informed of the patients who need follow-up care. Despite these communications, 
HealthPartners HEDIS ADD and APM rates for Commercial members continued to fall below 
goal in 2020.  

As a result of these rates remaining below goal for several years now, the HEDIS Behavioral 
Health Committee agreed that ADD and APM will remain measures of focus and that ADHD as 
a condition warrants its own workgroup that could further explore opportunities to improve 
ADHD care. To formulate the ADHD Workgroup, the HEDIS Committee identified 
representatives from HealthPartners health plan Quality and Improvement, Behavioral Health 
Case Management, and Health Informatics departments, as well as Care Delivery providers 



 

from HealthPartners and Park Nicollet pediatrics who serve as Department Chairs for their 
respective clinics. This group will continue in the coming year to further explore opportunities to 
support improved ADHD care.  

 

 

  



 

Health Disparities  
Description  
As an organization dedicated to the health and well-being of every person, we have the 
responsibility and opportunity to help build a stronger organization and community where racism 
and inequity have no place. HealthPartners has a long history of addressing structural racism 
and health equity; grounded in the mission, vision and values established by our consumer-
elected Board of Directors. Our mission is to improve health and well-being in partnership with 
our members, patients and the community. Our Partners for Better Health Goals 2025 reflects 
this mission. We seek to deliver outstanding care and service that is safe, timely, effective, 
equitable, efficient and patient/member/family centered.  

We have been an industry leader in creating health and well-being programs aimed at reducing 
disparities in care, increasing diversity within our workplaces, and honoring the communities we 
serve. This focus is embedded in everything we do, and we partner meaningfully in our 
communities to address social determinants of health and act as an anchor tenant to improve 
health and economic development. Achieving health equity requires addressing disparate health 
outcomes and recognizing its relationship to structural racism and racial bias.  

Goals  
Our goal is to eliminate health disparities among our members and patients to improve their 
health and experience. We seek to develop community partnerships to support social, economic 
and environmental health and well-being for our patients and members, and to decrease the 
gaps in socioeconomic and physical environmental health determinants.    

Initiatives/Interventions  
HealthPartners has a longstanding commitment to improve the health of the diverse 
communities we serve. We’ve been recognized for outstanding care outcomes and 
performance, and we continue to partner with our communities to eliminate disparities. Our 
Equity, Inclusion and Anti-Racism Cabinet provides strategic leadership in planning and 
executing activities aimed at improving racial equity and health equity through reducing health 
care disparities, improving access and supporting an inclusive culture. Our strong leadership in 
this area is reflected in the awards and recognitions we’ve received for these efforts: 

1. Top 15 Health System – For the fifth year in a row, IBM Watson Health named 
HealthPartners one of the Top 15 Health Systems in the nation for the fifth year in a row. 
Compared to other health systems, top performers had fewer patient deaths, fewer 
infections and complications, lower readmission rates, shorter lengths of stay, higher 
patient satisfaction and lower costs. It’s a testament to our unique ability to partner 
across care, health plan and research to improve the health and well-being of our 
members, patients and community.  

2. No. 1 in member satisfaction – For four years in a row, HealthPartners has received 
the highest ranking in overall satisfaction among commercial health plans in the 
Minnesota-Wisconsin region, according to the J.D. Power U.S. Commercial Member 



 

Health Plan Study. In addition, we received the highest rating in coverage and benefits, 
customer service, information and communication and billing and payment. 

3. Top-rated health plan – HealthPartners is one of the top-rated commercial health plans 
in Minnesota with a rating of 4.5 out of 5, according to the National Committee for 
Quality Assurance (NCQA) commercial Health Plan Ratings 2021. This is the 17th year 
in a row that NCQA recognized us as one of the highest performing plans in the nation. 

4. Medicare 5 Star Ratings – HealthPartners has consistently been a highly rated 
Medicare plan by the Centers for Medicare and Medicaid Services (CMS). For 2022, all 
five HealthPartners Medicare plans across our six-state service area were awarded an 
overall 5 out of 5-Star Rating. In addition, for the second year in a row, HealthPartners 
Minnesota Senior Health Options (MSHO) plan earned 5 stars – HealthPartners was the 
first and only MSHO plan in Minnesota to earn 5 stars for 2021 and one of only three 
such plans in the nation to earn the top rating.  

5. Consumer experience leader – HealthPartners receives high scores from its health 
plan members in the annual CAHPS survey. Thirteen key areas are addressed in the 
survey, including doctor communication, customer service and getting care quickly, and 
members rate their experience with each. Compared to all Minnesota health plans, 
HealthPartners has received the highest overall plan rating from members every year 
since 2007. 

6. Exceptional care – HEDIS® – This year, 62% of our commercial HEDIS measures are 
in the top 25% in the nation, with 31% in the top 10%. This outscores our local 
competitors. 

7. CMS Health Equity Award – In January 2019, HealthPartners was one of only two 
organizations in the nation to receive the Health Equity Award from CMS. The award 
recognizes areas where HealthPartners has implemented new models to increase 
access to care and reduce health disparities, including for behavioral health.  

8. AMGA Acclaim Award – HealthPartners was named an Acclaim Award honoree by the 
American Medical Group Association (AMGA) for our Children’s Health Initiative and its 
collaborative approach to improving child and family health. This effort included 
collecting data and eliminating gaps in care, supporting language access, partnering with 
communities and building an understanding of equity, diversity, inclusion and bias. 

9. Colorectal Cancer Organization of the Year – In 2018, HealthPartners was named the 
Colorectal Cancer Organization of the Year by the American Cancer Society for its work 
to improve colorectal cancer screening rates among patients of color. 

10. Improved Total Cost of Care – HealthPartners continues to be a top performer in MN 
Community Measurement’s Minnesota Health Care Quality Report. In 2020, our care 
system, including HealthPartners and Park Nicollet, performed better than average 
among medical groups in Minnesota. The findings underscore the importance of our 
integrated work across care delivery and health plan to improve total cost of care for 
patients and members. 

11. Top hospitals – Our hospitals are consistently ranked among the best in nation. In 
2021, Regions and Methodist hospitals were ranked among Newsweek’s list of World’s 
Best Hospitals and U.S. News and World Report’s list of Best Regional Hospitals. In 
addition, Methodist Hospital was named among IBM Watson Health’s list of 100 Top 



 

Hospitals in 2021 – the sixth time the hospital has earned this distinguished recognition. 
Regions Hospital was named one of HealthGrades’ 50 Best Hospitals in America in 
2020. 

12. Gold-level stroke treatment and care – HealthPartners was recognized by the 
American Heart Association and American Stroke Association as a Gold-level practice 
for our commitment to high-quality stroke treatment and care. 

13. National leader in sustainability practices – Health Care Without Harm named our 
organization a worldwide Climate Champion two years in a row (2019-2020). In 2020, 
HealthPartners also received a record 31 awards from Practice Greenhealth in 
recognition of our outstanding accomplishments in sustainability, including the System 
for Change award for the seventh consecutive year. 

14. Health care leadership – HealthPartners President and CEO Andrea Walsh was 
named to Modern Healthcare’s list of 100 Most Influential People in Healthcare in 2021 
and 2022. In addition, the Minneapolis/St. Paul Business Journal named Andrea their 
2021 Executive of the Year. Andrea also received the 21st Century Pinnacle Leader 
Award from the Women’s Health Leadership TRUST in 2020, which recognizes women 
who are trailblazers in leadership, transformation and innovation in health care. 
Minnesota Physician included Andrea among their list of 100 Most Influential Health 
Care Leaders in 2020. 

Individual Awards 
• 2021 – Methodist Hospital ICU nurse Jeanette Rupert received the inaugural Bernard J. 

Tyson Award for Excellence in Pursuit of Healthcare Equity from the Alliance of 
Community Health Plans (ACHP). She was recognized for her work to establish a local 
medical tent as a brick-and-mortar non-profit clinic in the community and for her 
collaboration with local nursing students to bring health care to underserved populations.  

• 2020 – Park Nicollet nurse Jenn Bourgoine received the Business of Pride – Ally Award 
from the Minneapolis/St. Paul Business Journal for her work supporting transgender 
patients. 

• 2019 – Dr. Deb Thorp, director of Park Nicollet gender services, received the Business 
of Pride award from the Minneapolis/St. Paul Business Journal for her work to improve 
access to compassionate care for LGBTQ patients and patients in immigrant and 
refugee communities. 

Equity, Inclusion and Anti-Racism Cabinet  
In 2020, HealthPartners established the Equity, Inclusion, and Anti-Racism Cabinet to 
aggressively accelerate our efforts to advance racial equity and health equity. The Cabinet 
provides strategic leadership in planning and executing activities aimed at improving racial 
equity and health equity through reducing health care disparities, improving access, and 
supporting an inclusive culture. The Cabinet aligns racial equity and health equity activities 
across the organization through inclusion in annual plans and supports tracking, monitoring and 
measuring progress. The Cabinet:  

1. Provides an organization-wide approach to measure and reduce health care disparities  
2. Supports workforce development initiatives that reinforce cultural humility and respect 



 

3. Improves care for members with limited English proficiency and who are hearing 
impaired 

4. Involves members in planning and implementing racial equity and health equity 
approaches 

5. Engages with communities across the seven-county metropolitan area in partnerships to 
promote racial equity and health equity 

6. Provides direction for data collection, analysis, and reporting across the organization 
7. Communicates progress on initiatives across the organization, and externally as 

appropriate 

The Equity, Inclusion and Anti-Racism Cabinet provides leadership, direction and oversight 
through four cornerstones to accelerate the pace of our work and cultivate alignment and 
partnership across the organization.  

The image below illustrates the four cornerstones’ approach of the Health Equity, Inclusion, and 
Anti-Racism Cabinet. 

Figure 6 

 

Community collaboration to gain insights and engage community  
We have built a culture of health equity in our organization through partnerships with community 
organizations. In our 2021 Community Health Needs Assessments and Plans, conducted by 
each of our hospitals, priority needs were reviewed within the contextual factors of structural 
racism and COVID-19.  During that process, we engaged community members, public health, 
and our own clinicians to more deeply understand how we might impact the health of our 
community. 

Community partnership development is a core strategy in our work to promote health equity. We 
invest in six general areas: healthy children, mental health, nutrition and fitness, health equity, 
wellness and prevention and research and education. We also have larger, multi-year 
partnerships and campaigns with community-based organizations to impact health 
determinants, such as the MakeItOK campaign, PowerUp and Little Moments Count.  Examples 
of partners include organizations such as the Wilder Foundation/ St. Paul Promise 
Neighborhood, the YWCA, Northside Achievement Zone, NAMI, St. Paul Bookmobile, over 60 
schools throughout the region, Hunger Solutions, and many others. 



 

Healthy Children and Maternal Health  
1. Little Moments Count: Building off of a partnership that began with the Greater Twin 

Cities United Way in 2016 to host yearly early brain development educational community 
events and convene partners to work together on this topic to encourage early 
parent/caretaker-child interaction and to optimize early brain development and child 
health, a new state-wide initiative was formed in 2018, called Little Moments Count 
(LMC). LMC’s focus is on building a social movement to build parent and caregiver 
awareness and action, including partners in many sectors and using a community 
grassroots and collective action approach to encourage parents and caregivers to spend 
time interacting with their babies and young children, especially in the first three years of 
life. In 2021, we held our sixth annual Little Moments Count community educational 
event.. Over the past six years, HealthPartners has planned and funded six annual 
education events on the topic of early brain development.  A seventh is planned for Fall 
2022.  Each year, approximately 500 attendees attend and post-event viewing of the 
event virtually can add up to an additional 4000 views of the educational event content.  

The program continues to strengthen community partnerships, including working with the 
Think Small Parent Powered texting program to encourage parents to engage with their 
children to optimize early brain development. Internally, LMC fits under CHI’s early brain 
development and strengthening communities’ areas of focus and is also promoted 
through our Reach Out and Read program at well child checks.  

Little Moments Count is a statewide social movement and awareness building campaign 
to encourage parents and caretakers of young children to practice frequent serve and 
return interaction to help a child’s brain optimally develop. Optimal brain development 
helps build the parent/caretaker-child relationship and pave the way for future thinking 
and reasoning, including brain pathways needed for reading and math academic 
success, mental well-being, high school graduation and other markers of success. 
Optimal early brain development also helps mitigate toxic stress for the child and is an 
important upstream factor that helps reduce future chronic disease and mental and 
substance health risks. 

HealthPartners continues to be the primary convener for the statewide Little Moments 
Count work, hosting Little Moments Count Leadership Council meetings six times each 
year with 57 other community and state-focused organizations.  HealthPartners also 
convenes an early brain development cultural consulting group and brings together nine 
large health care systems from across Minnesota to plan collective action on early brain 
development.     

Other Little Moments Count facts: 

o HealthPartners was a co-sponsor in January 2019 and August 2019 of the No 
Small Matter screenings – a film created to elevate the need and importance of 
action and funding for early brain development.  From that screening, Minnesota 



 

Public Radio created a recording of the panel discussion that aired in March 
2019.   

o Our LMC cultural consulting group has representatives from the African 
American, Hmong, Somali, American Indian and Latin American communities.   

o HealthPartners CEO Andrea Walsh also continues to lead coordinated health 
care systems action, having convened nine system CEO meetings to date. A 
separate operations-focused system group is also meeting to support 
coordinated action and implementation across our state.  In 2021, the work of 
this working group included outreach to over 150,000 families of young children, 
distribution of over 214,000 children’s books through Reach Out and Read MN, 
and Think Small Parent Powered Text program promotion to over 5000 families.  

o In February 2021, LMC partnered with the Itasca Project to launch the 1000 Days 
work. In 2021, Itasca Project launched a white paper detailing the key issue and 
how employers can help, as well as a webpage with details about ways 
employers can support families with young children featuring best practice and 
employer family support options. Itasca’s over 100 member employers are 
working together to help spread this important work.  

2. Children’s Health Initiative: It's clear that there is a strong link between health and well-
being early in life, and health and well-being later in life. HealthPartners is working to 
improve the health and well-being of children and their families by concentrating on 
areas of focus known as our Children’s Health Initiative. The three main guiding 
principles of the initiative are: promoting early brain development, providing family 
centered care and strengthening our communities. Through this investment, we’re 
helping lay a foundation that will benefit generations to come.  

3. Reach Out and Read and early brain development messaging: Reach Out and Read 
reaches children from 6 months to age five. At the beginning of every visit, a child's 
healthcare provider will give the child an age and language appropriate book to share 
with their family. The provider uses this opportunity to gauge the child's early 
development and give the parents or caregivers guidance on how language-rich 
interactions, such as reading, singing, and playing together, help a child learn and grow 
healthily. In efforts to start this messaging early on, we added a black and white book to 
the 32-week prenatal visit and explain to families that there are benefits of talking, 
reading and singing to their baby still in the womb. Each year, this program hands out 
approximately 95,000 books between our well child checks and prenatal visits.  

4. Think Small Positive Parent Texting program: This easy, free program provides fun facts 
and easy tips each week with ideas on how parents/caregivers can promote their child’s 
learning. Research shows when parents participate in this program their children are 
more prepared for kindergarten. In 2021, we included a Little Moments Count bookmark, 
which promotes Think Small, to our 32-week prenatal visit and 1 month well child check.  

 



 

5. Adolescent Health Questionnaire: In 2021 we completed a pilot project to build on 
previous work done across HealthPartners to improve adolescent care. In 3 test clinics, 
we began using a tablet to capture adolescents’ responses to a risk screening 
questionnaire that is otherwise completed on paper and shredded after the adolescent 
well visit. As part of this pilot, we also explained the benefits and risks to adolescents of 
storing the questionnaire in their medical record. Then, we asked if they are willing to 
have their answers saved. Over 90% of adolescents were willing to have their 
confidential risk questionnaire saved in their medical record. Findings from this work will 
be used to promote adolescent-centered improvements in care delivery.  

6. PowerUp Teen Leadership Council: In 2020, the Children’s Health Initiative started to 
partner with PowerUp’s Teen council to provide feedback on care for teens. In the first 
year, they provided feedback on our adolescent questionnaire to ensure we are asking 
relevant questions, which we were then able to update. In 2021, CHI chairs were added 
to the advisory committee to help enhance their engagement through the program and 
into the community. The council will still provide feedback on care practices, as needed.  

7. St. Paul Promise Neighborhood (SPPN): The Promise Neighborhood (Wilder 
Foundation, Ramsey County, and St. Paul Public Schools) is a community-wide initiative 
to provide academic, social and health supports children need to succeed in school and 
life. The focus is on families with children birth to age 5. HealthPartners is a partner on 
the Advisory Council. Last year, the Saint Paul Promise Neighborhood and its partners 
served more than 500 children through summer learning loss prevention programming; 
two cohorts completed the People’s Fellowship, and 328 families, including 1,400 kids, 
received toys, coats and food baskets in partnership with Hallie Q. Brown Community 
Center; and 200 families received wraparound services, meaning culturally responsive 
services that support the whole family. 

8. Penumbra Theater: HealthPartners partners with Penumbra Theater, a local theater 
company that creates professional productions focused on the African American 
experience.  Penumbra has evolved into a Center for Racial Healing that nurtures black 
artists, advances equity, and facilitates wellness for individuals and community.   
HealthPartners began a partnership with Penumbra to support the commissioning and 
development of a new play written by Harrison David Rivers.  The play, Weathering, 
shares the deeply moving story of Black mothers and their babies.  While it could not be 
performed on the stage in 2021 due to COVID, Penumbra performed excerpts of 
Weathering in a virtual reading format for HealthPartners employees who serve on our 
pregnancy council, health equity and children’s health initiative cabinet.  The session 
was recorded and continues to be used for training across our organization.   We are 
hopeful that Weathering will be performed to a live audience in fall of 2022! 

Weathering, is a word coined by University of Michigan researcher Arline Geronimus to 
describe the accelerated deterioration of human bodies experiencing both dogged 
anxiety and intergenerational trauma.  Rivers’ work focuses on the often-deadly neglect 
experienced by black mothers during pregnancy. According to a recent report from the 

https://www.wilder.org/community-impact/saint-paul-promise-neighborhood


 

New York Times: “Black infants in America are now more than twice as likely to die as 
white infants (11.3 per 1,000 black babies, compared with 4.9 per 1,000 white babies, 
according to the most recent government data) a racial disparity actually wider than in 
1850, 15 years before the end of slavery.” 

9. Patient Journey Mapping: In 2021, with support from the Park Nicollet Foundation, 
HealthPartners joined with other local health care agencies, to partner with a consulting 
agency, Heart of the Customer, to improve outcomes for Black expectant mothers by 
capturing their experiences during and after pregnancy in order to build empathy, 
undermine systemic racism, and improve outcomes for them and their babies.  

10. Integrated Care for High-Risk Pregnancy (ICHRP): To better serve our African American 
patient population, CHI has partnered with Integrated Care for High Risk Pregnancy 
(ICHRP). This group provides professional expertise; knowledge of prenatal African 
American maternal and child health issues; knowledge of the African American 
community; and connections to local, national or international resources and colleagues. 
In 2021, we piloted referring our patients to their program. CHI continues to work through 
some barriers with this referral process, as it is not automated, so clinicians could forget 
to bring it up. 

11. Healthy Beginnings: This program helps women achieve a healthy pregnancy and birth 
by providing comprehensive support to pregnant women who are experiencing 
substance abuse issues, mental health issues, homelessness, poverty, domestic 
violence, and/or other complex psychosocial issues. This evidence-based program 
reduces preterm and low-weight births and increases rates of perinatal mental health 
screening and care, supporting more than 10,000 expecting families each year through 
trusted, skilled care coordination by providing patients with education, referrals and 
resources and provides the medical team with care consultation and support.  

Partnerships with the community: 
a. Cradle of Hope – Apply for portable cribs, provide safe sleep education and 

distribute cribs to patients 
b. Bundles of Love Charity – Distribution partner for the charity (bundles have 

handmade baby clothes, blankets, and baby care items) 
c. AMMA Parenting – Provide grant-funded scholarships for childbirth prep, 

breastfeeding and newborn care classes 
d. Participation in Scott Co. Early Childhood Multidisciplinary Team (case 

consultation meetings with child protection and other community child welfare 
agencies) 

e. They also make frequent referrals to WIC, Everyday Miracles, MVNA and other 
county family home-visiting programs 

12. Everyday Miracles: Through grant support, women seeking prenatal care through a 
HealthPartners clinic can seek support from Everyday Miracles and we will help fund the 
cost of the classes. Everyday Miracles is committed to improving maternal health, and 
specifically to reducing health disparities in communities at risk for poor outcomes. They 



 

strive to provide compassionate, culturally aware support and a nonjudgmental, 
welcoming community. 

13. Lactation Café: Previously known as our Mom & Baby Café (name changed to “lactation” 
in efforts to be more inclusive), will still be offered across HealthPartners. This free Café 
is normally offered monthly and provides support, camaraderie, and lactation support for 
mothers postpartum. Due to COVID, we had to pause our in-person sessions and look at 
developing a virtual model. That is currently being piloted at our Methodist Lactation 
Center and expected to be offered broadly in 2022.  

14. Doula Services: HealthPartners is pleased to note we are expanding and funding doula 
services. Research shows that doulas can improve outcomes for both mother and baby. 
For example, studies show that doulas help reduce the rate of caesarean surgeries, 
which is higher among black women than other racial groups, and other costly 
interventions. Doulas also increase the rate of breastfeeding, which improves the health 
of new moms and babies and is less common among black or low-income women. 

As voiced by the Ramsey County Birth Equity Community Council (BECC), the 
community has expressed a desire for more doula support that “looks like them.” 
HealthPartners has had conversations with community doula programs and has 
identified capacity as an issue, especially for women of color. In 2021, we collaborated 
with Everyday Miracles, our primary contracted doula provider, to fund the certification of 
eight additional doulas of color to serve Medicaid members. We are also engaged with a 
group of community members and organizations to encourage the state to update the 
allowable doula certifications to include culturally congruent trainings relevant for Black 
and Indigenous pregnant people.  

15. Referral partners: We continue to expand our collaboration with community partners to 
further support our most vulnerable patients and members. We work to identify and refer 
our eligible mothers who are patients or members to Nurse Family Partnership, other 
county public health nurse home visiting programs, and community-based programs to 
support diverse communities including doulas and other maternal health supports. We 
refer pregnant members on Medicaid to county home visiting for support and resources 
at the local level. 

16. Perinatal Measurements: In November 2021, HealthPartners began participating in the 
U.S. Department of Health and Human Services (HHS) Perinatal Improvement 
Collaborative, a large-scale, data-driven collaborative of 200+ leading hospitals caring 
for diverse populations in all 50 states. The collaborative is overseen by the HHS Office 
on Women’s Health (OWH), using real-time data, analytics and performance 
improvement methodologies from Premier Inc.  The HHS Perinatal Improvement 
Collaborative will be testing interventions and protocols to reduce preventable deaths 
and complications among mothers and their babies. Using Premier’s comprehensive and 
standardized data collection system, the program will be able to quickly generate 
solutions for safer obstetric and neonatal care that can be implemented nationwide. The 
effort is guided by an external advisory panel comprising more than 20 expert clinicians 



 

and thought leaders, and patient partners from MoMMA’s Voices, a coalition of advocacy 
organizations focused on leading causes of maternal mortality and morbidity. 

17. Postpartum Hemorrhage and Hypertension in Pregnancy Safety Bundle: In June 2021, 
all 8 inpatient hospital Birth Center leaders, providers, nurse educators, quality 
improvement specialist, pharmacy, lab and Epic builders collaborated to roll out a robust 
program to improve maternal morbidity and mortality related to postpartum hemorrhage 
and hypertension in pregnancy. More than 1000 perinatal clinical providers completed 
education and training aimed at standardizing care of patients experiencing these 
obstetric emergencies. Standardization included policies, protocols, tools, order sets, 
medications, education, simulation, measurement and monitoring. This work will impact 
over 8000 deliveries across the HealthPartners family of care hospital Birth Centers.  

Mental Health  
• Partnership with NAMI Minnesota: HealthPartners has had a mutually beneficial 15-year 

partnership with the Minnesota chapter of NAMI, a nonprofit organization dedicated to 
improving the lives of children and adults with mental illnesses and their families 
(namimn.org). HealthPartners has continuously been a sponsor of the NAMIWalks since 
2007.  Since COVID, we have continued our participation pivoting along with NAMI and 
supporting a “walk your way” theme encouraging folks to participate safely by walking in 
their own neighborhood and/or celebrating in their own way.  HealthPartners continues 
to sponsor and participate in the NAMIWalks annually, on an organization-wide level, 
helping to raise funds and promote the walk. We have collaborated with NAMI on the 
Make It OK anti-stigma campaign (described below), in which NAMI is a committed and 
expert organization that has pledged to help change hearts and minds about the 
misperceptions of mental illnesses by encouraging open conversations and education on 
mental illness. 

• Make It Ok:  Make It OK is a community campaign to reduce stigma by increasing 
understanding and creating caring conversations about mental illness.  

In 2021, Make It OK reached thousands through virtual and in-person events, trainings, 
presentations, messaging efforts, plus our network of ambassadors and community 
partners! We also learned a lot. Mental health and well-being rose to a top priority in 
2021 through the Community Health Needs Assessments (CHNAs). The data analyzed 
as part of the CHNA reaffirmed the importance of this issue and the importance of Make 
It OK. Fighting stigma and creating caring communities are a key part of that priority. 
Through the HealthPartners IMPACT survey, we continue to see how we are making 
progress, and that there is more work to do. In 2022 we are developing new strategies 
and partnerships to help ensure we are reducing stigma in our entire community, with a 
priority on identifying and reaching those most vulnerable and reluctant to seek mental 
health care. We will also learn more about how COVID-19 has influenced attitudes about 
mental health and illness.  

2021 Make it Ok Highlights:  



 

a. 270+ Trained as Make It OK Ambassadors in 2021, through 17 virtual 
trainings1350+ Reached through 32 Make It OK  virtual and in person 
presentations and tabling events.   

b. More than 88 percent of participants reported increased knowledge about mental 
illness and greater confidence in talking about mental illness as a result of the 
presentations. 

c. 765 Ambassadors connected through our quarterly Make It OK Ambassador 
newsletters  

d. Refreshed and revamped Make It OK messaging with a focused approach to 
reach those identified as most reluctant to seek mental health care  

e. Make It OK has been a key partner in a comprehensive approach to mental 
health for students in the local schools.  

f. There were a total of 74,945 web visits to makeitok.org in 2021. The Make It OK 
tools and resources were downloaded 382 times by people in over 250 US cities 
and including countries of Thailand and the Netherlands. Our top five cities with 
the most web visits include Minneapolis, MN, Mountain View, CA, Monroe, LA, 
St. Paul, MN and Chicago, IL. 

• Science Museum of Minnesota: Since 2018, HealthPartners supported the Science 
Museum of Minnesota’s development of the Mental Health: Mind Matters exhibit.  This 
exhibit was originally developed in Finland, but did not use culturally appropriate 
language or approaches for the United States, as well as did not provide culturally-
relevant resources.  HealthPartners provided important financial support and subject 
matter expertise and content on resources, including creation of a dedicated resource 
area for adults and children.  This resource area included culturally-relevant resources in 
many languages and also included dedicated pieces for perinatal psychiatric disorders, 
and African American, recent refugee immigrant, Somali and Latin American 
communities.  https://www.smm.org/toolkit/mindmatters   

• African Mental Health Summit: Through Park Nicollet Foundation support, 
HealthPartners sponsored 41 attendees from our organization (PNHS mental health 
providers, HealthPartners care integration team members, hospital social workers, 
Growing Through Grief counselors and Hospice social workers) to attend an all-day 
conference focused on culturally competent mental health care for people of African 
Descent. 

Nutrition and Fitness  
• PowerUp: The PowerUp initiative makes it easy and fun for everyone to eat better, move 

more and live healthier lives. We do this important work in partnership with our 
members, patients, colleagues and communities through programs, tools and resources 
that support and inspire change.  

 

https://www.smm.org/toolkit/mindmatters


 

PowerUp has a special focus on kids and families because childhood overweight and 
obesity tripled in the past 30 years and remains a critical issue for the future of children’s 
health. Research shows that today, kids are expected to live shorter, less healthy lives 
than their parents for the first time.  Research also shows that it takes a multi-level 
approach, including schools, organizations and the entire community working together to 
change these trends. 

PowerUp School Challenge 
The School Challenge is an innovative program focused on encouraging elementary-
aged students to get curious and excited to try fruits and veggies and move their bodies 
in fun, new ways. In 2021, schools told us it is a priority to help students feel good and 
recharge their bodies and brains. Therefore, “feel good” was added as a key focus 
alongside “eat better” and “move more,” helping kids explore the mind-body connection 
and ways to relax and recharge.  

The School Challenge pivoted to increase flexibility and adaptability for any learning 
platform, whether inside a classroom or virtually from home. The Challenge offers easy 
modules with digital tools, resources, and lesson plans, allowing teachers to choose 
when, where, and how to use them with their class. Teachers can now participate as an 
individual classroom or as part of an overall school program. This program is provided at 
no cost to schools or youth organizations.  

By participating, teachers and youth leaders: 

o Choose when, where and how to implement the Challenge 
o Support and encourage students to eat better, move more and feel good 
o Earn classroom incentives to further promote student well-being 
o Receive fun and engaging PowerUp resources to share with students and 

families, available in multiple languages  
o Are guided through the Challenge with weekly program communications 
o Prioritize student wellness and do what's best for kids! 

Now going into its ninth year, the classroom-based program includes more than 50 
schools and on average, reaches more than 19,000 students throughout the region. Of 
those, more than 10,000 are students in 30 St. Croix Valley schools. As a result, 83% of 
staff and 74% of families reported positive changes in the eating habits of participating 
children since the start of the School Challenge, observing kids eating more fruits and 
vegetables.  

Power Up School Challenge and Health Equity 
PowerUp is actively trying to reach and recruit more vulnerable communities to 
participate in the School Challenge. Using the Center for Disease Control’s Social 
Vulnerability Index, which uses census variables to identify communities that need extra 
support, we reassessed our recruitment strategy to target socially vulnerable districts 
and zips codes through partnerships, outreach and social media ads.  



 

 

With our increased focus on social needs and health equity, PowerUp convened the 
newly formed Community Health Education Advisory Council at HealthPartners to review 
and advise on the PowerUp Family Magazine, distributed to kids and families during the 
School Challenge. The group provided their perspectives and insights, keeping in mind 
inclusiveness, cultural relevance, health literacy, physical abilities and body sizes, and 
social needs.  

• Food Insecurity:  We address food insecurity systematically through HealthPartners by 
incorporating standardized food insecurity screening questions across our organizations 
- from the care delivery system, within our member health assessment, and through 
disease and case management assessments. Through our partnership with Hunger 
Solutions Minnesota (a nonprofit organization in Minnesota committed to ending hunger 
in MN), members/patients who screen positive for food insecurity are referred to the 
Minnesota Food Helpline.  Hunger Solutions also helps screen for other needs the 
person may have such as housing or transportation.   This partnership started as a pilot 
program with three HealthPartners clinics in 2017 and expanded to the health plan in 
early 2020.  Electronic referral to Hunger Solutions expanded in 2021.  

• SuperShelf: HealthPartners and Lakeview Hospital are founding partners of SuperShelf, 
an innovative project to transform food shelves by offering a positive, grocery store-like 
experience for members to access healthy and appealing foods.  SuperShelf uses 
behavioral economics to make the healthiest choice the easiest choice while respecting 
individual preferences.  There are now 33 certified SuperShelf sites across Minnesota 
that are fully certified and who excel at providing a welcoming environment for 
communities to access appealing, healthy food.  https://www.supershelfmn.org/  

• Unlockit: A program developed by Cycle Health and now integrated into the YMCA 
programming, is a map based outdoor scavenger hunt set at a variety of parks.  
HealthPartners is proud to be a sponsor in 2021 which tested the initial program and will 
now expand in 2022!  Participants can go anytime the park is open.  Participants 
download the map, follow the clues, and unlock letters that, when unscrambled, form a 
keyword. They then submit that keyword to be entered to win fun prizes.   

Health Equity 
1. TPT: HealthPartners is the sponsor of the new Twin Cities Public Television production, 

“Racism Unveiled.”   The project is a collaboration with community members and leaders 
that examines the impact of systemic racism on Black, Indigenous and communities of 
color in Minnesota.  https://www.tptoriginals.org/projects/racism-unveiled/    

TPT – Racism Unveiled – Slow Roll 
As part of our partnership with TPT and sponsorship of Racism Unveiled, HealthPartners 
partnered with TPT to curate a “slow roll” bike ride through South Minneapolis with 
outdoor activist Anthony Taylor.   Participants discovered the history of community 
trailblazers and changemakers who paved the way despite the barriers of systemic 

https://www.supershelfmn.org/
https://www.tptoriginals.org/projects/racism-unveiled/


 

racism. Dr. Jackson also shared the health benefits of physical activity for your mind, 
body and spirit and how being outdoors can help provide healing from historical trauma.  
Over 100 riders participated, and Regions Hospital distributed 34 free helmets. 

2. Higher Ground Academy: Is a K-12 grade charter school located in Saint Paul that 
serves primarily children of East African immigrants from Somalia and Ethiopia.  
Annually, Higher Ground Academy plans a career fair for their junior and senior high 
students.  HealthPartners has recruited volunteers to participate since 2015. In 2021, 
nine HealthPartners colleagues participated and reaching 95 students.  

3. Habitat for Humanity: Stable housing impacts educational achievement and a families’ 
overall health. When HealthPartners and Park Nicollet combined in 2012, our 
organizations used volunteerism as a means to learn about each other and share our 
values. According to The Positive Impacts of Affordable Housing on Health A Research 
Summary, when families pay excessive amounts of their income for housing often they 
have insufficient funds remaining to meet other essential needs, including food, medical 
insurance and health care. In 2021, HealthPartners sponsored 2 builds.  93 volunteers 
participated providing 651 volunteer hours.   

4. Pride Festival: For 24 years, HealthPartners has participated in the Pride Festival and 
over 5 years in the parade.   For COVID safety, the 2021 Pride Festival HealthPartners 
booth was designed as a self-service selfie-booth. 

5. Early Risers Podcast: HealthPartners was proud to sponsor and collaborate with 
Minnesota Public Radio and Think Small on this project.  Early Risers is a 6-episode 
podcast mini-series which explored talking with our youngest children about race and 
racism. Short, sweet, sometimes funny and always relatable, each episode ran between 
20-30 minutes and helped parents, caretakers and educators tackle this big topic with 
their little ones. Episodes released weekly and were supported by both Little Moments 
Count, HealthPartners and Park Nicollet.  As the initial podcast series was so 
successful, HealthPartners sponsored the second series in 2021.   

6. Gender Services Navigator: With support from the Park Nicollet Foundation, Park 
Nicollet Gender Services Department was able to fund a gender services navigator role 
to help build trust and help patients navigate often complicated care situations across 
our system. Examples include: planning for gender affirmation surgery, connecting to 
transgender care, self-injection education, care coordination, and legal issues including 
name and gender marker changes. Since the start of the role in 2019, the Care 
Navigator has met with over 400 unique patients.   

7. COVID-19 Vaccine Equity Volunteer Speakers Bureau: In response to COVID-19, 
HealthPartners created a volunteer speakers bureau and created educational materials 
and PowerPoints that could be tailored by the presenter for the audience.  We have 23 
presenters in the bureau. This includes colleagues throughout Minnesota and at all 
levels of leadership. In 2021, our colleagues volunteered to provide 11 community 



 

presentations (in-person or virtual) and also created videos in multi-languages.  
Presentations were shared at:   

• Somali TV 
• St. Louis Park High School 
• Sourcewell 
• Andersen  
• Girl Scouts 
• Governor’s Children's Cabinet Advisory Council Parent Group 

8. Saint Paul Public Library Bookmobile: Since 2014, HealthPartners has sponsored the 
Saint Paul Public Library Bookmobile, which is one of the last urban bookmobile still in 
operation. The book mobile visits 45-50 sites on a regular basis in a two-week cycle 
reaching about 120,000 people per year.  The Bookmobile ensures that the library is 
accessible to communities that face barriers in using the library’s fixed facility due to 
transportation, cultural, language or other barriers. In addition to a financial contribution, 
HealthPartners also volunteers helping the Bookmobile at local parades. The 
bookmobile continued to operate in 2021 following COVID masking and distancing 
guidelines.  And with additional grants, the bookmobile also expanded their wi-fi services 
for patrons. This was especially helpful when the fixed libraries were closed. 

9. Twin Cities 31st Annual MLK Holiday Breakfast: we sponsored two tables at this annual 
event to celebrate Dr. King’s legacy of service. 40 HealthPartners leaders and 
colleagues represented our organization virtually at the event, A Bold Call to Action, 
which aligns with HealthPartners’ commitment to being anti-racist. 

Wellness and Prevention 
1. The Hmong Stroke Initiative: Started in 2017 in partnership with the Hmong Health Care 

Professionals Coalition. The initiative’s largest finding was that literacy was a barrier to 
care for Hmong members. With grant support through the Regions Hospital Foundation, 
the Hmong Stroke Initiative was able to translate eight American Heart Association 
communications into Hmong in 2018. We partnered with a local Hmong photographer 
and Hmong elder care center to take photos of Hmong elders (all rights reserved) to be 
used in the translated documents. It was important to use photos that were 
representative of Hmong community members. We also revised the documents so the 
language and content were culturally relatable to the Hmong community.  

The next phase is the creation of two Hmong videos on stroke which were completed in 
early 2021. Again, with grant support through the ONE Foundation, we created two 
stroke videos based of the eight translated documents.  We also partnered with a local 
Hmong videographer to create the stroke videos.  The stroke videos included a survivor- 
Stroke recovery in real life: One survivor shares her story and caregiver story - Together 
through life and stroke: A caregiver's journey of love and support through recovery.    

https://youtu.be/kflFIxTRdJI
https://youtu.be/3-QsYPIkZ-k


 

The videos have been shared back to the Hmong community members involved and 
through social media networks such as YouTube and Facebook because we have found 
those were easily accessible tools for Hmong members. The videos are in Hmong 
language with English subtitles. We work with Hmong members within our call centers 
and clinics/hospitals every day and provide language translation services and effective 
provider matching to reduce outcomes disparities.   

2. Diabetes and Hypertension outreach: In partnership with Community Health Worker 
(CHW) Solutions, HealthPartners launched a targeted intervention program to help Black 
members living with both diabetes and hypertension, who also reside in Minneapolis 
public housing or receive their primary care at a community clinic.  In 2021, we referred 
53 members for this intervention and CHW Solutions was able to successfully engage 
23% of the members. This resulted in education in the member’s home or virtually, 
successful referrals into diabetes education programs and connections back into primary 
care for diabetes condition monitoring.  

3. Other targeted outreach: Also, in partnership with CHW Solutions, HealthPartners 
implemented targeted outreach to our diverse membership to encourage them to receive 
preventive care. As trusted members of the community, CHW Solutions staff were able 
to reach out to our members to remind them of important cancer screenings, condition 
monitoring, immunizations and well child visits recommended. They reached out to 
members in their native language when possible and utilized interpreters when needed. 
Members widely reported appreciating the outreach. Outcomes of this effort will be 
shared with leaders and DHS as we are able to quantify outcomes and make 
recommendations for continued efforts, but at this time, we anticipate continuing this 
collaboration into 2022.    

4. Midway Peace Park: Midway Peace Park is the result of a decade of community 
advocacy around a dream for more green space.  Once a vacant lot, this new 3 acre 
park is located adjacent to HealthPartners Midway/CIH Clinic’s parking lot. It features a 
play area, walking loop, mosaic art by local artist Lori Greene, benches for sitting under 
the shade of new trees, a unique storm water channel and infiltration ponds, as well as a 
full basketball court.  For the grand opening in 2021, HealthPartners hosted a health fair 
booth and giveaways.  Booth Activities included:   

• Information booth with prizes  
• Blood pressure checks  
• Vaccination info 
• Spinner wheel  
• Corn hole  
• Ask a med student booth  

Research and Education  
1. Minnesota Health Literacy Partnership: We are a member of the Minnesota Health 

Literacy Partnership, a collaborative of hospitals, clinic systems, health plans and 
community and public organizations. This group shares information and engages in joint 



 

planning on health literacy issues.  The group is committed to advancing health literacy, 
so all people in our community can understand and engage in their health and health 
care. 

2. The Exchange: We participate in The Exchange, a collaborative of Minnesota health-
related organizations. Members combine resources and collaborate to create and 
maintain an online library of health-related materials in languages most commonly 
spoken in Minnesota. The Exchange also disseminates information on issues of literacy, 
class, culture, race and spirituality as they affect health disparities.  

3. Make It. MSP: HealthPartners sponsors and is a key player in the Greater 
Minneapolis/St. Paul initiative called Make It. MSP, which is an initiative to help make the 
Minneapolis/St. Paul region a top performer in attracting and retaining people.  As part of 
this initiative, we have representation on (1) the Make It. MSP People of Color Cohort, 
which is focusing on recruiting and retaining people of color to positions in the region 
and (2) the enterprise talent team, which focuses on recruitment into the region. 

4. Shadow Program with Roosevelt High School: For the past 4 years, Park Nicollet has 
partnered with Minneapolis Roosevelt High School’s Health Careers Program to offer 
mentorship opportunities for career exploration in the health care setting. Due to COVID-
19, the structure had to change so there were no student shadowing opportunities, but 
Park Nicollet leaders still participated in the board and job fair. 

5. Patient Care Assistant Apprenticeship: With two pilot group completed in 2021 we plan 
to continue this program which seeks to provide individuals with a place to begin a 
career in healthcare by providing them with the training needed to work in patient care.  

6. Below are other 2021 school/student partnerships: 
• Washington Magnet School partnership:  Regions partnered with this school to 

provide a diverse group of students with introductions to careers in health 
care.  Each school year about 20 students come to Regions for four interactive 
learning events.  

• HEIP/Scrubs Camp: Regions Hospital continues to support this important student 
experience that introduces young people to a variety of careers within 
healthcare.  Regions Hospital supports this program in a variety of ways including 
advisory, facilitating learning sessions, and at times through financial contributions to 
provide scholarships. 

• HOSA (Health Occupations Students of America): As a supporting member of 
HOSA, we help promote health care careers to high school students providing 
leadership on their board of directors, hosting student tours, and participating in 
numerous student experiences and competitions each year. 

• C3 Fellows:  This program, an outcome of the CCAP Workforce Development 
Groups, helps place students who are currently enrolled in health care programs into 



 

entry level jobs within the health care industry while they are in school.   Partner 
schools include MCTC, St. Paul College, Metro State, Augsburg, and St. Thomas 
Dougherty Family College. Goals of this program include students’ economic 
advancement, increased academic success and employability and economic 
development along the green line, and increased diversity of the healthcare 
workforce.  We supported this program by assisting students with mock interviews, 
resume writing, tours and informational sessions as well as interview opportunities 
and placements into employment and/or internships while students are in school.   

• Enhanced Tuition Assistance Program:  In 2021, we continued our enhanced tuition 
assistance program. This program exists through a partnership with Eastside 
Financial Center to increase economic growth and jobs for residents of St. Paul’s 
eastside community and help increase the diversity of healthcare workers at all 
levels of employment.  This program will be offered again in 2022. 

7. Career Fairs: HealthPartners actively seeks to hire a diverse staff and our recruitment 
team participated in several career fairs that focused on diversity. These events with 
local community organizations help promote their events and provide an opportunity for 
recruiters to meet with community members in an effort to increase diverse hiring. Due 
to COVID-19, some of these events were held virtually.  

• Metro Region virtual career fair:  Collaborative of Anoka County, City of 
Minneapolis, Dakota/Scott, Hennepin/Carver, Ramsey County/City of Saint Paul, 
and Washington County.   

• Minneapolis Community College: IT leaders participated in a virtual career fair 
sponsored by the Minneapolis Community College. 

Some other career fairs included:  
• MN DEED-Veteran’s Career Fair 
• University of Northwestern Winter Career Fair for students and alums 
• Professional Diversity Network Career Fair – US Bank Stadium 
• MLK Diversity Career Fair.   
• MN Deed – Organizational presentation 
• Ramsey County Workforce Solutions  
• International Institute of MN – Mock Interviews and organization Presentation 
• Local Colleges Healthcare Career Fair: 

o MCTC 
o Dakota County 
o St. Paul College 
o Normandale 
o Inver Hills 

Career growth and development: 
1. Accelerated Development program: In 2021 Regions resumed its Accelerated 

Development program which serves to inform, inspire, and prepare a diverse group of 
employees who have interest in advancing their career into future leadership roles.   



 

2. Right Track and Right Track Plus programs: Regions hosted several interns from the St. 
Paul Right Track and Right Track Plus programs in 2021.   

3. CompTIA Tech Career Academy: We partner with CompTIA Tech Career Academy’s IT 
Ready program to host interns in our IS&T department.  The IT Ready program 
specifically recruits women, people of color and veterans into their programs.  In 2021, 
our IS&T department hosted 3 interns and all were hired into permanent positions.   

4. Prime Academy’s “Prime Career Day”: In January, 2021 our IT hiring leaders 
participated in Prime Academy’s “Prime Career Day” mock interviews.  Prime Academy’s 
focus is to humanize technology by bringing diverse and driven problem-solvers to the 
challenge of creating a better tomorrow.  They assist students in launching their tech 
careers through their Full Stack Engineering and User Experience Design programs. 

5. Minneapolis Community & Technical College: In September 2021, the recruitment team 
participated in a panel discussion of local employers regarding the job market and 
healthcare careers with the Minneapolis Community & Technical College and their 
students.  Minneapolis Community & Technical College students are 62% racially 
diverse.   

6. AchieveMPLS: In November, 2021, the recruitment team also participated in a panel 
discussion and mock interviews for college student interns via AchieveMPLS which is 
the Minneapolis Public Schools career and college readiness program.   

 

Other Partnerships and Campaigns  
Recruitment:  

• Through HealthPartners/GHI’s partnership with Minnesotadiversity.com, 
HealthPartners/GHI recruits diverse, local candidates through online advertisements on: 
JobsinMinneapolis.com, JobsinStPaul.com, MinneapolisDiversity.com, 
StPaulDiversity.com, and MinnesotaDiversity.com.  These sites attract over 2 million 
monthly visitors and help us connect with local, diverse, quality applicants.  This site 
promotes HealthPartners/GHI’s open positions through 383 community and diversity 
outreach organizations within 50 miles of the city of Minneapolis.  These organizations 
assist women, Racially Diverse Individuals, individuals with disabilities and veterans with 
employment.  Each of HealthPartners/GHI’s open positions is emailed with a request for 
referrals to matched organizations.  Some organizations include local workforce offices 
and their veteran employment representatives, Goodwill, YWCA, and the local 
vocational rehabilitation offices. 

• In addition, the recruitment team also posts position in a variety of websites sites 
including MinorityNurse.com, NursingDiveristy.com, MABL (Minnesota Assoc. of Black 
Lawyers), National Native American Bar, Clinical Lab management Association (CLMA), 
Health Care Compliance Association (HCCA), MN Council of Non Profits, and many 
college web sites. 

https://nam02.safelinks.protection.outlook.com/?url=http%3A%2F%2Fjobsinstpaul.com%2F&data=04%7C01%7CAmy.L.Rudolf%40HealthPartners.Com%7Cb2fdd5ce931648577af508d9fc8d994f%7C9539230a521345429ca6b0ec58c41a4d%7C0%7C0%7C637818507355705569%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000&sdata=8DlS3IlzZ3x8XsVS9jER%2F0Y8GmZfxI14vhBHSezgf6Y%3D&reserved=0
https://nam02.safelinks.protection.outlook.com/?url=http%3A%2F%2Fminneapolisdiversity.com%2F&data=04%7C01%7CAmy.L.Rudolf%40HealthPartners.Com%7Cb2fdd5ce931648577af508d9fc8d994f%7C9539230a521345429ca6b0ec58c41a4d%7C0%7C0%7C637818507355705569%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000&sdata=1obScuZE0L2h4oV614okc6%2FJbWsG7leIKVdEzMoPYzU%3D&reserved=0
https://nam02.safelinks.protection.outlook.com/?url=http%3A%2F%2Fstpauldiversity.com%2F&data=04%7C01%7CAmy.L.Rudolf%40HealthPartners.Com%7Cb2fdd5ce931648577af508d9fc8d994f%7C9539230a521345429ca6b0ec58c41a4d%7C0%7C0%7C637818507355705569%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000&sdata=w5n6qdndmrq1StNk5LECT4Dh4%2B%2BnTuIW0blK9Fpro60%3D&reserved=0


 

Recruitment staff development:  
1. In 2021, HealthPartners/GHI had a Sr. Recruiter participate in The University of South 

Florida Muma College of Business seven-week certificate program, sponsored by the 
Tampa Bay Lightning and Jabil.  The certificate program was focused on ways 
organizations can create a more diverse workplace as well as address equity issues and 
foster inclusivity.  This was a 14 hour certificate online training course. 

2. In October, 2021 the entire recruitment team participated in the HealthPartners 2021 
Leadership Symposium which included keynote speak Nancy Lyons speaking on the 
importance of culture and how we all – regardless of our roles – contribute to making 
HealthPartners a great place to work.  

3. In 2021, the HealthPartners/GHI’s recruitment team was able to participate in several 
educational webinar and conference sessions related to diversity and inclusion in 
recruiting including;  

o HackerEarth virtual webinar “How to Improve your Diversity Hiring ROI” (April, 
2021) 

o Tech Talent virtual conference sessions including “Equity & Inclusion – putting 
words into action” and “Perspective on what matters and what works to create an 
inclusive culture” (April, 2021) 

o Minnesota Dual-Training Pipeline webinar “Creating a diverse and inclusive 
workforce through employment based training” (May, 2021) 

o Versique HR Lab – Purpose Driven Leadership and Engaging Work Cultures 
webinar (May, 2021) 

o MAKE IT. MSP. Enterprise Team Roundtable - Authentic Conversations with 
Talent (May, 2021) 

4. Our IT hiring leaders also participated in several education webinars in 2021 including: 
“Disparities and distrust in BIPOC healthcare” “Crafting hiring processes that reduce bias 
and create consistency”, “Agile meets diversity, equity, and inclusion; how to recruit and 
retain people of color in IT organizations”. 

5. Itasca Project: We continue our work with the Itasca Project. This is an employer-led 
alliance to address regional issues that affect our future competitiveness and quality of 
life.  A major focus of the Itasca Project is closing the gap on socioeconomic disparities 
in the region through collective action by businesses. 

6. Rondo Neighborhood: HealthPartners is a proud sponsor of the Rondo Commemorative 
Plaza.  In the 1930s, the Rondo neighborhood was a thriving and vibrant community.  By 
the 1950s, about 85% of Saint Paul’s African-American population lived in the 
neighborhood.  The community bond was strong, local businesses were thriving, and 
residents were gaining financial stability that comes with home ownership.  In the 1960’s, 
however, the neighborhood of Rondo was removed from the map for the construction of 
Interstate 94. 600 families lost their homes along with numerous businesses and 
institutions.  In the summer of 2018, the Rondo Commemorative Plaza was installed to 
capture the history of loss endured, lessons learned and the will to reconnect.  



 

7. Catholic Charities – Warming House Event: In December of 2021, HealthPartners was 
proud to sponsor and collaborate with Catholic Charities to create a new community 
activity experience called the Warming House.  At this two-day celebration, guests 
enjoyed holiday fun and festivities including food, choirs, animals, winter arts and crafts, 
pop up volunteering opportunities, the Giving Tree and more, set among a backdrop of 
180 lit trees. The event brought people together to celebrate the season and learn more 
about Catholic Charities work in the Twin Cities.  Over 600 people participated.  One of 
the programs which benefited from the event included the medical respite program 
called Higher Ground.   

8. One Campaign: The One Campaign is HealthPartners’ biggest campaign for internal 
team member support of our hospitals’ foundations and community nonprofits.  This year 
the campaign was largely virtual due to COVID-19, so there was little to no opportunity 
to rally team members through office/hospital/clinic interaction. As a result, we needed to 
find digital ways to convey the importance of One Campaign and engage the hearts of 
our team members, to gain their support and participation.  The campaign was a 
success and $783,912 were raised supporting patient care and community programs 
and organizations.  

9. Park Nicollet Foundation: Park Nicollet Foundation provided over $1.3 million in grants to 
support community facing health initiatives, including school-based health, dental care 
and children’s mental health services and to help patients and family members’ access 
health services.  

a. School-Based Health Centers: in 4 high-need school district locations provided 
no-fee medical care, prescription support, dental services and insurance 
navigation to 3,233 children and youth from birth through high school 
graduation.  This services also provides over 800 immunizations to children each 
year.  Additional dental education and outreach was provided to 3,000 children 
and families. Services are provided in the Brooklyn Center, Burnsville, Richfield 
and St. Louis Park school districts.   

b. Growing Through Grief Program: includes eight Park Nicollet counselors 
provided group and one-on-one grief counseling to students who experienced the 
death of a family member or friend. Provided in 97 schools across 15 partnering 
school districts, the program supported more than 627 students per week. 
Assistance was also provided to support school districts in responding to 24 
death-related crisis events supporting about 3,200 students, parents and school 
staff. 5,557 contact hours of support for students and parents. Throughout this 
program, they also focused on a creating a grief sensitive training  

c. The NOW! Tele mental Health Program (No Obstacles to Well-Being): provides 
school based mental health services via secure video technology and virtual 
platforms to children and adolescents in need.  In 2021, services were provided 
to 78 students through 696 sessions in the Burnsville, Richfield and St. Louis 
Park school districts.  



 

d. Mobile Mammo-a-Go-Go Community Outreach Program: supported 608 
outreach events providing no-fee 3-D breast cancer screening, diagnostic 
services, and breast health education to 1,825 women-in need across our 
community.  82% were BIPOC communities, 50% of the events were supported 
with an interpreter.  

e. Mantoux testing:  We’re part of a partnership in St. Louis Park, with the St. Louis 
Park schools and other partners, to provide an opportunity to St. Louis Park High 
School Students to become a certified nursing assistant so that they have a 
career tract upon graduating from high school. HealthPartners provided Mantoux 
testing services at the school that supported 25 participants to gain medical 
eligibility to participate.   

f. COVID-19 Vaccine Initiative: Park Nicollet Foundation provided the partnership 
and financial support to enable a COVID-19 vaccine initiative that involved the St. 
Louis Park firefighters, our Methodist hospital MDA pharmacists to provide 
COVID-19 vaccines to vulnerable community members in St. Louis Park.    

g. Spiritual Care in Methodist Hospital.  Park Foundation provides funding to ensure 
patient services are available in all religious faiths. 

h. Hospice program for veterans:  Park Foundation provides funding to our hospice 
programs to provide care and special needs items and supports to veterans in 
hospice. In 2021, over 440 veterans have been served through this program.     

i. Diabetes health literacy: Park Foundation provided funding for our diabetes 
program to support the creation of a set of special illustrations for patients with 
low-vision, low-literacy related to diabetes care to use in education and care 
materials   A set of those tools focus on describing hyperglycemia and 
hypoglycemia to low-literacy audiences or those who speak English as a second 
language—using primarily quality illustrations that depict symptoms of both 
conditions.  

j. Diabetes disparities:  Park Foundation has been providing funding for, and in 
partnership with the Internal Diabetes Center and the Park Nicollet Brookdale 
Clinic to conduct a series of targeted patient care programs with research to 
address/improve outcomes for diabetic patients of color.   

Collection and Use of Data on Race, Ethnicity and Language 
Preferences  

1. HealthPartners systematically collects data on race/ethnicity, language and country of 
origin directly from patients and members in a variety of ways, all of them voluntary. 
These data collection sources include healthpartners.com, telephone contacts with 
HealthPartners Case Management department, online through our health assessment, 
the electronic medical record in our care delivery system and in our dental group. We’ve 
found that collecting this information face-to-face from patients at the point of care or 



 

health plan contact is an effective data collection method. Across our care delivery 
system, we have collected race and language information for over 90% of our patients, 
with language and race collection rates at our hospitals exceeding 98% in 2021. In 
addition, we receive data from the Minnesota Department of Human Services for our 
members covered by Minnesota Health Care Programs and in the 7 county metro area, 
when we combine all these data sources, we have this documented for over 89% of our 
under age 65 Medicaid members 

2. We use these data to monitor the quality of care delivered and patient/member 
experience by race/ethnicity and language. We also use the data to identify strategies to 
reduce health disparities in treatment, outcomes and service.  

3. We include race/ethnicity data on the member registries we make available to network 
providers, so they can identify and address disparities among their patients.  

4. Where data are voluntarily available on provider race/ethnicity, language and/or country 
of origin, we use those data as a resource to respond to patient/member requests.  

5. As part of our commitment to reducing disparities and improving health equity, 
HealthPartners is implementing the NCQA Health Equity Standards. Beginning in 2022, 
HealthPartners collection and use of race, ethnicity, language and SOGI data will align 
and comply with the NCQA requirements.  

6. MN Community Measurement (MNCM): is a collaborative HealthPartners is part of to 
improve health by publicly reporting health care information.  The 2021 MNCM Health 
Care Disparities Report includes 9 publicly reported measures. 

Language Assistance  
1. We provide interpreter services in all key languages spoken by patients and have 

access to over 200 languages through telephone and the use of video remote 
interpretation. We consistently provide high quality face-to-face (including dedicated staff 
in high-volume locations), telephone and video remote interpreter services to our 
patients in their preferred language for health care. 

2. 100% of employed interpreters at HealthPartners have a minimum of 40 hours of 
professional training.  73% of HealthPartners employed interpreters hold national 
medical interpreting certification.  

3. Updated annually, our Language Assistance Plan sets organizational best practices and 
expectations and is accompanied by the practical Your Guide to Interpreter Services. 
Your Guide provides answers to questions such as how to access an interpreter and 
how to talk with patients who wish to rely on family members to interpret. Training is 
conducted on these tools to support continued improvement in health and experience 
outcomes. Most recently, it has been further updated to reflect the most current federal 
government guidance on notification to members and patients on their right to language 



 

services (ACA 1557), updated data to reflect our membership, and updated organization 
structure information. 

4. HealthPartners Interpreter Services leaders meet with all contracted agencies as needed 
to ensure they are meeting service standards and to engage them in improvement 
activities that support the Triple Aim.  

5. Vocera units have been activated and dual handset phones are available at our largest 
hospital to support improved access to and use of telephonic language services. Several 
clinic sites also made improvements to their infrastructure and work flow to offer 
improved telephonic language services, and video remote services are available widely 
throughout our hospitals and clinics.  

6. HealthPartners Interpreter Services facilitates the Interpreter Services Leadership 
Group, a Minnesota-based group of health care interpreter services leaders who meet to 
share best practices and work towards common goals related to service delivery, quality 
improvement, education, and affordability of language access services.   

7. Interpreter awareness education continues to be offered in multiple new employee 
settings as a regular part of the agenda, including provider NEO at HealthPartners, HSC 
NEW, Regions NEO, and New Resident Orientation. HealthPartners member services, 
sales, case management and other representatives also are trained in how to use 
telephonic interpreter services. HealthPartners also sponsors several interpreter 
continuing education workshops each year for both employed and contracted 
interpreters. In 2021, workshops were offered on (1) advance care planning, (2) 
understanding COVID 19: the disease and the vaccine, and (3) maintaining a health 
voice for interpreters. 

8. HealthPartners interpreters were involved in a number of activities that benefit our 
patients, members and community. In 2021, these activities included:  

Participating in community benefit activities, including: 

o Translating health and financial education materials into Somali, Hmong, 
Spanish, Karen, and Vietnamese 

o Providing training to interpreters through three continuing education events  
o Providing translation and voicemail interpretation services to Diamondhead 

Clinic, a free school-based program  
o Making outreach calls to select group of HealthPartners patients who reside in 

Ramsey County to ensure they didn’t miss the deadline to enroll in an insurance 
plan. 

o Training student interns from Century College and Hamline University was put on 
hold in 2021 due to COVID-19, but we intend to restart the program as soon as 
safely possible. Students were invited to attend our continuing education events.  

 



 

9. A total of 26 staff interpreters trained in simultaneous interpreting began providing 
services in seven languages for mental health group therapy sessions in early 
2017.  Services were aimed at improving limited English proficient (LEP) patient access 
to the full array of available inpatient therapies, with an ultimate goal of reducing excess 
inpatient days for LEP patients.  This new program contributed to an almost 9-day 
improvement in length of stay for LEP patients when comparing data from 2016 to 
results in 2021 and reduced the gap between English speaking patients and those with 
limited English proficiency from 10.46 days to .9 days. 

10. HealthPartners Government Programs provides an annual a webinar training for 
contracted interpreters. The topic was Advance Care Planning: A Training for 
Interpreters.  The training was attended (virtually) by 28 agency interpreters, 
representing 4 agencies with which HealthPartners contracts.  The HealthPartners 
presenter for the training was Lisa Lobejko, LICSW, Social Worker, Community Senior 
Care.  Participants were eligible to receive 0.15 continuing education credits through the 
International Medical Interpreters Association.  We completed a pre and post survey and 
learned that 72% of respondents were attending our annual training for the first time and 
95% agreed that they would be able to apply the training to their personal and 
professional work. 100% of the participants agree or strongly agreed that the training 
met their expectations. 

11. Through our partnership with Healthwise, more than 3,600 Patient Instructions are now 
available in Epic in English and Spanish. These instructions can be added to the After 
Visit Summary/Discharge Instructions and printed for patients. 

12. Our static after-visit summary (AVS) content is now available in both Spanish and 
Vietnamese. We deployed this functionality in Emergency Centers across our system 
effective August 2021 and have collected user feedback as we move forward for 
deployment in the inpatient and ambulatory setting in 2022.  

13. Translated Hospice Care Guide: Park Foundation and Regions Foundation provided 
funding for cultural / language translations for our hospice program care guides into 5 
different languages, outside of English. This work started in 2021 and will continue into 
2022.  

Member Materials & Communications  
1. Member materials are created using a consumer-friendly checklist to ensure that 

communications are understandable, conversational and consistent.  

2. Benefit summaries are available in Spanish, Hmong and Somali, or other languages as 
needed, upon request. In addition to the Summary of Benefits, we can translate most 
materials upon request and in languages other than Spanish, Hmong, and Somali. We 
also translate some member outreach for preventive health services into Spanish, 
Hmong, Somali and Vietnamese. 



 

3. Promotional materials, websites, and blog posts reflect the demographics that exist in 
the population, making photos racially, ethnically, ability and age diverse.  

4. Custom communications developed for some employer groups have been translated to 
better serve our Spanish and Somali speaking members.  

5. Open enrollment materials for commercial products are available in Spanish and 
English.  

6. HealthPartners Minnesota Health Care Programs language blocks: We use a language 
block template our organization developed in compliance with Section 1557 of the 
Patient Protection and Affordable Care Act (ACA). This document includes a revised 
language block that adds additional languages, updates the discrimination language, 
includes information on where discrimination complaints can be filed, and provides 
information on free language assistance and auxiliary aids and services. The language 
block is used on all Minnesota Health Care Programs member materials and 
communications when model requires it.   

7. The Minnesota Health Care Programs materials are translated upon request, including 
the Medicaid/MSHO/SNBC and welcome letter.  

8. The MSHO Sales Cover Letter is translated in Spanish, Hmong, Korean, Vietnamese, 
Russian, and other languages upon request.  

9. The Affordable Care Act Section 1557 Non-Discrimination Notice and Taglines are 
provided to all members. This occurs in our annually mandated information mailing in 
June. 

10. Created advertising in diverse community publications for Somali, Hmong, Native 
American, African American, and Hispanic populations.  

11. Development and promotion of unique supplemental benefits for MSHO members 
address social determinants of health and support members with chronic conditions, 
including benefits such as FarmboxRx fresh produce delivery, animatronic support pets, 
caregiver support and tablets with education and wellness tools. 

 

Building an Effective Workforce to Support Health Equity, Diversity 
and Inclusion  

1. Anti-racism training with Penumbra Theatre’s Sarah Bellamy: Following the 2020 murder 
of George Floyd and resulting events, HealthPartners took the lead in bringing 
connection, healing and education to our staff directly from the local community. We 
partnered with St. Paul’s Penumbra Theatre Artistic Director, Sarah Bellamy, who came 
on-site in the aftermath of the murder, riots and loss to conduct a Leadership 
Symposium to guide our organization in responding effectively to member and staff 
needs. In 2021, Sarah Bellamy conducted a follow up experience that was shared with 



 

Senior leaders and several equity committees to continue to create actionable change in 
systemic racism and continue our commitment to being an anti-racist organization.   

2. Annual Code of Conduct: All colleagues were assigned a two part code of conduct 
focusing on bias and standing up to racism in the workplace. Colleagues became aware 
of our biases and were given tools to respond to acts of racism during and after an 
instance has occurred. Colleagues were provided with means to identify racial bias when 
happening and the means to report acts of racism to the organization.   

3. Continuous updating of the internal Diversity, Equity and Inclusion (DE&I) website: As a 
part of the organization-wide effort to migrate two different internal platforms into one, 
the DE&I internal website is continuously updated with relevant and timely DEI related 
information.   

4. Vaccine Equity Brown Bags: Short leader panel discussions regarding COVID-19 
vaccinations. Colleagues were able learn from leaders on their experiences with the 
COVID-19 vaccine, what colleagues should receive the vaccination and to better 
understand how to combat vaccine hesitation.  

5. Inclusive Leader Workshop: a 4 part module offered to leaders build tools to create an 
inclusive workplace for their teams and the community were serve. Leaders develop 
skills to have coaching conversations with their teams, learn how to use the equity lens 
toolkit to bring equity to policies, practices and procedures, and build a DEI strategy for 
their respective teams.  

6. Unconscious Bias Training: is offered to all colleagues. This 4 part module deepens our 
understanding of how unconscious bias can impact others and the work that we do. 
Colleagues learn to identify bias, mitigate bias and how to move beyond bias to 
actionable anti-racist results.  

7. Staff Education Training: The Gender Services team had worked with the Diversity and 
Inclusion team to adapt the format of the clinician and support staff education/training to 
virtual in order to continue training sessions during COVID-19 pandemic. In 2021, we 
were able to offer both in-person and virtual options.  

8. Gender Care Coordination: The Gender Services team has been leading efforts to 
coordinate patient access and consistent, quality care and experience across the 
organization, which has included collaborating with clinicians and teams across multiple 
departments and locations who provide gender care to patients.  This collaboration has 
focused on multiple areas of gender care and created standards of care, patient 
education materials, and clinician trainings and resources to support quality care.  

9. Trans Equity Health Summit: With support from the Park Nicollet Foundation, 
HealthPartners provided funding for our gender services staff to participate in the Trans 
Equity Health Summit. They also provided funding for 20 trans community members who 
otherwise could not afford the conference fees to attend.  



 

10. Colleague Resource Groups: are voluntary, employee-led groups organized around 
shared underrepresented identities throughout HealthPartners, such as race, gender, 
age, sexuality, veteran status, and disabilities. Additionally, groups may be organized 
around shared interests that affirm diversity and inclusion throughout the organization. 
They help us serve the diverse and individual needs of patients, members and 
customers, as well as strengthen respect and inclusion in our workplace. 

11. Clinician Affinity Groups: similar in nature to colleague resource groups, clinician affinity 
groups are voluntary, clinician lead groups organized around areas of identities and 
areas of collective interests. 

12. Listening Sessions: HealthPartners always has offered and will continue to offer special 
listening sessions to our staff a panel discussion around areas of diversity. 2021 we held 
six listening sessions that reflected the issues that were happening in our community, 
Asian Hate, checking in on colleagues’ mental health, vaccine equity were some of the 
listening sessions that were offered to colleagues. We will host quarterly listening 
sessions in 2022 that further our collective understanding of the different dimensions of 
diversity.  

13. Culture Roots: We have extensive internal communications to build staff understanding 
and capabilities in cultural humility. The bimonthly “Culture Roots” newsletter continues 
to be an organization-wide educational tool. Culture Roots’ subscription base again grew 
nearly 6% this year as more HealthPartners employees became aware of Culture Roots 
through internal, organization-wide communications; health equity-related trainings; and 
other activities. The Culture Roots subscriber list is currently at 854. Topics for 2021 
included using preferred name to advance LGBTQ health, addressing disparities in 
depression screening and follow-up, historical trauma in health care, advancing health 
equity in our hospitals, addressing maternal and infant health disparities in Black 
patients and understanding and mitigating microaggressions. 

14. Health Equity Champions: The HealthPartners Health Equity Champions program 
continued in 2021. The champions are staff members and providers who receive expert 
training so they can become advocates and serve as local resources for their colleagues 
in caring for patients from diverse cultures and those with limited English proficiency.  

a. We changed our name from Equitable Care Champions to Health Equity 
Champions on September 17, 2020. The new name reflects the scope of our 
work as Champions and the fact that addressing equity extends beyond 
attending to disparate measurable health outcomes; it also includes our work to 
address social determinants of health and systemic racism.  

b. Nearly 359 Champions were participating by end of 2021; we had 48 new 
Champions join us this year—a 14% increase in membership.  

c. In addition to producing Culture Roots, the Health Equity Champions team 
distributed several e-blasts and announcements to help increase Champions’ 



 

awareness of and participation of various health-equity-related events and 
activities. 

d. We created a Teams channel to allow Champions to communicate in real time to 
share insights, news and announcements. Champions opt-in to this dedicated 
Teams space. Currently, 117 members stay connected through this channel. 

e. The Health Equity Champions program held four quarterly WebEx presentations 
in 2021 to help Champions stay updated on health equity activities, programs 
and initiatives happening across our system. Each presentation focused on one 
of the four cornerstones of our Equity, Inclusion and Anti-Racism organization-
wide work. The WebEx presentations were well-attended and generated positive 
feedback. 

f. Champions also had several opportunities this year to participate in small-group 
feedback sessions or pilot trainings to lend a diversity lens to various projects we 
have happening across the organization. Feedback session topics included 
improving rates of preventives services screening for people of color and how to 
build trust among marginalized groups within the communities we serve. Pilot 
training sessions included recognizing and mitigating unconscious bias. 

15. Intranet Site: We have an internal website for all the equity, inclusion and anti-racism 
work going on across the organization. This is a landing page for our Cabinet and links 
to our Cornerstone work. The site helps provide structure to our work, easily shares 
information about that work, resources and calls out ways colleagues can get engaged.   
 

Assessment of Effectiveness  
We routinely review and analyze race and ethnicity data to identify, test and implement 
strategies to reduce disparities in treatment outcomes and service. We have found that 
developing consistent workflows that help caregivers identify and offer needed services to all 
patients—and then customizing those services based on cultural, linguistic, socioeconomic or 
other differences—helps reduce health disparities. Our approach is to continually improve our 
performance. Following are examples of disparities-reduction initiatives that we continued to 
refine and improve in 2020. 

Example #1: Mammography Screening Improvement  
Accountable owner 
Paula Indehar – Improvement Specialist 

Member Populations Targeted   
x Commercial 
x Medicare Freedom (Cost) 
x Medicaid 
x MSHO 



 

x HPUPH  
x WI Marketplace 

 

Description 
In 2007, we identified disparities in mammography screening rates between patients of color 
and white patients and between government programs patients and other patients. Since then, 
we have conducted many interventions to continually improve our performance. Interventions 
included culturally humble scripting on preventive services, same-day mammograms, and 
telephone outreach to patients of color and government program populations of women ages 50 
to 75 who were not up-to-date on a mammogram. We implement focused interventions with 
consultant support at clinics with the greatest opportunities.  

For 2020, we continued to work across all families of care with an additional focus of delivering 
screening mammograms safely within a pandemic. We have 27 locations with onsite 
mammography and almost all sites offer 3D Technology. We have extended hours at our 
locations to include weekends and some evenings to accommodate patients’ needs. Mammo- a 
Go-Go truck has added two additional HealthPartners sites to their list of locations they travel to. 
We had to adjust some of our processes for same day mammography to allow for a safer 
environment for our patients for screenings. Same day mammograms started back up in 
September of 2020. Breast Cancer screening Registry outreach was put on hold for a few 
months but was resumes in October of 2020 and revised the communication we provided 
sharing the steps we have taken to make it safe to come in for screenings.  

Our focus for 2021 will be around Access, Innovation and Communication. We want to partner 
with the Health equity Saint Paul Anchor strategy cornerstone on building trust with our patients 
and communities. All this to increase screenings and decrease our disparity rates for patients of 
color and government program patients.  

We continue to learn about how we can best reach our patients and get them in for the 
screening tests they need. The goals for mammography screening rates are to increase rates 
for all women and to decrease the disparity in rates between patients of color and white patients 
(as well as between government program patients and other-insured patients). 

For 2022, we are continuing to attempt to decrease our disparity gaps between patients of color 
and white patients as well as between commercial payor and government plans.  We had some 
challenges with staffing issues as well as women fearing exposure to COVID while visiting our 
locations for their mammogram.  

Goals 
Main objective is to close the disparity gaps we are seeing in our women of color vs white 
women. We will see the impact of this work by seeing a decrease in the gap over the year.  

We are focusing on women who are 52-74 years and who have had a mammogram in the last 
twenty-seven months.  We exclude women who have a bilateral mastectomy, deceased. 
Permanent Nursing home resident or currently enrolled in Hospice.  



 

As of January 2022, in our care group we have 116,465 eligible women and 78.02% of those 
women have been screened for Breast Cancer.  Patients of color account for 13.5% of the 
eligible population at a screening rate of 67.39%.  White women account for 85% with a 
screening rate of 80.02%.   The remaining 1.5% have an identified race and are screening at a 
57.92%   

Initiatives/Interventions 
This year our initiatives will be focused on recruitment for the addressing health disparities MOC 
using Breast Cancer screening for a measure clinician can look at to make improvements to. 
We are partnering with the American cancer society on doing an event in the east metro offering 
mammograms at the event and offering fit tests and cancer screening education. We are also 
partnering with them on the Get Screened Minnesota campaign offering a collaborative website 
with other healthcare facilities and offering online scheduling, education in different languages 
and information about the Sage program in Minnesota.     We are working with the Breast 
Cancer Gaps project to reimagine clear and enduring changes within systems and communities 
to improve African-American and African women's access to and use of breast cancer 
screening, diagnosis, and treatment.  

We implemented our clinical reminder project in Q4 of 2021 which is an unfired approach 
sending patients direct emails, text and letters in 4 preferred languages (English, Spanish, 
Somali and Vietnamese). We will continue to review response rates and look for improvement 
opportunities with messaging and will review data by Patients of color and Payors.   

Barrier Analysis  
Member/patient barriers include: cultural perceptions about health and medical care, role of the 
individual in health and decision making, socioeconomic factors, language, access to care, lack 
of understanding of the health care system, and limited health literacy.  

Staff and provider barriers include: not understanding cultural beliefs and approaches of 
patients and members, comfort with using interpreters and translated information, sufficiency of 
translated information in needed languages, and time to spend on increasing knowledge and 
using equitable care resources.   

Organization and system barriers include: the many competing priorities that are part of a 
changing health care system, keeping up with best practices, and keeping care and service 
affordable.  

Pandemic barriers include:  Patients fear of being exposed to COVID when in the clinic for 
mammogram and delaying their care. We have had some staffing challenges causing a 
decrease in access to mammograms.  

Gaps in Care 
• Staffing issues that caused us to only have one Mammo-a-Go-Go truck available. 
• Temporary closing of a location for a few months.  



 

• With Primary care at capacity, we put a hold on awareness outreach messaging as that 
is added demand to Primary care.  

Opportunities for Improvement: Results/Outcomes 
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Example #2: Colorectal Cancer Screening Improvement 
Accountable owner 
Greg Fedio, Clinical Project manager 

 

Member Populations Targeted  
X Commercial 
X Medicare Freedom (Cost) 
X Medicaid 
X MSHO 
X HPUPH 
X WI Marketplace 

 

Description 
Our goal is to increase colorectal cancer screening rates in patients to at least 80 percent, while 
also bringing race and payer rates into alignment with the overall population. In order to achieve 
this goal, we have developed a care model process that allows us to easily and effectively 
initiate the process, while also taking into account disparities in colorectal screenings and 
making proactive strides to reduce this gap.  

Goals 
1. Decrease disparity gaps in colorectal cancer screening between patients of color and 

white patients 
2. Decrease disparity gaps in colorectal cancer screening between patients with 

government insurance and patients with commercial insurance 
3. Increase understanding of community needs for colorectal cancer screening 
4. Expand projects that focus on closing disparity gaps 
5. Improve colorectal cancer screening outreach and access 
6. Improve processes related to electronic medical record 

Initiatives/Interventions 
1. Increasing visibility and stressing the importance of colorectal screenings in patients. A 

health maintenance modifier is added to a patient’s record once they reach the age in 
which they should begin regular screenings. In 2021, this modifier was updated to reflect 
the changes in colorectal cancer screening recommendations from the United States 
Preventive Services Task Force (USPSTF). It is now active for all patients between the 
ages of 45 and 75.  

2. While completing pre-visit planning nursing staff are prompted when a patient is due for 
a colorectal cancer screening. 



 

3. During the rooming process, our staff use pre-approved scripting to inquire as to whether 
or not the patient has had screenings, and to offer education on the importance of 
colorectal screenings as well as how the process works.  

4. Other tactics we utilize to increase awareness and education for patients include social 
media postings and advertising on our waiting room monitors in March for Colon Cancer 
Awareness Month; letter reminders sent to patients that are due for screenings; and by 
developing education materials in six different languages to reach a broader patient 
base. 

5. Approximately 8,500 Fecal Immunochemical Tests (FIT) were sent to patients that have 
never been screened for colorectal cancer, along with information about the importance 
of screening.  This is a useful tactic in helping increase screening rates while offering 
patients a non-invasive screening option.  

6. Twentynine clinicians took part in a 6-month long Maintenance of Certification (MOC) 
project that focused on closing disparity gaps in colorectal cancer screening rates 
between white patients and patients of color.  The project showed success as all 
screening rates increased and the cohort of participating clinicians was able to increase 
their screening rates of patients of color at a higher rate than their screening rates of 
white patients.  

7. While these systems have proven effective, we have an expert panel of senior leaders, 
doctors and researchers that meets twice a year to review evidence and set goals 
related to colorectal cancer screening. Additionally, we have a multi-disciplinary team 
that meets on a monthly basis to review data and discuss strategies, in order to continue 
our progress without stagnating. 

Barrier Analysis  
Often there are misconceptions about the screening process, and we work to make patients feel 
comfortable. We demonstrate at-home screening kits, known as FIT (fecal immunochemical 
test) kits, provide in-room educational materials, and answer questions about colonoscopy and 
FIT screening options. When the patient agrees to the services, our staff orders the screening. If 
they do not agree to the screening, the clinician will re-affirm the importance of colorectal 
screenings. If the FIT test is the screening method chosen, and a patient completes the test, the 
patient will be automatically mailed a follow up kit in a year. In addition, a letter will be sent to 
the patient after the kit has been mailed, if they have not returned the kit within 2 weeks.  

Gaps in Care 
As a result of the efforts mentioned, colorectal screening percentage for patients of color at 
HealthPartners Medical Group has gone from 43% in 2009, to 61.1% percent by end of 2021. 
These rates increased from 2020 to 2021, despite the continued pandemic.  This data speaks to 
the fact that our systems are making an impact on improving the number of screenings.  

  



 

Opportunities for Improvement–Results/Outcomes 
 

Table 25 Colorectal Cancer Screening by Race 
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Definition:  
All patients: Percent patients who have been screened for colorectal cancer by Colonoscopy in the last 10 years, Flexible Sigmoidoscopy 
in the last 5 years, and/or Fecal Occult Blood Test (FOBT) or Fecal Colorectal Screening (FIT) in the last 12 months. 
Patients of color: Eligible patients of color, African Americans and Native Americans age 46-75, who have been screened for colorectal 
cancer by Colonoscopy in the last 10 years, Flex Sig in the last 5 years, or FOBT/FIT in the last 12 months. 



 

Example #3: Addressing Health Disparities Maintenance of 
Certification (MOC) Project 
Accountable owner 
Greg Fedio, Clinical Project manager 

Member Populations Targeted  
X Commercial 
X Medicare Freedom (Cost) 
X Medicaid 
X MSHO 
X HPUPH 
X WI Marketplace 

 

Description 
Maintenance of Certification (MOC) projects have proven to be effective tools to help improve 
quality metrics while enabling clinicians to meet their ongoing specialty board requirements.  In 
2021, HealthPartners launched a new MOC project focused on closing health disparity gaps 
between patients of color and white patients.   

Goals 
• Define the role bias management, cultural humility, and social determinants of health 

play in reducing health disparities in personal practice. 
• Analyze and identify health disparities that exist within personal practice.  
• Adopt strategies, tools and resources to close health equity gaps in selected focus areas 

of practice.   
• Report an increase in health equity by reducing health disparities in selected focus 

areas. (Asthma, Breast cancer screening, Colorectal cancer screening or Child 
Immunizations) 

Initiatives/Interventions 
• Participating clinicians were provided with educational videos to enhance their 

knowledge and enhance their ability to close health disparity gaps.  Video subject matter 
included:  

o Information on Health disparities and health disparity work at HealthPartners 
o Social Determinants of HealthPartners 
o Three modules on Bias  
o Specific information related to their measure of choice (Asthma, Breast cancer 

screening, Colorectal cancer screening or Child Immunizations) 
• Participants were provided with lists of eligible patients of color and monthly updates on 

their metric(s). 
• Based upon the curricula and the patient lists, providers had the freedom to implement 

interventions of their choice to help close disparity gaps.  



 

Barrier Analysis  
There continues to be substantial barriers to the work to close health disparity gaps.  Clinicians 
brought up well-known existing barriers such as time, resources, and insurance.  Clinicians also 
were able to utilize their learnings from the project to identify other barriers such as systemic 
racism, language proficiency, their own biases, and social determinants of health.  

Gaps in Care 
Clinician feedback suggested that without improvements to social determinants of health, gap 
closure was difficult to obtain.  Through this pilot other opportunities that have been identified 
are: 

• The importance of learning the patient’s story 
• Involving the whole team (hall nurse, care coordinator, MTM) is vital to make progress 
• Clinician confidence in overcoming barriers to close disparity gaps fluctuates and varies.  

Opportunities for Improvement–Results/Outcomes 
Overall, the MOC is a tangible way to connect the dots between equity work and quality.  This is 
evidenced by:  

• Disparity gap closure in breast cancer screening and colorectal cancer screening metrics 
• Clinicians improved their ability to identify barriers and apply resources 
• Clinicians improved their knowledge of equity and bias related topics 
• Most clinicians reported making changes to their practice as a result of the project 
• Most clinicians feel they can sustain progress 

 

  



 

 

 

 

  



 

Example #4: Immunization Disparities Improvement 
Accountable owner 
Alison Salita, Quality and Measurement 

Member Populations Targeted  
x Commercial 
 Medicare Freedom (Cost) 

x Medicaid 
 MSHO 
 HPUPH 
 WI Marketplace 

 

Description 
The primary functions of the Immunization Disparities Workgroup are to (1) increase and 
maintain vaccination completion rates of childhood immunizations and adolescent 
immunizations, and (2) reduce disparities in our vaccination completion rates, for Race and 
Payor, across all Families of Care including the HP Health Plan, which include HPMG, 
Hutchinson, Olivia, Park Nicollet and the Valley/Western Wisconsin. 

Goals 
Goals are still being determined for 2022. We believe there will be an overall goal for the total 
population and a gap closure goal in addition. 

Interventions for reducing disparities with immunizations include: 
• Coordination of existing work across the organization that is focused on improving 

vaccination rates. 
o Continued education on best practice check list for immunizations and well child 

visits 
o Continuing our partnership with Urgent Care and leveraging these visits to 

complete overdue immunizations when appropriate 
o Have restarted work with Dental clinics around HPV vaccine completion to 

reduce oropharyngeal cancer rates 
o Partnering with the Health Plan on immunization campaigns 

• Immunization and Well Child Outreach Registries 
o Continue to produce overdue immunization and well child lists for sites to review 

and do additional outreach 
o Clinical reminders team started outreach for well child visits (indirectly effects 

vaccination rates) for 0-3 year old population 
o Work started with Clinical Reminders and digital teams around expansion of well 

child and immunization outreach to other age groups 
• Offered Addressing Health Disparities MOC – Childhood Immunization Track – did not 

see the results we had hoped for with regards to closing the disparity gaps in this cohort. 



 

Barrier Analysis  
Member and patient barriers may include: 

• Cultural perceptions or misconceptions around vaccines. There can be cultural 
differences that make it more challenging to complete the course of certain vaccines, 
such as MMR and HPV. 

• Anti-vaccine movements exist in pockets. In these cases, families are choosing not to 
vaccinate their children at all. 

• Confusion and myths related to COVID vaccine in children have increased vaccine 
hesitancy with all childhood immunizations. 

• Anticipation of COVID vaccines for children has led to delaying other routine 
vaccinations. 

Staff and provider barriers include: 

• Standard rooming is not standard within families of care or across the organization. 
Consequently, standard rooming audits have revealed that HMAs are not always being 
reviewed and/or offered at the appropriate times. 

• Variation can occur in the way providers or staff introduce vaccines to the patient and 
the family, allowing the family to think certain vaccines are considered “optional.” (For 
instance, some clinicians may simply be omitting the non-school required vaccines in the 
discussion.) 

• Clinician and staff opinions on vaccines may influence which ones are offered and not 
offered. 

• Lack of knowledge around cultural and racial disparities around vaccines and the various 
reasons these exist. 

Opportunities for Improvement: Results/Outcomes  
As a result of these efforts we continued to see our rates for immunizations increase throughout 
2021 until around September.  Starting in September we saw a decrease in completion rates 
over all. It is believed that this is multifactorial.  This is probably the result of children under 2 
years not coming in for visits or immunizations over the last year, and now they are turning 24 
months and hitting our registries.  Some of this decrease could also be the increase in vaccine 
hesitancy for all immunizations with the recent back and forth on COVID vaccines for child 6 
months - 4 years.  It is also believed that some parents who are likely to get vaccines 6 months 
– 4 years with COVID are holding off on other routine vaccines in order to get the COVID 
vaccine right when it is available.   

Our disparity gaps for Pediatric Combo 10 still continue to be very large, but we have not seen a 
significant widening of the gap.  

Our overall screening rates for Adolescent Combo 2 went up for every family of care in 2021 
with a slight decrease starting in November 2021. As an organization we saw a slightly over 2% 
increase in completion rates in 2021 even with the decrease over the past 2 months.  
Completion rates by race continue to be almost identical between patients of color and white 



 

patients.  Rates by payor show only a 3% gap between commercial and government pay, with 
commercially insured completed rates being slightly higher. 

Work coming in 2022 to reduce disparity gaps with immunizations 

Community needs and community partnerships: 
• Minnesota school project, review, learn, expand – work with school districts on vaccine 

clinics – like Moundsview did for COVID-19 vaccine, expand to other vaccines as well 
• “Catch Up” clinic opportunities – can we focus on areas where we see the most 

disparities in outcomes and create pop up clinics to provide vaccine services – resource 
dependent, may need to partner with the State or County to achieve 

• Vaccine hesitancy education for the community 
• Peds SW partnership – understanding from those doing the work where the biggest 

gaps with the community are 
• Dental partnership around HPV to reduce oropharyngeal cancers 

Improving Immunization outreach 
• Utilize learnings from COVID-19 vaccine outreach work to guide our other immunization 

outreach 
• Work with the digital products team to shift and expand outreach to clinical reminders 

team 
• Continue central overdue outreach (Letter, OPS, Text, email) – increasing interval to 2x 

per month outreach 
• Encourage sites to utilize the Overdue Immunization site lists for phone outreach when 

other methods have not worked 
• Health Plan to initiate adolescent immunization outreach campaign 

Projects focused on increasing overall rates and decreasing disparity gaps 
• Work to improve and expand “Addressing Health Disparities” MOC Project for childhood 

immunizations 
• Combo 2 and Combo 10 MOC projects 
• Vaccinate children at every opportunity (WCC, acute visits, UC)  
• Continued work with Dental on HPV vaccination 
• Leverage Best Practice check list to increase your measure 
• Vaccine hesitancy education patients, staff, and clinicians 
• Starting work on Rise to Immunize – adult vaccinations 

Improving data and Epic related processes 
• Simplification of HMA with new ACIP recommendations 
• Simplification of contraindications screening questionnaire in EPIC 
• Leverage Quick Schedule for efficient and accurate follow-up for delayed or series 

based vaccinations 
• New Immunizations Analysis – will enable us to slice and dice data in different ways, 

much more robust than the current HBI highlight  



 

Example #4: Reducing Disparities in Inpatient Mental Health Length of 
Stay  
Accountable owner 
Sidney VanDyke – Director of Health Equity and Language Services 

Member Populations Targeted   
x Commercial 
x Medicare Freedom (Cost) 
x Medicaid 
x MSHO 
x HPUPH 
x WI Marketplace 

 

Description 
Each year, Regions cares for approximately 2,600 inpatients who speak language other than 
English. Every month, an average of 11 - 12 of these patients receive care in Regions’ mental 
health units.   

Regions Hospital identified a significant difference in average length of stay (ALOS) between 
patients with limited English proficiency (LEP) and patients whose preferred language is English 
in mental health. In late 2016, the average length of stay in mental health for inpatients with 
limited English proficiency was just under 19 days, compared with 9.9 days for English-speaking 
patients. 

Goals 
• Disparity gap of <2 days 
• ALOS for patients with LEP of <12 

Initiatives/Interventions 
Regions Hospital partnered with a local interpreter training program to train 26 staff interpreters 
who interpret for seven different languages in simultaneous interpreting.  With this method, 
interpreters use a microphone and interpret what they are hearing at the same time they are 
hearing it. Patients listen to the interpretation through earphones that are hooked up to the 
interpreter’s mic. This technology allows for others in the group therapy session not to hear the 
interpretation, allowing participants to keep up the flow of communication without any slowdown. 
In March of 2017 these interpreters began offering simultaneous services using specialized 
equipment to provide better access to group therapy sessions for patients with LEP while 
creating minimum disruption for other group participants.   

 

 



 

Barrier Analysis  
Group therapy is one of the most effective treatments for depression and other mental illnesses. 
Group therapy can help because it allows people to hear stories of recovery from others who 
have gone through something similar. It encourages members of the group to think about how 
they feel and can make symptoms easier to manage. Being in a supportive group helps 
members understand their illness and find acceptance. 

Group therapy has traditionally been out of reach for patients who do not speak English. Spoken 
language medical interpreters are often only trained in consecutive interpreting. With 
consecutive interpreting, there are many pauses while interpretation takes place. It works well 
when a patient is talking with a single caregiver, but it can be disruptive in a group therapy 
session. 

Gaps in Care 
Do not provide simultaneous interpreting in all languages spoken by inpatients in MH. 

Group therapy was suspended for approximately six months in 2021 due to COVID restrictions. 

Opportunities for Improvement–Results/Outcomes 
Since the inception of simultaneous interpreting, the hospital has seen a 7.7 day reduction in 
average length of stay for patients with LEP and significantly reduced a persistent disparity. 
Most important, these patients now have an opportunity to share their story and find support. 

Table 26 

Average Length of Stay by Language—Regions Hospital Mental Health 
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Example #4: Health Equity Hospital Readmissions   
Accountable owner 
Chris Boese – VP of patient care services (temp) 

Member Populations Targeted   
 Commercial 
x Medicare Freedom (Cost) 
x Medicaid 
x MSHO 
 HPUPH 
 WI Marketplace 

 

Description 
The 30 day all-cause unplanned readmission rate for dual eligible patients across six 
HealthPartners hospitals was 17.05% compared to only 11.28% for non-dual eligible patients 
between October 2017- September 2018. 

Goals 
• Develop education and guide for group home patients to address common opportunities 

for improvement 
• Develop mechanism to identify dual eligible patients in Epic 
• Develop workflows to leverage Epic’s Social Determinants of Health (SDOH) wheel, then 

refer patients using the Community Resource Directory (CRD) 
• Refer eligible patients to PC care coordination & connect patients with needed dual 

eligible resources 
• Utilize care conferences for dual eligible patients in ambulatory setting 

Initiatives/Interventions 
• Screened and referred African American or Black dual eligible patients for Community 

Paramedicine visit 
• Care Management assisted with scheduling hospital follow-up clinic appointments and 

addressed transportation barriers 

Barrier Analysis  
Data – We don’t have an easy way to monitor process measures to know if we’re making 
immediate progress.  

Opportunities for Improvement– 
• Work with Primary Care on how to implement screenings with their teams and planning 

care conference training 
• Work with CM staff to refer eligible patients to primary care coordination 
• Building HBI readmissions analysis to improve ability to monitor process measures 



 

Results/Outcomes 
• 28 patients discharged from Lakeview, Regions, and Methodist 
• 39% of patients readmission was labeled as “possibly avoidable” 
• Primary Gaps include: Follow up appointments not completed, D/C level of care needed 

exceeds patient/family ability, patient/family knowledge deficit, medical complications, 
and psychosocial concerns. 

• 50% of patients had follow-up appointments scheduled with PCP within 7 days of D/C 
• Only 42% of these scheduled follow-up appointments were completed due to patient 

being readmitted, cancelling or no-show prior to appointment. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  



 

Service Initiatives 
Description 
HealthPartners deploys multiple initiatives designed to improve member satisfaction with the 
plan and deliver an exceptional experience that customers want and deserve at an affordable 
cost. Every year a subset of the Service Quality Council uses identified key drivers to develop 
the Annual Plan. 

Goal 
The HealthPartners 2020 Experience Annual Plan focused on the following experience 
objectives: 

• Coverage  
• Cost 
• Help 
• Value 

The overall objective of member service initiatives is to increase member engagement and 
satisfaction with the plan. We identify the key drivers, monitor, and evaluate our success 
through survey results (CAHPS, JD Power member survey and our Member Experience survey) 
and various member feedback methods (complaint reports, feedback from HealthPartners 
member/patient council and employers and myVoice surveys, HealthPartners online panel of 
members and patients). 

Initiatives/Interventions 
Coverage: 

1. Provided a personalized web and mobile experience that is relevant and timely 

2. Work progressed on integration with Fidelity for our HSA plans-implementation on 
2/24/21 

3. COVID-19 benefit changes implemented for all products explaining changes to members 
and offering support to ongoing and preventive care needs including expanded coverage 
for telehealth and Virtuwell  

4. Implemented Medicare Employer Group Single solution that offers Medicare Advantage 
Journey or Retiree National Choice in a seamless fashion for employers and retirees 

5. Supported 24-hour access to Member Services and Pharmacy PBM during civil unrest to 
ensure timely access to local pharmacies and medications 

6. Implemented claim edits to allow for exceptions for prescription fills during the civil 
unrest 

7. Partnered with CVS, Walgreens, etc. to maintain a list of pharmacies impacted by the 
civil unrest 



 

8. To support members during COVID-19, lifted refill too soon edit and increased the 
transition of care for Medicare from a 30-day to a 90-day supply 

Cost: 
1. Completed legal and operational review of group level indicator and made appropriate 

changes to the web experience and paperless terms and conditions 

2. Implemented monthly campaigns to promote going paperless for dependents turning 
age 13 

3. Implemented Get Connected campaigns for three commercial groups to encourage 
members to create an online account and go paperless 

4. Added capability for guest self-service cost estimates on each of the hospital websites to 
allow users to self-generate cost estimates for a defined set of care/tests/treatment (as 
defined by CMS) 

5. Implemented prior authorization verification tool for providers 

6. Email to all Part D members on Medicare Rx Refill Campaign to all members on 
maintenance medications 

7. Implemented Specialty Coupon Optimizer program (aka Variable Copay) in order to 
maximize the manufacturer coupon amount for select specialty medications 

Help: 
1. Modernized the username lookup, password reset and account creation experience 

2. Simplified digital communications for our member e-bill experience 

3. Launched provider match campaign to targeted commercial members to support them in 
finding a doctor for pediatrics, primary care or OB/GYN 

4. Launched the MyPregnancy program to help members navigate benefits and choose 
care providers 

5. Incorporated account creation language onto our ID card mailers; all ID cards were 
reissued in open enrollment 

6. Expanding onboarding campaign to include Medicaid members for January 2021 

7. Implemented key member engagement touch points: onboarding, personalized 
outreach, health and well-being engagement, blog, and digital content 

8. Beginning mid-March through the end of the year, executed 22 COVID-19 related 
campaigns with 1.5 million messages, for an average of 5-7 messages per member. 
Topics included navigating COVID-19 symptoms, testing and coverage; reminders to not 
delay critical condition management and preventive care; and education on care system 
accessibility, such as video visits, wellness resources and other care options 



 

9. Provided faster service within our integrated Plan/Care system with priority transfer from 
Member Services to Patient Accounting 

10. Implemented artificial intelligence search features for Member Services to improve 
timeliness, completeness, and accuracy of information to members 

11. Closely tracked, monitored, and partnered with new mail order vendor on their service 
opportunities to our members.  Implemented lead representative to handle escalated 
mail order vendor transition issues 

12. Implemented the functionality to text member’s clinic information upon request   

13. Extended both medical and pharmacy prior authorizations during civil unrest 

Value: 
1. Provided a more stable health and well-being web experience 

2. Created the community portal for our well-being experience 

3. Implemented digital coaching for our well-being experience 

4. Created monthly personalized campaigns on a number of topics to improve health and 
help members choose the right care 

5. Redesigned logged in member experience 

6. Made outbound calls to Medicare members of designated products to introduce the 
Member Service team and answer new member questions   

7. Health and Well Being services are available in the mobile app (Living Well), making 
resources more easily available to all members 

8. To provide pharmacy outreach and support, over 4,000 prior authorizations were 
grandfathered to allow continued fills, Lantus non formulary Medicaid Project impacting 
600 members and Flu Vaccine Medicaid Project impacting over 30 members 

9. Implemented a pharmacy prior authorization process for approximately 30 drugs, 
reducing processing time from 10-20 minutes to less than 20 seconds per case. This 
auto approval process currently accounts for about 10% of the prior authorization 
volume 

10. Implemented artificial intelligence for Commercial and Riverview member services teams 
to help them find the right benefit faster and more efficiently 

Barrier Analysis   
Our causal analysis of barriers to improving member satisfaction and member experience 
shows the barriers remain relatively stable from one year to the next. In 2021, COVID-19 
remained the most significant barrier to member experience. The pandemic continued to impact 



 

members’ lives, through economic security, work arrangements, parenting, social interactions, 
and health care routine. Key barriers as a result of the pandemic were: 

1. Access to vaccines: Much anticipated access to COVID-19 vaccines were a topic on 
the minds of many health care consumers. Consumers spent a great deal of time and 
stress researching, discussing, and trying to access vaccines for themselves and their 
family members. 

2. COVID variants: 2021 also brought new variants of the COVID-19 virus each bringing a 
new wave of infections placing increased demand for testing as well as clinic/hospital 
resources. 

3. Disrupted routines: Consumers’ personal and profession routines continued to be 
disrupted as they juggle personal and professional responsibilities among shifting 
COVID positivity rates. Variability in the handling of quarantine or isolation requirements 
across different workplace and school settings often left consumers scrambling to handle 
absences from school and/or work. 

4. Staffing shortages: Many industries experienced abnormally high levels of employee 
resignation. The health care industry ranks among the top industries for number of 
resignations as a result of the increased demand on the industry due to COVID (Harvard 
Business Review, Sept 2021). 

5. Access to care:  The burden placed on care system resources for testing and treatment 
related to COVID continue to impact consumers’ ability to access care as soon as they 
need. This impact is seen in both primary as well as specialty care settings. 

In addition to barriers imposed by the pandemic, broader barriers from pre-pandemic life 
persisted in 2021. These include:  

• Consumers, particularly commercial members, continue to desire access to health care 
cost information, especially out-of-pocket costs before receiving care. Although this 
barrier is strongest for commercial members, Medicare and Medicaid members are also 
impacted.  

• The complexity of health care and health insurance continue to be a barrier to member 
satisfaction. Members from all products continue to seek information to help them more 
fully understand their benefits, coverage, and in-network provider options. 

Results and Outcomes 
After not publicly reporting results in 2020 due to the pandemic, CAHPS results were again 
available across products for 2021. One difference from prior years was the authorization by 
CMS that allowed plans to use the better of our 2019 or 2021 CAHPS scores in Star Ratings. 
This change was for 2021 only. HealthPartners own Member Experience survey resumed semi-
annual administrations in 2021 after only conducting one administration in 2020 due to COVID. 
The J.D. Power member health plan survey, our third key source of member insights, was 
conducted during Q1; this survey includes commercial members only. With these caveats, 
scores from our member surveys offer the following evaluation of our 2021 service initiatives. 



 

For overall member satisfaction, HealthPartners had the highest member satisfaction among 
commercial health plans in MN and WI, outscoring other plans in our region by a substantial 
margin. HealthPartners also had the top score regionally for four of the six factors in the J.D. 
Power model – Coverage & Benefits, Information & Communication, Customer Service, and 
Billing & Payment.  

The J.D. Power results also point to the strength of our Member Service with a score that is 
significantly higher than the MN-WI regional average. Detailed results show HealthPartners is 
particularly strong in the telephone service provided to members. Analysis of commercial 
CAHPS results identify Customer Service as a strength, along with handling claims correctly 
and quickly.  

Two key areas opportunity for improvement continue to standout based on key driver analysis. 
The first being access to out-of-pocket cost information before receiving care or filling a 
prescription. We know this is a priority to our members and we continue to prioritize this work 
internally through our Find Care and self-service cost estimate tools on the website, as well as 
continued process improvements and expansion of the Know Your Cost phone line. Members 
also have access to pharmacy cost information through the MedImpact customer portal. 

The second opportunity is understanding your health plan and how to use it. This is another 
persistent area for improvement. The J.D. Power survey recommendations echo the need to 
increase member understanding of their plan to give them confidence they have the coverage 
they need.  

Likewise, the recommendations include using targeted communications to ensure members 
know the fundamentals of using their plan and any special programs available to them. This fits 
with our ongoing personalized campaigns. Results from those campaigns in the past year show 
promise: 

• Engagement across member email communications was strong with open rates (39%) 
and click through rates (8%) well above the industry average (22% open, 2-3% click 
through).  

• In early 2021, we focused heavily on supporting our members and patients in getting 
vaccinated against COVID-19. We sent more than 2.25 million messages across five 
outreach channels and in four languages. Between January and May 2021, before 
access to vaccine became more widespread, these efforts drove almost 94% of all 1st 
COVID doses provided by our care group. 

• In addition, new targeted communications were launched to remind members and 
patients of important preventive care, such as well child exams, mammograms, and 
childhood immunizations; help them get at-home screenings for chlamydia and 
colorectal cancer; understand their health plan and how to use its features; access our 
new emotional health and well-being tool, myStrength; and get support for chronic 
conditions and throughout pregnancy. 

MSHO supplemental benefits are provided free of charge to members to support good health 
and safety outside of their standard benefit set. For 2021, we continued all of the 2020 



 

supplemental benefits and added a handful of new benefits to further support the physical and 
mental health of our MSHO members. Examples of added supplemental benefits in 2021 
include:  

1. Activity Tracker – coverage of one activity tracker per member per year. Electronic 
device to track steps and calculate calories burned 

2. Adult Day Services – provides supervised care for members with a dementia diagnosis 
by meeting these members unique social and health needs including limited physical 
and cognitive functional abilities 

3. Animatronic Support Pet – coverage of one animatronic support pet per member per 
year. Life-like pet provides companionship, reduces isolation, and can improve wellbeing 
and emotional function  

4. Family Caregiver Services – services provided to caregivers includes training, education, 
coaching, counseling, and Family Memory Care (FMC) program for caregiver living with 
the member.  FMC improves the caregiver’s ability to manage the challenges of 
caregiving and provide social support 

5. Home Delivery Meals – immediately following surgery or an inpatient hospital stay 

6. In-home Bathroom Safety – up to $1000 coverage for assessment, devices and 
installation of permanent devices based on individual need 

7. Independent Living Skills – services to develop, maintain and improve a member’s 
community living skills including communication, mobility, interpersonal skills, and self-
care in order to keep the member living independently longer and in a safer environment 

8. Personal Emergency Response System – coverage for one in-home device used to 
notify appropriate personnel of an emergency and/or monthly device maintenance fee if 
the member received a device in a previous year 

9. Readmission Prevention –in-home safety assessment and medication reconciliation 

10. Respite Care – short-term services to members with dementia when the primary care 
giver is absent or needs relief 

11. Virtuwell – unlimited Virtuwell visits 

Overall, CAHPS performance for State Public Programs is consistent with state averages. This 
includes Families & Children (F&C-MA), MNCare, MSC+ and SNBC. There were only two 
statistically significant differences compared to the state averages. 

• The score for MSC+, Getting Needed Care is significantly lower than the state average. 
• The score for SNBC, Coordination of Care is significantly higher than the state average. 

Year-over-year comparison of scores show the following directional changes (change of +/- 5% 
or more) across plans: 



 

• F&C-MA – decline in the Personal Doctor Rating. 
• MNCare – increases in Rating of All Health Care, Rating of the Health Plan and 

Coordination of Care. 
• MSC+ - increase in Rating of All Health Care and a decline in Coordination of care. 
• SNBC – increases in Rating of All Health Care, Personal Doctor Rating, Specialist 

Rating, Rating of the Health Plan and Getting Needed Care. 

 

  



 

Complaints, Grievances and Appeals 
Description 
Member Services works with members to answer their inquiries and resolve their complaints, 
grievances and appeals. All member contacts are documented in our customer service system. 
From here, reports are created for the organization to identify opportunities and make 
improvements. 

Individual departments receive system-generated reports with complaint detail pertaining to their 
areas on a daily, weekly, monthly and quarterly basis. The data is reviewed for trends, follow-up 
and service recovery opportunities. Year-end report summaries with trends and analysis are 
presented to the Health Plan Service Quality Council and the Experience Council. The data is 
used by these groups in the development of their annual plans. The following data is used to 
create specific member experience improvement initiatives and analysis. Results here are also 
used with other information in creation of the Service Initiatives report. 

Results and Outcomes 

Commercial Complaint and Appeal Results 
Table 27 

Commercial Complaint and Appeal Results 

 
 

Calls 
Answered 

per 
1,000 

Verbal 
Complaints 

per 
1,000 

1st Level 
Appeals 

per 1,000 

2019 1,064,070 1,262 53,364 63.3 3,923 4.63 

2020 802,647 1,002 46,044 57.5 3,612 4.12 

2021 720,982 621 39,748 34.2 4,150 5.46 

Note: It appears that 2018 and 2019 reported calls received rather than calls answered. Corrected 2019 
and 2020. 

Trends and Analysis of Commercial Complaint and Appeal Data 

• Calls answered were down and the Commercial member complaints received per 
thousand decreased from 2020. Appeals received and appeals per thousand members 
increased from 2020.  

• The percent of first level appeals that become second level appeal requests decreased 
from 13.3% in 2020 to 9.7% in 2021. 

• Non-clinical appeals increased in 2021, especially for network requests. 
• The volume of clinical appeal requests increased slightly, including for procedures and 

investigational services.  



 

• Pharmacy remained the highest volume of clinical appeals but has decreased from 2019 
to 2021. More pharmacy requests are being resolved via the reconsideration process 
and don’t require the full appeal process.  

o Biologics for auto-immune disorders are 52% of Pharmacy appeals. 
o 24% of Pharmacy appeals are expedited or 3-day. 
o 43% of all expedited appeals are for clinical Pharmacy. 

• Ongoing appeal trends: 
o The volume of appeals for behavioral health care remains very low.  
o Genetic testing and pharmacogenetic testing appeals holding steady as a 

percent of all investigational appeals.  
o More third party appeals (drug manufacturers, specialty labs). 
o Assumptions about what is covered as preventive. 
o Cost and quality of Care. Members expect more (time spent, definitive dx, best 

outcomes) based on cost of their care. 
o Payment disputes from out-of-network providers (usual and customary rates, 

cost of air ambulance transport). 
• New appeal trends: 

o The primary reason for the increase in appeals was a change by our largest 
commercial employer group. The plan sponsor disallowed exceptions for 
members who unknowingly received services outside the plan network. We 
continue to work closely with the employer, and have enhanced our 
communication to these members to help them stay within their plan network.  

o Cost waiver requests for symptom management and long COVID in absence of 
COVID-19 test claim, COVID-19 tests required for travel.  

o Members affected by clinic closures.  
o More appeals for new weight loss and migraine drugs. 

• Verbal complaint trends are similar to the above appeals trends with the addition of: 
o Other insurance information was the top verbal complaint for 2021 with 62% 

being the 901 process. Despite the automated voice response system put into 
place in 2019, we did not see the volume decrease for member services. There 
is currently a project underway to improve the process to gather other insurance 
information. 

o Benefits for lab services as well as copay/coinsurance disputes remained the 
second and third highest complaint in 2021. Many COVID-19 related claims 
came in as labs had to be reprocessed to cover them at 100% due to federal 
regulation related to COVID-19 coverage. The trend of smaller narrow networks 
continued. The member education on these network changes varies by employer 
so some members understand the change while others do not and may use a 
clinic not in their plan network. The decision to remove our ability to make 
customer service adjustments by one of our largest plan sponsors when their 
members used a wrong clinic, caused a higher volume of complaints. 

o COVID-19 questions and issues were spread across several categories as the 
pandemic continued and members thought all claims related to COVID-19 would 
be paid at 100%. 



 

o Benefit complaints related to preventive and non-preventive services remains 
within our top five complaints as members struggle to understand the difference 
between these services. 

o CDHP: In 2021, Member’s main frustration continued to be FSA substantiation 
requests.  Use of debit card in 2021 for 2020 expenses. Members surprised we 
require substantiation/enforce deadline after letting them use the debit card for 
an ineligible expense. Adding language to 2023 Summary Plan Descriptions to 
support denials; looking for ways to educate members pre-service. 
 

Non-Clinical Appeals (N=1,183) No Medical Decision Required 
Table 28 

Non-Clinical Appeals (N=1,183) No Medical Decision Required 

 

  



 

Clinical Appeals (N=1,253) Medical Judgment Required 
Table 29 

Clinical Appeals (N=1,253) Medical Judgment Required 

 

 

Medicare, Medicaid, and WI Marketplace Complaint and Appeal Results 

Table 30 

Medicare, Medicaid, and WI Marketplace Complaint and Appeal Results 

  Calls 
Answered 

per 
1,000 

Oral 
Complaints 

per 
1,000 

1st Level Appeal 
and Written 
Grievances 

per 
1,000 

2019 296,784* 1437 13759 64.7 1502 7.7 
2020 242,233* 1103 16612 80.5 1273 6.2 
2021 251,201 1002 16918 67.5 1683 6.7 

*Corrected to exclude calls regarding plan types not included in this report.  

Trends and Analysis of Government Plans Complaint and Appeal Data:    

• Although overall call volume was higher than in 2020, members expressed 
dissatisfaction in 2021 at lower rates per 1,000 members, near pre-pandemic levels.  



 

 

Trends in 2021 Medicare oral complaints: 

• Total grievances increased from 2020 to 2021 in 4 main categories: Customer Service 
(Plan), Premium Issues, Network Customer Service, and Provider Billing.  

o Customer Service complaints include dissatisfaction about hold time, or quality of 
service received from health plan employees. The root causes of 2021 increase 
in this category were staffing challenges and increased job complexity. Low 
unemployment rate and a wide range of competitive job opportunities led to 
Riverview Member Services conducting 11 new hire classes in 2021, totaling 83 
new employees, with a retention rate of 48.2%. As of January 2022, 52% of 
Riverview Member Services staff had less than 1 year of tenure. Less 
experienced staff affected average speed of answer and the quality of service 
received, which led to increased member dissatisfaction. Increased complexity 
and benefits also affected call handle time. Extensive management of changes 
related to evolving COVID-19 requirements impacted call volume and 
representative learning curves. Average call handle time increased by 90 
seconds between 4Q20 and 4Q21 – this is attributed to tenure of staff and 
increased call complexity. 

o Premium Issues returned to the top six categories in 2021 with numbers similar 
to 2019.  

o Increases in Network Customer Service (provider) complaints may be related to 
continued COVID-19 and staffing related pressures faced by providers 
throughout 2021.  
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o Provider Billing complaints include situations such as providers asking members 
to submit their own claims to insurance, members receiving a bill for non-covered 
services, or providers billing members for the provider write-off amount in error. 

• Total grievances decreased from 2020 to 2021 in three categories: Pharmacy Benefits, 
Network, and Website. 

o Pharmacy Benefits grievances decreased by 7.3% from 2020 but were the top 
Medicare complaint driver of 2021. Members consistently struggle with the cost 
of their medications, providers recommending non-formulary drugs, and 
navigating prior authorizations. 

o 58.0% of 2021 Network complaints were Pharmacy related, down from 85.6% in 
2020. Reduction in Pharmacy complaints may be attributed to members 
becoming accustomed to WellDyneRx, and the benefits of recurring collaborative 
meetings between HealthPartners and WellDyneRx staff. The total number of 
Network-Pharmacy complaints from Medicare members in 2021 was 662, 
down from 1,986 in 2020. 

o The total number of Website complaints from Medicare members in 2021 was 
560, down from 633 in 2020. This 11.5% reduction was enough to drop Website 
related grievances out of the top six complaint categories for 2021. 

 

 

 

Trends in 2021 Medicaid complaints: 
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• Complaints increased in Customer Service (plan), Pharmacy Benefits, Network 
Customer Service, and Provider Billing categories in 2021.  

o Customer Service complaints include dissatisfaction about hold time, or quality of 
service received from health plan employees. The root causes of 2021 increase 
in this category were staffing challenges and increased job complexity. Low 
unemployment rate and a wide range of competitive job opportunities led to 
Riverview Member Services conducting 11 new hire classes in 2021, totaling 83 
new employees, with a retention rate of 48.2%. As of January 2022, 52% of 
Riverview Member Services staff had less than 1 year of tenure. Less 
experienced staff affected average speed of answer and the quality of service 
received, which led to increased member dissatisfaction. Increased complexity 
and benefits also affected call handle time. Extensive management of changes 
related to evolving COVID-19 requirements impacted call volume and 
representative learning curves. Average call handle time increased by 90 
seconds between 4Q20 and 4Q21 – this is attributed to tenure of staff and 
increased call complexity. 

o Pharmacy Benefit grievances in 2021 included: member dissatisfaction about 
prior authorization requirements, dissatisfaction about drugs not on the formulary, 
members attempting to refill their prescription too soon, and inability to receive 
more than a 30-day supply at a time. 

o Increases in Network Customer Service (provider) complaints may be related to 
continued COVID-19 and staffing related pressures faced by providers 
throughout 2021.  

o Provider Billing complaints include situations such as members receiving a bill for 
non-covered services, or providers billing members for the provider write-off 
amount in error. This category increased 26.4% from 2020. 

• Complaints decreased in Network and Quality of Care categories in 2021. 
o Although total number of Network complaints decreased, 31.1% of 2021 Network 

complaints were Dental related, up from 20.2% of 2020. Dental access is an 
ongoing challenge for Medicaid members exacerbated by increasing clinic 
staffing challenges and pent-up demand through the pandemic.  

o 30.3% of 2021 Network complaints were Pharmacy related, down from 40.9% in 
2020. 



 

 

 

Trends in 2021 Wisconsin Marketplace complaints: 

• WI Marketplace plan members use the federal health care exchange for enrollment, 
demographic changes and Advanced Premium Tax Credit (APTC) determinations, so it 
is common for WI Marketplace members’ top complaint categories to include topics of 
confusion about these scenarios and information shared between HealthCare.gov and 
HealthPartners.  

• Complaints increased in Customer Service (plan), Enrollment, and Office Visit Benefits 
categories in 2021. 

Top Medicare Written Grievance and Appeals by Category 
*Data includes Cost, MSHO, MA, PDP, HPUPH 
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Medicare Trends 

• In 2021, 74% of Medicare appeals had a resolution time frame of 14 calendar days or 
less. 

• Pharmacy appeals continue to be our largest category of appeals. 71% of all Medicare 
appeals were related to Part D.  

o 35% of Part D appeals were approved. The most common approval reason is 
that information provided during the appeal demonstrates the member now 
meets criteria. 

o 27% of the Part D requests were for CMS excluded drugs. Excluded drugs are 
classes of drugs not covered by Part D and are therefore ineligible for coverage. 
The most common requests for excluded drugs are ED and compound drugs. 
and 17% were for Self-Administered Drug (SAD) reimbursement. 

• We have seen an increase in requests for coverage of genetic testing across all our 
products, due to new technology on the market. 
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• Medicare grievance trends included grievances regarding membership reinstatement, 
provider billing and pharmacy benefits. 

Top Medicaid Written Grievance and Appeal Categories 
 

 

 

 

 

Medicaid Trends 

• There was an increase of 39% in the number of Medicaid appeals and grievances from 
2020 to 2021. This was largely due, in part, to an 18% increase in membership. 

• In 2021, we had 595 Medicaid pharmacy appeal requests. Of these, 448 were resolved 
through the pharmacy handoff process and 147 were resolved through the appeal 
process.  

o The pharmacy handoff process consists of pharmacist outreach and review for 
our Medicaid members (except MSHO Part D). The pharmacist working on these 
requests reaches out to the provider to ensure we have all the necessary 
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information.  If additional information is received that changes the decision, the 
pharmacist can approve the request and the request is not considered an appeal. 
If the request cannot be approved, the request is sent back to Member Rights & 
Benefits to go through the appeal process. In most cases, the appeal is denied 
because the criteria has not been met, otherwise it would have been approved 
during the handoff process. In 2021, 90% of pharmacy appeals were upheld. 

• There was a significant increase in dental appeals for 2021. In 2020 there was a 
decrease in dental appeals due to a decrease in access to dental services during the 
beginning of COVID-19. As access to dental clinics increased in 2021, we began to see 
an increase in dental appeals, especially orthodontia. In 2021, 53% of our dental 
appeals were for orthodontia services. Requests for dental prosthetics and anesthesia 
for oral surgery were also high. 

• Medicaid grievance numbers tend to be low. Trends for 2021 included members 
concerns with their experiences with Ridecare, clinic networks or experience with clinics 
and complaints about their benefits in general, not specific dates of service. 

 

WI Marketplace First Level Appeals and Written Grievances 
Total WI Marketplace Appeals and Written Grievance by Category 

 

WI Marketplace trends:  

• In 2021, we had 14 WI Marketplace appeals and 9 grievances. 
o The highest numbers of appeals (4) were requests for drug coverage.  
o The most common grievances (3) were related to enrollment. 

• The numbers are really low on this product and difficult to identify any trends. However, 
the types of complaints received are those that are commonly requested such as 
receiving in-network benefits from an out of network provider. 
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Satisfaction of the UM Process 
Processes and Staffing 
HealthPartners Utilization Management Program activities and initiatives encompass medical, 
pharmacy, and behavioral health services. Components fall within five major categories: 

1. Improving systems of care (e.g. networks and approaches to delivery of care) 

2. Providing decision-making support 

3. Supporting utilization management at a member-specific or population-specific level  

4. Measuring and analyzing performance 

5. Implementing specific initiatives that are designed and developed to improve 
performance results  

Licensed nurses, behavioral health professionals, and registered pharmacists work under the 
supervision of board-certified physicians for all case decisions involving medical necessity. 
Associate Medical Directors make adverse determinations of coverage for which coverage 
policy criteria is not met. They consult with external specialty physicians as appropriate. When 
required, a physician with the same/similar specialty as a practitioner who would normally treat 
the condition care is being requested for is used to make adverse medical necessity 
determinations when the member does not appear to meet coverage criteria. The Medical 
Directors, Associate Medical Directors, the Directors of Comprehensive Care Advocacy, 
Pharmacy, and Utilization Management are collaboratively responsible for the development of 
new programs, initiatives, and the ongoing oversight of the day-to-day operations.  

HealthPartners has implemented a formal process to ensure consistency of decision-making for 
coverage of new and existing technologies, treatments, procedures, services, devices and 
pharmaceuticals. This includes medical, behavioral health, and medical dental.  Medical 
Coverage Criteria are used for prior authorization decisions, and disputed benefit interpretations 
and they are also published on HealthPartners.com for transparency to members and providers. 
The processes include continuously updating the basis of decision-making with evidenced-
based information regarding current best medical practices, (e.g., practice guidelines, 
technology assessments) and cost-benefit considerations. This includes research of the reliable 
scientific literature, including articles in peer reviewed literature, recommendations and 
consensus statements from professional societies, technology assessments and other available 
resources to determine safety, efficacy of the treatment/technology/device/drug and effect on 
health care outcomes. The process for newly developed or revised criteria includes obtaining 
expert opinion from our network primary care physicians and/or specialists to ensure criteria 
input regarding community standards of practice. When appropriate, recommendations are 
made to modify contract language regarding benefit coverage determinations. Coverage criteria 
utilized as part of the prior authorization programs are reviewed, on an annual basis updated as 
needed and approved through the Medical Directors Committee or the Pharmacy and 
Therapeutics Committee.  Newly developed or revised criteria are also reviewed by network 



 

primary care physicians and/or specialists to ensure criteria input regarding community 
standards of practice.  All other coverage criteria are reviewed and approved on a periodic 
review cycle.  The Medical Coverage Policy staff, Medical Directors Committee, and Pharmacy 
and Therapeutics Committee, are responsible for the medical coverage criteria development 
and implementation processes. The Medical Coverage Criteria serve as the criteria for 
authorization decisions for HealthPartners Prior Authorization List. 

State and federal laws, rules and regulatory requirements, criteria and coverage guidelines for 
the Centers for Medicare and Medicaid Services and for the Minnesota Department of Human 
Services are incorporated into the development of the HealthPartners Medical Coverage 
Criteria. 

Inter-rater Reliability Testing 
We conduct inter-rater reliability evaluations annually for all Utilization Management review staff 
to ensure consistent application of coverage criteria and benefits. In 2021, we surveyed:  

Staff type Number of hypothetical cases 
Non-physician medical reviewer (34) 10 
Physician reviewers (5) 
 
 
Psychiatry reviewers (2) 

4- Medical 
10- Pharmacy 
 
10- Behavioral Health 

Behavioral health reviewer (13) 10 
Pharmacy reviewer (27) 10 

 

Area Survey response 
rate 

Consistency 
rate 

Follow-up Actions 

UM 97% (41/42) 93% Reviewed cases that had any variance in 
responses during team meetings to support 
staff alignment. 

Pharmacy 100% (28/28) 

*One pharmacist 
wrote the questions 
and one 
pharmacist QA’d 
the survey. Neither 
pharmacist took the 
survey. 

90% Reviewed cases that had any variance in 
responses during team meetings to support 
staff alignment. Audit pharmacy reviewers 
monthly to ensure decisions are criteria 
based and that the review process follows 
all applicable policies and procedures. 

 

Satisfaction with the Utilization Management Process 
Annually, HealthPartners collects and evaluates data on member and provider experience with 
Utilization Management (UM) processes and takes action when appropriate.  Monitoring metrics 



 

include the annual Provider Satisfaction Survey, HEDIS/CAHPS 5.0H survey results, and 
member complaint and appeal data.  

2021 Goals 
• Easy to understand denial letters: Sustain a “Strongly Agree”, “Agree”, or “Neither 

Agree nor Disagree” response rate of 75% or greater by continuing to develop plain 
language resources as achieved in the 2019 Provider Survey. 

• Ability to find criteria online: Increase 2019 response rate of “Strongly Agree”, 
“Agree”, or “Neither Agree nor Disagree” to 65% with implementation of new Verify Prior 
Auth tool and continuing to evaluate options to deliver easy to use online criteria 

• Continue to evaluate, update, and develop coverage criteria policies with input from 
providers and evidence-based medicine to support safe and effective care for our 
patients and members 

• Continue to monitor, evaluate, and institute appropriate actions to address member and 
practitioner experience with the UM process, as needed 

  



 

Assessment of Effectiveness  
Provider Experience with the UM process 
We mailed the Provider Survey in October 2021 to 1106 providers and their office managers 
who had requested prior authorizations in the past 15-month period.  The number of completed 
surveys was 77.   

Progress Towards Goals 
HealthPartners resumed fielding the survey in 2021. It is difficult to assess progress towards 
goals due to a historically low response rate and inability to compare results to 2020. Compared 
to 2019, the 2021 results remain stable despite the challenges healthcare providers are facing 
due to the pandemic. 

Quantitative Analysis 

Measure 2019 2021 Goal Met? 
Pharmacy Prior Authorization Process: (% Strongly agree + Agree + Neither agree nor disagree)    

− I or my staff are able to find prior authorization criteria 
online   

53% 57% Not Met 

− Coverage decision letter was stated in easily 
understandable language  

85% 88% Met 

− Coverage decision letter gave directions for how to 
access a medical director or clinical pharmacist 

84% 81% N/A 

Prior Authorization Process: (% Strongly agree + Agree + Neither agree nor disagree) 
− I or my staff are able to find prior authorization criteria 

online   
 60% 60% Not Met 

− Coverage decision letter was stated in easily 
understandable language   

86% 84% Met 

− Coverage decision letter gave directions for how to 
access a medical director 

82% 78% N/A 

 

Qualitative Analysis 
• Practitioners have a new Verify PA tool available to them online to assist in determining 

whether a service or item requires prior authorization, and to point them to the 
appropriate medical coverage policy. In 2021, it was expanded to include pharmacy and 
behavioral health services. 

• The Utilization Management departments continue to improve use of plain language to 
ensure content is easily understandable for the member and balance that with clinical 
validity for the practitioner. 

Member Experience with the UM process 
HealthPartners conducts an annual assessment of member satisfaction to support continuous 
improvement in member experience with utilization review activities across medical, behavioral 



 

health and pharmacy programs.  Member experience measures used are those suggested by 
NCQA. 

HealthPartners Market Insights and Medical Policy Departments compared key questions from 
the CAHPS and MA-PD CAPHS surveys.  SPH Analytics conducted the Commercial CAHPS 
2021 survey, which was administered between February and May 2021. SPH Analytics 
conducted the MA-PD CAPHS 2021 survey, which was administered between March and May 
2021.  In 2020, Minnesota DHS conducted the Medicaid CAHPS survey between January and 
March.  These results are compared to the state’s benchmark for each enrollee type.   

• It is worth noting that we continue to see impacts of the COVID-19 pandemic in our 
CAHPS results across products.  

 
Commercial Products: 2021 UM Member Satisfaction Results 
Administered by HealthPartners 

Questions that measure UM satisfaction levels for: Group Commercial 
 HealthPartners National 

Average 
  2019 2020 2021 2021 
How often get appointment to see a specialist as soon 
as needed?  (CAHPS 5.0) 

Q25 83% 88% 81% 86% 

How often get needed care, tests or treatments.  
(CAHPS 5.0) 

Q14 94% 94% 91% 90% 

 

 

 

Medicare Products (Cost & Risk): 2021 UM Member Satisfaction Results  
Administered by HealthPartners 

Questions that measure UM 
satisfaction levels for: 

Medicare Freedom (Cost) Plan Medicare Advantage 
 HealthPartners Nat’l 

Ave 
 HealthPartners Nat’l 

Ave 
  2019 2020 2021 2021  2019 2020 2021 2021 
Easy to get appointment 
with specialist   (CAHPS 
5.0) 

Q29 92% 92% 91% 89% Q29 90% 90% 92% 89% 

How often get needed care, 
tests or treatments.  
(CAHPS 5.0) 

Q10 95% 95% 94% 90% Q10 93% 93% 93% 90% 

 

  



 

Questions that measure UM 
satisfaction levels for: 

HPUPH Medicare Advantage 
 HealthPartners Nat’l 

Ave 
  2019 2020 2021 2021 
Easy to get appointment with 
specialist   (CAHPS 5.0) 

Q29 89% 89% 92% 89% 

How often get needed care, tests 
or treatments.  (CAHPS 5.0) 

Q10 94% 94% 96% 90% 

 

 

Medicaid: MNCare Adults and F&C:  2021 Utilization Management Member Satisfaction Results 
Administered by Minnesota DHS 

Questions that measure UM 
satisfaction levels for: 

MNCare Adults Families & Children (F&C)-MA 
 

HealthPartners 
MN 

State 
Ave 

 
HealthPartners 

MN 
State 
Ave 

  2019 2020 2021 2021  2019 2020 2021 2021 
Easy to get appointments with 
specialists.  (CAHPS 5.0) 

Q25 79% 76% 83% 85% Q25 80% 78% 80% 82% 

How often get needed care, 
tests or treatments.  (CAHPS 
5.0). 

Q14 94% 90% 90% 92% Q14 90% 90% 85% 88% 

 

 

Medicaid: SNBC:  2021 Utilization Management Member Satisfaction Results 
Administered by Minnesota DHS 

Questions that measure UM 
satisfaction levels for: 

SNBC 
 HealthPartners MN State 

Ave 
  2019 2020 2021 2021 
Easy to get appointments with 
specialists.  (CAHPS 5.0) 

Q25 79% 78% 87% 86% 

How often get needed care, 
tests or treatments.  (CAHPS 
5.0). 

Q14 82% 86% 87% 87% 

 

  



 

Medicaid: MSHO and MSC+ 2021 Utilization Management: Member Satisfaction Results  
MSHO Administered by HealthPartners and MSC+ Administered by Minnesota DHS 

Questions that measure 
UM satisfaction levels for: 

MN Senior Health Options 
(MSHO) 

MN Senior Care Plus (MSC+) 

 HealthPartners Nat’l 
Ave 

 HealthPartners MN 
State 
Ave 

  2019 2020 2021 2021  2019 2020 2021 2021 
Easy to get appointments 
with specialists.  (CAHPS 
5.0) 

Q29 NR NR NR 89% Q25 75% 80% 74% 85% 

How often get needed 
care, tests or treatments.  
(CAHPS 5.0). 

Q10 93% 93% 89% 90% Q14 90% 90% 87% 90% 

NR = Too few members responded to report results. 

 

Product Trends for Ease of Getting Appointments/Required Care 
• For Commercial group adult members, 2021 CAHPS results for access to specialty 

appointments are slightly below the National Average and down compared to the 
previous year. Access to care, tests and treatment is consistent with the National 
Average. 

• HealthPartners Medicare plans consistently outscore the National Average for access to 
care, tests or treatment. 2021 scores for access to specialty appointments are consistent 
with the National Average or slightly above across HealthPartners Medicare plans.  

• With the exception of SNBC, the other Medicaid plans come in slightly behind the State 
Average on access to specialty appointments and access to care, tests and treatment. 

o For Minnesota Care (MNCare), although slightly below the State Average, both 
measures are consistent with scores from the prior two years. 

o F&C-MA scores are slightly below the State Average but consistent with prior 
years’ scores for access to specialty appointments. The score for access to care, 
tests or treatment is down from the previous two years. 

o Scores for Special Needs Basic Care (SNBC) are consistent with the State 
Average for both measures. Access to appointments with a specialist saw a 
substantial increase over the 2020 score.   

o Minnesota Senior Care Plus (MSC+) is below the State Average on both 
measures. The scores for both measures declined compared to 2020 with a 
slightly larger decline for access to specialty appointments. 

  



 

Analysis 
Access to Care 
There is little indication that HealthPartners members are experiencing specific plan-related 
barriers for getting care, although the erosion of commercial group members’ score warrants 
monitoring and is likely related to health care affordability rather than specific HealthPartners 
utilization policy changes. 

Specialty Access 
HealthPartners recognizes that specialty appointment demand in Minnesota is robust, and our 
own care groups and contracted clinics have taken steps to improve specialty scheduling and 
patient flow through continued development and enhancement of online scheduling systems. 

Referrals 
Referrals to specialists are not required for most of our products. HealthPartners’ 
comprehensive networks ensure that our members can receive the care they need within their 
designated network. On the few occasions when this is not possible, our utilization management 
and customer service teams work with the referring provider to find a specialty provider that 
meets the member’s specific health care needs.   

Focused Network Access Management 
The In-Network Benefit Request coverage policy addresses requests for reimbursement of out-
of-network care at in-network benefit levels. To be considered for this level of reimbursement, a 
clinician with knowledge of the member’s current clinical condition and care needs will submit 
sufficient documentation for the plan to determine whether treatment for the member’s current 
condition is available within the member’s plan network. 

Appeals 
Pharmacy 
There were 473 commercial Pharmacy Appeals in 2021.  Top medications are reviewed each 
quarter, and coverage issues are reported back to the Pharmacy Review Committee. See 
Appendix 3 for detailed breakdown of pharmacy appeals. A large volume of pharmacy denials 
are overturned due to additional information.  This has led to increased provider outreach for 
complete information with the initial request. 

Investigational Services  
See Appendix 3 for detailed breakdown of appeals for investigational services. Per analysis of 
data contained in Appendix 3, significant trends in appeals associated with investigational 
services are most likely due to a continued high volume of requests for genetic testing. In 
addition to aggressively pursuing direct-to-member marketing and directly initiating appeals, 
developer/manufacturers are also providing standardized appeal templates to service providers 
and encouraging them to submit appeals on the behalf of the member.  

Genetic Testing 
Given the rapidly expanding genetic testing market, growth in direct to consumer (DTC) 
marketing of genetic tests, and our organization’s multiple efforts to ensure appropriate use, 



 

genetic testing continues to be a high-volume category of appeals. HealthPartners continues to 
address coverage of genetic testing by developing coverage criteria policies that support safe, 
effective, and evidence-based use of these tests. Increasingly, developers/manufacturers are 
aggressively pursuing direct–to-member marketing and are initiating a high volume of appeals 
on behalf of the member. 

Online Access to Criteria 
The low performance results specific to provider satisfaction with online access to criteria is 
likely because the criteria are not available within the Electronic Medical Record but instead are 
available on our website, and providers may not know where to find it.  We believe our 
implementation and expansion of the verify PA tool with the addition of review-specific fillable 
PA forms linked in the criteria will help improve this satisfaction. 

Barrier Analysis 
Provider Survey: 
Due to COVID-19, we were unable to field our annual Provider Survey in 2020. Provider 
satisfaction with the UM process was gauged using provider complaint call records from the 
member services area. In 2021, HealthPartners resumed fielding the annual Provider 
Satisfaction Survey. Shortly after the surveys were distributed, we experienced back-to-back 
COVID-19 surges. As a result, we saw a historically low response rate and are unable to do a 
meaningful comparison of the current year’s results with the previous year’s results to evaluate 
progression towards goals.   

New Technology Direct to Member Marketing: 
As new technologies are striving to increase market share, we see an impact on member 
requests for specific services, increased expectations of coverage, and third party vendors 
appealing on the member’s behalf. We expect this will always be a dynamic within the 
healthcare market, especially as we strive to ensure evidence based coverage, as vendors are 
often marketing new technologies once they receive FDA approval, but before the quality 
evidence regarding effectiveness, safety, and effect on health outcomes is available.  

Impact of Triple Aim strategies:  
As we strive to improve health, experience, and affordability, some of our initiatives can initially 
meet provider and member resistance as we are attempting to influence patterns of care and 
use of specific services.   Effective utilization management spans the continuum of care and 
services, and we use it at selected leverage points to improve the safety, quality, value and/or 
utilization of care. It may involve either or both consumer and provider engagement support 
services.  

Systems and processes for both operational and administrative functions are designed and 
continuously improved to support effective and appropriate care delivery and utilization 
management initiatives. 

Resource limitations specific to timeliness of decisions:  



 

All organizations are faced with recruitment and retention challenges. We have increasing rates 
of retirement and interest in part time positions, increasing competition between employers 
based on salary and benefits. This means we are more challenged with having sufficient 
resources to support increasing volumes of reviews.  The increasing volumes are related to 
prior authorization program changes and additional complexity related to expansion to other 
regions and changes to other lines of business. COVID-19 has also created resource limitations 
in addition to challenges with staff burnout and stress from sustained impacts of the pandemic 
on daily life.  

Identified Opportunities for Improvement/Actions 
In 2021, HealthPartners continued and enhanced our strategies and initiatives to support and 
improve member and provider experience.  

• Ease of use of online criteria: 
In May of2020, we introduced a new Prior Auth Verification Tool, which simplifies the 
process of determining when a prior auth is required. All the provider needs to determine 
if PA is required are the service codes (CPT/Dx). It also directs the provider to the 
appropriate medical coverage policy. If the service/item does require PA, a link to the 
resource to begin the PA request process is provided. 

• Electronic authorization function:  
Utilization of the online prior authorization application for submission of medical PA 
continues to increase.  This method ensures only minimally necessary information is 
collected to make a coverage decision and hopefully saves provider office time in 
collecting pertinent clinical information to submit a request.   

We have also enhanced our standard forms for those providers who prefer to submit via 
fax.  

• Pharmacy E-Prior Authorization: 
HealthPartners continues to work with our vendors to support ePA. As of March 2019, 
we were receiving over 70% of prior authorization requests via ePA, and three years 
later, we have continued to receive over 85% of requests via ePA. EMR vendors are 
continuing to make enhancements to their system functionality in order for providers to 
take advantage of this capability with seamless integration into provider workflows. In 
addition, HealthPartners has worked on creating question sets or decision trees that are 
specific to the drug being requested. For nearly 70% of ePA requests, providers will be 
sent a question set that is specific to the drug being requested. The questions will ask for 
all of the pertinent information necessary to make a decision, and it ensures that 
decisions are rendered similarly across different users. We are also expanding our work 
on auto-adjudication of requests (i.e., eliminate manual intervention).  For certain 
medications, electronic submissions that meet defined criteria will be automatically 
processed, further reducing turnaround time. In March 2020, we piloted automatic 
adjudication for two drugs and have since expanded to over 30 drugs. As of March 2022, 
approximately 12-13% of prior authorization requests are automatically processed with 



 

approval decisions communicated to providers within approximately 10 seconds after 
submitting the request. In 2019, we also rolled out Real Time Pharmacy Benefit Check 
(also known as RTPB or RTBC), which provides more specific Formulary coverage 
information within the electronic medical record. The Real Time Pharmacy Benefit Check 
may also display alternative medications that do not require prior authorization for the 
provider to select if they wish to avoid the prior authorization process. 

2022 Goals 
• Easy to understand denial letters: Sustain a “Strongly Agree”, “Agree”, or “Neither 

Agree nor Disagree” response rate of 75% or greater by continuing to develop plain 
language resources as achieved in the 2019 Provider Survey 

• Ability to find criteria online: Increase 2022 response rate of “Strongly Agree”, 
“Agree”, or “Neither Agree nor Disagree” to 65% with expansion of new Verify Prior Auth 
tool and continuing to evaluate options to deliver easy to use online criteria 

• Continue to evaluate, update, and develop coverage criteria policies with input from 
providers and evidence based medicine to support safe and effective care for our 
patients and members 

• Continue to monitor, evaluate, and institute appropriate actions to address member and 
practitioner experience with the UM process, as needed 

 

  



 

Affordability Initiatives  
Description 
HealthPartners Triple Aim affordability approach is built on a strong foundation of activities 
designed to reduce overuse and misuse of resources and to improve the value of services 
provided to our members. We systematically identify new opportunities and enhance our 
programs to capture cost savings. In 2021, we identified 44 different affordability strategies 
encompassing administration, health and care engagement, products and benefits, pharmacy 
and provider relations. At the end of the year, 33 of these strategies were on track to meet their 
affordability targets and progress was made on an additional 8 strategies. 

Goal 
In 2021, we established an affordability target based upon a projection of the upcoming year’s 
claims to reduce the expected Total Cost of Care (TCOC) by 2 percent and we were able to 
achieve a projecting savings of 1.69%.  

Initiatives/Interventions 
The Affordability Council meets bi-monthly to accelerate activities to achieve our affordability 
goals using the framework below:    

1. Establish organization-wide affordability goals and measures 

2. Generate potential affordability ideas and concepts in partnership with other functions in 
the organization 

3. Ensure the number and scope of affordability initiatives are sufficiently broad to inform 
decisions on resource allocations to support affordability 

4. Evaluate and select affordability drivers with the highest potential cost reduction impacts 

5. Lead priority setting and allocate resources to support success 

6. Track progress on affordability initiatives across the enterprise 

7. Leverage enterprise collaboration in achieving these affordability goals 

8. Link the work of this council to other affordability initiatives and work streams across the 
organization 

Affordability Initiative Identification Process 
HealthPartners has developed a multi-disciplinary affordability council and trend management 
team to systematically identify short and long-term opportunities and implement strategies for 
claims cost savings. Each year, this team develops an annual plan that outlines new claims 
trend management focus areas. Concurrently, they continually identify and evaluate new 
opportunities. The team has implemented a “Phase Gate” approach, which incorporates SBARs 
(scope and situation, potential claims cost savings opportunity, and potential strategy options) to 



 

assure an efficient process to support execution of ideas to generate intended results. Initiatives 
are closely monitored, including ongoing barrier analysis. Initiative leads create an overall 
timeline for each phase through feasibility and monitor progress to the timeline.  

Examples of key affordability focus areas include: 

• Health plan administration – through the implementation of claims system 
enhancements including out-of-network claims management  

• Pharmacy program – through PBM contracting initiatives, improvements in pharmacy 
rebates, supporting appropriate site of care for injectable medications and targeting 
opportunities to reduce fraud, waste and abuse.  

• Health and Care Engagement initiatives – focus on supporting provider collaboration, 
member activation, improving systems of quality, effectiveness, and safety 

• Products and benefits – implement value-based network design, infertility benefit 
redesign, implement online health and fitness option 

Gaps in Care 
Health and Care Engagement has developed a systematic process for affordability ideation.  
Quarterly updates are provided based on competitor analysis, purchasers, and consultants, 
contracted vendors, trend management, leader insights from conferences and CMS webinars. 
We also monitor, review, and compile national best practices work to ensure a shared 
understanding of innovative work that is occurring across the country. 

Results/Outcomes 
We successfully identified and implemented new affordability strategies in 2021. We nearly met 
the 2021 savings goal by realizing nearly $113 million in saving last year. Examples of achieved 
results reflect a strong focus on population health management and include the following:  

1. Understanding and addressing social determinants of health at the individual level and 
addressing home and workplace environmental factors. Initiatives included: 

a. Contracting with CHW Solutions to provide community health worker services to 
our members at a sustainable rate 

b. Implementing, Now Pow a third party managed and updated community resource 
directory that will enable member facing teams to make referrals with higher 
likelihood of member follow-through, replacing less robust in-house maintained 
directory 

c. Reducing clinical quality disparities – key measures include Antidepressant 
Medication Continuation and Follow-up after MI admission 

2. Improved and expanded preventive care campaigns and tactics to encourage high-value 
preventive services. 

a. Breast cancer screening outreach communications translated into HealthPartners 
top four languages 

b. Implemented new adolescent immunization campaign 



 

c. Updated diabetes campaign using feedback from a focus group of African 
American colleagues 

3. Member engagement and activation 
a. Digital Condition Support (myStrength implementation, expanded Living Well 

Platform Use) 
b. Digital Channels for Engagement in CCA Services:  Better engage members in 

condition support by connecting members to available online resources for 
condition management and network navigation, and close targeted gaps in care 
(aligned with HEDIS) in Core DM programs.  

c. Network/benefit optimization initiatives 
d. Healthy Pregnancy Redesign 
e. Comprehensive Care Advocacy Pilots: Tested new approaches of integrating 

behavioral health and medical case management.  First initiative completed 
(Case Management Psychiatry Rounds) has been implemented.  

f. Medicaid & Medicare Health Assessment Follow-up activities: this initiative is 
designed to improve the engagement of members through referrals from health 
assessment self-identification of health concerns.  The initiative includes 
automation of candidates for CCA outreach (completed Q1), interpreter services 
(completed Q3), PCP outreach (Q3), and ER utilization and diversion (Q3) 

4. Cancer Management:  Improved program ROI through earlier diagnosis/timely 
identification, leveraging pharmacy insights and expertise in identification and 
management of high-cost cancer treatment protocols, reducing ER/Admissions due to 
chemo side effects and promoting advance directives 

  



 

Medical Coverage Policy Development 
Description 
Medical Coverage Policy develops written coverage criteria to provide consistent information, 
clinical criteria, and interpretation of coverage.  These criteria serve as the basis for 
authorization decisions of certain medical procedures, behavioral health services, 
pharmaceuticals, devices, and other benefits, including items on the prior authorization list. 

Goal 
• Promote best care, affordability and experience while reducing overuse and misuse of 

health care services. 
• Ensure members have equitable access to care that is safe, effective and has been 

proven to have a positive effect on health outcomes. 
• Ensure coverage policies support integrity of coverage and authorization program 

decisions, including aligning with the most current reliable scientific evidence and 
consideration of scientific advances, expert opinion, or changes in current standards of 
medical practice. 

Initiatives/Interventions 
Implement strategies to support best care, affordability, and experience: 

1. Routine monitoring of literature and horizon scanning is performed to identify new or 
updated evidence on key topics.  

2. The New Technology Committee assesses new technologies to determine if they are 
investigational/experimental and forwards their consensus recommendation to the 
Medical Director Committee or its policy development subgroup for coverage 
consideration and to applicable business units (e.g. Provider Relations and Network 
Management or prior authorization program) for strategy development. 

3. New or revised policies are approved by the Medical Director Committee and brought to 
the coding committee for implementation and alignment of claims edits. This includes 
incorporating analysis of new technology and new applications of existing technologies. 

4. Implementation of coverage policies in collaboration with medical directors, quality and 
utilization improvement, contracting, claims, member services, product, and benefits with 
a specific focus on alignment with coding and claims payment. 

5. Focus on strategic topics such as spine, site of service, genetic testing/genetic 
therapies, transplants, mental health parity and investigational services. 

6. Collaboration with a contracted vendor to provide us with market analytics consultation 
for genetic testing.  Routinely conduct comprehensive analyses of claims data to provide 
us with current actionable opportunities in medical coverage policy, reimbursement, 
payment integrity, and laboratory contracting.  



 

7. Collaboration with the Provider Relations and Network Management department related 
to genetic testing laboratory contracts to ensure cost-effective and consistent pricing for 
covered tests. We work to identify opportunities for enhancement of our contracted 
network through developing new relationships with select high-value laboratory partners. 
This contracted network allows us greater control over our resources, while providing 
access to the genetic tests our members and patients need. Annual or periodic review is 
performed on all coverage policies.  

Barrier Analysis 
1. Rapidly emerging new technologies and FDA approvals. 

2. Genetic testing rapid pace of new tests, growth of large scale/panel tests, limited clinical 
evidence, coding and payment challenges.  

3. Absence of sufficient evidence on some topics to make an adequate determination.  

4. Absence of sound and/or varying understanding of codes and inconsistent and variable 
coding practices among providers (e.g. genetic testing). 

5. Managing the interaction and interpretation of coverage for multiple product lines 
concurrently. 

6. Multiple competing priorities of policy development to meet requirements for new 
technologies, Medicare policies, revision of policies, affordability topics and changes to 
policies to better support prior authorization programs. 

7. Complexity of managing multiple communication channels to ensure consistent 
messaging regarding complex coverage policies and criteria. 

8. Payment liability for non-covered claims (provider versus member).  Typically, unless the 
coverage policy requires prior authorization or is investigational/experimental, the claim 
is denied to member liability, resulting in a dissatisfying member experience. 

Opportunities for improvement: 
1. Routinely assess for and implement policy development process redesign to be 

maximally efficient, credible, and scalable. 

2. Facilitate improvement of the claims edit implementation process to ensure accurate 
edits that support current coverage policy determinations and align with policy effective 
dates.  

3. Ensure accurate and consistent billing practices for genetic and molecular testing 
services. 

4. Identifying opportunities to enter into contract agreements with additional specialized 
genetics laboratories to ensure alignment with market rates and a diverse and 
comprehensive portfolio of laboratory partners to serve our patients and members. 



 

5. Continuously maintaining medical coverage policies and developing medical 
management strategies to ensure we are covering evidence-based applications. 

6. Ongoing assessment of system needs for accurate and efficient coverage policy 
implementation. 

7. Identify opportunities to address complexity of verbiage within key medical coverage 
policies.  

8. Continuous focus on new and emerging technologies and changes in medical practice to 
ensure accurate coverage policy positions and attention to affordability opportunities.   

Results/Outcomes 
New Technology Committee: 

1. The committee reinforced its commitment to seeking expert opinion from a variety of 
physicians as topics were researched. Nine physicians representing specialties including 
general surgery, urology, otolaryngology, and obstetrics/gynecology provided insight to 
assist the group with determining coverage recommendations.  

2. The committee continues to improve the timing of topics moving through the committee 
so that they can be appropriately addressed via policy and/or the claims process, thus 
ensuring correct medical management and claims payment/non-payment. This is 
evidenced by the number of topics which have been added to either the Investigational 
Services-List of Non-Covered Services policy or another existing policy, or closed for 
review.  

3. In 2021, the New Technology Committee reviewed topics originating from a wide scope 
of sources including local providers, advocacy groups and HP internal departments.  A 
total of 53 topics: This included ten new topics, 5 watch list items and 38 items on the 
Investigational Services-List of Non-Covered Services policy. Of these, six topics were 
added to the Investigative List of Non-Covered Services policy. The horizon scanning 
process has allowed the committee to be more proactive in terms of identifying and 
evaluating new technology. No topics were moved forward to the Medical Director’s 
Committee this year for policy development. 

4. The committee maintained its process efficiencies via use of the Fast Track evaluation 
and voting process to reach consensus without the need for a formal meeting when 
indicated.   This helps support stewardship and green initiatives by conducting paperless 
or electronic meetings.  

5. The committee continues to prioritize topics for which there remains current, evolving 
literature.   

6. New Technology Committee utilizes a dedicated email address to help streamline 
communication with the New Technology Committee. Both internal and external 



 

customers can use this address to submit questions regarding a specific new technology 
topic.  

Coverage Policy: 
1. 55 new clinical coverage criteria policies were developed including 25 new Genetic 

Testing policies, and several that support various differences in Medicaid and Medicare 
coverage. 

2. Ongoing evaluation of policies to determine the relevance to current standard of care, 
evidence, cost and claims history, resulted in 20 policies being retired. Some policies 
were transitioned to alternative strategies including benefit coverage, claims 
management and provider administrative policies.  

3. Annual review was performed on 382 coverage policies resulting in revising coverage 
criteria for 93 policies.  

4. Continued partnership with sales to develop coverage specific needs of employer groups 
such as gender confirmation and infertility and fertility services.  

5. Implemented claims strategies to ensure accurate claims processing and payment to 
align with coverage criteria, maintaining clinical appropriateness and cost effectiveness.   

6. Partnered with behavioral health, pharmacy, utilization management to align workflows 
for coverage criteria that intersects multiple areas.  

7. Addressed complexity of verbiage within all coverage policies by adding clear language 
in common terms within the list of definitions.   

8. Partnered with Contracts and Benefits to deliver content within benefit contracts that 
aligns with coverage policy. 

9. Continued partnership with Provider and Network management to optimize the 
contracted network of genetic testing laboratories and continued contract relationship 
with a claims data analysis vendor to identify trends in claims data and opportunities for 
strengthening coverage criteria and payment strategies.  

 

  



 

Practitioner Credentialing 
Description 
HealthPartners reviews and evaluates the qualifications of licensed independent practitioners to 
help assure that care and services are provided to enrollees by competent professional staff 
and in an appropriate and safe environment. 

 2018 2019 2020 2021 Goal 
Network Size  74,900 80,633 86,831 93,574 NA 
Non-delegated 26,155 26,897 25,705 26,333 NA 
Delegated (regional network only) 48,745 53,736 61,126 67,241 NA 
      
Initial Applications (all practitioner types)       
Number processed 3016 3126 2825 3233*  
Percent completed in 30 days 34% 38% 29% 32% 90% 
Average turn-around time in days 40 39 39 32 30 
      
Recredentialing Applications  
(all practitioner types)  

     

Number processed 6448 6527 8916 6898  
Percent completed within 36 months 100% 100% 99.96% 100% 100% 
      

 

*Record number of initial applications 

 

  



 

Provider Engagement 
Description 
HealthPartners mission is to improve health and well-being in partnership with our members, 
patients and community. We work to promote team-based care to achieve best patient 
outcomes, build systematic links to providers and support best practices within our contracted 
network partners.   

Goals 
• Our goal is to engage, empower and partner with providers to achieve the best health for 

our members and to transform care delivery to achieve best care and experience 
outcomes and affordable value to our members.  Our objectives: 

• To drive improvement in healthcare quality within care delivery systems and maximize 
participation of all providers over time 

• To take a strategic approach working with network clinics to improve quality measures 
mutually beneficial for both HealthPartners and our provider partners 

• To give priority to topics that, because of their prevalence or severity, have potential for 
significant impact on our population and are amenable to improvement through focused 
action 

• To assess provider satisfaction with the health plan through periodic satisfaction surveys 
and feedback from health plan providers 

Initiatives/Interventions 
1. HealthPartners Provider Outreach Topics and Strategy collaboration on strategies for 

outreach to contracted clinics.  Establish a communication strategy inclusive of all 
departments currently doing outreach to contracted clinics 

2. HealthPartners plan Medical Directors, Provider Relations, Integration and Improvement  
and Health Informatics staff meet with network partner provider groups on focused 
initiatives throughout the year 

3. The Patient Management Application (PMA) is excel-based tool that was shared with 
network provider partners.  This tool includes the attributed membership for all lines of 
business if appropriate for the network partners.  The PMA identifies areas of opportunity 
in cost, utilization, reconfirmation of chronic conditions, annual wellness visit completion 
and incented HEDIS® measures. 

4. The Quality Management Application (QMA) is a Tableau workbook located in the PMA 
tool which identifies quality performance results and gaps in care for the annual wellness 
visit, reconfirmation rate and incented HEDIS® measures. The QMA is intended to be 
accessed at a future date through the provider portal. Currently, HealthPartners provides 
the QMA report in a PDF format to the incented network partners who are set up in the 
portal.   

5. Tracked, trended and shared the QMA report to incented providers quarterly and 
reviewed during scheduled meetings. 



 

6. HealthPartners resumed the Annual Wellness Visit and reconfirmation rate completion 
and select HEDIS® measures in 2021 for nine providers.  Telemedicine continued to be 
an option for Medicare Annual Wellness Visits in 2021. 

7. The incented network providers continued to feel the impact of the pandemic due to pent 
up demand from members for in-person visits. COVID-19 variants surged in Q4 which 
impacted clinics that were already strained with staffing shortages, burnout of staff and 
the temporary closure of Urgent Cares.  The network partners continued to focus on 
Social Determinants of Health (SDOH) by identifying food insecurities and transportation 
barriers for vulnerable populations and strengthening community partnerships to address 
the needs of the population. 

8. HealthPartners offered an ‘opt in’ Colorectal FIT Kit at-home campaign through internal 
partner, Virtuwell. This program included attributed Medicare Advantage and commercial 
members for our network partners.  

9. Quality Improvement and Compliance sends a monthly list of women with history of a 
fracture for the osteoporosis management star measure to the incented providers to 
provide outreach to those members to close the gap in care as appropriate. 

Barrier Analysis 
HealthPartners encounters the following challenges as we evaluate and promote the provider 
engagement: 

1. Identifying ways to involve and engage doctors/clinicians and minimize interruptions and 
demands that impact patient care 

2. Distribution QMA reports to appropriate clinic staff to improve quality outcomes including 
MNCM and HEDIS® measures 

3. Identifying  that clinic systems have their “standardized processes”  and understanding 
how we can promote collaboration to meet better member/patient quality outcomes 

4. Identifying the network partners individual initiatives at a clinic level and individual 
provider level to engage all providers  within the group to achieve best care practices 

5. Difficulty scheduling meetings on a regular cadence with incented providers due to 
competing priorities.  

6. Resource constraints noted for gap closure and recommended flat file transfer to reduce 
administrative burden to incented provider groups 

7. Variance in reports received from payers creating  difficulty for incented provider to 
ingest all the data to close the gaps as each payer has a different file format, , 
HealthPartners was able to ingest different formats to meet the incented provider groups 
where they were 

8. Resource constraints with Health Informatics due to competing priorities. 
9. Reluctance by some providers regarding messaging to the members to complete 

preventive services as the member may have received more than one type of 
messaging 

10. Outreach programs, like the Direct Mail FIT Program, allowed the results to be found in 
the unique portal the member created. These results could be shared with their PCP and 
QIC nurses had access to these results to follow up on recommended screenings if 
there was a positive FIT test.  



 

11. Member preventive care campaigns continued but Direct Mail outreach for Annual 
Wellness Visit completion was paused in Q4 and will continue to be paused until at least 
Q2 2022 

12. Pharmacy and clinic closures made it very challenging to provide the prescribed 
medications or appropriate care in a timely manner.  Individuals may have had to travel 
further and there was a disruption in care.   

Opportunities for Improvement: Results/Outcomes 
1. Create a Provider Consultation toolkit to include reports and resources available to 

provider groups. 
2. Increase utilization of the QMA tool used by incented network partners  
3. Create a comprehensive document encompassing HealthPartners reporting capabilities  
4. Partnering with incented provider groups to create flat file transfer in similar format they 

already use and streamline the process to ingest provider groups information into the 
HealthPartners system 

5. Opportunity for future growth in provider incentive program.  There were nine incented 
network partners in 2021 and anticipation of additional providers in 2022. 

6. Annual Wellness Visit completion Rate Results for Incented Providers through 2021: 

 

 
Current activities will continue in the next program year with expanded collaboration with 
provider network and Quality Improvement and Compliance to support and improve provider 
engagement. 
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Provider Consultations 
Description 
Activities or processes within a health care organization consist of what is done and how it is 
done.  The biggest impact for quality improvement is when both these areas are addressed 
together. HealthPartners supports quality improvement through partnerships with care delivery 
systems, national and local groups in an effort to improve healthcare quality.  

HealthPartners collaborates with health care systems through the Partners in Excellence (PIE) 
Program which recognizes excellence, innovation and persistent and sustainable change to 
impact preventive care for the population they serve. The PIE Program was paused again in 
2021 as providers shifted focus to addressing care needs during the COVID-19 pandemic.  

Along with the quality awards program, HealthPartners offers consultative services through the 
Quality Improvement and Compliance Department to clinic groups to support their quality 
improvement initiatives. Clinics may choose technical assistance on clinic processes, or they 
may benefit from analysis of data specific to their clinic. In 2021 HealthPartners continued the 
network partner provider incentive program that included consultation with HealthPartners team 
which included, Health Informatics, Provider Relations, Risk Operations, Medical Directors and 
Clinical Quality Consultants on selected HEDIS® measures, Annual Wellness Visit and 
Reconfirmation rate completion to reduce gaps in care.   

Goals  
Our goal is to motivate better performance of quality measures through continued and 
enhanced partnering with care delivery systems. Our objectives: 

• Identify opportunities to work with clinic systems to help improve their quality outcomes 
as defined in HEDIS® and MNCM through process improvement  

• Drive improvements in healthcare quality within care delivery systems to maximize 
participation of all providers over time. Provider engagement is one of the most 
important factors affecting the success of a quality improvement program.  

• Publicly recognize and award care groups for achieving high levels of performance in the 
Triple Aim – exceptional clinical quality, patient experience and affordable care.  

• Reinforce principles of prevention, population-based care, and evidence –based 
decision making and continuous process improvement.  

Initiatives/Interventions 
1. QIC staff is available to consult with network partners about their quality improvement 

processes.  Further analysis of data provided by HealthPartners is also available through 
the QIC department 

2. Provider Incentive Program (PIP) and Partners in Excellence (PIE) goals are aligned 
with plan goals and HEDIS®, paused for 2021.  



 

3. Health Informatics monitors provider performance and creates in-depth, actionable 
quality and Total Cost of Care reporting that enables providers to improve their 
performance. Providers receive reports on a quarterly basis.  

4. HealthPartners currently provides the Patient Management Application (PMA) Tool in 
which the Quality Management Application (QMA) Tableau workbook report is included 
to our network partners on a quarterly basis. These reports are available to be viewed on 
line through a secure login to the Provider Portal. The report includes data on preventive 
services and chronic disease. The QMA aligns with measures as defined by HEDIS® 
codes. The reports provide aggregated claims information to primary care and specialty 
providers to support and assist improvement process efforts in care delivery and care 
coordination with patients.  

5. Plan medical directors and quality improvement staff meet with network providers during 
consultations, round tables and Quality Connections Forums 

6. Quality Connections Forums are held three times per year to engage HealthPartners 
provider groups in quality initiatives to improve publicly reported measures.  This year, 
due to staffing shortages due to response to the COVID-19 pandemic, the forum met 
twice. This group has grown from 5 provider groups in 2012 to 16 in 2021.   The 
meetings offer clinics a forum to share successes, challenges and results of QI 
initiatives. Sharing tested strategies provides opportunities for the provider groups to use 
tested interventions for quality improvement. Due to the Covid-19 pandemic and 
following the recommended guidelines we shifted to a virtual forum in 2021 with 
continued strong attendance. 

7. Topics discussed at the 2021 Quality Connections Forum this year included utilizing a 
primary care team approach to behavioral health, plans for vaccine roll-out, strategies to 
reduce disparities, home vitals to monitor chronic disease and implementing USPSTF 
Guideline changes in colorectal cancer screening.  

8. HealthPartners continually shares educational opportunities such as webinars and 
conferences with quality improvement staff who are affiliated with network partners to 
enhance their knowledge of evidence based activities and support their QI efforts.  

9. Fast Facts is a bi-monthly newsletter to keep participating providers up-to-date on topics 
concerning provider network operations. Topics include mandates, medical coverage 
policies, patient health education programs and plan initiatives. In 2021, some topics 
included reminders for diabetic neuropathy screening, introducing changes to the 
USPSTF Guidelines on colorectal screening, and bias training opportunities for 
providers.  

Barrier Analysis 
• Clinic systems may feel they “don’t have time” to participate in awards programs and 

consultative meetings that they see as non-clinical activities. Common reasons for this 
reluctance include: 



 

o Provider non-compliance with evidence-based guidelines 
o Payment system for volume rather than quality of outcomes 
o Insufficient resources to support adoption of recommended initiatives or staff 

training 
o Competing priorities my not align with health plan priorities 

• Clinic systems and practitioners may be unaware of consultant services offered through 
HealthPartners. 

• Tools provided such as the Patient Management Application Tool seems duplicative and 
not value added to reports clinic systems already has in place.  

• Variation in reports received from payers creates difficulty for provider groups to ingest 
all the data to close the gaps as each payer has a different file format.  

• Staffing and a sharp rise in positive cases meant that  

Opportunities for Improvement: Results/Outcomes 
1. QIC Quality Consultants are actively partnering with HealthPartners Provider Relations 

and Network Management to educate network clinics on Quality Consultant services.  
2. Continue to expand Quality Connections Forums to encourage continuous quality 

improvement with our network partners.  
3. Identify provider groups that would benefit from the Quality Connections meeting who 

are not currently attending and/or invited.  
4. Create a Provider Consultation toolkit to include reports and resources available to 

provider groups.   
5. Incorporate the Patient Management Application into a broader support tool to enhance 

current tools used by provider groups. 
6. Partners in Excellence Program was paused for 2021.  
7. QIC and HealthPartners Provider Relations and Network Management sent a thank you 

note to provider partners, recognizing them for the dedication to our members that their 
care systems have shown over the last year years of the COVID-19 pandemic.  

8. We still want to recognize the ways in which organizations are working to change the 
way they deliver health care or the ways in which organizations are implementing a 
novel quality improvement process for patient preventive care screenings that is leading 
to greater performance.  

HealthPartners is committed to continuing these efforts to educate clinical systems and 
providers on the services offered by HealthPartners to promote improving quality outcomes. We 
will continue to support and engage clinical systems in the Partners in Quality Program to 
promote innovation, excellence and sustainable change to impact preventive care for the 
populations they serve.   

 

 

    



 

Centers of Excellence 
Member Populations Targeted  

X Commercial 
X Medicare Freedom (Cost) 
X Medicaid 
X MSHO 
 HPUPH 
 WI Marketplace 

 

Description 
HealthPartners operates Centers of Excellence (COE’s) on the premise of identifying providers 
for a specific service who provide exceptionally high-quality care through outcome 
measurement, demonstration of cost-efficient care, and provide members an exceptional 
experience.  

Goals 
Definition includes:   

1. Triple Aim focus: high quality care, cost efficiencies for the procedure and exceptional 
patient experience. 

2. Current COE’s: Transplant & Weight Loss Surgery 
3. Consistent review of outcomes by all COE participants 
4. Medical policies developed to ensure criteria by procedure is met 
5. Measurement: 

a. Weight Loss Surgery: Data compiled from Metabolic and Bariatric Surgery 
Accreditation and Quality Improvement Program (MBSAQIP) 

b. Transplant: Scientific Registry of Transplant Recipients (SRTR) 
6. All Minnesota products included 

Initiatives/Interventions 
Transplant: In 2022, we will continue to update our outcome measure summary, sourced from 
the SRTR database, and discuss these results in meetings with our transplant COEs. 

Weight Loss Surgery: 2022 will have a continued focus on measuring post-operative 
psychosocial well-being of patients; with results reviewed in our annual roundtable. 

Barrier Analysis 
• Benefit coverage –Benefit coverage for Weight Loss Surgery continues to be a 

significant issue facing both members and providers wanting to provide the service when 
benefit offering is not an option.  

• Systems issues in the organization – Many changes over the last couple years in UM 
management (prior notification process) for transplant. 



 

• Co-pay restrictions 
• Problems with provider access – providers requesting to participate as a COE provider 

when they are not meeting accreditation requirements, volume requirements and 
outcome requirements. 

• Opportunities identified for improvement and recommended interventions to overcome 
the barriers and issues. 

o Annual review of COE criteria 
o Benefits committee to review contract language and benefit coverage options 
o Continual feedback from providers with operational process 

Gaps in Care 
Ongoing analysis of additions to the COE network based on volume, outcomes and 
accreditation based on employer and provider requests.  

Opportunities for Improvement: Results/Outcomes 
NA 

  



 

High Value Networks  
Member Populations Targeted  

X Commercial 
X Medicare Freedom (Cost) 
X Medicaid 
X MSHO 
 HPUPH 
 WI Marketplace 

 

Description 
The goal of High Value Procedure Designations is to help ensure members receive the best 
value for their health care dollars. To that end, specific high volume and/or high cost surgical 
procedures are analyzed to identify variation in cost and quality, in order to designate facilities 
that are high quality and cost effective at a procedure level. 

Goals 
1. Making sure members have access to high quality and cost efficient healthcare 
2. Annual measurement results compiled and shared.  
3. The following procedures are evaluated on quality and cost for High Value Designations: 

a. Cardiac Care 
i. Cardiac Ablation 
ii. Cardiac Catheterization 

b.   Orthopedic Care 
i. Arthroscopic knee surgery 
ii. Arthroscopic shoulder surgery 
iii. Back surgery 
iv. Carpal tunnel surgery 
v. Hip replacement surgery & revision 
vi. Knee replacement & revision 
vii. Rotator cuff surgery 

c. Otolaryngology  
i. Tonsil and/or adenoid surgery 
ii. Tympanostomy surgery 

d. Other 
i. Cataract removal 
ii. Cholecystectomy 
iii. Hernia repair, inguinal 

4. Measurement: 



 

a. Cost:   
Cost performance is measured in terms of an index, or costs compared to the 13 
county metro average, for each procedure. In order to achieve High Value 
designation for a procedure, facilities must demonstrate cost-effective 
performance that is better than the 13 county metro average for the procedure. 
An index greater than 1.0 reflects cost performance that is worse (or more 
expensive) than the metro average, where an index less than 1.0 reflects cost 
performance that is better (or less expensive) than the metro average. The 
facility, provider, and any associated ancillary costs during the procedure episode 
can impact the procedure-specific total cost index (TCI). 

b. Quality:  
In order to be designated as High Value, hospitals with an overall quality rating 
must have achieved either a 3 or 4 star overall quality rating in the quality 
assessment. Please refer to https://www.healthpartners.com/provider-public/ for 
more information regarding this assessment. 

Initiatives/Interventions 

 

https://www.healthpartners.com/provider-public/


 

 

Barrier Analysis 
NA 

Gaps in Care 
NA 

Opportunities for Improvement: Results/Outcomes 
See High Value Network Designations on HealthPartners.com/provider  

  



 

Partners in Excellence (PIE) 
Member Populations Targeted  

X Commercial 
X Medicare Freedom (Cost) 
X Medicaid 
X MSHO 
 HPUPH 
 WI Marketplace 

 

Description 
The Partners in Excellence program forms the basis for HealthPartners’ financial and public 
recognition for medical, specialty or pharmacy groups achieving high levels of performance on 
the Triple Aim of exceptional clinical quality, patient experience, and affordable care.  

Goals 
1. Our Goal is to recognize and reward groups who deliver on the Triple Aim.  

2. Annual measurement results are compiled and shared.  

3. The measurements are clustered in the following clusters: Staying Healthy and Care for 
Illness, Care for Chronic Conditions, Getting Care and Information, Quality of 
Communication, Quality of Care & Service.  

4. The measurement sources used to determine achievement of the PIE goals: 
a. Minnesota Community Measurement (MNCM) 
b. Minnesota Community Measurement Survey 
c. HPI Specialty Survey Information 
d. HPI Evidence Based Connect 
e. HPI Clinical Indicators  

5. All Minnesota products are included in each care groups’ measurement.  

Initiatives/Interventions 
The following principals are used in the PIE program: 

1. Use measures that are relevant and clear to providers and consumers. 
2. Use measures that are accurate, valid, reliable, and obtainable. 
3. Use established measures, those endorsed nationally or generally accepted national or 

regional standards. 
4. Draw on a range of measures from a variety of sources, where possible, for a robust 

overall rating methodology. 
5. Apply consistent measurement approaches and use scoring that avoids or minimizes 

subjectivity. 
6. Disclose the methodology so it is transparent to providers, consumers, and employers. 



 

7. Silver performance recognizes high quality care delivered in the Health or Patient 
Experience dimension. 

8. Gold performance recognizes high quality care delivered in the Health or Patient 
Experience dimension and at an affordable total cost. 

Barrier Analysis 
Since MNCM discontinued their patient satisfaction survey, HealthPartners has developed and 
implemented our own patient experience survey for primary and specialty care.  

This survey will be used to measure patient experience across our network. 

Gaps in Care 
Opportunities for Improvement: Results/Outcomes 
The Partners in Excellence program forms the basis for HealthPartners’ financial and public 
recognition for medical or specialty groups achieving high levels of performance on the Triple 
Aim of exceptional clinical quality, patient experience, and affordable care.  

In 2022, we will continue to refine our measure while making sure to inventory meaningful 
measures that are in each of our domains. We will use MNCM as our primary source for 
measurements results.   

  



 

Total Cost of Care (TCOC) 
Member Populations Targeted  

X Commercial 
 Medicare Freedom (Cost) 
 Medicaid 
 MSHO 

X HPUPH 
X WI Marketplace 

 

Description 
The Total Cost of Care Report supports the Triple Aim goals by creating a more complete 
picture of the drivers of health care costs, which can be used to identify opportunities within 
individual practices. TCOC is a comprehensive reflection of a provider’s resource use, intensity, 
appropriateness, and efficiency built around the services a provider group’s patients receive and 
the clinics, specialists and hospitals in which they receive the services. 

Goals 
• To simultaneously deliver: Improved health, optimal patient experience, and affordable 

care and coverage 
• Consider the goals and measures of success from the annual work plan.  
• Individual providers will set a contractual trend target to meet in a calendar year. If that 

trend target is met the provider will earn shared savings dollars.  
• Total Cost of Care equation: 

 

• Currently TCOC is only available and measured for commercial populations.  

Initiatives/Interventions 
HealthPartners schedules annual / biannual meetings with TCOC providers to identify potential 
opportunities where costs and utilization could be reduced. The opportunities are provider 
specific based on overall population served, cost of services and practice patterns.  



 

Barrier Analysis 
Examples of categories that may create qualitative and/or quantitative barriers.  

• Organization staffing – Current staffing of organizations may not allow for telehealth and 
other technological support services. 

• Systems issues in the organization – TCOC has only been built for commercial 
populations as it stands today. There is increased interest in getting the data for other 
patient populations and being able to see different cuts of data based on clinic locations.  

Opportunities for Improvement: Results/Outcomes 
• 2022 - Continuing Tableau 2.0 rollout. One platform that will include data for all product 

types and the provider will get better visual data looks for different cuts. It will also house 
our other already established tools to help with care coordination and pharmacy costs.  

• 2022 – Adding Medicaid data to the reporting 

• 2022 – Adding site of care data at the procedure level which will provide information to 
care systems on what site of care (inpatient, outpatient, clinic, home) a procedure is 
performed, along with a benchmark that identifies site of care best practice. 

  



 

Delegation 
Description 
HealthPartners gives other entities the authority to perform certain functions on its behalf. 
Oversight of the contracted entity is performed to ensure the delegated functions are performed 
according to HealthPartners expectations. 

Delegated 
Entity 

Delegated 
Functions 

Initial 
Delegation 
Date 

Last Audit 
Date 

Status Comments 

Altru Health 
System 

Practitioner 
Credentialing 

January 1998 6/02/2021 
 

On-going 
monitoring 

Reviewed and approved at 
Quality Review Committee. 
CAP reported to DHS 

Allina Health 
System 

Practitioner 
Credentialing 

March 2020 

 

8/31/2021 
NCQA 
accredited 
Policy and 
Procedure and 
CMS File 
Review 

On-going 
monitoring 

Reviewed and approved at 
Quality Review Committee 

Aspirus 
Network 

Practitioner 
Credentialing 

November 2006 6/16/2021 
 

On-going 
monitoring 

Reviewed and approved at 
Quality Review Committee 

Aurora 
Health Care 

Practitioner 
Credentialing 

October 2017 8/27/2021 On-going 
monitoring 

Reviewed and approved at 
Quality Review Committee 

 
Avera Health  Practitioner 

Credentialing 
September 
2002 

8/16/2021 
NCQA 
accredited 
health plan 
– Policy and 
Procedure and 
CMS File 
Review   

On-going 
Monitoring 

Reviewed and approved at 
Quality Review Committee  

BayCare 
Health 
System 

Practitioner 
Credentialing 

October 2017 8/16/2021 On-going 
Monitoring 

Reviewed and approved at 
Quality Review Committee 

Becker 
County  

Case and 
Disease 
Management 
(SNBC) 

July 1, 2016 4/29/2021 On-going 
Monitoring 

Information submitted to 
Gov Programs Sr Manager 
of Monitoring and 
Compliance and to VP of 
Internal Audit & Compliance 

Bellin Health Practitioner 
Credentialing 

September 
2017 

7/07/2021 On-going 
Monitoring 

Reviewed and approved at 
Quality Review Committee 

 
Blue Sky, 
Inc.  

Case and 
Disease 
Management 
(SNBC) 

July 1, 2016 5/18/2021 On-going 
Monitoring 

Information submitted to 
Gov Programs Sr Manager 
of Monitoring and 
Compliance and to VP of 
Internal Audit & Compliance 



 

Delegated 
Entity 

Delegated 
Functions 

Initial 
Delegation 
Date 

Last Audit 
Date 

Status Comments 

Bluestone 
Physician 
Services 

Case and 
Disease 
Management 
(SNBC and 
MSHO/MSC+
) 

July 1, 2016 for 
SNBC and 
October 1, 2017 
for 
MSHO/MSC+ 

5/24/2021 for 
SNBC and  
 
6/25/2021 for 
MSHO/MSC+ 
 

On-going 
Monitoring 

Information submitted to 
Gov Programs Sr Manager 
of Monitoring and 
Compliance and to VP of 
Internal Audit & Compliance 

Carlton 
County 
PHHS 

Case and 
Disease 
Management 
(SNBC) 

July 1, 2016 5/25/2021 
 

On-going 
Monitoring 

Information submitted to 
Gov Programs Sr Manager 
of Monitoring and 
Compliance and to VP of 
Internal Audit & Compliance 

 
Children’s 
Hospital and 
Health 
System 
(Wisconsin) 

Practitioner 
Credentialing 

January 2021 12/30/2021 On-going 
monitoring 

Reviewed and approved at 
Quality Review Committee 

CIGNA Practitioner 
Credentialing 

January 2007 4/6/2021 
NCQA 
accredited 
health plan 
– Policy and 
Procedure 
Review   

On-going 
monitoring 

Reviewed and approved by 
Credentialing Director 

CIGNA 
Behavioral 
Health  

Practitioner 
Credentialing 

January 2007 4/8/2021  
NCQA 
accredited 
health plan – 
Policy and 
Procedure 
Review   

On-going 
monitoring 

Reviewed and approved by 
Credentialing Director 

CIGNA 
Dental 

Practitioner 
Credentialing 

June 2019 4/23/2021 
  

On-going 
monitoring 

Reviewed and approved at 
Quality Review Committee 

Doctor on 
Demand 

Practitioner 
Credentialing 

April 2016 5/13/2021 
 NCQA 
accredited in 
credentialing – 
Policy and 
Procedure and 
CMS File 
Review   

On-going 
monitoring 

Reviewed and approved at 
Quality Review Committee 

Essentia 
Health 

Practitioner 
Credentialing 

January 2000 9/10/2021 On-going 
monitoring 

Reviewed and approved at 
Quality Review Committee.  

EyeMed 
Vision Care 

Practitioner 
Credentialing 
(optometrists 
only) 

April 2008 10/15/2021 
NCQA certified 
CVO 

On-going 
monitoring 

Reviewed and approved at 
Quality Review Committee 

Fairview 
Health 
Services 

Practitioner 
Credentialing 

January 1999  9/17/2021 
NCQA certified 
CVO 

On-going 
monitoring 

Reviewed and approved at 
Quality Review Committee. 
CAP reported to DHS 



 

Delegated 
Entity 

Delegated 
Functions 

Initial 
Delegation 
Date 

Last Audit 
Date 

Status Comments 

 
Froedtert 
Health Inc. 

Practitioner 
Credentialing  

September 
2020 

9/13/2021 On-going 
monitoring 

Reviewed and approved at 
Quality Review Committee 

Fulcrum 
Health  

Practitioner 
Credentialing 

July 2018 5/7/2021 
NCQA 
accredited in 
credentialing – 
Policy and 
Procedure and 
CMS File 
Review 

On-going 
monitoring 

Reviewed and approved at 
Quality Review Committee 

Guild Inc.  Case and 
Disease 
Management 
(SNBC) 

July 1, 2016 5/20/2021 
 

On-going 
Monitoring 

Information submitted to 
Gov Programs Sr Manager 
of Monitoring and 
Compliance and to VP of 
Internal Audit & Compliance 

Gundersen 
Health 
System 

Practitioner 
Credentialing 

January 2017 5/19/2021 On-going 
Monitoring 

 Reviewed and approved at 
Quality Review Committee 

Health Plus Practitioner 
Credentialing 

November 2015 9/21/2021 On-going 
monitoring 

Reviewed and approved at 
Quality Review Committee 

Independent 
Lifestyles 
Inc 

Case and 
Disease 
Management 
(SNBC) 

July 1, 2016 5/19/2021 
 

On-going 
Monitoring 

Information submitted to 
Gov Programs Sr Manager 
of Monitoring and 
Compliance and to VP of 
Internal Audit & Compliance 

Koochiching 
County 
PHHS 

Case and 
Disease 
Management 
(SNBC) 

July 1, 2016 6/12/2020 
High 
Performer, no 
2021 audit 

On-going 
Monitoring 

Information submitted to 
Gov Programs Sr Manager 
of Monitoring and 
Compliance and to VP of 
Internal Audit & Compliance 

 
Lutheran 
Social 
Service of 
MN  

Case and 
Disease 
Management 
(SNBC) 

July 1, 2016 5/21/2021 
 

On-going 
Monitoring 

Information submitted to 
Gov Programs Sr Manager 
of Monitoring and 
Compliance and to VP of 
Internal Audit & Compliance 

Mahnomen 
County 

Case and 
Disease 
Management 
(SNBC) 

July 1, 2016 4/28/2021 
 

On-going 
Monitoring 

Information submitted to 
Gov Programs Sr Manager 
of Monitoring and 
Compliance and to VP of 
Internal Audit & Compliance 

Marshall 
County 
Social 
Services 

Case and 
Disease 
Management 
(SNBC) 

July 1, 2016 5/27/2021 On-going 
Monitoring 

Information submitted to 
Gov Programs Sr Manager 
of Monitoring and 
Compliance and to VP of 
Internal Audit & Compliance 

Mayo Clinic 
Rochester 

Practitioner 
Credentialing 

February 1996 7/21/2021 On-going 
monitoring 

Reviewed and approved at 
Quality Review Committee 



 

Delegated 
Entity 

Delegated 
Functions 

Initial 
Delegation 
Date 

Last Audit 
Date 

Status Comments 

Mayo Clinic 
Health 
System  

Practitioner 
Credentialing 

November 2007 
(original MCHS) 

January 2020 
(MCHS 
Franciscan and 
Eau Claire 
merged into one 
MCHS 
agreement) 

5/26/2021 On-going 
monitoring 

Reviewed and approved at 
Quality Review Committee 

 

Marshfield 
Clinic 

Facility 
Credentialing 

September 
2006 

11/15/2021 
NCQA 
accredited in 
credentialing – 
Policy and 
Procedure 
Review  

On-going 
monitoring 

Reviewed and approved at 
Quality Review Committee. 

Marshfield 
Clinic/Securi
ty Health 
Plan 

Practitioner 
Credentialing 

September 
2006 

10/7/2021 
NCQA 
accredited 
health plan– 
Policy and 
Procedure 
Review  

On-going 
monitoring 

Reviewed and approved by 
Credentialing Director 

MD Live Practitioner 
Credentialing 

January 2016 8/3/2021 
NCQA 
accredited in 
credentialing – 
Policy and 
Procedure 
Review  

On-going 
monitoring 

Reviewed and approved by 
Credentialing Director 

Medical 
Review 
Institute of 
America 
(MRIoA) 

Utilization 
Management 

January 1, 2021 3/24/2021 
NCQA 
accredited in 
UM  

On-going 
monitoring 

Reviewed and approved by 
QRC 

Medimore Practitioner 
Credentialing 

September 
2015 

9/14/2021 
 

On-going 
monitoring 

Reviewed and approved at 
Quality Review Committee 

Mercy of 
Iowa City 
PHO 

Practitioner 
Credentialing 

March 2017 3/18/2021 On-going 
monitoring 

Reviewed and approved at 
Quality Review Committee 

Meriter 
Hospital 

Practitioner 
Credentialing 

February 2019 12/6/2021 On-going 
monitoring 

Reviewed and approved at 
Quality Review Committee 

Midlands 
Choice 

Practitioner 
Credentialing 

January 2017 6/3/2021 On-going 
monitoring 

Reviewed and approved at 
Quality Review Committee 

Midlands 
Choice 

Organizationa
l Facility 
Assessments 

4/1/2018 9/22/2021 On-going 
monitoring 

Reviewed and approved at 
Quality Review Committee 

Minnesota 
Stroke 
Association  

Case and 
Disease 

July 1, 2016 4/30/2021 
 

On-going 
Monitoring 

Information submitted to 
Gov Programs Sr Manager 
of Monitoring and 



 

Delegated 
Entity 

Delegated 
Functions 

Initial 
Delegation 
Date 

Last Audit 
Date 

Status Comments 

Management 
(SNBC) 

Compliance and to VP of 
Internal Audit & Compliance 

MultiPlan 
(aka PHCS) 

Practitioner 
Credentialing 
(optometrists 
only) 

January 2007 NCQA 
accredited in 
credentialing - 
Policy and 
Procedure 
Review  
11/17/2021 

On-going 
monitoring 

Reviewed and approved by 
Credentialing Director 

Norman 
County PH 

Case and 
Disease 
Management 
(SNBC) 

July 1, 2016 4/29/2021 On-going 
Monitoring 

Information submitted to 
Gov Programs Sr Manager 
of Monitoring and 
Compliance and to VP of 
Internal Audit & Compliance 

Oakleaf 
Medical 
Network 

Practitioner 
Credentialing 

March 2006 5/19/2021 On-going 
monitoring 

Reviewed and approved at 
Quality Review Committee. 
CAP reported to DHS 

Olmsted 
Medical 
Center 

Practitioner 
Credentialing 

January 1997 8/13/2021 
NCQA certified 
CVO 
 

On-going 
monitoring 

Reviewed and approved at 
Quality Review Committee 

Paramount Practitioner 
Credentialing 

September 
2015 

7/12/2021 
NCQA certified 
CVO 
 

On-going 
monitoring 

Reviewed and approved at 
Quality Review Committee 

Polk County 
PHHS 

Case and 
Disease 
Management 
(SNBC) 

July 1, 2016 5/27/2021 
 

On-going 
Monitoring 

Information submitted to 
Gov Programs Sr Manager 
of Monitoring and 
Compliance and to VP of 
Internal Audit & Compliance 

Roseau 
County 
Social 
Services 

Case and 
Disease 
Management 
(SNBC) 

July 1, 2016 5/5/2021 
 

On-going 
Monitoring 

Information submitted to 
Gov Programs Sr Manager 
of Monitoring and 
Compliance and to VP of 
Internal Audit & Compliance 

Sanford 
Health  

Practitioner 
Credentialing 

January 2000 NCQA 
accredited 
health plan - 
Policy and 
Procedure and 
CMS File 
Review  
7/16/2021 

On-going 
Monitoring 

Reviewed and approved at 
Quality Review Committee. 
CAP reported to DHS 

Security 
Health Plan 
(for Ministry 
Healthcare) 

Practitioner 
Credentialing 

June 2007 

 

10/28/2020 
NCQA 
accredited 
health plan– 
Policy and 
Procedure 
Review  

Delegation 
termed 
11/1/2021 

 



 

Delegated 
Entity 

Delegated 
Functions 

Initial 
Delegation 
Date 

Last Audit 
Date 

Status Comments 

StaffCorp Practitioner 
Credentialing 

May 2019 10/14/2021 On-going 
Monitoring 

Reviewed and approved at 
Quality Review Committee 

St Luke’s 
Hospital of 
Duluth 

Practitioner 
Credentialing 

June 2017 3/3/2021 
NCQA 
accredited in 
credentialing – 
Policy and 
Procedure and 
CMS File 
Review  

On-going 
Monitoring 

Reviewed and approved at 
Quality Review Committee 

Teladoc 
Physicians 

Practitioner 
Credentialing 

January 2013 4/5/2021 
NCQA 
accredited in 
credentialing – 
Policy and 
Procedure 

On-going 
Monitoring 

Reviewed and approved by 
Credentialing Director 

ThedaCare Practitioner 
Credentialing 

September 
2017 

10/7/2021 
NCQA certified 
CVO 

On-going 
monitoring 

Reviewed and approved at 
Quality Review Committee 

The Medical 
College of 
Wisconsin 

Practitioner 
Credentialing 

September 
2020 

11/17/2021 On-going 
monitoring 

Reviewed and approved at 
Quality Review Committee 

University of 
Iowa 
Hospitals 
and Clinics 

Practitioner 
Credentialing 

June 2015 7/28/2021 
NCQA certified 
CVO 

On-going 
monitoring 

Reviewed and approved at 
Quality Review Committee 

Nebraska 
Medicine 
(University 
of Nebraska 
Physicians) 

Practitioner 
Credentialing 

January 2021 9/27/2021 On-going 
monitoring 

Reviewed and approved at 
Quality Review Committee 

University of 
Wisconsin 
Hospital & 
Clinics 

Practitioner 
Credentialing 

January 2019 5/18/2021 On-going 
monitoring 

Reviewed and approved at 
Quality Review Committee 

Winona 
Health 
Services 

Practitioner 
Credentialing 

February 2019 10/22/2021 
NCQA 
accredited in 
credentialing – 
Policy and 
Procedure and 
CMS File 
Review 

On-going 
monitoring 

Reviewed and approved at 
Quality Review Committee.  

MedImpact Network and 
Claims 
Processing 

January 2008 6/2021 
 
 

On-going 
monitoring 

Reviewed and approved at 
Pharmacy Quality 
Committee  

Fulcrum Network May 1995 12/6/2021 On-going 
monitoring 

Reviewed and approved by 
Director and Manager in 
Provider Relations & 
Network Management 



 

Delegated 
Entity 

Delegated 
Functions 

Initial 
Delegation 
Date 

Last Audit 
Date 

Status Comments 

VGM, Inc. 
(Homelink) 

Network January 2014 5/7/2021 On-going 
monitoring 

Reviewed and approved by 
Director and Manager in 
Provider Relations & 
Network Management 

Exela, 
formerly 
known as 
SourceHOV 

Data entry of 
paper claims 

1991 3/15/2021 
 

On-going 
monitoring 

Annual SOC-1 results 
reviewed with Management 
reviewed with Management 

 
Bolger Marketing/Ful

fillment 
April 2012 8/2021 Annual 

Packet & 
Onsite 
Audit are 
reviewed 
and 
approved 
by 
Marketing 

 

Shared with Marketing 
Leadership and Government 
Programs Sr Manager of 
Monitoring and Compliance 

AllMed Utilization 
Management 

June 14, 2021 5/26/2021 Pre-
Delegation 
Assessment 

On-going 
Monitoring 

Reviewed and Approved by 
QRC 

Onco Health Oncology 
Utilization 
Review 

1/1/2021 Pre-
Delegation 

11/16/2021 Pre-
Delegation 
assessmen
t completed 

Reviewed and approved at 
Quality Review Committee 

Monument 
Health 

Practitioner 
Credentialing 

5/1/2021 3/30/2021 NCQA 
accredited 
in 
credentialin
g – Policy 
and 
Procedure 
Review 

Reviewed and approved at 
Quality Review Committee. 

Children’s 
Minnesota 

Practitioner 
Credentialing 

June 2021 4/16/2021 
NCQA 
accredited 
Policy and 
Procedure and 
CMS File 
Review 

On-going 
monitoring 

Reviewed and approved at 
Quality Review Committee 
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